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REPORT ABSTRACT 

This report presents a summary of major dilemmas facing elderly 
persons in South Carolina and proposed action steps that were identified 
by state leaders and citizens at "The Thinktime on Expanding and Improv
ing Community Supportive Services for Older South Carolinians." 

Three main needs were identified for improving and expanding com-
munity supportive services for older South Carolinians: 

One, a well designed, locally controlled demonstration 
effort is needed to show the benefit of a comprehensive, 
coordinated community-based system of services designed 
to assist elderly citizens in acquiring services they 
need. 

Two, public agencies in South Carolina receiving human 
service funds need a mandate to report annually on 
their community-based services for the elderly, their 
collaboration practices and their involvement of the 
elderly in their programs. This would serve as a 
basis for decisions on renewed or expanded funding. 

Three, a need exists for a major educational effort 
designed to assist all South Carolina citizens in 
understanding the aging process, the dilemmas of the 
later years of life, and the roles of service systems 
in aiding South Carolinians to care for themselves in 
their own communities. 

A Thinktime Follow Up Committee has prepared this document and 
continues to monitor developments related to the Thinktime themes. 



I,NTR.QOOCTION 

Se'rvices for assisting frail and disabled elderly· persons in their 
' 

homes are availafile, but limited, 1n1dersupported and frequently tmknown 

to those who need them. Many families are unable to care for their 

elderly 1Tlembers in the home without assistance. Public policies on 

Medicaid, Medicare and other third party payment sources, along with 

the public's lack of awareness- of home care potential, tend to increase 

commitments to institutionalized care facilities. 

Until a few short years ago, astounding as it may seem, little 

thought had been given to the need for expanding and improving cOJIII1Ulli ty 

and home based supportive services. Due to efforts on the state and 

national level, attention is now Being given to what has been referred 

to as "al tematives to institutionalization." However, as Congressman 

Claude Pepper, Chainnan of the U.S. House Select Conuni ttee on Aging, 

states -- "It only stands to reason that in the natural order of things 

it should be just the reverse. Institutionalization should be an al-

ternative to home health care." 

The Study Conlnittee on Aging began an effort in 1975 to spotlight 

the need for the expansion and improvement of conmmity supportive 

services in South Carolina. Programs such as home health care, home-

11laker and chore assistance, rmtrition and transportation services, adult 

day care and companion services can and do prevent or delay institution

~ltzation. There comes a time for many· of our older people when 24-hour 

skilled rmrsing care Becomes a necessary and appropriate service. How

ever, ·1JJ8I1Y of our older people could avoid unnecessary and premature 

institutionalization if 1110re conm.mity· and home-based services were 

available. And, a recent General Accotmting Office Report states: 



'tmtil older people became greatly or extremely impaired, the cost of 

nursing home care exceeds the cost of home care including the value of 

the general support services provided by family and friends." 

This report is a result of a two-day "Thinktime on Expanding Com

munity Supportive Services for Older South Carolinians" which was held 

on November 29 and 30, 1977. The conference was sponsored by the Study 

Conunittee on Aging in cooperation with the Coillllission on Aging, the De

partment of Health and Enviromnental Control, the Department of Mental 

Health, the Department of Social Services and the University of South 

Carolina School of Public Health and Social Problems Research Institute. 

The conference was attended by executive level representatives of state 

and local governmental agencies, legislators, direct services providers 

and older citizens. It outlin&S recommendations and sets forth steps 

which are being taken to implement them. 

Several developments have taken place since the "Thinktime," many 

of which are outlined in the report. One such development is the en

dorsement of the conmnmity health services concept by Governor James 

B. Edwards in his State of the State Address on January 24, 1978: 

I have concluded that we must redirect resources to the 

elderly that will aid them in maintaining their indepen

dence through services delivered to their homes, such as 

home-based health, adult day care, transportation and meals 

on wheels. These services make sense not only in providing 

dignity to the elderly, but as an alternative to long costly 

stays in nursing homes. 

The major reconmendation of the "Thinktirne" participants is that 

.it be the policy of South Carolina state government to maintain and 
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support the elderly in their own homes or conmnmities with dignity and 

respect for as long as possible. This reconunendation along with the 

program reconunendations expressed in this report are based on a belief 

that older South Carolinians have a right to live independent, satisfy

ing lives in places of their choice. This independence, satisfaction 

and wellness for the elderly can be aided significantly if comprehensive 

comm.mity-based services are expanded and improved. 

It simply nrust be the thrust of the future that we move in the 

direction of improving and expanding conmtm.i ty supportive services and 

that we maintain the momentum and cooperative spirit which prevailed at 

the "Thinktime. " 

We hope you will study this report and assist in promoting and 

implementing the reconunendations herein. 
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Hyman Rubin, Chainnan 
Study Conunittee on Aging 



Srn.MARY OF MAJOR DII»MAS AND NEW RESPONSES PROPOSED FOR ACTION 

I. ELDERJ., Y PERSONS 

DILF1+1AS FACING ELDERLY 
PERSONs IN soutH ·CAROLINA 

A. Many elderly persons cannot 
afford institutional costs 
nor in-home health service 
costs. 

B. Families of elderly persons 
and the elderly themselves 
are often unfamiliar with 
the processes of aging and 
the services available for 
assisting elderly people 
to remain at home. 

C. A great majority of elderly 
persons have at least one 
chronic disease, with 
coverage including only 
the acute illness phase. 

D. Possibility for premature or 
inappropriate institutional 
placement is high in South 
Carolina because of the 
limited availability for 
community based and in-home 
services. 
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NEW RESPONSES ·pROPOSED AND 
StA1Us OF ACTrrn Sl'EPs 

Thinkt~e follow-up committee 
providing rationale to General 
Assembly that the Medicaid cap 
should be increased and made 
the same for nursing home and 
in home health coverage. 

Proposed legislation under 
consideration to require all 
insurance carriers in South 
Carolina to include the provision 
of home health services in 
basic health policy coverage. 

Through the sponsorship of the 
Study Committee on Aging, a 
major demonstration project to 
bring comprehensive, coordinated 
community services together is 
being developed for one locality 
in South Carolina. 

The South Carolina Health Educa
tion Association is exploring 
with the Thinkt~e follow up 
committee the design and imple
mentation of a broad based 
statewide educational program. 

Thinkt~e follow up committee 
working for increased coverage 
(Title XX) for health maintenance 
and preventive care. 

General Assembly considering 
screening program for long term 
care. 



CA,RE PROVIDERS 

DI:LEM4AS FACING DIRECT CARE · 
PROVIDERS woRKING wt1H 
ELDERLY PERSONS 

A. Eligibility and coverage 
guidelines often limit 
services based on chrono
logical age rather than on 
degree of disability or 
need. 

B. Direct Care Providers 
rarely receive incentives 
to expand in-home services 
or to collaborate with 
other providers. 

C. No current incentive for 
private nursing homes to 
provide community oriented 
services. 

D. Some public and private 
agencies do not collaborate 
and sometimes have very 
little leverage to collab
orate with other providers. 
(e.g., in 1975 there were 
31 different federal 
funding sources for trans
portation services for 
elderly people). 

E. MJst direct care providers 
work for agencies which are 
"come to" rather than "go 
out" oriented. Since 
acquirers of most services 
come to the provider, they 
are rarely able to focus 
on preventive and wellness 
approaches. 
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. NEW RESPONSES PROPOSED AND 
stAtuS OF ACt!CN ·STEPS 

Thinktime follow up committee is 
writing a position paper for the 
Social Services Advisory Committee 
proposing group eligibility 
options and reduced paper work 
procedures. 

Proposed demonstration project. 

Through the Study Committee on 
Aging an approach to collecting 
data on the number, type and 
cost of community based services 
is being developed. Collaboration 
practices, future services and 
involvement of elderly persons 
will also be reported. 

Study Committee on Aging and the 
Governor's Office are exploring 
ways to remove obstacles. 

DHEC Commissioner and Acting 
Interim Commissioner of DSS 
publically pledged their support 
for increased collaboration. 

Demonstration Project will offer 
opportunity to further examine 
this issue. 

A major focus of the statewide 
educational activity being explored 
by the S.C. Health Education 
Association will be to develop 
information for elderly persons 
and their families designed to 
aid them in seeking out and 
setting the terms for the services 
they believe they need and re
quire. 



POLICi MAKERS 

DILJM.1AS FACING POLICY MAKERS, 
·'!HE ·RESOURCES · 5ANcttoNERS 

A. Both Agency and Legislative 
leaders have difficulty 
setting priorities for one 
group over another. 

B. Have difficulty in monitor
ing and holding accountable 
agencies who administer 
programs based on Legisla
tive intent. 

C. Since Legislators necessarily 
deal with a wide range of 
public issues, they find it 
difficult to be expert in all 
fields. They seek assistance 
in understanding consequences 
of budget decisions, particu
larly those that reduce com
munity based services for 
elderly people. 

D. Public Agency leaders are 
constrained by lack of 
funds and lack of incen
tives to collaborate with 
other agencies. 
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. RESPONSES, PROPOSES AND . STATIJS 
OF ActiON ·StEPS 

They welcome more intensive 
grassroots support for policies 
and programs which address 
critical needs. 

Study Committee on Aging 
considering approach to collect 
data on the m.unber, type and 
cost of community based services 
provided by agencies receiving 
state appropriated funds as well 
as gain information on collab
oration practices with other 
agencies and the elderly citizens 
for whom the programs are designed 
to serve. 

Legislators participating in 
Thinktirne sought and continue to 
seek guidance and information 
from elderly people and agencies 
working on their behalf. 

The proposed demonstration 
project will be designed to 
provide clues for overcoming 
this dilemma. 

The proposed annual reporting 
machinery mentioned above will 
be designed to provide another 
kind of support. 
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NURSING lD1E AIMISSION SCREENING IN VIRGINIA: 

CONDITIONS FOR MAKING IT WORK 

AN ADDRESS PRESENTED ON NOVEMBER 29, 1977 AT 

1'1HINKTIME ON IMPROVING AND EXPANDING C<J.MJNITY SUPPORTIVE SERVICES 
FOR OLDER soum CAROLINIANS. I I 

by 

ANN E. COOK, ACSW 
DIRECTOR, MEDICAL SOCIAL SERVICES SECTION 

VIRGINIA MEDICAL ASSISTANCE PROGRAM 

The Virginia Medical Assistance Program included intermediate care 

as a covered service in 1972. 

Early in 1975, after only three years experience with the cost of 

intennediate care, the Virginia Medical Assistance Program began to give 

serious attention to the need to find a solution to the increasing 

m.unber of patients going into nursing homes. In the past 2~ years the 

Virginia Medical Assistance Program has experienced a net increase of 

32% in paid claims for nursing home care. The cost of intennediate 

nursing home care has overtaken and passed inpatient hospitalization 

to become the most expensive item in the Medicaid budget. Payments to 

intennediate care facilities account for 38% of the Title XIX budget 

in Virginia. 

Additionally, since Medicaid in Virginia covers both the categori

cally needly and medically needy, every elderly and disabled Virginian 

is potentially eligible for Medicaid. Demographic studies reveal that 
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the aging population of Virginia has grown from 10.7% of the total State 

population in 1960 to 12.5% in 1976 with a projection of 13% in 1980. 

In all, same 621,683 persons 60 years of age and older currently live 

in Virginia. 53,301 are eligible for Medicaid in the Aged category. 

An additional 34,385 people are eligible for Medicaid as disabled 

individuals. 

In 1972 there were 9,963 nursing home beds licensed in Virginia. 

7,083 of those were certified for intermediate care. In October 1977, 

there were 14,702 licensed beds in Virginia. 13,837 are certified for 

intermediate care. 63.5% of those beds are filled with Medicaid 

patients. 

The projected expenditure for skilled and intermediate care in the 

1978-1980 biennum is $206,109,259 in community nursing homes with an 

additional $102,000,000 projected for long term care beds in state 

mental hospitals. 

A way to slow the mass migration of the frail elderly and the 

chronically ill from the community into long term care facilities had 

to be found. Fiscal reality demanded it. But as important as fiscal 

considerations are, they are no more important than the issue of ap

propriateness of care which demanded attention also. 

Anyone familiar with institutional life will agree that even the 

most benevolent and compassionate institution cannot provide the sense 

of self-determination and independent living that an individual can 

experience in his own home. Persons placed in nursing homes nrust often 

part with treasured possessions and individual freedom. He nrust ac

conunodate his life style to the demands of efficient operation of a 

group facility. He often severs ties with friends, family and 
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community. It is most desirable to allow him to continue as normal and 

satisfying a life style as possible for as long as possible. 

The staff of the Virginia State Health Department began to wonder 

just how big a part our program QMedicaid) played in encouraging the 

placement of the elderly and disabled in institutional settings because 

funding was so readily available for institutional care while community 

based services such as Home Health Services and individual support ser

vices under Title XX were actually underutilized. A placement in an 

institutional setting is a neat way to care for the elderly because it 

is considered "safe" and somewhat pennanent. Harrassed and pressured 

hospital discharge planners and local Departments of Welfare service 

workers found long term care a readily available and readily funded 

solution for elderly individuals who could no longer live independently. 

Families, needing assistance in caring for relatives, were often unaware 

of services available in their own community and placed their relatives 

in nursing homes because they simply did not know what else to do. 

Fragmentation of services caused ignorance of available services. 

Ignorance of the existing services in the community, plus the difficulty 

in penetrating the complicated maze of community agencies offering ser

vices in the home, often resulted in institutional placements. 

One barrier to families seeking service was the absence of an 

interdisciplinary group who could assist in matching needs with resources. 

We had the growing conviction that a multidiscipline, mul tiagency com

mittee was needed to screen an applicant for services to analyze the 

needs and to direct the individual to the appropriate service. In 

Virginia the agencies which exist in every community and which know the 

most about local services are the local health and welfare departments. 
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Obviously, their participation in such a committee was essential. 

We felt that screening by such a committee could direct individuals 

to existing community based services which would in many cases meet the 

need as well or better than nursing home care. It is important to em

phasize that nursing home care is the most appropriate place for many 

people whose need for care cannot be provided any other way, but many 

people have needs that can be met in other ways. 

We in the State Health Department felt that if Medicaid helped to 

create the problem, it should help to create the solution. In July 1976, 

the State Health Department recruited the assistance of four local health 

districts to test the validity of such a screening program. The locali

ties included urban and rural areas. The conuni ttees were composed of a 

local Health Department physician, a public health nurse and an adult 

services social worker. Every nursing home enrolled in Medicaid was 

advised that patients residing in those localities who were living at 

home and sought admission to a nursing home would have to be screened by 

the local committee prior to admission if they were eligible for Medicaid 

or would become eligible within ninety (90) days. This screening became 

part of the admission certification requirement and payment would not be 

made without it. 

The committees were given a broad charge. They were to evaluate the 

medical, nursing and social needs of each applicant, and analyze what 

specific services he needed. Next they were to evaluate whether a service 

or, more likely, a combination of existing community services were avail

able to meet that need. Availability not only would depend upon the 

existence of such a service in the community, but also, would depend on 

whether this individual was financially eligible for the service, and 
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whether the agency could actually deliver the service to that individual 

at the time and in the amount necessary to meet his need. 

The services which we felt could be used to help an individual re

main at home were home health services, chore and companion services, 

cdngregate meals or home delivered meals, adult day care, homemaker ser

vice, protective services for adults, and sheltered living arrangements 

such as homes for adults or foster homes. 

If any of these services were needed, the committee was to refer the 

individual to the appropriate agency and follow up to see that the service 

was actually rendered. This part of the screening process is absolutely 

essential. No individual can be left in limbo when needs exist. 

During the pilot project 167 individuals were screened. 26.3% were 

successfully cared for in the community. We felt that the experiment was 

a success. 

The program received the support of the Secretary of Human Resources, 

the Virginia Office on Aging, the State Department of Welfare, the 

Virginia Health Care Association and the Virginia Commission on the Needs 

of the Elderly. 

Based upon the success of the pilot program screening was initiated 

statewide on May 15, 1977. Committees were formed in each locality in 

Virginia. The hub of the committees continues to be the physician, 

nurse and social worker from the local health and welfare departments. 

In addition, we have encouraged the committee to recruit participation 

by every agency in the community which offers services to the elderly 

and disabled. In many communities the local area office on aging, the 

mental health clinic and in some cases the ministerial association are 

participating. In two localities representatives from local homes for 
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adults and nursing homes also participate. 

During the first six months of the screening program, 943 people 

were screened. Twenty-three percent (218) were maintained in the com

munity. The committees in some communities are able to find alternative 

placements for only 5% to 10% while others are the ones demonstrating 

the best results. 

In order to identify the kinds of services that are required but 

not available, the committee submits to the Virginia Medical Assistance 

Program a form on each person screened. The information is designed to 

provide basic data on each individual and to describe what services were 

or were not available to him. Where an alternative plan of care is de

veloped the committee identifies which services were required to meet 

the person's need. When nursing home admission is reconmended, the com

mittee is asked to identify which services could have met his need but 

were not available. Analyses of this data will help identify where 

services do not exist or where they need modification or expansion. 

Reporting to this point has shown that the service most often 

needed and not available is companion service (in 28% of the cases) 

followed by homemaker services (22%), day care (19%), and meals (17%). 

Only home health services seemed to be available in all areas and in 

sufficient quantity to meet the need in most cases. 

are: 

In those cases where the service needed was unavailable the reasons 

1) the person did not meet the income eligibility requirements 
for the service, 

2) the service was not available at all in the community 
(examples: day care), 

3) the service was not offered in sufficient number of hours 
or at night (example: companion services and home health services), 
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4) the person needed for 24 hour supervision cannot be provided for 
many people outside of a nursing home. 

In the reporting localities, the need most often expressed is for 

"quality" Horne for Adults. In addition, there is nruch concern for those 

people whose income is slightly in excess of the allowable amount for 

SSI eligibility and who are therefore not eligible for such services as 

chore and companion services under Title XX in Virginia. 

Costs to administer the program are being paid out of the Medicaid 

administrative budget. The Virginia Medical Assistance Program is 

paying the local committee $44 for each screening program statewide. 

The estimated cost to administer this program statewide is $203,600. 

The cost savings of the program should be high. It is not possible 

to predict exactly what the saving will be because at the present time 

there is a shortage of nursing horne beds in Virginia. Screening has 

helped to facilitate the admission of those most in need of care by 

diverting from admission those whose needs can be met in other ways. 

Ultimately-we expect screening to reduce nursing horne admissions and 

save Medicaid dollars. We have projected savings of five million dol-

lars a year when all admissions are screened. 

We are realizing another potential function for these local com

mittees. We hope that these committees can also provide a dimension 

to nursing horne discharge planning not previously possible by assisting 

in the development of support services for patients being discharged 

from nursing homes back into the conmmity. The success of returning 

patients to the community will be enhanced if services are ready and 

waiting for them. 
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Now let's discuss some of the problems we anticipate: 

1) Screening has not yet included those being discharged into 
nursing homes from hospitals. We feel that screening is 
even more needed for these patients. We plan to extend 
screening to cover this group within a year. By that time the 
committees will be experienced and fully operational so that 
delays in discharge should not result from the screening 
requirement. Additional personnel will be needed on the 
local level to perform these screenings and local agencies 
must receive funding to hire new personnel where needed. 

2) Community services are not uniformly available in the same 
quality and quantity across Virginia. Some areas have 
services that are already stretched to the breaking point, 
and Title XX ceilings will be bumped very quickly in other 
communities. Additional funding will be necessary to expand 
these community services. Response must come from the 
General Assembly in providing funding for this expansion. 
But now we have demonstrated a need and we have shown that 
it is possiore-to provide alternatives to inst1tutional care. 
Already we are seeing indications that support is present to 
expand funding for these services. 

Another source of assistance in expanding community services is 

private enterprise. Nursing Homes in Virginia are showing an interest 

in providing more than inpatient care. Some are expanding into offering 

day care and home health services. If funding through Medicaid and 

Title XX is available to pay the cost, I believe there will be a growth 

in the availability of these services just as the number of nursing 

home inpatient beds have increased. But funding and demand must be 

present before this can happen. 

I believe expansion will come about as more people become aware 

that the elderly should not be isolated from community life but given 

every opportunity to continue to live in their own homes as long as 

possible. 
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EXCERPTS FROM "COMPREHENSIVE PI.M~NI.NG, COORDINATION AND PROGRAMMING 
FOR THE COMMUNITY-BASED SERVICES FOR THE ELDERLY" 

DAPHNE KRAUSE, 
Minneapolis Age and Opportunity Center President 

November 29, 1977 

Before presenting an overview of the history, philosophy, and the network 
of programs and consortium of partners of the Minneapolis Age and Oppor
tunity Center, that we call MAO, I would like to tell you a story that 
illustrates graphically the callous disregard towards many of our most 
helpless elderly that I believe is one of the root causes of our ageism 
and lack of commitment to them. 

It seems there was a country in a time where it was the custom to take 
the elderly up a mountain to die of exposure when the community felt 
that they were no longer of any use. A man carrying his father up the 
mountain felt tears on his neck and he said, "F{lth/3r, why are you cry
ing? You've had many years to grow used to our custom," And the father 
replied, "I'm not crying for myself, son. I'm crying for you and what 
your sons will do to you." There are many issues this story raises. Is 
it possible that in our countries, our time, a neglected house, a dingy 
apartment, or an unnecessary nursing home are our mountains of oblitera
tion for our unwanted elderly? Certainly, very old age is the ultimate 
death sentence and I believe that it is our unconscious fear of that 
reality that is behind our ageism, our thanatophobia, our neglect. We 
must ask ourselves, are all our old people alike? We will find they 
certainly are not. Are they all a burden on the community? We will find 
that a very large percentage are comparatively or completely independent, 
rarely needing our help. But for those who do need our assistance, 
where does our responsibility to them lie? What types of services do 
they need? How do we provide them? Indeed, can we even afford to do so 
with the increasing elderly population? 

The MAO experience is only one answer to those vital questions. Begin
ning in 1967, I met with senior leaders and we analyzed the existing 
fragmented services, many of which were excellent in themselves, but not 
sufficient to provide the full range of what I eventually call "medi
supporti ve services," which is a network of services even though, it is 
true, that various disciplines exist and even there are a variety of 
services that are needed in some form or another. My first thought was 
to try to coordinate existing programs and then fill in the gaps. Im
mediately, I ran into problems. There were two major stumbling blocks. 
One, most private and governmental agencies fought coordination • ••• The 
second major obstacle was the lack of federal or local funding for net
work service ••• Examples of problems with federal funding are guidelines 
that limit our services chronologically. This can be especially 
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discriminating to minorities, man~ of w.hom do not have the life expect
ancy of whites. The degree of disability and need should be the 
determining factor in providing services. Also, in trying to insure 
quality services, guidelines at times force a higher level of unnecessar~, 
expensive pro:tessional services than is warranted. In other words, ~ou 
should match the level of expertise needed to the level of the problem. 

Other services that are essential for the aged and disabled are disallowed, 
such as Pap smears, dental care and drugs needed to maintain health. 
There's not much point in providing medical care if the senior cannot 
afford the prescribed medications. 

It is a total waste of medical resources. For example, if you have 
someone with hypertension, which often can be controlled with medication, 
and the senior can't afford it. 

Nevertheless, mainly it is federal funds that enable MAO to provide all 
its 200-odd social supportive services, paid staff. I think that's 
important. I don't want anyone to kid themselves that you can do it 
with volunteers alone. Ranging from three full-time attorneys plus a 
volunteer attorney; three levels of counselors, employment specialists; 
three levels of home care staff--handymen, drivers, home-delivered meals, 
counselors for emotional health, grief therapy, alcohol/drug dependency/ 
abuse, and so on. More examples of services that we give are in our 
brochure. 

MAO's current budget for 1977 from all federal funding sources is $721.000. 
We have served approximately 12,000 seniors with medi-supportive services. 
Of these, we served a recorded average of 2,800 unduplicated seniors a 
month, with an average of 16,000 recorded services. That does not include 
the medical services or voluntary action services. There comes a point 
where the number of records becomes unreal, although it does means that 
within our agency there are 43,000 basic records and case histories of 
senior citizens ••• 

From the beginning, I knew that I had to plan and develop a program that 
was not only humanly effective, but also cost effective in every possible 
way. Now, needless to say, or I hope I don't have to say this, there is 
absolutely no way to be cost effective if you're not humanly effective. 
All you've done is thrown the money away. By the way, I prefer to call 
it "creative austerity." I felt this as a challenge to rethinking 
existing methods, to take nothing for granted. But most of all through 
all my planning, I never forget the woman who told me, "I know I'm going 
to die, but I don't want to die everyday." 

The medi-supportive concept was based on my fundamental belief that health 
in the future can no longer be considered medical intervention alone. 
However important those services are, equally so are any socially sup
portive services. And I believe that these services must be welded 
together to meet the diverse problems of the client/patient. Health is 
really also our environment, nutritional, and emotional well-being. 
Anything that goes to make up the quality of our lives. And the most 
important service? That's the one that you~ patient/client needs. If 
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they need a homemaker to scrub the tloors, a doctor isn't much use, 

MAO's medical partner is the Abbott-Northwestern Hospital, Inc. As my 
relationship with this non-profit hospital developed, I learned about a 
serious financial crisis that many of our voluntary hospitals face due 
to a regressive cost reimbursement formula that doesn't adequately allow 
for capital expenditures, new technology, equipment, even needed repairs. 
These problems are further compounded by the percentage of empty beds 
for peak loads which many hospitals carry. Of course, that drives up 
overhead costs. Yet, and I think this is important to realize when we 
all think we can solve that problem by closing down the empty beds, we 
also knew from seniors that many of them were not seeking critically 
needed medical services because of their inability to pay the hospital's 
and doctor's costs above Medicare. Let's face it, if you've got medical 
assistance, you get most of those things paid for. If you've got suf
ficient money to buy really adequate insurance, that's fine too; but, 
the people in-between of low and modest incomes-- those are the ones that 
are not getting the care. Therefore, I asked the hospital to subsidize 
the uncovered costs for all inpatient hospital care. This year, we 
have found that we have reduced the in-patient stay by one full day. Now 
you think of the significance of that. This saving, together with a 
rationale I wrote, has made it possible for the hospital to invest in 
providing jointly the medi-supportive concept. The hospital runs our 
Joint Senior Citizen Clinic, providing nurse practitioners, visiting 
nurses, eight nurses in our clinic, nurses for our twelve mini-centers, 
laboratory technicians, dieticians, a clinical pharmacist plus two as
sistant pharmacists, and provides our on-site pharmacy where seniors can 
purchase prescription drugs at a substantial saving, purchasing them at 
the hospital cost. I do remember that there was a state pharmaceutical 
company that threatened to sue the hospital. I offered to provide the 
auditorium for the hearing. 

The hospitals' kitchens provide our meals in the homes, including special 
diets. Abott-Northwestern physicians showed their support of our program 
by forming something called the Community Medical Associates, P.A. It's 
a private medical practice which provides our five (5) full-time physi
cians plus six (6) part-time physicians. Besides staffing our joint 
clinic, they attend the patient where they're needed, whether it's 
hospital or home, some of them in nursing homes, and so on. I wish 
there were time to tell you all the major breakthroughs. In relating 
it, it sounds simple, but I'm not promising you simplicity. 
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Two of the major breakthroughs, just to give you an idea, is that our own counselors, 
the male counselors, serve our patients within those hospitals so that you have 
a complete continuum of care--pre-, during, and post-hospitalization--they do the 
discharge planning so that very often a physician will let the patient go home 
earlier than he would normally because he knows the patient is feeble, that there's 
no one at home--by our counselor setting up a care plan of meals, or whatever it 
takes in home servives, to get them home and on their feet faster. Another major 
breakthrough--there is only one case history for all disciplines, all of them. 
Only one intake form. None of our people are put through a different intake 
procedures for the attorneys, the doctors, the social workers, and so on. They can 
add questions, but just one intake form. It's humiliating and a waste of time to 
put people through all that kind of intake procedure. It also means that in viewing 
the case history to the right , medical and health records to the left, or the 
social supportive various kinds of services--each discipline is forced to deal 
with the whole patient, the whole person and not fragment them. 

Our supportive services and our joint clinic are housed together in an attractive, 
modern building that is owned, and was remodeled and furnished, by Abbott-Northwestern 
Hospital to meet our methods of delivering medi-supportive services. The space 
that MAO occupies, we do lease it, but I would be ashamed if you asked me how 
much we pay in rent ... we'll just say it's nominal. All services are on the ground 
floor. The atmosphere is warm, welcoming, reflecting the respect we have towards 
the people we serve. Seniors are never seen in an office atmosphere, but 
individually in intimate, comfortable and private mini-sitting rooms or modern, 
well-equipped examination rooms. Besides serving seniors in our center, we bring 
MAO services to their homes and to the twelve (12) mini-clinic centered I discussed 
that are scattered throughout the city. Some are housed in schools, churches, 
other agencies' buildings. We are not charged any overhead and, in turn, we do 
not charge for the services we provide, whether it's nurses, health screening, 
counselors, attorneys--whatever is needed. Actually, MAO does not charge for 
any of its services anywhere. The point I'm trying to make in creative austerity is 
that I went to these various programs and said we can bring these services on, you 
don't charge us overhead, we don't charge for the service, and if you present your 
own program while we're bringing these services in, you should attract other 
people to your program, and that indeed has happened. 

In a.multi-disciplined, comprehensive medical and social screening, and then in 
designing a care plan with the senior, whether on an episodic or ongoing basis, 
we use what I call the "wheel" concept. The spokes of the wheel are the various 
social and medical services provided by MAO and our joint clinic and any other 
resources that our staff has developed or know of that are needed (key word, 
needed) by the individual client/patient. Those spokes surround the senior and 
counselor, or whoever else is the key staff person, who are in the center of the 
wheel. The pattern, type and frequency of services drawn on are based on that 
particular senior's need as he see it and on his acceptance of the services, 
without the counselor either giving or asking for unreal expectations. If a 
care plan is made that cannot be produced or the senior cannot live up to, the 
senior will drop out. I believe some of the people who need our help most are 
dropouts because medical or social service staff set up impossible client/patient 
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care plans that ignore the individual's 
carry .out and participate in that plan. 
come back ... they don't want to face our 

lifestyle and willingness or ability to 
Unfailing, the client/patient does not 

"professional" disapproval. 

One of the methods for providing human and cost-effective services is that the 
MAO counselor or other staff first, and always, encourage the senior to be as 
active as possible, reassuring them that definitely we will come in with any service~ 
they need if they become ill or whatever happens. Then whenever possibJe, with 
the senior's permission (it must be with their permission), the counselor involves 
any family, friends, even caretaker, whoever, who are willing to provide some help. 
We don't let them promise too much. We point out that it might be a long time 
that their help is needed, and again, we say that if they get sick, they have 
family needs that have to deal with, they need a vacation--that's absolutely fine. 
We'll be right in there, with no questions asked, to pick up the services they're 
willing to do. 

Finally then, MAO does everything that's left. Now, in nearly ten years, I could 
count on my two hands the number of seniors we've had to do every single service 
for. And I think that is a very important statement because you know of the 
fears of washington when they see these plans that say so many hours of visiting 
nurse, so many hours of this, and so many hours of that--they take one look at 
it and they say "IMPOSSIBLE. It's going to ruin the country, especially with 
the rising number of seniors." I tell you that, in the majority of cases, you 
can put together a care plan using those precepts. 

We train all of our staff to ask for a personal information respectfully and 
delicately, explaining to the senior simply and directly, without professional 
jargon meanings, why and what we need to know in order to serve them. And we remind 
all our staff from time to time during regular inservice training that the tendency 
in interviewing a senior must be to avoid it becoming just a routine, forgetting 
that it is not so to the senior, who has to bare his personal life and problems 
to you, a stranger. Even after the relationship is established, it can break down 
if a staff person becomes insensitive or careless in their attitudes. And you see, 
the end result of that is inefficiency because if you have the person you're wanting 
to serve resistant to you because of your attitudes, it's going to take you that 
much more time to convince them that maybe the things you're suggesting are 
valuable and will help them. 

We point out to our staff that they should serve the seniors as they would wish to 
be served because they don't know what their age holds for them. But because 
our staff are continuously meeting and assisting seniors with health, severe health, 
and social problems, it becomes very, very important to support the staff emotionally 
and place those problems in perspective; or that staff's own chances of becoming 
what I call the "new senior" may be damaged and the ages and thanatophobia can 
become extremely intensified. I think that some of the times when we read about 
people retaliating against older people, it is because of this. 

We pay special attention in training field staff such as homemakers, handymen, 
drivers, because they usually spend the most time with a senior and so their 
knowledge is terribly important in knowing whether you're doing a good job (whether 
there are other unmet needs); and so they are a very important part of the wheel 
concept. 
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Now I know there is not going to be time to do more than just "headline" the 
services - it's impossible to give you all the services-within-services, but 
home-delivered meals, seven days a week, four special diets, home care services, 
everything you could imagine - meals, laundry, cleaning, baths, hair care, you 
name it ... chore services plus heavier handyman services, transportation to bring 
services-to-the seniors, seniors-to-the-services, employment services (obtaining 
employment both part-time and fulltime - there are all kinds of programs within 
that): complete legal services with the exception of criminal cases, special 
health services, emotional, alcoholic, drug dependency counseling, both group and 
personal therapy - we have psychiatrists and psychologists attached to the team 
when needed; counseling of every type you can possibly think of (personal, financial 
and so on); and, of course, the enormous responsibility of seeing that the care plan 
is carried out- grief therapy (individual and group), diet counseling (we have a 
professional dietician providing individual, group therapy, counseling and education), 
information referral. You know, we don't even regard that really as something 
apart because it's automatically done all the way through; but special assistance 
in obtaining on-going programs such as medical assistance, Medicare, housing, Social 
Security, SSI, aid to the blind, disabled, so on, and so on. The entire range of 
medical services are provided as in any private doctor's practicing clinic and 
absolutely no charge above Medicare. The same inpatient in the three hospitals 
(Abbott, Northwestern and Kinney). No charges whatsoever above Medicare. I told 
you about our health counselors; and one of the nice things,for example, here's a 
service within our service. When I told you about our own pharmacy which is actually 
onsite in our clinic, the head pharmacist is a clinical pharmacist and does drug 
education and drug profile with each patient, with the doctors. We even have our 
own blood bank. How many of you know that the first three pints aren't paid for 
by Medicare? Isn't that crazy? The first three are the ones you need. 

I mean, it's things like that ... the meals in the community. You see, I did the same 
things with the Minnesota Restaurant Association as I did with Abbott-Northwestern 
Hospital in saying to them, "Look, you can afford to give meals at a discount, make 
less of a profit, during hours when your staff are not as busy.". Now, there isn't 
a dime of federal funds in that, it's-serving over 36,000 people at around 140 
restaurants. It means that they are going to the restaurant of their choice and 
it's a wonderful thing. You just think about it. You have a crisis fund which is 
available for all kinds of emergencies such as food, clothing and so on. You know 
isolated elderly are often the victims around the time social security checks come 
in of younger people. Operation Grandparent is another example ... not a federal fund 
in it ... that I'm doing with the local television station who puts it on to promote it, 
but it's the most beautiful program. It's getting together younger people and 
families with older people and really, I suppose it's "volunteering" wrapped up 
in a chocolate box, but it works and Oh! how I wish there were time to tell you 
the story of MAO, but I know I've got to be practical and I know that what you want 
to know is how you do it. The Junior League originally financed and sponsored our 
volunteer department and they helped us for example, get the blood bank together. 
Marvelous young women. If you can get them to help you, you've got a lot of dynamite 
there in terms of volunteers. 

We have AFL-CIO senior-aid volunteers; and by the way, we're not discriminatory, but 
of course, we don't have a retirement age. Let's say you have two applicants who in 
all respects you could say were fairly equal, and one of them was a senior, guess 
which one of them gets hired? We have chaplain services, as this is necessary; how
ever, it's never forced but it is available. That came out of my disgust. You know, 
we have an unwritten rule in MAO that we never let our people die alone - there's 
nothing, NOTHING, so terrible. It really angered me that sometimes during the night 
when I was with one of our people, there was no minister or rabbi and that's the time 
they are most needed. I'm very glad that we have ecumenical services that does take 
care of that now. 20 



Then we have the ·"Reassurance" or "Telecare" phone service. Here, let me give you 
an example. I designed that "thing" about nine (9) years ago where once a day, a 
person in isolation who is sick got a phone call. Now that isn't super, but believe 
me, if you knew the fears that people have of falling (who are sick and live alone) . 
. . . . . having a heart attack or something •..• nobody finding them for days. It is an 
important reassurance call. Northwestern Hospital decided that they thought this 
was an awfully good program for their volunteers to do and asked how I felt about it. 
And I said, "Marvelous". Why don't you take on our clients, too, because what are 
you going to do if the senior doesn't answer the phone?" Well, they hadn't thought 
about that. And I said, "Well, you take on our clients and I will give you the 
back-up service.". In other words, we will go out, get the police, break-in, if 
necessary, and get the senior out. Now "Network Services" requires that you not 
only break in, but you fix the door afterwards. 

Advocacy -well, we do that, too. If I have time, I'd like to give you a couple of 
examples of what Network Services really means - both ends. 

John is 89. No, he isn't, because this was five years ago ... Oh! well, you figure 
it out ... at the time this was written, he was 89. He's still alive. Very active, 
formerlyinthe community, his health problems are very severe. Now, when we talk of 
ourselves as being an alternative or an option, you could say, well, how do you prove 
that- that without your servicesthey would probably be institutionalized? Well, 
let me give you an example. His problems include shortness of breath, recurrent 
pulmonary embolisms, organic heart disease, carcinoma of the prostate, with cancer 
metatarsis in his lumbar vertabrae resulting in extreme pain, problems with bowels 
and bladder, urinary tract infections, dizziness, chronic weakness, hypertension, 
tremors due to Parkinson's Disease, stasis edema, occasional problems with his 
stomach, difficulty ambulating due to hip and knee pain (he uses a cane). Would 
you say that the person had a few medical problems? O.K. - he was 89 at the time. 
His daughter came to us in despair. She loved her husband. She worked to provide 
income for the family and lived in the suburbs. She was just so afraid that some
thing would happen to John and nobody to help during the week. We worked out a care 
plan. She was very willing to come in on the weekend and scrub his place, thoroughly 
clean it, do his laundry, do any necessary shopping. What she wanted to know was 
about his food during the week. We said, yes, we will provide him with meals during 
the week as he allowed us to because you know he was one of those chaps who liked his 
own cooking better than anyone elses. When he was well enough, he liked to mess 
around and that was good for him, but we would give him meals as he needed them. 
We would take him to his doctor's appointments. We would be available for emergencies. 

Now, we figured out during this 59-month period for which this was costed, if he 
had been in a nursing home, it would have cost $540.00 per month. I think you will 
agree that's a conservative figure. What you do is you deduct the client's income 
from that figure to find the true saving because that income would go towards the 
cost of nursing home care. That's important to remember that. So, deducting his 
income from the potential nursing home cost, it was left with $24,721 that it would 
have cost to place him in a nursing home unnecessarily. The cost of services during 
that time, which were fairly minimal, because Betty mostly wanted reassurance that 
we would be there--meals when he was sick and so on, was $1,454.93. So we not only 
kept John out of the institution, but we saved Title XIX $23,266 after paying for 
our services. And there's no way around that. That's using our methods of involving 
family, involving John and what he could do, and us filling in. 
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So, you could say, O.K., what about the heavier ones ... Let me choose another case 
which is much heavier. In this case, Frank and Elizabeth (Frank, 83, and 
Elizabeth, 72). They joined our clinic when it first opened, the subsidized 
clinic, but we'd asked them not to come in because as far as they knew, they were 
in reasonably good health .•. we said if you become ill, then of course, you call 
up for an appointment. But they were educated in the services we give (and 
I'll bet you one of the ones I forgot to tell you is that we have 24-hour-a-day 
emergency service and are on a "beeper" system!) She had been trained in this. 
Her husband had a stroke during the night. She used the "beeper" system. The 
counselor on duty answered. He arranged for the ambulance to go there and said 
he would meet her at the hospital to care for his intake, because she was very 
distraught. This is what happened. Now, Frank was the driver. Jim (I'll call 
him that ... it will make it easier) found this out right away and said he would 
drive her back and forth from the hospital to see her husband. He also told his 
coordinator that he had a case "peaking". This is a term we use where the staff 
call on other staff to team-up, take over certain cases of the counselor's because 
he needs specific time to help with this patient. We've often found that to give 
two services in one is a good idea. In other words, if she needed transportation 
to see her husband, why not have a counselor do it who could establish a close 
relationship by serving her and find out the things that were necessary to go on. 
Because we did this, he noticed that she herself was still not well. What he had 
put down to original shock persisted. So he suggested that she go in and see the 
doctor and it was discovered that she had late onset diabetes. 

So while Frank was in the hospital, she was being trained in her disease, being 
regulated, receiving counseling from the dietician, and so on. Now, there came 
a time when the doctor told Elizabeth that Frank was terminal, had about three 
(3) months to live; that because of the stroke, Frank was incontinent. Because 
he knew Elizabeth's medical history by the~ he said he really didn't think it 
was practical for her to take him home and that she would have to face the reality 
of putting him in a nursing home. Elizabeth broke down and cried and said they 
had been married 50 years and that she wanted to take care of him for as long as 
possible. The counselor talked to the doctor and said he would see what he could 
do to set up a care plan that you can approve of. The doctor said right away that 
one of the things that had to be done was for someone to learn how to position 
Frank, to clean him off, get him up in the wheelchair wherever possible, or he's 
going to have very bad bed sores and so on. 

The first thing Jim noticed was that Elizabeth didn't want him to come into the 
home. Apparently, she was a very proud housekeeper and during the weeks of 
Frank's illness, she had let things go to pot. So he said, "O.K. Let me bring 
in two (2) homemakers. They can catch up from you. Let them clean from top to 
bottom." She gave in. Then, she allowed Jim in the home. He asked where she was 
going to put Frank. She was going to put him in the room off the dining room 
because it was close to the bathroom; however, there were two {2) steps in between. 
He said, "Let me send in a handyman and we'll create a ramp there. By the way, 
do you have a wheelchair?" Well, of course she didn't. He asked is she had a 
commode. She said she didn't know what she was going to do ... she broke down and 
cried ..• said all their savings had been bled off with the taxes. Jim asked her if 
she minded discussing those things with him and she said, "Well, I suppose." 
He found that she was eligible for Medicaid, which you know is medical assistance 
which is three months retroactive. He said, "Let me help you to get medical 
assistance." She said, "Well, we've never taken a penny from anyone in our lives." 
He said, "Look at the taxes Frank has paid all his life. Do you want me to sit 
down and figure how much you've paid in taxes all these years?" So, using those 
methods, she agreed. He took the brunt of it off her by working with the people 
from the county to get her certified and rent the necessary equipment. All of this 
had to take place in three (3) days because once the doctor has made that determination, 
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you have to get the person out of the hospital or Medicare won't pay for it after 
three (3) days. -Another thing he warned her, "Now you know Frank's incontirient. 
Do you have enough linens?" Well, she didn't. She was living on the remnants 
of the linens they'd bought during their working years. He said, "Well, if you 
wouldn't be offended, I can get sheets and blankets for you from the hospital 
which should be mended and that are perfectly good for this kind of thing." 
She agreed with that. Then, he told her he would go with her, he would arrange 
to get the ambulance, to bring Frank home. Meanwhile, he suggested to her to let 
him order meals for both her and Frank for a week or two until she got used to 
taking care of Frank. He also reminded her that she mustn't let her diabetic 
diet go, so he ordered meals for the husband, which had to be very bland, ground 
up, and he ordered a special diabetic diet for her. 

Now they brought Frank home. Meanwhile, he also pointed out to her that she was 
going to have trouble lifting Frank as he was a fairly heavy man. So he said 
let me borrow a patient lift for you. I could go into other details, but I think 
you're getting the picture. By the time he had finished, Elizabeth was able to 
care for Frank in her home. Just remember, he knew Frank was terminal, so he knew 
it was important to emotionally support her. As a volunteer, he went back at 
night and sat with Frank, (1) to give her a chance to go out shopping if she 
wanted to, but (2) to counsel with her, to prepare her. She worried about the 
financial things and all the legal things that had to be done. He pointed out 
that our attorney would take care of that for nothing. Those are some of the things 
that were needed to be done. Then she started to worry about when he does die, 
who could she turn to? The counselor said, "I will be there." And so he was, and 
he assisted with the funeral, and was there with her at the funeral. After 
the funeral, he got her into grief therapy unit. She's now volunteering and I 
won't say she's gotten over Frank's death, but she has survived. 

What I've just described to you are "Network Services". I hope you liked it. 

It isn't possible, obviously, to relate all the methods and programs of MAO. 
I've spoken of the foundation and that leads to the form and substance of MAO 
which is shaped by the reality and the dreams. The realities are ~peoples' 
needs. The dream is how we serve that need. Hopefully, we have taken the best of 
the past and dared to attempt the future. We have looked for people not afraid 
of human emotions, not afraid of words like compassion, dedication, and service. 
Our staff have joyfully entered the field of-human services because they believe 
in those principles. We know that emotions harnessed to knowledge and direction 
can be a powerful tool in helping the seniors successfully use the services we 
provide. For myself, I will constantly seek the advice of our seniors, accept 
their leadership over us, learn from their experience because in the final analysis, 
we have one major objective: to provide seniors with the services they need when 
they need them in the manner they wish to be served. Many times, I'm asked what 
makes me persist with all the obstacles and the odds against providing "Network 
Services" ... well, I suppose, as I said, I could tell you many wonderful stories 
of what has happened at MAO, but in my mind's eye, I remember the 79-year-old 
former university professor, double amputee, that we found in a condemned house 
in the winter, no heat, burst pipes, living in that devastation without much food, 
because everybody else thought someone else was taking care of him. 

The 81-year-old former teacher, a gentle and sane woman, committed to a state mental 
hospital by the very authorities who are supposed to protect her rights because 
she did not get out of an apartment fast enough after it was sold. They showed 
the new owner how to commit her. 
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The 89-year-old former nurse who stayed in bed to keep warm because she had no 
money to pay for her fuel bills or for decent food after paying for her house 
taxes. And let me tell you something, if you're very hungry, you get very cold. 

The elderly black woman whose body was given for dissection without her permission 
and against her religious beliefs because she had no friends or relatives to object 
on her behalf. You know how we prevented that? One of the counselors called 
up and pretended he was the minister and that he needed the body for the service. 

The 76-year-old blind man who was to receive a second questionable surgery. How 
did we know about it? The nurses refused to "prep" him for the surgery and 
called me. I put the pressure on and the administrator told me, "After all, he's 
dying. The young doctors have to learn." Well, he didn't die and that surgery 
was not performed, and you know there was no way, no way, I could have prevented 
that surgery if it was necessary. 

Now we were able to help some of the others, but what of the ones we don't know 
about? What about "rocking the boat"? Well, I understand that there are some 
of you from nursing homes here today, some of you will be a little upset. I 
want you to think about it. You know there is absolutely no way that we don't 
need good nursing homes. I would not have thought to upgrade sub-standard nursing 
homes if we did not need them ..• what a waste of time. It is also possible for 
sub-standard to upgrade because of the good nursing homes that we know exist. 
We know the sub-standards can upgrade. 

Home services are not going to take away the need, but your most discontented patients 
are the ones who should not be in your home in the first place, and they know it. 
But, do you know something that I will never forgive you for? And that is that 
you don't stand up yourselves against the rascals and kick them out. I thought 
I knew everything there was to know about some of the horrors our seniors face and ~~ 
ha~~~~ts of Senator Church's staff brought to me the printer's type and he 
told me this perfectly true story by Senator Tarswell of Maine that was con
firmed by the attorney general's office if Maine that just cracked me up and it 
epitomizes what I feel ... and don't tell me that are isolated incidence because I 
know better. 

This woman was dying ... there was no question that she was dying. The aide was 
supposed to stay with her until she died because they have to be cleaned up before 
the funeral home will accept them. The woman did not die fast enough and the aide 
wanted to go shopping. So she picked up a pillow and killed her! The day that 
you start speaking out and stop trying to defend these people--they're your ENEMIES! 
Not us. You know the good services you give. I hope that I don't offend you. 
I could have told you, believe me,ra lot worse but that's not my intent to shock 
you: only to remind you of the people who need our help. 

I'd like to end with my beginning. One day I will never, never need to tell the 
story again. A man was carrying his father up the mountain when he felt tears 
on his neck and he said to his father, "Why are you crying? You've had many years 
to grow used to your fate." And the father replied that he was not crying for 
himself, but crying for "you, my son." In that moment, they heard three people 
coming towards them: a woman and two men. And the woman said, "I heard you 
needed help and I wanted you to know that groups of us have come together. We 
can bring you your meals, help you with your personal care, clean your homes, take 
you to the doctor, whatever you need to help you get on your feet again. And if 
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we cannot, we will still care for you in a good nursing home where you will ,be 
treated with love and respect." And the first man said, "Wait a minute! I've 
been thinking about how much we miss you on the job. You know things that some of 
our young people have not begun to learn yet. Why don't you come back and teach 
them when you feel better? You can work as little or as much as you want. We 
really miss you." And the second man said, "Whatever happens, I think this custom 
of abandoning our elderly is a disgrace to our society. In fact, To'tn!Jee. said 
that civilizations are judged by the way they treat their elderly. As you know, 
I am with the Legislature. I'm going to see that this pernicious law is changed. 
And that resources are given to people who will help you and others like you." 
And then the son spoke, and said, "Father, these people are right. And in any 
case, I've been thinking ••• You provided for me when I was young. I'll care for 
you now because I certainly don't want my sons following this custom." Together, 
with love in their hearts, they went dow.n the mountain. But, with a grim determination 
that no more would the elderly be abandoned. 

The uitimate questions that I want to leave with you are: What's happening on 
your mountain? In your country? What are you going to do about it together? 
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OBSERVATIONS 

1) There is a gross imbalance between institutional and home or com
munity-based services for persons needing long-term care ••• 

2) The limited scope of home-based services forces a significant 
number of partially disabled persons who lack adequate family 
and community assistance to enter a nursing home when the 
availability of a moderate amount of home or community-based 
services would enable them to remain in their homes ••• 

3) The vast majority of old persons with disabling conditions would 
much rather remain in their homes ••• 

4) Mbst states have emphasized nursing homes and avoided home-based 
services becaUse the logic of Medicaid is such that it is easy to 
expand expenditures for nUlsing homes but very difficult to do so 
for home-based services. It appears to us that the only ways to 
hold down costs of nursing home care are to limit the number of 
certificates of need and to control the reimbursement rates for 
nursing homes •.• Between FY75 and FY 79, it is estimated by our 
Department of Social Services that Medicaid expenditure on nursing 
homes and intermediate care facilities will increase from $27.5 
million to $93.4 million. Over the same period home health 
services increased only from $0.5 million to $0.55 million. This 
huge disparity is not the result of a conscious choice by the 
elected representatives of the people of the state to invest 
almost exclusively in exorbitantly expensive institutional services 
to the virtual exclusion of home and community-oriented services. 
Rather, it is instead the inevitable consequence of doing no 
health care system planning in a program heavily biased toward 
the institutional alternative. 

5) Only now that the major allocational decisions have been made in 
the type, distribution, and scope of long-term care services for 
the aged and disabled are we beginning to realize even that there 
is such a choice to be made. The Health Department has set a 
limit on beds at 45 beds per 1,000 aged persons by 1982. Since 
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1973, 21,00 new beds have been built and certificates of need have 
been issued for 2,236 beds that have not yet been constructed. If 
just a fraction of these beds had been foregone, we could have pro
vided a major increase in home-based services •.. 

6) One of the major deterrents to the expansion of home-based services 
is the combined effect of our ignorance concerning the size of the 
target group and the requirement under Medicaid that, if a service 
is offered, it must be provided upon demand to all Medicaid eligi
bles who have medical need for it. No budget committee in its 
right mind will authorize an open-ended expenditure on home-based 
services when there is no way to project the probable cost. Con
sequently, since home-based services are not expanded, many persons 
will be forced unnecessarily into institutional care .•. 

PROPOSALS FOR STATE ACI'ION 

1) Issue no more certificates of need until further expansion of home 
and community based services have been tried ••• 

2) Explore the costs and benefits of home and community-based services 
through an experimental project that allocates services through a 
structured assessment process ••• 

3) Experiment with the provision of community day care services and 
outreach services from nursing homes and hospitals .•. 

4) Raise the cap on income eligibility for nursing homes to the maxi
mum allowable as soon as state funding permits and continue to 
study the cost of implementing spend-down for the entire Medicaid 
program. 

5) Begin to offer new home and community-based services under Medicaid 
on a state-wide basis once the pilot experiment demonstrates cost 
effectiveness at a predictable level of expenditure affordable by 
the state. 

In conclusion, the existing long-term care system provides too 

little emphasis on the home-based and community-based services which the 

aged far prefer over institutional services. I hope that the proposals 

which we have offered will provide at least a small measure of redress 

for the current imbalance of emphasis in long-term care. 
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SlJM.fARY OF DILlf.M\S AND SUGGESTIONS 

PRESENTED BY 

PUBLIC AGEWCY TEAM FROM 
ANDERSON COUNIY, SOUIH CAROLINA 

Dilemmas 

1. Many families are tmable to 
care for patients in the home 
without assistance. They see 
nursing homes as the only al
ternatives. 

2. Medicaid discriminates 
against the medically needy 
at horne. Medicaid eligibil
ity is based solely on income 
level. For nursing homes 
the cap is $335.00, for those 
at horne the cap is $197.80. 
This promotes nursing horne 
care rather than horne care. 

3. Expanded transportation ser
vices are needed to get cli
ents to activities, to the 
doctor, to get medicines, 
to buy groceries, etc. This 
would meet both the physical 
and the emotional needs of 
the elderly. 

4. Housing, especially in 
rural areas, is a big 
problem. The elderly can 
no longer chop wood and 
haul water. 
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Suggestions 

1. Provide a sitter service on 
a sliding scale basis to 
families. Good training and 
supervision could be provided 
through Home Health Services. 

2 • The income cap should be more 
equitable - it should be the 
same for those at h~~ as 
for those in nursing homes. 

When determining eligibility 
for Medicaid, the medical 
needs and expenses of an 
individual should be taken 
into accotmt. 

3. Coordinate and pool transpor
tation services tmder one 
agency, with good planning of 
routes and services. 

4. Provide materials and assis
tance for home improvement 
where clients are able to 
provide self-care. Incen
tives needed for landlords 
to improve homes. 



Dileimilas 

Oftentimes families are un
able to provide adequate 
patient care in the home. 
The automatic goal of the 
physician and family is 
nursing home care. There 
is no emphasis on rehabili
tation and return to the 
co:nmn.mi ty (home, apartment 
or boarding home). 

Nursing homes and boarding 
homes provide very little 
stimulation through crafts, 
activities, or socialization 
to encourage improvement. 

There is no place available 
to house families or indi~ 
viduals in a crisis situ
ation. 

5. Excessive paperwork and 
duplication of forms result 
in poor use of professional 
time, and in emotional anx
iety for clients. Account
ability results in less 
service to clients. The 
state pays huge amounts of 
money on new forms and time 
spent filling them out. 

6. There is no provision of 
mental health services for 
the homebound. 
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Suggestions 

Mbre government subsidized 
apartment complexes with 
safety devices for elderly 
and handicapped should be 
built. Planned activities 
and encouragement with crafts 
are needed in this setting. 

Develop a short-term, inten
sively therapeutic setting 
to rehabilitate patients to 
the point they can be inde
pendent or cared for at home 
by families, or in a board
ing home setting, rather than 
being sent to a nursing home 
as a final dtunping ground. 

Encourage the development of 
more and better boarding 
homes. 

Provide an emergency shelter 
for temporary placement of 
families, under the coordi
nation of the crisis center. 

5. Establish "umbrella forms" 
to be used by all agencies 
for basic information so 
client is not asked for the 
same information and asked 
to sign forms so many times. 

There should be more trust 
in individual worker and 
supervisors to evaluate work 
performance. Develop better 
use of computers for account
ability forms. 

6. Develop a homebound program 
through the Mental Health 
Center to provide mental 
health services to those 
unable to leave home. 



Dilemmas 

7. Social Security and the Food 
Stamp Program are not "People 
Oriented." (There is a 5 
month waiting period for 
Social Security disability to 
begin) • Families have no 
resources during this time. 

8. Medicare coverage is ex
tremely limiting. There is 
no coverage for maintenance 
level as preventive care. 
preventive care. It does 
not pay for medicines in the 
home. Many families cannot 
afford the 20% Medicare 
does not pay - in addition 
to charges not considered 
"reasonable fees" by Medi
care. The paperwork in
volved is outrageous. Eye
glasses and dentures are 
not covered. The 2 year 
wait for the disabled to 
be covered by Medicare is 
financially and emotionally 
draining. Dual coverage 
~edicare-Medicaid) does 
not help families. 
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·suggestions 

7. Simplify letters so that 
clients can understand them. 

Establish same system so 
people do not have to wait 
so long at the office. 

8. Extend Medicaid to help in 
these areas. 



EXCERPTS FROM PRESENfATION BY MR. EDWARD F. HOWARD 
GENERAL COUNSEL, U.S. SELECT C(M.UTTEE ON AGING 

"FEDERAL INITIATIVES AND IMPLICATIONS FOR STATE POLICY AND ACTION" 

Mr. Howard focused his remarks in the areas of Transportation, Home Health 
Services, the Older Americans Act and Senior Centers. 

His introductory comments affirmed the close connection between Federal 
initiatives and state agencies working with the elderly. Current legislative 
issues in Congress at the time were briefly reported (e.g., welfare reform, 
social security system, Civil Rights and age discrimination and emergency 
fuel assistance program). 

TRANSPORTATION dilemmas were studied carefully in 1976-7 with the lack of 
operating flmds and the lack of coordination highlighted. At that time 
31 major federal flm.ding sources for transporting older people identified. 
The U.S. Select Committee on Aging is trying to do something about that 
situation. 

In Novermber, 1977, Congress passed into Law a Senior Citizens Discount 
Fare on airlines. Mr. Howard urged that participants ask their airlines 
when that is going into effect. 

Legislation has been passed requiring transportation vehicles supported by 
federal flmds to be fitted for easy access by handicapped and elderly people. 
Also, Local Transit Agencies are obligated to show actions toward providing 
full services for handicapped and elderly people. 

In the office of Human Development Services of HEW (the umbrella under which 
the Administration on Aging sits) has flmded five coordinated transportation 
Projects which are located in Arkansas, New York, Maryland, Michigan and 
Florida. These demonstration projects are pulling together local providers 
to show how coordinated transportation systems can work. A report will be 
publiched on the results, illustrating the examples. 

Mr. Howard pointed out that UMTA was authorized in 1974 to spend $500 million 
for Capital Assistance only in rural areas. This authorization runs through 
1980. MOst of these monies have not yet been spent. New legislation is 
proposed that opens up some of these funds for operating expenses. 

The U.S. Select Committee on Aging is looking carefully at how to deal with 
Transportation in the new OAA legislation. 

Home Health Services were discussed, with Mr. Howard announcing that $6 million 
is available in Fiscal 78 for Home Health Demonstration Projects ... The GAO 
has just completed a Project on Home Health Care Costs that will provide 
solid data for future policy considerations ... Medicare/Medicaid Anti-Fraud 
and Abuse Amendments are now signed into Law. 
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THINKTIME FOLLOW UP ACTIVITIES 

Considerable statewide attention has been focussed on Thinktime 
Themes. 

• DSS has adopted the elderly as one of their target groups for 
Title XX services . 

. A pilot project proposal has been developed and funding is being 
sought. 

. Council of Governments sponsored local level meetings which have 
been held in a number of areas of the state . 

. The South Carolina Health Education Association is developing 
educational programs for the general public - bringing more attention to 
the opportunities for home care. 

• Governor Edwards highlighted the need to "redirect resources to 
the elderly that will aid them in maintaining their independence through 
services delivered to their homes ... " in the State of the State Address 
on January 29, 1978. 

. The letter of the following page is an example of the local level 
efforts taking place. The report mentioned in the letter is available 
through MS. Sarah Shuptrine, Study Committee on Aging, 301 Columbia 
Building, Coh.unbia, SC 29201. 

THINKTIME FOLLOW UP CCM4ITI'EE MEMBERSHIP 

Sarah C. Shuptrine 
Joint Study Committee on Aging 

Mary Heriot 
Commission on Aging 

Deloris Zeigler 
Health and Environmental Control 

Thomas Faison 
Mental Health 

Mollie Corrie 
Social Services 

Robert Sigmon 
USC School of Public Health 

John Zuidema 
USC Social Problems Research Institute 

Don Thacker 
Veterans Administration Hospital 

Claude Vaughn 
S.C. Federation of Older Americans 
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W. H. IUIIKIIIIL'NII 
CHIIIIIMIIN 

JAMES l. IIAMMOND, Jll. 
EIIECUTIVE DIIIECTOII 

AIKEN 

AllENDAlE 

BAMBERG 

BARNWEll 

CALHOUN 

ORANGEBURG 

LOWER SAVANNAH COUNCIL OF GOVERNMENTS 
P.O. BOH 850 

AIKEN, SOUTH CAROLINA 

March 30, 1978 

Honorable Hyman Rubin, Chairman 
Study Committee on Aging 
302 Columbia Building 
Columbia, South Carolina 29201 

Dear Senator Rubin: 

TEL. (803) 649· 7981 

29801 

Last winter I was fortunate enough to have attended Thinktime 
on Expanding Community Supportive Services for Older South Carolin
ians sponsored by the Study Committee on Aging. I've worked in 
the field of aging planning for seven years. and felt that this 
meeting was one of the most interesting and substantive meetings 
I've attended during this period of time. I really came away 
feeling that we in the Area Agencies on Aging should have similar 
''Thinktime" sessions in our local areas to keep up the momentum 
of the state meeting. 

Not too long after Thinktime the Department of Social Services 
Board adopted the elderly as one of their target groups for Title 
XX services. Since DSS contracts with nine of the ten Councils of 
Government for Title XX planning input, and we are also the desig
nated Area Agencies on Aging we found ourselves talking jointly 
with DSS and the State Commission on Aging about plans to conduct 
some local level meetings to seek input .from agencies and organiza
tions who are a part of the aging services network on ways to 
address the issue of avoiding inappropriate institutionalization 
of the elderly. 

In our region we held four extremely successful meetings for 
our six counties. They were well attended; discussion was lively 
and frank, and thinking was deep. The input we received at the 
meetings was most helpful to us in the process of both our Older 
Americans Act aging planning and our Title XX planning activities. 
We feel that these meetings have also served as a catalyst to alter 
the course of our planning of aging services and priorities and 
to bring about increased coordination activities among service 
agencies in our region. 

The inspiration for these activities stems from your committee's 
"Think time," and I just wanted to take this opportunity to compliment 
you on the top-quality meeting and to let you know what we on the 
regional level are doing as a kind of off-shoot. 
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Honorable Hyman Rubin 
Page 2 
March 30, 1978 

I am enclosing a report prepared for DSS on our region's 
Thinktimes and a summary of the problems and solutions that emerged 
in our area. If we can be of any assistance to you or the Commit
tee, please call on us. 

LCB:rle 

Enclosures 
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Yours sincerely, 

d~a.-e.?~ 
Lynnda C. Bassham 
Director, Human Resources 

Planning Division 
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TIHNKTIME ON 

EXPANDING CCM1UNI1Y SUPPORTIVE SERVICES FOR OLDER SOUTH CAROLINIANS 

STATEMENT OF PURPOSE 

By 
Representative Patrick B. Harris 

Vice-Chainnan 
Joint Study Committee on Aging 

Senator Rubin, distinguished participants -- On doctor's orders, I 

am unable to be with you today, but I wanted to give the Statement of 

Purpose as requested and I have asked Mrs. Sarah Shuptrine to deliver 

my remarks • 

I have had the good fortune to serve, along with Senator Rubin, on 

the Joint Study Committee on Aging since its inception in 1969 and now 

serve as its Vice Chainnan. 

In the fall of 1975, the Joint Study Committee on Aging began an 

effort to bring attention to the need for expansion of alternatives to 

institutionalization. We attempted to bring about an awareness that 

older people should be cared for in the community for as long as 

possible. In our February, 1976 Report, the Committee emphasized that 

programs such as horne health care, homemaker services, transportation 

and nutritional services are vital elements in what we referred to as a 

"deinstitutionalization program." At the same time, similar efforts 

were being made at the federal level to bring about more funding for 

these services. And, as stated in a January, 1976 Report of Congressman 

Claude Pepper's U.S. House Select Committee on Aging: 
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"It is a tragedy of our times that we as a Nation 

should find ourselves in the position of thinking 

of home health care for the elderly as an alternative 

to institutionalization. Somehow, it shocks the 

conscience and goes against the grain to deal with 

the subject in that context. .!! only stands to 

reason that in the natural order of things it should 

be just the reverse. Institutionalization should be 

an alternative to home health care." 

A study was prepared for the Commission on Aging in August of 1974 

by the Social Problems Research Institute of the University of South 

Carolina which called attention to the value of alternative services. 

A "Thinktime on Healthy Aging" was conducted by the University of South 

Carolina's School of Public Health in the fall of 1975 which focused on 

alternative services and other health related matters. On January 3, 

1977, the Legislative Audit Council filed a report with the General 

Assembly which, among other recommendations, called for expansion of 

alternatives to institutionalization. 

Continued attention has been given to this subject. However, the 

fact remains that not enough is being done in South Carolina to work 

toward coordination and expansion of alternative services. As a result, 

many older South Carolinians are being forced into institutional facili

ties because of the lack of alternative care in the community. The 

Department of Health, Education and Welfare estimates that between 15% 

to 25% of persons in nursing facilities would not need to be there if 

alternative services were available. Other estimates run as high as 40%. 

Unnecessary and premature institutionalization causes our older people 
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to be removed from their home environment where they feel secure and 

happy and this in itself should be justification enough for government 

to implement adequate home based care. Beyond that, there are economic 

advantages. For example, the cost per patient for home health care is 

considerably less than the cost of skilled or intermediate care in an 

institutional setting. 

In work sessions tomorrow morning, you will be asked to identify 

the major predicaments facing the elderly, and also problems of service 

providers in rendering quality community-based services. You will also 

be asked to draft a long-range policy statement which would enhance 

community supportive services and identify key organizations, agencies 

and individuals who can support expansion of community supportive ser

vices. And finally, you will be asked to list steps that can be taken 

to improve the quality of community-based care. 

It is our sincere hope that this Thinktime will formulate a State 

policy or plan to bring about the support, cooperation and commitment 

needed to expand these services in South Carolina. 

Thank you for the concern you demonstrate by your presence here 

today. I only wish that I could be with you. 

11/29/77 
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THINKTIME 

ON 

"EXPANDING COMMUNITY SUPPORTIVE SERVICES FOR OLDER SOUTH CAROLINIANS" 

November 29 & 30, 1977 

Sheraton Motor Inn - Columbia, S.C. 

Sponsored By The 

Joint Study Committee on Aging 

In Cooperation With 

The Commission on Aging 
The Department of Health and Environmental Control 
The Department of Mental Health 
The Department of Social Services 
The University of South Carolina - School of Public Health 

and The Social Problems Research Institute 

TUESDAY, NOVEMBER 29, 1977 

9:00 a.m. REGISTRATION - Upper Lobby 

10:00 a.m. WELCOME - Senator Hyman Rubin 
Statemen~ of Purpose - Representative Patrick B. Harris 

10:15 a.m. CASE STUDY FROM SOUTH CAROLINA COUNTY - Mr. Bob Sigmon, 
Moderator. Panel presentation by direct service providers 
in Anderson County on nature of existing services, current 
dilemmas and suggestions for policy and action in South 
Carolina. 

11:15 a.m. RESPONSES OF LEGISLATORS AND AGENCY HEADS - Mr. Bob Sigmon, 
Moderator. Panel discussion to focus on major State policy 
issues identified by the local direct service providers. 

12:15 a.m. LUNCHEON - King Cole Room 
Introduction of Guest Speaker - Mr. Harry Bryan 

Guest Speaker: Ms. Daphne H. Krause, President 
Minneapolis Age and Opportunity Center 

"COMPREHENSIVE PLANNING, COORDINATION AND 
PROGRAMMING FOR COMMUNITY BASED SERVICES 
FOR THE ELDERLY" 
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2:00 p.m. 

3:15 p.m. 

3:30 p.m. 

4:30p.m. 

5:00 p.m. 

Question and Answer Period ~ Mr. Harry Bryan, Moderator. 

PRESENTATION - Crown Room 
Introduction of Guest Speaker - Dr. Albert G. Randall 

Guest Speaker: Ms. Ann E. Cook, ACSW, Director, Medical 
Social Services, Virginia Medical Assistance 
Program 

"LEVELS OF CARE SCREENING PROGRAM IN 
VIRGINIA, CONDITIONS FOR MAKING IT WORK" 

Question and Answer Period - Mr. Harry Bryan, Moderator. 

Instructions for Work Group Sessions - Mr. John Zuidema 
BREAK 

WORK GROUP SESSIONS 
Task I - Identify major barriers and dilemmas facing the 
elderly, the direct service providers and resource 
sanctioners (State policy leaders) as they seek to expand 
and improve community supportive services. 

PLENARY SESSION - Mr. John Zuidema, Moderator 

SOCIAL HOUR - King Cole Room 

WEDNESDAY, NOVEMBER 30, 1977 

8:00 a~m. CONTINENTAL BREAKFAST AVAILABLE - Crown Room 

9:00 a.m. 

10:00 a.m. 

PRESENTATION - Crown Room 
Introduction of Guest Speaker - Senator Hyman Rubin 

Guest Speaker: Mr. Edward F. Howard 
General Counsel 
U.S. House Select Committee on Aging 

"FEDERAL INITIATIVES AND IMPLICATIONS FOR 
STATE POLICY AND ACTION" 

Question and Answer Period - Mr. Harry Bryan, Moderator 

WORK GROUP SESSIONS - Instructions: Mr. Harry Bryan 

11:45 a.m. PLENARY SESSION - Mr. Harry Bryan, Moderator 

A. Work Group Reports 

B. SUMMARY AND CHALLENGE - Senator Hyman Rubin 

12:30 p.m. ADJOURNMENT 
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LIST OF PARTICIPANTS - "THINKTIME" - November 29 arid 30, 1977 

General Assembly 

• Mr. Robert F. Bowles (representing Lt. Gov. Brantley Harvey), Saluda 
Center, P.O. Box 398, Saluda 29138 

• Senator Isadore E. Lourie, Chairman Public Transportation Study 
Committee, 915 Main Street, Columbia 29201 

• Senator Hyman Rubin, Chairman, Committee on Aging and Senate Medical 
Affairs, 301 Columbia, Columbia 29201 

• Senator James B. Stephen, Chairman, Medical Care Delivery Study 
Committee, 1st Floor, Columbia Building, Columbia 29201 

• Representative Joyce Hearn, Member, House Medical Affairs, State 
House,Columbia 

• Mr. Harry M. Johnston, Research Director, Senate Finance Committee, 
301 Columbia Building, Columbia 29201 

• Ms. Inez Moore, Research Director, House Medical Affairs Committee, 
State House, Columbia 

• Dr. Baron Holmes, Director, Special Projects, State Reorganization 
Commission, 6th Floor, Bankers Trust, Columbia 29201 

• Ms. Sarah Shuptrine, Research Assistant, Committee on Aging, 301 
Columbia Building, Columbia 29201 

Visiting Guests 

. Ms. Ann Cook, ACSW, Director, Medical Social Services, Virginia 
Medical Assistance Program 

• Mr. Edward F. Howard, General Counsel, U.S. Select Committee on Aging 
. Ms. Daphne Krause, President, Minneapolis Age and Opportunity Center 

Commission on Aging, 915 Main Street, Columbia 29201 

• Dr. Ernest Finney, Chairman 
• Mr. Harry Bryan, Director 
• Ms. Mary Heriot, Director, Division of State Services 
• Ms. Kay Mitchell 

Department of Health & Environmental Control, 2600 Bull St., Columbia 29201 

• Dr. Albert G. Randall, Commissioner 
• Dr. Lamar E. Priester, Jr., Interim Commissioner 
• Dr. J.E. Padgett, Jr., Deputy Commissioner for Community Health Services 
• Ms. Deloris Zeigler, Chief Bureau of Home Health Services 
• Ms. Lillian McCreight, Chairman, Division of Monitoring and Evaluation 
• Mr. Lynn Beasley, Chief, Bureau of State Health Systems Planning 
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• Ms. Ruth McCall, Director, Office of Social Work 
• Ms. Doris Lister, Associate State Director of Public Health Nursing 
• Ms. Linda s. Sugimoto, Division of State Health Planning 
• Mr. Albert N. Whiteside, III, Division of Medical Facilities Planning 

Department of Mental Health, 2414 Bull Street, Columbia 29201 

• Dr. Thomas G. Faison, Director, Long Term Care Division 
• Dr. Racine Brown, Director of Program Development 

Department of Social Services, Box 1520, Columbia 29202 

• Mr. Robert Floyd, Interim Commissioner 
• Mr. Charles Oswald, Chief, Medical Assistance Division 
• Mr. William Garrett, Title XX Coordinator 
• Mr. Douglas Henderson, Director, Adult Alternate Care 

Office of the Governor, State House, Columbia 

• Mr. William V. Bradley, Nursing Home Ombudsman 

Legislative Audit Council, Suite 500, Bankers Trust, Columbia 29201 

• Mr. Lester Boles 
• Mr. David Novack 

Health Care Association, 6th Floor, Bankers Trust, Columbia 29201 

• Mr. William Rogers, President 
• Mr. Wiley Crittenden 
• Mr. Jerry Spann, Executive Director 

State Housing Authority 

• Mr. Steve Mayfield, Executive Director 

Hosptial Association, Box 1236, W. Columbia 29169 

• Mr. Carl Woodle, Assistant Director, Hospital Finance 

Nurses Association, 1821 Gadsden Street, Columbia 29201 

• Ms. Rebecca Jackson, Executive Director 

S.C. Federation of Older Americans, 1226 Bull Street, Columbia 29201 

* Mr. David T. Coleman, President-Elect 
* Mr. Claude R. Vaughn, Executive Director 
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Citizen Representatives 

*Mrs. Eleanor Bull, 1028 Beltline Blvd., Columbia, SC 
* Mr. George Dean, Orangeburg, SC 
*Dr. J. Carlisle Holler, 6120 Lakeshore Drive, Columbia, SC 
* Mrs. T. B. Jones, 4321 Colonial Drive, Columbia, SC 
* Mr. Fred Shore, 3716 Monroe Street, Columbia, SC 

Local Agency Representatives 

• Mr. James Hammond, Director, Lower Savannah COG, Box 850, Aiken 29801 
• Ms. Lynda Bassham, Lower Savannah COG, Box 850, Aiken 29801 
• Mr. William Boyd, Greenville Senior Actions, Inc., 402 E. McBee, 

Greenville 29601 
• Ms. Margaret Koch, Director, Aiken Council on Aging, Box 235, Aiken 29801 
* Mrs. Lucille Mayo, Director, Anderson Meals-on-Wheels, 1419 Hilltop, 

Anderson 
* Ms. Barbara Cooley, Anderson County Transportation Coordinator, Box 103, 

Anderson 29621 
• Ms. Mary Ann Shute, Aiken Council on Aging, Box 235, Aiken 29801 
• Ms. Miriam Cauthen, R.N., Catawba Health District, Rt.2, HeatblSprings 
• Mrs. Amanda Coleburn, Pee Dee Health District, Box 800, Darlington 29532 
* Ms. Cherry Whiten, Appalachian I Home Health Services, Box 1906, 

Anderson 29622 
*Ms. Frances Garrett, R.N., Appalachia I Home Health Services, Box 1906, 

Anderson 29622 
• Ms. Mary Suther, Appalachia II Home Health Services, Box 2507, 

Greenville 29602 
* Dr. Ron Rolett, Medical Director, Ap~alachia I Health District, Box 

1906, Anderson 29622 
• Dr. Robert Goldie, Central Midlands Health District, 1221 Gregg, 

Columbia 29201 
• Ms. Jacquelyn D. DeJong, Appalachian Health Council, Box 6708, 

Greenville 29606 
• Ms. Roberta Taylor 
*. Ms.Eunice Hoffman, Casemanager, Anderson County DSS, Box 827, Anderson 

29622 
• Mr. Carl Albert 
• Mr. T. F. Woodie 
• Mr. Lee Watthey 

Veterans Hospital 

• Ms. Virginia Cabal, 309 Viking Drive, Columbia 29206 
• Ms. Josephine Taggart 

Department of Corrections 

• Mr. Terry R. Candee, Midlands Correctional Region, Route 2, Box 13, 
Harbison, Irmo 29063 
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Academic Representatives 

• Dr. E. Kenneth Aycock, School of Public Health, USC 29208 
• Dr. Rolf Lynton, School of Public Health, USC 29208 
• Dr. Joan Altekruse, School of Medicine, USC 29208 
• Dr. Myrtle Irene Brown, School of Nursing, USC 29208 
• Dr. Charlie Still, Neuropsychiatry and Behavioral Science, USC 29208 
• Dr. Elizabeth Stobo, College of Nursing, USC 29208 
• Dr. Gerald L. Euster, School of Social Work, USC 29208 
• Dr. Neal Covington, Chairman, Department of Family & Child Development, 

Winthrop, Rock Hill 29730 
• Ms. Ruby Sulton, Department of Behavioral Sciences, SC State, Orange-

burg 29115 
• Ms. Emily Tower, USC Aiken, 171 University Parkway, Aiken 29801 
• Ms. Donnie King, Dept. of Behavioral Soiences, SC State, Orangeburg 29115 
• Dr. Burt Brantley, Department of Recreation and Parks, 267 FRR Building, 

Clemson University, Clemson 
• Dr. Jack Bevan, Vice President, College of Charleston, Charleston 29401 
. Dr. Allen Smith, Medical University of South Carolina, Charleston 29401 

Academic Staff Assistance to "Thinktime" 

* Dr. Betty Mandell, Social Problems Research Institute, USC 29208 
* Mr. Robert Sigmon, School of Public Health, USC 29208 
• Mr. John Zuidema, Social Problems Research Institute, USC 29208 

Student Aides 

Jeanette R. Cannon, School of Public Health, USC 29208 
Gene Crouch, School of Public Health, USC 29208 
Barbara Pasco, School of Public Health, USC 29208 
Stephanie Pratola,Social Problems Research Institute, USC 29208 
Carol Robinson, School of Public Health, USC 29208 

• Mrs. Martha File-Sullivan, School of Public Health, USC 29208 
Robert Tomlinson, School of Public Health, USC 29208 

" -J 
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