
Better Care for Older People

By LEONARD A. SCHEELE, M.D.

W~7 HEN PEOPLE with common responsi-
bilities and common problems get to-

getlher at a "brass-tacks" meeting of this sort
with the intention of finding out how they can
put sound principles into practice, we really get
down to immediate details of practical impor-
tance. It is then that we begin to feel the for-
ward thrust of movement toward a common
objective.
This regional conference-the first of three

to be held by the National Committee on the
Aging-meets the requirements of a "brass-
tacks" meeting. The 2-year study on Stand-
ards of Care for Older People in Institutions,
conducted by the committee under the able di-
rection of Mrs. Edith Alt, is based on the ex-
perience of hundreds of organizations, institu-
tions, individual experts, and older people
themselves. Out of these experiences and col-
lected facts, the study has drawn some basic
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principles-in a field of service so new that there
were very few guides to the formulation of prin-
ciples. Now the time has come to test the prin-
ciples in the fire of new experience; specifically,
in the future action of responsible officials and
operators of institutions for older people; in
the decisions of boards of trustees and other
policymakers; and in the action of religious,
voluntary, and professional groups. This new
experience will be further judged by other citi-
zens-the older people themselves, their families
and friends, and the large group we call the
"whole community."
There are more than 4 million men and

women, 65 years of age and over, in the 13
States and the District of Columbia, which you
represent at this conference. This means that
what you decide here over the weekend and
what you do at home next week and the months
ahead will affect profoundly the health and
happiness of more than one-third of the Na-
tion's older people. That is a sobering thought.
So let us first consider the health of older people
in homes for the aged and in nursing homes.

The Problem as We See It

The need for facilities of this type has
grown-and is growing rapidly. To supply the
need is a problem which, like old age itself, has
crept up on us-on the Nation, on our communi-
ties, and on the old people and their families.
Probably no two groups represented at this con-
ference will view the problem in precisely the
same way. I am sure, however, that we all
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agr-ee it imiust be solved in suclh ways as will
protect anid promote the hiealth of all older
people.
We caniniot do justice to one of the major issues

of ouir greneration if we approach the problem of
better care for older people in institutions nar-
rowly. We must relate our thinking about in-
stitutionall care to the entire spectrum of
plhysical, mental, social, and economic factors
that make up the total problem of aging.
Health is at the lhear-t of every aspect of ag-

ing. Every study that lhas been made in the
past 25 years bears out this viewpoint. The
more recent data underscore the findings of a
generation ago-and slhow that the burden of
ill health among the elderly has increased in
volu-me. It will contiilue to do so.

Older people get sick more often and their
illnesses are more frequently disabling and last
longer. Most of you would confirm that state-
ment on the basis of your daily experience-
wlhether yoou are a plhysician, social case worker,
ptublic healtlh nurse, welfare administrator, or
maniager of a nursing hiomie.
In planning for the bettel care of older peo-

ple, however, it is inmportaiit for us to realize
that clhronic "degenerative," diseases occur four
times as frequently among the old-age group as
in the greneral population. Long-term illness,
disabling 30 days or longer, occurs twice as fre-
quently among the elderly and the average
period of disability due to chronic illness is
more than four times as long for the older per-
son as for the average person in the genieral
population.

Diseases of the heart, blood vessels, and kid-
neys account for nearly one-tlhird of the dis-
abling illnesses among older people. Arthritis,
tubercullosis, other diseases of the bones and
joints, accidents, diabetes, cancer, and eye dis-
eases make up the remaining major causes of
long-term, disabling illness among the elderly.
Nevertheless, we find in the same old-age groups
hiigh case rates for such acute ailments as bron-
chitis, influenza, pneumioniia, and diarrhea.

Findlings froimi the survey in the Eastern
Healthl District of Baltimore, covering the 5-
year period 1938-43, also reveal significant dif-
ferences in the sickniess exl)erience of the two
sexes. Older women, for example, are more
frequently confined to bed than are older men,

but oni the average, the total days in bed are
fewer for the women.
Disabling home accidents occur anmong older

people three times as frequently as in the gen-
eral population. Among older wonmen,.how-
ever, the disability rate is more tlhani double that
amonig older men and is nearly five tiiimes that
in the general populationi.
These findings bring inito slharp focus the re-

lationship of health to the total problem of
aging. It is true that we can confidently expect
advances in medical scienice witlh respect to the
diagnosis and treatment of the major causes
of disability in the general population and in
the older age-groups. Physicians undoubt-
edly will be able to deal miiore effectively with
many of the disabilities of old age. Neverthe-
less, the disabilities must be dealt with in indi-
vidual patients, wlhose numbers will increase.

Parallel witlh the anticipated inicrease in
numbers of older people, we cani expect in-
creased demands for physicians' services, hospi-
tal care, and nursinig services. The aging of the
population also means an increasing concentra-
tion of such services on the chronic diseases.
Only by increased efforts to prevent chronic
diseases or modify their disabling effects will
we able to reduce significantly the burden they
impose upon our medical and liospital resources
and on the total national economy.
We do not lhave adequate estimates of the

number of elderly patients lhospitalized an-
niually in our general hospitals, nor of the num-
ber hospitalized for chronic disease. The
American Hospital Association, lhowever, esti-
mates that from one-fourth to one-half of the
anniiual days of hospitalization provided in gen-
eral lhospitals is for chronic diseases. In view
of the higher rates of chronic disease in the old-
age group, it is safe to assume that a consid-
erable share of those days is devoted to older
people.

Somne significant figures have beeni issued re-
cently by the Public Healtli Service's National
Institute of Mental Health regarding older
people in State mental lhospitals. The rate of
admissions for persons over 65 lhas iniereased
from 148 per 100,000 population in 1933 to 225
per 100,000 in 1948. Mental diseases of old age
account for about 27 percent of first admissionis
and for 11 percent of all resident patients. Of
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those patienits wlho hlave been in the hlospital
from 1 to 4 years, 21 percent have been ad-
mlitted for diseases of old age. New York State
estimates that 2 percent of its entire older popu-
lation (65 years and over) is resident in rnental
lhospitals.
The data I hlave presented do not reveal the

true, magnitude of disabling illness among older
people. When we consider the available fig-
tires, however, we cannot avoid consideration of
the social and economic implications of the
problem.
The cost of prolonged hospitalization of pa-

tients in general hospitals is likely to be pro-
hibitive-not only for the vast majority of
elderly persons, but also for their families and
for the communiitv in its provisions for the de-
pendent aged and disabled. Chronic disease
lhospitals, constructed as units of general hos-
pitals, offer many economic advantages in pro-
ridingc hospital care for the aged. In 1952, suich
hospitals were operated at $6.63 per patient-day,
in contrast with a cost of $18.35 per patient-
day inl general hlospitals. At the present time,
the Nation hlas a total of about 55,000 beds in
chronic disease hospitals. State hospital agen-
cies report that one-fifth of these are nonaccept-
11ble beds because they are in structures that
tare not fire resistant or that lack essential fa-
cilities, or are otherwise defective.
We have no precise estimates of the total

imount spent annuially for medical and hospital
care of the aged from private and public funds.
Expenditures by the older people and their
families from private income for that purpose,
lhowever, must account for a substantial slhare
of the total annual $9 billion expenditure by
consumers for medical care. In addition to the
costs of maintaining, older people in public
mental institutions and tuberculosis hospitals,
public assistance funds in the amount of nearly
$200 million are spent annually for medical and
lhospital care of the aged alone.
Old age, ill health, and financial difficulties

go hand in hand for the great majority of our
older people. Ill health is a major cause of
retirement when the beneficiary of old-age and
s'urvivors insurance reaches age 65, and hlis re-
duced income is seldom equal to the strain of
heavy medical expenses in a critical or pro-
longed illness. His savings and other assets

mnay be slharply depleted, even wiped out, in a
sing,le year. Finiancial disaster and depend-
enicy are too ofteni the enid result of illness in
olcl age.

Better Health-Better Care

UInder these conditions, many of our older
people watch their long-clherished hopes for
self-financed "gracious living in the later years"
vanish. And with their hopes, their will to
regain health vanislhes. Can we at this confer-
ence and our counterparts in other parts of the
country do anything to revive those hopes and
make "gracious living" a reality for more older
people? I think we cani-if we begin to think
and act now as though better health anid better
care were but two sides of one coin-inseparable.
Homes for the aged, niursing homes, and sim-

ilar facilities are providing care for a small but
significant proportion of our total population
in the old-age group. These institutions are
destined to play ani increasingly important role
in the Nation's overall programs for the aging.
The waiting lists of individual institutions and
the difficulties that referring agencies lhave in
finding a place for clients are only one indica-
tion of the increasing consumer demand.
Many older people now hospitalized for long-

term illness could be cared for more satis-
factorily and at less cost through home care
programs or in niursing homes. Many other
sick old people, wlho are now being cared for
under unsatisfactory conditions outside of in-
stitutions, could be better cared for inl nursing,
homes or chronic disease hospitals. Many
otlhers who have n-o recoglnized illness or lhandi-
cap could undoubtedly benefit from some type
of sheltered care.
The health status of such an important seg-

ment of the population is of serious concern
to public health agencies. Likewise, the en-
vironmental conditions under whiclh older
people live and the health services provided
them are of public health concern.
Our State and local lhealth and welfare agen-

cies lhave a background of experience in this
field. Their technical staffs can help tremen-
dously in the development of satisfactory fa-
cilities and programs for the care of older
people. These official agencies realize. lowever,
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that practical advanices in this field depend uponi
the mainteniance of standards which have been
jojintly developed and agreed to by all of the
official and voluntary organizations directly
concerned.
In our country, we hiave relied upon self-

discipline and cooperation with State and local
governments to give us standards of medical,
dental, nursing, educational, legal, and many
other professional services. The high quality
of professional services in the United States
shows that our confidenice in this process of
partnerslhip has not been misplaced.
The initiative and current activity of the

National Social Welfare Assembly and its Com-
mittee on the Aging in the field of institutional
care for older people, therefore, are in the best
traditions of our country. The report on stand-
ards of care which you are considering at this
conference will be a landmark for all future
advances in this field.
Much additional factfinding remains to be

done. I am happy to report that the health and
welfare departments of 11 States are now co-
operating with another voluntary agency-the
Commission on Chronic Illness-in a study of
nursing care patients in institutions in their
jurisdictions. The Public Health Service is
cooperating with the commission in this study.
Five of the States engaged in this survey are

represented at this conference: Connecticut,
Maryland, New York, Rhode Island, and Ver-
mont. The remaining six are California, Colo-
rado, Georgia, Indiana, Minnesota, and New
Mexico.
The pilot study has been conducted by the

Maryland State Department of Health to ob-
tain data on the numbers, characteristics, and
conditions of the people receiving care in nurs-
ing homes and similar establishments, and on
the types of care they receive. When the com-
mission completes its task of projecting the
results from the State surveys on a national
scale, we will have a more objective understand-
ing of the situation and a better basis for the
measurement of needs.
The survey reveals that in Maryland the pro-

prietary nursing homes are the largest group
of establishments providing long-term nursing
care for adults. They provide 40 percent of the
beds, as contrasted with 20 percent provided by

lhomes for the aged licenised for niursing care,
17 percent provided by clhronic disease hospi-
tals, 16 percent by almslhouses, and 7 percent
by nonprofit nursing homes.
Information about the patienits in the pro-

prietary nursing homes thus gives us a signifi-
cant picture of the older people needing sucl
care in one State. Two in every three are 75
years old or over. Nearly three-fourths of them
are women. Two-thirds of the group are wid-
owed and one-fifth were never married. Many
of them have outlived all members of their
immediate family.
They have been in the home a long time-half

of them for more than 1 year; one-fourth, more
thlan 2 years.
The health picture is not encouraging. Two

in every five are in the home primarily for
heart disease, stroke, or other circulatory dis-
ease. Senility is reported as the primary prob-
lem in another 20 percent. Fractures, arthritis,
mlental disorders other than senility, paralysis,
and cancer account for the remaining major
reasons for being in the home.
They are helpless old people: More than one-

third are completely bedfast or are able only to
be. taken up and put in a chair. One-fourth
need an attendant or a wheel chair or "walker"
to get about at all. One-third are incontinent.
And 60 percent are mentally confused all or
part of the time.
Although there is a general similarity in the

personal, physical, and medical characteristics
of the patients in different types of institutions
included in the Maryland study, the available
data reveal some significant differences among
the institutional types. As Dr. Dean Roberts,
director of the Commission on Chronic Illness,
has pointed out in a recent paper (1), "the gen-
eral tenor of severity of the patient's condition
seems to follow a gradient from those receiving
care in chronic disease hospitals through the
proprietary nursing homes, the nonprofit
nursing homes, homes for the aged, and finally
the almshouses where the residents evidence
the least extent of disability." Undoubtedly,
the complete findings and report of the pilot
study will reveal many factors to account for
these variations, and these will require careful
study in the evaluation of needs.
Against the reported health status of the pa-
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tienits in Maryland's proprietary nursing homes,
the arrangements for nmedical care by the pa-
tients, their families, or the responsible agen-
cies seem to leave much to be desired. Only
3 percent of the patients were reported as hav-
ing no specific illness as a cause of their
invalidism. Yet, at the time of the study, one-
fifth of them had not been seen by a physician
for 6 months or more. About 8 percent had not
been seen by a physician since they entered the
honme, and nearly one-half of this group had
been in the home for periods ranging from 6
months to 10 years or more.
Generally speaking, old people with a known

chronic disease or impairment may go along
for many months requiring only routine medi-
cal supervision. But without medical super-
vision, it is unlikely that impending crises will
be detected and possibly averted. In many
cases, the diseases which make invalids of so
many older people have not been brought to
the attention of a physician early enough to
avert prolonged disability. They are difficult
to detect; and especially among the elderly,
premonitory signs-which in younger people
would flag attention-are too often regarded as
"normal" signs of the aging process.
Moreover, the occurrence of multiple causes

of ill health must be anticipated in caring for
older people. A chronic disease may supervene
in a patient who on admission is suffering the
effects of a fractured hip. In reverse, an acute
infection may supervene in a cardiac or diabetic
patient. A disease which produces only a minor
illness in a healthy person may be very serious
in a patient already enfeebled by a chronic dis-
ease or extreme age.
For these reasons and others involved in the

health and welfare of the aged, arranigements
for the care of older people should include
specific provisions for medical supervision, as
well as for affiliation with appropriate hos-
pitals so that when the need arises, services
beyond the reach of a nursing home will be pro-
vided promptly. Provisions for assuring a safe
and healthful environment, adapted to the
special needs of aged and infirm people, are
equally important.

Institutions located in our cities are usually
within convenient reach of the facilities, profes-
sional personnel, and health agencies necessary

for assuring their patients medical, hospital,
and public health services. Often, however,
even these favorably located homes have diffi-
culties in making satisfactory arrangements.
Institutions located in rural or semirural areas
are more likely to have such problems, especially
when many of the patients have been admitted
from distant communities and thus have lost
contact with their personal physicians.

Joint planning is the first step toward over-
coming these difficulties. The health and wel-
fare agencies, both official and voluntary, as well
as private and public institutions providing
nursing care, could obtain much valuable advice
and practical assistance-if they would more
frequently bring their State and local medical
societies in on the ground floor of such planning.
The active participation of the local medical
profession is indispensable in the development
and operation of any constructive health pro-
gram for the aging-be it on a statewide basis,
in a community, or in an individual institution.

Time for Prevention

The central position of modern medical and
public health services in better care for older
people is stated explicitly and frequently in the
report of the National Committee on the Aging.
In this connection, I was particularly impressed
by the last section of the report-Developing
Alternatives to Institutional Care. Pointing
first to the rapidly increasing values of apart-
ment projects, group homes, residence clubs,
foster home care plans, home medical care pro-
grams, and other arrangements for older people
outside institutions, the report continues:
"As alternatives . . . are developed, institu-

tional care itself assumes a specialized function,
that of providing a therapeutic, rehabilitative,
and consistently supervised environment for
older people with special needs" (2).
As a sum in public health arithmetic, these

challenging new arrangements outside institu-
tions plus the emphasis on the therapeutic, re-
habilitative function of institutional care add
up to the right answer-prevention.
The time is ripe to extend the concept of pre-

vention to our aging population. In many
instances, prevention of chronic diseases and
disabling accidents is possible. In almost all

vol. 69, No. 5, May 1954 459



cases, prevention of prolonged and total dis-
ability is possible. Never before has medical
science had such a wealth of pertinent knowl-
edge and effective techniques ready for appli-
cation to the health problems of older people.
A few years ago, we could only report that
medicine was at a stage in its care of the aged
comparable with that which saw the birth of
miioderni pediatrics. Today, we can say that
geriatrics has attained considerable growth and
development and is now able to assert itself
with increasing independence. Parallel witl
that development, we have seen many remark-
able advances in the diagnosis and treatment of
a wide variety of chronic diseases and serious
impairments.

If we are to apply these advances effectively
to the health problems of our aging population,
hiowever, we must begin to build for better
hiealth far in advance of that 65th year which
suipposedly signifies the onset of old age. The
aim in our personal health practices, as well as
in our professional relationships and in our
community programs, should be to prevent the
serious, disabling conditions associated with
old age.
There are several ways of looking at the pos-

sibilities of this emphasis on prevention. It
would give the older people a larger measure of
hiealtlh and happiness and would free them and
their families of a considerable economic
burden. It would give the community a deeper
satisfaction in its efforts to meet one of its most
uirgenit problems, as well as substantial reduc-
tions in the costs of long-term care of the sick.
Anid it would mean that a large proportion of
old people requiring sheltered care would enter
the institutions in better health than many of
those now receiving, institutional care.
To achieve these results, we will have to em-

phasize prevention all along the line: chrono-
logically, in the lives of individuals; and
organizationally, in our education of profes-
sional personnel, in all our hiospitals and related
facilities, and in our community programs and
services.

Better health for the aged may often begin
before birth. Dr. Joseph P. Hoet of Louvain
University recently reported that by discover-
ing a prediabetic condition among mothers dur-
ing pregnancy and by treating those with an

abnormal blood sugar and their offspring, there
is an excellent chance of preventing a high pro-
portion of cases of diabetes in adults. The
disease may be present in a latent stage fron
birth.

I am sure that I do not have to spell out
for those of you who have aged diabetics oin
your public assistance rolls or in your nursing
homes, the advantages of such a preventive pro-
gram in lightening the burden of care for older
people.
Recent findings in a number of American re-

search centers-including the Clinical Center
of the Public Health Service-point not only
to the possible but also to the probable develop-
ment of new, simple, and relatively inexpensive
methods for communitywide attacks on othier
serious diseases.

If, for example, medical scientists can find
some chemical means of detecting and blocking
the specific changes in metabolism that lead to
certain common forms of arteriosclerosis, we
will have a preventive technique as important
to medical and public health practice as was
the discovery of vitamin C in the prevention of
scurvy and vitamin D in the prevention of
rickets. It is easy to visualize the changes for
the better that such a discovery would make pos-
sible in our care of older people in institutions.
Moreover, there are already available a wide

variety of new drugs and surgical techlniques,
advances in physical therapy, and restorative
medicine which would greatly imaprove the
health status of ouir older people. Unfortu-
nately, the older people in institutionis are too
often the forgotten men and womeni to whom
these effective techniques are not applied.

I do not wish to suggest that medical science
has discovered-or is about to discover-elixirs
of eternal youth and vigor. I do want to em-
phasize the medical means now available to
make our later years healtlhier and hiappier, and
to make our aging easier. More suchl advances
are on the way.
We need not have high proportions of the

older people in institutions bedfast, dependent,
mentally confused-and leading a worse than
vegetable existence. Their care need not be
such a heavy task, physically; and such a dis-
couragintg task, spiritually. The place to begin
better care for better health is hiere-at conifer-
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elleeS like tlhis-and in our States and commu-
iilties, in their health and welfare programs4 and
ii the work of public and private institutions.
'Tlie timiie to begin is now-for the sands of

t-ilie are running fast for many patients now in
inistitutioins. They are running fast for you
,anid me, ancd for every other adult in our aging
po))lllation. Will better healtlh and better care
await us whlen it is our turn? In large meas-

lnle, the answer depends upon what you and
youir couniiterparts in the renmaining 35 States

do. If the spirit of this coniferenice be a guide,
I amii sure that the aniswer wvill be "Yes."
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