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o TRENDS IN LONG-TERM CARE

_ (Positive Aspects)

THURSDAY, OCTOBER 14, 1971

U.S. SENATE,
SuscoMMITTEE ON LONG-TERM CARE,
SpeEcIAL COMMITTEE ON AGING,
Washington, D.C.

The subcommittee met, pursuant to notice, at 9:30 a.m., in room 1114,
New Senate Office Building, Senator Frank E. Moss (chairman of the
subcommittee) presiding.

Present : Senator Moss.

Staff members present: Val Halamandaris, professional staff mem-
ber; John Guy Miller, minority staff director; and Janet Neigh, clerk.

OPENING STATEMENT BY SENATOR FRANK MOSS, CHAIRMAN

Senator Moss. We welcome you here this morning as the Subcom-
mittee on Long-Term Care of the U.S, Senate Special Committee on
Aging meets for its 17th hearing in the current series entitled “Trends
in Long-Term Care.” _

When we began these hearings late in 1969, I made known my search
for America’s finest nursing homes which can serve as models for the
future. At-the time of my first hearing I said: “Let our purpose be
clear to all concerned; we do not seek to expose, to accuse, to assess
blame, or to indict all nursing homes under a blanket indictment. There
are many fine homes across the country, but there are also a-great many
with much room for improvement. Accordingly, we seek to emphasize
the positive in this hearing today. It is our hope to go beyond delinea-
tion of problems and look at root causes. We must take that extra nec-
essary step of offering constructive solutions.” ‘

This policy perspective, I believe, is even more important today than
it was at that time in view of the presidential initiatives to irradicate
substandard nursing homes. In fairness to the President, he did ac-
knowledge the existence of good homes, but the primary tenor of his
remarks, and.certainly the publicity accompanying them, was negative.

Our search for constructive programs in our previous hearings has
been fruitful, and we have been privileged to hear from representa-
tives of many of our finest nursing homes. However, because of limita-
tions of time and staff, I became convinced of the need for a hearing
devoted entirely to the search for innovative and positive programs.

Our purpose continues to be to build a Senate record which we
will draw upon heavily to construct our report to the Congress with.
legislative recommendations. . For this reason, I asked for nursing
home spokesmen to submit written statements to .me, all of which
would be incorporated in the hearing record. From these written
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statements we have chosen about a dozen witnesses to appear at the
hearing today to give us brief oral presentations.

I congratulate the witnesses who have been asked to appear today.
Their selection is an indication that they are trying to provide the
best possible care for their nursing home residents.

Because our witness list is long, I will not extend these remarks.
I will also remind the witnesses of the necessity to keep their pres-
entations within the 10-minute limitation. In fairness to those well
down the witness list, this rule will be rigidly enforced.

I look forward to a very constructive hearing today, and because
of the importance of these issues I want to announce that the record
will remain open for 30 additional days to accommodate any addi- -
tional representatives from the industry who feel they have positive
programs which should be called to the attention of the committee.
I welcome any and all proposals on this subject and will ask that they
be incorporated in full in the record.

Senator Church, chairman of the full committee, had planned to
be here this morning, but unfortunately could not be present. Without
objec&ion, his prepared statement will be inserted at this point in the
record.

PREPARED STATEMENT OF SENATOR FRANK CHURCH

I am pleased to be here this morning for this hearing by the Subcommittee on
Long-Term Care of the U.S. Senate Special Committee on Aging. This Subcom-
mittee under the able direction of Ted Moss has been investigating nursing home
problems for more than two years now. Ted Moss knows of my very great interest
in these matters and I want him to know how very pleased I am with his efforts
to improve the quality of life for our infirm elderly.

In our investigations of nursing home problems we must inevitably deal with
problems. We focus on bad providers and ponder ways to eliminate the abuses, the
poor care and the profiteering that characterizes some members of the industry.

Seldom in our investigations have we paused to publicly applaud those nursing
home operators who devote their lives to providing the finest care possible for
the patients in their facilities.

I understand that at today’s hearing we will hear from the representatives of
several of these very fine nursing homes who will describe some of the programs
which have made their nursing homes the institutions that they are. I believe
this will be a valuable hearing.

Senator Moss. Our first witness is Mr. Stanley Wilcox, outgoing
president of the Virginia Nursing Home Association, speaking for the
American Nursing Home Association.

Mr. Wilcox.

STATEMENT OF STANLEY P. WILCOX, OUTGOING PRESIDENT, VIR-
GINIA NURSING HOME ASSOCIATION, AND MEMBER OF THE
AMERICAN NURSING HOME ASSOCIATION’S NATIONAL HEALTH
INSURANCE COMMITTEE

Mr. Wircox. Mr. Chairman, I am Stanley P. Wilcox, president of
the Cedars, Inc., Charlottesville, Va. I am also the outgoing pres-
ident of the Virginia Nursing Home Association and a member of the
American Nursing Home Association’s National Health Insurance
Committee. I also had the privilege of serving on the Virginia State
licensing board for nursing home administrators.

I am accompanied by Mr. Norman Burch, who is the Federal liaison
of the American Nursing Home Association.
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The American Nursing Home Association is a federation of State
assoclations which represents some 7,000 long-term care facilities, with
a bed capacity of over 400,000. OQur association membership includes
both proprietary and nonproprietary facilities located throughout
the country. A substantial number of the membership participates as
providers of long-term care under the Medicare and Medicaid pro-
grams. In addition, a number of our member facilities participate in
the VA community nursing home program for veterans. )

Mr. Chairman, we appreciate very much having the opportunity to
appear here this morning, in behalf of the nursing home industry, and
to offer some comments and observations on some issues which have
been discussed here and elsewhere in recent times.

Mr. Chairman, while we understand this morning’s hearing will
focus on some of the positive, more innovative programs that are being
conducted on a voluntary basis by members of the nursing home in-
dustry, T would like to make some general comments in light of the
increasing congressional interest and public attention being given to
nursing homes and nursing home problems in recent months.

None Apove CriTIcisi

In these modern times, no institution is above criticism. Society in
general, including government and industry, should be subjected to
criticism ; however, such criticism should be constructive and all facts
should be given equal weight before incomplete facts are used to draw
generalizations which become tomorrow’s headlines. Members of the
nursing home industry ask only for fair play. We are ready to stand
up and accept justifiable criticism—and even move in a positive way
to bring about solutions to such criticism. Mr. Chairman, we do re-
spectfully urge that the entire industry not be tarred and feathered
for the mistakes of a few, and we further ask that the sole blame for
questioned conditions not be placed at the health provider’s door,
when it more properly belongs at the door of Washington, or Balti-
more, or one of the State capitals.

Mr. Chairman, in your recent speech before the 24th Annual Con-
ference on Aging, at the Institute of Gerontology, Ann Arbor, you
spoke 'of seven problems in the long-term care area, and you identified
them as “challenges.” You stated, “The first challenge 1s to spell out
a clear policy in the United States with regard to the infirm elderly.”
You said, “We have no national pattern in America for the care of
those who are old and il1.” In your third challenge you cited “the lack
of effective enforcement of nursing home standards by the States.”
In this context you suggested :

The real reason for State laxity, I believe, is that the States are pushed for
revenues and have not made funds available to their respective Health Depart-
ments. When funds have been made available, the chief health officer of the
State has allocated them to other health programs, holding that nursing homes
have lesser priority.

We agree with you these views reflect more accurately the true and
actual conditions. However, this is not the way it often comes out in
the press. When retroactive denial of benefits occurs, for example,
the fault is ascribed to the nursing home-—not to Washington, or
Baltimore. Frequently statements are heard that the Federal Govern-
ment provides over $114 billion each year for Medicare and Medicaid.
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But it is seldom heard that this billion dollars provides as little as $6 a
day in some States for skilled nursing home care.

As you know, Mr. Chairman, you cannot even enter the front door
of the current day hotels and motels at these prices—and they do not
provide skilled nursing services. But these facts are not frequently
reported and when they are, criticism is heaped upon the nursing
home, not government.

Mounting Errorr To Discrepit Nursine Home INDUSTRY

Before moving to the positive side, I would like to make one final
observation. In recent months there has been a mounting effort to dis-
credit the proprietary nursing home industry in this country. This
attack has come in many shapes and forms. The most despicable and
the one heard with most frequency centers on the fallacious principle
that “nursing homes cannot be patient-oriented and profit motivated.”
This is the most unfair conclusion and cannot be supported or sub-
stantiated in any way whatsoever.

Such statements can only be characterized as self-serving and un-
informed. Such attacks misrepresent and do irreparable harm to the
entire long-term care field. Our members in good faith entered the
Medicare program which provides for reimbursement on the basis of
reasonable costs—yes, reasonable costs—but only those actual costs
that are allowable under the program.

Almost all of the problems encountered in the administration of
Medicare in connection with retroactive denials and other arbitrary
and capricious actions have resulted from the Department’s attempt
to protect the so-called “reasonable cost” formula. These actions have
caused, in turn, a phasing down by most ECF providers who have
not dropped the program altogether.

I know that you were one of the first to oppose the present reason-
able cost formula under title XVIIL T know that you attempted to
have a different type of cost related reimbursement enacted for title
XIX in 1967. At that time ANHA was leary of this because we
thought it would impose the same so-called reasonable costs under
title XTX.

We admit we were probably wrong. We are willing to join with
you in fulfilling the idea you, Mr. Chairman, first put forth in 1966.
No health delivery system can work that is based on the present rea-
sonable cost concept. Everyone recognizes this, few admit it, and still
less are willing to try to do something about it as you tried to do.

One of our national officers, who happens to represent the non-
proprietary member facilities conference, recently stated :

The corporate structure of a nursing home should have little or no effect on
the type of care rendered a patient. Patient care is a matter of philosophy and
personal motivation on the part of those rendering it. To group all of the homes
who do not pay taxes and have a not-for-profit corporate structure together as an
entity and claim that because of this particular corporate structure they some-
how render better care than privately owned or proprietary homes is absurd.

In fact, the American Rehabilitation Association made a study and
comparison of the welfare program of the State of Minnesota as ad-
ministered by the nonprofit and proprietary nursing homes in the
State in 1968. On the basis of its study, the. ARA concluded that the
form of corporate organization, i.e., whether proprietary or nonprofit,
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had nothing to do with the quality or quantity of care given. A similar
study undertaken by the New York State Welfare Department several
years ago came to the identical conclusion.

No Criticisa oF “For Prorir” MEeprcar PROFESSION

Why should nursing homes be criticized for providing care to the
aged 11l when doctors, dentists, nurses and other health professionals
are not criticized for rendermg patient care for a profit? We respect-
fully suggest, Mr. Chairman, that profit-motivation and good patient
care motivation are not dlametrlcally opposed to one another. We
believe the proprietary nursing home has and will continue to make 2
contribution in the care of our elderly. We respectfully suggest the
time has come to challenge the system, instead of the provider. Let us
put our energies together to improve the system and make it work
better in providing better patient care, rather than misdirecting our
energies in an effort to undermine the foundation of our health deliv-
ery system.

Now turning to the issues for which this hearing has been called, the
American Nursing Home Association, its State affiliates and members
have been moving forward in an aggresswe manner to search out solu-
tions to problem areas. We have made much progress in achieving a
full partnership status in today’s health care delivery system. Our
member facilities have made many advances and developed a number
of unique and innovative programs that center on patient care needs
and rehabilitation.

ANHA was instrumental in the dra,ftmg of the intermediate care
facilities provisions in Medicaid in 1967 and we put all efforts into
having the program enacted. Originally, we asked that the medically
indigent be included and that the program be placed under title XIX.
We were resisted in both these proposals by HEW. We are thankful
that the Senate Finance Committee last year in H.R, 17550 and the
Ways and Means Committee this year in H.R. 1 rectified the matter
and finally recognized our position. In fact, it was always intended
that some professional nursing service was to be provided in such
facilities. HEW issued meaningless guidelines which we protested.
Later these minimal guldehnes were further weakened. Curiously
enough ANHA was blamed for watering down these regulations.

In an allied area involving standards, I would like to state that
TLR. 1, the Social Security Amendments Act, contains two amend-
ments, one relating to nurse staffing and another dealing with the
1eq1u1cements for the licensure of nursing home administrators. These
amendments have been interpreted as another effort to lower stand-
ards in nursing home care. Again, however, the ANHA Executive
Board has adopted a resolution which opposes efforts to lower these
standards. We have communicated these views to the House Ways
and Means Committee. The American Nursing Home Association is
making a determined effort to take affirmative action in specific areas
which have been subjected to legitimate criticism.

In another important endeavor, Mr. Chairman, you have pointed
out from time to time areas which deserve special attention. For
example, in your address before the ANHA Annual Convention in
Miami last year you challenged the industry to do more self-policing.
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On this point I am happy to report that ANHA is increasing its

efforts in this area and is attempting to encourage effective peer review

within the Association. While there has been demonstrated enthusiasm

for such a concept, we are still endeavoring to formulate a national
olicy.

While ANHA is still attempting to implement the peer review
concept, T would like to point out that the Association’s Executive
Board and Governing Council approved in March a revision in our
Philosophy and Code of Ethics which encourages member facilities
to provide good patient care, employ qualified staff, to be “fair and
honest in all their transactions,” “to engage in research and educa-
tion,” and to “clearly delineate their policles and receive and act upon
complaints and suggestions * * *” The ANHA Accreditation and
Standards Committee is now charged with the responsibility of writ-
ing the standards for implementation of the revised philosophy and
code of ethics. The ANHA is pleased with these developments and
we look forward to more positive actions being taken to accomplish
more self-policing. .

At this time, Mr. Chairman, we would like to comment on a rather.
significant project which ANHA has undertaken to develop—a long-
term health care plan to meet the needs of our senior citizens. I am
referring to a health plan which our executive board has authorized
for study and development.

This plan has been designated as CHRONICARE. We have, in
recent years, been watching with increasing alarm the costs of health
care move steadily upward and rapidly outpacing the cost of living,
and we have become increasingly concerned about the ability of the
present health care system to handle demands put on it.

Loxc-TrryM CARE For CHRONICALLY ILL

After months of study we have come to the conclusion that the
existing methods of financing and delivery of long-term health care
for the chronically ill must be recognized and brought up-to-date. The
study has prompted ANHA to develop a national health insurance
program to cover patients now being served and to extend our re-
sources to the many neglected other Americans with disabling chronic
ailments not now receiving adequate long-term care. CHRONICARE
was developed with two major factors as a backdrop:

1. Over the years, various attempts have been made by this
country to provide long-term care for its citizens with serious
chronic health problems—the older American, the mentally ill and
retarded, the blind, the seriously physically handicapped and
disabled.

2. The major national health insurance proposals now being
considered fail to include any new long-term care provisions. At
best, they leave standing the present inadequate programs. One
major sponsor frankly admits the problems of long-term care
were too immense to deal with at present and proposed a 3-
year study to try to come up with answers.

We believe the CHRONICARE program deals with these prob-
lems. To understand CHRONICARE, it may help to look at the type
of patient the nursing home has been serving in recent years.
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In a 1964 survey made by the Department of Health, Education
and Welfare of 54,000 patients in nursing and personal care homes,
only 4 percent had conditions that would be covered under today’s
Medicare yardstick and yet 96 percent had three or more chronic
conditions. ANHA. believes that most of the 96 percent should be
covered by national health insurance. Let me emphasize, today’s Medi-
care program is operating only to cover the 4-percent patients: SSA’s
latest figures indicate there 1s only a 5-percent Medicare census in
extended care facilities.

This, then, is a major part of the Nation’s health problem. This is
part of the catastrophe. This is what breaks families and puts them
- on welfare when they have a health-induced reason for being there.
The long-term patient with the chronic arthritic problem, the chronic
heart ailment, the chronic brain syndrome, the chronic retardation is
the catastrophe. But this kind of catastrophic illness has not been
included in the proposed broad national health insurance programs.

To cover the gap left by the major national health insurance pro-
posals, to correct past neglect and deal with present inadequate pro-
grams, ANHA is building the CHRONICARE program around the
- following nine points: -

L. Every American, regardless of income, age, race, creed or sex
has a right to high-quality and convenient long-term health care or
services. ’ ’

II. The nature and extent of services will be determined by the
needs of the patient—physical, mental, emotional, and socioeconomic—
and not the structure of the health care system, the preference of the
health professions, or the requirements of the financial support
mechanism. ’

III. CHRONICARE will provide incentives for the maximum use
of home, outpatient and nursing home care as alternatives to hospi-
tj}faliﬁation regardless of the corporate structure of the provider or

acility.

IV. CHRONICARE will be a payment system with payment for
services made to provider on a per capita plus a service basis as pro-
jected by a prospective budget. The cost of CHRONICARE will be
financed by a payroll deduction tax on the employer, employee, and -
the self-employed with matching moneys from the Federal Govern-
ment’s general revenues.

V. The CHRONICARE administrative structure will include con-
sumer participation in determining facility utilization and the effi-
cacy of services, with a formal administrative and judicial system
established to assure due-process-of-law for both patient and provider
grievances.

VI. A Federal CHRONICARE Administration will be created
within the Department of Health, Education, and Welfare to admin-
ister the program.

VII. Individual State CHRONICARE commissions will be estab-
lished with members appointed by the State governors to arbitrate
all matters of CHRONICARE providers of a State relating to their
prospective budgets, facility construction or remodeling, utilization
of services, and other operational activities,

VIII. To secure objectivity of program information, a CHRONI-
CARE Data Center will be established, independent of all Federal,
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State or local, governmental departments, administration or agencies
involved in health care administration or payment, to factually com-
pile reports for use by the CHRONICARE administration State
commissions and providers.

" IX. Federal performance standards for CHRONICARE services,
facilities and personnel will be established. To assure that the stand-
ards are properly reflected, a review system—implemented by a corps
of qualified surveyors—will certify all CHRONICARE facilities and
providers,

The preceding nine points, we hope, will assist in creating a quality,
efficient and comprehensive long-term health care system for this
country by utilizing all present health care resources and stimulating
the development of new means to meet America’s future health needs.

Mr. Chairman, as we understand it, the hearing this morning is to
focus on innovative programs voluntarily being developed by mem-
bers of the nursing home industry. CHRONICARE is such an innova-
tion. It is a positive progressive answer developed by a committee of
nursing home administrators—as a possible answer to the financial
catastrophe of the chronically ill or disabled who require repetitive
zkil_led but subacute treatment on an inpatient or out-reach program

asis. -

Properly legislated and properly administered, the concept of
CHRONICARE could extend and rebuild meaningful life for that
special type of American who must have repeated attention (mental
or physical) to remain at a functional level of existence.

Mr. Chairman, we feel that the beneficiaries of a program such as
CHRONICARE are potentially every American and we hope that
such a proposal may create a health care system with which the people
of this country can live.

Mr. Chairman, we are very optimistic that our efforts to develop
CHRONICARE and other programs with which we are engaged will
prove to be beneficial—especially in our efforts to provide better
patient care for the elderly ill. We believe we can accomplish our
goals in the not too distant future.

Mz, Chairman, we thank you for the opportunity to share our views
with you and the subcommittee. The American Nursing Home Associa-
tion and its member-affiliates stand ready to join with you and others
to meet our health care needs. We commend you, Mr. Chairman, for
the leadership role you have played over the years to implement and
perfect long-term care health programs for the elderly of the Nation.
We are hopeful as we move into a new era that by working together
we can bring about a unified effort to provide the type of long-term
care our elderly citizens o richly deserve.

Senator Moss. Thank you very much for that fine statement.
CHRONICARE is a very interesting proposal for long-term care
providing a broad spectrum of service for those chronically ill in our
society. T am studying it and I commend you for bringing that innova-
tive concept here and putting it in our records so that we will be able to
determine whether it is ready now for introduction to the Congress.
I am grateful to you. '

Mr. WrLcox. Thank you very much.

Senator Moss. Thank you very much, We appreciate your
appearance.



1765

Mrs. Florence L. Baltz, former president of the American Nursing
Home Association and president, Washington Nursing Center, Inc.,
Washington, Ili.

‘Welcome from Washington to Washington.

STATEMENT OF FLORENCE L. BALTZ, FORMER PRESIDENT, AMER-
ICAN NURSING HOME ASSOCIATION, PRESIDENT, WASHINGTON
NURSING CENTER, INC., WASHINGTON, ILL.

Mprs. Bavrz. Thank you, Mr. Chairman.

I would like to submit my complete prepared statement which in-
cludeseight exhibits.*

Senator Moss. That may be done. We appreciate it.

Mrs. Barntz. I welcome this chance to appear before you to discuss
some aspect of good patient care in nursing homes. I am testifying here
as an experienced nursing home administrator of 20 years. I am a
registered nurse and have 9 years hospital administration experience.

Today I wish to emphasize two positive programs which I feel have
assured patients in our nursing center of good care. The first one is
the rehabilitation nursing program and second our weekly nursing
care rounds.

As you see in exhibit 1.2 “Rehabilitation Program Is Education for
Living,” which is a detailed report on a 1957 demonstration project
called rehabilitation education service, Washington Nursing Home
was one of the first to participate in the project. Today this program
continues to be a major part of our nursing service. :

Serr-HELP STRESSED IN REHABILITATION PROGRAM

Rehabilitation means a variety of things to many people, but with
us it means to help the patient to do more for himself and to become
a ‘more independent person. We see and treat patients as a whole
person and stress their abilities and not their disabilities. We must
understand the patient as an individual, a member of a family and
community ; we must understand his demands and sense his needs and
help him to realize that he is still important and make him feel that
someone sincerely cares. At times it seems easier to see what a patient
cannot do for himself. In rehabilitation one must recognize what the
patient can do without help—many times these are things he has not
done for himself in years. When a patient does for himself, he uses
his own muscles which helps him to feel stronger and begins to do
more of his own care and activities. While he is doing more, he is
making use of his mind as well as his body and he becomes more alert
and interested in people around him.

‘We chose the rehabilitation nursing aspect to concentrate on patient
care because it is a 24-hour-a-day program which includes a strong
in-service training program for all employees. We use our registered
physical therapist and other specialists as consultants to strengthen
our nursing program, which makes their service available to all
patients. Rehabilitation nursing is included in our daily rate so
whether the patient is private pay, Medicare, Medicaid, or has insur-
ance, it makes no difference financially to management or staff.

1 See app. 1, p. 1816.
2 See app. 1, p. 1821,
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‘When a patient is under the Medicaid program, we receive an allow-
ance for an approved rehabilitation nursing and activity program.
While this usually is below our customary rate it does give some
financial reward for the cost of the program as all patients benefit
and the homes are not penalized by getting them to do more them-
selves. This approval is granted by a team of specialists from the
Department of Public Health. There is an occupational therapist and
a rehabilitation specialist and a physiologist and regional health and
dental health personne] on the on-site visit. No longer is this a volun-
tary or extra program but is considered a part of the total patient care.

Written into the Illinois licensure laws, the hospitals must have a
rehabilitation nursing program, the skilled nursing homes must have
rehabilitation nursing and activity programs, and sheltered care
homes must have an activity program. Illinois will need more teach-
ing teams to train staffs in all these facilities.

Stinr, ONLy Two TracHine TraMms

Today, 14 years after Illinois’ original rehabilitation project, we
still have only two teaching teams with one less number on a team
to go into homes and teach rehabilitation nursing techniques. They
have about a 4-year waiting list of nursing homes wanting their serv-
ices. If some of the money being made available for inspectors could
be used to recruit and train team members to go into homes and teach
staff members throughout the United States as we have in Illinois,
I am sure you would see patient care improve as well as a reduction
in medical care cost. As you will see in my prepared statement,® ad-
mission, length of stay, and additional discharge information. We
have discharged 53 patients, or 33 percent of our discharged patients,
to their own homes. :

‘We have three rehabilitation nursing courses being offered in Illinois
for registered nurses. The one I am familiar with, which incidentially
is an excellent course, is in Peoria at the Institute of Physical Medicine
and Rehabilitation. This is a B-week -course and in November they
are accepting their first licensed practical nurses for a -1-week course.

Alides carry out the majority of care and techniques, so we sent the
RN’s and the LPN’s to increase their skills in teaching. Now teaching
skills is easy but the philosophy is harder to come by but an absolute
must in an on-going successful program. That means even the main-
tenance, laundry, housekeeping and all other personnel must be in-
volved in inservice training. .

~Several States over the years have patterned programs after Illi-
nois. How they have progressed, I don’t know. I am sure the Illinois
Department of Public Health would be glad to have others inquire as
to the success and continuation of their program. Certainly more
available funds are needed for the rehabilitation education service
teams. As I said earlier, rehabilitation means different things to differ-
ent people. This language is really intended to mean when it comes
to the licensing. .

The second positive program is our weekly rounds which are done
by a team composed of a physician, therapists, nurses, consultants and
staff members. All newly admitted patients are included in rounds

1 See app. 1, p. 1817.



1767

plus those that have been booked for reevaluation. This team assesses
and evaluates the patient’s condition, decides with the help of the
patient on short and long range goals and how he is to achieve these
goals. His patient care plan is developed in accordance with the neces-
sary written orders of his physician. ) .

While the goals are established in the presence of the patient with
his help, the actual planning, prognosis and records are studied by the
team members without the patient being present so that final, practical
and realistic goals are set for him with each team member contributing
their ideas and recommendations to help the patient realize his goals.
We evaluate 10 to 12 patients a week.

The remaining couple of minutes I wish to mention two State pro-
grams which enhance good patient care in Illinois, the first one being
the Sangamon-Menard County continuity of patient care program.
The purpose of the program is to improve continuity of care of pa-
tients who move from one institution or agency to another in these
counties; to send with the patient, at the time he moves, information
about his medical orders and nursing needs, his personality and his
abilities; to help make his transition smoother and less traumatic.

Continuity of care refers to planning together by all members of
the health team with the patient and his family so there will be no
break or lapse in-his gradual restoration to health. The coordinator
meets with the Utilization Review Committee of the hospitals and
nursing homes. By better utilization of beds, not only improved care
is realized but one day earlier discharge from the hospital and/or
- extended care facility can mean the saving of thousands of dollars
over a year’s time. As recently as Tuesday, Governor Ogilvie an-
nounced a new program and set by establishing a set length of stay.
On diagnosis they hope to save one less day of hospital care for the
medical patient which would save an estimated $12 million a year.

Also, patients benefit from having adequate and proper transfer
information immediately available upon his admission to insure con-
tinuity of care.

The other State program is a response to the edict issued by Pres-
ident Nixon to Federal health agencies to improve the nursing home
industry. The Illinois Department of Public Health has developed an
automated system to assist in more effectively meeting its responsi-
bility. This is detailed in my prepared statement. This is a mechanism
that can be used for both the delivery of health service and safety of
patients in a long-term care facility.

Also, note my few comments on Medicare.

In summary, the material presented for the record contains pro-
grams within a facility and within the State of Illinois which can
enhance good patient care throughout the Nation.

Senator Moss. Thank you very much.

I am pleased by the way you are all finishing right on the 10-minute
deadline.

That is an excellent paper. I was impressed with the fact that you
said 33 percent of your discharged patients were discharged to their
own 'h((l)mes, and certainly that ought to be an objective that we strive
toward.

In some of our hearings we have run up against the fact that com-
monly there is higher remuneration for patients that are bed bound
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and there is accordingly sort of a tendency to keep them that way
and keep the larger income, whereas the whole thrust of what you are
telling us is this evaluation and effort to get them up. Making the
patients ambulatory and in a condition where they may be discharged
to their own homes is commendable, since naturally that is the prefer-
able place for them to go.

Mys. Bavrz, It 1s a very challenging aspect.

Senator Moss. That is fine.

I am pleased to have you also tell us the efforts of the State of
Ilinois with its licensure requirements that are certainly pointed in
the right direction.

I thank you very much for coming to tell us as you have about not
only your own home there in Washington but also about the whole
Illinois program.

Thank you.

Mzrs, Bavrz. Thank you. ‘

Senator Moss. Mrs. Ethel Hudson from Shoshone County Nursing
Home in Wallace, Idaho.

Mrs. Hudson is a neighbor of mine, next State north.

STATEMENT OF ETHEL HUDSON, DIRECTOR, RESTORATIVE ACTIVI-
TIES PROGRAM, SHOSHONE COUNTY NURSING HOME, SILVER-
TON, IDAHO

Mrs. Hupson. I am privileged to be the director of the restorative
activities program at the Shoshone County Nursing Home, Silverton,
Idaho. I am equally privileged at being selected to appear before this
distinguished committee.

I wish to take this opportunity to commend this committee for its
efforts to bring the positive aspects of nursing home care of the aged
to the forefront.

On behalf of our patients, our nursing home staff, the peoples of
Shoshone County and of the State of Idaho, I express to you our
deepest gratitude for this opportunity. We all sincerely hope that our
contribution to this committee’s efforts will bear fruit in the form of
constructive ideas aimed at bettering the lot of the aged nursing home
patient.

The philosophy of patient care at our nursing home is simply this:

The total care of our patients is the only reason for our existence.
Every effort of each member of our staff must be aimed toward this
end. ’

Total care of the patient includes all efforts required to provide an
environment which contributes to the mental, physical, emotional,
and social restoration of the patient to a normal, dignified individual.

My contribution to this total care effort rests with the restorative
activities program. This program is specifically tailored to fit into
other patient care programs such as nursing, dietary, care of the
physical plant, and the outside volunteer effort, all of which effect the
restoration of the aged patient.

Prior to December 1968 there was no activities program. Until the
program was initiated, our patients had little to look forward to ex-
cept eating, sleeping, and dying.

Before the restorative activities program was initiated, historically
two-thirds of our patients were of the “heavy-care” variety. This
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simply means that aside from being substantially bedridden, these
patients needed assistance with eating, with taking care of their hy-
genic needs, and were convinced they could never advance mentally
or physically toward more normal lives.

After much soul-searching on the part of the medical and nursing
home staffs, interested volunteers, and the administration, the realiza-
tion was discovered that a program of patient activity was needed to
more successfully render total patient care.

I should add at this point that before initiating the program the
attitudes and the philosophies of patient care were aimed at keeping
the patient as comfortable and as quiet as possible. This was thought
to be the total effort required. This mode of operation did absolutely
nothing toward encouraging or challenging the patient to become self-
reliant and as independent as his ability permitted.

Before proceeding further, I wish to say that a large measure of
the success that we have experienced with our program is due to the
direct, faithful, and cheerful assistance we have received from the
volunteers. These interested and concerned citizens of our community
give very freely of their time to assist us in every way and on every
occasion we need them.

PERSEVERANCE (Galxs RESTLTS

At the beginning of the program in December 1968, meager results
were indicated, small promise of success was in sight, and an air of
skepticism prevailed. However, due to the perserverance of a few staff
members, including the program director, and due to the interest of a
very few patients, the program began to show slight growth.

Beginning with two 1-hour craft classes each week, attended by only
three patients at each class, these craft sessions grew to three 2-hour
classes each week, with an average of 35 patients attending each ses-
sion. Less than 15 months from the beginning of the program the
activity room had to be doubled in size. At present, this room is too
small and must once again be enlarged. :

I want to make one point absolutely clear. None of our patients
are ever forced to attend any activity. They are encouraged by con-
cerned members of the staff and by other patients, but this is of the
gentle type absolutely void of badgering, pestering, or other such ques-
tionable means.

By the end of 1969, movies and bingo sessions were scheduled once
per week, at separate times. The attendance at each of these sessions
increased from the beginning of five patients at each session to the
capacity audience of 40 at each session presently. )

During 1970. social hours—cocktail parties at which light alcoholic
and nonalcoholic beverages were available—picnics, birthday parties,
and like events were scheduled. At these occasions free live music,
compliments of the local civic groups and the musicians union, play-
ing the older traditional songs, are made available. The patients them-
selves furnish the singing and dancing to enliven these occasions.
These activities added social confidence to our patients, and brought
back many of their earlier, pleasant memories. This, in turn, whets
their memory recall, thus enﬁancing their mental alertness. )

In 1969, one of our “heavy care” patients, a chronic, severe arthritic,
produced a four-act play depicting the birth of Christ. The actors,

82-264—72—pt. 17—2
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directors, and stagehands for this play were patients. Actually only
one performance was scheduled but due to demand and to limited
seating capacity four performances were given with a total of over
600 patients, staff, arid public attending. ]

Other special accomplishments of our patients include : )

Fishing, fly-tying, cabinetmaking, and furniture repair and finish-
ing by one of our patients, a paraplegic; )

Huckleberry picking, winemaking and to-scale dollhouse making by
another of our patients, a double amputee;

Maintenance of a patriotic flower garden which keeps four of our
patients busy during this season

Other activities too numerous to mention.

We have recently installed a chapel for use by all denominations.
Aside from worship services, this chapel is used for prayer and medita-
tion, as well as an area for patient-family-minister solace and confer-
ences. The finished decoration and the drapes for the chapel will be
completed by the patients.

‘We hope soon to acquire and install a six-leather-pocket pool table
for the use of our men patients.

Each week at a scheduled period we have a session of card playing
for men only. At these sessions the men patients play poker, pinochle,
cribbage, and so forth, for 2 hours. Although money is not involved,
chips are used for example in poker. The one who finishes with the
most chips, the highest score, or runs the cribbage board most, wins a
six pack of beer to take to his room to consume at his leisure, with his
physician’s permission.

The workload of our restorative activities program coupled with
our patients’ demand for more activities, required the addition of an
assistant activities director. We were fortunate in having available a
lady who was not only compassionate and concerned for the better-
ment of our patients but was highly skilled and experienced in the
art and the teaching of sign language. She taught the deaf and dumb
muted patients and the staff the basics of this language. This, of
course, opened new channels of communications and improved im-
mensely the outlook of the affected patients.

In addition, the assistant activities director uses the craft cart to
take craft work to patients unable to attend craft classes.

Asrounpine REsuLTs

The results of this program have astounded us. During the period
December 1968 to date, the “heavy care” patient load of 67 patients
has been reduced to nine “heavy care” patients. Well over two-thirds of
the patients admitted to our facility are considered “heavy care” at
the time of admission.

Our patients, who average 81.9 years of age, have taken a new out-
look on life. The rather heavy Restorative Activities schedule, which
is geared to patient interests and demands, gives our patients little
time for idleness or for worrying about their condition or their prob-
lems. Due to a natural fatigue resulting from this active schedule our
patients are, for the most part, sleeping naturally and without the use
of sleep-inducing medications.
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The most rewarding aspect of the program is to see the alert, con-
tented expression on the faces of patients who once wore a constant
expression of one without hope or any other meaningful expression.
We have had patients actually cry when leaving at discharge because
they did not want to leave their “home.” '

Our Restorative Activities program, despite what we feel as a phe-
nomenal success, does not meet any particular criteria of State Licen-
sure or Medicare Certification requirements. Rather, we designed it to
meet the needs of our patients. This program is under constant review
for purposes of change when such change will better meet the needs of
our patients. '

It is interesting to note at this point that Medicare surveyors, while
acknowledging the accomplishments of our program, consistently crit-
icize our facility for not meeting their technical requirements regard-
ing such programs. For example, we have no Master Social Worker
or Registered Occupational Therapist on our staff or on a consulting
basis, as Medicare requires. In remote areas, such as our own, these
specialists are virtually unavailable, except at prohibitive costs. At the
present time our program costs 31 cents per patient day. Provided we
fulfilled the total requirements of Medicare, this program would cost
a minimum of 75 cents per patient day.

We have been blessed with great success with our program in terms
of more closely approaching total patient care. We at the Shoshone
County Nursing Home stand ready to pass on our experiences and
tﬁchniques to other facilities and other agencies who are interested in
them. :

I have some slides and if I have time I will show them.

Senator Moss. Yes, you still have 3 or 4 minutes. .

Mrs. Hupsox. This 1s a picture of our nursing home, You can see the
flower garden that the patients worked in. ’

This is one of our picnics we have each month—one each month
during the summer.

Another view of the picnic.

The men at a picniec. ,

This is some of the volunteers who helped at the picnic.

This is some ladies getting ready to go to the St. Patrick’s Day party.

Thisis a birthday party.

Another birthday party. _

This is at a baby shower one of the patients gave at the nursing
home. '

That was her great-great-granddaughter, she gave her a shower.

This is a picnic.

This is a picture of the poker party. 4

This is the one I was telling you about the patient writing the
Christmas play.

There are the three angels.

Three wisemen.

The shepherds.

And this is the manger scene.

Senator Moss. Well, thank you. Those were very interesting pic-
tures and they illustrate your statement. I think it is a very happy and
heartening report. It pleases me immensely to have you point out that
in a period of a few years you have made such tremendous changes
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in the outlook and the welfare of those who reside in your home. I am
sure you must have a great esprit de corps.

I received a telegram directed to me that said:

“Send our deepest gratitude for your interest and concern to the aged and
nursing home patient. To our Ethel Hudson we send our best wishes for a success-
ful, convincing appearance before your Committee.”

Now you fulfilled your part of the bargain, you have done very well.
This issigned by all those people (indicating).

T think that illustrates a point that is very important, and that is
that you have a group of people who are really concerned about doing
for those that they serve in the nursing home.

Mrs. Hupsox. We have wonderful people out there.

- Senator Moss. Well, it indicates it is not just a routine job that they
do and get off shift when it is time, they are really concerned with our
functions, and I think that is wonderful.

We appreciate your testimony very much.

Mprs. Hupso~. Thank you very much.

(Applause.)

Senator Moss. Thank you. She deserves that.

Senator Moss. Mr. Harvey R. Wertlieb, administrator, Randolph
Hills Nursing Home, Wheaton, Md.

Mr. WerTLIEB. It is nice to feel you are doing a good job but it is
wonderful to be appreciated.

Senator Moss. It is, indeed.

STATEMENT OF HARVEY R. WERTLIEB, ADMINISTRATOR, RAN-
DOLPH HILLS NURSING HOME, WHEATON, MD.

Mr. WerrLies. Mr. Chairman and members of the Senate Com-
mittee on Aging, I am honored to be-able to address you today. My
name is Harvey Wertlieb. I am presently the administrator of Ran-
dolph Hills Nursing Home and have been a nursing home adminis-
trator for over 7 years. I have a master’s degree in hospital adminis-
tration from George Washington University. At the present time I am
also an assistant professional lecturer at George Washington Uni-
versity in long-term care administration. I am the president of Health
Facilities Association of Maryland and am a fellow in the American
College of Nursing Home Administrators.

I might add that my students all volunteered to come here today.

Senator Moss. We are delighted that they are here; we are glad they
wanted to come.

Mr. WertLIEB. Thank you.

FaMiLy INTERVIEWS

One of my main duties as an administrator in a nursing home is to
interview families who are placing their relatives in the facility. In
effect, the nursing home administrator becomes an advisor to the
family and must analyze the situation and suggest the proper place-
ment for the prospective patients. Over the past 7 years T have become
acquainted with several instances where a patient would bene-
fit from a structured daily supervised program but who should not
have to remain in the facility overnight. Some examples would bhe =



1773

couple living at home, one of whom is debilitated and needs constant
supervision. The other is capable but is tied to the home 7 days a week,
365 days a year. . . .

Another instance is where the older person is living with his or her
family but has no peers to stimulate him or her during the day. A
structured program such as ours is very beneficial 1, 2 or 3 days
a week. This is good for the elderly patient living with children
who work every day. This person may need the proper diet, the proper
medication regimen, and again some social stimulation to lead a healthy
and satisfying life at.the day care center and go home evenings and
be with his or her family.

Lack of Medicare-and Medicaid benefits have also made this pro-
gram essential. Patients whose Medicare benefits have been discon-
tinued on short notice must leave the institution because they cannot
afford the costs on a long-term basis but they find that he or she needs
to have constant supervision, specific treatments such as injections,
medication regimentation, physical therapy, speech therapy, occupa-
tional therapy, and other medical services. These services, already being
provided by the extended care facility, could be utilized on an out-
patient or day care basis at a reduced cost to the Government program.
At the same time more beds would be filled up without costly construe-
tion and duplication of resources. '

This concept is not really new because in England Dr. Cosins has
established a very active day care program.

After several vears of contemplating the problem we at Randolph
Hills Nursing Home—our director of patient relations, medical
advisor and members of our nursing and dietary staff-—developed
an experimental program for day care for chronically ill patients. A
description of the program follows:

The day care program at Randolph Hills Nursing Home operates
according to the procedures set up for inpatients. All patients are
under the cave of an attending physician. A nursing chart is kept and
all medications and treatmenfs are administered by professional per-
sonnel at the direction of the physician. A very active activities pro-
gram is available and every effort is made to encourage the patient
to get involved. A typical schedule of events wonld be as follows: The
patient would check in with the charge nurse on duty between 8 and
8:30 a.m.

He or she would immediately be made comfortable and given our
continental breakfast which is a routine part of our four meal a day
plan for in-patients. A fter this snack the patient is able to watch the
morning TV shows, read the daily paper available to him, or another
similar activity. At 10:30 our brunch is served and the patient will
eat with other patients in our main dining room. After brunch, it is
time for one of our daily activities programs which could be any of
the following: Arts and crafts, reading groups, discussion groups,
Bible class or special projects.

Every afternoon another activity is planned such as: Singalongs,
movies, bingo, or special programs such as visiting musical troops,
dancing schools, or visiting friendly mneighbors. At 3:30 dinner is
;ervgld. Sometime between 4 and 5:30 the patient is picked up by his

amily.
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I have included a sample schedule in my statement.

Mr. Werrries. Please note that the program is very flexible and
that a person could schedule the program on a daily, weekly or even
partial daily basis. ,

As far as the staffing is concerned, at the present time we are able
to utilize the personnel already on the job and have not had to increase
our staff. However, if we did, one of our goals would be to utilize key
professional people available and not add more of these positions
unless the case load would overwhelm us. We have on our staff at the
present time a director of patient activities who is a certified occu-
pational therapy assistant, three registered physical therapists, a
speech therapist, a director of nurses and R.N. supervisors 7
days a week as well as an A.D.A. dietitian. All of these people are
active in planning and supervision of the day care program along
with the responsibilities for our inpatients.

The average extended care facility today after having geared up
to professional staff levels finds that there is an under-utilization of
these people because the Medicare program disallows most services
provided by them within the institution. We find that we have more
professional staff and less patients for them; therefore, the day care
program would insure the more proper utilization of our staff.

Day Care BENEFITS

I would like to give you some specific examples of the kind of patient
who would benefit from the day care program. We have some actual
case histories.

Case A.—Mrs. K called the nursing home in tears and told us she has
been caring for her husband who is a retired colonel in the Army for
several years and has been unable to get someone to come in and stay
with him. He is suffering from severe arthritis and has periods of
senility. This is a very devoted couple, and she wants to care for him
at home but she can’t leave him to even go to the store. We suggested
that he come into the home on Tuesdays and Thursdays so that she
could get her chores done and also be able to get some rest and relaxa-
tion. This proved very successful and both the husband and wife were
able to live a more normal life than they had before.

Case B.—Mrs. Y was living with her mother in an apartment. Mrs. Y
had to work and her mother had developed Parkinsons and other
illnesses that require specific medications at specific times. She also
discovered that her mother was not eating properly and was subject
to blackouts while home alone. Mrs. Y had already used up all of her
annual leave while taking care of her mother and she, too, could get
no one to come into the home on a regular basis. Her -doctor recom-
mended our day care program and it was very successful in allowing
Mrs. Y to keep her job and keep her mother healthy and her mind at
ease. .

Case C.—Mr. J retired from the telephone company after 30 years
and found his health and mental condition going downhill. He sat at
home and watched television for 4 years while his wife continued
working toward her retirement. He started having spells of depression
and crying and was very despondent. He came to our day care program

1 See app. 1, p. 1854,



and got interested in several hobbies and before long a noticeable
chs%nge had taken place. He was also able to go home and stay with his
wife. - .

Case D.—We have a male patient, 45 years of age, who had incurred
an injury on the job and had been confined to hospitals and mental
institutions for more than a year because of the injury. He improved
to the point where his main disability was Jacksonian seizures if the
proper medication was not followed. He could not be left alone because
he also had a memory problem so he could not take his medication
properly. His wife had to work and no one was in the home. This man
would have had to stay in the institution if no place could be found in
the community. Randolph Hills Nursing Home was called by the
patient’s insurance company. This man 1s thriving on our activities
program, is receiving the necessary medication and supervision, and
1s able to spend evenings and weekends with his family.

We encourage our patients to go home if they are able but we also
find there are many patients who need the constant supervision that
the nursing home can provide but who also could live at home if these
factors were provided. The program is able to meet the social and
medical needs of the individual and his family while maintaining a
place for the patient in the community..

There is also the potential that there might be a very great savings
in cost to the patient and to society as a whole. However, there are
many problems associated with the expansion of this experimental
program.

Senator Moss, T would like to allude to a statement that you made
back in 1965 when the Medicare bill was first proposed or was being
voted on and probably passed and you warned society and the pro-
viders and everyone else concerned that the Medicare program was
not a nursing home program, it was a program to take care of the
acute short-term needs of chronically ill patients.

Senator, it has taken 6 years for the United States and our society
to wake up to the fact of what Medicare really is, and finally we have
cut back the program to where it probably should have been in the
beginning to take care of a far lesser percent of our elderly patients.
But there are many, many more older people in our society that need
the constant supervision that was provided by the Medicare program
and the Medicaid program. ‘

My own fear with expanding the home care program or the day care
program is that too many people use it. Again the program would
probably be cut back because it would be too costly.

ProursiTep Use oF Key PersoN~EL 1IN Duarn Rore

In addition to the cutbacks in the Medicare and Medicaid programs
the State licensing authorities ‘do not allow us to use key personnel in
combinations of services. An example of this is the home health con-
cept. Even though the extended care facility has the key personnel
available for the administration and development of the program in
order to be certified as a home health agency, we must have a duplicate
office, director of nurses, a duplicate physical therapist and, in fact, a
(fiup]ication of every service already provided by the extended care

acility.
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Another inequity is that the patients being treated by a physical
therapist under Medicare cannot be treated by the same therapist
under part B unless the patient moves down the hall to another section
of the same facility. At the present time our three physical therapists
are not allowed to treat patients on an out-patient basis because of the
above problems. This is true for occupational therapy, speech therapy,
and all other medical services available.

Just think what a savings it would be if the patient was able to come
into the community based nursing home for a needed injection instead
of having a visiting nurse travel to the patient at a cost of $23-$27
per visit. What I am really saying is that where the institution per-
ceives a meed to fill a void, has qualified staff, is willing to develop a
program—sir, our system destroys all incentive, initiative, and prac-
tical realization for that program. Some of my observations follow :

1. Many nursing homes in the country could establish a day care
program for five to 10 patients within existing space and staff require-
ments under Medicare and Medicaid.

2. An extension of a day care program to 15 to 25 patients a day
is not unrealistic with some expansion of staff and facility.

3. The inclusion of a day care program under Federal programs
such as Medicare or Medicaid. I am certain, would save some money
but more important it would allow two more important factors:

(A) It would insure better utilization of health care resources al-
ready available without greater expansion.

(B) It would help solve a sociological need of many patients who
desire and are able to maintain more active contact with their families
and friends.

Mr. Chairman, I suggest, as a member of the nursing home pro-
fession, that we are willing and able to make changes and innovations
to meet the meeds of our patients and their families. Randolph Hills
Nursing Home day care program at the present time is a miniscule
part of the changing process but with a lot of work and study the con-
cept could be one more spoke in the health care spectrum the public
wants and we want to provide. But we can only mark time unless the
Government officials change their attitude and stop passing the buck.
Assume responsibility, make some decisions, and let us work together
in partnership to meet the solutions to the problem.

Senator Moss. Your description of the day care services is an inno-
vation that certainly is most welcome. I can see the possibilities from
that, and the case histories you recited are people who fitted exactly
that kind of need. So this is fine. I think we ought to give our attention
to considering amendments to titles XVI, XVIII and XIX of the
Social Securitv Act to perhaps cover that day care function in order
to encourage its use in other parts of the country. It sounds very good.

Mr. WertLies. Thank you.

Senator Moss. Thank you. I congratulate you on a good statement
and I am grateful you came.

I Applause.] _

Senator Moss. I think the class gave the professor a good mark.

Mr. WerTLies. Thev need a good grade.

Senator Moss. Mr. Marshall N. Horsman, Administrator, Beaumont
Convalescent Hospital, Beaumont, Calif. — ®

Very glad to have you, sir.
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STATEMENT OF MARSHALL N. HORSMAN, ADMINISTRATOR,
BEAUMONT CONVALESCENT HOSPITAL, BEAUMONT, CALIF.

Mr. HorsmaN. Mr. Chairman and Members of the Committee, I am
Marshall N. Horsman, Administrator and President of Beaumont
Convalescent Hospital—which is a 62-bed hospital, I might add—
Beaumont, Riverside County, Calif.; member, California State Board
of Examiners of Nursing Home Administrators; also, member, Board
of Directors, California Association of Nursing Homes.

Today I wish to give examples of positive and innovative ideas in
providing compassionate care to the aged and chronically ill ;patients
m our facility.

First Ezample. In 1967 we started a plan whereby the staff of nurses
voluntarily agreed to play the role of a patient for 24 hours so they
can better understand the problems of the patient. It works this way.
Three nurse aides from the staff were selected to assist in coordinating
the project. As beds are available, staff aides are selected and scheduled
to become “patients.” A nursing care plan with fictitious diagnosis
and other chronic health problems are described, along with orders
for special diet, treatment, bath schedules, etc.

On the day of admission, the “patient” is met in the parking lot
and brought in by wheelchair to her room. She is helped into the
;patient gown, the usual hospital type open in the back, and put to bed.
She is greeted by the administrator and the director of nurses and
made comfortable by the aides. The ward clerk fills out the admitting
forms and a chart started.

A nursing care plan for each “patient” is filled out, which includes
a diagnosis of a typical problem, such as stroke, with paralysis of the
right side. She may be described as aggitated and confused with a
salt-free soft diet, asmay be ordered by her physician.

SeExsITIVITY Towarp REAL PATIENT

An amazing awareness generally comes over the “patient” as he
lays there pondering his new role and a new sensitivity towards the
feelings of the real patient is the result. We do this role playing in
earnest with no special favors or horseplay allowed. The aid is paid
for a normal day’s work while participating in the project.

When the “patient” is prepared to take a shower, and transferred
from the bed to the mobile shower chair, draped with a flannel sheet
and taken down the hall, it becomes evident to the “patient” for the
need to be carefully draped for complete privacy. How humiliating
it would be to be even partly exposed while going to the shower room.

When put to bed for the night, how important it suddenly became
to be given a smile, a reassuring word. During the night, the sound
level of nurses talking'in the halls and squeaky carts became so obvious.

At meal time, the manner in which food is delivered and the words

spoken can set. the tone for the acceptance or rejection of the meal.
" At the close of the 24-hour role-playing experience, the nurse is
asked to fill out a questionnaire—and I have attached a questionnaire
at the end of my statement—giving her reactions to the care given and
suggestions of better ways to improve our care. ' )

Thus, having experienced a brief insight into the problems of being
a “patient” from their point of view, by observing the sights, the
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sounds, the smells—our staff has developed a much closer relationship
to the patients they serve, with a more acute awareness of their needs;
their feelings of being wanted, loved, respected.

Attached are exhibits of the evaluation form, the project as pub-
lished in Western Care, May 1969.

Mr. Horsman. Now the 2d example. In an effort to bring a fuller
life to patients, we take them on fishing trips to a nearby trout farm.
This requires a bit of logistical planning, with permission from each
patient’s physician, a picnic style lunch with some special diet foods
included, and sufficient staff and volunteers to supervise care away
from the facility. We even take camp stoves and fry the fish for lunch,
then refrigerate the rest to save for later. I can’t begin to tell you of
the joy and therapeutic benefit this brings to those who are able to go
on a trip like this.

I might mention out of 62 patients there are probably about 10 that
are able to go on such a trip. )

With all respect to physicians, I must say that these trips provide
a form of therapy unequalled by many medications. A few photos are
attached.?

Mr. Horsmax. The 3d example. Similarly, we purchased a special
ambulance type stretcher in order to take invalid and bed-ridden
patients on rides in our station wagon. This breaks the monotony of
staring at the same four walls and brings hope and cheer by seeing
familiar sights of their community, schools, churches, shopping cen-
ters, the countryside, trees and animals, etc.

4th example. We have a Volunteer Service Corps, similarly as hun-
dreds of facilities have. We have 27 members, which includes 3 men,
all under the direction of a full time Activity Director, who also has
organized a Teen Volunteers with nearly 16 high school girls who
come on a regular schedule to provide activities and services above
and beyond the routine nursing care. In addition to what you nor-
mally might expect from such a program, we arrange for young
children and even babies as you saw on the slides that were shown
earlier. We arrange for these babies to visit patients on a regular
basis, as this enriches the life of the aged and ill. It is important that
they come regularly over a period of time so the elderly patients can
follow their growth and other activities, which gives them something
to look forward to. We call this our “Adopt a Grandma Club.”

5th example. So we can better evaluate services to our patients, we
send a questionnaire form to each patient and/or his family during
the stay and again 2 weeks after discharge, asking for objective re-
action to the care received as to: nursing, dietary, housekeeping, ad-
ministration and their physician. We get valuable feedback which is
then shared with our staff. I might say parenthetically we photograph
some of these and send them on to their physician. The questionnaire
need not be signed, if they wish to remain unidentified. The majority,
however, do sign their names.

These and many other examples of worthy projects could be given
from the various States. We will continue to develop newer and better
programs for a “better life” for our long-term patients.

I almost forgot, Senator Moss, as a result of the first project I de-
scribed of the staff playing the role of the patient, one of our nurse

1 See app. 1, p. 1856.
2 Retained in committee files.
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aides developed a private enterprise business. While she was laying
in bed there for that 24-hour period in that white muslin type gown
that is open in the back with the strings, which 1s a rather degrading
experience—have to have it open in the back—she thought up the idea
for a whole new line of patient garb involving pretty colors and pat-
tern and little lacy things that still open in the back but use the Velcro
type snaps, Her name is Sally Patterson and she calls it Sally Ho
of California and distributes them around the country. I thought that
was very exciting to have one of our nurse aides, fairly low pay,
develop a whole business out of this.

Senator Moss. Well, thank you. You certainly do have many ex-
amples of innovative care for people to accomplish what is really the
objective purposes; not to care for them and feed them and keep them
in bed, it is to revive and stimulate and keep their interest alive in
the things about them and the people about them and this feeling of
worth which we all need in order to be happy. I do commend you. This
adds greatly to our record and it makes it seem so much better as to
what we are doing now in some of our nursing homes. We have come a
long way in the last four or five years, and we can come a long way
further yet. '

Thank you very much.

Mr. Horsmax. Thank you for the opportunity.

Senator Moss. I see Stanley Wilcox on here again and this time he is
going to be talking as president of Cedars, Inc., of Charlottesville, Va.

We are glad to have you back with your second presentation.

STATEMENT OF STANLEY WILCOX, PRESIDENT, CEDARS, INC,
CHARLOTTESVILLE, VA.

Mr. Wircox. Thank you, sir. I am still Stanley Wilcox from Char-
lottesville but I wanted to talk about my own project for just a few
minutes.

The project is called the Towers Continuin Care Facility, and it
is a six-story building across the street from the niversity of Virginia
connected by an umbilical cord to a medical office building which is an
eight-story building. It is a private, taxpaying institution which we
own and operate. '

In the beginning of the brief summary that I supplied it tells basi-
cally the functions on the floors.* Our ground floor has a pharmacy,
medical records, and laboratory.

The first floor has admissions; transportation ; rehabilitation in both
speech and hearing, physical therapy, occupational therapy, and activ-
ities of daily living; patient dining room; gift shop, beauty shop and
a chapel. )

On the first patient floor, the Towers second floor, is a connection to
that medical office building I mentioned, a full diagnostic X-ray de-
partment, and basically the beds on that floor are all related to the
o}fthopedics primarily in process and brace work and this type of
thing.

The Towers third floor is basically internal medicine, which includes
dialysis as well as internal medicine and other diagnoses.

The Towers fourth floor is for general admission from other hos-
pitals in the area.

.
1 See app. 1, p. 1861.
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Our fifth floor is basically a psychiatric floor.

. The posture of this new facility is one of a subacute general hos-
pital which does not conflict but supports the two acute hospitals in
the city by supplying complementing services at significantly less cost
per day.

Waere Is taE Crisis?

Congressional legislators and the administration are talking to them-
selves and the press about the crisis in health care, but where is the
crisis? Acute hospitals are doing well and expanding, so where is the
crisis? Doctors are busier than ever, so where is the ecrisis? The crisis
is in the total cost of individual illness to be met by the individual tax-
payer. The crisis includes the premium dollars the public must pay for
third-party protection or Medicare protection in a poorly structured
health delivery system.

When national health insurance comes, it will have to address itself
to this basic problem. Health organizations must reorient their think-
ing to the delivery of services in a suitable and matching environ-
ment—be it the home, supervised residential living, or the ICU of an
acute general hospital. “Services related to environment” is the prob-
lem that must be resolved.

In Virginia, in a comprehensive Health Region 10, we are fortunate
in that we do have many of the piece parts required to structure a com-
prehensive health plan. The Towers Continuing Care Facility needs
to be used by the medical community if the cost per illness is to be
controlled and if the higher cost acute beds in the region are to be nsed
effectively. '

At the outset let me say that the Towers Continuing Care Facility
has been designed and built specifically to support the University of
Virginia Hospital and insofar as possible to 'Ee an integral part of
the University’s medical center. This, however, does not mean the
proper use by other facilities in the area would not be welcomed ; they
are.

Direct supporting services for the above mentioned facilities of
course means on-going therapies including speech, pathology, and
activities of daily living therapy. Our Hubbard tank unit will directly
support orthopedics, neurologic, and plastic surgery cases from any
acute institution. Our renal dialysis unit will afford advanced train-
ing in the mechanics and use of these machines for acute patients on
their way to a_home setting. A periphery service is transportation,
at no additional charge, between the continuing care facility and other
institutions as the need arises.

The delivery of health care to the community has gradually and
finally taken on a new look. The old European idea of the “infirmary”
and “lying-in-hospital” is changing toward what can be done to keep
the prospective patient out of that hospital bed. Preventive type medi-
cine to work must include established institutions being interested in
clinical out-patient services both to forestall a direct patient admis-
sion and as a followthrough on post discharge cases.

Community involvement then is out-patient services in nature. Our
X-ray unit will service the out-patient clinic, the children and youth
center, and the clinical demands of the orthopedic-orthotics center.

Both our laboratory and X-ray units will work with the new multi-
phasic screening service in the Towers office building. This service has
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a relationship with business employment physicals, pre-admission
physicals, ete., and appears to be not only preventive in nature but
predictive in nature.

The continuing care facility is heavily involved and committed to
the training needs in this region; in fact, the affiliation with the Uni-
versity of Virginia revelves around the ability of the continuing care
facility to be a significant teaching experience for both their medical
students.and students in the school of nursing. Resident physicians
with specialties in orthopedics, internal medicine, neurology, and
neuro-surgery will be part of a rotating assignment plan affording
the student a 45-day experience in this type and level of care.

Sexsrrivity To CoNsUMER NEEDS

Consumer participation: Sensitivity to consumer needs and areas
of concern can best be handled by the involvement of nonconnected
public spirited citizens whose level of understanding is adequate for
objective evaluation. The patient and his needs are the key to public
acceptance. The ability of that patient to enter the health field at
various levels due to the availability of consumer oriented services
should visibly enhance consumer acceptance of this project. The hos-
pital will have a seven-member “Towers Advisory Board” made up
completely of nonmedical and noninvolved consumers whose recom-
mendations to the corporate board will be of first importance.

The summary, basically of the project, is headed toward our need
and function in three aspects: :

1. Meaningful rehabilitative care;

2. Significant cost control per illness ; and

3. A learning experience for student nurses and resident physicians.

Senator Moss. Thank you very much, Mr. Wilcox, for giving us
this review of your Towers Continuing Care Facility. That 1s a good
term for it and certainly this is an area in which we do need this kind
of expansion. As you well pointed out, the costs of medical care and
acute hospital absorbs such a high rate now that there has to be some
place that we can care for people who do not require all of the services
of an acute hospital but who may be relegated to going there if we
don’t have some intermediate type of umt such as you describe in
the Towers. : : o

Mr. Wircox. A significant item would be that the University’s cost
per day is running around $75. Our daily rate, semi-private, is $32 and
our private rateis $36. .

Senator Moss. Just about half of what it would cost. )
Mr. Wircox. And the extended care facility in the same town is
rttmni-ng about $22, so that is again down from the hospital setting

of cost.

Senator Moss. Well, it is very fine and we appreciate your bringing
this to us to help our record. :

" Mr. Wircox. Thank you. , .

Senator Moss. Mr. Derril Meyer and Barbara Tuck, administrator
and director of nursing services of King’s Garden Senior Citizen
Community, Seattle, Washington. : .

1 See appendix 1, p. 1863.
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I must report to you that Senator Magnuson wrote me a note and
told me what fine people you were and recommended that we have you
in to tell your story about King’s Garden Senior Citizen Community.

STATEMENT OF DERRIL MEYER, ADMINISTRATOR, KING’'S
GARDEN SENIOR CITIZEN COMMUNITY, SEATTLE, WASH.

My, Meyer. Thank you, Senator Moss. . .

Thank you very much for the opportunity for just allowing us to
testify this morning. )

My name is Derril Meyer, administrator of King’s Garden Senior
Citizen Community located in Seattle, Washington, which is a not-
for-profit organization. I presently serve as chairman of the nursing
home licensure board of Washington State. I have a master’s degree
in health care administration with specialized studies in long-term
care.
. As one observes the field of long-term care it is painfully apparent
that levels of care are greatly fragmented in our Nation. Often, the
levels of care are totally independent of each other; provided in sepa-
rate locations and under separate management.

- Undoubtedly, governmental programs have contributed to this frag-
mentation of care. The various Federal programs of Medicare, Medic-
aid, intermediate care and housing for the elderly all too often
encourage specialized facilities to be developed providing only one
level of care. As a result, the senior citizen or chronically ill person
1s transferred from one facility to another depending upon the level
of care he or she may require at that particular time. :

It is well known that an older person often suffers from a series of
health assaults from which he can be rehabilitated during the aging
process. These changing needs all too often result in moving the per-
son from one facility to another on a number of occasions during his
retirement years. ' . ' .

To provide continuity of care with the resident in mind, there is an
urgent need to develop total complexes in the long-term care field.
Retirement homes should be providing nursing care facilities and
skilled nursing homes should be adding intermediate and residential
care facilities. L

It is my personal opinion that the provision of levels of care within
a total complex will best meet the physical and social needs of the
resident needing long term care. Progressive care, in a long term set-
ting, enables us to provide a continuity of care within the facility that
the resident knows and trusts. This means that residents admitted to
King’s Garden Senior Citizen Community are provided a home to meet
their needs even as those needs might change over the years. ‘

Senator, if you will refer to section 1, there is a description of the
levels of care. We presently have 295 residents with seven separate and
distinet levels of care. Briefly described, we have 48 apartments for the
active retired persons able to enjoy independent living. We have resi-
dential care for active independent residents not requiring personal
care. .

We have a personal care unit for ambulatory residents requiring
some personal services such as assistance with bathing and hair care,
but not skilled nursing care. We have a special care unit which was
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innovated for the ambulatory resident dependent upon others for de-
cisionmaking or requiring close supervision. We have two levels of
skilled nursing care and then we have the convalescent or the extended
care unit. Mrs. Tuck, your next speaker, will expand a little further
on this concept of progressive care.

I would like to add just some brief side comments concerning the
fiscal matters relating to our community. Senator, would you please
refer to section 3 of the article entitled “Impact of Medicaid.”*
Approximately 40 percent of the residents living in our resident care
units are supported by public assistance funds. The 40-percent level
was set by administrative decision and has been maintained at that
level for the past 3 years.

Approximately 60 to 65 percent of the patients in skilled nursing
homes or in ICF facilities are on public assistance in the State of
Washington. Our community has a substantial spread in the average
income per day between private pay residents and public assistance
residents; $12.77 per day for private pay residents and $9.49 income
per day for public assistance residents. The average public assistance
income for the title XIX Medicaid program, the skilled nursing care
programs, is $9.83 per patient day in our community.

One can readily conclude from these facts that the scope of the
services we are able to provide is somewhat dependent upon the pro-
portion of public assistance residents living in our community. When
1t isunderstood that there are some skilled nursing home facilities with
approximately 90 percent or more of their resident load on public
assistance, it is no wonder to me why they struggle and attempt to
provide adequate care. It has been my personal observation that the
rates allowed for the care of public assistance patients is a_major
factor in determining the adequacy and scope of services provided in
nursing homes. I dare to even go so far as to state that the low public
assistance rates are probably the greatest single cause for substandard
nursing home care in our Nation. ‘ ‘

I would like to make a final comment about our activities program.
In section 6 of our document, we have listed some of the principles
_ that I would like just to briefly mentionto you.

Invorve Parient 1n ProgramM PLANNING

For example, we say that the program should be nonrepetitious and
involve the patient in the planning process. We believe that a well
planned activity- program can transform the nursing home into a
meaningful place to live. The program of social or craft activities may
seem to be highly successful to the visitor or casual observer but to the
patient it may be plain drudgery. Variety must be an integral part
of the program offered. s ' '

In addition, it is very important to involve the patient at least to
some degree in helping to decide on the activities they want. Some
form of self-government, no matter how small, is a valuable aid in
motivating the patient. Self-government is a very important aspect of
King’s Garden Community. A resident council along with a variety
of other resident committees actively participate in the planning of
resident activities and programs.

1 Retained in committee files.
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I think probably the most significant principle we have is the fact
that the program should be meaningful and permit the patient to give
of himself to others. Dr. Richard Filer of the Veterans’ Administration
once shared with me the statement that “Activity for activity’s sake
is meaningless.” All too often volunteers or employees have the attitude
that they are giving of their time to the poor helpless patients who have
nothing to give in return.

It is essential that the patient be provided opportunities to give.
Many times the community can be called upon to provide a meaningful
project. It may be the simple task of putting letters into envelopes for
the heart or cancer society. There are numerous opportunities for
patients to assist each other. For example, the active alert resident can
visit or read to the blind or bed patient. When we deny the right of a
person to give of himself to others, we often take away his will to live
and his right to have purpose in his last years of life.

Life without purpose is tragic. Without a clear understanding of
the vital princi‘p]i'es of living it is very possible to provide safe, sani-
tary and even luxurious facilities and yet fail to meet the basic needs
of patients entrusted to us. :

hank you very much. »
Senator Moss. Thank you very much.
We will be glad to hear from you, Mrs. Tuck.

STATEMENT OF BARBARA TUCK, DIRECTOR OF NURSING SERVICES,
KING’S GARDEN SENIOR CITIZEN. COMMUNITY, SEATTLE, WASH.

Mrs. Tuck. Mr. Chairman, members of the committee, T am Mrs.
Barbara Tuck, director of nursing, services of King’s Garden Senior
Citizen Community. I am an RN, I have a bachelor’s degree from the
University of Washington.

Separating levels of care has not only provided continuity of care
for the resident but has also provided the opportunity for continuity
of performance among personnel. The effect of this has produced two
highly desirable changes: that of improved patient care and height-
ened job satisfaction.

A thorough explanation of the reasons for these changes is to be
found in section I, just following the page that Mr. Meyer was dis-
cussing, in an article that I have written entitled “Separating Levels
of Care.”? : )

Another vital link in the chain of continuity of care in our facility
has been provided by the restorative nursing concept which has been
developed for the rehabilitation. and maintenance of the long-term
patient. Being highly aware of the realistic need of the chronically ill
for the professional attention of a registered physical therapist, we
were just as aware of the unreality of the prohibitive cost of the pro-
vision of this care on an extended daily basis. )

Though professional evaluation is necessary, and daily treatment
required, routine restorative care: does not require daily one to one
treatment of the RPT. Accepting this fact as the basis for our pro-
gram, we changed the role of the RPT to that of case consultant, who
evaluates the patient-initially at the physician’s request and works out
a treatment plan in coordination with the physician. The case con-
sultant then instructs the restorative aide in the day to day facilitation
of the individual patient plan. ‘

—————
1 Retained in committee files.



1785

Each patient is re-evaluated on a weekly or biweekly basis by the
consultant, and the plan is changed as required. By using the services
of the professional therapist in this way, he is able to provide his valu- -
able judgment toward the treatment of 10 times as many patients at
one-fifth the cost per treatment to the patient. And we are able to pro-
vide restorative care to 10 times as many patients as were previously
treated.

Since the restorative aide is a qualified nurse aide, and employed
through the nursing department for this special training, this program
has fostered a close working relationship between the two depart-
ments—a definite advantage toward improved patient care.

In section IV of the material* you have before you is a more de-
tailed presentation of this particular restorative aide concept.

One of the major areas of concern to the health professional, and
the major area of concern to nursing personnel, has been the difficulty
encountered in providing for adequate medical coverage, both quan-
tity and quality. Without it, there is no continuity of patient care, or
possibility of quality care. Without physician leadership, there is no
plausibility in the team concept. . '

In our facility of 250 beds in a large suburban area of Seattle, we
found at one point that we had more than 60 physicians represented
among our patients. Most of these doctors also had patients in other
nursing homes of the greater Seattle area. One of the physicians had
two patients in our facility and others in nine different nursing homes
of King County. He also had a large private practice and was on the
staff of three hospitals. This was not a unique situation, rather quite-a
common one, o

Obviously, our patients did not see their doctors on a regular basis,
and medical supervision was unsatisfactorily attempted through nurs--
.ing observation and telephone orders. Realistically, there was no way
the physician could be blamed for this problem, even though on the
surface it appeared that he lacked concern for his elderly - patients.
We decided it was time to update our system of medical coverage.

Patiexts SEEN oN REGULAR ViIsirs

The solution to the problem was quite simple—we needed a physician
or a staff of physicians who would assume the medical supervision of
many patients, thus making it practical to arrange time for regular
visits to the nursing home. We would provide him with an examination
room, nursing assistance and patients; he in turn would provide our
patients with consistent medical supervision and our facility with
medical advice and direction regarding patient care policies and
procedures.

We found many physicians receptive to the plan and willing to
cooperate in its implementation, since the problem was a mutual one.
Those found to be most interested in a nursing home commitment were
young men and women in the process of building a practice and desir-
ous of geriatric experience, those particularly interested in geriatrics,
and those considering partial retirement.

The selection of our primary physicians was made very carefully by
the administrator, according o proven ability and reputation of each

1 Retained in committee files.
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prospective physician. The doctor was then invited for a personal inter-
view to discuss institutional policy, requirements of the law, fees and
mutual expectations that a thorough prior understanding might be
reached. We have found this to be a satisfactory approach to all
involved. Our physicians are not paid by the facility, but we have
assumed the responsibility of patient billing as expedient to the sepa-
ration of the nursing home facet of their practices.

The advantages of the primary physician role in the nursing home
over the old system provige little ground for comparison. It is rather
like attempting to compare the horse to the engine, the change has been
so profound. Each of our physicians allows a specified time every week
to visit their patients. They effectively supervise the medical care of
40 to.50 patients each in much less than the time it would take to
cover the miles between several nursing homes to see far fewer patients.
This does not mean that they see 40 or 50 patients in one day; few
patients réquire a weekly visit. It does mean that they can see that
many patients every 30 days and be available for those who do require
more atténtion. The regular visits have greatly limited telephone
calls from the nursing staff, except for emergencies.

IxTEREST SHOWN BY NURSES

The positive effects of continuous medical supervision on the nursing
staff have been just as evident as upon the patient. The nurses are
taking a great deal of interest in upgrading their own observational
and organizational skills. They feel deeply obliged to arrange their
time for the weekly visits, having patients prepared for examination

_and ready with an accurate description of symptoms, pertinent infor-
mation and questions. In-service meetings for continuing education
are eagerly attended, as well as outside workshops and seminars, be-
cause our doctors expect us to keep informed. Job satisfaction has
heightened perceptibly. :

Our physicians are vitally interested in quality patient care and in
the reputation of the facility with which they are associated. They
are thus concerned with patient care policies and in the nursing per-
formance of procedures. Regular meetings are held with them to dis-
cuss problems as they arise and to review policies and procedures.
They have also arranged to take emergency calls for each other in
case of individual absence, so we have continuous constant coverage.

Probably the greatest single advantage to the new system is that
we are now able to provide .preventive medicine for the geriatric
patient. Preventive medicine, in a slightly different context, 1s as im-
portant to the elderly as it is to the young. It takes preventive medi-
cine to maintain the status quo which, in the case of the elderly, is
often the goal to be desired—not necessarily to prevent disease but
to prevent a disease condition from becoming worse, disrupting the
equilibrium of the latter years. This is the type of medical supervision
generally required by the geriatric patient. The primary physician can
provide this type of care. Because he sees his patient on a regular
basis, he can often arrest a problem before hospitalization becomes
necessary. :

The long-term care facility is a vital part of the health care system
of our country; few thinking people will deny this fact.- Long-term
care with continuous medical supervision takes over when the general



hospital lets go—and let go it must if it is to continue care of the
acutely ill. What the nursing home needs is an honest acceptance of
* the necessity of its existence, an acknowledgment of efforts, and public
and political cooperation toward improvement, rather than destructive
criticism, and the highly unrealistic denial of need. We believe that
the implementation of the role of primary physician is the cornerstone
to building quality health care on a long-term basis and will help to
place the nursing home in its proper perspective as an equally sig-
nificant, functioning part of the complex health care system of our
country. . .

In section V of this material * what you have is backup material
for the plan I have discussed, and we will be happily available for any
questions that you might have. : )

Senator Moss. Thank you, Mrs. Tuck, for a very fine presentation -
and discussion of the adjustments you made, particularly this idea of
having a physician there, rather than having a series of them trooping
through on a somewhat irregular schedule because they have one or
two patients and they have to make a lot of rounds. )

I can see how that is a great innovation and a key to good care, to
have the type of medical advice that is necessary and to have it on a
regular basis concentrated there during the period of time that people
are to be examined or need is the highest. This is certainly fine.

I did appreciate the delination of the various types of care that Mr.
Meyer gave us describing each one of them and how to utilize the
~ appropriate type of care for the patients so that each receives what
he needs. :

Indeed, you do have very fine facilities in Kings County. :

Your presentation was excellent. This is a well put together docu-
ment. The whole thing, of course, is going to be most informative
for usd

Mr. MeyER. Thank you, Senator.

I want to emphasize that the programs we share with you were not
costly programs. We were innovative. This did not involve a lot of
cost. The community concept is getting much more mileage from our
health care dollars than if we had combined loans of care in one unit.

Thank you very much.

Senator Moss. Thank you both.

We are now going to have what amounts to a panel of several wit-
nesses who will come to the table together.

Mr. Berkley V. Bennett and Elizabeth Connell, executive vice pres-
ident and public relations director, respectively, National Council of
Health Care Services, Washington, D.C.

Miss Joanne Hogg, Richard Berman, and Kenneth D. Relyea.

Miss Hogg is from Manor Care, Inc., Silver Spring, Md.

Mr. Richard Berman is president, American Society of Consultant
Pharmacists, Chelsea, Mass. .

Mr. Relyea is president of Drustar Unit Dose Systems, Columbus,
Ohio.

‘We are glad tohave all you people at the table.

We will ask Mr. Bennett, if you will, to lead off.

* Retained in committee files.
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STATEMENT OF BERKLEY V. BENNETT, EXECUTIVE VICE PRESI-
DENT, NATIONAL COUNCIL OF HEALTH CARE SERVICES, WASH-
INGTON, D.C. : '

Mr. Benxerr. Thank you, Mr. Chairman.

The private nursing home represents a pioneering approach to care
for the ill-elderly brought on by changes in family living patterns and
the assumption by Government of an increasing share of the cost of
caring for-the aged.

Betore the Social Security Act 6f 1935, care of the aged was gen-
erally in county “poor farms” and other locally supported public in-
stitutions. The Social Security Act of 1935 made Federal funds
available to pay for nursing home care—but no funds were available
for care in public institutions. This led to the beginning of the modern
nursing home—mainly private, and mainly for profit.

During the period from 1935 to 1951 and the passage of the Ierr-
Mills Act, when all of the States gradually adopted licensing require-
ments for nursing homes, a new approach to carve for the 1ll-elderly
was born.

After licensing became mandatory, those who entered the nursing
home field were forced to be courageous and resourceful * * * QOthers
in the health care field had rejected the ill-elderly—thus, the nursing
:]ﬁloil{e operator was a special brand of entrepreneur—a pioneer in his

eld.

Today’s nursing home illustrates the giant steps which nursing
homes and those who operate them have taken since those first path-
finding years of a quarter century ago. Modern technology and new
Government programs such as Medicare and Medicaid have enabled
the modern nursing home to provide a far more sophisticated range
and type of care than could be achieved some 25 or even 10 years ago.

One indicator of nursing home growth is the dramatic increase in
the average number of beds in a nursing home. In 1954, the average
nursing home contained 26.3 beds, while, by 1969, nursing home size
averaged 58 beds.

T mention the increase in number of beds since, up to certain levels,
an increased number of beds in a single nursing home allows for far
more efficient use of trained personnel. In fact, it is only when a
nursing home reaches a certain size that it becomes economically
feasible (regardless of whether the home is voluntary or for-profit)
to properly utilize certain highly skilled personnel such as registered
nurses, dieticians, social workers, et cetera—especially in a time of
acute health manpower shortages. Members of the National Council
of Health Care Services, in addition to being able to realize the ad-
vantages to patient care which multifacility operation can provide
(for example, centralized services, mass purchasing, attractiveness to
high quality personnel, et cetera), operate nursing facilities which are
substantially above the national average in size. The average number
of beds of Council members facilities is 107 beds. Thus, Council mem-
bers are often better able to utilize scarce manpower and expensive
equipment than are many smaller institutions.
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CoxcerN FOR WELFARE OF PATIENT

But one factor has remained constant throughout the modern, pri-
vate nursing home’s history. The operator and staff of the nursing home
which provides high quality patient care have always and continue to
exhibit attitudes of concern for the welfare of the patient above all
other considerations and they are committed to the maintenance of the
eldeg'ly patient’s individual dignity in the provision of the care they
render. :

The members of the National Council of Health Care Services have
adopted this credo enthusiastically and recognize that their first obli-
gation, as operators of health facilities, is to the patient entrusted to
their care. We believe that any health care facility that fails to show
proper concern for the patient’s welfare does not deserve to stay in
business.

The National Council of Health Care Services represents a select
group of high quality, patient-oriented health care companies which
operate approximately 20,000 convalescent care facility beds, several
hundred acute hospital beds, and home health agencies throughout the
United States.

Formed to represent multifacility health care companies in Wash-
ington, the Council presently accepts as members only those companies
whose facilities meet the stringent accreditation standards for long-
term care of the Joint Commission on Accreditation of Hospitals.

In addition to ownership and operation of convalescent care facili-
ties, general hospitals, pharmacies, ambulatory care centers, and home
health agencies, Council members are actively planning to participate
in innovative health care delivery options of the future, such as health
maintenance organizations, prepaid health care plans, and for those
of the elderly who are not in need of institutionalization, the develop-
ment of alternate care to enable them to live at home as long as is
possible.

The National Council of Health Care Services believes that the
existence of healthy competition between voluntary and proprietary
nursing facilities will work to improve the quality of care and effi-
ciency of operation of every type of health service.

More important, it was felt that there should be an attitude of com-
plete cooperation and voluntary exchange of information between all
providers of health care working together with government to achieve
the goal desired by all—the delivery of quality health care at a
reasonable cost.

The National Council of Health Care Services strongly believes that
there is no reason that any legitimate and properly motivated pro-
vider of health care should apologize for the fact that in providing
that care, he also realizes a profit. The Council is dedicated to creating
a national climate where that provider who provides the best health
care for the dollar is allowed the opportunity to make a profit.

In light of this, Senator Moss, I would like to introduce the people
at the table as we go along and each of them with their particular area
of innovative care.

To lead off will be Miss Elizabeth Connell of our staff.

Senator Moss. Very fine. Go ahead.
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STATEMENT OF MISS ELIZABETH CONNELL, PUBLIC RELATIONS
DIRECTOR, NATIONAL COUNCIL OF HEALTH CARE SERVICES,
WASHINGTON, D.C.

Miss CoxwEeLL. I-would like to speak for Frank Klein, who is a new
owner of a 200-bed nursing home, Fairview Nursing Home, accredited
by the JCAH, and is located in Forest Hills, N.Y.

About 2 years ago, Mr. Klein began looking for solutions to the
problem of getting the home’s personnel to pay a sufficient amount of
attention to patients. -

He was-particularly concerned about what he regarded as a lack of
supervision in his home—and in many other nursing homes—of both
personnel and patients between the hours of 9 p.m. and 5 a.m.

In most nursing homes, patients are in bed during these hours, and
it is during these nighttime hours that most accidents occur. Often
accidents during nighttime hours escalate into full-scale tragedies,
merely because patients are not checked on a regular schedule.

Mr. Klein was also aware that several of the home’s second and third
shift employees were holding down other jobs and, therefore, their

.concentration and attention to their patients might be materially re-
duced—especially during the slow night hours, when activity 1s at
. & minimum.

After a period of investigating various potential solutions to this
problem, Klein introduced a system into the fifth floor of his nursing
home, which has been dubbed by his employees “Big Brother”.

Fairview’s fifth floor was thought to be an ideal place for experi-
mentation with Big Brother since this floor houses the home’s most
confused and ill patients—those requiring the greatest amount of atten-
tion on a constant basis.

Big Brother, which is a modification of a time-clock system, works
as follows: )

On the panel above each patient’s bed which contains his call button
is a white pearl button which is connected to Big Brother. Charge
nurses on the second and third shifts divide up the fifth floor patients
among aides. B

The aides are given a schedule for visiting each assigned patient
once every half hour. The aides are required to visit each patient on
schedule every half hour between the hours of 8 p.m. and 5 a.m.
At the time of each visit, the aide must record her visit by pressing the
white button on the patient’s call panel. .

When the Big Brother button is pressed, the date, time and a patient
identification number are recorded on the “Big Brother 300”, which is

- kept locked and is located in the home’s main office.

Once each half hour, a supervisor checks the record-tape of patient
visits, and is able to see at a glance whether or not a patient has been
visited during the last half hour. If a patient has not been visited,
according to Big Brother, then someone is immediately dispatched to
look in on the patient.

While the only requirement of the Big Brother system is that the
alde press a button on a regular schedule, the button which activates
the recording is located directly above the patient’s head, and it would
be virtually impossible for an aide to avoid looking at the patient and
noting his condition.
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The Big Brother system has been in use for 2 years on the fifth floor
of the Fairview Nursing Home. It is on this floor that Fairview keeps
its most confused and senile patients—those who are statistically most
likely to have accidents in a nursing home.

70-PErcENT REDUCTION IN ACCIDENTS

According to Klein, use of Big Brother has been responsible for a
70 percent reduction in accidents and injuries on the home’s fifth floor.
Because it has been so successful, Klein plans to install the system on
the other patient floors in the home.

While Klein feels that the Big Brother system is far from pertect,
he believes that it is at the least a large initial step toward the develop-
ment of methods of measuring patient care in terms of actual time
spent with patients, rather than arbitrary requirements of a certain
number of nursing/hours/personnel per patient. .

Employee reaction to Big Brother was negative and resentful at
first, according to Miss Dorothy Balz, Fairview’s administrator and
a registered nurse, as well. However, most employees now accept Big
Brother, and, says Miss Balz, “No one who 1s doing his or her job
properly resents Big Brother.”

In conjunction with Big Brother, and for mostly the same reasons,
Klein has employed a night inspector, for the past two years. The
night inspector, who Fairview shares with two other area nursing
‘homes, is a licensed nursing home administrator. He is employed full
time to visit the three nursing homes on an unannounced basis at
Tnights. -

When he visits, the night inspector carefully tours the entire nursing
home, including dining and recreation areas and the kitchen. He keeps
a notebook in which he records any problems which he finds, as well
-as what actions are taken to correct these problems. The notebook is
turned over to the home’s administrator, who follows up on problems
.or deficiencies noted in the book, and who keeps up the record book.

Klein feels that use of the night inspector gives Fairview a con-
‘tinuity of nursing home administration which is not possible-in homes
where the administrators are present only 8 hours per day. Both he
-and the home’s administrator feel that the unannounced visits of the
night inspector have served to keep all of the home’s night shift per-
sonnel “on their toes”.

The Big Brother system, notes Klein, monitors the performance of the little
people—the aides, who have primary contact with the patient. But the night
inspector system monitors the performance of supervisory personnel as well.

Since good patient care demands a team effort, and since good patient care
must be maintained 24 hours per day, we feel that the methods we have evolved
here at Fairview to monitor care around the clock can only result in improvement
of patient care.

Because it’s late, because it’s very quiet at night, sometimes nurses and aides
become less alert, less attentive to the patients in their care. Sometimes, the fact
that the administrator is not present in the home during the evening and early
morning hours may lead to carelessness.

Also, even at night, one can’t discount the importance of a clean kitchen,
et cetera. Often wvisits by the night inspector allow the administrator to discover—
and correct—problems with sanitation, kitchen procedures, et cetera, which might
never have been discovered.

We have found since we started using the night inspector that personnel work-
ing in the home during the two night shifts have drastically improved the
.quality of their work. Part of the improvement may be due to their knowledge
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that there is someone around during their shifts to appreciate what they are
doing and the problems which they face. Whatever it is, the night inspector
system works to produce better patient care at Fairview.

We are pleased with the results of these programs and feel that they have
served to improve the patient care we give here at Fairview, concluded Mr.
Klein, and we will continue to look for new programs and solutions, because good
patient care demands it.

Senator Moss. Thank you.

That is a very interesting innovation. It is sort of like the watchman
who has to punch his clock on his rounds to make sure he has gone
to all the right places.

This is filling in a place where there are obviously some gaps because,
as you have pointed out, the higher percentage of accidents occur dur-
ing the late hours so it is obvious the people weren’t getting the kind of
supervision and inspection that they are getting during the rest of the
day. :

Mr. BenxEerT. Senator, I would next like to introduce Miss Joanne
Hogg, who comes from a family which has been active in the nursing
home field for 25 years. Miss Hogg’s background includes studies at
college leve] in pre-med and psychology.

Before coming to Manor Care, she was a nursing home administra-
tor some two and a half years.

Miss Hogg is intimately involved in the operation of Manor Care’s
10 nursing facilities. They have 1,404 accredited beds in Virginia, New
Jersey, North Carolina, and Texas, as well as six homes in Maryland.

She has been especially instrumental in involving physicians and
the community with the patients and activities in Manor Care facili-
ties. We hope her presence here today will lend added emphasis to the
concern of responsible young people for the elderly and quality of life
which our society is able to provide. :

STATEMENT OF MISS JOANNE HOGG, MANOR CARE, INC,
SILVER SPRING, MD.

Miss Hoge. I will briefly run down the programs that I am involved
with individually and on a community level.

We went on TV and were involved in a special series on the radio.
This program was to inform the public on the Medicare and Medicaid
problems. They were having it to answer a lot of the questions.

A lot of the public seems to be under a misunderstanding as to the
procedures to follow, who to contact, what the benefits are, and on
what level.

So, on TV, through a panel session, we were able to clear up a lot
of the problems.

In the Winston-Salem area, we have taken on “A Five-Day Plan To
Stop Smoking,” in which a community comes in

Senator Moss. In Winston-Salem, did you say ?

Miss Hoce. Right.

It has been very beneficial. A lot of the churches have really helped
to sponsor the program.

Because it has been so well received, we started it in other home-
towns. We have meeting rooms and our newest facilities have rooms
sg)eciﬁcally for entertaining outside clubs, such as the Rotary, Red

ross.
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In our Richmond nursing home, we are sponsoring a program in
“which expectant mothers can come in and from the Red Croéss learn
how to care for the children. The father comes, too.

Also, they sponsor an RN to teach how to care for the geriatric
in the home. In other words, if you have an elderly member of your
family who is not in need of nursing care, you have a family, we will
teach them within a home and train them. :

We sponsor programs on drug addiction.

We are involved with school counselors trying to get youth in-
spired to join the health care field because they are desperately needed.

We have around 1,500 senior citizens in the Maryland suburban
area and for their benefit we provide many programs throughout the
year, including transportation.

In Hagerstown, we support the vocational and technical institute
which trains LPN’s and we let them train at the Manor Care Nursing
Home. This program has been well received.

We have a new program that is starting. It has been going extremely
well. This is the grandmothers and grandfathers.

; There are orphanages in the different areas. We bus them back and
orth.

This is a tremendous way to fulfill all the love gaps that we can’t
get to during the day.

We found out that the grandfathers are just busy as can be in our
craft shop because they are making little trinkets for their special
charges and the grandmothers are knitting mittens and gloves: It is
taking on a whole new aspect. Especially these children need the love
of a dad. A lot of them have trouble identifying with a male. By
bringing the grandfather in, we have story times and other activities.
It has been a great program.

We have a volunteer lady that is on our home office staff. She is in
charge of coordinating volunteer programs with the Red Cross and
on the church level to bring volunteer services into the home, and
complementing the regular nursing services.

10-Hour Active Day

We started a full-day campaign. This is based on the 10 hours in
which a patient has literally nothing to do outside of just roaming
around.

So, we have geared these hours with a concentrated setting on not
only craft, recreational purposes, but outings and involvement within
the home, helping-one-another type thing.

We have instituted a wine therapy program in our Hyattsville
Nursing Home. We have a favorable response not only from the fam-
ilies but from the physicians in that this program seems to have re-
duced a lot of the medical cost, by not having a tranquilizing effect but
they have been using this wine in place of their sedative at night and it
is doing just as well.

We have started a motion musical therapy program. This is for the
senile individuals in our home. It is motion in harmony with musie.
There are different exercises performed. Like a beachball is thrown
around, getting their coordination back again.

We have started a Swedish walking program which involves out-
door recreation for a half hour a day. At 5-minute intervals, there
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are five elementary exercises that are performed. We have found that

so many of our patients become acclimated to a building, they are

afraid to go out; they are afraid to walk on grass, on anything that
feels different to their feet. They go out on this walk on a very small
scale. : :

. Several of the patients that have had canes for the past 5 or 10’
years have discarded them. ' _ ,

We have in-service training. This involves the psychology, the ab-
stract feelings of the patient, and how to relate, as well as the family.
This helps eventually in easing the guilt that so many families feel
when placing a patient in a nursing home.

On the company level, we have increased our employee benefits:
greatly. We are now sponsoring volunteer scholarship programs, allot-
ments to those who want to further themselves in the health care field.
We were able to secure a national contract. This was a tremendous:
thing to families. It was almost a 50-percent saving to the family. They
could not get over it. By this measure, we maintain a reasonable rate
and are quite competitive.

We have seminars in which we bring in our administrators and

assistant administrators along with the department head each time.

We have factual seminars as well as teachers coming in and training.
Tt is almost a psychological orientation because sometimes people seem.
tﬁ be so professional but not very sensitive. We are trying to correct
this. '

That basically sums up what we are trying to do and the goals we are
trying to promote.

Senator Moss. Thank you, Miss Hogg, for a description of the great
many activities and innovations you are working on.

We are glad to have that contribution to our record to try to put
together all the things we might do or might recommend be done in
this field of the elderly.

Mr. Bennerr. T guess Maryland is rather in the forefront here. T
would like to speak for a few minutes about what Medical Services
Corp. in Baltimore are doing. They operate 13 accredited facilities.
This is the role of the medical director. There is a lot of talk about
this and the need for a medical director.

Meprcar DirecTor SUPERVISION

In another example of advantages to the patient which the multi-
facility health care company is able to provide, Medical Services
Corp., headquartered in Baltimore, Md., employs a physician to
serve as medical director for six of its nursing facilities located in or
near Baltimore,

The company’s medical director is responsible for planning, direct-
ing and supervising the over-all health and medical services of the six
nursing facilities. In carrying out these overall responsibilities, Dr.
Benjamin Siegal, the medical director, makes regular visits to each
of the homes to evaluate on a continuing basis the medical care and
services being provided by each facility.

One special concern of Dr. Siegal’s is to make certain that each
facility maintains complete medical records on each patient. Since
deficient or nonexistent medical records represent a constant problem.
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and source of criticism for nursing home operators, Medical Services
Corp. has spelled out this duty specifically in Dr. Siegal’s contract.

The medical director is authorized to take whatever action he feels
is necessary to keep complete medical records, including the provision
of direct medical care to patients where needed. _

In addition, the medical director maintains up-to-date health rec-
ords for all employees of the six medical services’ nursing homes, and
he conducts employment and annual medical examinations for
employees.

Medical Services Corp. uses its medical director to conduct
staff training sessions for the facilities he serves.

Another of Dr. Siegal’s duties is to establish medical policies for
the six homes, as well as to coordinate the activities for a medical
policy committee for the nursing facilities. _

The company has also made it one of Dr. Siegal’s duties to accept
direct responsibility for a limited number of patients in one of the
six nursing facilities so that he will be better able to evaluate the needs
and problems associated with the physician-patient relationship.

- But the duties of the medical director are not limited to inside the
facilities. One of his important responsibilities is maintaining contact
with the appropriate medical and social personnel and agencies, in-
cluding hospitals. In addition, he is often called on to interpret the
facilities’ medical program to community groups and relatives of
patients. .

The full-time employment of a physician to act as medical director
to a single nursing facility would be economically unfeasible to say
nothing of the wastefulness of such a use of a scarce health resource.

Yet, many nursing home critics, bothered by the absence or infre-
quent presence of physicians in nursing homes, advocate making a
full-time physician medical director mandatory for all nursing homes.
It should be patently obvious that this is an impossibility.

The efficient and effective use of the physician-medical director is
undoubtedly an advantage the multifacility operator possesses over
the free-standing single facility in rendering high-quality patient care.
The council would recommend that single nursing facilities join to-
gether in the hiring of a medical director.

I would like to have Miss Conmnell comment very briefly on a very
interesting experiment in resident government in a nursing home.

Senator Moss. Miss Connell.

Miss ConNELL. A complaint often heard about long-term care facili-
ties is that the patient/resident/consumer has no voice in the running
of the facility and is given no opportunity to effect changes in matters
affecting his life style. :

Erectep RESIDENT-GOVERNMENT COMMITTEE

One member of the National Council of Health Care Services, Na-
tional Health Enterprises in Milwaukee, Wis., has changed that situ-
ation. In their 770-bed Mount Carmel nursing facility, a resident gov-
ernment committee, elected annually by the home’s patients makes
most decisions for the home regarding food. table and dining services,
housekieping, and the hours of operation for the facility’s store and
1ts ‘bank.
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In addition, the resident government committee represents patients
with grievances to management. The major purpose of the committee
1s to provide patients with a voice in the day-to-day affairs of the
facility and to bring about better understanding and communication
between the residents, staff and management.

Members are elected annually from each wing of the home to serve
on the resident government committee. Committee members meet twice
each month, and each meeting is attended by a management committee
adviser, a representative of the facility’s management. Committee
members are required to maintain close contact with the patients they
represent.

One of the committee’s major accomplishments has been the develop-
ment of a resident guide, which lays out rules for visiting hours, trips
outside the facility, safekeeping of valuables, telephone rules, et cetera.
These house rules were not arbitrarily promulgated by the home’s
management but were developed by the elected representatives of the
patients themselves.

Patients, staff, and management alike agree that the resident govern-
ment committee has been a huge success. The patients know that they
have had a voice in shaping the rules by which they must live, the
staff and management are both kept informed about patient desires
and problems, and patients are more likely to abide by rules which
thev have drawn up.

Mr. Bennerr. To summarize, this section of our panel, Mr. Chair-
man, we have attempted to tell you today about a few of the programs
and innovative approaches to patient care which some member com-
panies have adopted.

I believe all these examples illustrate a common philosophy—the
patient and his welfare are paramount over and above all other
consideration.

The council and its members also believe that the patients’® wel-
fare demands that attention be paid to the maintenance of human
dignity of the patient just as much as to his medical welfare.

All of our facilities providing care for the long-term patients en-
compass the complete individual. In this regard, I would like to point
out all members of the council operate for profit taxpaying nursing
facilities.

‘We have heard a great deal of criticism about substandard nursing
home care. In many cases, that criticism has been justified. What has
not been justified 1s the alacrity of nursing home critics to lay the
blame for the substandard care at the door of profit motive.

We strongly believe that our proprietary taxpaying status, itself,
has encouraged our facilities to lead the way in the development of
innovative approaches in the long-term care of the elderly.

¥ would like to introduce Richard Berman, a registered pharmacist
residing in Chelsea, Mass. He is a cofounder and president of the
American Society of Consultant Pharmacists, a specialized pharmacy
association with 500 members throughout the country. His own com-
pany, Nursing Home Consultants, serves some 35 facilities with over
3,500 ill-elderly patients.

Specifically, a few of the objectives and purposes of ASCP are:

To promote and improve consultant pharmacist services to health
care institutions, nursing homes, hospitals, home health agencies, in-
dustry, and other institutions.
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To define the professional standards required of consultant pharma-
cists and the resultant core of knowledge required of its practitioners,
to promote the certification of the profession.

To sponsor and encourage the development of educational facilities
and courses for the advancement of the profession.

To promote wider public acceptance of consultant pharmacy through
collective public information efforts.

To provide instruments of self-regulation and arbitration of dis-
putes among the membership. President Berman has stated :

For the nursing home administrator to appreciate the importance of a con-
scientious, well-versed consultant pharmacist, he must first be aware of the fact
that today, we are enjoying the most sophisticated and specialized levels ‘of
therapeutic care in history.

Who, in the institutional facility, shall be responsible for the wealth of knowl-
edge necessary to protect our patients from these dynamic medications, as well
as to guarantee the optimum therapy available from their most prudent applica-
tion? The overburdened nurse? The harried physician? I believe neither. Un-

, fortunately, both have responsibilities and duties which prevent them from ex-
pending the endless hours needed to thoroughly study and comprehend the
complexities of today’s therapeutics.

Herein lies the all-encompassing role of the consultant pharmacist in the
jnstitutional facility. By virtue of his education, training, and background, he
remains the only logical choice to provide the knowledge necessary to oversee
the entire spectrum of patient drug therapy.

The Consultant Pharmacist must be totally aware of the mechanies and ac-
tivity of each and every therapeutic agent used in the facility. Armed with this
knowledge he can act in the best interests of the nursing home patient.

I believe our next panelist will provide new insights into innovative
approachesto patient care.

Senator Moss. We will be very glad to hear from you, Mr. Berman.

STATEMENT OF RICHARD BERMAN, PRESIDENT, AMERICAN SOCI-
ETY OF CONSULTANT PHARMACISTS, CHELSEA, MASS.

Mr. Bermax. Thank you, Mr. Chairman.

As president of the American Society of Consultant Pharmacists,
I welcome the opportunity to discuss the responsibilities, functions and
progress of the consultant pharmacist in the extended care facility,
skilled, and supportive nursing facility.

To understand the important role of the consultant pharmacist in
long-term-care facilities, one must be acutely aware of the many
problems related to drug distribution and utilization in these facilities.

As T have met with consultant pharmacists throughout the coun-
try, I find these problems persist 1n nearly all facilities in which a
bona fide pharmacy consultation program is not in evidence. I would
like to review them with you at this time.

1. Traditional medication distribution procedures and techniques
represent a breeding ground for potential medication error. As one
observes internal recordkeeping, medication storage, packaging, label-
ing, lighting, and logistics, as well as time-honored procedures for
pouring, administering, and documenting medication doses, statistics
relating to institutional medication error frequency become frighten-
ingly believable. Documented statistics verify that 18 percent of all
medications administered in acute care facilities are administered in
error, and more recent statistics in medium- to long-term-care facilities
range from 10 to 40 percent.
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2. Documented time studies suggest that a 120-bed extended care or
skilled facility with three 40-bed medication stations expends approxi-
mately 30 nursing hours per day pouring, administering, charting, or-
dering, and auditing medication. This represents poor utilization of
nursing hours better used in bedside care.

3. The overutilization of medications often resulting in drug reac-
tions and interactions through duplications and even triplications of
diuretics, tranquilizers, sedatives, and other maintenance medications
represents a dangerous deviation from optimum drug therapy.

4. The virtual absence of meaningful, constructive in-service educa-
tional programs for nurses relating to drug distribution and phar-
macology leaves the nurse lacking in one of her most important skills.
Most nurses in long-term-care facilities are not recent graduates of
college or hospital nursing programs. Consequently, many of them are
out of touch with current trends in medication therapy, new drugs,
and progressive distribution techniques and systems. The educational
vacuum 1in this area finds most of them vulnerable when assigned to
administering and handling today’s sophisticated and complex medica-
tion therapy. :

5. Poor communication between pharmacy, nursing, and medicine as
it relates to medication therapy and utilization affects the smooth oper-
ation of patient care. In most skilled and extended care facilities, phy-
sicians, nurses, physiotherapists, occupational therapists, social work-
ers, and dietitians meet frequently at URC and staff meetings to dis-
cuss the delivery of patient care. We find, however, that all too often
in the absence of a bona fide pharmacy consultant program, the phar-
macist is conspicuously missing as a member of the institutional health
team.

In thoroughly understanding and being sensitive to these complex
problem areas, the role of the consultant pharmacist begins to crystal-
lize. Tt is to research and develop and implement a series of systems,
techniques, and procedures which will eliminate or minimize the afore-
mentioned problems, and effect efficient 'and economical institutional
medication therapy and distribution.

As a member of A.S.C.P. whose philosophy and direction repre-
sents that of onr members, I would like to outline the consulting pro-
gram of our company, Nursing Home Consultants Corporation, in
Boston. We provide pharmacy consultation and service to 35 long-
term care facilities in that area.

1. We have established an active and functional Pharmacy-and
Therapeutics Committee which meets regularly to discuss Stop Orders,
Emergency Drugs, drug therapy, drug reactions and interactions, and
new medications with the phvsicians and key nurses in the facility.

2. We provide documented evaluations of all procedures and tech-
niques relating to drug distribution, making weekly surveys of pa-
tients’ drug regimens, charts and medications, and monthly evalua-
tions of entire medication delivery systems.

3. Our pharmacists implement and enforce a functional, effective
Stop Order policy to help prevent overutilizations and redundant drug
therapy.

4. We provide a comprehensive emergency kit tailor-made to the
needs of the physicians in a given facility.
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5. A comprehensive In-Service Education Program consisting of
monthly presentations of either film or lectures on important aspects
of drug distribution, therapy, and pharmacology is regularly provided.

6. A comprehensive drug reference library both in the facility and
at the pharmacy is maintained. '

7. Patient medical and drug profiles from which our pharmacists
can monitor the drug utilization of all of our patients, help prevent
overutilization, drug allergic reactions, and drug interactions are con-

" stantly updated. ' :

8. We use electronic transmission of the original physician’s orders
in his own handwriting from Nursing Station to the Pharmacy through -
facsimile transmission equipment. - L

9. An automatic reorder system for refill medicatigns: is imple-
mented which saves a 120-bed facility about 700 nursing hours a year
and helps to eliminate medication ordering errors. = . y

10. A unit dose system with mobile medication carts saves a 120-
bed facility about 4,500 nursing hours a year and greatly reduces the
possibility of medication handling errors. ‘

11. An effective, expedient control system for narcotics, barbitur-
ates, and potentially harmful drugs, which can be effected in 20 percent
of the time expended on traditional systems, is available.

Programs similar to ours are being instituted by many well-
motivated, innovative Consultant Pharmacists throughout the coun-
try, resulting in a dramatic upgrading of drug distribution and
therapy in many long-term care facilities.

The Committee should note, however, that less than 20 percent of
the long-term care facilities in the United States receive the pharmacy
consulting programs essential to optimum patient care, while 80 per-
cent still flirt with the danger and inefficiency of mediocre or sub-
standard pharmacy participation. There are many reasons for this
dilemma, which I shall cite to the Committee with the hope that they
will make suitable recommendations. o

1. There is a great need for more continuing educational courses and
post-graduate seminars for consultant pharmacists.

2. There is a need for education of nursing home administrators
and personnel as to the merits of a bonafide pharmacy consultant
program. A

8. There is a great need for the education of Medicare and Medic-
ald surveyors and inspectors as to what represents bona fide phar-
macy consultation.c As of now, there are at best vague guidelines to
direct these people in their evaluation of institutional pharmacy
programs.

4. There must be closer liaison between pharmacy consultants and
governmental agencies which set standards, provide reimbursement,
and effect laws relating to institutional pharmacy practice. This in-
cludes Boards of Pharmacy, State Departments of Health, the Social
Security Administration, State and Federal legislatures, and State
Welfare Agencies.

5. There must be provision for adequate reimbursement for phar-
macy consultation for both the title XVIIL and XIX programs.

There is a great need for the perpetration of certification or licensing
programs for consultant pharmacists to separate the “paper” consult-
ant, from the bona fide consultant. -
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As President of the American Society of Consultant Pharmacists,
a young dynamic group of 500 men dedicated singularly and collec-
tively to upgrading patient care by providing safer and more efficient
pharmacy programs to long-term care facilities, I am excited by the
progress we have made, and frustrated by the roadblocks which seem
to stifle incentives.

However, if all the disciplines of health care delivery and govern-
ment pull together in a common effort, I am confident that we can
deliver optimum responsible patient care to long-term patients in this
country. ASCP stands willing to help in any way possible.

Senator Moss. Thank you. .

That 1s a very helpful and hopeful presentation on pharmacy and
the consulting services that a pharmacist can render. Thank you.

Mr. Bex~NETT. Senator Moss, as anchorman, we would like to intro-
duce Kenneth Relyea, who will talk about unit dose, a timely innova-
tion in pharmacy service.

Mr. Relyea is a registered pharmacist, president and general man-
ager of Drustar Unit Dose Systems in Grove City, Ohio. His 17 years’
experlence includes retail and institutional pharmacy as well as field
selling for a major drug manufacturer. :

In 1962, he left pharmaceutical sales to become co-owner and man-
ager of a retail prescription pharmacy in Grove City, Ohio. While in
this retail enterprise, he became interested in the professional challenge
and opportunity offered by the developing nursing home industry.
Subsequently, he organized a new company, Drustar Unit Dose Sys-
tems, Inc., which specializes in developing and marketing methods of
medication distribution, specifically designed to meet the needs of the
nursing home patients. : _

Early in the development of his approach to drug handling prob-
lems in the nursing center, he sought the advice and counsel of nursing
and administrative professionals who were wrestling with the day-to- .
day problems of getting the right medication to the right patient at
the right time, in the safest and most economical manner. What he
discovered about drug handling problems in the nursing center and
how the unit-dose system of drug distribution solved these problems is
the subject of Mr. Relyea’s statement today.

Senator Moss. Very well. :

We will be glad to hear from you, Mr. Relyea.

STATEMENT OF KENNETH D. RELYEA, DRUSTAR UNIT DOSE
SYSTEMS, COLUMBUS, 0HIO

Mr. Reryea. For most nursing homes, the daily dilemma of accu-
rately distributing medications is a tedious and demanding job which
costs a lot of money, wastes a lot of time and is prone to serious
mistakes.

One solution to this dilemma is a unit dose system which might be
described as a systematic method whereby the consultant pharmacist
in his pharmacy prepares the nursing medication trays and delivers
them daily with each individual dose labeled with the name and

“strength of the medication and patient’s name.

Surprisingly enough, this can be accomplished with little increase
in pharmacy manpower time but can save as many as 300 nursing hours
per month per 100 patients.
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A typical home of 100 patients will require 500 to 600 individual
prescriptions at any one time for its residents. Traditionally, these
prescriptions will probably be supplied by several pharmacies, each
dispensing in differing multiple-dose containers and usually on a bottle-
by-bottle basis.

You know the standard procedure: Doctors prescribe the drugs
needed by each patient and pharmacists reach into bulk containers of
tables or capsules and measure out a specific quantity, label each bot-
tle, note the charge and possibly deliver it to the nursing center. Once
there, these hundreds of bottles cause a major storage and distribution
problem. Each time a nurse prepares medications, she must reach into
practically every bottle, doling out the right dose, making sure that
each patient gets the medication his doctor ordered.

Also, if we examine the work load in terms of total drug doses which
have to be administered in a 24-hour period from these 500 to 600
bottles, we see an incidence of about eight individual patient doses per
day. That means for our same 100 patients, that not only are the 500
or so containers handled each day, but 800 doses are removed from
these containers and the resultant opportunities for confusion and
error are obvious.

Additionally availability of anywhere from 15,000 to 20,000 doses
at any one time represents a source of drug abuse.

Here are some typical examples reported by our field consultants
who observe traditional drug handling techniques while conducting
on-site medications handling surveys.

For example, a medication aide in an Indianapolis nursing center
recently said:

“T usually pour the drug doses from memory. It’s the only way I
can get the job done in the amount of time I have.”

DiscONTINUED MEDICATIONS ACCUMULATE

In that particular nursing center, the average number of doses per
patient per day exceeded 14. Also, in that same facility, records of
discontinued medications documented the fact that in a 9-month
period from September 1970 to June 1971, there accumulated more
than 850 different prescription bottles containing over 17,000 doses
of medicine, not counting narcotics.

In a similar survey conducted in a New York nursing center, the
average number of doses per patient per day amounted to nine. The
nursing staff there, observing strict professional techniques of drug
preparation, spent an average of nearly 1 minute per dose in the
laborious task of positively identifying each prescription container,
then transferring the proper dosage to a paper medication cup for
subsequent administration to the patient.
~ QOurs and other studies corroborate the evidence that multiple-dose

prescription dispensing for the nursing center patient is dangerous,
inefficient, and counterproductive to the efforts of conscientious phar-
. macy and nursing personnel who are trying to upgrade the quality of
care for the convalescent patient.

Unit dose solves these problems when implemented as a system
which provides daily delivery medication, daily review of patients,
drug regimens and dose-by-dose accounting.

62—-264—72—pt. 17T—4
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With these forces at work, it seems paradoxical that progress would
be difficult. Moreover, since unit dose appears to be a timely innovation
in patient care services for the nursing center, it is ironic that one
statement I frequently hear from nurses and nursing home administra-
tors goes something like this: :

‘:iUnit dose is so good, it’s only 2 matter of time until we’ll be required
to do it.”

It seems that many nursing centers and pharmacists are waiting for
someone to say, “Get going.” 4

Evaluation of the unit dose system requires comparison of two
components—relative costs versus relative benefits.

Ecoxomrics or Unir Dosk -

In terms of costs to the patient, unit dose, on a dose-by-dose com-
parison, should reflect the extra costs of packaging materials of per-
haps 1 or 2 cents per dose. If the comparison stops there, how-
ever, wrong conclusions usually follow since no consideration is given
to the aggregate charges for medication usage over a period of time.

Assuming that all doses of a particular prescription medication were
consumed by each patient all the time, then one can properly conclude
that drug charges would be slightly moré under a unit dose system
than in multiple dose containers.

The evidence, however, suggest that a great many prescriptions
supplied in typical 30-day quantities are not consumed in their en-
tirety by the patient, for various reasons: drug incompatibilities;
physician order changes due to changing therapeutic objectives; theft
of the drugs; spillage; borrowing; death of the patient, or perhaps
discharge from the facility.

With a unit dose system, the problem of unused drugs is eliminated
" because patient charges are based on actual drug consumption rather
than on predicted drug consumption which, of course, is the account-
ing basis for drug charges under the traditional multiple-dose bottle
method.

Another important cost advantage with the unit dose system is
eliminating the problem of accounting for medication refills. Unit
dose precludes the possibility of patient drug supplies exceeding the
term of coverage as provided for under the formula of the particular
reimbursement plan. In other words, unit dose eliminates stockpiling
of drugs in anticipation of the expiration date for insurance coverage.

In most cases the unit dose system usually costs the nursing center
nothing in the way of capital investment. These costs are usually
borne by the pharmacists. :

However, consider this concept for a moment: The proprietary
pharmacist invests in unit dose equipment which may earn him addi-
tional business but sells fewer doses of medicine because he doesn’t
dispense any wasted or unused drugs. This accrues to the economic
benefit of the patient or reimbursing agency. However, if he were per-
mitted a surcharge per dose, on the order of 2 cents, he could still main-
tain about the same overall cost base as presently experienced with
traditional methods.

BexEeriTs oF Unit Dose

The benefits of unit dose includes better utilization of nursing per-
sonnel, at all levels of experience and competence; enhanced patient
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safety through better nursing and pharmacy survveillance over the
availability and compatibility of different drug doses; more nursing
time each day to spend in direct patient contact—10 hours or so per
100 patients—enhanced physician confidence in the reliability of
drug administration to his patients; accuracy of drug administration;
reduced nursing confusion and worry ; minimum problem of wasted or
leftover drugs; a reduction in losses from breakage and theft; and,
enhanced accounting controls. '

In the nursing home industry, which daily cares for nearly 1 mil-
lion patients, the total annual savings in nursing time alone to be
realized from unit dose programs amounts to more than $125
million.

Additionally, there’s at least another $12 to $15 million worth
of wasted or leftover drugs annually which are not reusable and
have to be destroyed, the bulk of which are paid for by taxpayers
through various welfare programs. Add to that the unaccounted for
economic loss due to breakage and outright theft, and the dollars
become significant.

Thoughtful change based on timely innovation such as unit dose is
clearly one way to enhance operating efficiency, meet the problem of
nursing personnel shortage, cope with medication mismanagement
and drug error and come to grips with overall problems of drug con-
trol in the nursing center.

As you assess the effect your recommendation in favor of this con-
cept may have on present nursing procedures, these facts may be
helpful : _

The capability and interest of the practicing pharmacist is available
now and growing.

Industry can deliver the necessary products and system components
and will respond to the traditional inducements of our free enterprise
system, if there’s reasonable evidence of acceptance and demand.

Timing and the mechanics of converting to a unit dose program
aren’t complicated.

Guidelines for implementing and evaluating the unit dose system,
as well as identification of the core components, have been abun-
dantly published. '

The pharmacy economics are feasible, though should be enhanced.

The patient benefits are indisputable.

Without belaboring the documented benefits of unit dose, consider
the results of a recent study published by Eckel at the University of
- North Carolina in regards to nursing time and medication error alone.

The 16-month study was conducted in a 50-bed North Carolina nurs-
ing home. Converting to a unit dose system of drug distribution saved
nearly 6 hours of nursing time per day that was previously devoted to
(tlhe repetitive chore of sorting out bottles, counting and pouring drug

oses.

Even more significant was the reduction in the incidence of medica-
tion error. When the best standards of traditional drug handling pro-
cedures were being practiced, the observed medication error rate was
49.5 percent. When the nursing center in question converted to a unit
dose system, the medication error rate fell to a negligible 1.7 percent,

and all of these errors were intercepted prior to administration to the
patient.



1804

That was possible because of the controls and counterchecks that are
inherent in the unit dose system. That’s a remarkable advantage and,
by itself, warrants the widespread implementation of the unit dose
concept in the nursing center.

On behalf of better patient care, I urge your evaluation of the unit
dose concept and your support in accelerating the acceptance of this:
pharmacy innovation so that new benchmarks of pharmacy service to
the nursing center canbe established within the framework of a sound
and equitable economic base.

In conclusion, I would like to outline what I think good drug control
really means:

To the nursing home administrator, it’s the method of receiving,
storing, and distributing drugs that proves to be the safest, most eco-
nomical, and easily accounted for procedure.

To the nurse, good drug control means knowing, that part of the
burden of her daily responsibility is eased to the extent that she can
focus her attention more intensely on some of the many other day-to-
day problems of patient care.

To the consultant pharmacist, good drug control means getting the-
right dose to the right patient at the right time to assure optimum:
effectiveness and response.

To the physician, good drug control means insurance that his pre-
scribed treatment has the best chance of succeeding.

And, to the patient, good drug control means the possibility of a
reasonably bright and comfortable day with the prospect that when
tomorrow comes, perhaps there will be a chance to feel better again.

Unit dose is the only sensible way to achieve good drug control and
efficiently service the needs of the nursing center patient.

In conclusion, I do have a reprint of an article that appeared in the
January 1970 edition of Modern Nursing Home that I would like to-
have included in the record for explanation.*

Senator Moss. That may be included in the record for our study.
That is a very interesting discussion you have on unit dose drugs..
T am not familiar with it. Your discussion of it indicates that it has
many great advantages and is really no more expensive, as you say,.
because of the savings on these unused amounts of drugs that are
normally thrown away.

It has been a very interesting panel.

Mr. Bexxzerr. May I summarize this section, Senator Moss?

The American Society of Consultant Pharmacists was formed in
January 1969 to help establish and maintain the highest levels of
pharmaceutical care for nursing home patients by uniting consultant
pharmacists throughout the country in a common effort to research,
develop, and share new concepts, techniques, systems, and educational
programs.

As has been described here today, the conventional method of pre-
scription filling for the nursing home by retail pharmacy doesn’t
quite make it, mainly because it was never intended to. The question
is: How long can nursing home management afford to absorb the
inefficiencies and shortcomings that result from a pharmacy service
designed to meet a set-of needs and conditions that bear little resem-
blance to the requirements of the nursing patient?

*See app. 1, p. 1863.
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A Systex Is NEEDED

So a system is needed. What are the elements of a well-thought-out,
tested distribution plan?

Unit-of-use medication packaging, mobilization of the med room,
inventory control, drug identification, how the delivery of the drug
to the patient is accomplished, and elimination of the nurse’s task
-of making up med trays are the prime components of what the future
will bring to nursing home pharmacy.

New and innovative approaches to the packaging of medications
for nursing home patients have been introduced that assure ¢lean,
sterile packaging, identification of the drug to the patient’s mouth,
elimination of timely counting and pouring, reduction of inventory
losses, and the virtual elimination of time-consuming counting of
controlled drugs.

Such systems as developed by Medikard Patient Care Systems,
Drustar Unit Dose Systems, McKesson & Robbins Co., Medispenser,
and Unisystems, are all designed with the nursing home patient’s
safety in mind and the importance of saving valuable nursing hours.

‘We thank you for the opportunity to behere.

Senator Moss. Thank you very much, Mr. Bennett, and all members
-of the panel.

You have given a very comprehensive and interesting and effective
presentation. We appreciate it. It has contributed greatly to the infor-
mation that we are trying to gather in this record.

Thank you very much,.

Mr. Frank Zelenka is ill and unable to be here today. He was sched-
uled to appear.

My, Zelenka is acting director of the American Association of
Homes for the Aging.

Mr. Paul de Preaux, president of the Connecticut Association of
Nonprofit Homes for the Aging and Administrator of Avery Conva-
lescent Center in Hartford, Conn., will be our final witness on this
hearing this morning. We have had him with us before and we expect
we will have the very fine presentation that he always makes, He runs a
very good home, I will say.

STATEMEN’].: OF PAUL de PREAUX, PRESIDENT, CONNECTICUT
ASSOCIATION OF NONPROFIT HOMES FOR THE AGING, ADMIN-
ISTRATOR, AVERY CONVALESCENT CENTER, HARTFORD, CONN.

Mr. pe Preaux. Thank you, Senator.

I did not really have an opportunity to make a written statement
since I found out about the meeting rather late.

I was very happy to hear earlier that the gentleman from Seattle
has approximately the same type facility that we have at Avery.

Senator Moss. Very good.

Mzr. pE Preavx. We, however, have not delineated the levels of care
to the extremes that they have. However, we feel that this is a move
in the right direction. )

The concept that we call the village is outlined on the board. We
have five levels of care that we consider necessary for the total care of
- the patient with total concern. One segment is the apartment. These
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are for those people who are completely independent, able to live by
themselves, cook for themselves, even maintain themselves in the com-
munity, working, visiting, driving théir own cars, and so forth.

The second level of care that we consider is the congregate living
area. This is the area where the person who decides that they no longer
wish to cook or clean for themselves can have it done for them. We
have a central dining room. In fact, it is hotel-type living.

The third area is the rest home with nursing supervision, which is
commonly called the intermediate care facility. This area is for those
people who require some nursing surveillance or nursing supervision
between visiting nurse care and intensive nursing care.

The fourth area we define is the nursing home or the convalescent
home or extended care facility where they receive intensive nursing
care covered by RN’s over a 24-hour period.

Now, the fifth area which we consider almost as important or even
more important than the other four is the area which we call the village
center. This is the area which we call the area of community involve-
ment. You see, we believe that unless the other four areas of care ave
involved in the community, then you find yourself an island of care in
the community that doesn’t care. If they don’t know about you they
don’t care about you.

Ixvorve Pariexrts 1N CoMMUNITY

So, we attempt to involve both the community of the village, which
are our residents and patients, into the life of the adjacent community,
itself, and reciprocal movement back and forth. The community must
know that the people living in these facilities are not the “old crocks”
on the hill but still are viable, intelligent, humorous at times, a very
important segment of our society, that even though they are no longer
the producing members they can still produce intelligence, wisdom, and
wit.

For example, on the second sheet you will see the 12 areas we have
at Avery. Now, these we consider extremely important.

The administration and supervision, for example, operates in the
top four areas. Visiting nurses can be utilized to visit the congregate
living and apartment area. These visiting nurses come out of the
nursing home section.

Recreation moves into the community and the other four facilities.

Incidentally, these lines are not one-way lines. We have resident
councils or patient councils in each one of the facilities and we meet
monthly. They tell us what is wrong with our administration, our
supervision and especially our meals, since this seems to be one of the
two most important necessities of their life.

We have a chaplain who operates in all five areas.

We have the village center which operates in all five.

We are starting an elderly day care center and this was described
earlier so I will not continue it but we would like to take this just a
little bit further.

We feel that this concept is the only concept for complete total care
of the elderly. Most Government programs at the present time have
aimed at the extremities, public housing for the elderly on the one hand
and nursing on the other.
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There is a tremendous area in between of need, of concern, and of care
which has been totally disregarded. In fact, the emphasis on the ex-
tremities leading to the point where it is dehumanizing, it is cate-
gorizing, and computerizing the elderly so that they become what we
call computerized vagabonds. They are transferred from a free stand-
ing facility to a free standing facility, probably not even in the same
town, willy-nilly at bureaucratic whims, regardless of their physical
disabilities or capabilities, and this is wrong.

If you have all of these functions in one locale, in one little area you
call your village, they have something that no Government program
gives them—a home. With the exception of having to go to a general
hospital for that type of care, they never need leave their home.

For example, at Avery we have at the present time six husbands and
wives who under the present Government programs would be sepa-
rated but they are not because they are still in their home, they are still
in Avery. One is, for example, in the congregate living area; one is in
the nursing home; but they still visit. They even have their meals
together.

This, to us, is more important than the categorizing individual facil-
ities placed far apart and separating families, loved ones and treating
them as computer cards. »

The most damning indictment thdt I have ever heard of the present
programs and the utilization review committees which are being con-
sidered to move people from facility to facility at the whim of who-
éver is making the decision is about a year ago the last time I was in
Washington I visited one of the nursing homes in this area. I was told
by the administrator that there was one little woman 84 years old who
refused to leave her room. She refused to become involved with any-
one or anything. .
“ ..TAm Too Owp . . .7

T went in and spoke to her. After about a half hour of conversation I
asked her, “Why don’t you go out and make friends? Why don’t you
become involved in the religious and recreational and the social pro-
grams that are available?”

Her answer to me was, “Son, I will be 84 years old. As soon as I am
able, they are going to move me from here and I am too old to lose any
more friends.” '

Consider that.

This is computerizing to the point of idiocy.

Now, the concept of the village, we feel, has a greater innovative
method of utilization. If this village can be taken and actually con-
structed on a college campus—we feel that at the present time the lack
of knowledge about gerontology is so vast that it makes the Mojave
Desert look like a sand pebble—for example. I am taking a course on
sociology on the aging. The course was held up for one semester be-
cause they could not find textbooks. It is unbelievable how little we
know about a subject which we try to deal with so expertly.

Therefore, we are suggesting that on four or five college campuses
an entire village be built utilizing the village center for training pro-
grams, research programs, and using the village as not only a method
of better caring for the elderly, better learning what their needs are,
but better training the people who are going to care for them in the
future. -
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For example, T have a list of areas that could be utilized. The entire
village could be utilized as a training and research center. Various
units of the village could provide a site for coordinated programs on
research and training in gerontology.

Existing colleges, schools, and academic departments would be able
to augment their specialized research interests as indicated below :

Academic unit Educational activity

Psychology Research, clinical experience, and graduate
training.

‘Sociology Research and graduate program in social
gerontology.

‘Social work Practicum and casework experience.

Nursing Clinical experience and degree work in nurs-
ing home administration.

Home economics Research and training in housing, foods,
clothing, institutional administration, and
dietetics. .

Physical therapy Training, internship, and field experience.
Recreation Experimental programing, training, intern-
ships.

Business administration Degree- programs in long-term care admin-
R istration and housing administration.
‘Continuing education Noncredit courses for elderly residents plus

training for all campus professionals in
gerontological specialties.
Why, when they suddenly become 65, do we have the terrible facet
in this country of basing everything on an alphabetical age?
Why is somebody old at 65% Some people are old at 20. Some never
grow old.

Academic unit Lducational activity
Medicine Clinical experience.
Dentistry -Clinical experience.
Life sciences and Specialized research.
biology. .
Hospital administration Training, internships, and field experience.

We can train practically every person in a hospital or in a field
of gerontology using this concept built on a college campus.

In addition to that, we have one other little touch of frosting on
the cake, as I call it.

NEED To COMMUNICATE

The young who are in the colleges at the moment find it very diffi-
cult to talk to us because we are “the establishment.” The 40-60 age
group is considered the one which is the repressive group. They con-
sider the elderly the other end of the stick. They feel they are also
“disenfranchised.” They feel that they are alsc out of the mainstream
of things. Truly, they are. But if we can get the intelligence, the wis-
dom and the maturity on the one hand to talk to the intelligence, the
vouthful exuberance, and idealism on the other hand, we have ac-
complished something that none of these programs have yet ac-
complished.

The greatest need we have in this world today is for communica-
tion. We talk to each other but we don’t listen. We have the greatest
medias of communication in the entire history of the world but
we still don’t hear each other. :

If we could get just 10 of these in one campus to communicate
effectively, we have accomplished something that no program has.
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This is my proposal, that we utilize the concept of the village, place
it on a college campus, utilize it for training of the people who are
going to care for the elderly in the future, utilize it for research pro-
grams, finding out what their needs are. ) )

We don’t know what care they need, what sociological, physiologi-
cal, psychological needs they have. When we do learn, it is too late
because we are part of it.

Purriye Prorrr 1xv BoxEes

The last item I wasn’t going to even mention today but I just thought
of it. T have asked for 3 years now why public housing is as it is.
Public housing again started as a tremendously concerned concept of
care for people. But, actually, what it has deteriorated to is, we take
a person, we put him in a box, we stack a lot of little boxes together
and we call it public housing.

In too few areas do we have, for example, a person on call 24 hours
a day to answer their needs, if they have any. Too often we forget
that they have more-than a housing need; they have social needs.
They have religious needs. They have recreational needs. Even more
than any of these, they have nutritional needs.

I have asked why, for example, can’t someone propose a program
of building in every single public housing project for the elderly
in this country a kitchen, a restaurant, and a bar? Why couldn’t
that area be leased to a national franchiser, and I don’t care which
one it is, Valle, Red Coach, Howard Johnson, any of them, with the
stipulation in the lease of the franchiser and also in the lease of the
individual living in the facility that he is required to eat one hot
meal a day in that restaurant at no charge. This could be in the
lease of the franchiser.

I believe that this would amortize itself over a 414- to 5-year period
because you would still have funds coming in from the franchise.

.The answer I get is that it is difficult to put a profitmaking orga-
nization into a nonprofit facility. I find this rather a backward
thought. We are attempting to care for people. Why should we care
who does it ?

Two years ago we conducted a survey in the State of Connecticut
in the nonprofit facilities. We discovered that 60 percent of the patients
admitted to nursing homes, and, as you know, they all have a multi-
plicity of diagnoses, but included in 60 percent of those multiplicity of
diagnoses were three very important ones. In 60 percent, we found
that they were suffering from either nutritional deficiency, anemisa or
malnutrition. '

Now, this does not speak well for our system of providing care. So,
if we can just make them.eat one hot meal a day in a dining room, we
have again not answered all their needs, none of us have all of the
answers, but, Good Lord, we are at least doing something.

I don’t care if a proprietary unit provides it, or if a nonproprietary
unit provides it, we are trying to take care of people. I think that the .
only way we are going to do it is to utilize the facilities and make
maximum utilization of all of the people and the talents that we have
in this country. We are not going to do it by saying, “Well, we can’t
touch those because they are not like us.”
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I think this is wrong.

I wish to thank you for asking me to come here today.

I wish to say that T am very happy that you were reelected.

Senator Moss. Thank you, Mr. de Preaux. '

_As we knew you would, you have given us some very good informa-
tion and some food for thought on this problem of better providing
for our elderly.

Your last discussion of public housing and the lack of other atten-
tion to those who do utilize public housing has a great deal to be said
for it and I think your proposal makes good sense. Of course, I am
strongly in favor of this campus idea. As you know, I have talked
about that in some of my speeches, suggesting that this might be a
very desirable thing. You have spelled it out even better today. I am
glad of it.

I am especially glad to have that discussion and analysis of the way
your center is set up and the way it is working now in Connecticut.

Do you have a smaller size chart like that that we can reproduce for
the record? :

Mr. pE Preaux. If T had had one, sir, I would not have had to carry
these on the plane.

Senator Moss. Maybe we had better take a picture of it because I
would like to have that in the record.’ I think it is diagrammatically
presented there and it is helpful in that respect. I do thank you.

As T have said before, you run an excellent home and we commend
you for it.

We will excuse you, with those thanks. .

We did have Mr. Labe B. Mell, Administrator of Moody Nursing
Home, Decatur, Ga., and Mrs. Jeannette R. Kramer of Plum Grove
Nurs%ing Home, Palatine, I1l., who were invited but were unable to
attend.

I said in the beginning I expected this to be a very interesting and
helpful hearing and it was going to emphasize the positive, which I
think has been borne out very well by the witnesses we have had. Our
hearing is sort of like everything in the news media. If it is bad or
there is something wrong with it, it gets a lot bigger play than it does
if things are going well and going along as we would like to have them

0.
I think for that reason over a period of years as we have had in-
quiries and hearings about nursing homes and care for the elderly that
we tended to get publicity for all the bad situations. That is fine; they
ought to be aired and they ought to be corrected. I don’t think any of
it should be excused. But it has perhéaps blurred the picture, obscured
the picture in part that we are making some very fine progress in this
field. )

There are some very excellent facilities in operation and there are a
lot of devoted and dedicated people that are giving their energies and
- intellect and, in fact, their love to trying to better serve those who are
elderly and infirm. These potential needs are not only physical but
social and psychological as well and we have heard a good deal about
how to cope with them this morning.

1 8ee app. 1, p. 1863,
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However, we should not be complacent. We still have much to do in
all of our States. I commend particularly those of you who came here
this morning and told us of the things that you are doing and that you
have visualized for the future improvement of this field.

We hope, as we try to round out a rather long period of study of this
long-term care problem, to be able to come forward with some recom-
mendations and possibly some legislation or amendments to help us
along toward the goal that we all seek.

Thank you very much for being here.

We are now adjourned.

(Whereupon, at 12:35 p.m., the hearing was adjourned, subject to
call of the Chair.)



APPENDIXES

Appendix 1
ADDITIONAL MATERIAL SUBMITTED BY WITNESSES

ITEM 1. PREPARED STATEMENT OF JEANNETTE R. KRAMER, AD-
MINISTRATOR, PLUM GROVE NURSING HOME, PALATINE, ILL.,, AND
EXECUTIVE DIRECTOR, KRAMER FOUNDATION

How THE ADMINISTRATOR ORGANIZES A THERAPEUTIC PPROGRAM FOR
INDIVIDUALIZED CARE

The most difficult problems that staff members of long term care institutions
face are in the psychological and behavioral areas. In the physical diseases
stroke, cancer, heart disease, fractures, Parkinson’s disease, multiple scle-
rosis—doctors and nurses generally know the accepted methods of treatment.
There are few guidelines, however, when these chronic conditions are com-
bined with depression, regression, frustration, loss and confusion in patients
who also have deficits in seeing, hearing, memory, motivation and mobility.

The long term care administrator needs a road map for establishing a milieu
which can incorporate medical and nursing therapy into a broader concept
which includes treating the illness while concentrating on helping the patient
regain his maximum level of both physical and psychological functioning.

This has been the concern of the Kramer Foundation over the last ten years.
We believe that the answer lies in combining traditional medical and nursing
care with the therapeutic community concept developed in psychiatric hospitals
since the fifties, and the understanding of institutional and family systems.
Then patients who reside temporarily or permanently in long term care in-
stitutions can be as free as possible to live their own lives while receiving
individual programs of care.

We have coordinated and put into practice principles in organizations and
communication which we believe are necessary if a long term care institution
is to be fully therapeutic. We have used Plum Grove Nursing Home in Palatine,
Illinois, a 69 bed proprietary facility in order to test our theories.

Enthusiasm for and belief in the therapeutic program must extend from the
very top of the administrative hierarchy to every member of the treatment team,
including all shifts and all disciplines. The patient himself is part of the plan,
-as well as his family and other important people in his life. Thus everyone con-
-cerned is working together with the same commonly known information.

When a patient is admitted to the home, he is at a critical point of transition.
He can be admitted in such a way that there is the best chance for his therapy to
‘be successful. Relevant social, psychological and medical data contribute to the
staff’s understanding of the family’s involvement and their goals as well as the
goals of the patient. A social history questionnaire is 4 good way to obtain this
‘information.

Staff is chosen, trained and supervised to help, not hinder, the team goals.
Besides being technically competent, each staff member must also believe it is
worthwhile to work with disabled and dysfunctional elderly and gain satisfac-
tion in seeing the patient do things for himself. This means giving up, as much
.as possible, the typical nursing role of doing for him. She is willing to take
time to listen to the patient and use his ideas since he is also part of the team.
She is open to a continuous personal learning and growing experience.

This in turn requires a training program which involves all levels of staff.
Although responsibility is centered in the nursing supervisor, the nursing assist-
ant is the one who spends the greatest amount of time with the patient. Super-
‘visors share responsibility with nursing assistants as they develop to their fullest
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capacity. Methods of communication evolve which cut across professional lines
and allow staff members to respond to the patient and to each other.

At Plum Grove we have community meetings of patients and nursing staff
members on each floor who meet together weekly to talk about both positive
and negative aspects of the group living situation. Reality reo-rientation is both
a 24-hour practice and a specific daily half-hour group meeting led by nursing
assistants. Nursing assistants take turns as activity aides and all are trained as
rehabilitation aides. Our mental health consultants have trained a group of inter-
ested staff members—inecluding nursing assistants, supervisors and consultants—
in family interviewing and we have an on-going program of meeting with all
families of patients in the home.

General staff meetings are held weekly of all employees in the home—all shifts
in nursing, housekeeping and dietary—so that all may learn consistent, practical
and effective ways of integrating their efforts to care for the patient. Super-
visors of all shifts discuss supervisory problems and patient care plans in super-
visory staff meetings. The core group is composed of those with primary respon-
sibility for patient care in the institution—administrator, assistant administra-
tor, director and associate director of nursing, activity director, physical thera-
pist and mental health consultant. This group has actively worked on its com-
Imunication in a bi-weekly process group. We feel that the core group is the
prototype for effective communication in the institution.

Basic to fee communication is a method of conflict resolution—whether among
patients, among staff members, between patients and staff or in areas involving
the patient with his family or with members of the outside community. Negotia-
tion skills are taught to supervisors so they can get people together to resolve
issues and find more funcional solutions. Airing opposing opinions is encouraged.
Mistakes are corrected without establishing blame.

The administrator organizes a setting which allows freedom in communication
up the hierarchy as well as down, while clearly establishing medical and admin-
jstrative accountability. Every aspect of the institutional situation must be
evaluated in terms of its contribution to the total therapeutic care. This includes:
the physical setting, the organization of staff, the educational program, and
group and individual patient care programs. Mental health consultation allows
for professional help and objective feedback.

We find that we are dealing with two systems—1) the professionals and their
assistants working primarily within the institution as an organized team and 2)
the patient and his emotionally significant family members who have requested
gervice from the institutional system. We are using “system” as social scientists
do who have in recent years applied general system theory to human interaction.
Like all systems, the long term care system and patient-family system function
according to basic principles or laws. Any happening which affects one part of
the system affects the rest of that system and, in turn, the other system, which
then sets up circular feedback patterns.

‘We believe it is not only possible but necessary to put into operation these
psychosocial principles in combination with traditional medical and nursing treat-
ment. As one looks at the total picture, disturbed behavior often becomes under-
standable and new ways of relating and changing become evident. Physical
rehabilitation becomes part of the total program, concentrating on areas where
there is still room for change and growth and relevant human experience.

Let me explain the interdisciplinary team more clearly. In order to provide the
patient with an integrated program, we make nursing the central focus of all
care. When consultants work with patients, they have to work through nursing.
When the physical therapy consultant sets up an exercise and gait training pro-
gram, she must train and supervise the nursing assistant caring for that patient.

‘We do not have a separate physical therapy room—our rehabilitation equipment
is on the floor for nurses to use throughout the day and evening. This is by de-
sign because the patients we are caring for need a little exercise many times a
day aimed towards taking over as much of their self care as possible them-
selves. The physical therapist is then also able.to supervise the approach to the
patient as well as the way the physical aspects are handled.

In the same way, the activity director (or adjunctive therapist or occupational
therapist) works through the nursing department. She also works with volun-
teers—we have 45 at the present time—but it is essential that nurses also be
involved ; they have great leverage in encouraging or discouraging participation
in activity programs. Nursing assistants take turns as activity aides for several
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hours a day several weeks at a time and thus are knowledgeable about and help
in the program.

Physical therapist and activity director must also integrate their programs with
each other so that activities underline the planned rehabilitation. Families must
also be involved ; their attitudes towards the program and their pattern of visiting
can encourage or thwart the patient careplan.

Plum Grove does not have a social work department as such. The mental
health consultant spend most of their time—between one and two days a week—
teaching staff to understand and work openly and constructively with patients,
families and each other. Staff members closest to the problem accept major re-
sponsibility for managing a problem or situation and ask for help and super-
vision when it is needed.

The administrator must be coordinator, seeing that impasses get worked
through and people ask for help when it is needed. This method of team orga-
nization helps to eliminate competition for power in departmentalization, and
keeps the focus on the patient. It helps to integrate planning and eliminates
barriers and red tape.

I have described how an administrator can organize an institution with an
individualized approach to each patient. However, it seems to me that the field
is going in another direction under the aegis of federally sponsored payment
programs, following the general hospital model which centers on disease, diag-
nosis and treatment of physical symptoms. This model puts insufficient emiphasis
on the psychological and emotional areas which present the greatest problems
to staff.

The trend is towards segregation of patients according to physical illness and
medical treatment. Facilities are divided into extended care, skilled care and
intermediate care. Seriously depressed and regressed patients are classified “cus-
todial” and shunted to the lesser care facilities where there are fewer profes-
sionals and less money.

There is a growing departmentalization in the field, mirroring the general hos-
pital. As physical therapy, occupational therapy and social service departments
become entrenched and grow as separate units, their services are channeled to
designated patients for appointments, thus separating the consultants from the
nursing team. This discourages the use of their services in training staff to work
with all the patients in varying combinations.

Institutions are getting larger, often up to 300 and 400 beds. Size itself iz not a
deterrent if the care units are organized as small, self-sufficient units around a
stable interdisciplinary team. However, in the current focus on economy and
efficiency, there is a growing dehumanization. Hospital-like physical plants as
well as departmentalization and hierarchical communication patterns contribute
to solidifying the staff member’s role into “doing for” rather than “working with”
the patient.

If those who set standards take skilled nursing home care seriously, they will
also be concerned that there be enough money to carry out a professional pro-
gram. If too little money is allotted, then professionals will not be interested in
trying to make ends meet in a field that allows little for program. It will attract
an administrator whose aim is purely custodial. If he has no interest in develop-
ing programs, he can provide adequate food, basic care and cleanliness and make
money at $8 to $15 per day per patient. If his aim is therapeutic, it can’t be done
for less than one-third of local hospital cost.

The current philosophy of the federal government is that the government will
provide all that is needed for the ill elderly on Medicaid and Public Aid. In
Illinois this results in Public Aid setting a rate according to a point system, with
no relation- to the cost of care in the institution. The Home can either accept or
not accept the patient. To take a $14 per day patient when the Home’s basic cost
is $24 per day is economic madness and the patient’s family is not allowed to
make up the difference because it is illegal. Therefore, the only recourse for a
progressive institution is not to accept Public Aid or Medicaid patients or to
limit the number accepted. As long as the policy of the state and federal govern-
ment is to set the maximum rate for public aid irrespective of the cost of adequate
program or cost of living increases, then the government itself is putting a lid on
the quality of care and the type of administrator attracted to the field.
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ITEM 2. PREPARED STATEMENT OF FLORENCE L. BALTZ, R.N., PRES-
IDENT, WASHINGTON NURSING CENTER, INC.,, WASHINGTON, ILL.

My name is Florence L. Baltz. I reside in the city of Washington, Illinois. It
has a population of approximately 7500; a trading area of 17,000; and, being only
9 miles from Peoria, a metropolitan area of 300,000.

By the way of background, I am a registered professional nurse, former hos-
pital administrator with 9 years experience, and during the past 20 years have
been a nursing home administrator and consultant in the nursing home field. I
submit this testimony as an experienced administrator.

When I entered the field of long-term care twenty years ago, my first reaction
was one of depression for many reasons. The lack of standards along with little
enforcement of those few standards. The desperation of the patients being ad-
mitted to nursing homes as the last step before death was most appalling. The
attitudes of the public, professions, families, and the legislators were disheart-
ening to say the least.

Today, I am happy to see so much interest and concern on the problems facing
the long-term -care patient, but it seems that everyone has his own ideas as to
an answer to these problems. Unless those concerned can really see high stand-
ards of care at the grass roots level instead of only going into the so-called
“horror facilities” that have contributed to a national exposé, in my opinion, we
will continue to have unrealistic ideas and the long-term patient will be the loser.

Those of us who have been pioneers in the care of the long-term patient, in-
cluding the younger as well as the aged patient, have worked long hours, traveled
miles across the country to serve on committees and speak to nursing home
groups as well as other interested groups in regards to the need of high stand-
ards and continuum of good health care from home to hospital to nursing homes
and return to own home or to a less skilled and costly facility. We have seen vast
improvement over 20 years.

I hope the following statements and enclosed material will portray how
strongly I feel that private enterprise has made and will continue to make a
great contribution to the health care of our Nation.

In December, 1950, I purchased a converted hospital and converted it to a
40 bed nursing home which was opened January 15, 1951. Six months later my
husband joined me in this venture and we have worked together since that time
for high quality care. We provided nursing care as I was trained to do; that is,
do everything for the patient. In 1955 a picture began to form pointing up the
need for programs of activities and activity of daily living retraining to make the
patient more independent and therefore, a happier individual.

In Hlinois, we have been fortunate to have people in the agencies and in the
field who talked and planned together. Outgrowth of an informal conversation
of the patients’ needs, as a few of us saw them, the Illinois Public Aid Com-
mission (subsequently, the Illinois Department of Public Aid) began to think
and plan for a demonstration project grant which materialized. This project
was under the sponsorship of national, state, and private foundation auspices,
namely, the United States Office of Vocational Bducation, Illinois Public Aid
Commission, and Forest Park Foundation of Peoria, Illinois, which was officially
known as OVR Project Grant #29-56. After the demonstration project was
finished, the Illinois Department of Public Aid continued the program until
recent years. Since 1966, the program has been in the Illinois Department of
Public Health.

The Washington Nursing Home was fortunate in being selected as one of the
first homes in the nation to participate, and the program, today, is as much of
our patient care program as it was in 1957 when it finally got off the ground
as a full-fledged research project.

As you can see by exhibits #1-1A thru 1B that this program continues to
grow, but like so many other programs, shortage of professional manpower and
money hampers the impact that it could have on long-term care. Rehabilitation
means a variety of things to many people, but with us, it means to help the
patient to do more for himself and to become ‘a more independent and happier
person. We see the patient as a whole person, stress his abilities, understand him
as an individual, a member of a family and community, and help him realize
he is still important and that someone sincerely cares. Sometimes it is easier
to see what a patient can not do for himself, but in rehabilitation, we must
recognize what a patient can do without help and many times things he hasn’t
done for years.
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We chose the rehabilitation nursing aspect to concentrate on patient care
for it is a 24 hour a day program which includes a strong in-service training
program for all employees. We use our Registered Physical Therapist and other
specialists as consultants to strengthen our nursing program which makes their
service available to all patients. Rehabilitation Nursing is included in our daily
rate whether the patient is private pay, medicare, medicaid, or has insurance,
it makes no difference to management or staff. When under the Medicaid Pro-
gram, we have an allowance for an approved Rehabilitation Nursing And Activity
Programs. While the rates are usually below our going rate, it does give some
financial reward for the cost of the program as all patients benefit and the
homes are not penalized by getting them to do more for themselves.

Written into the Illinois licensure laws, the hospital must have a Rehabilita-
tion Nursing Program, the skilled nursing homes must have Rehabilitation
Nursing and Activity Programs, and sheltered care homes must have an Activity
Program ; therefore, Illinois will need more teams to train staffs in all these
facilities.

Today, 14 years after Illinois’ original rehabilitation project, we still have
only 2 teams with one less number on a team to go into homes and teach
Rehabilitation Nursing techniques. They have about a 4 year waiting list of
nursing homes wanting their services. If some of the money being made avail-
able for inspectors could be used to recruit and train team members to go into
homes and teach staff members throughout the United States as well as in
Illinois, I am sure you would see patient care improve as well as a reduction
in medieal care cost.

From the following statement you can see that a good nursing program really
pays off in good patient care, but the economic aspect of considerably less staff
turnover due to increased job satisfaction. It is gratifying to see the reduced
costs of operation when the program is in effect.

Our 121 beds are fully certified for Medicare. Our occupancy is approximately
989, with only about 89, Medicare and 479 Medicaid patients. .

During the year July 1, 1970 thru June 30, 1971, we admitted 196 patients
and discharged 163, breakdown shown as follows :

Live discharges

Admitted: Percent (percent)
From hospital________________________. 139 71 .-
From home_ ... ... 35 18 ..
Elsewhere_ . _ .. _______________ 22 ) S,

Dismissed :

Tohome_____ . ______________________ 53 33

To hospital ___ .. 68 42 84

Elsewhere_ _ _ . __.__ 15 9

Deaths__ .. 27_ 16 16
Total discharged .. . ... __________ ’ 163 _ - 100

Patient days (used by those discharged) _______.___________ 35, 155

Average length of stay_ ...~ 216

Total patients admitted, July 1, 1970, to June 30, 1971—196  Percent

(medicare—84) _ _ __ e 42. 8
Total medicare patients discharged __.___________________ 87
Percent Percent

Expired_ ______________ e 14 16

To hospital . __ . __________ 34 (39)

Own home._.______._._____.__ 32 (37)

Elsewhere__ . ________.______ 7 (8) Livedischarges.._ .. _-._.___ 84

Total - . o_._. 100

Total medicare days used by discharged patients, 4,027.
Average length of benefits of discharged medicare patients, 47 days.
Total inpatient care days, 41,080.
Total medicare patient days, 3,154 (7.6 percent).
Percent of total occupancy, 93 percent (new wing opened end of July 1970).

We have three courses being offered in Illinois for Registered Nurses. The one
I am familiar with and is an excellent one is in Peoria, Illinois at the Institute
of Physical Medicine. This is a three week course and in November, they are
accepting their first Licensed Practical Nurses for a one week course. It is very

62-264 0—72—pt. 17—5
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important to prepare the Registered Nurse and the Licensed Practical Nurse who
are in supervisory positions in Rehabilitation techniques and philosophy so they
in turn can help initiate and carry the entire concept back to their respective
facilities and promote these concepts as part of their inservice programs.

All staff members, in our facility, are encouraged to attend the inservice
training programs and especially the aides, the reason being based on the fact
that it is usually the aides who carry out the majority of care and techniques
used with the patients on a 24 hours, 7 days a week basis.

Several states have patterned programs after Illinois over the years, but how
they have progressed I don’t know, but I am sure Illinois Department of Public
Health would be glad to have others inquire as to the success and know-how of
their program. Certainly, more available funds are needed for Rehabilitation
Education Service Teams.

To me, this has been a most challenging and satisfying program in which many
patients have benefited and many more could do likewise if concentrated efforts
throughout the nation were encouraged. Therefore, I call to your special attention
the paper on Restorative Services in Illinois Health Care Facilities, to be deliv-
ered by Dr. Albert R. Siegel, at the Congress of Rehabilitation Medicine and the
Academy of Physical Medicine and Rehabilitation Annual Meeting. Novem-
ber 7-12, 1971, in San Juan, Puerto Rico, which has been attached in its entirety
for publication.

ADDITIONAL PATIENT INFORMATION—BREAKDOWN OF PATIENTS IN CENTER

Number Percent

Age:
Under 50. 13 11.0
50to75._. 46 38.0
75 and over. 61 51.0
Total e 120 ...
Patients requiring no assistance with ambulation_________________________.___ _______ 19 15.0
Patients requiring assistance with ambulation_. ____________________ ... 69 58.0
Complete chair patients. ... . e 33 28.0
Full assistance with eating-_ . ... ... 20 17.0
Partial assistance with eating._ .. ... 22 18.0
In-dwelling catheters_._.._______.__. -- 10 .8
Written orders for bowel and bladder trainin; 7 .6
Patients with decubiti._.._.____._.._..__. 11 .9
Those with decubiti on admission_ . . 11 100.0
Special skincare._..._._______.._. 22 18.4
Confused or disoriented patients_ .. ... .. .. 89 75.0
Patients seated in dining rooms. . _. . ... ... eeae. 112 94.0
Special or modified diets_. ... ieo.. 42 35.0
Regular diets_ e 77 65.0

Of the Medicare patients admitted as covered care, the six most common
diagnostic groups were as follows:

1. Fractures (femur, hip, humerus, shoulders, symphysis pubis, ankles, arm,
and clavicle). Fourteen patients used a total of 656 days for an average of 46.8
days.

2. Diabetes (Hypoglycemic coma and Mellitus). Four patients used total of 141
days for an average of 35.2 days.

3. Cancer (prostate, lung). Two patients used total of 60 days for an average
of 30 days.

4. ASHD w/CVA and Cerebral Thrombosis. Four patients used total of 133
days for an average of 33.2 days.

5. Thrombophlebitis and Phlebothrombosis. T'wo patients used total of 45 days
for an average of 22.5 days.

6. Pulmonary TB and Fibrosis (not contagious state). One patient used total
of 58 days.

The Utilization Review Committee meets monthly and subcommittee as often
as necessary. The committee reviews all current covered care patients as well as
recently admitted potential Medicare patients.

Number of cases reviewed for 6 months ending June 1971, 59.

Number of cases in which need for admission was questioned, 19.

Average number of extended duration cases reviewed per month, 4.

Members of the utilization committee have no financial interest in the facility.
The committee is composed of: 2 Medical Doctors, Certified Social Worker, Di-
rector of Nurses, Assistant Administrator, Secretary. Other consultants are
invited to attend when needed.
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Rehabilitation Nursing Service is provided daily and involves the following
procedures with some patients receiving 2 or more procedures 2 to 3 times daily.

Active Range of Motion exercises. _— 40
Passive Range of Motion exercises - - 64
Gait training - ———— 58
Tilt Table - 11
Pulleys ___ 12
Intermittent positive pressure breathing_ S |

Total 166

1 Under supervision of Registered Physical Therapist.
3 Portable machine—patient does his own.

Our activity program is planned on a 6 days a week basis with Sunday open
for uninterrupted family visits. (Our visiting hours are open at any reasonable
hours everyday). (Exhibit IT). At least 80 patients are actively involved in one
or more activities. In this department, we have volunteer and volunteen assist-
ance. They have contributed approximately 3000 hours in the past year with
11,000 accumulated hours.

Our nursing staff includes : Director of Nursing, Assistant Director of Nursing,
registered nurses, licensed practical nurses, aides, ward clerk, rehabilitation
nurse aide, and activity directors. Nursing hours per day per patient is approxi-
mately 3 hours. Other staff members include: Administrator, assistant adminis-
trator, part-time purchasing agent, office manager and assistant, and part-time re-
ceptionist. Other full-time personnel, 7 days a week, are cooks and helpers (5.5),
Maids (2.7), Laundry (2), and maintenance men (2.3). (See Exhibit III for per-
centage breakdown).

We have a Medical Advisory Committee that assists in developing policies for
patient care, plus a Medical Director who serves 2—4 hours a week. Our other
professional consultants and time spent in the Center during a month is as
follows:

Hours per month Frequency of visits

Certified social worker. ) 12te 15 Weekly.
Dietitian, ADA_______ 8. ... 2 times monthly.
Registered pharmacist. . . Weekly.
Registered physical thera go.
0.

Occupational therapist, registered_

Most of the above consultants participate in our weekly nursing care rounds.

A few facts in regards to our physical plant: A Corporation was formed with
our attorney as the third member, in 1960, and the same members make up
the Corporation, today. In 1961, a 5 acre tract, within the city limits, was
purchased and plans started for a new facility to be designed specifically for
the care of long-term patients. The building was planned with no frills such
as fireplaces, carpeted rooms and foyers, etc., but very functional with activity
room, therapy room with our shop-made parallel bars, steps, exercise table
and pulley boards to name a few items included in this room, plenty of dining
room space, beauty and barber area, as well as lounge, porch and outside
court area for the use of our patients. In 1962, we opened our first 50 bed
Nursing Center (See Exhibit IV), in 1966 an additional 38 beds, and in 1970
another 33 beds for a total of 121 beds, fully certified for Medicare. Needless
to say, patient and public areas expanded with each addition.

The second positive program I wish to mention is our weekly nursing care
rounds where a team of therapist, nurses, and physician studies each patient’s
problems and progress so the staff can establish a plan for his care that will
help him along the road to rehabilitation. All patients admitted since the
previous weekly rounds are interviewed. Medical records including a pre-
admission questionnaire furnished by the patient’s family on his social, psy-
chological and finanecial history are reviewed. This team assesses and evaluates
the patient’s condition, decides with the help of the patient, on short and long-
term goals and how he is to achieve these goals. His patient care plan is de-
veloped in accordance with the necessary written orders of his physician.
While the goals are established in the presence of the patient, with his
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help, the actual planning, prognosis, and records are studied by the team
members without the presence of the patient so that the final practical and
realistic goals are set for them with each team member contributing their
ideas and recommendations to help the patient realize his goals. A definite
day is booked for re-evaluation of the patient's progress at which time the
patient is involved again. There are usually 10-12 patients involved each
week. This program has attracted much attention since it was started in 1966.
Nurses from other programs, Public Aid Department Caseworkers and other
agency personnel have made rounds with our team of evaluators. (For detail
description and forms, see exhibit V).

I hope the picture is clear to the sub-committee, of a nursing care facility
offering the most comprehensive service for patients no longer in need of
acute hospital care. Our reimbursement, under the Medicare program, is 949,
of our charges.

In November, 1970, an 8 unit apartment building for the elderly was opened
adjacent to the Nursing Center. (See Exhibit VI).

All financing for the projects described in this document was secured from
local Savings and Loan Associations with the going rate of interest charged at
time of mortgage. All buildings and equipment are assessed the going personal
property and R.E. tax rate.

The Center has an agreement with the area Junior College for clinical training
of the Associate Degree and Practical Nurses Student, and Medical Record
Librarian assistants. So, to participate in this activity, means we have been
approved by various agencies as a satisfactory facility.

We find that we must compete with several non-profit church homes, extended
care wings in hospitals, two county nursing homes, and other non-certified but
skilled proprietary (for profit) facilities; therefore, we must be the best with
reasonable charges. As a tax paying organization, we are constantly looking for
methods to improve and keep cost at 2 minimum, and unless there is a real desire
on the part of government to utilize our services for the Medicare and Medicaid
programs, there is little else we can do to help control the dramatic increases in
health care costs.

A state program which has enhanced the care of long-term care patients is the
continuity of care program which succeeded a demonstration project called the
Sangamon—Menard Community Transfer Project. The purpose of the project
is to improve continuity of care of patients who move from one institution or
agency to another in Sangamon and Menard counties; to send with the patient,
at the time he moves, information about his medical orders and nursing needs, his
personality and his abilities; to help make his transition smoother and less
traumatic. This transfer information was to aid employees of hospitals, extended
care facilities, nursing homes and public health nursing agencies to provide
better patient care because of the knowledge of his immediate past. Continuity
of care refers to planning together by various members of the health team with
the patient and his family so there will be no break or lapse in his gradual
restoration to health.

Today, as an ongoing program, this team made up of all segments of health
care, are involved in early planning for discharges. The coordinator meets with
the Utilization Review Committee of the hospitals and nursing homes, knows
what type facility is needed and makes sure the bed available is one that offers
the type services and even philosophy that answers the patient’s needs. By better
utilization of beds, not only improved care is realized but one day earlier dis-
charge from the hospital and/or extended care facility can mean the savings of
thousands of dollars over a year’s time. Also, patients benefit from hgving
adequate and proper transfer information immediately available upon patlel.ltis
admission to insure continuity of care. (For further information, see Exhibit
VII).

Al)lother state program, as a response to the edict issued by President Nixo_n
to Federal Health Agencies to improve the nursing home industry, the Il_lino_ls
Department of Public Health has developed an automated system to assist in
more effectively meeting its responsibility. (For details, see Exhibit VI_II).

Last, I would like to make a few comments on Medicare and how it affects
our patients and the Nursing Center.

We have guidelines to determine whether the patient is covered care or
not and have an understanding of the intent of these guidelines as we have
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been under the Assurance of Payment Plan for a year or longer. It has been
necessary for us to assess and evaluate the patient and get the admission notice
with our evaluation into the intermediary office within 48 hours. Often the
complete history and final diagnosis does not arrive until a day or two later
which makes it very difficult to be fair to the patients and/or their guarantors.
BExtra time is consumed by our staff in calling for this information and some-
times sending in revised evaluations. This could be made simpler, and I be-
lieve less costly, if the pre-admission authorization by the hospital Utilization
Review Committee and the patient’s own physician could be effective for 10
days. If, at the end of this certified period, the patient is found to be non-
covered care, a 3 day notice of termination of benefits, like the Utilization Re-
view Committee notices, be approved to give time to make other arrangements.
Amother problem we in outlying areas, away from the large cities, have, is the
transferring of the patients from their own physician to another one practic-
ing in our facility who is selected by the patient, family, or his referring physi-
cian. Of course, the patient is returned to the referring physician when dis-
missed from the Center.

If the County Medical Society were to be responsible for all Utilization Re-
view Committee determinations, there would be more uniformity in interpre-
tation of certification of need for extended care facility care.

Another program which should be considered is the development of more
than one level of care in an extended care facility—such as a semi-skilled care
in addition to continuous skilled nursing care. This might discourage the pa-
tient being kept in a hospital days longer because of the grey area that he
falls into when he might not be definitely in the skilled area. The physician
has a primary interest in the welfare of his patient, both medically and fi-
nancially.

The entire definition of covered care needs to be reconsidered and active,
practicing murses (especially those working with geriatrics) should be included
on this committee to review skilled nursing care.

In summary, the material presented for the record, contain programs within
a facility and within the State of Illinois which can enhance good patient care
throughout the Nation.

[Enclosures.]

ExaIBIT 1

REHABILITATION PROGRAM IS EDUCATION FOR LIVING

(By Jane Barton)

“Here comes that do-it-yourself gang again. Think they’re going to rehabilitate
me—ha ! I'll be here till I die.”” The old lady grinned wickedly through the side-
bars of her bed and burrowed deeper among her pillows, challenging the two
voung women who entered her room at the Washington Nursing Home, Wash-
ington, I11., to budge her—if they could. The visitors, a rehabilitation nurse and
an occupational therapist, grinned back at the old lady, patted her hand, and
talked cheerful nonsense for a few minutes, then continued their rounds through-
out the home.

They don’t try to budge her—that’s not their job—although they hope that
eventually she will budge herself because she wants to. That, in essence, is
their job.

Nancy Meehan, the nurse, and Janet Shermak, occupational therapist, are part
of the Rehabi'itation Education Service project currently in progress in a selected
group of public and private nursing homes in Illinois. The three-year research-
demonstration project, begun in 1957, is sponsored jointly by the U.S. Office of
Vocational Rehabilitation, the Tllinois Public Aid Commission, the Forest Park
Foundation at Peoria, I1l., and the Peoria Institute of Physical Medicine.

The objectives of the program are to find out: (1) the rehabilitation needs
among the patient loads of nursing homes; (2) how far those needs can be met
by the existing staffs of the homes in conperation with loecal doctors and state
and community agencies; (8) what kind of training program can be developed
for the nursing home staffs; (4) what kind of teaching materials are needed
and how they can best be put together. (A summary of the program and require-
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ments for participation by the nursing homes is presented in the accompanying
material : How Rehabilitation Education Project Works.)

Leading the procession of nursing home administrators who pounced eagerly
on the project when it was first presented was Florence L. Baltz who, with her
husband, operates the Washington Nursing Home and the Baltz Nursing Home
at Normal, Il Mrs. Baltz, president of the American Nursing Home -Association,
has been diligently seeking ways to raise the standards of nursing homes through-
out the country and to bring them into partnership with hospitals and other
health agencies in the care of the aged and chronically ill. In fact, the Reha-
bilitation Education Service is the outgrowth of the efforts of Mrs. Baltz and
other nursing home owners and administrators in IHinois to get help in giving
more effective care to their patients.

The pilot rehabilitation study seemed to offer an opportunity to solve the twin
problems of doing a more effective job and raising standards. It also offers acon-
siderable challenge to the nursing home administrator’s resourcefulness in meet-
ing the requirements for participation and his powers of persuasion in selling
the project to staff members, to physicians, and, particularly, to patients and
their families.

The staffs of most nursing honies, i.c. the nurses and aides, are pretty well set
in their ways—and their way of handling both the aged and the handicapped of
all ages is to-do everything for them. It is much easier to give a patient a bath or
feed him than it is to convice him that he can give himself a bath or force crip-
pled hands to grasp the knife and fork and guide them safely from plate to
mouth. It takes much more time and infinite patience. And most nursing home
employes would have trouble deciding which is hardest to find—time or patience.

The whole purpose of the rehabilitation. program, however, is to retrain the
patients in the simple activities of daily living as the first step in restoring as
nearly normal function as possible. That first step may be as far as the patient
will ever go (although a number of apparently hopeless cases have progressed to
the point of being discharged to their homes) but the proponents of rehabilitation
are convinced that-even that is worth the effort.

So nurses and aides must be shown that their patience and the added time
expended will be rewarded not only by restoring the chronically ill to happier
living but by actual reduction of nursing time, once the patients have learned to
help themselves. This is what Miss Meehan and Miss Shermak and their co-
workers on the rehabilitation consultant teams have been trained to do by
Dr. H. Worley Kendell, medical director of the Institute of Physical Medicine
and Rehabilitation and also of the program.

‘When the consultant team goes into a nursing home—at the request of the
administrator—it first explains the program to the administrator, doctors, nurses,
patients and patients’ families. Team members hold class sessions five days a
week for all members of the nursing home staff. The sessions are partly lectures
on all phases of care and treatment and partly demonstrations and bedside work
with individual staff members. The training program continues for five or six
weeks, on the average, and at the conclusion of the training period the consultants
return for weekly and, later, monthly visits to follow up with the staffs and see
how the work is progressing.

In discussing the rehabilitation project, Mrs. Baltz pointed out that it is essen-
tial that all members of the nursing home staffs, including those on night duty,
attend the lectures and demonstrations and added that all persons in the home
who have any contact whatever with patients are involved in their rehabilitation.

Another aspect of the staffing problem is that the nursing home administrator
must select the right people to supervise the nursing program and to take charge
of the activities. The activity director must be someone who has imagination and
ingenuity in developing activities that will enlist the interest of the patients plus
a flair for teaching. She must also be adept at making the most of simple, inex-
pensive materials. The cost of the materials, it is explained, can largely be offset
by the sale of articles made by the patients ; still they should not be too elaborate.

A basic requirement for the success of the rehabilitation program is acceptance
by the local physicians. No rehabilitation measures can be undertaken on any
patient without permission of the attending doctor. In most instances, the nursing
home owners discovered, the doctors had to be educated to an understanding of
what is involved in the rebabilitation program, and that they must specify just
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what can and cannot be done for each of their patients. Simply saying “Sure,
go ahead” isn’t enough. The doctor must write specific orders as to the type of
therapy he wants each patient to have, the frequency with which treatments
should be given, contraindications for certain procedures, and so forth. Once they
understand the purpose of the program, Mrs. Baltz reported, and the benefits it
offers their patients, most of the doctors are extremely cooperative.

The hardest people to sell on the idea of rehabilitation often are the patients
and their families. Until they can actually see results in terms of restoration of
function and improved morale, Mrs. Baltz says, the families are likely to suspect
that the program is just a dodge on the part of the nursing home owner to get out
of giving the care for which the patient is paying. “Why should Grandpa have to
give himself a bath when we’re paying someone to take care of him? They’ll
expect him to make the beds next” is the attitude of many families. And the
patients themselves—like the little old lady mentioned earlier—are inclined to
take a rather dim view of the project until their interest and curiosity can be
aroused. They accept the program cautiously and it is impossible, as well as
unwise, to rush them. Some of them never will accept it, but gradually, the con-
sultants have found, most of the patients are willing to try and, as they gain
strength and ability, they become very pleased with themselves.

Probably the greatest benefit derived from the rehabilitation program is the
change in the patients’ outlook from hopelessness and the dreary conviction that
they are “in for life” to one of renewed interest in living and hope for the future.
The “future” of an aged or chronically ill person may look very limited to a
healthy, active individual, but to the patient who has been flat in bed and unable
to do anything for himself for years, even sitting up and washing his face is
exciting activity.

At the Walker Nursing Home in Peoria, for example, Mrs. Della Walker, who
has taken an enthusiastic interest in the rehabilitation program from the begin-
ning, points with pride o her two star “exhibits,” an 89 year old woman and a
teen-age boy. Months of patient effort on the part of Mrs. Walker herself, her
nursing staff, and the rehabilitation consultants were necessary to bring these
patients out of their shells but it paid off.

No one knows quite why, but the 89 year old woman developed a passion for
making potholders, and the simple activity has changed her view of life and
her fellow patients from one of hostility to cheerful, garrulous interest in every-
thing that goes on in the home. The stacks of potholders are rising to alarming
heights, but nobody would think of discouraging her. .

The boy was injured in a diving accident and the resulting paralysis had a
completely demoralizing effect upon him. Eventually, however, the rehabilitation
program did its work. He has developed a talent for draftsmanship and design
that keeps him constructively occupied, and has achieved a remarkable degree of
independence. :

Mrs. Baltz patients, too, range in age from the very young to the very old,
and like Mrs. Walker. she has found that rehabilitation has benefited all age
groups. ‘As evidence of the effectiveness of the program she cites several patients
who have Deen returned to their homes and families—patients nobody had ever
expected to be anything but custodial cases for whom nothing could be done.
“And,” Mrs. Baltz says triumphantly, “they haven’t regressed since they went
home. They are getting along fine.” .

John A. Hackley, who is the coordinator of the Rehabilitation Education
Service, explains that “Although the infaney of this program makes the re-
porting of any findings impossible, the limited experience in this program
fortified by the long experience of many nursing home administrators may
justify a few basic educated guesses. The eagerness of nursing homes and
their administrators for professional consultation in all areas should be ac-
knowledged. Likewise, in the past most of the emphasis on nursing home
programs and nursing facilities has been placed up physical facilities and con-
formity with legislative requirements; certainly there is an indication that
more assistance from agencies and from medical personnel should be made
available to these administrators and their homes for improvement of in-
service training programs. This increased emphasis on service is sought by
nursing home administrators and the professional people in allied fields can
contribute much in this area.”
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HOW REHABILITATION EDUCATION PROJECT WORKS

The Rehabilitation Education Service project of the Illinois Public Aid Com-
mission is a three-year research and demonstration program sponsored jointly
by the Commission, the U.S. Office of Vocational Rehabilitation, the Forest
Park Foundation, and the Peoria Institute of Physical Medicine and Re-
habilitation. It is the first program of its kind in the United States and is
unique in its multiple sponsorship by federal, state and private foundations'
funds.

In order to achieve its primary objective of determining the extent of the
need for rehabilitation among patients in selected nursing homes, both public
and private, and to find out how best to meet the need, the following sub-
sidiary objectives were established :

1. To recruit a group of cooperating homes, desirous of providing more con-
structive service to patients, to serve as research laboratories.

2. To develop and make available to cooperating homes a rehabilitation edu-
cation program for their staffs, with technical supervision given by the In-
stitute of Physical Medicine and Rehabilitation, Peoria.

3. To publish information in the most appropriate forms for use in estab-
lishing programs of instruction in universities, professional schools, health
departments, and public assistance agencies. Manuals for superintendents of
homes will be made available also.

4. To conduct research into the nature of the vocational and physical re-
habilitation needs of nursing home patients and the effects of rehabilitation in
meeting needs.

5. To carry on local programs on the possibilities and value of vocational
and physical rehabilitation, using cooperating homes as a basis for interpreta-
tion.

6. To develop more nearly adequate concepts of what may reasonably be
required of nursing and county homes in assisting in the rehabilitation of their
patients if adequate instruction is given to home staffs.

Criteria used in determining eligibility for participation in the program of the
Rehabilitation Bducation Service are:

1. The applicant must be currently approved and licensed by the Illinois
Department of Public Health.

2. At the time the training team is conducting the program in the particular
nursing home, there must be one or more public aid recipients as patients in that
home and the home must continue to accept public assistance patients.

3. A written request for the services of the Rehabilitation Education Service
must be received from the nursing home administrator or an authorized repre-
sentative of the governing body.

4. A registered nurse or a licensed practical nurse must be available on a full-
time basis during the training program and thereafter so that there will be con-
tinuous supervision.

5. There must be on the professional staff of the nursing home an interested
individual to develop and maintain a recreational program.

6. The administrator and the governing body of the nursing home must appre-
ciate the need to cooperate in periodic evaluations of the effectiveness of the
Rehabilitation Education Service program in that nursing home and be willing
to maintain and make available whatever records are deemed necessary for
research data.

7. The administrator and governing body of the nursing home must provide a
comprehensive orientation of the nursing home staff and auxiliary personnel, the
physicians, and the community at large to the purposes and goals of the Reha-
bilitation Education Service program.

8. The staff of the nursing home, including the administrator, must be aware
of the potential community resources and willing to develop an adequate com-
murnity education and public relations program to stimulate and utilize these
resources.
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CHART FOR TESTING

NON-WALKING ACTIVITIES

Bed Activities:
1. Move in bed.
2. Sit with legs over edge.
3. Cross legs.
4. Procure objects from stand.
Hygiene (Toilet Activities) :
1. Brush teeth.
. Incontinent.
. Wash pubic area.
Comb, brush hair.
Shave or put on cosmetics.
‘Wash hands and face.
. Wash extremities.
. Manipulate bedpan.
. Take shower or bath.
10. Clean and trim fingernails and
toenails.
11. Use toilet or commode.
Bating Activities:
1. Cut meat.
2. Eat with fork.
3. Drink from glass.
4. Pass food at table.
Dressing and Undressing :
. Put on and remove pajamas.
2. Put on and remove underclothes.
3. Put on and remove socks and
4
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shoes.
. Tying tie.
5. Put on and remove corset;
braces ; prosthesis:
Hand Activities:
1. Write.
Wheel-Chair Activities: :
1. Bed to wheel chair and wheel
chair to bed. .
2. Propel and lock wheel chair.
3. Open, go through, and close door.
4. Wheel chair to automobile.
5. Wheel chair to standing posi-
tion.

Tangible evidence of the patient’s progress is

ActiviTies ForR DALY LivINeg

WALKING AND CLIMBING ACTIVITIES
Progressing Activities:

1. Walking.
2. Open, close door.
3. Walk on rough surfaces (out-
. side).
4. Up and down ramp.
5. Up and down stairs with or
without handrails.
Gait (underarm, crutches, canes,
other) :
1. 4-point alternate.
2. 2-point alternate.
3. Use cane.
4. Use walker.
Does Patient Participate in:
Group Activities—
1. Actively:
a. Never.
b. Occasionally.
c¢. Most of the time.
d. Always.
2. Passively:
a. Never.
b. Occasionally.
¢. Most of the time.
d. Always.
Family Visits in the Home—
1. Never.

2. Occasionally.
3. Frequently.
Family Visits Out of the Home—
1. Never.
2. Occasionally.
3. Frequently.
Volunteer Activities—
1. Never.
2. Occasionally.
3. Most of the time.
4. Always.
Craft Activities—
1. Never did, still does not.
2. Did, but does not now.
3. Did not, but does now.
4. Did and still does.
5. Occasionally.

recorded in the Activities for

Daily Living chart kept at the bedside. Opposite each group of activities is a
block of squares in which the staff checks off what the patient is able to do and
the amount of progress from time to time. Patients are graded by numbers that
indicate their capacities, as follows: 1—Unable (Impossible) ; 2—Able but with
assistance (Possible) ; 3—Independent but slow; 4—Normal; 5—X if not appli-
cable ; *—Able but not doing it at this time. ’

ExpmiT I-A

RESTORATIVE SERVICES IN ILLINOIS HEALTH CARE FACILITIES

In Illinois, as in most other States, complete and intensive rehabilitation
services are limited to a few urban areas. Yet Federal and State programs
recognize the importance of these services and make them a part of their re-
quirements in order for groups or individuals to participate in their programs.
In the average community, knowledge, and appreciation of the benefits of re-
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storative services or the rudimentary techniques of such care has increased over
the past ten years.

However, the shortage of professionally trained personnel available to fa-
cilities in these communities not only to provide direct patient service, but
more importantly education and consultation to the staff, continues to be not
only a State but a national problem. As a result of this problem, a study was
made (the Campbell Report, Education in Health Fields; June, 1968). The re-
sults precipitated the recommendation of training health personnel on all levels
to perform those services of which they are capable; thus breaking from the
traditional idea that all specialized services must be performed by professionally
trained persons. . :

The Rehabilitation Education Service, though initiated eleven years prior to
the Campbell study, was the State of Illinois’ early recognition of this need and
its method of developing restorative services in long-term care facilities. This
program began as a three-year research-demonstration project which was sup-
ported by the Federal Government through the Office of Vocational Rehabilita-
tion, by the State of Illinois through the Illinois Department of Public Aid,
and by local funds through the Forest Park Foundation of Peoria, Illinois,
which was officially known as OVR Snecial Project No. 29-56, began in February
1957 and ended in December of 1959. It was an educational program for existing
_staffs in all interested long-term care facilities. The original objectives of the
project were as follows:

1. What were the rehabilitation needs, including the needs for vocational re-
habilitation, among the patient loads of a selected group of public, private, and
voluntary nursing homes?

2. To what extent could these needs, once defined, be met by the existing
staffs of these homes in cooperation with local physicians, other services of the
community, and the State Division of Vocational Rehabilitation?

3. What kind of a training program could be developed to provide nursing
staffs with a functioning knowledge of rehabilitation techniques and to in-
crease their appreciation of the general philosophy of physical and vocational
rehabilitation?

4, What kinds of teaching materials could be developed for use by other
agencies and schools in order to increase the competency of mursing home
staffs to share in the vocational and physical rehabilitation program?

As these objectives were met, the continuing objective of the program has been
to upgrade the level of care provided to all patients in health activities.

The staff for the Rehabilitation Education Service program is made coordi-
nator, rehabilitation nursing consultants, occupational therapy, a consultant
physiatrist, and clerical staff. The rehabilitation nurse consultants and the
occupational therapy consultants work together in teams, usually made up of
two nurses and one occupational therapist. Since its inception in 1957, and still
today, there are two teams that cover the entire State of Illinois with this
educational program.

The question is often raised as to why a physical therapist was not and is not
included in the team composition. The reasoning behind this concept was that
since the major service offered in long-term care facilities is nursing—then
restorative nursing, as an integral part of good nursing, should be presented by
nurses to nurses. The occupational therapist, at the time the Rehabilitation
Education Service program began, was felt to be the person best qualified to
train an individual on the staff of the facility to be an activity director. How-
ever, it should be noted that it has been the continuing practice of the Rehabili-
tation Education Service to encourage facilities to engage local persons, pro-
fessionally trained in various restorative services to serve as consultants and
to assist the staff of the facility with their on-going programs.

In facilities where consultants are used, it has been noted that in those
instances where the professional consultants are utilized primarily to evaluate
patients, to help develop patient care programs, and to teach staff, the facilities’
program becomes much more effective. In those situations where the professional
consultants are used for direct service only, the full-time staff of the facility
too often developed the attitude that restorative care is something that “some-
body else does” and, in effect, this fragments the program and the delivery of
care to the patient.*

1 All the findings and the outcome of the research project are avallable to anybody who
wishes them upon request of the Final Report of the Rehabilitation Education Service.
This may be secured by contacting R. F. Sondag, M.D., M.P.H., Chief, Bureau of Personal
and Community Health, Department of Public Health, 535 West Jefferson Street, Spring-
field, Illinois 627086.
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In 1960, the Rehabilitation Education Service became a permanent program
with the Illinois Department of Public Aid. At that time, the Department of
Public Aid was receiving matching funds from the Federal Government so that
the program could continue to function. It should be noted that since the day
of its inception, the Rehabilitation Education Service has been a free program
to any health care facility interested in requesting it. In 1966 with the advent
of Medicare, the Federal Government informed the Department of Public Aid
that the services offered by the Rehabilitation Education Service should be with
the Medicare certifying agency. In Illinois, this was and is the Department of
Public Health. Therefore, the program was transferred to the Department of
Public Health rather than have that agency develop duplicating consultation
services. Today, the Rehabilitation Education Service is still an active program
within the Department of Public Health.

In Appendix A attached to this paper can be found more information regard-
ing the procedure for securing and conducting the Rehabilitation Education
Service program within a facility. Briefly, the presentation method is an, in
the facility, in-service program lasting from three to six weeks, four days a week
at least eight hours a day.

Due to the demand by health care facilities throughout the State of Illinois,
the Rehabilitation Education Service presently has a four-year waiting list for
the service of a team. This has necessitated a modification in the procedure
which is used by the Rehabilitation Education Service. Although essentially
the same program content is being presented, the manner of presentation is
through the workshop method. These workshops are called Area Training
Programs, and facilities within a fifty-mile radius of a central point are con-
tacted and asked if they wish to participate in the program. The response is
more than the limited number of staff can handle and enrollment must be limited.

The goal in this method of presenting the Rehabilitation Education Service
program is to “teach teachers” who in turn return to their respective facilities
and instruct the staff in the philosophy and various restorative techniques. A
copy of the program used for the workshop method of presentation of the Re-
habilitation Education Service program can be found in Appendix B of this paper.

In evaluating the results of the two types of presentations, it has been found
that the first method mentioned, is the one of choice having resulted in stronger,
more stable programs. This, it is felt, is the effect of having the team members in
the facility for a prolonged period of time, available to work with all staff as
needed thereby helping the facility build a total program through utilization of
ideas, skills, and knowledge of anyone having patient contact (this includes fam-
ily and community). Through the use of a workshop presentation the close rela-
tionship established with staff is limited to a select few, thereby effecting the
feeling of total staff to their part in the program.

In both methods of presentation, there is follow-up consultation-from a Re-
habilitation Education Service team. The purpose of the follow-up consultation
is for continued training of staff, to assist the staff of the facility with problems
that may occur in either the restorative nursing or the activities area of their
program, and for exchange of ideas and new information.

The program is built on a very simple philosophy of restorative care. This
philosophy is emphasized throughout the presentation of the program by stressing
the following four basic principles :

1. Start treatment early.

2. Activity strengthens; inactivity weakens.

3. ‘Stress the patient’s abilities not his disabilities.

4. Treat the whole person.

These four basic principles are brought out and demonstrated in class as well
as in the patient areas, and practiced with the staff of the facility in both nursing
and activities. Although all staff are encouraged to attend as many classes as
possible, to help develop an understanding of their role in the team concept, the
aides are the staff members who receive the concentrated efforts of the team
nurses. The reason for this being based on the fact that it is usually the aides
who carry out the majority of the care and techniques used with the patients on
a twenty-four hour, seven days a week basis. This does not by any means infer
that the professional staff is shunned. To the contrary, the material presented
to them is supplemented with more indepth information and instruction of not
only the restorative techniques, but also concentrating on in-service and teaching
skills as they must be the ones to carry on the promotion of the program after



1828

the team leaves. The other areas of emphasis are helping the professional staff
with patient evaluation, patient care planning, and meaningful documentation.
The Activity Director is also involved in this.

As has been proved or stated many times and as stated again, teachmg skills
is easy ; the philosophy is a little harder to come by but is an absolute must in an
on-going successful program. The four principles must be used in all.areas of the
restorative program being presented in order for it to be a truly integrated, indi-
vidual patient oriented, program.

It should be noted again that the Rehabilitation Education Service encourages
the facilities to use local consultants to assist them with the continuing develop-
ment of their programs, with the consultant being used primarily in the area of
patient evaluation and in-service education of staff.

Although the mamner of presentation varies with individual facility situations,
depending upon the amount of program which they may have already developed
on their own, the class outline for the most part contains the following material :

I. PHILOSOPHY OF RESTORATIVE CARE

This includes a film, entitled “Proud Years”, which deals with restorative care
of the elderly and also, a discussion of restorative care, especially as it relates
to the long-term care situation. (If this program is being presented in a hospital,
it will be related more to the acute care situation.)

II. TEAM APPROACH

There is much emphasis placed on the team composition in the facility includ-
ing maintenance, housekeeping, dietary, laundry, administrative staff, nursing
staff, activity personnel, plus community and family involvement in the total
program. And s‘nce this is the class which emphasizes the need for understand-
ing and cooperation of all staff members in order to develop a “total program”,
the requirement for total staff involvement in all classes becomes evident at this
time.

III. APPROACH AND MOTIVATION

What is it that makes a patient behave in a particular manner, and if this
behavior needs to be altered for the benefit of all concerned, what can be done
to effect this alteration?

IV. RESTORATIVE NURSING

What is restorative nursing? How does it compare to, and how does.it relate
to physical theravy? Specifics that may be covered in this area would be range
of motion exercises, transfer activities and ambulation with the use of the
transfer and/or gait belt, bed positioning and body alignment, bowel and bladder
retraining including sensory stimulation, and activities of daily living, All specific
techniques that are taught are followed by return demonstration on the part of
the individual staff members who will be responsible for carrylng them out. This
means nursing staff from all three shifts.

V. ACTIVITY PROGRAMING

This includes discussion of activities being presented in large groups, small
groups, and the use of individual approach to patients. The activities stressed fall
into eight categories.

1. Recreational activities.—Games, parties, movies, ete.

2. Craft activities.—With special emphasis on the need for masculine type
crafts including wood, leather, and metal working.

8. Religious activities—This means areas of interest other than routine re-
ligious services

4. Service activities.—In order to offer patients an opportunity to be useful,
effective, and of value to others

5. Intellectually stimulating activities—For those patients who feel activity
of the brain is more important than activity of the brawn, this area provides
the answer

6. Remotivation and reality orientation techniques.—These are used with the
confused and withdrawn patients

7. Community activities.—An opportunity to return to the community for pur-
suing interests in sports, art, theatre, church, and clubs

8. Effective use of volunteers.—How to enlist, organize and direct this val-
uable group of people
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In all of the above, active involvement of the patient is stressed rather than
passive, although passive involvement is identified as being important for the
patient whose function limits him to this. The specifics used must be meaningful

to the patient.
VI. DISEASE ENTITIES

This presentation deals with some of the diagnostic conditions that are com-
monly found among the patients in long-term care facilities. The conditions
discussed include arteriosclerosis, arthritis, vision and hearing problems, car-
diacs, cerebral vascular accidents, fractures, especially of the hip, multiple
sclerosis, and Parkinson’s disease. These conditions are discussed generally as
well as deseribing how restorative nursing and activity programming can be
utilized to offer patients the ultimate in “progressive care”. In this way, an
attempt iz made to stimulate staff to improve the status of the patient’s mind
as well as his body and overcome some of the effects of sensory deprivation
that results from “conventional care”, offered by most hospitals and long-term
care facilities.

Regarding the economic aspects, in facilities that have developed a strong
program, not only is there considerably less staff turnover due to increased job
satisfaction, but also, administrators have voiced pleasure over the reduced
costs of operation once the program is in full force. )

Statistically, with only two teams functioning, the Rehabilitation Education
Service staff has reached an admirable number of facilities with an ever in-
creasing number of beds being represented and a continually changing patient
population. As the program, until recently, concentrdted its attention on long-
term care nursing facilities, it is from these facilities that the following sta-
tistics are taken. ’

As of July, 1971, there were 737 licensed long-term nursing care facilities.
This represented 55,977 beds. The Rehabilitation Education Service, as of the
same date, had presented its educational program in 152 of these facilities, repre-
senting 12,195 beds.

The statistics regarding hospitals are not as impressive, but it should be
remembered that hospitals were not interested in using the services of a re-
habilitation team until 1969. As of April, 1971, the total number of licensed
hospitals in Iliinois was 310. This represented 90,731 beds. The Rehabilitation
Education Service has had direct program contact with eight of these hospitals
representing 2,323 beds.

Thus, the Rehabilitation Education Service program in its thirteen years of
existence has reached 160 facilities with direct educational program content.
This represents 14,518 beds. There is no way that a determination can be
made as to the number of people who have received stimilus and education
through the program either directly or indirectly. By the same token, there
is no way an actual determination can be made of the number of patients who
have benefited from the services that facilities provide as a direct result of train-
ing and consultations from the Rehabilitation Education Service.

Tt was not long after the Rehabilitation Education Service program began
that facilities which were truly implementing the program began to see their
patients’ level of function improve. Unfortunately, this resulted in reduced
reimbursements from Public Aid for Public Aid recipients. This had a decided
detrimental effect on administration in their wanting to use the services of the
team even though they agreed that what the team taught resulted in a higher
level of patient care. Realizing this dilemma, the Department of Public Aid
developed a program which has become known as the Rehabilitation Evalua-
tion Committee, or approval program. This is a program that recognized those
facilities that have developed a restorative nursing and activity program there-
by providing services beyond the basic requirements. There are criteria which
are attached in Appendix C, outlining what a facility must provide in both
nursing and activities in order to receive approval. What this means to the
facility is more rather than less reimbursement, as was the picture before, ap-
proval offers additional reimbursement for every Public Aid recipient, no matter
how that person is involved in the program.

The approval program began in 1963 and continues to date, although it will
be terminated on July 1, 1972. The evaluation committee is composed of a
rehabilitation nursing consultant, an occupational therapy consultant, and the
consultant physiatrist to the Department of Public Health. Also included in
the on-site visit to the facility for evaluating the program are the Regional
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Public Health Survey personnel and recently, many of the Mental Health after-
care personnel.

The Rehabilitation Evaluation Committee, during its evaluation, attempts
to identify that a restorative nursing and activity program exists. At present,
in the State of Illinois there are 181 long-term nursing care facilities with
approved programs; 137 of these are approved for restorative nursing and
activities; 44 of these are approved for activities only. Of these numbers, those
that are approved for restorative nursing and activity programs, 106 have had
consultation or direct program contact with the Rehabilitation Education Serv-
ice; of the 44 homes ‘that are approved for activities only, 24 have had either
a complete Rehabilitation Education Service program or consultation from
Rehabilitation Education Service. This means that out of a total of 181 ap-
proved facilities, 130 have received assistance from the Rehabilitation Edu-
cation Service. (The number of approved facility beds represents a total of
17,751 ; of this number, 13,304 have received program developed assistance from
the Rehabilitation Education Service.)

Perhaps, by way of conclusion, it should be pointed out that in revision of
Standards for long-term care facilities, the services of restorative nursing and
activity program are no longer voluntary or an extra; they are now considered
a part of total patient care and required for the licensure of all long-term
care facilities. In addition, in the partial revision of the hospital licensing
Standards, an identifiable twenty-four hour, seven day a week restorative pro-
gram must be provided. This progressive step, it is felt, shows the impact that
the Rehabilitation Education Service has had upon the provision of health
care in the State of Illinois.

APPENDIX A

B

PROCEDURE IN SECURING REHABILITATION EDUCATION SERVICE

Home obtains application forms entitled “Application for Rehabilitation Edu-
cation Service” from Department of Public Health, Springfield, Illinois.
S Home fills out form and returns to Supervisor, Rehabilitation Education
ervice. :
The application is then acknowledged and a date set up for the Rehabilitation
Education Service Supervisor to make an initial visit to the home. (Regional and
County Health Representative invited to attend.)

INITIAL VISIT

Purpose: To explain the program in greater detail, answer questions, see
facility, and find out whether the home is still interested. )

Initial visit discussed with Dr. Albert Siegel, Consultant Physiatrist and the
home is then accepted or denied and notified of action. (cc: Regional and County
Health Office.)

If accepted—place on waiting list. Tentative date established. Home to start
working on meeting with County Medical Society and R.E.S. Consultant
Physiatrist.

TEAM VISIT

Purpose: Approximately one month before team enters and supervises, team
that is to put on program sets up specifics of initiating Training Program with
the home’s key staff members. (Regional and County Representative invited to
attend.)

Home Regional and County Health Offices send letter confirming all
arrangements.

Initial Training Period: Four to six weeks, four days a week (8:30 a.m. or
9:00 a.m.) Classes first 214-3 weeks, evaluate patients, and initiate Program.
(All may vary with situation) (For specifics see attachments)

FOLLOW-UP VISIT

Purpose: Continued training; Help with problems in either area of Program ;
Exchange of ideas.

ITErMs THAT HOMES ARE ASKED TO PROVIDE

One person from their staff to sunervise rehabilitation nursing. This person
should be available full time while team is in the home. This person is also re-
quested to take Rehabilitation Nursing Course.
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One person from staff or community to be trained as Activity Director. This
person should be available full time while team is in the home.

Materials and supplies—$50 to $100 (depending on size of home) : Parallel
bars, foot board, pulleys, lap boards, and storage space.

We supply patterns and activity program supplies.

Medical Permission Forms signed by attending physician.

Meeting with County Medical ‘Society and R.E.S. Consultant Physiatrist.

Arrange for all staff to attend classes—place for classes: Projector, 16mm
sound with large take up reel.

Set up meeting with people interested in becoming volunteers to primarily
assist in activity area.

If they do not have in-service training, then they are requested to begin one.

Make individual nursing staff assignments to work with the Rehabilitation
Education Service team nurse for return demonstration and practice of specific
techniques.

A meeting with key staff will be arranged while the training program is being
presented to discuss documentation of restorative procedures.

ROUTINE LIST oF CLASSES

(Varied With Individual Home Situation)

I. Philosophy of Restorative Care (Introduction to the Rehabilitation Edu-

cation Service program).

Film: “Proud Years.”

Discussion of Restorative Care (especxally as it relates to nursing home
or home for the aged situation).

II. Team Approach (Emphasis placed on all team members in the facmty
including maintenance, housekeeping, kitchen, laundry, administrative
staff, nursing, activities, community, and family).

II1I. Approach and Motivation.

IV. Restorative Nursing.

V. Activity Program.

VI. 2 Classes on Disease Entities.

VII. Diagnostic Conditions (generally covered include: arteriosclerosis; arthri-
tis; vision problems; hearing problems; cardiac; cerebral vascular acci-
dent ; fractured hip; multiple sclerosis; Parkinson’s).

VIII. Range of Motion Exercises.

IX. Transfer Activities and Use of Transfer and/or Gait Belt.

X. Bed Positioning and Body Alignment.

XI. Bowel and Bladder Retraining.

XII. Activities of Daily Living.

XIII. Demonstration Class in Activities.

PROCEDURE IN HOME—REHABILITATION NURSING CONSULTANT

(Classes Excluded From List)

1. Check records for kinds of information contained at time of team’s enter-
ing the home; also for patient’s name, diagnosis, age and present level of
functioning. (Addmonal information secured from staff and individual patient
visits.)

2. Work' intensively with supervisory staff on various rehabilitation
techniques.

8. Work at least one hour with each aide in the home with patients (aide
assigned) teaching passive range of motion, active range of motion, active
assistive range of motion, positioning, transfer, gait training in the parallel
bars, gait training with walker and cane, pulley exercises. This includes work-
ing with 11-7 staff during their shift if they request it.

4. Help staff begm B. & B. retraining on selective patients.

5. Assist staff in encouraging patients in A.D.L. Begin refraining Where found
appropriate.

6. Help staff set up comprehensive records and give suggestions as to how
to chart rehabilitation nursing technigues.

7. Give assistance to the activity program and encourage staff to do the same
so that a greater understanding and appreciation for the overall team effort
may be developed.
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8. Assist in interpreting program to physicians when requested.

9. Assist with securing and setting up equipment for rehabilitation nursing.

10. Assist with interpretation of program to family and sometimes community
groups.

11. Consult with administrator on progress of program and involve adminis-
tration actively whenever possible to increase his or her understanding of the
program.

12. Encourage and assist with development of procedure manuals and in-
service education within the individual facility.

PROCEDURE IN HOME—QCCUPATIONAL THERAPY CONSULTANT

(Classes Excluded From List)

1. Specific instruction of activity director in various techniques with adapta-
tions and variations for individual patients. These include crafts and recreational
activities plus any other activities which can be specifically taught at this time.

2. Assist activity director in increasing knowledge of patients’ medical and
psychological condition and medical terminology.

3. Assistactivity director in ordering and procuring supplies.

4. Assist activity director in establishing method of keeping records, daily
attendance, and individual progress. Try to give an understanding of how records
can be of help in planning for patients plus information to all other services of
the home and attending physicians.

5. Discuss and encourage expansion of home's existing religious program (if
none exists, encourage starting one).

6. Assist with planning, scheduling and carrying out activities program—
variety stressed.

7. Initiating the activity program with patients involved. Include the follow-
ing various types of activities: crafts, recreational, intellectual, service, and
group exercises. Both group activities and individual bedside activities are
demonstrated.

8. Encourage and where feasible initiate outside and community activities.

9. Meet with volunteers and assist in organizing and implementing this phase
of the program. (If time is right.)

10. Assist activity director in becoming aware of her responsibilities as a
member of the team. (Including staff conference, in-serviee, etc.)

11. Consult with administrator on progress of program and involve admin-
istration actively whenever possible to increase his or her understanding of the
program.

12. Encourage whenever possible, the cooperative effort of the nursing staff to
become involved and/or interested in the activity program for a more unified
service to the entire patient population.

APPENDIX B
STATE OF ILLINOIS DEPARTMENT OF PUBLIC HEALTH

During the first two weeks of May, the Illinois Department of Public Health’s
Rehabilitation Education Service plans to present an eight day workshop in
Restorative Nursing and Activity Programming. Agency Consultants (Public &
Mental Health) who work with you and your staff, suggested we contact you.

As you know, the new standards for all Health Care Facilities outline Restora-
tive Nursing and Activity Programming as a requirement for licensure. The
information which will be offered at this workshop, when used by your staff, will
help your facility come into compliance with this new ruling.

Your facility is licensed to give nursing care, so the people who would be ex-
pected to attend each of the eight day sessions would be your Director of Nursing
or her assistant, your In-Service Director (if you have one) and your Activity
Director. As there will be presentations of maximum benefit to you as an admin-
istrator, we ask that you be present all day Tuesday and Friday afternoon of the
first week and all day Tuesday of the second week.

We are enclosing information which outlines the plan to date; speakers, topics,
and times are subject to change. Please look over the material and if you are
interested, fill out the questionnaire and return it to this office as soon as possible
(deadline March 12). Since our enrollment will be limited to forty (40), we will
register the names on the questionnaires as they are received by this office.
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Upon receipt of your questionnaire, I shall plan a visit to your facility to
further explain the workshop and answer any questions which you might have.

Looking forward to hearing from you, I remain,

Sincerely,
(Miss) BETTY CONNELL, R.N.,
Coordinator, Rehabilitation Education Service,
Division of Health Facilities.
[Enclosure.]

ILLINOIS DEPARTMENT OF PUBLIC HEALTH, REHABILITATION EDUCATION SEBVICE
SPBINGFIELD ILL.

QUESTIONNAIRE FOR AREA TRAINING PROGRAM

Name of nursing facility - [

Address. . ____ — Phone Number.___________ S
City - - County_______________ ..
Bed capacity___ - Census - — -
Administrator _____ - ———

Type of Facility :

____________ Nursing Home for Adults.
____________ Extended Care Facility. .
____________ Home for Aged with Nursing Care.
____________ Convalescent Home for Adults.
____________ Other (Specify)____________.

____________ Church operated.
____________ Fraternal Order.

Please check followmg
____________ Yes, I am still interested in the Rehabilitation Education Service
Program.
____________ No, I am not still interested in the Rehabilitation Education Service
Program.
If you answered ‘‘yes” to above questions, please complete the following informa-
tion:
Number of people who will attend the Area Training Program____________.
Names and titles of people who will attend:
Name Title

Does your facility presently provide restoratlve nursing and activity pro-
gramming? Yes________, NOo—____.
Have any of your nursing staff attended a Rehabilitation Nursing Course?

If “yes”, please give name of course, location, dates attended and name of
person or agency conducting course._____________ e

Do you presently have an activity director employed in your facility?
Yes_.____. Noooo____. Number of hours worked per week.________.

If “yes”, has this individual received any special training in activity program-
ming? Yes________. NOceo .

If “yes”, please give name of course, location, dates attended and name of
person or agency conducting course —_—— -

__________________________________ , Administrator.

Please return by.. __to:
Miss Betty Connell, R.N.
Coordinator, Rehabilitation Education Service
Illinois Department of Public Health
Bureau of Health Facilities
535 West Jefferson Street
Springfield, Illinois 62706

62-264 0—72—pt. 17—6
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PROPOSED GENERAL INFORMATION ON THE SECOND REGIONAL REHABILITATION
EDUCATION SERVICE WORKSHOP

I. Dates: (Workshop will be eight days in length—Tuesday through Friday.
May 4 through May 7, May 11 through May 14.

II. Time: 8:30 A.M. or 9:00 A.M. to 4:30 P.M. or 5:00 P.M.

I1I. Location: Champaign-Urbana Area. (Decision regarding the location of
the workshop is still pending.)

IV. Attire: Participants will be asked to dress in very casual clothes (slacks,
shorts, coulottes, etc.), in order to participate in return demonstration com-
fortably.

V. Material To Be Covered:

A. Philosophy of restorative care.

B. Demonstration and return demonstration in restorative techniques
(range of motion exercises, transfer technique, bed positioning, bowel and
bladder retraining methods, activities of daily living testing and training).

C. Disease entities (arthritis, multiple sclerosis, cardiac, blindness, frac-
tured hip, arteriosclerosis, cerebral vascular accidents, heart disease and
speech and hearing).

D. Activities (programming and skills, ordering of materials, establishing
volunteer programs, etc.).

E. Documentation necessary. in both areas (nursing and activities).

F. Bstablishing inservice training programs.

G. Utilizing consultant services.

H. Remotivation and Deconfusion.

I. Legal aspects involved in activity programming and restorative nursing.

VI. Follow-up: The Rehabilitation Education Service teams will spend two
weeks in each participating facility to assist the staff in implementing the knowl-
edge and skills gained at the area training program. (This will include approxi-
mately three class sessions for all staff in your facility.)

VII. Recognition: All participants completing the eight day training session
will receive Illinois Department of Public Health certificates.

REHABILITATION EDUCATION ISERVICE, SECOND AREA WORKSHOP IN RESTORATIVE
NURSING AND ACTIVITIES

TUESDAY, MAY 41

8:30 Registration and Coffee.
9:00 Welcome and Introduction, B. Connell.
9:30 Philosophy, Albert Siegel, M.D.
10:00 Film, “Proud Years.”
10:40 Discussion with questions and answers.
11:15 Lunch.
12:45 Positioning.
1:45 Team Approach—Approach and Motivation, R.E./S. Staff.
2:45 Coffee.
3:00 Activities with some Demonstration. .
4:30 Conclusion.
WEDNESDAY, MAY 5

8:30 Bowel and Bladder Retraining—Film, “There Is a Way.” Brushing and
Icing Technique.
10:15 Coffee.
10:30 Transfer Techniques.
11:30 Lunch, R.E.S. Staff.
1:00 Disease Entities.
2:15 Coffee.
3:00 Range of Motion, Pulleys.
4:30 Conclusion and Announcements.

1Administrators are asked to attend these sessions.
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THURSDAY, MAY 6

8:30 Return Demonstration and Activity Techniques.
1015 Coffee.
10:30 Return Demonstration and Activity Techniques.
11:30 Lunch, R.E.S. Staff.
:00 Return Demonstration and Activity Techniques.
:00 Coffee.
115 Activities of Daily Living.
:30 Conclusion and Announcements.

Ity

FRIDAY, MAY T

8:30 Return Demonstration and Activity Techniques.

10:00 Coffee, R.E.S. Staff.

10:30 Return Demonstration and Activity Techniques.

11:30 Lunch.

1:00 Panel Discussion;® “Role of the Consultant”—O.T., P.T., 8.W., Diet Sp.

Th., Rehab. Nurse.

3:00 Coffee.

3:15 Speech and Hearing Problems,' D. Richards.

4:30 <Conclusion.® ’

TUESDAY, MAY 11

8:30 Return Demonstration and Activity Techniques.
10:15 Coffee, R. E. S. Staff.
10:30 Return Demonstration and Activity Techniques.
11:30 Lunch.
00 Patient Care Planning Film, “Mrs. Reynolds Needs a Nurse.”
Coffee.
:15 Patient Evaluation, D. Ehnle.
:30 Conclusion.

Ny
=3

WEDNESDAY, MAY 12

8:30 In-Service (with “Black Home” assignments), B. Connell.
9:45 Coffee™ .
10:00 “Geriatric Needs,”* Mr. Mitchell.
11:30 Lunch.?
1:00 Remotivation and Deconfusion.’
3:00 Coffee.* A. Fleener.
3:30 Continue Remotivation and Deconfusion.
4:30 Conclusion and Announcement.’

THURSDAY, MAY 13

8:30 Records and Documentation, R. E. 8. Staff.
10:00 Coffee.
10:15 Presentation of In-Service Schedules, Participants.
11:30 Lunch.
:00 Return Demonstration and Activity Techniques.
:15 Coffee, R. E. 8. Staff.
:30 Return Demonstration and Activity Techniques.
:30 <Conclusion—Assignments.

[NV LR

FRIDAY, MAY 14

8:30 Legal Aspects of Restorative Programming,’ R. Gleason.
10:00 Coffee.

10:30 Critique.

11:00 Awarding Certificates.

1Administrators are asked to attend these sessions.
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FAcuLTY FOR REHABILITATION EDUCATION SERVICE WORKSHOP

Guest Speakers in order of listing on agenda :

1. Albert Siegel, M.D., Consultant Psychiatrist, Illinois Department of Public
Health, Springfield, Illinois.

2. Salley Oberbeck, O.T.R., Program Director, Joint Residential Unit, Adolph
Meyer, Zone Center, Decatur, Illinois

3. Don Able, R.P.T., Chief Physical Therapist, Restmore, Inc., Morton, Illinois.

4. Marcia Jurgens, A.C.8.W, Clinical Service Director, Cole County Mental
Health Center, Mattoon, Illinois.

5. Barbara Butz, Nutrition Consultant, Illinois Department of Public Health,
Springfield, Illinois. !

6. Beverly Deaton, RN, Rehabilitation Nursing Consultant, Barry Nursing
Homes, Ine., Springfield, Illinois.

7. Doris Richards, Consultant Speech Pathalogist, Illinois Department of
Public Health, Springfield, Illinois.

8. Donna Ehnle, R.N., Director of Nursing, Parkhill Extended Care Facility,
Chillicothe, Illinois.

9. Martha Mitchell, R.N., Psychiatric Nursing Consultant, Illinois Department
of Public Health, Springfield, Illinois.

10. Aileen Fleener, Psychiatric Technician II, Peoria State Hospital, Peoria,
Illinois.

11. Robert Gleason, Legal Advisor, Illinois Department of Public Health,
Springfield, Illinois. )

CURRICULUM VITAE

Janet B. Chermak, O.T.R.

Miss Chermak attended Milwaukee Downer College (Wisconsin) and received
her B.S. degree, with a major in occupational therapy, from that school. Her
M.A. is from Western Michigan University and at present she is Supervisor
of the Rehabilitation Unit of the Illinois Department of Public Health.

Betty L. Connell, R.N.

Miss Connell is a graduate of Gordon Keller School of Nursing (Tampa,
Florida) with extensive post-graduate work in rehabilitation nursing. She is
presently the Coordinator of the Rehabilitation Education Service, Illinois
Department of Public Health.

Albert R. Siegel, M.D.

After receiving his medical degree from the Chicago Medical School (Illinois),
Dr. Siegel was in general practice for thirteen years. In 1962 he attended Albert
Binstein Medical School (New York City) where he gained his specialty in
Physical Medicine. He has served as a consultant Physiatrist for the Illinois
Department of Public Health since 1965.

Roger F. Sondag, M.D.

Dr. Sondag received his Bachelor and Medical Degrees from the University
of Illinois and his Masters Degree from the University of North Carolina. He
has been in the field of Public Health since 1942 and presently is Chief of the
Bureau of Personal and Community Health, Illinois Department of Public
Health.

APPENDIX C

ILLINOIS DEPARTMENT OF PUBLIC HEALTH : CRITERIA FOR REHABILITATION NURSING
AND ACTIVITY PROGRAMS IN HEALTH RELATED FACILITIES

REHABILITATION NURSING AND ACTIVITY PROGRAM

In order to qualify for special allowances from the Illinois Department of
Public Aid for a rehabilitation nursing and activity program, a facility must
meet all the licensing requirements of the Illinois Department of Public Health
and be currently licensed.

1. STAFF

a. A manager or administrator who does not have responsibility for super-
vising nursing service.

b. A full-time registered nurse trained in rehabilitation nursing to supervise
nursing service.
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c¢. Sufficient number of trained nursing staff to provide adequate patient care
on a 24-hour basis.

d. A staff member qualified by special training and on duty a sufficient number
of hours per week to adequately direct the activity program.

e. Adequate number of dietary, laundry, maintenance, and housekeeping staff
who do not have responsibility for nursmg care to provide the kmd of service
needed by the patients served by the facility. "

2. MEDICAL SUPERVISION

a. An advisory physician or a medical advisory committee to provide medical
guidance in the overall administration and operation of the facility.
b. A close working relationship with a community hospital to provide services
not available in the facility.
3. NURSING PROGRAM

a. Written nursing procedures to include restorative techniques for use by all
nursing personnel for care of all patients accepted in the facility.
b. Written, up-to-date, patient care plan for each patient based on the indi-
viduals abilities and needs.
¢. An ongoing, identifiable, restorative nursing program providing the pro-
cedures specifically identified as rehabilitative in all major areas of patient care,
such as:
(1) Positioning.
(2) Transfer.
(3) Adctivities of Daily Living.
(4) Range of Motion Exercises.
(5) Ambulation.
(6) Bowel and Bladder Retraining.

4. ACTIVITY PROGRAM

A specific, planned, activity program of group and individual activities geared
to the individual needs of the patient, and embracing a significant number of the
following areas, and available for a reasonable number of hours for at least five
days a week:

(1) Recreational.

(2) Diversional (Crafts).

(3) Religious.

(4) Service (for Facility or Community).

(5) Intellectual and/or Educational.

(6) Community Activities (Patients into Community).
(7) Volunteer and Auxiliary Programs.

5. EDUCATIONAL PROGRAM FOR ALL STAFF

a. An orientation program for new staff including orientation to restorative
program.
b. An established, ongoing, regularly scheduled, inservice training program for
all personnel.
6. RECORDS

a. Basic Records Required by Public Health (for all patients) :
(1) Annual physical examination reports.
(2) Physician’s written orders for all medication, treatment, diets, and
activities of each patient.
(3) Physician’s progress notes dated and signed by the physician.
(4) Nursing notes.
(5) Medication and treatment records properly completed and signed.
b. Restorative program (for patients receiving rehabilitation nursing and
activity program services) :
(1) Professional evaluation for patient care including necessary restora-
tive care.
(2) Physician’s orders for specific restorative procedures and techniques.
(3) Iden&i,ﬁable documentation of progress at regular intervals by all per-
sons involved in patient’s care.
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7. ESSENTIAL EQUIPMENT AND FURNITURE

a. Basic—All equipment and furnishings required by the Illinois Department
of Public Health available and in good order.

b. Restorative—Nursing :

(1) One acceptable set of parallel bars.

(2) At least one set of pulleys.

(3) At least one pair of adjustable crutches and/or cane of each of the
major types.

(4) Various major types of walkers.

(5) Wheelchairs of an acceptable type—all of which must be equipped
with satisfactory handbrakes of a style easily operated by patients. It is
recommended that at least 109 of the wheelchairs of a facility have remov-
able arms, and all chairs must have movable footrests.

(6) Footboards.

c. Activity:

(1) At least the floor space required by the Illinois Department of Public
Health for living, dining, recreation, and craft rooms.

(2) Sufficient number of tables and chairs to serve the majority of pa-
tients in the facility.

(8) A variety of games to serve the varied interests of the patients.

(4) A variety of craft supplies. '

(5) A variety of current magazines and books, radio, television and piano
or organ.

Activity Program Only : In order to qualify for special allowances for an activ-
ity program only, a facility must meet all of the above criteria with the exception
of the requirements for a full-time registered nurse ‘trained in rehabilitation
nursing (1-b), nursing procedures specifically identified as restorative techniques
(3-a and 3-c), and special rehabilitation equipment (7-b, Nursing).

ExgIisiT I-B
AN OVERVIEW OF REHABILITATION NURSING
CARDINAL VIEWS

By Maryann Fischer

Coordinator and instructor in the Rehabilitation Nursing Course, given at the
Institute of Physical Medicine and Rehabilitation at Peoria, Ill.

Twenty-four hundred years ago Hippocrates, the father of Medicine, said,
“What we don’t use, we lose.” This is truly the heart of the philosophy of
rehabilitation. Why has it taken so long for this philosophy to become a part
of our total care of the patient? Why do we still see patients with one problem
or another slowly deteriorate and die? Bedsores, contractures, osteoporosis,
renal calculi, muscular atrophy, venous thrombosis, pneumonia, fecal impac-
tions, loss of will and spirit, depression, and regression : these are all too familiar
conditions that we see too many times in patients who need not have them.
The above stated problems are what we call the adverse effects of rest. These
things occur because the patient is inactive; because what we don’t use, we lose.

Over the years the assumed treatment for almost anything has been, BED-
REST. Beginning about the time of the second World War, the question was
asked, “Why bedrest?’ and, if necessary, “How long?’ During the War the
number of casualties exceeded the number of beds available. By sheer necessity
war casualty victims were forced to evacuate their beds before the textbook
said they should, to make room for the more serious and acutely affected
patients. It was found through this experience that the patients who got up
earlier suffered much less and had fewer complications than their counterparts
who remained in bed. From this, the idea began to emerge that, indeed, there
may be danger in staying in bed too long. Drs. Deitrick, Whedon, and Shorr
investigated the problem further by doing controlled studies. Healthy young
army volunteers were put to bed and their reactions to bedrest were studied.
Irreversible skin changes began occurring within two hours, calcium and other
minerals were lost from the bones, stones began forming in #he kidneys and
bladder, joints began to stiffen within three or four days, general weakness and
muscular atrophy deve'oped. It was found that the heart worked 30 percent
harder at bedrest. An insidious apathy, dependency and depression developed.
Yes, indeed, Hippocrates was right, “What we don’t use, we lose.”
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Bed Rest May Prove Disabling

Now the question is asked, “Why do we put patients to bed and judge the
quality of our nursing care by the amount of personal care given to the patient?”
After a measure of this “tender loving care” we have a patient who is too
weak and disabled to care for himself, so we continue to care for him unti)
finally the adverse effects of rest remove him from our care to a better land.
Let’s look at the patient from a different perspective. Illness and disability have
never caused a 100 percent loss of function. Regardless of what occurs, there
are some that remain. Evaluation of the patient should begin immediately after
the disability occurs. The questions need to be asked, “What functions are
affected?’, “What functions remain?’, “How long is bedrest imperative?”,
“What functions are safe to perform and not cause further disability?”. As
soon as these questions are answered as accurately as possible, he must be
encouraged to-use whatever function remains. This philosophy gives us the first
cardinal rule—“START TREATMENT EARLY.” Consider a patient who has
had a cerebral vascular accident. The usual resulf is that he will have one arm
and one leg partially paralyzed and may have some language problems and
perceptual problems. The arm and leg on the opposite side are not affected.
However, if we do ot encourage him to use what he has left, he will lose
strength at the rate of 3.3 percent per day. If we do everything for him through
his early care, we will find that he will have lost strength in the unaffected
areas as well as the loss from the accident. After strength is lost it is much
more difficult to restore him to the capacity of the potential he would have had
if treatment had been begun early. In restorative nursing we keep in mind
the adverse effects of rest from the day the disability occurs. Qur nursing care
includes proper and frequent positioning to prevent pressure sores and we
incorporate ranges of motion into the positioning routine to help in preventing
contractures. Range of motion exercises are also done to help prevent contrac-
tures and enhance circulation. We encourage the patient to assist in his posi-
tioning as soon as it is safe for him to do so. Bed activities begin when the
patient can participate. We encourage him to use those remaining functions
that help: to push up and down in bed, to turn from side to side, to pull to a
sitting position and to do his own passive and/or active range of motion.
Through these measures, we help him: to stimulate increased circulation, to
put stress on his bones and thus help to maintain the minerals within the
bones, to help prevent muscular atrophy, to help prevent the collection of
minerals and stones in the kidneys and bladder, and to help him begin to
develop a sense of independence and self-worth.

Strengthen Both Body and .AMind

The first ecardinal rule leads into the second, which is—ACTIVITY
STRENGTHENS—INACTIVITY WEAKENS. This applies to the body and the
mind. Through continual evaluation of remaining function, we set goals with
and for the patient and assist him in learning independence through using what
is remaining. He learns independence in early bed activities and continues in
relearning a sense of balance, developing skills in activities of daily living, and
to transfer himself from one place to another. He learns to stand, turn, and
sit if he ean do a weight bearing transfer; or, he learns to slide into the chair
from the bed in a non-weight bearing transfer.

The third cardinal rule is—STRESS ABILITY, NOT DISABILITY. In this
we try to encourage him in developing a positive attitude. We stress the ability
to use what function he has left through helping him to relearn whatever is
necessary in accomplishing his activities of daily living. During the early acute
care we encourage him to wash his face, brush his teeth, and begin feeding him-
self. As he progresses into the convalescent care we increase his independence in
activities of daily living. He will begin bathing activities, dressing activities,
his own range of motion, bowel and bladder retraining, complete grooming ac-
tivities, and push up exercises in preparation for transfers and gait training.
During the comprehensive rehabilitation phase, we will assist him in the achieve-
ment of total independence to his maximum potential. This may include balance
exercises, toilet, tub, and car transfers, gait training, and vocational training.
Whenever necessary, assistive devices will be used in accomplishing independence.
Accepting Disability May Be Important

The fourth cardinal rule is—TREAT THE WHOLE PERSON. It is not enough
to simply restore him to his physical capabilities, but we know that the psy-
chological acceptance of the disability sometimes may be the determining factor
in regard to his total restoration. We know that anyone who has lost any-
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EXHIBIT I

WASHINGTON NURSING CENTER ACTIVITIES
SEPTEMBER 1971

ill go through a period of mourning in direect
otonal significance. This can be the loss of a
loved one, the loss of a part or function of the body, or the loss of a loved environ-
ment. Briefly, the stages seen are as follows : shock and possibly euphoria, denial,
reality, depression, anger and hostility, readjustment, and finally acceptance.
This pprocess may take a year or more to run its course and will have a direct
relationship on ‘the physical restoration. Spiritual needs must be sought out and
identified in the evaluation, and whatever is needed should be provided for the
patient. Helping him to resocialize begins at the time the disability occurs. We
begin planning for discharge the day the patient is admitted to our care. The
goals are either to return to the family and community as nearly the same as he
was before, or to make him feel as needed, wanted, and useful as possible within
the institutional environment. If appropriately to the situation, opportunity and
encouragement are given to develop or redevelop vocational goals as early as
possible. If indicated, the division of vocational rehabilitation is utilized in help-
ing to develop then the patient can be helped to develop maximum vocational

“What we don’t use, we lose.” Many of our patients, young and old, are losing
what they could be using if we were more alert to the potential that each has,
regardless of the degree or kind of disability. Many are suffering and dying from
the adverse effects of rest because everything is done for ithe patient rather than
evaluating him for his potential and assisting him in reaching his maximum

The scriptural maxim is given to us to, “Do unto others as we wish them to do
unto us.” What kind of care would we want if we were on the receiving end?
The cardinal rules remind us of the proper perspective to take to help a fellow
human being to rebuild a shattered life and to help him to live it with a sense
of individual dignity and worth and maximum independence.
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EXHIBIT IIl -
WASHINGTON NURSING CENTER, INC.
June 1971

NURSING DEPARTMENT . ALL DEPARTMENTS

_' The percentage breakdown Hourly breakdown per day

ExHIBIT IV
[Reprinted from The Modern Hospital, May 1962]

TraIs NURsING HoME KEEPS PATIENTS BuUsy

New 49 bed nursing home is planned for the care and rehabilita-
tion of long-term patients and as a center of research on nurs-
ing home planning and management.

When the 49 bed Washington Nursing Center at Washington, Ill., is opened
in July of this year, somebody is certain to raise questions about some of the
features of the building's design and equipment. Somebody always does.

If nobody does raise a question, Florence L. Baltz, who designed and will
administer the new unit, is going to be disappointed. There arc few things
she likes better than the chance to expound her philosophy of nursing home
administration—a philosophy that is embodied in the physical plan of the
building.

For example, she placed the recreation and therapy areas in the center of
activity because activity is the key to rehabilitation, which Mrs. Baltz considers
the primary function of a nursing home.

The days when long-term patients could be stuffed into a dismal board-
inghouse type of institution to die of loneliness and neglect are about over,
she contends. The modern nursing home—or nursing care center—has a duty
to provide its patients with good nursing care, good food, and active therapy
to help restore them to maximum health and usefulness.

An early proponent of the “activities for daily living” program,® Mrs. Baltz
has for years geared the nursing service in the two homes she and her husband
operate toward rehabilitation and restoration. However, the physical structure
of the buildings, as is true of many nursing homes, imposed severe limitations
on the amount and quality of care that could be given.

To fulfill her ambition to provide all the services her patients need, Mrs.
Baltz decided to build a new unit incorporating the ideas she had acquired

1 Barton, Jane: Rehabilitation Program Is Education for Living. Mod. Hosp. 92:85
(April) 1959.
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from years of experience and study of nursing home plans. Finally, she came
up with a plan she considered workable and turned it over to an architect, J. T.
Doyle of Decatur, Il to translate into steel, masonry and brick.

The one-story building, set on a 5% acre site in a new subdivision, can be
expanded to 115 beds. “Starting with a small facility,” Mrs. Baltz says, “will
permit us to find the areas of need as we get into operation. Then we can fit
our expansion to the needs.” She points out that the site selected is within
15 minutes’ drive of good hospitals in Peoria.

One-story construction, she believes, is best suited to the needs of patients
in wheel chairs and on crutches and also reduces the work and travel time
of the staff.

Long-term patients, particularly the aged, are likely to take to their beds
and, generally, retreat from the world if they are permitted to; it is just too
much trouble to dress and move around even when their physical capacity per-
mits it. In this, the patients are too often abetted by attendants who find it
easier to care for patients in their beds than go through the physical and
psychological struggle of getting them up.

It was to avoid this tendency to withdraw that Mrs. Baltz elected to put
the recreation and therapy areas in the center of the building, directly op-
posite the head nurse’s station. From her vantage point the nurse can see which
patients go to therapy—and which ones do not.

Another reason for the central location of this unit is that outpatients who
are referred for treatment can go from the admitting office to therapy with-
out entering the patient areas.

The physical therapy room is provided with such standard equipment as
steps, parallel bars, pulleys, shoulder wheel, mat and treatment table. Plumb-
ing has been installed for portable hip and limb tanks and, if the doctors
request it, a hydrotherapy tank can be installed at a later date.

The recreation area has facilities for crafts and games, which are super-
vised by the activities director, assisted by volunteers. It also contains an
undercounter refrigerator, a two-burner electric plate, and a sink.

In the central area also is a dining room that doubles as another recreation
center for patients who want to sit and read, visit or watch television. There are
patients, Mrs. Baltz admits, who stubbornly resist every effort to lure them into
participating in crafts and games. There is therapeutic value, however, in just
getting them to associate with other patients and for this reason, while television
outlets will be placed in patients’ rooms, sets will be moved into the rooms only
when patients are completely bedfast. Dining tables are of the single-pedestal
type that seat four persons.

Beyond the dining area are the kitchen and storerooms, laundry, and a private
dining room for employes.

Giving patients the companionship they need was the motive for making all
but three of the patient rooms semiprivate.

The private rooms will be reserved for isolation cases or for patients who need
special care. A toilet room is located between each pair of semiprivate rooms.
Bathing facilities are in separate rooms, two in the east wing and one in the west.
A training toilet for wheel-chair patients is to be installed in one of the
bathrooms.

Because the Washington Nursing Center is to be the prototype for the chain of
nursing centers projected by Americana Nursing Homes, Ine., with which 'she
recently became associated, Mrs. Baltz is using the building as a proving ground
for equipment and to test out various theories of design.

For example, she is equipping half of the patients’ rooms with one-crank, vari-
able height beds and the other half with stationary beds. The latter are hetween
regulation and hospital bed height, and Mrs. Baltz is looking for the reactions of
patients and nursing staff to the two types of bed to guide her in future purchases
when the home is expanded.

Whether there is any value in putting lavatories in patients’ rooms has long
been a subject of controversy among nursing home owners. Mrs. Baltz thinks
there is, and she has raised a few evebrows by putting lavatories in the rooms in
one wing and in the toilet areas in the other. The only way to find out which idea
is best, she argues, is to try both.

Some eriticism has resulted from the decision not to air-condition the building
at this time, although it can be converted for air conditioning later if it seems
advisable. While the nursing center is prepared to accept long-term patients from
the age 16 up, and to give short-term convalescent care, most of the patients will
be in the upper age group. It has been Mrs. Baltz’ experience that old people are
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never warm enough. “Even on the hottest days they still want sweaters,” she
explains. “Maybe the staff would be happier with air conditioning, but we are
most interested in the patients’ comfort. Farther south, of course, air conditioning
is necessary, but in our climate we don’t think it is.”

Several new pieces of equipment designed for handicapped and geriatric pa-
tients that have appeared on the market both in the United States and Europe
are mow being tested.

One of these is a cast iron and plastic bath tub developed in Sweden. The tub
is 7 feet long and about 28 inches high. The sides can be lowered so ambulatory
and wheel-chair patients can get into it without having to climb, or be lifted,
over the side—an experience that is terrifying to patients and exhausting to
nurses. Even bedridden patients can be brought into the bathing room on
carts and easily transferred to the tub. Once the patient is safely in the tub,
the sides are raised and the water is turned on. When he is ready to emerge,
the procedure is reverseéd. A lever locks the sides of the tub so an absent-
minded attendant can’t flood the bathroom by letting down the sides before the
water has been drained out. This equipment has proved immensely successful,
Mrs. Baltz reports. The patients love it and the nurses can give two baths in
the time it usually takes to bathe one patient.

The resourceful Scandinavians have also made some innovations in bed de-

sign which have aroused Mrs. Baltz’s interest. One bed she is studying is sta-
tionary and of standard height. Instead of cranks, handles are used to elevate
foot and back rests. :
- Other equipment being tested includes geriatric chairs proportioned as to
height and depth for the comfort of elderly arthritie patients and provided
with sturdy arms that will support their weight as they lever themselves to their
feet.

Experience gained at the Washington Nursing Center in all phases of opera-
tion, management, nursing procedures, and physical planning is to be applied
te the other homes, some of which are under construction, in the American
group.

Mrs. Baltz is satisfied that the Washington center will enable her to do the
job she wants to do.

“Maybe we didn’t get just everything we wanted,” she says, “but the es-
sentials are here to provide the best of rehabilitation and skilled nursing care.”

ExHIBIT V
[Reprinted from Modern Nursing Home Administrator, March/April 19671

EvALUATION UNCOVERS CLUES TO BETTER CARE

On its weekly rounds, Washington Nursing Center’s team of
therapists and nurses studies each patient’s problems and progress
80 the staff can establish a plan for his care that will help him
along the road to rehabiliation.

(By Jane Barton)

Flourishing his cane to the hazard of the passers-by, Mr. A made his way
down the corridor of Washington Nursing Center, Washington, Ill.,, with a
rolling, sailor’s gait, legs spread wide apart. He moved with surprising speed.

Alarmed by his burst of energy, Johanna Orth, the physical therapy con-
sultant, hung onto his gait belt, while’ other members of ‘Washington Center’s
patient’s evaluation team cheered him on and congratulated Mr. A and the
rehabilitation-minded nursing staff on his achievement.

Administrator Hazel Beenders pridefully observed: “Rehab has really rehab-
bed Mr. A. His family just can’t believe it.” Florence I. Baltz, R.N., president
of Washington Center, noted with satisfaction that when Mr. A had been told
some time before that he no longer needed a wheel chair and would henceforth
be expected to walk with just a cane, he wasn’t very happy about it. In faect,
he had complained that “no one was doing anything for him.” But all that
‘was now forgoften, and Mr. A was talking about going home.

Mr. A is one of five patients studied by the evaluation team recently on its
weekly round of visits to selected individuals in order to establish a total plan
for their nursing care. The patients selected for the team’s study represent a
cross section of the diagnoses one expects to find in a skilled care nursing
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home: cancer, diabetes, cardiovascular accidents, fractures, multiple sclerosis,
and heart disease, with all their attendant disabling effects. A different group
is seen each week, so the team manages to visit all patients at designated
intervals.

The other four patients studied at this particular session did not put on
quite as spectacular a show of improvement as Mr. A did, but each in his own
way demonstrated that he was moving a little farther along the road to re-
habilitation.

In the case of a recently admitted woman patient, still very ill, the improve-
ment which earned the approval of the team was her ability to turn herself
over on her left side unaided and remain there, even though it hurt. This ac-
complishment would help promote the healing of an old decubitus ulcer which
had developed on the patient’s right side, and was regarded by the evaluators
as a “good job of patient teaching” by murses and aides who had worked hard
to make her understand the importance of helping herself.

The patient evaluation program is an outgrowth of the conviction long held
by Mrs. Baltz and her associates that every patient in a nursing home has some
goal he wants to reach, and that the nursing home staff has an obligation to
help him reach that goal—and then the next one, and the one after that as far
as his condition permits.

Rehabilitation is an article of faith at Washington Nursing Center. Mrs. Baltz
pioneered in the pilot Rehabilitation Education Service program conducted 10
years ago by the Illinois Public Aid Commission in cooperation with the U.S.
Office of Vocational Rehabilitation, the Forest Park Foundation, and the Peoria
Institute of Physical Medicine and Rehabilitation. During the three-year project,
nurses and aides in nursing homes were taught routine rehabilitation proce-
dures so they, in turn, can retrain patients in the activities of daily living as a
first step in restoring them to their maximum ability.

Mrs. Baltz has preached and practiced the gospel of rehabilitative nursing
ever since. “Everyone here is oriented to rehabilitation—and it filters down to
janitors. All employes are taught not to do anything for a patient that he can do
for himself,” she says.

Even if the patient’s maximum capability turns out to be minimal, the staff’s
efforts to restore whatever function remains can make an enormous difference
in the patient’s morale and behavior. “We know that rehabilitation nursing has
cut down on the amount of sedatives the patients require and the amount of
linen they use,” Mrs. Baltz points out. “Activity and sociability make them
tidier.”

The purpose of the nursing care evaluation team’s visit is to assess the pa-
tient’s condition and discover what progress he has made since he was last
evaluated, or, in the case of a recent arrival, what has happened since his ad-
mission. It can then decide what short-range and long-range goals he can be
expected to achieve and how to plan his care properly in accordance with the
necessary physician’s written orders.

The program is directed and coordinated by Erma Borchers, R.N., director
of nursing, and the team includes representatives from all departments in-
volved in caring for patients: the administrator, a charge nurse, activity di-
rector, rehabilitation nurses and aides, the consultant physical and occupa-
tional therapists, and the consultant dietitian. The three consultants come to
Washington Nursing Center at regularly scheduled times to work with patients
and staff members; the weekly rounds are planned so they can participate and
contribute their special skills. Whenever possible, a physician is included in
the rounds, and the families of patients being studied may also attend.

During a visit with the patient, the team members skillfully extract the
information they need by conversation, examining the affected areas of his
body, and getting him to show them what he can or can’t do.

The tone of the conversation is tuned to the needs and temperaments of the
individuals: cheerful and bantering with those who respond to if, gentle and
soothing with sick and frightened patients, always friendly and encouraging.

The questions encompass a broad range of subjects: What does the patient
do during the day? Why doesn’t he join in the many and varied group activities
available at the center? What does he like to eat, and why doesn’t he eat more?
Is he interested in polities? Perhaps he would enjoy the group discussions.
Can he feed himself? .

Can he chew his food, or does he have to eat ground meat and strained vege-
tables? Wouldn't he be more comfortable if he wore his dentures? Do they fit
properly ? How is his eyesight ?
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The answers to the guestions give valuable clues to the patient’s state of
mind, as well as his state of health.

Mr. A, for example, replied to the question about what he did all day with:
“Just sitting around. At home, I ecan visit and hunt and fish and play my
violin.” He complained that he couldn’t see with his glasses.

When the glasses were fished out of the drawer where he had discarded them,
and tried on him, it was obvious that he certainly couldn’t see with them;
he couldn’t even keep them on. It had never occurred to him to mention this to
anyone before.

New glasses for Mr. A were put on the list of things to be done for him,
and Mrs. Borchers assured him things would be much better when he got
the new ones.

Mention of the violin prompted Mrs. Borchers to suggest that his family
might bring it to the center so he could practice but Mr. A objected that he
would never be able to close his fingers on the violin.

“Yes, you will. You've just got to work on those hands. Look how much
you've done already.”

As the team departed for the next visit, Mr. A was observed to be opening
and closing the fingers of his left hand with more zeal than he had shown
before.

The weekly rounds also disclose problems with equipment and procedures
used by the staff in caring for patients.

In their nursing care evaluation of one unusually tall patient, the reha-
bilitation nurses discovered that the footboard used to support his feet was
not suitable, and recommended that a different type be used. They noted that
burns on his feet were healing well, and agreed that the progress should be
reported to the patient’s physician to ensure the continuity of the care he
had been receiving. .

In another instance, Mrs. Baltz noticed that Mr. B, who had been given a
new wheel chair, was using an old one." What had happened to his nice new
chair, she wanted to know. “It run like a sled on dry land so they took it out
of service,”* the patient replied briskly. Mrs. Beenders made a note on the pad
she carried with her on the rounds for just such purposes.

She also made note of the fact that Mr. B was to have extra nourishment
before bed-time to help build up his weight. It took persistent questioning by
the dietitian consultant to get Mr. B to admit that what he really likes is bread
and milk and agree that he would ask for a bowl before he went to bed.

Before the visit ended, Mr. B volunteered the information that he “sure liked
that mush and milk we had for supper the other night.” He added: “Tell you
what—you ought to make an extra batch and give us fried mush for breakfast.”
This culinary tip was added to the list.

Following the visits, the team retired to the staff dining room to discuss the
patients, study their past records, and decide how to plan for their future.

Each member of the team had some idea or recommendation to contribute to
the general knowledge. Mrs. Orth explained that Mr. A’s peculiar gait was char-
acteristic of patients with a poor sense of balance—“the broader the base, the
better they can wailk.”” She recommended that since he could now walk unaided,
his cane should be unobstrusively removed before he hit somebody with it.

As each patient was discussed, Ihyllis Bartlow, the occupational therapy
consultant, entered notes on an evaluation form. The notes are written in differ-
ent colored ink each time a patient is evaluated, with the date of the evaluation.
Blue ink was used for the first entries on the accompanying form, green for the
second, red for the third. The date of the next visit agreed upon by the staff is
entered on the record, and services as a tickler file.

The evaluations of the patients and the prognoses of the staff members are
practical and realistie, as are the goals they set for them. Discussing Mr. A, for
example, Mrs. Bartlow asked : “Are we just being sentimental when we talk about
sending him home?”

The team agreed that it would not be wise to encourage him too much at present
until it could be determined whether his family would even be able to take care
of him. Mrs. Orth pointed out that perhaps Mr. A wasn’t quite as anxious to go
home as he seemed to be. “When we took his wheel chair away, he said, ‘Now,
I suppose you’ll get rid of me’.”

Mr. B, who bad shown great improvement, was judged a good candidate for
independent living or “a sheltered care home if that doesn’t work out.” The imme-
diate goal for him was to get him involved in activities and socializing, and also
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to see to it that he didn’t backslide from his recent conversion to the status of
nonsmoker.

In their evaluations, the team members referred frequently to the admission
questionnaires which had been filled out by the patient or his relatives.

This lengthy and detailed questionnaire is planned to provide information on
the social, emotional and physical aspects of the patient’s life. It was developed
by the Kramer Foundation in Palatine, Ill., and is being tested in eight nursing
homes in Illinois with the support of the Illinois Department of Public Health.

The answers to the questions offer useful insights into the patients’ ‘past and
present condition and behavior, Mrs. Baltz says, and help the team do a better
job of planning for their care. She added: “It’s interesting, too, to see what they
refuse to answer. Sometimes that tells us a lot.”

Washington Nursing Center’s evaluation program has attracted much atten-
tion since it was started last year. Nurses and caseworkers from Illinois Public
Aid Department have made rounds with the evaluators. Administrators and
R.N.s from other nursing homes have also attended the sessions.

One visitor who was invited to participate asked if the descent of such an
entourage might not be overpowering to the patients, particularly when strangers
turn up.

Mrs. Baltz’ answers was: ‘“They love all that attention. The only problem is
that when we interview one patient in a two-bed room, the other one sometimes
feels neglected. He wants to be visited, too. Since we started the program, we've
had patients ask ‘why the team never visits them. Of course, they have been
visited, maybe just the week before.”

The evaluatlon program thus carries a fringe benefit in addition to its basic
purpose. It makes the patients feel important.

EXHIBIT VI

WASHINGTON NURSING CENTER APARTMENT,
1200 New Castle Road, Washington, IIl.

Mrs. Florence L. Baltz, President of Washington Nursing Center, Inc., an-
nounces the construction of the Washington Nursing Center Apartments which is
an 8 unit apartment building adjacent to the Center on New Castle Road, Wash-
ington, Illinois. Apartments will be available for occupancy on September 1, 1970.

Each unit will have 1 bedroom, bath with non-skid tub and shower, utility
room, Kkitchen, living room, 2 closets, and individual private entrance with
covered patio.

Coin operated washers and dryers will be on the premises and a multi- purpose
room for family gatherings and community activities will be located in the
middle of the building.

An emergency call system from each unit will be directly connected to the
nurse’s station at the Nursing Center and operated by merely lifting the receiver.
This will afford security 24 hours a day.

The units are ground level with no steps. Heat and air-conditioning furnished ;
also, stove, refrigerator, carpeting, and drapes furnished. All utilities except tele-
phone included in monthly fee. No Real Estate Taxes to pay.

A nurse will spend one hour a week on premises to check blood pressures and
give weekly injection as ordered by the resident’s physician. More frequent
nursing care will be an extra charge.

Enjoy the freedom of your own home with no worries, and all utilities except
telephone furnished for a monthly fee. Rates are available upon inquiry.

EXHIBIT VII

STATE OF TLLINOIS,
DEPARTMENT OF PUBLIC HEALTH,
Springfield, June 26, 1967.
Mrs. FLORENCE BALTZ,
Washington Hilton, Columbia Rd. NW.,
Washington, D.C.

DEAR MRs. BaLTz : Mrs. Ahrenkiel has told me of your inquiry.

On June 15 with almost a year’s experience, 1,280 plus transfers of information
about patients went with the patient to provide mformatlon as he moved between
agencies and institutions. This must have been a delight to the nurse receiving
the patient.
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We are now getting ready to write the first annual report. There should be a
good degree of statistical accuracy as we have used scanning forms and a com-
puter to tabulate data. The Coordinating Committee (representatives of sheltered
care homes, homes for aged, nursing homes, extended care facilities, hospitals,
sanitariums, visiting nurse associations, and health departments) met and voted
to continue the study for a second year. The nurse, an employee of the Illinois
Department of Public Health, is loaned to the Visiting Nurse Association of
Sangamon County for this two years’ project. The other expenses (secretary,
equipment, supplies, etc.) are met by cooperating agencies—in other words, 2% of
budget State, 4 local funds. Two counties are cooperating in the project.

The enclosed materials are very sketchy but may help you interpret the project.
I am highly enthusiastic, so much indirect good has come in connection with it:

Better understanding between agencies and facilities.

An enhanced image of nursing homes and extended care facilities in mind of
physicians and nurses.

Better nursing care plans in all facilities.

Better information is being transferred now than ten months ago.

Increased rapport between nurses and doctors in planning with patient and
family.

Improved medical understanding of differing roles of various types of institu-
tions and home health services.

Better information being transferred between different departments in same
hospital.

Yours sincerely,
MAaRGARET RANCK, R.N.,
Consultant Nurse.

JANUARY 18, 1967.
REPORT No. 3

SANGAMON—MENARD COMMUNITY TRANSFER PROJECT

The Transfer Project is now six months old. I do hope the statistical report of
our activities will give you a good picture of our progress.

Transfer information goes with most patients transferring from one agency
or institution to another. But more important, the quality of information is im-
proving tremendously. The nurses in various agencies or institutions tell me it is
a joy to receive the transfer information with the patient—not a few days or a
week later. The quality of nursing care plans have also improved. This not just
so much paper work but rather definite preparation for continuity of care. This
is not 413-1 being discharged, but rather Mr. Jones, age 66, going home with a
new colostomy and in need of follow-up nursing care.

Plans are now being made for more in-service ward conferences in both hos-
pitals—including all levels of personnel as much as possible.

We hope to be of some help with the proper utilization of hospital beds. We
like to think of each step as a step closer to the patient’s own home—a return to
his own normal way of living.

Mrs. JoLiA CiHAK, R.N,,
Coordinator, Sangamon-Menard Community Transfer Project.

EXHIBIT VIII

AN AUTOMATED 'SYSTEM FOR THE REGULATION AND MEDICAL REVIEwW oOF
LONG-TERM 'CARE FACILITIES AND PATIENTS

INTRODUCTION

The crisis in the health care delivery field is more widespread than simply the
spiraling costs and lack of competent personnel. It has become evident through
the nursing home scandals of recent years that society has turned over the
sickest, the most helpless, and the most vulnerable patient group in the medical
care system, to the most loosely controlled and least responsible faction of that
system.(1) The problem has become so terrible that the President has issued
an edict to Federal Health Agencies to clean up the nursing home industry.(2)

As a response to the problems of nursing home regulation and licensing, the
Illinois Department of Public ‘Health has developed an automated system to
assist in more effectively meeting its responsibilities. The system is intended as
an efficient mechanism that can be used for regulating both the adequate delivery
of health services and the safety of patients in long-term care facilities.
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PRESENT SITUATION AND PROCEDURES FOR REGULATION AND REVIEW

In the past, using a traditional, subjective public health, hand-scored system,
long-termm care facilities were inspected during one announced inspection each
year. This has proved to be quite inadequate for the successful enforcement of
the State’s licensing standards or the review of medical programs. In addition,
many facilities were not inspected prior to the expiration of their license, allow-
ing them to remain in operation with an expired license as well as unevaluated
programs of care.

The Department of Public Health accomplishes for the Illinois Department of
Public Aid the federal requirement that there be a medical review of the care
provided ‘to each patient in a skilled or intermediate nursing home.(3) These
evaluations of patient needs and care provided were made at least annually in
all licensed long-term care facilities containing Public ‘Aid recipients and certified
under the Medicaid program to provide skilled or intermediate care. The medical
review teams were composed of physicians, registered nurses, and other health
personnel as deemed appropriate. After medical review, specific recommendations
were forwarded to the Department of Public Aid. These recommendations include
information regarding the care provided each recipient as well as professional
assessment as to whether the facility could meet the health needs while promot-
ing the maximum physical well being of all patients in the facility.

This medical review program proved to be totally ineffective because of the
length of time between a Public Aid evaluation for care and the subsequent
Public Health professional review. Usually, complete changes in the patients’
conditions occurred, thus nullifying a meaningful comparison of the two
evaluations.

The nursing home crisis does not exist only in Illinois. Tt is a startling fact
that 80% of the nursing homes that receive public tax dollars do not meet even
minimum Federal standards.(4) The problem has been studied, analyzed, and
documented ; but it has been only recently that major national publicity has
focused the need for positive action to improve the regulation and review of nurs-
ing homes.

THE PROBLEMS OF PREVIOUS REGULATORY PROCEDURES

The major difficulties in Illinois with the unstructured regulatory procedures
were identified as follows. .

There was a totally inadequate system of inspecting and licensing facilities.
Each facility underwent only one inspection a year, and these were announced
prior to the survey. The questionnaire utilized was incomplete ; and because it
was subjective, it was difficult to determine compliance with the standards. In
this regard, surveyors had significant difficulty in specifying the degree of com-
pliance with reliability or precision.

The scheduling of facilities for inspections was haphazard ; and at times, homes
in compliance were inspected repeatedly instead of those not providing adequate
care. These difficulties were further exacerbated because there was no objective
way to assign a meaningful, overall evaluation rating to the more than 1,100
long-term care facilities in the State.

Manual documentation and processing of forms created severe limitations on
the quality and timeliness with which procedures could be accomplished. Time-
consuming documentation of the inspection forms from the field, letters to non-
complying facilities, and patient medical review memos to the Department of
Public Aid, were some of the complexities which paralyzed central office opera-
tions. Manual operation and reporting led to illegible inspection and review
findings in many instances. The various types of reports and documents had to be
kept in manual files and resulted in tedious and incorrect filing procedures. It is
not difficult to understand why there was almost a total lack of accessible data
for timely retrieval and evaluation.

It became painfully evident that a valid, precise, and real-time information
system was the necessary element of any regulatory procedure. It was also obvi-
ous that there was an inability to gather pertinent ownership data. Information
was not available concerning ownership of whole or part interest in multiple
facilities. This is extremely important in determining conflict of interest as well
as prosecution of individuals not in compliance with State law. In addition,
there was a lack of complete and updated staffing information of nursing homes.
The individual’s license status, training, present and past positions, and current
responsibilities, as well as the staffing patterns of nursing home personnel, was
unknown.
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Incomplete construction data prohibited detailed checks against minimum
standards and nullified any planning for the future needs of nursing home beds
in Illinois. To make matters worse, the State was unable to identify the exact
numbers and location of State-supported or aided patients in long-term care
facilities. Succinetly stated, the State had an embarrassing minimal statistical
capability. This capability is extremely important to any meaningful reform,
since the gathering of cost data is crucial for future placement of patients and
subsequent rate negotiations with the providers of care.

As if these elements were not difficult enough to deal with, the uncoordinated
relationships of the involved State agencies added significantly to the problems.
The redundant activities of State agencies, specifically the Departments of
Public Health, Public Aid, Mental Health, and Registration and Education, lead
to a number of obvious deficiencies. There were multiple unusable data process-
ing files for patients and facilities kept by each department. The lack of coordina-
tion and inefficient use of agency personnel was widespread and defended. The
duplication of forms and procedures used to evaluate the need for care was not
only ineffectual, but contributed significantly to situations in which patients
received less than optimal care.

The medical review program, which was created to insure quality control of
care provided to the patients in long-term care facilities, was sorely inadequate.
In many instances, the evaluation of the care required for patients showed time
lags of from three to nine months between the initial Public Aid evaluation and
the completed Public Health medical review. This medical review was accom-
plished by nurses, and only infrequently were physicians utilized. This occurred
even though physician visits were required in cases where patients were trans-
ferred from one level of care to another; e.g., skilled to intermediate care.
Finally, whenever discrepancies occurred between the care provided and the level
of reimbursement, there was a lack of any formal procedure to make meaningful
and rapid corrections. .

NEW APPROACHES TO REGULATIONS AND REVIEW

When the Illinois Department of Public Health began to investigate means of
improving the regulation and medical review of nursing homes, the many diffi-
culties and limitations described were too obvious to be ignored. Of course, addi-
tional inspection personnel and more stringent enforcement of standards were
necessary ;: but these alone would not substantially improve either the compila-
tion and retrieval of information or the regulatory and review activities.

It was decided that a flexible fully-automated system, would be required to
accomplish the reform. The system to be utilized had to be capable of storing
and analyzing inspection findings, facility data, personnel data, ownership data,
and additionally process and issue licenses.

Although the project was primarily under the auspices of the Department of
Public Health, it required the total commitment of the other two State agencies
having responsibilities for patients in long-term care facilities. The Departments
of Public Aid and Mental Health interfaced in many areas such as; common
sources of patient and facility information, requirements for statistical analysis
and program planning, and availability of beds for proper patient placement.
The success of the project depended in large measure on the cooperation between

all involved agencies.
A DESCRIPTION OF THE AUTOMATED REGULATORY PROGRAM

Technical Aspects. Data processing for the project is accomplished at the
Illinois Data Center, Management Information Division of the Department of
Finance. An IBM 360/ Model 65 and a' 370/Model 155 are the computer equipment
utilized. The primary data management software system is the information Man-
agement System (IMS), Version II, an IBM Corporation program product. All
programs and procedures used are consistent with the State of Illinois’ Total
Health Information System.(5) The software package provides an easy method
for the construction and management of the facility and patient data bases. It
easily accommodates hierarchical data structures, on-line and batch processing.

Optical scanning techniques provided the most efficient and rapid means for
the collection and inputting of data to the central files. The scanning is accom-
plished using the Input-3 scanner, produced by Recognition Equipment, Inc. The
Input-3 accepts both hand-printed numeric characters as well as a variety of
machine-printed alphanumeric characters.

62-264 0—72—pt. 17——7
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Although the present system is designed for batch system loading, it is antiei-
pated that on-line teleprocessing will be implemented during the second phase.
In addition, logical data dependencies between the facility and patient data bases
will be developed, fully utilizing the capabilities of Information Management
System II.

Centralization of the Data Base. The data bases for long-term care facilities
and patients required flexibility, and included the various data elements used by
all State agencies involved with nursing homes.

Facility Inspection. The objective in redesigning the present inspection pro-
cedure to be fully automated was to provide the Department of Public Health
with the mechanism to perform meaningful inspections during the year. A con-
cept of phased levels of inspection was required to meet that objective. A Phase I
inspection examines compliance with broad, generalized areas of standards for
facilities. The set of questions refers to specific divisions of the Long-Term Care
Facility.

Minimum Standards, Rules and Regulations.(6) These questions were chosen
as the key or representative condition which accurately reflect a segment of the
regulations. With the use of key questions, an inspector can survey rapidly and
complete a reasonably accurate check of a facility without going into the time-
consuming details of the standards. This Phase I inspection, which is unan-
nounced, can be accomplished within one-half working day. The exam is, in fact,
a quality control procedure; and it is utilized widely in all fields of inspection
activities outside of health services.

The Phase II inspection, which is a fully detailed survey, covers all the State’s
standards for long-term care facilities. This survey additionally evaluates each
level of care; i.e., skilled, intermediate, and sheltered, applicable to the individual
facility. A complete Phase II inspection will always be done as part of the yearly
announced inspection prior to relicensure or for facilities requesting initial licen-
sure. There are two other types of Phase II inspections. A partial Phase II
inspection allows for survey of specific sections of the standards, and occurs
usually thirty days later, when there were deficiencies uncovered during the
Phase I or the Phase IT annual licensure inspection. A partial Phase II inspection
may also be conducted concurrently with a Phase I survey. This occurs when the
surveyor decides to make a detailed evaluation of a specific area of the standards
when the nursing home is in substantial noncompliance.

The scheduling of the various phases is done automatically by computer. Opti-
mal utilization of field personnel, with consideration of location and travel, will
allow for efficient activity in any monthly period. The schedule is produced each
month and is programmed to coordinate and analyze regional office staffing pat-
terns, workload, travel time, facility size, as well as many other factors. The
'scheduling procedure determines the intervals of surveys for each facility by
evaluating compliance during previous inspections. The length of time required
to complete a Phase II inspection, based on previous experience, is automatically
evaluated by the computer scheduler. The updated facility profile for each insti-
tution that is scheduled to undergo a survey is forwarded to the regional office.
In this manner, the surveyors are aware of previous survey findings and condi-
tions. This information is extremely important in accomplishing a meaningful
evaluation.

The facility data base contains the following information segments; (1)
facility identification, (2) inspection information, (3) medical reviews, (4)
ownership, (5) staffing, (6) construction, (7) enforcement, and (8) licensure.
The facility data base was created from data accumulated from the individual
facility records of the Public Health regional offices. As can be expected, the
preliminary information was incomplete ; but it provided a sufficient data base for
initial implementation of the program. Included in the initial base was data on
proposed facilities and those under construction. Permanent identification num-
bers were assigned to each facility to allow for unique storage and retrieval of
all data by the different departments. The resultant file became a single reference
source for all facility data. It was now in a usable form for planning, statistical
analysis, studies of bed utilization, determination of anticipated requirements
for beds and facilities in any particular service area, and finally, for implement-
ing meaningful regulatory procedures.

The patient data base contains complete identification of patients for which the
State is responsible. Included is a limited amount of data on private patients for
statistical analysis. The medical and evaluation data serves as the single source
of patient information for all agencies, and is utilized prior to any further
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evaluations. This is necessary in order to make a meaningful comparison between
the program evaluations of the fiscal agent, Public Aid, and the medical reviews
(quality control) .of Public Health nurses and physicians. The retrieval of a
specific patient record, the records of all patients within a specific facility or
in a specific geographic location, and comparative cost data for patients in
different facilities and regions, is now possible.

Collection and maintenance of the patient data is the responsibility of all the
involved State agencies. The result is a reduction in duplicated activities within
and across agencies, since only one patient record is updated with each entry
regardless of the agency entering data. With this method, patients within the
data processing files of both Public Aid and Mental Health were identified, elimi-
nating the inefficient redundancy that had occurred previously.

The facility inspection questionnaire required a completely new design. A
single, optical scanning form was needed for recording the surveyor’s evaluation.
The questionnaire itself had to be reusable and encompass, in an understandable
manner, all inspection phases and variations. The questions for inspection are
ring bound in a permanent booklet. The optical scanning form is inserted and
removed at the completion of the exam.

The Phase I questions are readily identified. All inspection questions are num-
bered sequentially to correspond to the special answer sheet. ‘Simultaneously, the
questions in the booklet are numbered with the eight-digit number that corre-
sponds to the specific condition in the Regulations. This standard number allows
for reference directly to the division, section, paragraph, and subparagraph under
evaluation.

The questions to be evaluated by the surveyor are terse, one or two line, key-
word statements. A dotted line on the question page extends from the question
to the location for the answer on the optical scanning answer form.

The answer form has columns with eight answer positions from top to bottom.
The pages of the permanent questionnaire booklet have been cut so that the
question pages diminish in size as they are turned. In this way, each succeeding
smaller page uncovers a new answer column. The procedure is repeated for lining
up questions with answers on each page.

At the bottom of the question page is the legal wording of each standard from
which the questions at the top were taken. The surveyor has direct access to the
written standards while he undertakes his inspection. This has proven to be a
significant help in training personnel and also affecting a more uniform interpre-
tation of regulations.

The optical scanning answer form has 270 positions for the recording of infor-
mation. Thinty are for identifying information of the facility and surveyor. The
remaining 240 are for the answers to the inspection questions. The answers can be
zero (0) to five (5) which allows for expressing the degree of compliance to each
question. Each number used has a specific meaning, with zero (0) denoting total
compliance with the standard (an absolute yes answer) ; one (1) and two (2)
representing qualified yes answers ; three (3) and four .(4) representing qualified
noncompliance ; and a five (5) indicating total noncompliance with the standards
(an absolute no answer). In this manner, surveyors are no longer limited to just
yes and no answers with some subjective comments. Numerical evaluation allows
for the judgment to be more objective. Meaningful comparisons as well as reliable
evaluation can now be made.

A rating of three, four, or five for any condition requires an additional terse
comment on an exit interview form used to inform the facility’s administrator.
This is done in order to give the administrator some immediate results of the
survey, and is followed at a later date with a more complete record of inspection
findings.

Thegcompleted optical scanning answer form is forwarded for scanning to the
-Department of Public Health’s Division of Data Processing. The facility inspec-
tion information both updates and adds to the data base. Each standard has an
assigned weighting factor which is multiplied by the degree of compliance re-
ported. An analysis and evaluation program then computes an overall rating for
the facility. In this way, the facility’'s rating reflects both the surveyor’s objec-
tive evaluation and the relative importance of that condition. After analysis, the
program is designed to automatically recommend, or deny, licensure for each
specific level of care in the facility. .

The computer automatically generates a memorandum to the facility. This
printout identifies all specific deficiencies. It also informs the administrator, de-
pending upon the degree of noncompliance and weighted importance of the areas
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involved, which situations must be corrected. Included is the specific time period
in which corrections must be made. After the period specified in the memoran-
dum has lapsed, a partial Phase II inspection will be scheduled by the computer
program. In addition, a plan and schedule for correction of deficiencies must be
submitted by the facility. Continuing deficiencies will be documented in detail
for the facility so that chronic problem areas, in themselves not serious enough
for loss of license, will be made evident.

) Medical Review. The Public Health medical review procedures represent qual-
ity control of the care provided for Public Aid patients within nursing homes.
The review is a Federal requirement for the evaluation of Medicaid patients
receiving skilled or intermediate I and II care. This must be accomplished at
least once annually for each patient. A Public Health nurse reviews the care
required by each Public Aid patient. This review also includes both the quality
and availability of services. In addition, a consulting physician will be required
to personally investigate a minimum of ten percent (10%) of Medicaid patients
within the facility.

Medical reviews are scheduled automatically as part of the same program used
to schedule facility inspections. These reviews, however, are scheduled every
three months. A list and description of patients for which the State purchases
care is provided to the Department of Public Health. A randomly selected number
of non-Public Aid patients are also included for review. The list includes all
patients to be reviewed in a specific month in’a particular facility. Ten percent
(10% ) -of the patients are automatically and randomly selected from the patient
data base to receive an on-site physician review. The list indicates all new
recipients for initial review as well as those not evaluated within the previous
ten months. . )

Rather than evaluate 1009 of the patients in a facility only once each year, a
sampling technique is utilized. Approximately 309% of the Public Aid patients
_ in each facility are reviewed every three months. In scheduling patients for re-
view, the computer program assumes that a nurse can do twenty medical reviews
during a normal working daiy, including travel time. -

Since four reviews are accomplished each year with 309 at each visit, all
Public Aid patients in a facility will be seen during the year. The scheduling
algorithm insures that different patients are scheduled during each quarterly
visit. This procedure allows for evaluation of programs at least four times a
yvear and overcomes the problems of doing a review of all patients each time.
Obviously, any facility not providing adequate care will be noted automatically ;
and the computer will call attention to the need for more thorough and immedi-
ate investigation by the Department of Public Add. ’

Accompanying the list of patients scheduled for review is the most recent copy
of the form containing only the detailed descriptive information on every Public
Aid patient. The Public Aid caseworker[s] evaluation is omitted to allow the
Public Health nurse to make an unbiased review. The form is designated as the
Illinois 184 and is indicative of the uniform approach for the three departments.
Mental Health and Public Aid patients in nursing homes are indistinguishable
except by special code designation. The nurse or physician evaluating the care
for the patient verifies and updates the medical portion of the form. At the same
time, an accurate and complete review of the need for care is undertaken.

The primary objective of these professionals is to identify the specific needs of
each patient and determine the degree to which these needs are met by the pro-
grams in the facility. Once this is accomplished, the validity of charges for pro-
grams provided by the facility is evaluated. This procedure insures that the
State receives for its patients the care that is purchased.

The medical review questionnaire closely resembles the facility inspection
questionnaire. The pages are also of diminishing size with the questions arranged
in the same manner as described for the facility inspection. In this question-
naire, the optical scanning answer sheet is actually the Illinois 184 evaluation
form.

Each question is fully amplified with special conditions and exceptions detailed
at the bottom of the page. As previously described, the questionnaire is per-
manent, with the answer form detachable. .

Completed answer forms are optically scanned with automatic insertion into
the patient data base. The Public Health evaluations are compared in the data
base with the evaluations prepared by the Public Aid caseworker prior to, or
immediately after, placement of the patient in the nursing home. A memorandum
is automatically generated listing any discrepancies uncovered between the case-.
worker’s evaluation and the medical review. All differences in levels of care
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between that evaluated by the caseworker and the Public Health review team
are separately documented. The computer generates the memorandum to notify
the Department of Public Aid of the need for appropriate action. Public Aid,
as the fiscal agent of the State, can then adjust any payment schedules as deemed
necessary.

Notification to Public Aid is generated by the computer within two weeks of
Public Health’s completed medical review. This significantly decreases the inter-
val between evaluation and review of patient care. Paperwork demands on the
nurses, physicians, and central administrative staff is greatly diminished.

An additional procedure, made possible by having a single source of patient
data for all State agencies, is a direct authorization and billing system. This
system allows for a marked improvement in the State’s ability to determine
patient eligibility and authorization of payment. It also provides an automated
procedure to reimburse the facilities for care provided to patients. These pro-
cedures have significant impact on controlling abuses of overpayment for Public
Aid patients in long-term care facilities. ) .

CONCLUSION

To more adequately assure the delivery of health and social services to pa-
tients in long-term care facilities, an automated facility regulatory and medi-
cal review system has been developed. The system accomplishes the monitoring
of the delivery of these services through a totally computerized evaluation and
review process. The system either reduces or, in some instances, completely
eliminates, the need for manual documentation and processing. It markedly
reduces the redundancy of operations among several State agencies. A mew
approach to the Federally required medical review program resulted in the
development of a single and complete source of both patient and facility .in-
formation. Since there will always be limited resources and personnel for reg-
ulation and review of nursing facilities, an automated, multiphased, computer-
ized process provides for considerably greater efficiencies. Using this system,
personnel are far more able to regulate care provided to the elderly in nursing
homes than has ever previously been accomplished.
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[ADDITIONAL INFORMATION SUBMITTED BY FLORENCE L. BLATZ,
SUBSEQUENT TO HEARING]

Mr. Chairman and members of the Sub-Committee: I would like to submit an
additional positive, working program from Illinois to be printed in the record.

The described program is being carried on at the Monmouth Nursing Home, a
28 bed proprietary facility in a town of 10,570 population in Mid-Western Illi-
nois. Mrs. Dorothy Morefield is Administrator.

This type program could be successful in other small communities if Federal
and State agencies and others would approve and Ttecognize facilities other
than only mon-proprietary. My real deep concern has been that when programs
for the aging are discussed they are mainly for larger cities or metropolitan
areas. The aging and long term disabled person in small communities are en-
titled to the same consideration.

The smaller community nursing homes have staffs qualified to offer several
services, such as training homeworkers, various home health services and meals
for the homebound. The latter is explained in the enclosed statement.
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As you will notice in the last paragraph of the statement, this project has
been so successful that it needs help to enlarge the project to better serve that
community.

The meals for homebound person is just one successful project that pro-
prietary nursing homes can carry on in many small communities to assist
people to stay in their own homes longer and without a doubt at a lower cost
than building more beds and facilities and placing people into a large group
care environment.

[Attachment.]

MoNMOUTH NURSING HOME

[Dorothy Morefield, Administrator]

For many years, the Monmouth Nursing Home has been aware of the nu-
tritional needs of the elderly. The inability or lack of interest in proper food
preparation leads to both mental and physical breakdown. We were also aware
of the fact that many people alone had lost contact with the outside world,
that many went for days at a time without anyone checking their physical
well being. Since we have always believed in community service, we hit upon
a two-fold idea—hot meals once a day and an automatic check on the re-
cipients.

The hot meal program is not new, but it is unique for a nursing home. But
why not? Certainly we understand diets and the nutritional needs of the
elderly as well as anyone.

Our first approach was to ask permission from the department of public
health. They were most receptive to the idea and gave a big boost in con-
tacts to make in setting up such a program. We spent a day in a nearby city
where there was such a program. Our state nurse accompanied us to visit with
the volunteer delivery service, with the two women who spearheaded the proj-
ect, through the food line at the hospital and a visit with the administrator of
the hospital. All of these people were most enthusiastic and of great assistance
to us. We came home determined to have such a service.

The next week, we were asked by the A.M.A. Auxilliary and the council of
churches if we knew of something they might help with. Here was our com-
munity involvement! The physicians cooperated by being most anxious to give
patient referral. Volunteer delivery service was undertaken by the council
of churches. Every church in Monmouth took one full month’s turn at delivering
meals, and a check was made to see if all was well.

Publie Aid considered this a fine boost for some of their people, and we had
their blessing.

We hit upon the idea of insulated ice chests for delivering the meals. These
keep the food hot and were light for easy handling. Food was served on at-
tractlive disposable dishes, and in no time at all we had more than we could
supply.

Our program was started in August of 1969. We have people who started with
us, and those who only need for a while to recuperate from a hospital stay.

We have outgrown the program because we are a small home, and we are
trying hard to find help from an institution in carrying on our fine project.
We have just skimmed the surface of what needs to be done, and this all takes
time. I am afraid we have become so money oriented that we have forgotten
the warmth of a helping hand.

ITEM 3. RANDOLPH HILLS NURSING HOME DAY CARE SCHEDULE OF
EVENTS—SUBMITTED BY HARVEY R. WERTLIEB, ADMINISTRATOR

Monday : Thursday :

10:30 Brunch. 10:30 Brunch.

12:30 Crafts workshop. 12:00 Bible class.

3:30 Dinner. 1:30 Activity hour (sing-a-longs,
Tuesday : movies, games).

10:30 Brunch. 3:30 Dinner.

12:00 Discussion group. Friday :

1:30 Bingo. 10:30 Brunch.

3:30 Dinner. 12:30 Crafts workshop.
Wednesday : 3:30 Dinner. :

10:30 Brunch.
12:30 Crafts workshop.
3:30 Dinner.

The present cost structure is listed below.
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DAY CARE—SCHEDULE

12 Noon—3 p.m.—3$6.00 per day; Monday-Friday, Arts & Crafts Workshop;
Tuesday—Wednesday—Thursday, Activities: 10 2a.m.-3 p.m.—including brunch,
$8; or 12 Noon-3 p.m.—including dinner, $8; or 9 or 10 a.m.-5 p.m.—includ-
ing brunch and dinner, $12.

(S days perweek 10-3 or 1-5_ _ . $60 per week)
(5 days per week 12-3_ _______ e $30 per week)

ITEM 4. STATEMENT ON INVOLVING' THE CONSUMER PRESENTED
BY MARSHALL N. HORSMAN, ADMINISTRATOR, BEAUMONT CON-
VALESCENT HOSPITAL, BEAUMONT, CALIF.

One of the most difficult problems facing the nursing home field is the in-
volvement of the consumer-to-be. With consumer groups assuming a vastly ex-
panded and very necessary importance nationally, nursing homes face an uphill
struggle in this area.

Again, I want to report on one area where progress is being made and where
lessons were learned that might be wvaluable in other areas. And again I am
referring to Los Angeles County and the Los Angeles County Council of Nursing
Home Association (LACCNHA).

For many years the various Association Chapters in Los Angeles County at-
tempted to contact senior citizens groups offering to send speakers to meetings
to amswer questions or discuss nursing homes, inviting groups to visit facilities
and even offering space in facilities for meetings. There wwere virtually zero
responses to all of these efforts. .

After discussion by both the Education Committee and the Board of Directors
of LACCNHA a decision was made to formally establish a Senior Citizens Ad-
visory Council. A date was set for a luncheon meeting and a very official in-
vitation was sent to executive staff members and presidents of the following
organizations: Department of Senior Citizens Affairs, County of Los Angeles;
The Mayor’s Advisory Committee for Senior Citizens, City of Los Angeles;
California League of Senior Citizens, Association of California Consumers and
several other organizations that provided services to the aged well.

At the first meeting virtually all those attending were staff members. Very
few elected officers came although the overall response by organization was
almost 1009%. It was in these preliminary discussions with staff that we were
able to learn the very deep psychological block the elderly well have to facing up
to becoming the elderly ill. The extent to which these fears go might be illus-
trated by the fact that one of the organizations which conducts monthly
trips had to cancel one scheduled for Death Valley for lack of registrations.

Since the imitial meeting, progress has been made. More elected representatives
are attending meetings. Discussions are being held on proposed national health
insurance plans, health maintenance organizations, H.R. 1 and other matters of
specific interest to the elderly. Visiting mursing homes has been de-emphasized
for the time being, but several picnics have been planned in parks near nursing
homes where patients from the mursing home who are able can join the senior
citizens on a social basis.

We recognize that these are just beginning but we anticipate the time when
professional nursing home administrators can share problems and policies with
this consumer section of our society.



ForxM Uskp To EVALUATE SERVICE TO PATIENTS, FORMER PATIENTS, OR RELATIVES
OF PATIENTS BY THE BEAUMONT ‘CONVALESCENT HOSPITAL

So that we may provide better service, would you take a few moments right
now to complete this brief questionnaire %

Tama _

and was a patient for about __ S,
(days) (weeks) (months)

How do we rate?
Excellent Good Average Fair Poor
(1) Nursing Care
(2) Food Service
(3) Housekeeping
(4) Business Office
(3) Your doctor

(leave blank if you wish)

Thank you very much,
MARSHALL N. HORSMAN,

Administrator.
“PLAYING THE ROLE OF THE PATIENT”

ONE APPROACH ToWARD REHABILITATION . . . By 'SENSITIZING ‘STAFF TO PATIENT
PROBLEMS

(By Marshall N. Horsman)

When a normally healthy individual becomes a patient, a number of psycho-
logical and emotional problems tend to enter the picture in addition to the physi-
cal complaint. These emotional problems can seriously impede the well being and
suceess of medical treatment given by the physician and nursing staff,

APPREHENSIVE PATIENTS

Many elderly patients entering a Nursing Home are extremely apprehensive,
confused and sometimes angry. They have been suffering from one or more dis-
eases probably for a considerable length of time, and no doubt have been in and
out of hospitals a number of times. Most of their life savings have already been
spent in a futile effort to regain their health, and now they must accept public
assistance to help with the cost of care. They have been separated from their
home, personal possessions, family pets, gardens, neighbors, relatives and other
loved ones, and possibly their spouse has already passed on to leave them alone.

GOLDEN YEARS?

During their active years, they may have been employed in a satisfying career
which brought meaning and fulfillment, and in leisure time, they would contem-
plate future retirement and the “golden vears” when they could travel and do all
the many things they wanted to do. But those dreams are all shattered and
broken now. Unless this person’has an unusual personality with a strong will to
live and a philosophy of life that cannot easily be shaken, the patient may enter
the Nursing Home with feelings of hopelessness, bitterness, distrust and rejec-
tion, unloved and unwanted. He may have a hearing loss, failing eyesight, false
teeth and a few personal items.
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NEEDLESS LOSS OF HOPE

As a patient in the acute hospital he probably saw his doctor nearly every day,
and with a large staff of R.N.’s and many types of life saving medical equipment,
he had some hope that something was being done for him and he would soon go
home. But now he is being transferred to a Nursing Home.

CONFUSED THOUGHTS

“Why am I going to-a Nursing Home ?” He becomes bewildered, and continues
to ponder . . . “Isn’t that where they send old people to die?” “I read where a
Nursing Home burned down and 20 patients couldn’t get out in time and died in
the flames.” “And it seems I've heard other stories of how they mistreat you,
and if you don’t obey them, they tie you up.” “Several years ago I visited a
neighbor in a small Nursing Home, and it was so depressing, and awful smelling
I couldn’t wait to get out of there.” “I must be a goner for sure.” “Why can’t 1
just go home and die.” These may be some of the confused thoughts going through
the patients mind.

PREPARATION VITAL

How important it is for the physician, nursing staff at the hospital and family
to prepare the patient for transfer by explaining that he still needs skilled nurs-
ing care, treatments, medication and rehabilitation that can best be given in a
modern Convalescent Hospital or Nursing Home, unlike the old nursing homes
of years ago.

Too often the patient feels his doctor has given him up, his family has their
own lives and are too busy to come see him, and now he is all alone with no one
to fight his battle for him but himself, and he is at the point of giving up.

COMPASSIONATE CARE

How important it is that the progressive convalescent hospital or nursing home
have an educated and highly motivated administrator with compassion who has
carefully chosen and trained each staff member, so .that every patient will be
greeted with a friendly, reassuring smile and words of encouragement, followed
with professional care that the patient needs.

NEEDS FULFILLED

Every need of the patient must be considered. His clothes and personal articles
must be carefully put away, valuables taken to the office for safekeeping. The
cook should visit him and discuss his likes and dislikes within the diet the doctor
orders.

VOLUNTARY ‘PATIENTS”

In an effort to get closer to a solution to these problems, a plan was started
at Beaumont Convalescent Hospital whereby each staff member would vol-
untarily become a patient for 24 hours. Three members of the nursing staff were
chosen to be the control team to plan and schedule the role playing project.
- As vacant beds were available, a staff member would volunteer to be admitted.
Prior to admission the control team would work up a fictitious diagnosis, and
develop a nursing care plan.

ADMITTING DAY

On admitting day, the new “patient” would arrive by car and be brought
in by wheel chair to her room. She would be helped into the usual gown, which
is open in the back and then be put to bed. She would be greeted by the admin-
istrator and the director of nurses and introductions would be made to others
in the room. She would then be made comfortable, and the ward clerk filled out
the admitting forms and started a chart.

The nursing care plan was reviewed by the charge nurse and baths scheduled,
medications (placebos and sterile water used in place of real medicine), treat-
ments, physical therapy, diet, ete.

EVALUATION FORMS

Each “patient” was provided an evaluation form which was devised by the
control team, consisting of six pages of questions, covering areas of admission,
physical environment, food service, personal care, housekeeping, and a sum-
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mary of the reactions of the nurse who had become a patient for a day. These
evaluation forms, when completed, were then analyzed and discussed by the
control team, information tabulated and reviewed by the administrator and
director of nurses, and results discussed freely at staff meetings. The end result
was a much more sensitized staff, alert to the problems of the patient, because
they have been patients themselves and have observed the manner in which care
is given . . . having seen the sights, the sounds, the smells, the attitudes of fellow
staff. He was shown how to use the button to call a nurse. Hospital rules were
explained, particularly those regarding smoking, visiting hours, etc. He was
oriented about the activity program, reading material, arts, crafts, movies,
bingo games, ete. If he wishes, friends and relatives are notified of his new
address. We attempted to .do everything possible to help the patient become
oriented to his new surroundings, and take care of any personal unfinished
business. By helping to remove anxiety, and then provide a setting of friendly,
and efficient nursing care, we can get on with the job of rehabilitation. Of
course, the patient must have the will and the desire to get better, or we will
not see much success. '
HUMAN DIGNITY

An important aspect of care is the preservation of the patient’s pride, self-
esteem and privacy. How tragic when the patient is cared for by a calloused
nurse, insensitive to the fears, anxieties and loss of pride the patient may suffer.
Such a nurse may feel rushed when giving daily baths, and may not take the
extra care to see that privacy is protected during each step of the procedure.
The bath blanket may not completely surround him, the curtain may not be
pulled all the way, the door may have been left ajar. If the patient is unable
to get to the bathroom alone, he must rely on the nurse to help, or he may need
the bedpan. If the nurse is not alert to his light or his call, maybe he can hold
it for a few minutes, but what if a few minutes is prolonged and turns into end-
less tonture and he can’t hold it? What happens then ? Is the nurse compassionate
and apologetic when the soiled linen must be changed and the patient and bed
cleaned up, or is the nurse defensive and hostile toward the patient for “mess-
ing up the bed and causing me a lot of trouble”? Such a situation, if continued
unchecked, may very likely lead the patient to become frustrated and give up
and allow himself to become totally incontinent.

FORM USED IN THE EVALUATION OF ROLE PLAYING AS A PATIENT

Identify Your Role:

1. Were you strictly a bed patient? ______ Yes - ___ No

2. Were you allowed wheelchair privileges? ______ Yes ____ No

3. Were you restrained? ___.___ Yes . ____ No . short periods ______ chair
only ______ all the time.

Admission :

1. Was your temperature and blood pressure taken?___.__._____________________

2. Did the staff introduce themselves and help to make you feel comfortable?
3. Were they pleasant and helpful? _____________________TTTTTTTTTTTTTTTTT
4. Were you introduced to your roommates? ___._ . ______________________
5. Were you given a pitcher of fresh water and other items from the hospital
supply ? - _— e e
6. Were the hospital policies explained to you?
________ Meal time eeeee. T.V. Room
________ Dr.’s visits, frequency ——-——-—- Recreational Activities
______ Baths w—we———- Visiting hours

Physical Environment :

1. Was your bed comfortable? . e
2. Were your personal belongings handy and within reach? __________________
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Do you feel it was passed often enough? ______________ . _________________
How did you feel having side rails up at night? ___________________________

s Dxd you feel you were awakened too earl) in the mornmg’ ________________
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9. Were you checked during the day, evening, and night for a wet bed? ________
10. Were there any offensive odors noticed? ______ . __________________
11. Was the lighting sufficient for your needs? If not, please explain.

12. Were you at any time physically uncomfortable? ________________________
________ Temperature too hot
________ Temperature too cold
________ Clothing too restrictive
________ Bedding too tight
________ ‘Wit. of bedding too heavy
________ Diapers rough
________ Pillows too firm or too big

Food and Food Service:
1. Did you enjoy meals? If not, why? _____ . __

2. Were you given any food that you thought wasn’t fresh?
3. Was the food served hot? _____________________ T -
4. Were you prepared for mealtime—head of bed raised? . _______ . _____

__________________ Bedpan offered
__________________ Hamds washed if bedpan used
__________________ Tray convenient height on overbed table to enjoy
__________________ Assistance given if needed _________________ meat cut,
pancake prepared, beverage poured into cup, sugared if desired.

. Did any. kitchen personnel contact you to learn your likes and dislikes with

[

. Was it necessary for you to be fed? If so, howt did you enjoy the procedure?
Please comment
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9. Were the porhons large enough? Too large? ___

Personal Care:
1. Describe your bath in detadl. __ . ___ . _______ -

2. Was the aide gentle? _______ e
3. How did it feel to be pushed down the hallway undressed with only a sheet
around you?

4. Did the aide brush your teeth? ____. e
5. Did the aide brush your hair? ___._____ e~
6. How did the shower feel? Was the water too forceful? How was the tem-
perature? _______ o - -

7. 'Did you have any reaction to the hospital soap? _ o __
8. How did you react to male nurse aides coming into your room to do personal
things for you? __ . e

9. How did you feel about sharing a room and toilet with strangers? ________
10. Did you use your signal light? ________ Was it answered promptly? —_______

11. Were your nails cut if necessalry" ______________________________________
12. Were you offered a washeloth in the am.? . ___.___
13. If a man, were you shaved? __________ S,

If confined to a wheelchair:

1. Did you tire of the wheelchair? ______ ‘Where? Arms ______ Legs .o—___
Buttocks ______ Back —____.
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2. Was it difficult to let personnel know of your personal needs? __.____._______
3. Did you feel you were sometimes deserted when you needed help most? ____.

Housekeeping :

within a reasonable time? ___________________________ ___~_~ " " "
. How did you feel with your bedpan or urinal on your overbed table?
. Was the bathroom clean? Did it smell like urine or BMY . __
Were you willing to use the bathroom? Was it clean enough? _____.________
- Do you think the beds and night stands should be pulled out and moped
behind? How often? _____________________________ o
. Do you think the laundry is clean enough that is done at our own faeili-
ties?
Miscl:
1. What kind of bath did youbave? ____________________________________
2. Were you warm enough while you were being brought to and being bathed?

© PISO oo

3. Were you restrained? How did it feel? _____________________ "
__________ Wrist restraint __________ waist restraint
Werethey __________ tooloose __________ too tight?
- Did you wear a dressing? Was it changed often enough? ___________________
. Was care taken if you wore a cathator when you were turned and gotten
up?
6. Were you given physical therapy ? What was done?

[T

Summary:

Do you feel you are more sensitive to patients and patient needs having com-
pleted this role playing?

List suggested improvements in the following departments: Housekeeping.
Kitchen, and Nursing.

Special Procedures:

1. Whirlpool bath_______________________ - et
2. Levine tube__ - R
3. Suction —_—— e
4. Oxygen therapy..———________.___ — — -

5. Bitter medicine__
Evaluations of Activities and Recreation :




Rehabilitation Activities:

Any Additional 'Commex;t_s or Suggestions: __

ITEM 5. PREPARED STATEMENT OF STANLEY P. WILCOX, PRESIDENT,
CEDARS, INC., CHARLOTTESVILLE, VA.

The Towers—continuing ecare facility is a private tax-bearing institution
owned and operated by Central Virginia Health Facilities. A Virginia corporation,
the building divides into the following functional areas:

Towers—grd. : Pharmacy, medical records, laboratory.

Towers—1: Admissions—transportation, rehabilitation—speech & hearing,
rehabilitation—physical therapy, rehabilitation—occupational therapy, re-
habilitation—activities of daily living, patient dining area, gift shop,
beauty shop, chapel.

Towers—2 : Connection to medical offices, full diagnostic X-ray department,
18 private rooms—orthopedics, 24 semi-private beds—orthopedics.

Towers—3: 22 private rooms—internal medicine, 32 semi-private beds—in-
ternal medicine.

Towers—4: 22 private rooms—general admission, 32 semi-private beds—
general admission.

Towers—>5 : 30 Private studio rooms—physchiatry.

The posture of this new facility is one of a sub-acute general hospital which
does not conflict but supports the two acute hospitals in the city by supplying
complementing services at significantly less cost per day.

‘Central Virginia Health has an “affiliation agreement” with the University
of Virginia and formal “transfer agreement” with the Cedars-Arlington House,
the Cedars-Barracks Road and the Orange County Nursing Home.

B. Regional Medical Application

1. Magnitude of the problem to be resolved.

Congressional legislators and the Administration are talking to themselves
and the press about the crisis in health care, but where is the crisis? Acute hos-
pitals are doing well and expanding, so where is the crisis? Doctors are busier
than ever, so where is the crisis? The crisis is in the total cost of individual illness
to be met by the individual taxpayer. The crisis includes the premium dollars
the public must pay for third party protection or Medicare protection in a poorly
structured health delivery system.

When national health insurance comes, it will have to address itself to this
basic problem. Health organizations must re-orient their thinking to the delivery
of services in a suitable and matching environment * * * be it the home, super-
vised residential living or the ICU of an acute general hospital. “Services related
to environment” isthe problem that must be resolved.

We in Region 10 are fortunate in that we have many of the piece-parts required
to structure a comprehensive health plan. The Towers—CCF needs to be used
by the medical community if the cost per illness is to be controlled and if the
higher cost acute beds in the region are to be used effectively.

2. Services to be offered in support of other institutions

At the outset we must say that the Towers—CCF has been designed and
built specifically to be a support to the University of Virginia Hospital and in-
sofar as possible to be an integral part of the University’s medical center. This
however does not mean that proper use by either Blue Ridge Sanatorium or
Martha Jefferson Hospital physicians is not welcomed. As Blue Ridge developes
more and more toward an acute respiratory facility and Martha Jefferson
grows in acute services, continuing care support becomes more meaningful.

Direct supporting services for the above mentioned facilities of course means
on-going therapies including speech pathology and activities of daily living
therapy. Our hubbard tank unit will directly support orthopedics, neurologic
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and plastic surgery cases from any acute institution. Our renal dialysis unit
will afford advanced training in the mechanics and use of these machines for .
acute patients on their way to a home setting. A periphery service is trans-
portation, at no additional charge, between the CCF and other institutions
as the need arises.

3. Out-reach programs to the community

The delivery of health care to the community has gradually and finally taken
on a new look. The old European idea of the “infirmary’ and “lying-in-hospital”
is changing towards what can be done to keep the prospective patient out of
that hospital bed. Preventive type medicine to work must include established
institutions being interested in clinical out-patient services both to forestall a
direct patient admission and as a follow thru on post discharge cases.

Community involvement then is out-patient services in nature. Our X-ray unit
will service the out-patient clinic, the children and youth center and the clinical
demands of the orthopedic-orthotics center.

Both our laboratory and X-ray units will work with the new multi-phasic
screening service in the Towers Office Building. This service has a relationship
with business employment physicals, pre-admission physicals, ete. and appears
to be not only preventive in nature but predictive in nature.

4. Applications of regional training support

The continuing care facility is heavily involved and committed to the train-
ing needs in this region; in fact, the affiliation with the University of Virginia
revolves around the ability of the CCF to be a significant teaching experience
for both their medical students and students in the school of nursing. Resident
physicians with specialties in orthopedics, internal medicine, neurology and

neuro-surgery will be part of a rotating assignment plan affording the student
a 45 day experience in this type and level of care.

5. Consumer participation

Sensitivity to consumer needs and areas of concern can best be handled by
the envolvement of non-connected public spirited citizens whose level of under-
standing is adequate for objective evaluation. The patient and his needs are the
key to public acceptance. The ability of that patient to enter the health field at
various levels due to the availability of consumer oriented services should visibly
enhance consumer acceptance of this project. The hospital will have a seven
member “Towers Advisory Board” made up completely on non-medical and non-

- involved consumers whose recommendations to the corporate board will be of
first importance.

C. Scope of Operations
1. Sub-acute rehabilitative in-patient services

With our direct physical connection to the prosthetics and orthotics depart-
ments we have every reason to believe that our second floor will become the
orthopedic center for central and western Virginia.

On the third and fourth floors with our emphasis on stroke and arthritis and
our support for these diseases in speech, occupational therapy and the physical
therapies. These beds should be in effective use towards physical habilitation and
rehabilitation.

Our fifth floor will be entirely directed towards mental rehabilitation and the
community psychiatric therapies surrounding the mental restorative processes.

In summary, our services are broadly restorative but specifically applied thru
medical and para-medical evaluation and follow through.

2. Training for residents and nurses

As indicated in B—4 above, of nearly equal importance to the applied patient
rehab program is the development of significant training experience for residents
in these related specialties and as a training field for the University of Virginia
School of Nursing. This will not be designed to be training by observation but
training by doing * * * by being a part of evaluation teams, progress reviews
and bedside applications, our function does not directly include the administra-
tive development of these students but rather their detailed application of health
improvement techniques to the individual patient.

3. Clinical out-patient services

In various ways and to different degrees we will be involved with the preven-
tion and possibly the predication of disease, a multiphasic screening project in
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the connecting medical office building will use both our hospital laboratory and
X-ray departments.
Our therapy department will receive home based patients either post-discharge
or direct referrals.
The adjacent family clinic headquarters and children and youth center each
will require out-patient use of our in-house Lab and X-ray sections.
D. Summary
Our need and funection is clear and our proper position in Region 10 is clear:
1. Meaningful rehabilitative care
2. Significant cost control per illness
3. A learning experience for student nurses and resident physicians
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ITEM 6. THE UNIT DOSE SYSTEM, SUBMITTED BY KENNETH D.
RELYIEA, R.Ph.

TaIs UNIT Dose SYSTEM SAVES NURsSING TIME AND LABOR

(By Kenneth D. Relyea, R.Ph.)
[Reprinted from Modern Nursing Home, January 1970]

Six years ago, 1 walked into a mursing home for the first time to discuss
pharmacy service with its administrator, I knew very little about nursing
homes but immediately discovered the administrator knew something about
pharmacy—and he wasn’t happy, because he said he rarely saw a pharmacist.

He talked about the inordinate amount of time his nurses had to spend each
day preparing for medication rounds—time taken away from patient contact.
He showed me carton after carton of partially used patient prescriptions which
had to be disposed of because the medication had been discontinued. The fam-
ily’s money and yours and mine as taxpayers, was being wasted.

‘He showed me more than 500 bottles of medication at the mursing stations
from which the nursing staff had to select each patient’s daily doses, and said
he was concerned about the likelihood of drug error. The director of nursing
confirmed everything he said and added several observations of her own.

‘Qur investigation of nursing home medication records revealed that a single
patient frequently takes five or six different drugs, many of which are admin-
istered several times a day. Accordingly, in a 100 bed home, the nursing staff
must select the patient’s medication from as many as 500 or 600 different drug
bottles, then pour the individual dose into a dispensing container. At this
point, the drug’s identity is lost. Based on an average of eight doses per
patient per day, the nursing staff of a 100 bed home goes through this procedure
approximately 24,000 times in one month.

In addition to the substantial nursing time required for this duty and the
attendant likelihood of medication error, other factors have a direct bearing on
the efficient delivery of medication to the nursing home patient. Some of these
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factors are: (1) personnel turnover, (2) additions and subtractions from in-
ventory, (3) medication ordering procedure, (4) more than one supplier of
pharmacy service, (5) medication “shrinkage,” (6) overloaded storage facilities,
and (7) frequent interruption of the staff for other nursing duties.

The system we developed to remedy these problems is an adaptation of the
unit-dose packaging concept developed by large hospitals and pharmaceutical
companies. However, it expands on the concept by providing to the pharmacist
the capability for the systematic preparation of patient medications at the phar-
macy, and for safe and efficient transportation and delivery of the medica-
tions to the patient’s bedside.

The primary feature of this system is the daily preparation by the phar-
macist of the nurses’ medication trays according to instructions on the physi-
cian’s prescription. This procedure saves the daily mursing time required to
sort, count and pour medications, which can amount to five or more hours
per 100 patients per day.

The key element of the system is the patient profile card. One card is made
up for each patient; it contains all prescription information on every drug
the patient is receiving. It must be referred to every time a medication is or-
dered or stopped. This card provides the pharmacist with an immediate and
on-going recapitulation of each patient’s total medication regimen and makes
it possible for him to detect any physical or pharmacologic incompatibilities.

From the patient profile cards, distribution planning boards are prepared by
the pharmacist, on which he plots the patient locations in the home, the drug
names, and dosage times. Using the boards as a model, he prepares the nurses’
medication trays for a 24 hour period. The nursing trays—labeled by time and
including patient names—are prepared with drugs packaged in unit dose
. containers.

When all the patient medications for the 24 hour period are prepared, the
nursing trays are placed in a locked cabinet and delivered to the appropriate
nursing station. Then when the nurse is ready to distribute medications, she
simply unlocks the cabinet, removes the prepared trays, inserts her medication
cards in each tray (thereby double-checking the pharmacist’s work), and pro-
ceeds to the patients. The confusing and time-consuming task of handling drugs
at the nursing stations is eliminated.

At the bedside, the unit dose container is removed from the medication tray,
the identification label is peeled off, and the drug is administered to the patient
directly from the cup. The medication need not be touched; moreover, positive
identification of the drug is maintained until it is consumed. The same procedure
is repeated for the next dosage period.

When each day’s filled cabinet is delivered to the nursing station, the empty
cabinet from the previous day is returned to the pharmacy for reservicing. The
pharmacist has 24 hours to prepare all the medications required, so his work load
is regulated on a daily basis. In order for the system to work efficiently, however,
at least 90 per cent of the pharmacy services must be provided by one supplier.

ITEM 7. PREPARED STATEMENT OF PAUL DE PREAUX, PRESIDENT,
CONNECTICUT ASSOCIATION OF NON-PROFIT HOMES FOR THE
AGING:; ADMINISTRATOR, AVERY CONVALESCENT CENTER, HART-

FORD, CONN.

We propose that three or four universities or colleges with an active geronto-
logical department be selected to participate in a pilot program of the “Village
Concept” of care.

These pilot programs could be funded by the Department of Health, Education,
and Welfare, since it involves not only comprehensive care of older persons,. but
additionally would serve as a base for research and training in the important
academic area of social gerontology. However, interested foundations, institu-
tions or corporations especially equipped and adequately financed could conduct
this program for the benefit of each area of the country.

The “Village Concept” referred to should be composed of the following :

1. Apartments—100:
Completely independent living for those still able to care for themselves.
2. Congregate Living—100:
Hotel-type living for those who no longer can or wish to cook or keep
house for themselves or who do not wish to live alone.
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3. Intermediate Care Facilities—100:

For those persons who are semi-independent and require nursing super-
vision or surveillance beyond Visiting Nurse care.

4. Nursing Home-—Convalescent Hospital—120:

Intensive nursing care unit for those requiring 24 hour nursing care with
emphasis on rehabilitation of the individual.

5. Campus Community Center : :
This is the area of administration and community involvement. It should
be staffed with administrators, social workers, dieticians, doctors, dentists,
physical therapists, recreational directors, occupational therapists and all
other para-medical personnel who would serve the other four facilities
and older persons in the adjacent community.

This concept is based on the “total care” of the resident or patient and the
“Village” would be a two-way street of concern. The pilot programs could prove
that age is not an insurmountable obstacle to rehabilitation and that the older
persons could move inboth directions.

The entire “Village” could be utilized in this setting as a training and research
center. The various units of the “Village” would provide a site for a coordinated
program in research and training in gerontology. Existing colleges, schools, and
academic departments would be able to augment their specialized educational
research interests as indicated below :

Academic unit Educational activity

Psychology o __. Research, clinical experience, and graduate
training.

Sociology - ____ Research and graduate program in ‘Social
Gerontology.

Social Work__________________ Practicam and case work experience.

Nursing. . Clinical experience and degree work in Nurs-
ing Home Administration.

Home Economics....—_——_____ Research and training in Housing, Foods,
‘Clothing, Institutional Administration and
Dietetics.

Physical Therapy- - ___. Training, internships, and field experience.

Recreation_ . ________.__ Experimental programming, training, intern-
ship.

Business Administration_______ Degree programs in Long Term Care Adminis-

‘ tration and Housing Administration.
Continuing Education_________. Non-credit courses for elderly residents plus

training for all campus professionals in
Gerontological Specialties.

Medicine_ o Clinical experience.

Dentistry ... __________ Clinical experience.

Life Sciences and Biology______ Specialized research.

Hospital Administration.______ Training, internships, and field experience.

Greater emphasis could be placed on preventive medicine. Determinations could
be made as to the actual extent of preventive health care services necessary to
maintain the older person rather than expending so much funds on curative serv-
ices. It is estimated at the present time :that less than $2.00 is spent per capita
on preventive medicine whereas almost $135.00 is expended on curative medi-
cine. This gap must be closed since recent studies have indicated that preventive
medicine can cut hospital residence time from 259 to 50%.

It is believed that this program could assist the Federal Government in many
areas of care for older persons: standards; knowledge of medical, social, psy-
chiatrie, religious, nutritional needs, ete.

In addition to the care of older persons, one other area might be explored. Stu-
dents often do not wish to speak with members of the “Establishment” but they
consider the older, retired persons the opposite end of the spectrum. They feel
that they are also disenfranchised by the “Establishment”. If a meaningful dia-
logue could be engendered between these two groups, it could have many excellent
effects : on the one hand the maturity, wisdom, and experience of the elders and
on the other the youthful, exuberant idealism of the young. What greater need
have we today than communication?

This could be an immeasurable bonus of the concept, especially if some of the
older persons began to take advantage of the opportunity to attend noncredit
courses and mixed intellectually with the young.

62-264 0—72—pt. 17-——38
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. l:iife _suppor«f:ive services should be provided when needed to assist older persons
living independently in the community, however, this can be done most efficiently
from the “Village”.

In many discussions with older persons over the past few years, we have dis-
covered many unanswered needs, not the least of which is housing. The vast
majority of persons with whom we've spoken have endorsed the “Village” con-
cept. They realize that often “housing” is considered “apartments” and “apart-
ments” are really only one facet of the total need.

The older persons and we believe that the “Village” is the most feasible,
utilitarian and logical answer to this multiplicity of needs engendered by the
ever-increasing numbers of older persons. It has basis in action, for many of the
Scandinavian countries have utilized similar facilities for years and have proven
its efficacy.

Present governmental housing programs delineate various structures to answer
separate premises of physical need. It is now time that the multiplicity of needs
be combined and attacked collectively in the “Village.” There must be a consolida-
tion and coordination of planning to adequately effectuate the answering of the
needs of the whole man—physical, social, medical, psychological and mental. We
believe further that the primary requisite of the Village is that it be under one’
administration and in one locality. This imparts a permanence of residence to
the older person for no longer would he be moved from town to town and environ-
ment to environment to obtain the type of care appropriate to his physical capa-
bilities. Except for admission to a general hospital he never need leave his home
and friends for totality of service is inherent to the Village. It would provide the
residents with all the care and services required as a need arises. Further, it
would retain the human element, the one item which is now missing from federal
programs for the older person has become a statistic to be moved willy, nilly to
fulfill utilization review blocks.

This “Village” concept is predicated on the knowledge that there are five areas
of need involved in the care of older persons.

1. Apartments:
‘Completely independent living for those still able to care for themselves.

2. Congregate living:
Hotel-type living for those who no longer can or wish to cook or keep
house for themselves or who do not 'wish to live alone.

3. Intermediate Care Facilities:
For those persons who are semi-dependent and require nursing super-
vision or surveillance beyond Visiting Nurse care.

4. Nursing Home—Convalescent Hospital :
Intensive nursing care unit for those requiring 24 hour nursing care with
emphasis on rehabilitation of the individual.

5. Village Center:
This is the area of administration, ancillary services and community in-
volvement. It should be staffed with administrators, dieticians, social
workers, doctors, dentists, physical therapists, occupational therapists and
other para-medical personnel who would serve, not only ithe residents in
the “Village” but older persons in the adjacent community.

One of its primary functions should be the clinic approach to preventive medi-
cine for both village and community residents. One of the greatest faults at
present, is the lack of a comprehensive preventive health care delivery system.

Further, it must be the area of community involvement, in fact the hub of the
wheel which reaches out to all older persons in the immediate geographical locale.
It is also imperative that younger members of the community become involved
in the life of the “Village”, otherwise it can become an “isolation area”. If it
becomes this, then it becomes an island of care in a community that doesn’t care.

We can foresee no reason why government, under present programs, cannot
endorse and support this concept.

Grants could be made on a 50-50 or 75-25 basis for construction of such
“Villages” to non-profit organizations and FHA insured mortgages should be
made available to proprietary groups for construction of same. We believe
government should stand clear of construction itself. It should set the stand-
ards, but allow the local organizations to plan and construct the “Village”
itself. One of the attractive features of the Village is that it need not be
large. In fact, it should be of the size and style of the community it serves but
should be expandable in case needs increase.

However, each must be a complete entity in itself for only in this way can we
truly serve the total needs of the older persons and return to them the dignity
and individuality which is their right.
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The most devasting indictments I have ever encountered re: this unintentional
dehumanization of the individual was in Washington, D.C.

I was asked by an administrator while visiting a nursing home to converse
with an aged lady who was described to me as a “hermit.” She refused to leave
her room, make friends or engage in the recreational or religious activities
available. After speaking with her awhile and after the usual conversation,
I asked her why she never left her room or tried to make “friends”. Her answer
was an indictment of an entire program of care for the elderly. She said, “Son,
when I get better, they will have to transfer me to another home. I'm now 84
years old and I'm too old to lose any more friends. I couldn’t stand it.”

If any statement pleads more for the “Village” concept of care than this,
I know it not!

CONGREGATE
APARTMENTS LIVING
VILLAGE
CENTER
REST HOME | NURSING
WITH NURSING SUPERVISION HOM E
1 APARTMENTS .

COMPLETELY INDEPENDENT LIVING FOR THOSE STILL
ABLE TO CARE FOR THEMSELVES.

2 CONGREGATE LIVING_
HOTEL TYPE LIVING FOR THOSE WHO NO LONGER CAN
OR WISH TO COOK OR KEEP HOUSE FOR THEMSELVES
OR WHO DO NOT WISH TO LIVE ALONE.

3 INTERMEDIATE CARE FACILITIES
FOR THOSE PERSONS WHO ARE SEMI-DEPENDENT
AND REQUIRE NURSING SUPERVISION OR
SURVEILLANCE BEYOND VISITING NURSE CARE.

4 NURSING HOMES . CONVALESCENT HOSPITALS-
INTENSIVE NURSING CARE UNITS FOR THOSE REQUIRING
24HOUR NURSING CARE WITH EMPHASIS ON
REHABILITATION OF THE INDIVIDUAL.
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VILLAGE CENTER _—

THE AREA OF COMMUNITY INVOLVEMENT AND
SERVICE. THE INVOLVEMENT OF THE COMMUNITY
WITH THE LIFE IN THE VILLAGE AND THE
RECIPROCAL INVOLVEMENT OF THE VILLAGE IN
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PROGRAM.
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Appendix 2
LETTERS FROM INDIVIDUALS AND ORGANIZATIONS

ITEM 1. LETTER AND ENCLOSURE FROM J. RAYMOND GLADUE,
M.D., PRESIDENT ELECT, AMERICAN SOCIETY OF PHYSICIANS
IN CHRONIC DISEASE FACILITIES

SEPTEMBER 16, 1971.

DEAR SENATOR CHURCH : It is common knowledge that you are a strong advo-
cate for better health care of our citizens and especially for improved care of
our disabled aging citizen. We are enclosing two documents which advocate
certain improvements in Medical Care administration in our chronic disease
facilities. Our Society feels that adoption of these proposals will strongly improve
this medical care. We hope this information will be of help to you and of course
we welcome your help on these proposals.

Sincerely, .
J. R. GLAaDUE, M.D.

[Enclosure.].
RECOMMENDED MEDICAL STANDARDS FOR ‘SKILLED NURSING HOMES

The Medical Standards recommended here were initially developed by the
American Association of Nursing Home Physicians and the Maryland Associa-
tion of Physicians of Chronic Disease Facilities. They have been selected from
the Conditions for Participation in Extended Care Facilities; Regulations for
Licensure of Skilled Nursing Homes in Maryland; and from the Standard for
Accreditation of Skilled Nursing Homes and Extended Care Facilities by the
Joint Commission on Accreditation of Hospitals. It is an attempt by the Medi-
cal profession to provide some guidance to other physicians in the field of skilled
nursing homes through the development of minimal standards of care. Obviously
as ‘the trends in medical care change, there need to be some deletions, additions
and possible rephrasing of the standards. It is with this in mind that the fol-
lowing standards have been developed.

1. Medical director and medical staffs.

(a) Bach Extended Care Facility, Nursing Home, or related facility shall
have a Medical Director who will be responsible for the development and im-
plementation of the medical care policies of the facility. His duties and respon-
sibilities are defined elsewhere.

(b) Whenever possible there should be a formal medical staff with by-laws
and rules and regulations.

(¢) Patients should have the right to be cared for by the physician of their
choice.

(d) Al physicians caring for the patients in the facility should be advised
of the medical policies of the facility.

2, Admission of patients.

(a) Every patient admitted to the facility must have a primary attending
physician responsible for the general medical care who has agreed to care for
the patient from the time of admission. .

(b) No patient should be admitted to the facility without adequate infor-
mation, including current medical and mursing care, being submitted to the
facility prior to or at the time of admission.

(¢) If there is any doubt concerning the admission of a particular patient,
then the pre-admission information should be reviewed by the Administrator,
Medical Director, and the Director of Nurses. No patient should be refused
admission for medical reasons svithout prior discussion with the referring
physician.

(1869)
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(d) Every patient must be certified by his attending physician prior to admis-
sion as being free from active tuberculosis or mental disease warranting care in
a mental institution.

(e) There should be a written list of the types of medical conditions that
cannot be admitted to the facility.

3. Patient records.

(a) Each patient must have a history, including present illness, past history,
1l;eview of systems and a physical examination recorded on the chart within 48

ours.

A hospital discharge summary containing the above information, or a history
and physical done within one week prior to admission, if done by primary attend-
ing physician may be used.

(b) Upon the admission of the patient, his primary attending physician will
become responsible for the evaluation of the patient’s immediate and long-term
needs. Based on this evaluation, the physician must prescribe the regimen of
medical care which will cover medications, treatments, restorative services, diet,
special procedures, and plans for the patient's continuing care.

(c) Each patient should have a chest X-ray within 90 days prior to or as soon
as possible after admission. A complete blood count and urinalysis must be done
on admission. A Fasting or Post Prandial Blood Sugar, Blood Urea Nitrogen and
Electrocardiogram are strongly recommended.

(d) Patients should have a comprehensive re-evaluation including a physical
examination and suitable laboratory studies at least once a year and more fre-
quently if necessary. ’

4. Frequency of visits.

(a) Patients should be seen as frequently as deemed necessary by the primary
attending physician, with suitable progress notes recorded on their charts at the
time of each visit. All patients should be seen by the attending physician at least
once a month.

5. Medical orders.

(a) All orders must be renewed in writing every 30 days.

(b) All telephone orders must be countersigned by the physician within 48
hours.

(c) Policies regarding stop orders should be developed by the medical staff.

(d) If a drug formulary is developed and adopted by the facility, the private
physicians are urged to use it.

6. Utilization review.

(a) All medical records become the responsibility of the facility and may be
reviewed by the Medical Director, Medical Staff or Utilization Review Com-
mittee. :

(b) Patients’ records will be reviewed by the Utilization Review Committee
with the frequency prescribed by law unless otherwise specified by the Com-
mittee. All records and recommendations of the Review Committee should comply
with the policies outlined in the Utilization Review policies of the facility.

(¢c) When a patient is scheduled for Utilization Review, the primary attend-
ing physician will be advised of the impending review.

7. Ancillary medical services. Private physicians are urged to utilize the an-
cillary services in the care of their patients, such as physical therapy, occupa-
tional and speech therapy and podiatry care.

8. Medical emergencies.

(a) If, in the opinion of the nursing staff, a patient is in need of immediate
medical attention and the private physician cannot be contacted, or fails to
comply with the request, the Medical Director or his designate is to be contacted.

(b) There should be a specific routine to follow in case of medical emer-
gencies ; including communicable disease outbreaks.

(c) There should be a specific policy for the transfer of patients to a hospital
in emergencies. A copy of the transfer form must accompany the patient to the
hospital.

(d) If, in the opinion of the Medical Director, in consultation with the Admin-
istrator and the Director of Nurses, a patient should be removed from the Home
because of behavior, repeated failure to abide by the regulations, or because of
a medical emergency, the primary attending physician should be requested to
remove the patient from the facility.

9. Suspension of privileges.

(a) Physicians who fail to comply with the medical policies should be advised
in writing of their delinquency.

(b) When Physicians fail to comply with the facility’s Medical Policies, the
Medical Director or his designate should assume the patient’s care.
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10. Diets. Therapeutic diets must be prescribed within the limitations of the
diet manual recommended by the State Licensing Body, or as determined by the
individual institution if it incorporates the recommendations of the State. A
licensed dietitian should review special diets at least once a month.

11. Inhalation therapy. Intermittent positive pressure therapy will be admin-
istered to patients only upon the written order of the physician. It may only be
administered by a nurse trained in the use of the apparatus, or by an oxygen
therapist. Patients who have demonstrated their competency in the use of the
apparatus may administer their own therapy.

12. Review. (a) There should be periodic check of patients’ records to ascer-
tain compliance with the medical policies.

(b) The Medical Director, or the medical staff should meet with the Admin-
istration and the Director of Nurses regularly to review problems in patient care
or medical policies.

13. Drug policies. There should be definite written drug policies which are
reviewed periodically by the pharmacy committee.

We wish to direct your attention to an HEW document (Part B Intermediary
Letter No. 70-32 dated Nov. 1970) which encourages—nay, prescribes—a level of
medical care for our aged Medicare beneficiaries which we feel is not only inade-
quate but also exceedingly callous. Whether this directive is the result of ig-
norance, indifference or insensitivity to the problems and needs of this already
neglected segment of our population we do not know. We do not feel, however,
that present or prospective patients in nursing homes—or the families who
must reluctantly send their loved ones to such homes—would be encouraged or
comforted by reading this document. ’ '

In an apparent move to lower costs of the financially burdened Medicare Pro-
gram and under the guise of eliminating abuses, the Bureau of Health has arbi-
trarily limited physicians’ visits to the aged Part B beneficiary in nursing homes
to one per month. The reasons given for this regulation are:

1. “The non-acute nature of their illnesses seems to warrant observation of
the patients by their physicians at infrequent intervals to observe their patients’
conditions and their response to supportive measures, and to make necessary
changes in their standing orders.”

2. “We have been informed by our medical consultants that nursing home pa-
tients usually require physician visits only at relatively infrequent intervals.
This was borne out by a recent survey we made of all carriers, which indicated
that a majority of the carriers currently limit Medicare reimbursement to one or
two physician visits a month to patients with non-acute illnesses.”

May we state our reaction to the two “reasons” listed above? The letter
refers to the non-acute nature of the illness as warranting infrequent physician’s
observation—to say the least, an unthinking, uninformed and very negative
attitude. Instead, the Bureau of Health Insurance (Medicare) should know
that chronically ill aged patients are less resistant to all forms of stress,
physical, psychological and emotional, and that therapy must be brought to
bear quickly to prevent irreparable damage and/or death. Studies show that
morbidity and mortality are favorably affected by frequency of physicians’
visits. Are you aware that, from a physical standpoint, the bedridden or
physically inactive chronically ill patient (who needn’t even be old, but ad-
vanced age certainly doesn’t help!) is always subject to, and must therefore
be constantly watched for, a number of conditions :

1. Heightened susceptibility to illness of any type, epidemic or otherwise,
and the fact that even a minor cold or virus caught from an attendant or
visitor could quickly and easily escalate into a major or fatal disease unless
promptly noted and treated.

2. Kidney diseases or other urinary difficulties.

3. Bed sores, skin irritations, ete.

4. Cardiac failure and irregularities of rhythm must be recognized early
and treated promptly.

5. Bowel difficulties which, unless watched and corrected, are far from minor
problems to the patient.

6. Dietary deficiencies which may be brought about by the patient’s con-
dition or because he, even though offered a proper diet, may for various reasons
net eat as he should. Diseases of teeth and gums are often implicated.

7. Changes which may occur in the effectiveness of medication, even though
it may have been given over a long period of time without apparent difficulties.
Such changes could be the result of changes in the patient’s condition or of the
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fact that sometimes (many examples come to mind) effects are cumulative and
difficulties take months or years to become apparent. Many medications are
still too new to assume that everything is known about them.

8. Changes in brain function, very common and resulting in confusion, dis-
orientation and depression and/or agitation. These conditions can be treated
effectively by the physician with the use of understanding, psychotherapy, and
psycho-active drugs.

9. Deterioration of vision and hearing. The physician must be alert to changes
which can affect the patient’s ability to communicate. Most are correctable or
can be helped.

In addition to the physical factor, emotional and psychological elements most
patients in nursing homes are apt to be lonely, depressed, feeling neglected
and unwanted. Emotional health has great bearing on physical health—one
visit a month from their doctor is not likely to adequately take care of either
need! As to the psychological aspect: Is not the most commonly expressed
feeling of anyone entering a nursing home (and to those who hear someone has
entered one) the idea that he has been “sent there to die”? Doesn’t the directive
we're discussing express the same attitude? Is this how we really intend to
upgrade care in our nursing homes, and to make less despairing the lives of
our elderly? Is there less suffering involved in a non-acute chronic illness than
in one which is acute but curable? Cannot this suffering be somewhat allevi-
ated—physically, emotionally, psychologically—by the attention, concern and
care of a physician free to use his own discretion as to the number of visits
needed based on his knowledge of the patient, his condition and its possibilities?
And isn’t such alleviation a worthwhile goal? How stand our national priorities
on such matters?

You state that the policy of limiting visits is supported by your medical
consultants and the experience of carriers. Since when has good medical care
been determined by carriers’ authority? And on what knowledge and qualifica-
tions is this authority based? We’d also like to ask the identity of the medical
consultants you quote. It is well known that the quality of nursing home care
is inadequate and has been cited as a national disgrace. There are, at the pres-
ent time, very few physicians who are aware of nursing home needs. We know
of none who could be convinced that the quality of care can be improved by an
arbitrary limitation of visits on the assumption that the patients are old and
incurable and therefore need little attention. Improved ? Could the present inade-
quate care do anything but deteriorate under such conditions?

Medicare should support quality medical care for the aged, whether the ill-
ness be acute or chronie, and should reimburse a physician provider only for
medically necessary services. A medically necessary visit to a patient would be
a meaningful visit—one which would, of course, mean not only contact with the
patient but also a progress mote indicating the reason and results of the visit.
We feel, however, that the judgment as to the medical necessity of the visit
should be left to qualified persons.

The burden of proof that a visit is not necessary should rest with the inter-
mediary. Verification is simple through examination of the records on a sample
basis or more frequently when felt warranted. In view of the reasons listed ear-
lier, we feel that the physician should not be arbitrarily required to substantiate
all visits over one per patient per month. We feel that this directive is unreason-
able, and could only result in further deterioration of institutional care for the
aged.

Many other objections and arguments could be raised concerning the directive
in question, but the erux of the matter is this: We object strongly to the tone
of and the apparent line of reasoning behind the entire document. All arguments
seem to be based on the fact that the people in nursing homes are old and incur-
able and therefore unimportant, that no effort should be made in their behalf,
only minimal attention given them. We, however, cannot look upon them as “non-
returnables” or “throw-aways” and therefore ready to be discarded. You consider
visits to nursing homes always as less important and probably less necessary
than office visits, house calls, hospital visits. Is this really a well-thought-out at-
titude? Can a house call to a home where the patient is surrounded and cared for
by loved ones, a 15 or 20-minute visit to a doctor’s office, a quick “hello, how are
you feeling today?’ in a hospital mean as much to a patient who will recover
and rejoin his family and friends, or be considered more meaningful or helpful
to the acute patient, than the feeling the nursing home patient gets from knowing
that there will be someone in to listen to and care about his complaints, do some-
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thing for his sore back or other problems? Nursing home patients, you know,
aren’t surrounded by loved ones, usnally only by too few over-worked under-
trained personnel who haven’t the time for routine duties, much less for profes-
sional observation of the patients’ conditions. And they haven’t the hope of going
home again, nor much hope of anything else. Visitors are usually scarce, and ex-
ceedingly welcome, but a visit from the physician is among the most welcome
of all because he can bring relief and hope and comfort, scarce commodities in
most nursing homes today.

Can a policy of one visit per nursing home patient per month be justified? We
don’t think so. How about checking with the patients, or the families of the
patients, in the nursing home?

ITEM 2. LETTER FROM LILLIAN A. OLSON, M.D., AH-GWAH-CHING,
MINN.
Avucust 28, 1971.

DEAR SENATOR CHURCH : Since you are chairman of the Senate Committee on
Aging, I thought you might have an open mind to a program which I am sure
would give Nursing Home patients efficient but less expensive care.

1956-1961 I spent part of my work with the mentally ill aged at Ah-gwah-ching,
and full time 1966-1971. It seems to me we could have much better coverage with
good nursing care of each 24 hours if we would train women to become Geriatric
Practical Nurses (GPN). Once trained adequately, they could replace some of the
RNs and LPNs with lower salaries. The British train women as children’s
nurses with a shorter course. Why not GPNs?

The LPN does not need pediatrics or obstetrics here, only a little gynecology
and some male genito-urinary, enough surgery to do a sterile dressing, enough
orthopedics to handle a fresh fracture and later for rehabilitation of healed
fractured and paralyzed limbs.

The middle aged s’voman who finds she must or wants to go into a field where
she can earn her living usually shows herself open-minded and willing to learn.
Our Aides here include many with intelligence and potential which would have
been material for RN training if they were younger. RNs are needed as super-
visors in these homes. But it must be true in other homes as well as here, that
often an Aide is left on the floor to put up and distribute drugs without enough
training to be allowed to do this work by the Nursing Board rules, without
knowledge of indications and of side effects one might meet. Whoever is in
charge of a floor at any time ought to be cognizant of significant symptoms, able
to observe, check findings indicated, and report systematically to the supervisors
and doctor.

I would think large Geriatric Care facilities with a greater variety of disabili-
ties could be utilized for this training without going through a vocational school.
Vocational schools in this area have several times as many applicants for the
LPN openings as they can accept. So existing LPN schools (which seem to
graduate effective nurses) would not be able to train the number who are needed
for the many nursing homes. Most large homes must already have meeting rooms
where classes could be held. Some money for visual aides such as are shown for
LPN courses would be needed. LPN books also could be used plus special training
for geriatrics.

After the first few weeks of lectures, I understand LPN students work a 4 hour
morning shift daily. Although there would be some problems to give the student
a variety of types of cases, her work still would be an asset to the institution,
and like an apprenticeship in industry, she could be paid aide rates for the work
she did, helping her with her expenses—no scholarships needed.

Many middle aged women who may want this type of course have children in
higher education so they would not have easy money to pay their expenses. Floor
activities should be planned with charge nurses to give a variety of experiences.

‘When hired for a Nursing Home, both the RN and LPN need to be oriented to
geriatrics eare. When not, patients are often misunderstood, with consequent
lack of the kindness each ought to receive. Actually I am not able to get those in
charge here to see a need for this kind of teaching, and must go over many
symptoms with every new nurse to get her to comprehend what is needed. If and
when she thinks she knows everything, it is often frustrating and time consuming
to have to go back over and over again until we finally arrive at some kind of
rapport.

‘Often nurses interpret new symptoms as “attention getting schemes” and
thereafter the patient carries a stigma of purposely making the work harder, as
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an excuse to ignore his complaints which at times can be serious. Once labelled a
malingerer, it is for life if he remains in that nursing home, which only too
often must be continued under a low-grade hostile attitude from the charge nurse
down to the aides. I have found some aides, however, who fortunately cannot be
corrupted by this unhappy aura.

The supervisors here are angered that I, a former high school teacher (none
of them have training in education) and an M.D., should presume fo enter “their
field of work which is none of my business”. Yet what the nurses and aides do is
all my business if I am to write orders that can be carried out. The supervisors
say I am belittling and degrading them, for only RNs should teach aides all they
need to learn. I should teach the RNs first, many of whom do not want to learn
anything new and would not put it across. We have some very fine RNs in charge
on individual floors who are willing to learn. But they, too, have no right to
teach anything but custodial care.

Answering my letter, the Nursing Service at the AMA said they were taking
care of geriatrics nursing needs by trying to persuade new graduates to go
into this field. I do not think a girl who has put so much of her time into
a general hospital skills and techniques, should waste much of that train-
ing not used in geriatric facilities. It has seemed to me that murses locally
and nationally are not open minded to any suggestions they themselves have
not conceived, which is actually the factor “belittling” them. With closed minds
they are unable to obtain a full understanding of the goals of care of a more
economic and effective way of reaching those goals. Teachers prepared to train
LPNs now could teach GPNs, but they, too, would need orientation to Geriatrics,
for many problems are different from general medicine.

Without being able to discuss this type of program with any nurse interested
in education of our more intelligent middle aged women for a geriatric practical
course, my estimate of time involved for teaching and floor experience may not
be the best. If experienced aides who have shown dependability were chosen
for the course, I would judge 6 months with lectures according to the LPN
type of plan but limited to geriatrics. Perhaps 6 months more in taking actual
floor responsibility with suitable pay would be practical, before the GPN is left
alone with only the RN on call from her home as most often happens in smaller
nursing facilities.

Cochise College, Douglass, Arizona, is offering a one semester course to train
hospital aides and eliminate their LPN course. I am open to discussions with
administrators and nurses about this type of program if it could be done with-
out the rancor and sneers my efforts to present the possibilities have produced
here. Many of our more experienced aides at this institution have shown in-
terest which I think is genuine—not just being polite to me.

I would appreciate any consideration you would give to this idea.

Respectfully yours,
LiLtiaNy A. OLSON.

ITEM 3. LETTER FROM LORNA BONNET, IDAHO STATE
UNIVERSITY, DEPARTMENT OF DENTAL HYGIENE

AvueusTt 23, 1971.

DeAR SENATOR CHURCH: Mrs. Helen Thompson of the Mountain States Re-
gional Medical Program recommended that I send you a copy of the final report
of a project conducted by the Department of Dental Hygiene, Idaho State Uni-
versity in cooperation with three nursing homes in Pocatello.

Two major purposes of the project were to provide the opportunity for dental
hygiene students to gain experience in working with elderly people in the nursing
home environment and to determine the oral health treatment needs of nursing
home residents. Results of the project indicate that all residents had oral health
needs of some nature and that the experience was very rewarding and educa-
tional for the students.

If you have any questions regarding the project, please feel free to contact me.

Sincerely,
LorNA BONNET.

[Attachment.]
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IMPROVED SERVICES FOR PATIENTS IN NURSING HOMES IN RURAL AREAs

(Sponsored by Wiche—Mountain States Regional Medical Program ; Conducted
by the Department of Dental Hygiene, Idaho State University, Pocatello,
Idaho ; Project director, Lorna Bonnet—July 1971) .

INTRODUCTION

On October 23, 1970 the Idaho Council of the Mountain States Regional Medi-
cal Program reviewed a proposal from the Department of Dental Hygiene, Idaho
State University, for the conduction of a project entitled, “Improved Services for
Patients in Nursing Homes in Rural Areas.” On that date the Idaho Council
enthusiastically supported the project. All necessary forms, such as “Memoran-
dums of Understanding” between the nursing homes participating in the project
and the Department of Dental Hygiene were obtained. Information on insurance
and lability, with Idaho State University being the responsible party, was
secured.

Due to a misunderstanding between the project director and the Regional
Office of the Mountain States Regional Medical Program, funding of the pro-
gram was delayed. Specific concern to the Regional Office was that the Idaho
State University proposal did not conform to the program design of a previous
project conducted at Sheridan College in Sheridan, Wyoming. Idaho State Uni-
versity personnel were unknowledgeable about the stipulation that this project
should conform to one previously conducted. The Regional Committee of MSRMP
did, however, fund the program and a check for the amount of $8,400.00 was for-
warded to Mr. Arlie R. White, accountant, Idaho ‘State University, for deposit in
a special account for expenses incurred while conducting the project on Febru-
ary 16, 1971.

CONDUCTION OF THE PROGRAM
Objectives

The project was conducted in accordance with the objectives specified in the
initial proposal. General objectives were as follows: 1) to place dental hygiene
students in nursing homes in rural areas for the purpose of providing direct serv-
ice to patients; 2) to inform the nursing home operator of the kind of dental
care necessary for maintaining the patient in an improved health level ; 3) dental
hygiene students working in cooperation with nursing home directors and em-
ployees were to assist nursing home patients in obtaining dental treatment for
conditions designated as needing urgent care; and 4) educate the dental hygiene
students so that upon graduation and work with practicing dentists, she will be
oriented to caring for elderly patients and we will be prepared fo exercise a
leadership role in planning community programs for the neglected and poor.

Evaluation

An evaluation of each phase of the project was incorporated into the project
proposal. The evaluation consisted of two questionnaires, the conduction of a
baseline survey and the tabulation of data on the type and amount of treatment
provided during the program by dentists and dental hygienists. One question-
naire was designed to evaluate the general knowledge of nursing home employees
and to determine their opinions regarding the oral health conditions and oral
health needs of their patients. The second questionnaire was designed to ascertain
dental hygiene student perceptions about the aged ; their cooperation, alertness,
learning capacity, oral health problems, need for professional involvement with
nursing home patients, and the students’ personal feelings regarding their abil-
ities to work in a nursing home situation. The baseline survey was to be conducted
at the start of the program and readministered at the completion of the project to
determine if there was any decrease in the severity of oral hygiene conditions
and the presence and severity of periodontal disease.

Conduction of examinations by dental hygienc students

On February 26, 1971, inspections were initiated in the three nursing homes
participating in the project. A total of 19 dental hygiene students participated
in the examination. Six students were designated as the examiners for the proj-
ect for all phases of the clinical procedures. The remaining students participated
as recorders and tabulated data. Two students, Miss Kay Klassy and Miss Karen
Slusser, were responsible for organizing the schedules and coordinating all ac-
tivity with the nursing homes.
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The following instruments were used for each examination: a number 23,
single-end, Shepherd Hook explorer, a No. 5 single-end Marquis, periodontal
probe, and 2 combination mirror and light instrument specifically designed for
conducting oral examinations in locations other than the dental office.

A total of 170 of the 181 patients in the three nursing homes were examined.
This represents a percentage examined of 93.92. A little less than 7 per cent of
the patients were unable to be examined by dental hygiene students because of
serious illnesses which prevented their being examined or, they had no desire to
participate in the project. Upon completion of their examinations the dental hy-
giene students classified each patient according to the type of dental treatment
needed. Three categories of treatment needed were established. One, those pa-
tients needing care, but not of a serious nature. The patients in this category had
minor problems which did not cause discomfort. The second category was care
needed, not urgent. This included those patients who had a moderate dental prob-
lem. Care was definitely needed, but the treatment could be prolonged for a short
period of time. The third category was care needed, urgent. The patients in this
category had severe dental problems and immediate attention was necessary for
their continued health and comfort. Of the 170 patients examined, the students
classified 76 or 44.71 per cent as needing urgent dental care. Forty-six patients,
or 27.06 per cent were classified as needing care, not urgent, and 48 or 28.23 per
cent of the patients were classified as needing care. A summary of this data is
presented in Table I.

Conduction of exanvinations of urgent conditions by dentists

As a follow-through to the examinations conducted by the dental hygiene
students, three dentists examined those patients which had been designated as
having urgent dental conditions. Each dentist conducted the follow-through
examinations with a group of students and utilized this as a teaching situation.
It was anticipated that dental hygiene students would “over-call” oral condi-
tions of the nursing home patients, expecially since this was the first introduec-
tion many of the students had in working with the geriatirc person. The results
of the follow-through examinations are as follows: Of the 76 patients initially
categorized as having urgent conditions, seven were not available for the follow-
through examination. Two were deceased and five were dismissed or had moved.
The follow-through examination, therefore, was conducted on 69 patients. Of
those 69, the dentists categorized 17, or 25 per cent as needing urgent dental care.
The oral conditions of 75 per cent of the patients the students initially examined
did not have urgent dental conditions when diagnosed Dby the dentists. Table II
presents the data on the follow-through examinations. It is interesting to note
the improvement of the dental hygiene student in her ability to evaluate the
oral condition of a nursing home patient as being urgent. Students examined all
the patients in Bannock County Nursing Home first and the per cent of patients
categorized as needing urgent care was ninety-five. The second nursing home
in which examinations were conducted was Eastgate. Students performed at an
88.88 per cent over-call rate in this nursing home. The third nursing home ex-
amined, Hillcrest, showed the least per cent over-call—54.84. This indicates
that the students were able to determine urgent conditions more accurately in
Hillcrest after receiving experience in the first two nursing homes.

Compilation of baseline data

Tables IIT through X present specific data on the nursing home residents treat-
ment needs. The data in Table III illustrates that the majority of nursing home
residents examined were female. One hundred and nine, or 64 per cent of the
patients were female compared to 61 or 36 per cent, male.

Table IV describes the specific needs of those patients categorized as “care
needed.” Under the category of prophylaxis for natural teeth, 11 males and 15
females were indicated as needing this serviece. Twenty three males and 52 fe-
males needed to have their denture cleaned, and a total of 12 males and 23 fe-
males were in need of a new prosthetic appliance of some nature.

The specific needs of those patients categorized as “care needed, not urgent”
are defined in Table V. Twenty patients, 13 females and 7 males were in need of
denture repairs. Seventeen persons, 15 males and 2 female, had dental caries,
and thirty-nine persons, 28 females and 11 male, were in need of denture relines.

The specific treatment needs of those indicated as “care needed, urgent” are
described in Table VI. Of the 76 nursing home residents in this category, 44 had
a questionable intra-oral or extra-oral lesion, as indicated under “Pathology.”
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Thirteen persons were categorized as needing extractions and 17 were indicated
as having attached gingival inflammation. A total of fifteen persons had denture
sores which were causing discomfort.

The total number of persons with natural teeth and the categorization of
natural teeth as decayed, filled or sound is presented in Table VII. A total of
35 of 179 nursing home residents examined had natural teeth. These 35 persons
had am average of 15.71 natural teeth. Of the natural teeth present, an average
of 6.54 were decayed, an average of 2.49 teeth were filled, and an average of 7
teeth were sound.

There 'were a total of 21 persons who were without natural teeth and who were
without dentures. This is illustrated in Table VIII.

Table IX presents the total number of persons with dentures. One hundred and
seven of the 170 nursing home patients had dentures. Ninety-four had both max-
illary and mandibular dentures, 12 had only a maxillary denture and 1 had
only a mandibular denture.

Table X summarizes denture repairs indicated. A total of 18 dentures were
broken and in need of repair. A total of fifteen denture teeth were missing or
broken.

Conduction of the questionnaire of nursing home employees

Results of the nursing home employee questionnaire are presented in Table X1I.
A total of 44 responses were obtained. The first seven items of the questionnaire
were intended to determine the feeling, attitude or opinion ‘of the nursing home
employee in regard to their ability to conduct oral examinations, their desire to
learn to conduct an oral examination and their general knowledge about dental
health. In item number one when asked to evaluate their ability to do an oral
examination and detect oral problems, six employees responded that they could
conduct an oral examination well, and detect any oral problems, 18 indicated that
they did not believe that they could conduct an oral examination and could not
detect oral problems.

They were asked to indicate their desire to learn to conduct an oral examina-
tion in item number two. Sixteen employees indicated that they had a great
interest to learn how to conduct this procedure. Four indicated that they had no
interest to learn how to perform this procedure.

Item number three required that the nursing home employee estimates her de-
gree of knowledge about dental health and the oral health needs of her nursing
home patients. Twelve indicated that they felt pretty knowledgeable about dental
health, where fifteen stated that they did not feel knowledgeable.

When asked if they would be willing to assist with the daily health care of the
patients in item number four, thirty-seven responded “yes, they would be willing
to assist with these procedures”. Four indicated that “no, they would not; it
would be very unpleasant for them.”

Twenty-eight of the forty-four respondents had received a complete dental ex-
amination themselves within one year. Thirteen of the nursing home employees
had not received an oral examination for over two years, as is indicated by the
results in item number five.

In item number 6, twenty-five nursing home employees indicated that they
would like to receive dental health information for their personal use. Two in-
dicated that they didn’t particularly care.

In response to item number seven, “Have you ever received any information on
the oral health needs of nursing home patients?” Thirty-two indicated “No, they
had not.” Twelve indicated, “yes.”

The following twenty-six items of the nursing home employee guestionnaire
were developed for the purpose of determining general oral health knowledge
and perceptions of the nursing home employee. Two items, number three and
number twenty-one had no correct response and were not considered in the
evaluation. The number of correct responses to the questionnaire are summarized
at the end of Table XI. The item and the correct response, the number of correct
responses and the per cent are recorded. The per cent of correct responses ranged
from 14 to 98 per cent. The average number who answered an item correctly was
twenty-five and the average per cent of correct response was fifty-seven. It should
be noted that those items where the poorest response was recorded were among
the most technical items developed.

This questionnaire was intended to be readministered upon termination of the
project; however, due to the limited time for the over-all conduction of the pro-
gram, it was impossible to readminister the questionnaire to the nursing home
employees.
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Conduction of the Questionnaire of Dental Hygiene Students

A questionnaire was administered to fourteen of the students who participated
in the project. The questionnaire was designed to determine the attitudes and
opinions of students upon initiation of the project and upon termination. Re-
sponses to the questionnaire are presented in Table XII. Item number one was
designed to determine if there was a difference in the student’s attitude toward
working with certain age groups. Before the project, no students selected the
age group over sixty as being their first choices of age groups with whom to
work. Upon completion of the project, two students indicated this age group as
their second choice and two students indicated this age group as their third
choice. Eight students indicated ‘this as their fourth and fifth choice of age group.

Very little difference in attitude was noted by the second item where students
were requested to indicate what they believed to be the severity or magnitude
of the oral health needs of nursing home residents. Eight students indicated on
both questionnaires that they believed nursing home residents had extreme oral
health needs. No students indicated that they believe nursing home patients had
no oral health problems.

When asked what the students believed the nursing home residents’ attitude
toward their instruction would be in item number three, only three students in-
dicated the highest two responses in regard to the nursing home residents ap-
preciating and being interested in their instruction. At termination of the project,
seven students selected ito the top two responses in this category.

Item number four asked the dental hygiene student to indicate what they
believe the capacity of the nursing home patient to learn what they had to tell
them would be. There was very little difference in the before and after ques-
tionnaires. No students indicated a very high learning capacity on either
questionnaire.

There was a slight difference in student responses in item number five where
the dental hygience student was to estimate the physical ability of the nursing
home patient to follow through on their instructions. On the before question-
naire, one student indicated that she felt that nursing home residents to be
extremely capable. On the post questionnaire, these students selected this
category.

When asked to indicate how they believed nursing home employees would
accept oral health information they provided in item number six, five students
indicated they believed the employees would be favorable and appreciative of
their information. On the post questionnaire, only one student indicated the
highest rating of favorable or appreciative.

When asked to estimate how effective they would be in changing the attitudes
and behaviour of nursing home patients and employees in item number seven,
no student stated she thought she would be extremely effective on either
questionnaire.

Item number eight asked the dental hygiene student what she believed was the
level of her ability to conduct an educational and treatment program for nursing
home patients and employees. On the pre-questionnaire, only five students indi-
cated either of the two top categories as being very knowledgeable. On the post
questionnaire, eleven students indicated that they thought that they were very
knowledgeable or fairly knowledgeable about how to conduct an educational and
treatment program in the nursing home.

When asked to respond to the question of whether the dental profession was
sufficiently involved with patients in nursing homes, the students indicated in
six responses that they thought more involvement was necessary on the initial
questionnaire. On the post questionnaire, ten students indicated that they were
certain that more involvement on the part of the dental profession was
necessary.

Two non-comparison items were included in the questionnaire. One item asked
the student to indicate her motive for volunteering to participate in the project.
The three major reasons for participating in the project were: 1) to gain experi-
ence in examining patients with possible oral pathology; 2) to gain experience
in providing a community service; and 3) for monetary reasons.

‘When asked to respond to how they felt about their participation in the nurs-
ing home project, and if they would participate in a project of this nature again,
all students indicated that they would be willing to work in a nursing home on a
part-time basis.

Treatment obtained

Ag s.peciﬁed in the initial proposal, dental hygiene students were to assist in
obtaining dental treatment for the nursing home patients who had treatment
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needs of an urgent nature. Of the seventeen persons diagnosed by dentists as
needing urgent dental treatment, only one patient receives treatment under condi-
tion of the grant award. This person receive full mouth extractions at St. An-
thony Community Hospital in Pocatello.

Dental hygiene students provided additional services in the form of education
and the cleaning of prosthetic appliances up to the time of expiration of the
grant on May 31, 1971.

’ CONCLUBIONS

In comparing the results of this project with the objective of the proposal
there is evidence that all objectives were accomplished to a certain degree.
The degree to which each objective was attained may be directly related to the
amount of time involved for conduction of the project. The initial proposal was
submitted with the understanding that if approved, the project would be
funded for the period November 1, 1970 to May 31, 1971. Because of the delay
in receiving funding until February 16, 1971 however, the project was decreased
from seven months to three and one-half months. It is also important to note
that during the period the project was funded the students were required to
prepare for National Board Dental Hygiene Examinations, many students were
not in Pocatello during the week of Easter vacation, there were final examina-
tions for which to prepare and course requirements to complete.

Additionally, University regulations require that all purchase requisitions
be placed on bid. As a result of this regulation, the majority of supplies and
equipment ordered in February were not received by the University until the
end of May.

In considering the degree to which each major objective was accomplished,
the following information is submitted.

Objective No. 1.—To place dental hygiene students in nursing homes in rural
areas for the purpose of providing direct service to patients.

The services specified under this objective include the following:

1. Conduct an oral inspection for the purpose of detecting the presence of
oral lesions.

2. Conduct an oral inspection for the purpose of determining the dental treat-
ment needs of nursing home patients.

3. Conduct an oral inspection for the purpose of determining the oral health
care needs of nursing home patients, and for planning the preventive procedures
to be provided by the-dental hygiene student. .

4. Provide specific dental hygiene procedures for the patients in the nursing
home: scaling and polishing of removable dental appliances, providing personal
instruction for the patients on the care of their teeth, appliances and oral tissues.

Dental hygiene students did accomplish this objective. Students spent a total
of 678 hours in the nursing homes conducting examinations, determining treat-
ment and oral health care needs, providing home care instruction to individual
patients and cleaning removable dental appliances.

Objective No. 2—Inform the nursing home administrator of the kind of dental
care necessary for maintaining the patient at an improved health level. Upon
completion of the oral inspection the dental hygiene student would tabulate and
categorize the findings and provide the nursing home operator with the following
information.

1. Those patients who need immediate referral to a dentist because of a
suspicious oral lesion.

2. Those patients who need dental treatment for prosthetic sores, improperly
fitting prosthetic appliances, periodontal disease, and dental caries according to
the following classification system.

a. care needed

b. care needed, not urgent

c. care needed, urgent

3. Techniques the nursing home attendants might employ to assist patients
with their personal oral health care. o

4. Techniques nursing home attendants could use to detect emergency or
urgent dental conditions and the procedures to follow for taking care of the
problem.

The degree to which this objective was attained is minimal. Although students
did inform nursing home personnel of those patients who needed immediate
referral to a dentist and did categorize all patients according to care needed, care
needed, not urgent, and care needed, urgent, students were unable to accomplish

~ the last two specific objectives. In the students opinion the time they had avail-
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able to spend with nursing home attendants to instruct them as to how to assist
their patients was minimal. The time spent in teaching nursing home attendants
to detect emergency or urgent dental conditions and the procedures to follow for
taking care of the problem was also considered inadequate for the full attainment
of this objective.

Objective No. 3.—Dental hygiene students working in cooperation with nursing
home directors and employees would assist nursing home patients in obtaining
dental treatment for conditions designated as urgent. Dental hygiene students
would perform the following specific functions :

1. Schedule appointments for the nursing home patients requiring urgent
dental treatment with one of the dentists participating in the program.

2. Arrange for transportation for the nursing home patient to and from the
dental office.

3. Complete reimbursement forms for the dentist.

4. Inform the nursing home director of the treatment provided and any recom-
mendations for special oral health care if necessary.

5. Evaluate the post-operative progress of the patient at appropriate time
intervals.

Degree of attainment of this objective is considered minimal. Of the seventeen
patients considered by dentists as requiring urgent dental treatment, only one
received appropriate care. Howerver, there is every reason to believe that with
appropriate time, this objective could have been fully accomplished.

Objective No. j—Educate the dental hygiene student so that wpon graduation
and at work with practicing dentists she will be oriented to caring for elderly
patients and will be prepared to exercise a leadership role in planning com-
munity programs for the neglected and poor.

Although difficult to evaluate immediately after the graduation of students,
there is evidence that this project objective was attained. From the results of the
dental hygiene student attitude and opinion questionnaire, it was noted that
positive responses were evident in important categories. Dental hygiene students
seemed to develop an appreciation for working with this age group of people as
described in item number 1. There was a marked increase in dental hygiene

giene students are convinced that more involvement on the part of the dental
profession in caring for the needs of these patients is necessary and all stu-

dents indicated that they would be willing to participate in a project of this
nature again.

TABLE I.—NUMBER OF PERSONS EXAMINED ACCORDING TO TREATMENT INDICATED

Total

Bannock Hillcrest Eastgate  Number Percent

Number examined......__ 51 82 3 20

Care needed 13 28 48 28,23

Not urgent 15 21 10 46 27.06

Urgent.. .. ___ Il TTTTTTemmm 23 33 20 76 4.71

TABLE [, —FOLLOW-THROUGH EXAMINATIONS ON THOSE PATIENTS DESIGNATED AS NEEDING URGENT DENTAL
CARE

Bannock Hillerest Eastgate Total

Number examined____.__.___._ .. ___ 20 3 18 69

Diagnosed by dentist as urgent 1 14 2 17

Number over-called_____.___ . - 19 17 16 52

Percent over-call___ .~ 17T TTIIIIITTIIT 95 54.84 88.88 75.36

TABLE I1.—TOTAL NUMBER OF PERSONS EXAMINED

Bannock Eastgate Hillcrest - Total
16 15 30 61
35 22 52 109

Total o] 51 37 82 170




1881

TABLE IV.—NUMBER OF PATIENTS: CARE NEEDED

Prophylaxis Denture cleaning New prothesis

Ban-  East- Hill- Ban-  East- ~  Hill- Ban-  East- Hill-
nock gate crest Total nock gate  crest  Total nock gate  crest Total
Male______ 3 3 5 11 5 i 12 23 3 2 7 12
Female.... 3 5 7 15 11 19 22 52 3 2 18 23
Total_.__ 6 8 12 26 16 25 34 75 6 4 25 53

TABLE V.—NUMBER OF PATIENTS: CARE NEEDED, NOT URGENT

Denture repair Dental caries Denture reline i

Ban-  East- Hili- Ban-  East- Hill- Ban-  East- Hill-

nock gate  crest  Total nock gate  crest  Total nock gate  crest Total

Male...._. 1 2 7 1 1 13 15 4 4 3 11
Female.._. [ 3 4 13 0 1 1 2 10 7 11 28
Total._._ 10 4 6 20 1 2 14 17 14 11 14 39
TABLE VI.—NUMBER OF PATIENTS: CARE NEEDED, URGENT
" Pathology.
Bannock Eastgate Hillcrest Total
Bemeie. 27T T s 3 0 ]
Total. . e 13 13 18 44
Extraction indicated
Pemeile. 22T ; 5 3 ;
Total . eaeeaae 4 2 7 13
{nflammation of att. ging.
Pemaie 22 3 i : g
L] | 7 2 8 17
Denture sore
Male e e 2 1 1 4
Female. oo eeeeeeaan 4 2 5 11
Total e 6 3 6 15

TABLE VII.—TOTAL NUMBER OF PERSONS WITH NATURAL TEETH: DECAYED, FILLED, AND SOUND

Bannock Eastgate Hillcrest Total
Total numbar of persons. _ . ... i 10 9 16 35
Total number of teeth___._ - 146 147 257 550
Average number of teeth. _____ - 14.60 16.33 16. 06 15.71
Total number of decayed teeth_ . 75 76 78 229
Average number of decayed tee - 7.50 8.44 4,88 6.54
Total number of filled teeth_ _ . . 27 18 42 87
Average number of filled teeth. - 2.70 2.00 2.63 2.49
Total number of sound teeth___ - 45 . 60 . 140 245
Average number of sound teeth.________.__.____.___._ 4.50 6.66 8.75 7.00

TABLE VIIL—TOTAL NUMBER OF PERSONS WITHOUT NATAU'RAL TEETH AND WITHOUT DENTURES

Bannock Eastgate Hillcrest Total

Total number of Persons.. ..o o oemniiiieaaen 1 6 . 14 21

62-2¢4—72—pt. 17—9
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” TABLE IX.—TOTAL NUMBER OF PERSONS WITH DENTURES

Bannock Eastgate Hillcrest Total

Maxillary and mandibular_____...... 30 28 36 94
Maxillary._ 4 3 5 12
Mandibula 0 1 0 1
O D 34 32 41 107

TABLE X.—DENTURE REPAIRS INDICATED

Bannock Eastgate Hillcrest Total

Maxillary denture broken_ .. ... .. .. ... 5 2 5 12
Mandibular denture broken_ __ 3 2 1 6
Teeth missing or broken_ .- ... ... 7 3 5 15
) £ I 15 7 1 . 37

TABLE XI: Baseline Qucstionnaire: Nursing Home Eniployees

To: Employees of Bannock, Hillcrest Haven and Eastgate Nursing Homes.
From : Lorna J. Bonnet, Project Director. ’
Mountain States Regional Medical Program : Improved Services for Patients
in Nursing-Homes in Rural Areas.

Attached is a questionnaire which must be completed by nursing home em-
ployees in Pocatello, Idaho. The purpose of the questionnaire is to provide base-
line data which will be used to evailuate the effectiveness of a program designed
to improve the oral health status of nursing home patients.

This is not « test per se and will not affect your position w1th this nursing
home It is important that you answer ell questions.

Do not sign your name. Please complete the questionnaire and return it to
your administrator’s office within twenty-four hours.

Thank you.

Responses
Bannock Nursing Home. . _ o = 10
Hillerest Haven__-_______ : . _ 21
Eastgate Nursing Home 13
R e 44

Idaho State University
Department of Dental Hygiene

MOUNTAIN STATES REGIONAL MEDICAL PROGRAM : IMPROVED SERVICES FOR
PATIENTS IN NURSING HOMES IN RURAL AREAS

Baseline Questionnaire: Nursing Home Employees

Directions: Circle the one number which best indicates your feeling, atittude
or opinion at this time. '
1. Estimate your ability to do an oral examination and detect oral problems

your patients might have:
5 Could conduct an oral examination well and detect any oral problem.
e ;
3

2
1 Could not conduct an oral examination, could not detect oral problems.

2. Indicate your interest or “desire” to learn to conduct an oral examination

and learn to detect oral problems:
5 Have great interest to learn how to do this.

3
2
1 Have no interest to learn how to do this.
No answer.
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Indicate what you consider is your ‘“degree of knowledge” about dental

health and the oral health needs which your nursing home patients might have:

5 Feel pretty knowledgeable about dental health.
4

3

2

1 Don’t feel knowledgeable about dental health. :
Would you be willing to assist with the daily oral health care of your

4.
patients?

5 Yes, especially if I had the time and was versed in the proper methods.
4
3 - !
2 ;
1 No, this would be very unpleasant for me. H
No answer. .

5. How long has it been since you received a complete dental examination?
— 1-12 months. .
— 1-2 years.

— over 2 years. *

6. Would you like to receive dental health information for your personal use?

~— Yes.
— No.
— Don’t particularly care.

7. Have you ever received any information on the oral health needs of nursing
home patients?

—  Yes.
— No.

If yes, please indicate how you received the information, i.e., short course,

one

SUPROTPRAC TP RO AN TR NAS T

or two lectures, ete.:

Directiong: Circle the best answer. Mark only one-answer for each item.
1.
. Once a day.

. After every meal.

How often should a denture be cleaned?

Once a week.

It is not necessary that dentures be cleaned regularly.
Dentures are more advantageous than natural teeth:
Because they don’t decay and cause pain.

. Because they’re cheaper to repair than natural teeth.
. Because they can be removed if they cause discomfort.

In most cases, they are NOT more advantageous.
a, b and c.
Dentures should be made for geriatric patients who:

. Need them.

Need them and want them.

Need them, but do not want them. .

Do not need them, but want them. . :
You will know when a denture or oral appliance needs adjusting because—
. The patient will complain about the denture. :
The dentures will clack or “chatter” when the person eats.

. It is NOT always possible to tell when a denture needs adjusting.

All of the above.
a and b. : ’
Sometimes it is difficult for a patient to use his dentures when speaking or

eating because of :

pasFpocps Ty

. Muscular tremors.

Lack of muscular strength.
Poorly-fitting dentures.

. All of the above.

b. and c.

Any adjustment or repair of dentures should be made by :
A dentist. .
A nurse.

A nurse’s aide.

. A patient himself.

All of the above.
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7. What could you do to help relieve dryness of the mouth of a nursing home
patient who wears dentures? : .
a. Regularly clean the patient’s dentures.
. Encourage the patient to wear his dentures whenever possible. ]
. Discourage the patient from wearing his dentures except while eating.
. Nothing as far as dentures are concerned.
. a.and b.
N.A. ’ -
. What percent of the patients in this nursing home wear dentures?
5-109,.
20-40%. :
40-609,. -
. 60-809%.
. §0-1009%.
N.A. )
9. What should be done for a patient with a denture problem?
a. Advise patient not to wear the denture.
b. Advise patient to wear denture only when eating.
c. &Iy to secure someone to make a denture adjustment or repair.
d. N.A. .
10. The most common site of oral atrophy (decrease in size and function of
tissue) found in nursing home patients is: .
a. Salivary glands.
b. Cheek muscles.
¢. Gum tissue.
d. Lips.
e. c.andd.
f. N.A.
11. Nursing home personnel : -
a. Should not directly concern themselves with a patient’s oral condition.
b. Should only be concerned with cleaning their patient’s teeth. -
c. Should note any oral problems a patient has and seek professional advice
when necessary.
d. N.A.
12. The main problem of lime or “tartar” deposits on teeth of the geriatric
patient is it :
a. Increases tooth decay.
b. Irritates soft tissues.
c. Causes eventual tooth loss.
d.a.andb. :
e. b.and c.
f. N.A.
13. Dental decay is:
a. A major problem with geriatric patients.
b. A minor problem with geriatric patients.
¢. NOT a problem with geriatric patients.
d. N.A.
14. Common oral complaints of geriatric patients are:
a. A sore bone beneath the gums.
. Burning tongue.
. Dryness of mouth.
. Discomfort when chewing.
. All of the above.
N.A.
. a. and d. ,
15. Which of the following would be considered as the major dental problem

HEARTE MO AL T

mro A0

in nursing home residents who have their natural teeth ?
a. Gum disease.
b. Decayed teeth.
c¢. Burning tongue.
d. N.A.
16. The oral health of nursing home patients :
a. Has little effect on their total health.
. Is a poor indication of their total health.
¢. Has no direct relationship to other diseases of their body.
d. Isa vital factor intheir total health.
€ N.A.
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17. A nursing home patient who complains of burning tongue would most likely
be lacking in:
a. Vitamin A.
b. Fluids in the diet.
¢. Vitamin B complex.
d. Vitamin C.
e. All
f. N.A.
: 18 Decreased saliva flow in nursing home residents would result in:
Difficulty in speaking clearly.
b. A dryness of the skin, tongue and gums.
c. Difficulty in chewing and swallowing food.
d. All of the above.
e. N.A,
19. Nursing home patients:
+a. Don’t need dental care since in many cases life expectancy is only a few
years.
b. Don’t want dental care because they, themselves, don’t believe it’s necessary
c. Should receive care only on an emergency basis to alleviate pain and dis-
comfort.
d. Should be offered regular dental care to avoid oral discomfort and enable
proper chewing of foods.
20. The importance of having nursing home personnel examine their patients’
oral condition is: X .
a. To recognize the existence of a problem.
b. To recognize the type of problem.
c. To recognize the treatment indicated for the problem.
. To recognize the need for pmfessmnql (lgntal care.
. Both a and b.
Both a and d.
N.A. -
71 The geriatric patient tends to ignore, neglect, or fails to notice his dental
problems because:
a. ‘He doesn’t really care about his teeth.
b. He doesn’t want to complain to nursing home personnel.
¢. He has resigned himself to accepting his dental prob]em
d. He probably does not have a dental problem.
e. & and b.
f. a, b and c.
22. How often should nursing home residents have oral examinations?
a. Only when they have oral discomfort.
h. Only upon request of the family or patient.
c. Every two years.
d. Every year.
e. N.A.
23. Nursing home patients need to have their teeth cleaned :
a. Only wihen they have their natural teeth.
. Not necessary when they don’t wear dentures.
c. If they wear dentures, it's necessary to clean the dentures only.
d. Whether they wear dentures or not, the skin in the mouth should be cleaned.
e. N.A.
24. Whiech condition in a patient’s mouth would require the most imiediate
attention?
a. Decayed teeth.
b. Gum infection.
o. A sore caused by a denture.
d. A sore other than that caused by a denture.
e. All
f. N.A.
25 Oral cancer:
a. Isan increasing cause of death in the United States.
h. Is prevalent in older age groups.
c. Must be diagnosed by a biopsy.
d. All of the above.
e. N.A.

3 e @
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26. What per cent of the residents in this nursing home do you believe might

have oral cancer:
a. None.
b. Five per cent or less.
¢. Ten per cent.
d. Fifteen per cent.

e. Twenty per cent or more.
f. N.A. :
SUMMARY OF CORRECT RESPONSES TO NURSING HOME EMPLOYEE QUESTIONNAIRE
Correct response Correct response

Item and correct response Number Percent] Item and correct response Number Percent
1 19 43115 @e il 16 36
2 27 61116 d._.._. ... ..... 16" 36
3 17 Coeeeeeaal 9 20
4 30 68|18 d..._..._______ 31 70
5 26 59119 43 98
6 43 98420 f__________ 2 15
7 6 14121 Eliminated.

8 18 4122 d...._..._. 37 84
9 41 93123 d 38 86
10 32 73124 d 9 20
11 38 86125 d___._. 26 59
12 15 34 _—
136 11 25 Average_. . - .- 25 57
14 ¢ 29 66

TABLE XIi. DENTAL HYGIENE STUDENT RESPONSE: PRE AND POST ATTITUDE AND OPINION

QUESTIONNAIRE
Number of responses per rating—
Before After
5 4 3 2 1 5 4 3 2 1
1. Rank the following age groups according to the age of people
you prefer to work with most. Use a 1 to 5 rating scale with
1 being the more Preferred:
a. 12 yearsofageand wnder_. . __ .. . ..........._. 1 2 4 1 4 2 1 4 1 4
b. 13to20yearsof age. .. .. ... 1 7 4 .. 1 7 4
c. 20to40yearsof age. .. .. ..o ieeeee . 1 4 3 4 1 5 1 1 &
d. 40to 60 yearsofage_ . . ___ .. . .. .. .__...... 3 5 3 1 ._... 3 4 4 1___.
e Olderthan60._ .. .. . ... oo 8 4 ... 6 2 2 2...
Extreme
problems needs
1 2 3 T4 5
2. Indicate what you believe to be the severity or magnitude of
the oral health needs of nursing home residents:
L5 S e S 1 5 8
AT e 2 C 4 8
Most
. interested
Most not _and
interested appreciative
1 2 3 4 5
3. In regard to providing oral home care instructions for nursing
home patients, indicate what you believe was the patient's
attitude toward your instruction:
BefOre. . o eieeeae e ceeecaeaae——————n 2 2 3
ARBT e ————————— 3 1 3
- Low Very high
learning learning
capacity capacity
1 2 3 4 5
4. 1n regard to the ability of nursing home patients to learn what
you have to tell them, indicate what you believe their capacity
to be: -
Before . o e em—— e 4 3 5 2 s
LY 3 3 6 2 el
Incapable Capable
1 2. 3 4 5
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TABLE XIi. DENTAL HYGIENE STUDENT RESPONSE: PRE AND POST ATTITUDE AND CPINION
QUESTIONNAIRE—Continued

Number of responses per rating—

Before After
5 4 3 2 1 5 4 3 2 1
5. Rate the nursing home patients on their physical ability to
follow through on your instructions:
0T . e 1 4 4 4 1
AR e 1 6 4 3
Not favor-
able, not Favorable,
appreciative appreciative
1 2 3 4 )
6. Indicate how you believe nursing home employees will accept .
oral health information you provide: ’
Before 1 2 4 2 © 5
AR e 3 7 3 1
Ineffective Effective
1 2 3 4 5
7. Indicate how effective you believe you wil! be in changing the
a}mudes and behavior of nursing home patients and em-
ployees: - .
3 L 4 5 5 s
AT e e 2 1 7 [ S
Not kraowl- Very knowl-
edgeable edgeable
1 2 3 4 5
8. Indicate what you. believe to be the level of your, ability to
conduct an educational and treatment program for nursing
heme patients and employees:
Before._ . 1 2 6 2 3
3 7 4
More More
- involve- tnvolve-
ment not ment
necessary . necessary
1. 2 3 4 .5
9. Consider the present involvement of the dental profession with .
patients in nursing homes, indicate your feeling in regard to
this involvement: :
BBIOTR - o o o o\ o oo o e e e 4 5 6
AT o e i enm 2 1 10

NON-COMPARISON ITEMS

Before Questionnaire .

What were your motives for volunteering to participate in this project:
Check those that are most applicable to you. Check only three.
. Monetary reasons: 7.
Gain experience in providing a community service: 10.
Personal interest in working with the geriatric patient: 3.
. Gain experience in examining patients with possible oral pathology: 12.
. To assist in meeting the oral health needs of these patients: 4.
. Gain additional experience in patient education: 5.
. Gain experience in learning to motivate nursing home personnel: 1.
. Other (please specify) : No response.

Post Questionnaire

How do you feel about your participation in the Nursing Home Project?
Would you participate in a project of this nature again? If so, under what
conditions:

1. Have no desire to work with nursing home patients again: 1.

2. This has not been a rewarding experience; don’t believe it is possible to
be effective in this type of situation: No response.

3. Believe nursing homes should employ a dental hygienist to conduet educa-
tion and treatment programs on a full-time basis: 5.

[ R A R CESN
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4. I would be willing to work with nursing home on a full-time [J, part-
time [J, basis: Yes 12 ; full-time 0 ; part-time 12.

5. Please comment on the aspects of this project you enjoyed, what you did
not enjoy. (See Comments Appendix A.)

APPEXDIX A—DENTAL HYGIENE STUDENT COMMENTS

RESPONSES TO POST QUESTIONNAIRE NON-COMPARISON- ITEM TWO

1. No response.

2. To me there was a lack of organization of the project, i.e. I showed up at
a nursing home assigned to me, hut due to lack of communication the doctor I
was to be working with never showed. Also, what we were informed would
be our duties never became our duties.

I enjoyed the experience of working with the patients. It helped me to gain
confidence in my knowledge and actions.

. No response.
. No response.
5. No response.

6. I liked providing patients with concern and attention. Very few cared
about oral health, but seemed to have a great need for attention. In doing so,
I felt I provided in addition a service in detecting any abnormalities present.

7. The aspect of this project that I did not enjoy was the “time conflict with
getting requirements in.”

8. Enjoyed making patients more comfortable. (did not) Employees on the
whole unconcerned.

9. The hours were hard to fit in with classes and study time for me.

10. Enjoyed working with some of the patients (those who were colierent,
interested.) Did not enjoy apparent apathy of a few of the nursing home
(unprofessional) staff at one of the homes.

11. Making the old people happy and comfortable. All the experiences were
eve-openers—and all very worth my time.

12. Enjoyed talking to some of the people—those that were interested and
liked to talk. They appreciated us. Did not enjoy seeing those very old people
that were very sick and kept moaning and groaning, or couldn’t even sit up in
a chair. It was rather depressing.

13. Enjoyed the feeling.of being able to be of service to these people. Felt they
really needed the attention. Wish more of them could get it on a regular basis.

14. I enjoyed working with the older people, the employes, and- the adminis-
trators. I also liked working with the other hygienists, The patient education was
the most enjoyable part of the job.

I like the challenge of trying to be an organizer, but I disliked the lack of
organization and the constant time conflicts.

Ot H= oo

APPENDIX B—SUMMARY OF EXPENDITURES

EXPENDITURES, DENTAL HYGIENE NURSING HOME PRoOJECT, IDAHO STATE
UNIVERSITY

SPECIAL PROJECT GRANT 08-063—239, WESTERN INTERSTATE COMMISSION FOR HTIGHER
EDUCATION, MOUNTAIN STATES REGIONAL MEDICAL PROGRAM

I. Personnel: Employment of dental hygiene students

678 hours, 45 minutes at $3.00/hour :

Allocation . 00
Expenditure 3. 25
Unencumbered .. e 2 763. 75

II. Consulting services and provisions of treatment
Alloecation _____________________ . __________ - - $1, 750. 00
Expenditure - ___ ___________ 540. 60
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I. Equipment
A. Purchase:

Allocation o $1, 000. 00
Expenditure ___ 816. 42
Unencumbered _ . __ . ____ 183. 58
B. Rental:
Allocation $200. 00
Expenditure .. ______ . . —_— — none
IV, Supplies
Allocation ___ e $300. 00
BExpenditure __ e 68. 29
Unencumbered ______ . ___ ______ 231. 71
V. Travel: Dental Hygiene Students
167 miles at 10 cents a mile : .
Allocation $350. 00
BExpenditure — o 16. 70
Unencumbered _____.______ ________________ - 333. 30
Total alloeation - 8, 400. 00
Total expenditure___ USSR 3,478.11
Total unencumbered _____ _ _ e 4,921. 89

ITEM 4. LETTER AND ATTACHMENT TROM D. WAYNE JACOBSON,
PRESIDENT, LEISURE HILLS NURSING AND CONVALESCING HOME

May 26, 1971.

My DEAR SENATOR Moss: For the past several moriths, severe public criticism
has been directed at nursing home operations in this country, and more par-
ticularly at the profit motivation of proprietary nursing homes. We, as members
of the nursing home industry and operators of proprietary nursing homes feel
that we should make available to you and the Subcommittee on Long Term
Care examples of innovations in the care of the elderly in our homes, which
we feel are significant of the type of care being rendered to residents and
guests in many proprietary homes.

We feel it has long been the opinion of many in this country that the nursing
home was the final stop for the majority of senior citizens admitted to this type
of facility. In many instances this is true—the terminal cancers, acute cardiacs,
advanced Parkinsonian—cases we can only serve through good care, comfort-
able surroundings, understanding, patience and love. However, a. great number
of those admitted for care to nursing home facilities can overcome at least some
of their functional loss, and many can be refurned to their homes and com-
munities as useful citizens. A conscientious administrator of -a nursing home
can and will, with the help of the attending physician, nurse supervisor, social
worker, physical and occupational therapists and mental health personnel,
evaluate each admission and initiate a care program for each individual patient,
striving to reach two major objectives: (1) optimum function for the individual
within the limits of his capacity, and (2) the enlargement of the limits of
that capacity. Remotivation, we believe, should be one of the key words in any
nursing home, whether that facility be proprietary or non-proprietary.

In connection with our policy of high standards of skilled care and remotiva-
tion, we began an intensive program of physical and occupational therapy in
our nursing homes. We were the first, to the best of our knowledge, to incorporate
into our physical therapy program a hydro-therapy pool section. This was of
unique design, conceived. by the present owner-operator, serving a threefold
purpose. This two-level pool area incorporated training steps, swimming exer-
cises and whirlpool treatment in one location. Our completely modern physical
and occupational therapy departments were equipped with the latest equip-
ment and staffed with licensed personnel and aides in sufficient numbers in order
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that the greatest number of patients might be given every opportunity to
utilize their full capabilities. As a result of this type of program, we are able
to state that many of our guests have progressed remarkably in the area of
remotivation, and have been able to return to their homes and families or have
been discharged to a lesser care type facility, where they have once again
become independent, active members of the community in which they reside.

We are enclosing for your review documented cases of patients who were
admitted to our facility and who, as a result of special care, diet observation
and a concerted effort by our physical and occupational therapy departments,
together with the remainder of our staff, were returned to their families, com-
munity or lesser care facilities. These are only a few of our most recent cases,
but our records will reveal that many of our admits were later discharged—
to the amazement of members of the medical profession, the families and the
patient themselves. We have on record many cases of the type cited, some more
Severe than those decumented and some of a less severe nature. However, ‘we
believe that this sample of cases in our facility is typical of cases in other
facilities, proprietary and non-proprietary alike. We have taken patients from
state operated mental institutions who have resided in these. institutions for
thirty or more years. These people adjust readily to the nursing home environ-
ment, and are cared for at considerably less cost than at the state or federal
institutions.

Tt appears that the present trend in this country on the part of the general
public and also those in positions of political influence is damnation to the pri-
vate enterprise system. The competitive spirit of the free enterprise system has
made this country the most productive nation that has ever existed, and this
svstem has risen to meet every challenge and obstacle. We are willing to move
forward and to meet the ever increasing demands on our industry, but this must
be done with foresight, sincere concern and a knowledge of the problems which
face those of us involved in the care of the aging in this country.

We appreciate your concern for the Long-Term Care Patient, and commend
you for the time and effort you have put forth on their behalf. We, too, as nursing
home operators are concerned, and hope to convey to you and your committee, by
the outline of cases enclosed, that our desire to furnish the best possible care at
the least possible cost to the patient and the taxpayer is and shall continue to
be the poliey of this and other nursing homes under our management,

Very truly yours, .

’ D. WAYNE JAcoBSON; President.
[Attachment.]
. DOCUMENTATION

Case No. 719, Female, Age 81— )

Diagnosis: Congenital Heart Failure, Fracture Tibial Platean and Femeral
Epicondyle (left).

Admitted : January 1, 1970.

Treatment: Physical and Occupational Therapy began on day of admission.
Partial to full weight bearing. Eager to work in Occupational Therapy. Low
Salt diet. Hydrocollator packs used per Physical Therapist and attending Phy-
sician’s Orders. Patient discharged on March 15, 1970 to home with daughter.
Ambulatory at time of discharge. Has visited nursing home occasionally since
discharge. ’

Case No. 692, Female, Age 59—

Diagnosis: Diabetic, Amputee, Right Leg below knee, Generalized Arteriolo-
sclerosis, Cardiac Decomposition, Arthritic.

Admitted : September 23, 1969.

Treatment: Occupational Therapy started immediately, working with hands
for improvement in arthritic condition. Physical Therapy started on 10-10-69
with emphasis on whirlpool treatment in hydro-therapy section. Arthritic con-
dition improving and muscle activity in left leg very good. Fitted with artificial
limb on 6-2-70 and walked in parallel bars. Fitted with special shoes per Physiecal
Therapist and Physician. Doing very well with prosthetic device. Clinitest nega-
tive. Continues with Physical and Occupational Therapy. October 31, 1970, patient
discharged to her apartment. Continues therapy weekly on out-patient basis.
Getting along very well on her own and feels very independent.

Case No. 759, Female, Age 74—

Diagnosis: Severe Arthritic, Ohese.

Admitted : May 13, 1970.
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Treatment: Special low calorie diet for obesity. Occupational ‘L'heraps s...
gested to patient and began immediately. Physical Therapy began on 5-25-70.
Patient complains constantly of being too ill and arthritic to help herself. Pool
treatment suggested by Physical Therapist and Physician. Begins to cooperate
and says she feels much better, not so much pain in legs. Demands much atten-
tion from administrator. 7-24-70 Physical Therapy discontinued at patient’s
request. Two weeks later, Therapy resuined at suggestion of administrator and
Physician. March 3, 1971, patient discharged to her apartment, weight loss sig-
nificant and arthritic pains alleviated. Does own cooking, cleaning, ete. Visits
nursing home occasionally.

Case No. 772, Male, Age 88—

Diagnosis : Arthritic Legs, Pernicious Anemia, Heart Disease.

Admitted : July 7, 1970.

Treatment : Moves only with assistance upon admission. Special diet. Enjoys
Occupational Therapy, building, sanding and some painting. Physical Therapy
started on 7-27-70, passive, active and resistive exercises with gait training.
Cooperative and pleasant. Therapy continued until 9-11-70, discharged to family
on 9-12-70, ambulatory. '

Case No. 753, Female, Age 67—

Diagnosis: Extreme Obesity, Acute Bronchitis, Cardiac Decomposition, Dia-
betes Mellitus, Hypertension Cardiovascular Disease.

Admitted : April 25, 1970. '

Treatment : Weight 310 1bs. at admission. 500 Calorie diet. Does not wish to
ambulate. Much effort to walk to lobby. Enjoys Occupational Therapist and de-
partment aides. Intake of fluids watched closely. Physical Therapy commenced
on 4-27-70..Walking on parallel bars, pool treatments. July 25, 1970, discharged
to home, blood pressure normal, blood sugar normal, weight 211 lbs. Patient
visits nursing home regularly, has continued on diet and exercises suggested by
Physical Therapist. Weight now 165 ibs.

Case No. 709, Male, Age 91— :

Diagnosis : Arteriosclerotic Heart Disease, Cardiac Failure.

Admitted : November 24, 1969.

Treatment : Edema of legs. Cooperative in Therapy departments and with staff
members. Complains of soreness in legs during therapy treatments. Persistent,
wishes to continue Physical Therapy so he can go home. Hydro-therapy pool sec-
tion enjoyed by patient and complains of less leg pain. May 14, 1970 patient dis-
charged to own home. No edema of legs or heart murmur at time of discharge.

ITEM 5. LETTER AND MATERIAL FROM FRANK E. MATHER, M.D,

BOISE, IDAHO
May 26, 1971.
Senator FrRaNk E. Moss, . : B
Chairman, Senate Subcommittee on Long Term Care,
U.S. Senate, Washington, D.C.
The enclosed materials are submitted with the intent they be included in the
hearings considerations of the Senate Subcommittee on Long Term Care.
They are based upon a sincere constructive intent and represent no sponsor-
ing group, association, or agenecy. They are simply the convictions of a physician
who has served on two sides of the health care system ; as a private practicing
physician, and in an administrative capacity as director of a state licensing
and certification section for health facilities. Motivations for these expressed
convictions are based solely upon the responsibility an individual assumes to
patient care as a physician regardless of what status or office he may hold.
To find violators and summarily fix the blame on them for an ailing health
care system is not a difficult task. We have many potential candidates. A service
is rendered if we identify and treat the cause of the illness rather than randomly
attacking its symptoms.
The basic symptoms are few in number. From the basic symptoms, identifica-
tion of cause should be possible.
Symptoms: )
1. Inadequate provider performance:
a. Less than desirable quality of care.
b. Failure of the delivery of services to reach all of those in need.
c. By some a moral failure to fairly charge for services furnished.
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2. Inadequate administrative performance:

a. Incomplete and inept information to the public about the program
(1) mechanics; (2) limitations; (3) nature and goals.

b. Unresponsive action to program needs (1) lack of responsible,
informed, professional leadership at the delivery level at least;
(2) failure at state, regional, and central levels to provide
‘appropriate supervision, knowledgeable guidance, and minimum
controls for providers, intermediaries, carriers, and state agency
functions.

Symptomatology is abbreviated, however it is adequate to identify the basic
illness cause as being within the program structure and management itself.
Providers will function better when they are able to identify overall construec-
tive leadership, encouragement, and supervision in providing health care. The
public and lower levels of program administration will respond on the same
basis.

Beyond this point we face a philosophic illness where the doctor is the legis-
lative arm of government. Serious complications to the illness exist. Health care
has been placed in the field of political influence where its fortunes wax and
wane with that cyclic circus known as elections. Also it is subject to the leader-
ship and direction of that ponderous, immovable, at times hopeless identity
known as bureaucracy.

It is an improper service to the patient and public to vigorously attack the
isolated symptoms and ignore the causitive agents of the illness in the health
care system. I have included two examples of how we might begin treatment
at the fringes of the illness, knowing that this case must be in the hands of the
specialist, legislative leadership.

Until proper treatment is initiated a valid warning should apply to these
national health care programs: “Caution, government may be hazardous to your
health”.

How many new names, terms, and identifications can be imposed on a long
established business or system, without adequate explanation, before that business
sinks from pure communications and understanding breakdown?

“That brealdown crisis is not far removed in our health carc system” is widely
predicted by many. A fair number think it’s already here.

The question and the warning are related. Lack of communication and under-
standing are one major factor in the impending crisis.

In no other segment of the health care delivery system is this any more evident
than in the Nursing Home Industry. This intermediate grade of care with its
chronie, routine character make it subject to avoidance and neglect. A segment
vulnerable to early failure.

There is need for an informational tool to sort out the created bits and pieces
of health care so that providers, especially nursing-homes, can identify their
role. If there is such a tool it has either not worked or has not been distributed
yet. . '

Here is one that works. In fact it may be coupled to licensure standards and
practice to aid in that field. .

What it’s all about is attempting to provide medical care to patients. So we
look at the patient, his illness or infirmity, his response pattern to it, and fashion
a profile from this information. Now if the segments of the system of care will
key into this profile we have a reasonable chance of an understandable system.
and an educational tool.

To set up the patient profile one measure would be the degree of dependency on
others for care as a result of the illness. The second measure would be the time
span of the dependency. We have the elements necessary to produce an idealized
graph of the patients need for care that will serve our purpose.

For practicality, numerical levels of care (categorys) are assigned. The goal
here is the fewest possible levels to avoid producing as many gray area decisions
of patient assignment to levels that we can. All of the present categorys of care
must fit into our profile since we are using the basis for which they were created,
the patient and his illness. Six Levels of Care were determined to be adequate.
The limits of these levels fully anticipate some overlapping of patient assignment
since this is often a difficult judgmental decision.

The six Levels of Care are listed here with comparison references only. Strict
definitions wonld be dependent upon state or regional standards and practices.

Level I: Comparable to acute hospital inpatient care.

Level IT: Comparable to acute convalescent care or extended care.
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Level 111: Comparable to nursing hoine care or stabilized status of illness re-
quiring continuous nursing care for his dependency. .

Level 1V ;: Comparable to board and room with supporting personal care but not
continuous nursing care.

Level V: Home professional nursing care for the convalescing patient or the
patient capable of living at home if some professional nursing care is provided.

Level VI: Clinical and preventive services to essentially ambulatory patients.

Superimposing these levels on the patient dependency profile provides a graphic
visual aid of the system of care.

This system is simple. Coupled with the graphic aids it provides an effective
aural communication tool to clarify a confused health care system in the minds
of providers. This has been especially true in the nursing home field. (With a few
simple modifications it is effective in the same way in the Mental Health Care
Field.)

Since I mentioned coupling this concept to Licensure a brief word on this. To
meet the trend of multiple Levels of Care being offered by one facility one can
utilize the concept to simplify licensing procedure. It is necessary to issue only
one class license, a Health Facilities License. This license states that the facility
is authorized to provide any combination of the Levels of Care for which it is
approved by state standards and inspection. One license and one survey.

1 submit this material for consideration since many of the problems in long
term care are based upon misunderstanding. A tested simple educational tool will
help to eliminate many of these.

In defense of the nursing home administrator and the professionals supplying
services to nursing home patients I call your attention to an excellent example of
a quality care program initiated by an administrator and one of his consulting
professionals. Look at what has been done to develop a program by an admin-
istrator and his facility pharmacist. First in recognizing need for improved
pharmacy services to nursing home patients; second in supplying a sound method
of drug control in a critical area.

In addition to the contributions to care inherent in the system consider two
tmportant points: .

(1) An excellent example of the responsibility assumed by individuals, in-
volved in providing primary care, to the patients they serve. The individual
intimately involved in providing care stands in a prime position to create appro-
priate programs. They are a part of the machine they make. These individuals
are not likely to fashion a cumbersome, inefficient system for themselves. o

(2) Programs or systems created by providers must be examined and evalu-
ated by professionals with experience and knowledge of the care provided as the
system is introduced to; assure protection of the patients interests, to determine
the applicability of the system to other facilities.

(Tt is obvious we need good quality. programs, and having acquired such, they
must be promoted for others to adopt. We must not expect the provider who
developed the system to be the sole evaluator, nor can we expect or ask him to
abandon his primary interest and'skill-in providing care to promote the expan-
sion of the system at the expense of this responsibility.)

In the case of this pharmacy system it was evaluated during development by
experienced professionals, physician, pharmacist, and nurse. It was supervised
in its introduction. Its expansion to other nursing liomes tliat followed was
encouraged and promoted by professionals of the Licensing and Certification
Agency working with the system developers. These are the ingredients of quality
care development “on the firing line”. o .

The defect that prevents this effective and orderly development in too many
cases is the lack of essential knowledge, interest, and catalytic effort at the
administrative -and supervisory level in governmental agencys. For lack of a
fork need the dinner be lost? R

Sincerely, ) : .
: Fraxk E. MATHER, M.D.

ITEM 6. LETTER AND ENCLOSURE FROM DONALD H. WILSON,
ADMINISTRATOR, THE ASBURY METHODIST HOME

Avcgust 12, 1971.
DEar SENATOR Moss: Because of your vital interest and concern for the
el(l(_:;:ly men and women who are being cared for in nursing homes and related
facilities we wanted to call your attention to the fact that a model of outstanding
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residential and nursing care for the elderly exists just a few short miles from
our office in the Nation’s Capital, and to invite you to come to Gaithersburg to
see first hand an example of what can be done to provide outstanding care for
the elderly, and to be our guest for dinner in our dining room at 12 :30.
The enclosed material will give you an insight into the excellent program we
provide. Please accept our invitation at your earliest convenience.
Cordially, : :
RoxarLp H. WILSON.
[Enclosure. ]
UNIVERSITY OF MARYLAND SCHOOL OF SOCIAL WORK,
N OFFICE OF THE DEAN,
Baltimore, Md., March 25, 1970.
Mr. RoNALD WILSON, .
The Asbury Methodist Home,
Rolling Acres, Gaithersburg, 3 d.

DeAr MR. WILSON: It is the purpose of this letter to provide you with some
Impressions of my visit to the Asbury Home on 2/16/70 regarding the possible
involvement of staff at the home in a course being offered by the University of
Maryland for those who work with the elderly.

I was immediately impressed by the fact that I was welcomed to the home by
residents rather than an individual specifically hire as a receptionist. Although
I hold no grudges against secretaries and receptionists, I feel it is part of the
unusual and striking feature of this home that the residents welcome you to their
home. The treatment that I received during my stay by Mr. Wilson and the
residents was extremely warm and inspiring. I was taken on a tour of the home
by one of the residents (again, this in itself, differentiates this home so much
from any I have ever been in before) who proudly provided a picture of a warm,
comfortable, and free atmosphere. At one point, while noting that a kitchen on
the lower floor was used by a resident to bake, she noted that “family” members
did their baking in that kitchen. I asked what she had meant by “family” and
the reply was simply “people who live here”. This woman was in no way false
in making this statement and it appears that residents here do, in fact, feel part
of a family setting.

I was very favorably impressed by the cleanliness (yet without the kind of
over-sterility one so often can see and smell in many other homes) and the
general decor. I feel it is a wonderful idea to have persons who enter the home
bring with them furniture if they wish. This not only provides lounges in other
areas in the building with some beautiful, and in some cases antique pieces of
furniture but I imagine this eliminates the complete break with all one has from
the past that usually accompanies nursing home admission. I whole heartedly
agree with the policy that also permits residents to furnish their own rooms
should they wish. Too many nursing home residents suffer from the mentally
stifling and depressing presence of every room looking exactly alike the other
with modern mass produced and bulk bought furnishings.

As I am sure is the case with some Deople who visit the Asbury Home, I was
particularly impressed by the many stores on the lower level. The striking beauty
of the doll shop and the antique room are almost impossible to-put in words: The
past lives of residents at the Asbury Home as quite obviously respected and
cherished by the home’s administration. It must undoubtedly be a good feeling
for residénts to know that many aspects of their own paths will not totally dis-
solve with them upon their own death. The ice cream parlor, post office, hair
dresser and hat shop must provide a great deal of pleasure for residents. These
stores, for me, represented a kind of freedom $0 often lost by persons entering
nursing homes. The residents of the Asbury Home had places to g0 even within
the home. In addition, summer weather brings with it the opportunity to sit
outside on spacious grounds and fish in the lake and enjoy beautiful scenery. In
general, residents were offered a kind of privacy and degree of independence
which is sorely lacking in other nursing homes. I do realize that many nursing
homes have residents requiring significantly more custodial assistance than
those in the Asbury Home, but the importance of privacy and independence to as
great a degree as possible is something that should be considered much more by
many nursing homes. . . :

I left the Asbury Home feeling warm and hopeful for the future. Seeing this
facility somehow gives one the feeling that a nursing home can. in fact, be a
place one might really want to 80 when age reduced one’s ability to function
comfortably outside a protective setting. As I said to Mr. Wilson, I wish those
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government officials with the power to assist this nation’s senior citizens would
visit the Asbury Home and then return to their states to duplicate this home as -
often as possible throughout the country.
I truly look forward to future visits to the Asbury Home.-
Thank you. .
Sincerely, )
: STEPHEN A. LESCHT,
Program Director.
“WHAT ASBURY MEANS T0O ME"” -

Asbury—proper name—Home for the Aged: haven, refuge, sanctuary.

Just as the migratory birds find Marsh Island a sanctuary on their flight
from one clime to another, just so do I find Asbury a refuge—not a.retreat—on
my journey from my e arthly home to an unknown land.

The older birds know the route, the air currents, the streams and the fields
along the way, yet they are grateful for this protected haven in which to rest
and get their bearings. I, too, know the signposts that point to the destination
1 hope to reach. I, too, am grateful for a quiet place in which to get my bear--
ings, and for the reassuring Thursday nights messages from devout men who
have spent years studying the road map.

Just as the birds with no exertion on their part find their physucal wants
satisfied, so. I, without the petty annoyances that plague the homemaker, find
my life made comfortable with clean linen and appetizing food served in a
charming environment.

Asbury means liberty to be myself mthout disrupting anyoune’s schedule. As
I grow older,. mind and body sometimes are weary without reason and I need
solitude. No one questions my right to seek sanctuary in my own room, to close
my door, to nap, to read, to sew, or to pray. And no.one enters without knockmg'

Ashurv means freedom from that boring monotony which is often responsible
for the deterioration of both mind and body in older people. The planned activi-
ties, the visits from talented groups, the books and magazines available in the
libraries, add that variety which is the spice of life.

Asbury means association with a sympathetic staff—whose courtesy is unfail-
ing—whose-time is never so limited that a little cannot be spared to listen ‘with )
interest to a tale of woe or.one of happiness.

Asbury means the joy of being treated as a reasonable adult; one Who can
be relied on to observe the laws of courteous living without restrammg rules.

What bliss to go “to bed with the chickens” or to stay up to quietly finish that
last exciting chapter..

Asbury means a home I can brag about with no mfrmgement of good taste.
I.can show my visitors its attractive features with pride in our excellent house-
keeper who is responsible for its immaculate beauty; pride in Dr. Wilson whose -
dream it is, and pride in the many Methodists who helped him realize that dream.

Asbury means a chance to serve without the frustrations that beset older
people—the . difficulty of getting about, and the dependence on other people are
only two of many. Without leaving home, I can put my one talent to use.

Asbury’s_beautiful surroundings mean daily assurances of God’s love. The
stately trees, the rolling lawns, the gorgeous shrubs, the fragrant flowers are
a balm to eyes.and heart. I stand at my window, and see the sun touching the
hills with the rosy light of early morning and know this is my Father’s World. .

EpiTHE ROBERTSON.

ITEM 7. LETTER FROM JAMES J. BRENNAN, ADMINISTRATOR, MARY
LYON. NURSING HOME, HAMPDEN, MASS. .

. JonE 11, 1971,

DEAR SENATOR Moss : Your. planned public hearing with regard to hearing posi-
tive and constructive testimony on the contributions of Nursing Homes to modern
society is greatly appreciated by myself and all my colleagues. We have been
waiting for this opportunity of having equal time for a long time. Thank you
very much:

T am writing to you in two capacities; namely, as an individual Nursing Home
operator desiring to tell the world how health care programs for the elderly
have been.greatly strengthened by significant resident involvement in activities
designed to prolong their “Uving”. Meaningful activities are every bit as im-
portant to those residing in Nursing Homes as their daily diet of medications.
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Also, I am writing to you as Chairman of the Massachusebts Federation of
Nursing Homes Public Relations Committee. . .

First, as the Administrator of the Mary Lyon Nursing Home, I want to tell
you of the many activities conducted to extend “living” for the residents of our
Home by adding enjoyment and enrichment to their lives. Some of our activities
are conducted by volunteer members of our community. For instance, a local
businessman donates his valuable time to conduct art classes once a week during
his busy daytime. He has given greater meaning to the lives of our residents to
whom we have already pledged “THE BETTER LIFE”, )

The art.work being done by our residents is so good that the Sunday magazine
section of the Springfield, Mass. newspaper has requested the right to do a story
on them. In fact one of the works of art will be the cover picture. This is
scheduled for early August 1971. It is interesting to note that none of the resi-
dents did any oil painting prior to this time.

The motto of our Home, is “We Serve the Dignity of the Individual”. These
words are imbedded in the wall at our main entrance in 8 dimensional letters.
Each member of our staff is guided by this motto. )

‘I want to tell you how, not only does the community come to us, as with the
art classes and other activities, but we also go out into the community. Recently,
we accompanied some of our residents to the Shrine Circus. Their happy faces
told the story as they ate hot dogs, drank soda-pop and had a grand time.

I want to tell you how our residents are overheard saying to one another,
‘quote “I've never enjoyed myself as much as I am now”, unquote.

I want to tell you of seeing residents walking down the hallway singing a
happy tune just as they would if they were in their own home. :

I want to tell you of residents who delight in showing visitors, who are
strangers to them, around our Home because they are proud of what it is, what
it stands for and the significant part they themselves play individually to make
it the Home that it is. o '

I want to tell you how my own small children say, “I wish I lived in the
Nursing Home, because they seem to have so much fun all the time”.

In my other capacity, as Public Relations Chairman of one of the largest
Nursing Home States in the United States, I want to tell you of the tremendous
job being done throughout the Commonwealth of Massachusetts by all my
colleagues. s ‘

I want to tell you how Nursing Homes in Massachusetts are sponsoring a legis-
lative bill to permit Nursing Homes to serve as Day Care Centers for the elderly
of the community. These Day Care Centers will serve a much needed purpose by
allowing elderly men and women to come to our Nursing Homes and spend the
day with us. Meals will be provided as well as the opportunity to participate in all
of the already active programs designed exclusively for the elderly. Just being
with people who have much in common will prove valuable.

-1 want to tell you of another legislative bill being sponsored by the Nursing
Homes in Massachusetts requesting the opportunity of sharing many of our pro-
fessional staff members with the community. We are requesting the opportunity
of setting up out-patient clinics in communities where the services of Therapists
(Physical, Speech, Occupational, and Recreational) are not readily available to
the handicapped. Nursing Homes'in that community may already have this pro-
fessional on théir staff and could very easily help a few more people when he or
she routinely visits those residing in the Nursing Home. The pressing shortage of
Therapists makes this a necessity.

I want to tell you of the many in-service training programs being conducted
in most of our Nursing Homes to better help our staffs to extend the “living” of
those entrusted to our care. ’

I want to tell you how it is the goal of the Nursing staffs of most Nursing
Homes to get residents well so they can go to their own homes as soon as possible.

I want to tell you of the Dietary requirements in Massachusetts requiring bet-
ter diets for the residents of our Homes. A Registered Dietitian is required on the
staff of each Home as a consultant.

I want to tell you how our Nursing Homes are not only providing for the needs
of the' elderly, but also the needs of all convalescent patients, regardless of age.

I want to tell you how Religious services are held regularly in our Nursing
Homes to provide for the Spiritual needs of our residents. ’

I want to tell you how Nursing Home residents in some facilities in Central
Massachusetts volunteer their time and bring happiness to others by going out
and visiting members of the community who are shut-ins in their private
dwellings.
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I want to tell you how residents in several Nursing Homes in Western Massa-
chusetts decorate floats and personally ride on them in the 4th of July parade.

I want to tell you that many residents of many Nursing Homes in.our Common-
wealth go on bus trips to places of interest.

Senator Moss, 1 would sincerely appreciate the opportunity of personally tell-
ing you in detail about all of these things and the many other things that are
being done in this new era of health care. )

-It was not known how much in depth you desired me to develop any of the
aforementioned items. However, I am ready to develop any of my information as
much as you wish. If you desire further background material, please notify me
immediately so I can provide it to you by return mail.

- Thank you again for being so thoughtful by arranging a public hearing to hear
the Nursing Home side of the story.

Sincerely, :
JAMES J. BRENNAN.

ITEM 8 LETTER FROM THOMAS P. LEWIS, ADMINISTRATOR,
KINGSPORT MANOR, KINGSPORT, TENN.
May 26, 1971.

DEeAR SENATOR Moss : We have been advised that your Subcommittee on Long-
Term Care will hold a public hearing on the contributions of nursing homes to
modern society. . .

Having been active in the Nursing Home field since early 1967 as an Adminis-
trator and part-owner of an Extended Care Facility and presently serving the
State of Tennessee as a member of the Board of Examiners for Nursing Home
Administrators, I feel strongly that all relevant information to the subject should
be placed in the Subcommittee’s possession before the close of the hearing.

The modern nursing home has contributed the following toward resolving the
special health care needs of our aging population : : ’

1—By making available beds needed for long-term nursing care.

2—By making these beds available at a patient cost from Y4 to 14 the cost of
equivalent nursing care in a regular hospital.

3—By providing a professionally supervised environment for rehabilitation of
the elderly who may have that potential, despite stroke or other debilitating .
diseases commonly associated with the aging process.

4—By providing Tender Loving Care of trained therapists, activity program-
mers, professionally planned dietary management.

5—By providing the elderly with homely atmosphere among their contem-
poraries, at the same time relieving families of the burden of dealing with the
special needs of a generation whose interests are often times quite alien to the
younger family members. : :

Until this message reaches the public, the Nursing Home Industry has little
attlraction for private enterprise and its future development prospects are dim
indeed.

Respectfully submitted.

THOMAS P. LEWIS.

ITEM 9. LETTER AND ENCLOSURE FROM MILTON JACOBS, VICE

PRESIDENT, PANCH :
May 27, 1971.
Hon. FRaNk E. Moss,

U.S. Senate,

Washington, D.C.

Enclosed you will find a copy of a report by the Ad Hoc Committee on Flexible
Payment Systems for public assistance clients in public and private facilities.

This is essentially a program of health care delivery that deals with the
problems of availability of service levels of care, proper payment for services on
a competitive basis that has fixed ceiling cost based on historical averaging. It is
unique in the fact that controls within the program can create operational realis-
tic budgets. Proper payment for service can insure the investment by both tax
paying and non-tax paying organizations in new facilities to take care of our
country’s needs. It will not be the responsibility of our states or the Federal Gov-
ernment to spend millions of dollars in gross capital expenditures to provide the
needed facilities to advance health care programs for our dependent elderly.

62-264—72—pt. 17——10
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We have had the cooperation and support of our administrative agencies here
in Pennsylvania concerning this program. We have hopes that this program will
be phased in to replace the antiquated system we are now suffering with.

I appeared as a witness at the hearing that Mr. Dennenberg, Ph. D., the Penn-
sylvania Insurance Commissioner, held several months ago concerning Blue Cross

rate increases and innovative programs to help cut down operating costs in the
delivery of health care.

This comprises the input and energies of many, many people with long years
of expertise in health care delivery and although we do not consider this Utopia
for all our problems, we do feel that the concept will certainly be a giant step
forward to helping the crisis of health care delivery to the elderly.

If this program as presented seems to offer some merit in this area, I would
be most pleased to meet with you to discuss it in greater detail, or appear as a
witness in pubhc hearings that will be held by the subcommittee on. long-term

care.
loms very truly, .
B MiLToN JAcCOBS.
[Enclosure.]

Ap Foc COMMITTEE OoN FLEXIBLE PAYMENT SYSTEMS FOR. PUBLIC ASSISTANCE
CLIENTS IN PUBLIC AND PRIVATE FACILITIES

NovEMBEBER 30, 1970.
ALFRED C. KraFT, M.D.,
Commissioner, Office of Medical Services and Facilities, Department of Publw
Welfare, Harrisburg, Pa.

DEAR Docror KrAFT : It is with some degree of pride and perhaps even a greater
feeling of anticipation that I submit to you the suggestions of our Ad Hoe Flexible:
Payment Committee. Since the time of our first meeting, until the present, our
Committee has worked diligently in all areas of reimbursement in an effort to
establish the means of providing realistic payment for services that will provide
improved services and standards to our medically indigent. The effort has at
times been frustrating and at times philosophic differences brought us to an
impasse, but due to the tenacious conscientious attitudes of our Committee, we
feel that we have formed a basis of “payment for services” that is realistic in its
extent of funding as related to the improved services it will provide. -

" 1In the area of reimbursement, it is suggested that either one of the following
methods would be used. 1In either case, it would be the plan that would provide
the lesser of the two systems in regard to payment to.the provider.

Plan A—swould pay 1109% of the average certified and/or audited costs by the
region (6) so designated by the Office of Medical Services. Averages would be
determined by like facilities of equal size for the same type of service offered.

1. These costs to be determmed with a form similar to the Medicare (Title
XVIII) chart of accounts.

2. These facilities can be subd1v1ded into classification of services as follows.
Thxs would entail six levels of care-——this under the following nomenclature

a. Sub-Acute hospital.

b. Short term medical oriented post hospital facility.

c. Long term medical oriented restorative facility.

d. Intermediate care “A.”

- e. Intermediate care “B.”

f. Personal care home.

Each facility would make an annual election as to the type of care or sub-
divisions of care it would provide. Notice must be given to the department at least
90 days prior to the beginning of the new year of the election.

Plan B-—would pay published charges, these to be listed at the beginning of
the contract year. All charges must be the same as those made to self pay patients. .

Of the two plans mentioned payment to the contractual institution will be the
rate that is lower between Plan A and Plan B.

1t is suggested that an interim rate be used at the start of this program using
random samplings from medical cost reports or audited financial reports by inde-
pendent certified public accountants. All reports relative to this program to be
submitted within 90 days of the close of the fiscal year. In cases where such
reports are not received in the indicated 90 days, a fixed scale of percentage de- -
ductions should be made to the previous contractual rate until the required
reports have been submitted. This would not be a fine in -its concept, and all
monies due the provider would be paid upon the submission of the required
“reports.
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In reviewing the administrative problems of all the plans and methods we have
reviewed, it seems to me that this plan in its basic simplicity is reflective to
many many advantages in regard to patient care and over all cost. Some of the
advantages that come to mind are as follows:

1. More providers of service will seek to join this program, therefore, making
more hospital beds available for the critically ill and by proper utilization
review bring the proper level of care to the patients needs.

2. This method will serve to increase the standards of care by having more
providers join the program. This will ereate the availability of more beds and
thus will give the Office of Medical Services and Facilities the “where to all” to
close down and transfer patients from non-licensed (bootleg) homes.

8. It will restore for the first time the human dignity of the patient by allowing
him the freedom of choice. The patient will.no longer be an object of disdain,
but a human being whose needs to be served will be competitively sought after.

4, The program will assure higher levels of standards through competitive
free enterprise, knowmg the level of care will be economically justified.

5. Utilization review of patients in the hospital will be able to place patients
in five different levels of care relative to the patients’ needs.

6. This plan does not require significant additional state administrative over-
_ lay as other intricate systems and point structures as evidenced by Illinois,
Michigan and Massachusetts.

7. The possibility of utilizing the same fiscal intermediaries of Title XVIII is
a consideration. This could reflect in substantial savings.

8. It is not unreasonable to consider the fact that there could be savings of
from one to five days of high cost hospital care.in the proper use of this-program.
In a recent article in the Philadelphia Bulletin dated November 17, 1970 related
to this program and spoke of an average per diem cost of $80.00 per day. Based
on this information, hospital costs for the medically indigent could be- greatly
reduced and the proper use of all facilities could provide better care at the
same or lower overall cost.

In the course of this report, I touched on the subject of levels-of care. It is
the feeling of our Committee that this would be in the realm of six distinet levels
of patient care. Please note that even though we speak of six levels of care, we
have classified them under three categories of “Skilled Nursing Care”’—Inter-
mediate “A”—Intermediate ‘B”—and “Personal Care”. They are listed as
follows : ’ '

CRITERIA—LEVELS OF CARE
I. Skilled Nursing Carc
A. Types of facilities:

1. Sub-aeunte hospital.

2. Short term medically oriented, post hospital conv alescmg facmt\
This would take in patients of all ages including drug addicts and aleoholics
for care.

3. Long term medically oriented restorative facility. This would use the
professional skills of a medical director to insure. its phllosophv of. restora-
tive services.

II Intermediate “A”
4. Long term nursing care oriented facility that would possess the ability
of 'some restmatlve services, but with emphasi$ on sustaining chronically
ill patients. -

Intermediate “B” : ‘

5. Long term . facility with lower staﬁing requlrements as related to the needs
of a semi-medical facility. Patients in a facility of this type would require more
of the social services, rehabilitative, occupatxonal therapy and other services of
this type.

III. Personal Cme Institution
6 Thxs facmty would be a custodlal care (personal) care: mst1tut10n

CRITERIA AND DEFINITIONS
I. Sub-acute Hospital :

This facility to be used either on the basxs of a post hospital admlssmn or
in cases so désignated by the patient’s physician admission directly from the
patient’s home. This facility is able by its organization to dmgnose and treat
situations of medical need without the use of general hospital beds- and facilities.
Some of the written requirements are as follows :



1900

1. A medical director whose responsibility it shall be to review all cases on
admission and periodically thereafter. He will head and supervise a staff
organization.

2. The medical team shall have available the service of all medical specialties
including a podiatrist and an opthamologist.

3. There should be in depth diagnostic evaluation.

4. Portable x-ray equipment and a basic lab should be available.

5. Provisions for a pharmacy or drug room should be made if possible.

6. Medical records must be maintained. It is suggested that a medical librarian
be used on a consultant basis. )

7. Diagnostic history and laboratory work to be done in the facility.

8. A functioning U.R. Committee to determine levels of care needed and proper
utilization of facility and transfer agreements.

II. Short Term Medically O;‘ienied, Post Hospital Facility.

This related to convalescence. This can be one of many types and take in
patients of all ages including drug addicts and alcoholics.

This facility would provide a service which must be furnished by or under
the. supervision of trained medical or para-medical personnel. The fact that the .
service is performed by trained medical or para-medical personnel does not in
fact mean that it is a skilled service. A service which can be safely and ade-
quately self-administered or performed by the average and medical person,
without the direct supervision of trained medical or para-medical personnel,
is a nonskilled service without regard to who actually provides the service.
Some of the written requirements are as follows : :

1. A part time or full time medical director to insure medically directed
services. ’

2. Staffing as per state minimum requirements.

3. A funetioning U.R. Committee.

4. The availability of all medical specialties.

5. Transfer agreements.

6. All other criteria as published in rules and regulations pertaining to skilled
nursing homes. '

I11. Long Term Medically Oriented Restorative Facility
. Part time or full time medical director to insure medically directed services.
. This facility would emphasize rehabilitation.
. Functioning P.T. department.
. Availability of services of :
a. Speech therapy.
b. Rehabilitation.
¢. Occupational therapy.
d. Physical therapy.
5. Functioning U.R. Committee.
6. Transfer agreements. ' -
7. All other criteria as published in rules and regulations pertaining to skilled
nursing homes.

Intermediate “A”

This would be a long term nursing care oriented facility that would possess the
ability to provide restorative services, but with emphasis on sustaining chroni-
cally ill patients.

1. Would provide a sufficient number of trained and/or experienced personnel
shall be employed to provide a minimmum of two hours of bedside care per resident
day. -

2. There shall be a written care plan.

3. Restorative care—there shall be an active program of restorative care aimed
at assisting each resident to achieve his highest level of self eare.

4. All orders under the written direction of a physician.

5. Would provide “skilled nursing care”’—all services to be performed by a
registered nurse or by a licensed practical nurse under the supervision of a
registered nurse.

6. Residents shall not be admibted if :

a. Acutely ill and require medical, surgical or nursing care beyond the
capabilities of the institution. Under no circumstances shall persons who
require skilled nursing care be admitted to intermediate care facilities.

As the prime objective, a transfer agreement should be made between a
hospital and a skilled nursing home in order to provide reasonable assurance

WO D
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that transfers of residents can be effected whenever such transfer is medically
appropriate as determined by the attending physician.

b. Suspected or having any communicable diseases including tuberculosis,
in its communicable stage.

e. Carriers or persons suspected of being carriers of communicable diseases.

d. Mentally ill who are dangerous to themselves or others.

e. No children under fourteen years of age except in homes licensed ex-
clusively for convalescent and handicapped children, unless approved by the
department. .

f. Care services—the home shall provide care appropriate to the resident’s
need with authority, functions and duties clearly defined, with personnel
chosen for their training experience and ability in conformance with adopted
rules, regulations, policies and procedures.

g. Supervisory personnel—

(1) Bed capacity 2-34: Supervisor, 1 R.N. or L.P.N. on duty during day
shift eight hours per day, five days per week, plus a responsible person who
by experience is capable of assuming responsibility for two days.

(2) Bed capacity 35-74: 1 R.N. or L.P.N. as supervisor during the day
shift for eight hours a day. five days a week, plus 1 R.N. or L.P.N. minimum
of 40 hours per week. Schedules shall give maximum coverage, including
weekends, holidays and evening shift. Coverage for a total of 80 hours of
licensed nursing service per week. .

(3) Bed capacity 75-125: 1 R.N. or L.P.N. as supervisor, 8 hours per day.
five days per week, plus 2 R.\.s or L.P.N.s each shall work a minimum of
40 hours per week. A total of 120 houts of licensed nursing service per week.

(4) Bed capacity over 125: 1 R.N. or L.P.N. to serve as supervisor eight
hours per day, 5 .days per week, plus a sufficient number of R.N.s and
1.P.N.s to serve avound the clock, seven days a week.

(5) Additional factors staffing for providing care: Several factors will
influence the total requirement for personnel to provide sufficient care. Such
factors are the degree of helplessness of the resident, the physical layout of
the institution for travel to.activities, the type of facilities provided; the
amount and type of equipment to be used for resident care and the skills
needed to use such equipment in providing care (or promoting self-help
through the use of prosthetic or therapeutic devices) ; and the extent of the
staff’s training and experience to provide care services.

(6) Minimum personnel on duty : As a precaution against a need in case of
an emergency, a ratio of personnel on duty to residents shall not be less than
1 to 25 or fraction thereof at any time. Dietary and housekeeping personnel
are to be excluded from this count. ’

(7) On call assistance: Homes which are not required to have an R.N. or
I.P.N. on duty at all times must make provision for an R.N. or I.P.N. to be
available by telephone for advice, or if necessary, emergency services.

(8) Utilization Review: Utilization Review is required for all residents
supported by the Federal intermediate private paying residents.

(9) Transfer plan, annotation—Continuity of Care: In order to achieve
continuity of care to residents as the prime objective. a transfer agreement
should be made between a hospital and a skilled nursing home in order to
provide reasonable assurance that transfers of residents can be affected
whenever such transfer is medieally appropriate as determined by the
attending physician.

Intermediate “4”

Tong Term Care—services rendered to residents whose illness is not acute and
whose care needs have stabilized at a level which requires no more than eight
hours a day of care under the supervision of an R.N. or L.P.N. prognosis is that
such service will be required for an extended period.

Intermediate “B”

T.ong Term Facility with lower staffing requirements as related to the needs of
a semi-medical facility. Patients in a facility of this type will require more of the
social services, such as rehabilitation, occupational therapy, speech therapy and
other services of this type.

Personal Care

.This means those services which an individual would normally perform for
hlmsglf 'bul_: for which he is personally dependent on others because of advanced
age, infirmity, physical or mental limitations. Personal care includes (but is not



1902

limited to) assistance in Walkmg, getting in and out of bed, batlnn dressing,
feeding and general supervision and assistance in daily living.

Personal care patients must be: (1) Ambulatory, (2) Able to service own
medications as per 802.1, (3) It is recommended that the criteria under rules and
regulations 502 be rewritten as to the physical and mental requirements of
patients.

These are the thoughts of our Committee relative to our charge. We hope that
‘these thoughts can be constructive in helping to provide the means of improving
patient care for the medically indigent as well as increasing the standards of
all the facilities in this Commonwealth. We, the members of this Ad Hoc Com-
mittee express our appreciation for being chosen to serve in this vital area.

Yours very truly,
" MiLTON JAcoBs, Chairman.

Ap Hoc COMMITTEE MEMBERS
PENNSYLVANIA ASSOCIATION OF NURSING AND CONVALESCENT HOMES

Mr. Milton Jacobs, Cedars of Tel-Aviv Nursing Home.
Mr. Morris Yoffe, American Medical Affiliates.
Mr. C. T. Baumgard, Lutheran Home for Orphans and Aged.

PENNSYLVANIA ASSOCIATION OF NON-PROFIT HOMES FOR THE AGED

Mother Mary Stephan, Garvey Manor.
Rev. Dean Shetler, Church of the Brethren Home.
Mr. Bernard Liebowitz, Philadelphia Geriatric Center.

PENNSYLVANIA ASSOCIATION OF COUNTY HOME SUPERINTENDENTS

Mr. Emory J. DiDonato, Westmoreland County Home.
Mr. John 8. Nichols, Delaware County Home.
Mr. Edward R. Desautels, Mercer County Home and Hospital.



Appendix 3

LETTERS DESCRIBING PROGRAMS AND ACTIVITIES OF
NONPROFIT HOMES

In the Committee’s search for positive and innovative nursing home
programs, a generous response was received from nonprofit homes.
While the letters and material submitted are too numerous to print,
they have been of great value. Senator Moss, Chairman of the Sub-
committee on Long-Term Care, extended his appreciation to all who
took the trouble to write and directed that 37 of the most representative
letters be reprinted in this volume.

The letters follow :

SACRED HEART HoOME,
Clarcnce, N.Y ., -December 16, 1971.
Re Innovative Programs. .

DEAR SENATOR Moss: Our letter is prompted by your recent letter to Mr.
Frank G. Zelenka of the American Association of Homes for the Aging. It is my
understanding that you are interested in innovative programs of care and serv-
ices provided to the aged by long-term care facilities.

Sacred Heart Home is operated by the Brothers of Mercy. This Order devotes
most of their effort to the care of the elderly. I am the first lay administrator of
their facilities in Western New York. The material which accompanies this letter
was organized by Brother Andre Moher, the Director of Nursing.

On receiving Mr. Zelenka’s memorandum and a copy of your letter, we were
very enthused about a governmental agency inquiring of nursing homes about
the programs which they are presenting for the senior citizen of today. Only too
often has this age group been told what to do, or has even been neglected, but
we see now that this is being remedied and you are now interested in what the
nursing home has to offer. We hope ‘that, in the near future, you will even take
this a step further and ask the Senior Citizen Councils what they would want
and expect of a nursing home.

As to the programs which are offered here at Sacred Heart Home, we are happy
to say that all are functioning daily and to their fullest capacity. The staff and
patient work together toward the individual goal, and seeing the patient progress
is all the answer we ask.

Programs now functioning at Sacred Heart Home include the following:

1. The social service department )

Medical social work is a professional service to patients, physicians and the
community and has been developed in this nursing home for the purpose of help-
ing people with environmental and personal difficulties related to their illness,
recovery and preservation of health. Like any other department in a nursing
home, it has the same goal—that of providing the most comprehensive care possi-
ble for all its patients.

Every health problem creates a social crisis in the life of the patient and his
_family. Through intervention at time of crisis, social work attempts to prevent
“or reduce the incidence of conditions that aggravate health problems, as well as

to resolve them. The two professions, medicine and social work, are joined in a
common endeavor with the same objective.

Social work attempts to assist the person to deal more adequately with the
situation in which he finds himself, whether through bringing about some
change in his environment, or in his attitude, or both. More and more emphasis
is being placed on the treatment of the ‘“whole person’; no longer is it sufficient
to diagnose and treat the disease or illness alone. Now, and in the future, it is
of great importance to know about the MAN who has the illness, to have an

(1903)



1904

increased understanding of the inter-relationship of the medical, social, emotional
and economic factors involved in the illness.

Increased attention has been placed on trained manpower and skilled profes-
sional services in order to take care of the medical, social, emotional and spiritual
needs of each patient. Social Service is meant to be an integral part of this new
focus.

2. The BEvaluation Committee

The purpose of the Evaluation Committee is to determine the progress that the
patient is making, make recommendations concerning his future care, and ascer-
tain the appropriateness of the patient’s placement within the institution.

If a case is determined to require Health Related Care, or if the patient can
be cared for at home with the assistance of the Public Health Department, this
is pointed out. This is done mainly because to misplace a resident into a setting
which is not conducive to his well-being, is doing him psychological harm which
could be more damaging than any physical ailment.

The committee meets each week. It is comprised of a physician, nurses.and
other paramedical professional personnel that oversee the care of the patient.
This committee functions in addition to, and separately from, the Utilization and
Review Committee. ’ ) i
8. Diagnostic Services

All diagnostic services provided are available either in the institution or in the
local community. Appointments are set up at the convenience of the residents,
even if this is at the expense of those providing the service.

Examples of services: X-rays, E.C.G., Optometry, Audiology, Clinical Labora-
tory, Dentistry, Physician’s office visits, Podiatry.

Where possible, the family is involved. Taking the patient out helps them
to feel that they are still a member of the family and the community.

4. Dietary Programs '

The resident is asked to assist the staff in selecting foods which they would
enjoy. Their likes and dislikes are listened to and remotivation discussions on
food has been a great asset to the dietary department in planning menus.

A registered dietician visits the institution for consultation on menu planning
weekly. It is the responsibility of the full-time dietary technician to see that the
Food Service Department carries out the recommendations of the consultant.

5. Remotivation Therapy ’

Remotivation is a structured activity which enables the nursing assistant to
reach patients in a meaningful and constructive way, over and above daily
custodial care.

Remotivation is not psychotherapy in the strict sense of the word. It is, instead,
a method of aide-patient interaction which increases and strengthens the contact
between the aide and her own patients. Although designed originally as a tech-
nique for use in remotivating patients suffering from mental illness, Remotiva-
tion has been found to be equally useful in nursing homes, with all types of
patients including those suffering from physical disorders, confusion, and those
convalescing from mental disorders.

In most mental disorders in the aged, there are parts of the patient’s original
personality which remains relatively untouched. In certain areas, his personality
and his interests remain healthy. Frequently, the untouched parts have to do
with everyday ordinary things which we take for granted, such as the way a
tree grows, the history of our state and all the multitude of things with which we
live. These topics stimulate the patients to begin thinking about things outside
of himself and provide him with an opportunity to talk about these things freely.
The patient begins to realize that there is something different from his present
life. It is a time in which someone is paying attention to him and recognizing
him as a person, and that he is a part of a group. This technique provides an op-
portunity to set up a fresh relationship, even though the patient and aide have
been seeing one another all day.

Along with all that the aide can give to the program is Remotivation, the
program can also give something to the aide. It increases contact with her
patients in such a way that it is not just part of the ordinary everyday routine.
It provides a useful method of helping patients toward reality, thus making her
an active and contributing member of the therapeutic team. Even more, it can
stimulate the aide to take more interest in her patients and, therefore, more
interest and pride in her job and herself.
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6. Reality Orientation Program

The major ohjective of Reality Orientation is the reorientation of those pa-
tients to reality regardless of age or infirmity.

The fundamental purpose of Reality Orientation is to insure that in the next
ten or twenty years we, as a society, will not repeat the tragic mistakes of the
past and allow the senile syndrome to become inherent. We must begin an intro-
spection of what we are and are not doing as professionals and laymen to reverse
the “irreversible” stigma of senility which plagues thousands of elderly indi-
viduals whose problems are caused by emotional breakdowns similar to so many
other age groups and treated, but, in the elderly, are lumped together and titled
arteriosclerosis or hardening of the arteries. Senility can be a learned behavior.
What other causes of senility are there than merely the term so often used
(arteriosclerosix) that disguises so many other reasons: the loss of one’s place in
life-—retirement—Iloss of income, loss of family and friends, spouse, loss of
physical prowess, disabilities and infirmities, and even the loss of identity. What
part does institutionalization play in helping or hindering the individual to re-
cover? What environmental factors—Society’'s attitude towards aging that are
present that cause the progression of an illness, be it physical, psychoelogical,
emotional or social in nature? These are the questions which we must begin to
ask ourselves if we are to re-examine what has been done and what we have yet
to do to bring the elderly back to society as members. Members of the human
race liable to disease, both mental and physical as any other age group, and en-
titled to the same opportunity for treatment and recovery. Because it ix this
attitude towards aging which hLas resulted in thousands of individuals being
institutionalized for life and becoming “senile”—the tragic truth that to expect
and anticipate such hehavior is to reap such. A society of 65 year olds and over
who have an enormous social and emotional adjustment to make—not only the
unfulfilled aspirations of middle age, disabilities and infirmities, but the added
image of “Old Age”. This image ot age as being regressive, infantile, unneeded,
unwanted, must stop. The dehumanizing situation of a living person with all the
needs and desires of any person being denied the right or opportunity simply be-
cause one has grown “"too old” for such things.

Reorientation of the patient is carried.out through the Reality Orientation
Program. This involves the entire institution in the patient’s plan of care. An
attempt is made to reorient the patient to a stage of present reality. This includes
keeping the patient aware of time, place, date, self-identity and autonomy. Al
employees that have any contact with the patient are formally trained in the
techniques of the program on an on-going basis. The Team Approach to Care is
used wutilizing Attitude Therapy. Everyone is responsible for reinforcing the
basic facts of reality such as the patient’s name, place of residence, etc.

The institution strives to create and sustain an environment which carries out
Melieu Therapy. The patient is involved in the activities of the institution. An
attempt is made to constantly stimulate and motivate him. In order for Melien
to be effective, it demands that environment he structured by the use of consistent
attitndes. The staff reinforces desirable behavior and discourages inappropriate
behavior. :

7. Activities Proyram

The vast majority of geriatric patients have a great deal of time which, when
not being used constructively, can be an instrument for the destruction of self or
others. The hardest task that faces the activities program is to have this time
spent in fruitful endeavors, not sterile ones. Life is an ongoing and changing
process and, even in the “sunset years”, this must hold true if man is to live and
not. vegetate.

In reality, one does not re-create the past, but, more important, constructs a
present that iz approachable, acceptable and livable without the feeling of de-
pendence. It must be helievable in the sense that the patient does, and is not
always done for.

“A planned and diversified schedule of recreational and social activities should
be designed to help patients use their physical and mental capacities to the fullest
possible extent. Successful, diversional therapy should engender self-confidence,
and should preclude the withdrawn attitude often typical of the aged ill by en-
couraging participation in group activities commensurate with the individual
patient’s ability to perform.”

The staff only stimulates: it is the patient who must create, because it is their
life and not ours. We are the stimulators and motivators, but, in truth, they
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are the participators. The image of self is one of the most important factors in
life. It motivates or supresses activity ; it can destroy or build. Every man needs
a self image. We look to others for some of this and then to ourselves. The indi-
vidual must feel independent and worth contribution not distribution. Therefore,
if rehabilitation is to be a reality in the fullest sense of the word, then we must
begin to look at all the possibilities that stifle independence and create de-
pendence. )

In reality, no one wants to grow old. But it is a natural phenomenon and this
should be productive and not sterile. Productive in what sense is another question.
For some, it may be adjustment to handicaps and infirmities ; for others, a way
to live, not merely exist, with age. A problem facing many Americans is what to
do in their leisure time, especially older Americans who are no longer needed or
wanted for their labor capacities. Play to them is for children or those who have
nothing else to do. To them, our attempts at having recreation for them is to
amuse and babysit befuddled old men who sit from morning till night, just sitting.
Our own attitudes of recreation foster this belief-—that work is not play nor
play work. It is a traditional attitude that might have functioned excellently
forty years ago, but now has changed because man’s environment has. In an age
of mechanical and scientific technology, no one can afford to ignore the prob-
ability that recreation is essential to the fulfillment of life. In the word itself,
recreation is two other words, re-creation. In a sense, that is what we must do—
to re-create a life than a man never had time to live and now has so much time
and so little purpose to try. Because the patients are old does not mean living
has ended. Senile is not only a state of mind, it is a state of being. We, the staff,
help to foster the stereotype image of an old man sitting in a chair reminiscing
about the “gold old days,” but, upon asking what year it is or who the President
of the United States is, only replies that he has forgotten. We work with these
men day in and day out and perhaps we see too much of one thing and too little
of others. We see all the physical ailments, the incontinents, the treatments to be
done, the trays to be passed; all the human physical care is well done, but we
fail to see the patient as a person first who has the same five basic needs as any
other person. We must begin to realize that activities and recreation are not to
keep one busy or amused, but play an integral and important part of every man’s
lite - (soclalization) regardless of age or infirmity, and that re-creation is always
possible as long as man lives and believes that integrity and dignity have no
age or time or place, but are the fundamental precepts of all mankind.

8. Volunteer Program

The word Volunteer means “One who enters into, or offers himself for, any
service of ‘his own free will; to enter into, or offer oneself for, any service
voluntarily.” N

The role of the volunteers is an essential one because they represent the outside
world. More than anyone else, it is the volunteer who can stimulate the patient
to care once again about what is going on outside his own, often very sterile,
existence. The volunteer represents the lifeline from the Home to the Community
and back.

“A 1lifeline is more than a link to mere survival . .. Our presence, our attitudes,
our encouragement provide some of the strength which is needed for our patients
to continue to live in the full sense.”

In truth, not everyone can or should be a volunteer. Therefore, it is important
to remember that the well-being and happiness of the resident is the first and
foremost concern in the Home.

“Technical skills can be taught in pre-service and inservice training, but such
traifs as patience, emotional stability, well adjusted personality, and sympathetic
understanding must be present in an individual before he can be accepted as a
leader, either professional or volunteer.”

The ability for the volunteer to be flexible is crucial in a Home such as this
where informality is stressed—a home-like atmosphere over an institutional
one. Due to circumstances which may arise such as: residents being sick, or the
nursing preference of residents for other therapies, or changes within the activi-
ties program, a pre-set schedule cannot always be adhered to. ) ’

“Orderliness is desirable—to a point. Patients cannot live nor employees
function to the patients’ advantage if orderliness is carried to extremes. ‘Orga-
nized confusion’ just might indicate that the management puts the total welfare
of patients first.”

The attitude of the volunteer plays an important part in her effectiveness with
the geriatric resident. It can help to foster independence or dependence, a self
identity or a “senile” one.
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“Negative attitudes in our culture towards aging play no small part in
aggravating the problems and decreasing the satisfactions of later life.”

The volunteer in many instances fills the “family, friend” need of a resident
who otherwise would have few or no visitors. The psychological need by all
to be wanted, and needed, is no different among the old than it is in the young.
By the mere fact of leisure time, all the time, only enhances this need.

The benefits reaped as a result of dedicated volunteers are two fold; not
only does the Home and the resident benefit, but also the volunteer and eventually
the outer community.

“It has been found that the relationship between a resident and volunteer is
effective, not only to accomplish the creative art, but also to help meet the
psychological needs of a resident. Volunteers who became well acquainted with
the residents soon overcame their innate fear of people who are dependent and
helpless. Understanding the personality of the residents helps to expel fears
and misgivings which may have been their first impression.”

The need for more knowledge concerning the aged is vital in a society which
increases its over sixty age population by leaps and bounds. If we are to be a
productive and creative society, we must learn to make use and not misuse all
of our resources. Our own attitudes form our behavior and, therefore, it is
crucial that we become involved in learning more about a realm of life which
we shall come into, unless death terminates this. Therefore, the acquisition
of knowledge is essential; not only to the volunteers participation in recreation
with these men, but also to ourselves and the increasing knowledge that life
after sixty can be lived and enjoyed rather than merely endured.

9. Nursing Service

The Department of Nursing Service has based its philosophy of life holding
that every individual is created by God, is composed of body and soul, united
in an essential unit, possessing an intellect and free will for the purpose of
serving God through the Christian apostolate of commitment to the chronically
ill with primary emphasis on the geriatric patient.

We believe that professional nursing is concerned with meeting the health
needs of individuals and families, and that these health needs include physical,
psychological, emotional, social, economic and spiritual needs.

" We believe that no person requiring care in an institution should be isolated
from the community setting and that the patient should be given every oppor-
tunity to contribute to and utilize the resources of community living.

When the patient is unable to contribute and to utilize community resources
in the community setting, we believe that every effort should be made to bring
the community to the patient.

We believe that the Nursing Service Department is a learning atmosphere
for those interested in nursing care as well as an area of research in the
promotion of health and the prevention of disease.

We believe in promoting activities related to the improvement of patient care
in the nursing unit and in the effectlve utilization of both professional and
non-professional personnel.

10. Rchabilitation

Rehabilitation holds the key to a useful, accomplished life for the individual.
Here we believe rehabilitation not only holds this for the patlent but the staff
as well. Our philosophy of inservice education in rehabilitation is to open up doors
of knowledge and practical application of this knowledge to enable the staff to
understand the best potential, not only of the patient but of himself. :

Nursing care in rehabilitation strives to help each individual live as inde-
pendently as possible and to function as efficiently as possible within his abili-
ties. This program of inservice education in rehabilitation endeavors to give the
ancillary and professional personnel a working understanding of bhasic rehabili-
tation concepts, transfer prmmples, and activities of daily living. Since the
approach of total patient ‘care is essential in the rehabilitation regime, the
utilization of, the multidisciplined therapies becomes an integral aspect of the
program. Once a working understanding of these concepts and techniques in
rehabilitation is established, the next step of inservice education is to give the
ancillary and professional personnel an understanding of how the different
therapies (physical, occupational, recreational) correlate to effect the tools of
rehabilitation in the practical realm of everyday living. Once the staff is able
to see the role each person contributes in relation to the other disciplines in
giving total patient care, their functioning becomes more meaningful, avenues of
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communication open, a real team approach evolves and the term, “total patient
care,” becomes a reality. . :

11. Inservice Education

The primary responsibility of Inservice Education is to effect the best, possible
total patient care through the growth and development of all levels of personnel
in all departments which have patient contact. The philosophy of Inservice Bdu-
cation is founded on the commitment to the nursing care and rehabilitation of
the geriatric patient. We, in Inservice, are committed to : helping each patient to
live his life fully and to make that life meaningful through education, adjustment
and acceptance of disease entity, chronic illness and the rehabilitation process ;
education and health teaching for the family members so that they may be an
integral part in the patient’s nursing care and rehabilitation ; helping each pro-
fessional person attain and practice his professional ideals by working as a
member of the health team; enable each staff member to understand the ideas
and attitudes of geriatric patient care so that each person (1no matter what
discipline or service he renders) may become a contributing member of the health
team and feel a sense of personal growth ; utilizing community resources to retain
the identity of each patient as being a member of the community througlh the
fostering of concepts of geriatric care and rehabilitation at the community level.

We believe that Inservice Education is only relevant if it develops its programs
from the needs of the patients and staff. Inservice Education is a continual, flow-
ing process whose true value is measured by how the concepts are applied in the
daily practical situation. Inservice programs are as basie, meaningful and con-
sistent as is the daily nursing report given on the clinical unit. We believe that
Inservice Education should foster and encourage an environment where the
interchange of ideas between disciplines and departments is as natural as the
flow of a river to the sea. We believe that Inservice Education should provide
opportunities for each individual to grow and develop. We helieve that Inservice
Education should stimulate the individual to seek these opportunities and tq
accept the responsibilities inherent in growing and developing.
12. Physical Therapy

The physical therapy program in Sacred Heart Home extended care facility
is both preventive and treatment-oriented. Wherever possible, patient function is
maintained, developed and restored with major emphasis on the avoidance or
correction of deformity and the alleviation of pain at joints, muscles, or nerve
centers. Implicit in the administration of a successful physical therapy program
is an understanding of the psychosocial needs of the physically handicapped
patient. A positive motivation on the part of the patient is a necessary concomi-
tant to an optimistic attitude on the part of the treatment staff to effect a success-
ful program of the physical rehabilitation of the chronieally ill and aged.

13. Occupational Therapy

Occupational Therapy is any purposeful work of an educational, industrial,
creative, self-help or recreational nature ordered by a physician and carried out
under the supervision of a qualified Registered Occupational Therapist to prevent
disability, maintain function or restore lost skills.

The occupational therapists is professionally skilled by selection and education
to administer the program to meet prescribed objectives. The media used by the
patient, the manner in which he performs. the atmosphere of his environment,
and his relationships with the professional staff and other patients are the dy-
namic factors in occupational therapy. Since the occupational therapist receives
from the physician specific treatment orders, he is, in turn, respounsible to him for
reporting techniques used and results achieved.

Presently, at Sacred Heart Home, Occupational Therapy has three broad ob-
jectives or functions which are: 1) Physical Restoration, 2) Psychological ad-
justment and 3) Homemaking Evaluation and Training. It should be kept in
mind that for any one diagnostic entity or classification indicated in the examples,
two or more functions might well apply and, under certain conditions, or at
different stages of treatment, all three could pertain. A synthesis of each of these
three major objectives follows.

Physical Restoration.—To fulfill this function, occupational therapy’s objective
is to achieve maximum physical capacity and independence through one or more
of the following :

(a¢) Restoration or improvement of joint range, muscle. power, endurance,
and/or coordination—e.g., fractures, peripheral nerve injuries, lesions of the
central nervous system.
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(b) Development of adequate substitutions where normal function cannot be
restored—e.g., brain and spinal cord injuries, cardiac and pulmonary conditions.

(¢) Training in the use of a prosthesis in the event of loss of a part—e.g.,
amputations, or in the special development of substitute skills in case of sensory
loss—e.g., blindness, deafness, aphasia.

(d) Maintenance of function in progressive disease—e.g., Parkinson’s, Mul-
tiple Sclerosis. ' :

(e) Praining in Activities of Daily Living such as dressing, eating and writing.

(f) Fabrication of and training in the use of splints and adaptive orthotic
devices. :

(g) Improving general stamina and work tolerance—e.g., cardiac disease, pul-
monary surgery, etc.

Psychological Adjustment.—Typical of the objectives of occupational therapy
to-achieve this function would be the following :

(@) To aid adjustment to illness, hospitalization and disability through pre-
cision of controlled and graded development of skills for:

1. Promoting acceptance of a return to normal functions.
2. Providing investigation into possible recreational areas.
3. Aiding in re-socialization.

4. Providing an outlet for emotional stress and tensions.

(b) To guide patients toward a reorganized self concept following permanent
disability on onset of chronic disease. Diagnostic examples: psychosomatic dis-
orders, general medical and surgical cases, pediatric disorders, orthopedic and
neurological conditions. ,

() Assisting personal skills such as relationships with co-workers and super-
visors, ability to follow directions, take criticism, tolerate pressures, etc.

Homemaker Evaluation and Treining.—The simulated work atmosphere of the
typical occupational therapy setting facilitates objectives and functions such as:

(¢) Exploring interests, aptitudes, skills and work habits.

(b) Testing and evaluating physieal and mental abilities with reference to
work requirements.

(¢) Developing motor and intellectual capacities.

(d) Maintaining the special skills required to return home.

(e) Assisting the disabled homemaker in readjustment to home routine
through work simplification techniques—e.g., joint sparing techniques, one-
handed homemaking, homemaking from a wheelchair level, effective reach and
work range.

The scope of function of the occupational therapist includes, among others, the
following skills :

(a) Observation or the act of taking notice, gathering and perceiving data
with a purpese. It is a perception gained from the full use of all five senses plus
intuitive reasoning. '

(b) Evaluation or process of determining value, amount or effectiveness. It im-
plies judgment added to observation, records and reports.

(c¢) Interpretation or the act of producing meaning from facts. Interpretation
of occupational therapy principles, objectives, media and results are necessary for
better understanding and coordination of patient, personnel and other depart-
nents,

(d) Treatment Planning or the methodical arrangement of the successive steps
conducive to the attainment of the prescribed end. It is the formulation of a
scheme for achieving the desired result.

Such are the programs instituted here at Sacred Heart Home. I hope that this
information will be of benefit to you. If we can be of further assistance, please
feel free to contact us.

Sincerely,
WiLrtay J. McGRAIL,
Administrator.

BISCAYNE MANOR,
Aiami, Fla., December 27, 1971.
To: United States Senate, Special Committee on Aging, Frank E. Moss, Chairman,
Subcommittee on Long-Term Care.
From: The Rev. Thornton Lewis, Administrator, Biscayne Manor Home.
Subject: Description of Home and programs; etc., as requested by Frank G.
Zelenka, Associate Director, Director of Public Affairs, AAHA.
Biscayne Manor Retirement Home is sponsored by the Miami District, United
Methodist Church. It stands between the nursing home and the resident home in
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that it offers special services to those within its care. Qur aim in this Home is to
treat each one as a full person of infinite worth, and not as a part-time person
and thing! This place is their home and we do everythmg possible to create the
kindness, love and concern found in family living. Under no c1rcumstances do we
consider this an institution.

Though we may use the word “retirement” in our name, we do uot suggest, in
any form, that the folks who come here to live should retire from the world. We
endeavor to help them remain a part of the world by arranging for programs of
such nature and concern to come into the Home to enlighten and stimulate all
who live here as well as urging our residents to get involved in outside the Home
affairs. We firmly believe that there is a need for each one'to have something to
do within the scope of their physical capacity regardless of their age or disabil-
ities. Besides attending their church groups and services, there are those who
work for the Red Cross and Cancer organizations as well as attendmg cxnc fra-
ternal and community affairs.

Mental, emotional and spiritual .growth does not stop with the so called “de-
clining” years. People need to be helped and guided in their inter-personal rela-
tionships, especially in these years living in the midst of a new and numerically
larger family. Very often new friendships have to be made and many folks find
this difficult after years of living in one sphere of experience where old friends
and long family ties made the desne and acquisition of new frlends and interests
either unnecessary or undesirable.

A brand new outlook on sharing, loving, self-discipline and the outreach of
concern is $o often needed in order to help people to “get along” with their neigh-
bors and fellow-home dwellers. At the same time, each one needs to feel that this
is their ““home.” Hence, many times a new set of values has to be encouraged and
formulated within the hearts and minds of all. To meet this need, the Admin-
istrator serves as Chaplain, assisted by the Director of Residency, both ordained
Methodist ministers. Their doors are always open for pastoral counseling as a
service to the residents, as well as the staff. It is important that people feel free
to bring their problems and concerns to someone who is trained to help them find
their answers. We are never too busy to listen. We are person oriented rather
than problem oriented. i

Concern for health is so important to these people. We are not a Nursing Home
though it is our hope that before too long our planned program will be completed
to extend ourselves to include an infirmary and convalescent-nursing home facil-
ity. Elderly people need to feel secure in the future years and should be able to
realize the remainder of their time as a part of a family and in their home even
though the home may be one such as this. To help overcome this barrier now and
to meet their need for security, we have a Director of Health Services with a
24 hour nursing service that is set up to keep people well. Qur R.N.s and nurses’
aides are so important to the success and well being of such a Hoine, because
they evidence concern and love and they maintain a constant vigil 24 hours a day,
365 days a year. If an emergency should arise in the wee hours of the night and
the nurse should be busy, the switehboard is maintained 24 hours and is l‘lght on
the job to give the necessary assistance.

Services offered by Health Service:

1. Supervision of medications.

2. Supervision of tub baths.

3. Intra-muscular medicines by RN weekly as per Doctor s instructions.

4. Flu injections yearly.

5. Yearly chest X-rays.

6. Appointments made with dentist, doctor, etc., and arrangements made for
transportation and someone to accompany them.

7. Checked if not in attendance at any meal.

8. Encouraged to be active and participate in activities.

9. Assisted with any treatments ordered by a doctor.

10. Assisted with hygiene problems-—clothing washed, ete. ’

11. Complete nursing care in an emergency until arrangements can be made
for hospitalization or other suitable facility.

When residents can no longer care for themselves in this Home and must
be placed in a Nursing Home or hospital, they are not shut off from us even
though they physically leave us. We still maintain a family relationship by
visits, gifts, letters, cards, birthday and holiday rememberances ete. People
need to feel the sense of security of belonging to someone and some place.
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One great concern for a number of our people is that of finances. What happens
if their money runs out? This is most definitely a real problem. While this Home
is sponsored by the Methodist Church and is a non-profit organization, we can
manage only to subsidize persons to a relatively small degree. Otherwise we
could not stay afloat. Just this month we were notified by the Florida State
Dept. of Health and Rehabilitative Services that the allowance of $200.00 per
person per month for the seven (7) people who live here receiving this aid is
to be cut back to $175.00 per person per month. We return $13.50 to each person
monthly thus giving us $161.50 per person per month to cover their cost here.
We already are subsidizing them approximately $75.00 per month each and
now this new ruling means an additional $25.00 cost per person per month to
be absorbed. The question we ask is where could the State put these people
for what the State is willing to pay where they would be cared for as we care
for them and where they will be treated as persons of infinite worth with love
and concern for the whole man? This problem of sufficient financial aid is a vast
one and needs implementing immediately. People should not need to feel
demeaned because they need financial assistance from our affluent society.

Food is another of the important services to our people. In this Home we
have an outside dietary concern in charge of our meals though the food is pre-
pared in our own well equipped kitchen and served family style at the tables
in our attractive dining room. This family style service means free choice for
persons. Not the cheapest way to serve food but the most loving. A manager
is in charge of the menus and she welcomes suggestions from the residents.
Special attention is given to holidays with festive meals and decorations and
unusual special buffets at Christmas and New Year’s Day ete. y o

Several of our residents are involved in the affairs of our Home. One is our
Librarian and she maintains our small library. One leads a weekly session of
singing. A ‘member handles the logging of the gifts that come to us in the way
of articles, furniture, food etc. One woman is the hostess for groups that come
in to put on programs. Still another maintains a supply of clothing for those
who may be in need and every now and then she holds a sale with a very low
price so that those who need them may not have to be recipients of charity
but can “pay” for their needs. Another resident arranges the seating in the
dining room and handles the floral and seasonal decorations. Still another works
at the flowers, plants and shrubs around the outside of the Home. A number
have been involved in discussion groups and-from this has come a willingness
to share experiences and hobbies and to show travel slides ete. Several folks,
men and women, take turns playing the piano or organ for our daily devotional
services. Others man the Gift Shop when outside visitors come.

The Home Auxiliary, made up of representatives from the Miami . District
Churches, works to supply the many ‘extras needed to enbance and upbuild the
Home and a few of our own residents are active in this. A station wagon has
been given by this auxiliary to serve as 4 courtesy car to transport people’
downtown once a week or to keep appointments during the week. Birthday
and holiday parties are under the diréction of this Auxiliary.and no one is
forgotten. ’ - .

The Home offers a Day -Care program to' the community that has further
potential than we can offer right now because of limited facilities, However, we
do have a few people here who come to spend the day and have a good noon
dinner meal and sometimes breakfast and enter into whatever projects or pro-
grams are going on during the hours they are here. .

We believe such a program as this can meet the needs of many people in the
area who could still live at home but who are not able to shop and cook and
plan for themselves. Or who live with their families and need to have supervision
during the day or just need to get away from the hustle and bustle of growing
family life. ’

To encourage further spiritual growth, there are daily morning devotions
except for Thursdays when the group singing fills this spot. Bach Thursday
evening a devotional period is held right after supper when a member of the
clergy from the various religious walks of life outside the Home is invited to
bring the message. On Sundays our people are encouraged to attend and partici-
pate in their choice of church services. For those who cannot travel about $0,
there are twice a month services and Holy Communion offered here at the Home.

May we suggest to your committee that in your study and research on senility
that you borrow from the studies on retarded children especially in the field of
the use of drugs to relieve this senile condition. Also, though your committee
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seems to be geared to Nursing Homes, may we suggest further implementation
of homes such as ours which are more than just resident hontes to aid the vasg
numbers who do not need nursing home care, but do need a place of security,
love and concern and where they are able to maintain their dignity and self-
respect.
Activitics within the home

Hand-craft classes, Music, Art, Game periods, Library, Television Lounges,
Shufle Board, Weekly Movies, Devotional programs, Inter-personal Discussion
Groups, Gift Shop, Beautician twice a week. Doctor’s Clinic weekly, Hearing
Aid Clinic weekly, Chiropodist weekly, Church Services twice a month.
Programs brought into the honic

Girl Scout Visitation every other month.

Sunday afternoon visits from local College young people.

Area Music Club monthly programs.

Church Circle meetings about every week.

Monthly Auxiliary meetings.

Area Choirs and Choral groups.

Special programs during the Holidays.
Staff training

1. Various courses given by the federal and state governments through the
local Jr. College have been taken by Director of Nursing and the Administrator.

2. Three (3) Seminars a year are conducted on a national basis by the Gen-
eral Board of the United Methodist Chureh for the training of Administrators
and members of the Boards of Directors.

3. Every two (2) years our nurses aids are given a first aid course.

4. Fire Drill training by the local Fire Department given to all the staff
periodically.

- Reverend THorNTON LEWIS, Administrator.

‘UNITED PRESBYTERIAN FOUNDATION OF KANSAS,
. Newton, Kans., December 3, 1971.

DEAR MR. Moss : I understand from the American Association of Homes for the
Aging that you would like to have information on homes which have an “inno-
vative program”. I am happy to enclose the accompanying literature which gives
information concerning the six Presbyterian Manors which we now have in the
State of Kansas, all of which are under the operation of the United Presbyterian
Foundation of Kansas' These homes are both Retiremant Homes and Skilled
Nursing Homes. The average entrance age into our homes is about eighty. These
people come to us of their own free will. Retirement people are free to come and
go as they please and as they are able. In the last year, we have had one man
from Newton Presbyterian Manor who visited six weeks in Alaska. He is past
ninety years of age and in good physical condition. We have had a couple from
Topeka Presbyterian Manor who were delegates to the International Rotary
Convention in Sydney, Australia, and spent six weeks touring the ‘South Pacific.

We have all kinds of crafts, recreations and hobbies at all these Presbyterian
Manors. In each place we have a person that we call a “Fellowship Director”.
Our meals are served family style with people having all the “seconds” they
want. We have Registered Dieticians who plan the meals for all of these Manors.
Our retirement people all have private rooms and so do many of our nursing
people. In fact, the only time that we put two in a room are when both are bed-
fast and want the company of another person.

No one has to ever leave any one of the Manors. We offer skilled nursing care
to those who need it and out of the 463 people that we have, about half of them
require skilled nursing care. Also, half of our people are folks without any
children. Most of these are people that were never married. The only family that
they have is what they have in the particular Presbyterian Manor in which they
live. Incidentally, we have one woman who is 106 and three or four others that
are past 100. We receive people without regard to their race, their color, or their
creed. Most of the folks that we have are Presbyterians but we have several
people in each Manor that are not. We have about fifty people in the different

1 Retained in committee files.
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Manors who are on Welfare in one form or another. When these people go away,
as many of them do now and then, they are always eager to get back “home".

At Topeka .Presbyterian Manor, we are an approved Extended Care Facility.
At Newton Presbyterian Manor and Kansas City Presbyterian Manor, we have
the staffing which would let us be approved, but we have no interest in seeking
Medicare approval. People come to us invariably for the rest of their lives and
sixty days of Medicare would only be a “drop inthe bucket”.

We refuse employment to anyone who is not sympathetic with older people
and who is not interested in our program. However, we do give employment to
folks of all races, colors and creeds. We have eighteen Mexicans, four or five
Indians and twenty or more Negroes in our employ. All of the Presbyterian
Manors are spotless. One thing that is said to us many times in all the Manors is,
“There is mo odor here”. Also, there are mo bed sores, and that in spite of the
fact that we have some people who have been bed fast with us for even ten years.

I am glad of the opportunity of writing this letter to you. The term “awful
nursing home” which is frequently in the papers these days, just does not apply
to any home which we operate. The people of Kansas know this fact and are not
shaken in any way by the things.that are said publicly so far as any of the
Presbyterian Manors are concerned. We invite you or any member of your com-
mittee to make a personal investigation of any of these Manors, with or without
notice, and even to have a meal with us, with or without notice.

With best wishes, I am .

Sincerely yours,
. GEORGE W. NELSOXN,
Executive Secretary.

GLENHAVEN,
Glencoe, Minn., December 15, 1971.

Dear SENATOR Moss: This letter is in answer to your request through Mr,
Frank Zelenka for innovative programs of care or services in the long term
health care field.

We had an opportunity to meet recently during your sub-committee’s hearings
in Minnesota. I presented testimony in my position as Chairman of the Geriatric
Conference of the Minnesota Hospital Association. I am writing now as an indi-
vidual administrator. By way of background I set the scene with the following
information.

We operate both a 67 bed general hospital and a free standing 75 bed nursing
home. Both are city owned. The nursing home, built in 1958, was purchased by
.the ¢ity in 1967. In the nursing home we have three “levels of care”—ECF under
Medicare, Skilled Nursing and Intermediate Care Facility, Level I (This latter
a term used only in this state and roughly corresponding to the older general
classification of “nursing home."”)

‘When you ask about innovative programs I must admit that what I'm about to
describe is probably not too unusual, but it is relatively new to us. Two years ago
we set a course to develop a series of activities within our institution. We began
by securing the services of a consultant occupational therapist. With her help we
planned three programs 1) Creative Activity—things our patients could do with
their hands, 2) Group Occupational Therapy—such things as supervised exercises
with their hands, limbs and bodies, bean bag throwing, dexterity exercises in
fitting things together and, 3) physician ordered occupational therapy treatments.
Our tentative time table was: phase 1—January 1970, phase 2—April and phase
3 in- June. The program was an instant success! Our timetable had to be moved
up. We began phase 2 on Iebruary 15 and phase 3 on April 1. T cannot describe
the effects. Overnight many of our residents suddenly had a “reason for living.”
For quite a number it was a day and night mental attitude change. There have
been other benefits, too. Aside from religious services and monthly birthday
parties we had not utilized volunteers to any great extent. The first two of these
programs require volunteers. These programs are conducted Monday, Wednesday
and Friday afternoons for two hours each day. During the first year 66 volun-
teers, ranging from teenagers to those about ready to join us, devoted 2700 hours
to this program. Their involvement and some very devoted employees is what
has made the program successful. A by-product. has been not only greater com-
munity involvement but more importantly greater community understanding.
Another plus has been the donation by several area manufacturers of stuffing
material for patient made toys. These have been industry waste products very
suitable for our purpose. Our Creative Activity program features many .things

62-264—72—pt. 17——11
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made with the hands but by far the paramount activity is the making of stuffed
toys. I walked into our activity area during off hours the other day and observed
an 87 year old man busily snipping pieces of stuffing material. With a twinkle in
his eye his comment was, “This is fun. I've got to keep ahead of the production
crew. You know we have so many orders for Christmas.” Each participant makes
the first one of a new project for himself or herself. After that they are offered
for sale. Proceeds go for purchased supplies. The program has not only been
self-sustaining but the fund is now at a point where some specific needs of the
home may be met through this source.

The second area to which I will address comment is not an innovative program
necessarily but an area in which I feel quite strongly. There are only about a
half dozen places in this state that have hospitals and free standing nursing
homes under the same ownership and management. We are one. I feel this is
tremendously advantageous for the total follow through of patient care, particu-
larly as it relates to involvement of the medical staff. It has been said that given
this situation you have the medical staff under your thumb in a position to exert
pressure. Undeniably this is true, but need not be (and in our case certainly is
not) a factor. It does mean, however, that more for the good of the patient can
be accomplished. Take for instance the Utilization Review process. In our case
we had a Utilization Committee before Medicare came into being—one which
has been held up as a state example many times. It was no problem, then with
the acquisition of the nursing home, to superimpose this process on an already
existing activity. Today our UR committee meets for both institutions weekly.
What I'm saying is that, in my opinion, a medical staff responsible for the largest
segment in the total gamut of health care, provides a unique opportunity to have
a more viable patient health care picture. If there were some way to reach this
point in the overall picture of the delivery of health care, I believe health care
as a total boxed in entity would be more meaningful and produce better results.

As long as I have been this voluminous I'm going to cover, briefly, one more
problem area as I see it in this state. (I cannot speak for other areas.) An ECF
Medicare requirement in the area of social service requires that all patient-
contact employees have training in social work as it relates to the aged. It further
stipulates that only those with a Masters in Social Work are eligible to do this
training. Fine, I couldn’t agree more with the specific need for an understanding
on the part of all associated with the older patient of the specific social and
mental problems encountered and how to deal with them. However finding a qual-
ified MSW to conduct such a program in many areas of Minnesota is almost like
searching for the proverbial needle in the haystack—and if you are successful in
finding one, the cost of such services is prohibitive. In Minnesota at least, and-
I’ve been given to understand nationally, we need more MSW'’s.

I hope, Senator Moss, this information is useful. I know that you realize the
conditions you heard about here in Minnesota are isolated and uncommon. We
are proud of the delivery of health care in this state. We feel we do as good a
job as any and better than most. A good indication of this is the fact that our
nursing home administrator licensure program we have used, among other
things, the PES exam. Of the states using this so far (36 or 38 I believe) the
average score in this state was the highest in the nation! This supports our
contention that we’re providing the best possible and ever improving health
care.

Yours is a difficult job—and one that needs to be done. I salute you for the
manner and thoroughness with which you are accomplishing it.

Very sincerely yours,
FRED SHRIMPION, Administrator.’

R1vER GARDEN HERREW HOME FOR THE AGED,
Jaclksonville, Fla., December 15, 1971.

DEAR SENATOR Moss: At the suggestion of Frank G. Zelenka of AL AH.A.,, Iam
projecting our program in serving the aging and infirm in a 175-bed institution.

River Garden has been evolving and developing a continuous idealogical and
philosophical base for its existence since its founding in 1946. The rationale for
its foundmg lies in the 5th Commandment of honoring our Fathers and Mothers
which is projected into the concept that all the elderly are our collective parents.
And collectively, we prov1de the gamut of services needed to maximize their
potentials despite the erosions of physical and emotional and mental strengths
with the passage of time.
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Another concept we stress is the indivisibility of the total personality which
includes the social, interpersonal, physical, emotional, and ‘mental components.
To focus on any one disability is to fragmentize the individual who in most
instances are not able or capable of reconciling his other needs with ithe specific
services.

Our basic approach is the recognition of the need for planning for a total life
style for the long term patient. Because the reason for his admission may be the
stroke and resultant handicaps, does not mean that he does not require the other
gamut of services essential to living a full life, despite handicaps.

Another major consideration in evolving a philosophy of “care” is the recog-
nition of the reality that the patient entering our facility “backs” in because his
family and or society has been unable to provide for him in his own héme, or that
of his children. . .

Without being moralistic or judgemental, his admission represents “rejection”
by him. He exhibits all the characteristics and behavior pattern of the rejected
and rationalizes all his problems due to the specificity of a physical disability.

The composite patient is a combination of poor physical health, some mental
deterioration, feels rejected by his family, is frustrated because of a limited
prognosis and is in general a very unhappy and frightened individual. All too
often, it is not the characteristics of the physical disability of chronic diseases
that are so disabling but how this patient views his handicaps and whether he is
not using them as weapons to punish his family and/or society for the trials and
tribulations heaped upon him.

It is the recognition that the nursing home becomes the substitute for the
family which is our basic approach. The whole concept of family life is involved
in the process of evolving this substitute and dyramic interpersonal relationship
for the ailing and lonely patient. Despite his deterioration, senility, or disability,
he still requires the same warm emotional relationship as a member of any age
group in the family. No individual can live in a vacuum, isolated in a lonely bed
or relegated to emptiness of a large room filled with other patients but must
be part of a group setting in which he feels he belongs.

Therefore, the nursing home must begin to develop more emphasis on the latter
half of its name in order to create the atmosphere as close to family life as
possible. Meeting the physical needs, no matter what standards of care, is insuffi-
cient. The patient isolated in his bed cannot flourish nor can he live in the
atmosphere of impersonal care. It is essential to his well being that he have the
warmth and love of human relationship to continue to live to the maximum of
his eapacity.

In too many nursing homes, there pervades a spirit of defeatism, apathy, and
indifference. Often such homes become known as “that warehouse for warm
bodies.” In such a setting, the patients seem to be just sitting and waiting for
death to relieve the monotony. - A

Such atmosphere is obviously unwholesome and entirely unprofessional. It
is the reflection of the attitude of the operator who looks at his patients as so
many bed occupants, and each occupied bed represents income. It is also a
reflection of the lack of understanding of the role of the nursing home as a
bona fide medical adjunct to provide proper facilities for the long-terin patient.

The creation of a warm climate in the nursing home is the responsibility of
the administrator himself and sponsor. His attitude toward the patients will
be reflected throughout the Home. His respect for the dignity, rights, feelings,
and needs of his patients will be transmitted to his staff. As a basic service to
his patients, he must offer those intangible ingredients of “tender, loving care.”
With this attitude and respect for the individual, a homelike atmosphere can
be created.

The techniques and program required to develop this atmosphere do not involve
unusual expenses or a highly trained staff. They only require a deep and abiding
_interest in the welfare of the patient to show him that someone really cares

whether he lives or dies.

In addition to the creation of a congenial and homelike atmosphere, it is
essential to develop among the patients a feeling of belonging and sharing with
one another. This is a difficult concept to transmit because the reaction and
attitude of the patient to the nursing home are so individual. If the adminis-
trator is able to develop this feeling, it will be reflected in the way the patient
expresses his attitude toward the home and it will determine. whether he feels
hé belongs or is only living out his days.

The development of this feeling of belonging is not a complex task. It is merely
an extension of the first theme—interest in the welfare of the patient. Providing
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pleasureful and meaningful group experiences will go a long way in develop-
ing good morale. Sharing with other persons an interesting experience can
develop a relationship on other levels than the day-to-day gripes about food
or bathing schedules. The shared ‘I'V program, the sermon of a visiting minister,
group singing, or games can elevate the morale of the entire group.

The administrator, with a little ingenuity and imagination can develop a wide
range of group activities geared to the needs of his patients. An appeal can be
made to the clergy to accept the responsibility of pastoral visits for group
services or giving individual counseling. Likewise a church sisterhood, or
woman’s civie club could be interested in providing friendly visitor services
for the lonely, friendless, or forgotten patient. The smiling face of the friendly
visitor very often is more valuable to morale than any other aspect of treat-
ment. Another illustration of simple group activities which might be adopted
is the “monthly” birthday party, honoring those who share the same birthday
month. The value of still being singled out as an individual is inestimable. Birth-
day parties could be made a project of a Boy or Girl Scout troop or a church
youth group. Participation of youth in activities shared with the aged creates
as nearly homelike an atmosphere as possible because of the patients’ identi-
fication with their own grandchildren. It is' immaterial whether it is group
singing, bingo, charades, or other game which is organized. The importance of
these activities is the sharing of a pleasurable activity with another human
being.

The nursing home need no longer be isolated from the community or its
resources. Help is available from many sources such as the Department of
Welfare, City Recreation Department, County Health Department, Visiting
Nurses, American Red Cross, Civie Clubs, and so on. These are people of good
will who sincerely are interested in serving humanity. The administrator must
shake off his lethargy and open his doors for outside help. By encouraging people
to come into the home and encouraging the residents to go out, he will create
normal living patterns. .

As the role of the nursing home in the community is beginning to be defined,
the more progressive homes recognize their responsibility for enrichment pro-
grams as well as skilled nursing services and balanced diets. It is not only
humane but good sound business practice. The reputation of a nursing home is
dependent upon the satisfied patient and his family. The patient who feels he
belongs and is proud to be part of the home is the best advertising media.

The administrator must always be conscious of the fact that his facility, no
matter how good, is merely a substitute for the home life of the patient. It can be
a good substitute or shoddy, dependent upon the interest and enthusiasm with
which the administrator views his patient.

Operating a nursing home is no easy task and presents many administrative
problems in the areas of staff recruitment and relationship with the medical pro-
fession and families as well as the public.

Most of these problems tend to resolve themselves when the morale and spirit
of the nursing home reflect the atmosphere of a satisfied clientele who are still
interested in life and living. The nursing home is successful when patients come
to live there and not to die.

To sum up a rather lengthy dissertation on a philosophy of nursing home
care, its basics are in respect for the dignity of the human being; a concern
about all aspects of his meeds and evidence from society that someone really
cares about him. )

I trust that this outline will be helpful to you in evolving some guidelines for
a national policy on serving the infirm aged.

Sincerely, )
SIDNEY ENTMAN, Ezecutive Director.

DAUGHTERS OF MIRIAM CENTER FOR THE AGED,
Clifton, N.J., December 8, 1971.

My DeAR SENATOR Moss: We recently received a communication from Frank
. Zelenka, Associate Director, Director of Public Affairs, American Association
of Homes for the Aging. He indicated your interest in compiling an inventory of
innovative programs of care and services provided to the aged by long-term
facilities. I am very pleased to learn of your interest and avill try to give you
some concept of program activities which we feel are most important in.our
programming for the long-term aged patients.
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As a preamble, I believe you should know that Daughters of Miriam is cele-
brating its 50th anniversary this year. Dedicated originally to the care of the
aged and orphans, in the 1940’s, in line with professional opinions regarding
child ecare, all of the children in the facility were placed in foster homes so that
Daughters of Miriam then was a facility primarily for the long-term aged. It was
also during the '40s that infirmary care of the aged began, and is now a basic
program of our facility. I am sending you under separate cover a copy of our .
Journal which, I feel, will be of interest to you.

Now, to certain basic programs which are meant to enhance the day-to-day
life of our elderly patients and residents :

FRED ABELES MEMORIAL SHELTERED WORKSHOP

HEstablished in 1961, the workshop has been licensed by the State of New
Jersey as a sheltered facility. Beginning in 1961 with twenty-five participants,
over a ten year period this has expanded to an average of fifty-five residents in
daily attendance. Residents are paid on the basis of their productivity and our
remuneration to workshop participants, which was $2,686 in 1961, reached a total
0£°$20,587 by 1971. Income went from $2,377 to $43,564. Although income has
increased, naturally the cost of operation has kept stride and the operation still
requires deficit financing by our facility. :

Many of our patients are concerned that their work time may be interfered
with by other program a’ctivities and their desire to be gainfully employed has a
tremendous impact on each and every member of that shop. To watch elderly men
and women well in their 80s and 90s in productive activity, is a sight to gladden
any eye.

’ SPECTAL RECREATION PROGRAMS

Daughters of Miriam Center employs two and a half full time recreational
therapists. Because of the size of this facility, which is broken into six separate
units, the program activities, unfortunately, are not on a regular day to day
basis, since our staff must rotate among the various infirmaries. Some of the
programs in which the residents and patients participate are: Arts and crafts,
cooking, music and sing-alongs, Bingo, bowling, movies, trips to theaters and
other recreational areas and points of interest and shopping trips. Such trips
are arranged for and are, of course, limited to those who are physically able to
participate. Patients are transported on shopping trips either by car on an indi-
vidual one to one basis, or on a bus attended by volunteers as well as a member of
our nursing staff.

Every month, through the auspices of one of our auxiliaries, we celebrate the
birthday of all residents and patients whose birthdays fall within that month.
Family members of the birthday celebrants are invited to accompany their par-
ents to the party, where there is entertainment and refreshments and a birthday
candle lighting ceremony.

Movies are shown twice a month on the premises and these programs are
supervised by one of our recreation department members and by members of our
nursing staff. .

All legal and religious holidays are celebrated with appropriate activities.

" It is interesting ito note that the productivity of many of our patients also
benetit the facility, since many of the articles which are made are sold to the
visiting public. The individual who made the article has the right of determi-’
nation as to price and distribution of purchase price. (A sample of a New Year’s
card is enclosed*).

SPECIALIZED RECREATION PROGRAM FOR SENILES

This program was innovated one and a half years ago and financed by one of
our auxiliaries. It enabled us to hire a part-time worker to work exclusively
with the mentally impaired patients. Simple methods of communication; aware-
ness of time, date and place; recognition of each other’s names are important
facets of this program. Regrettably, we are not on the same level as many of the
New York facilities which have much larger programs and staffs. For us, how-
ever, this has been a beginning to try to maintain some reality orientation for
these severely impaired individuals. It is hoped that some of this reality orienta-
tion, which is followed up by nursing staff in regard to toilet re-training, may
have a sharp impact in reducing the number and extent of our incontinent pa-

sRetained in committee files.
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tients. We recognize that this is a hard core group, but we feel that professionally
we must continue our efforts to fight against the problem of senility among our
aged.

ADOPTION PROGRAM

Recognizing the need for our long-term patients to have contacts with the
outside world, for several years now we have had a program utilizing teenage
volunteers to visit our resident population. Usually a one to one relationship of
substitute grandparent and substitute grandchild develops. Although this has been
a limited program because of the number of teenagers who are interested in the
aged and who are available, we feel this program has tremendous value for our
patients.

OTHER VOLUNTEER PROGRAMS

Our volunteer department has enrolled approximately seventy-five women from
the community to participate in our daily activities. They assist in ceramics,
arts and crafts, and music. They are extremely important in relieving staff
members of the responsibility of feeding some of the patients. They assist in
bringing patients to our physical therapy department, which operates five diys
a week, Monday through Friday, from 8:00 a.m. to 12:00 noon. A classic story
of the importance of bringing the outside world into this facility is character-
ized by a recent incident when a volunteer asked one of the residents whether
she could bring her anything when she visited again on Wednesday. The
resident’s response was, “Only bring yourself, darling.”

BARBER AND BEAUTY SHOPS

These are maintained on a regular basis with regularly scheduled hours. This
facility is used by a large portion of our resident population. It is particularly
significant to our women residents who still have the desire to remain pre-
sentable and attractive in spite of their years and infirmities.

CLINICS

Every Wednesday morning we operate a dental clinic and a podiatry clinie
for our residents and patients. These are run on the basis of regular