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FRIDAY, NOVEMBER 10, 1961

U.S. SENATE,
SUBCOMMIrrEE ON NURSING HoxEs
OF THE SPECIAL COMMITTEE ON AGING,

Walla Walla, Wash.
The subcommittee met at 10 a.m., pursuant to notice, in the court
committee) presiding.
Present: Senator Morse.
Also present: Congresswoman Catherine May, U.S. Congresswoman
from the State of Washington.

Committee staff members present: William G. Reidy, staff director
and specialist on health and medical care; Miss Dorothy McCaminan,
expert on social security; John Guy Miller, counsel for the minority.
Senator MORSE (presiding). The hearing will come to order.
This is an official hearing of a subcommittee of the U.S. Senate's
Special Committee on Aging. It is one of a series of hearings being
held by similar subcommittees in over 30 cities throughout the United
States within the next 2 months. Everything that is said here will
be recorded, printed, and distributed to all Members of the Congress
and to thousands of State legislators and scholars concerned with the
problems that confront our older people here in the United States.

This hearing and those which I held last Monday in Portland and

on Wednesday in Eugene are important to each one of us. This is our
opportunity to get our views on the record; our opportunity to let all
the people who help write our Federal laws know just what. the people
in the West believe to be the problems that confront people growing
old in our part of the country; what you think can be done about the
problems besetting our older people and their children now; what can
be done to see to it that these same problems do not confront the
youngest person at this hearing this morning when he reaches the
biblical three score and ten.
When we speak of the aging, we speak of ourselves. What we may
do to, or for, or with those of our fellow citizens who are already aged
we do, not for them, but also for ourselves. What problems we solve
for them, we solve for ourselves. That which we leave undone for
them, may well be left undone for us.
This hearing is your chance to participate in the lawmaking process
of our Government. The facts presented here, the ideas and opinions
expressed here will be carefully studied and weighed against those
voiced in other parts of the country. All will be carefully analyzed
and those which seem of national import will be translated into legislation and sent to the appropriate Senate committees.
135
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That is why I insisted that hearings be held here in Walla Walla.
in Portland, and in Eugene. I want the voice of the West to be heard
in the Halls of Congress. That is what these hearings are for.
This is how we shall proceed. Since I am chairman of the Subcommittee on Nursing Homes, this morning's session will be devoted
largely to the testimony of expert witnesses discussing the nursing
home picture here in Washington. Are there enough nursing homes.
Are they of the right kind? Do they provide all the services needed?
Can the people who need them afford them? What has been done in
Washington about nursing home quality which can be shared with
the Nation, of which you can be proud? What improvements can
be made? Have you too much or the wrong kind of legislation? Do
you need new or different legislation to assure your younger people
who some day may need care in nursing homes that in their time of
need it will be available?
These and similar questions we hope will be answered here this
morning, and we shall seek answers from all who are here in a position to know; from State officials responsible for supervising nursing
homes; from nursing home operators; from people whose job it is to
try to find a nursing home bed with the needed services for an indigent or a middle income person; and from people who have to
worry about where the money is coming from to pay for nursing
home care.
When we have heard from these expert witnesses and we have
finished hearing from them-and I am sure their testimony will be
of great value to us-we shall hear from representatives of such
groups of senior citizens as have asked to be heard. They, of course,
are also experts and in a very real sense on this issue.
This afternoon, we will hold a so-called townhall meeting of
senior citizens where I hope the real experts, the older people, will
speak- for themselves as to what their problems are and what can be
done about them. I hope, too, that out of their experience and
wisdom they will tell us what we, as a people and as a nation, should
be doing to make sure that these same problems do not exist 20 years
hence.
In closing this opening statement, I want to say that the testimony
given here today will be brought to the attention of the two fine
Senators of your State, Warren Magnuson and Henry Jackson, and
to all the members of your congressional delegation, and we are very
honored to have associated with us in this hearing this morning your
Congresswoman, Congresswoman May. I want Congresswoman May
to feel perfectly free at any time to participate in these hearings in
her own way, because, although they are conducted under the Senate,
they are nevertheless congressional hearings, and the findings of these
hearings and the reports of these hearings, Congresswoman May, will
be made available to the people in the House, as well as to my colleagues in the Senate. I have worked with your delegation on these
problems and many other problems for many years. I have been in
the Senate for 17 years, and I want to say that it is always a pleasure
to me to cooperate with the delegations in Congress elected by the
voters of Washington year after year.
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Also with me today are Mr. William G. Reidy, our committee staff
director and specialist on health and medical care. As I said to
my own constituents in Oregon in our two hearings, I want to say to
my friends in Washington-and Mr. Reidy can close his ears because he is a very modest man-but I want you to know that we are
all indebted to Mr. Reidy. I have worked with him for many
years in the Senate, and he has been one of our experts and staff
professionals on the committee, of which I am a member, that has
jurisdiction over these aging matters and health matters. He is one
of the best qualified professional experts in the legislative phase of
this subject that I have ever worked with in my years in the Senate,
and I want, in behalf of you people here and in behalf of the people
of Washington, to express our gratitude to Mr. Reidy for the great
assistance he has been to the delegations from these two States. He
sits on my right.
On my left is Miss Dorothy McCamman. I should publicly scold
her, as I have privately. She has no business being here thus morning for she was suffering from a fever and chills last night, I am
advised, and I told her that certainly, since this is a health meeting,
she ought to stay in the hotel until she gets well, but she is that kind
of a dedicated public servant who doesn't want to let anyone down.
She is our expert on social security. She handles a good deal of our
social security problems, and may I say that in my years in the Senate I find that my heaviest mail, mail in regard to which I get the
most letters, is mail dealing with social security. I think that is an
interesting commentary, and Miss McCamman has been very helpful to
us in handling our social security matters.
As I have told him, as I apologize to him, he should be up here on
the same level with us, but physical facilities prevent it, we also have
with us as counsel for the minority, Mr. John Guy Miller, next to Miss
McCaminan. I want to say, as I said in Oregon, there is no partisanship on this committee, although Mr. Miller represents the minority.
I want to give you my word that, as we tackle these problems in the
Senate Special Committee on Aging, which includes the health problems, I have never seen any sign of narrow partisan politics. It
doesn't mean we always agree, but it is always interesting to know that
there is the usual disagreement on each side of the table, disagreement
among the Democrats and disagreement among the Republicans, and
there is usually a coalition of agreement when we get through with
the debate, with some Republicans joining the Democrats, and vice
versa, but the approach-and that is the important thing, I think,
in that it helps restore the confidence of the voters in governmentthe approach is a nonpartisan approach on these matters that are so
close to the welfare of the people of this country. Mr. Miller is the
staff member representing the minority. He has cooperated with us
and been very helpful to me as chairman. I wanted you to know
the identification of the members of this staff and my sense of gratitude toward them.
Before I call on the first witness, I would like to insert in the record
of the hearing at this point what I think is a very interesting and
helpful article that I read in the Walla Walla Union-Bulletin since
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I arrived in Walla Walla this morning. It is an article that appeared
in the November 9 issue entitled "Population Projection Here Given,"
and I think it is interesting to note the statistics in this article dealing with several classifications. The age classification is of particular
importance to this committee, but all the other classifications, I think,
also in one way or another, bear on the general problem that confronts
this area, and I would like to insert this article in the record at this
point.
(The article referred to above follows:)
[From the Walla Walla (Wash.) Union-Bulletin, Nov. 9, 1961]
POPULATION PROJECTION HERE GIVEN

Walla Walla County can have a minimum of 51,000 population or a maximum
of 64,100 by 1980, Robert Clark, of Clark, Coleman & Associates, told members
of the regional planning commission at a Wednesday meeting. The population
projections were part of a year-long study to develop a comprehensive plan for
the county.
Walla Walla City's minimum population could be 30,600 by 1980 and the maximum 39,000; urban population, 44,800 and 58,600.
Clark stressed that the attitudes and desires of the people in the city and
county would have a great deal to do with the area's future.
Getting Walla Walla County on paper in statistical form, so far, has required
more than 12 months' work, compiling a report of more than 50 pages, use of
dozens of graphs, maps, and charts.
GROWING, DECLINING

Of major importance, the study shows that one age group, known as the labor
force, are declining rapidly in the county and the age group of 65 or over-both
men and women-is increasing just as rapidly. At the present rate of increase,
the community could, by 1980, become a city of retired persons.
Other age statistics shown by the report: the age group 5 to 14 years is increasing; 15 to 19 is about the same and 20 to 44 is declining; 45 to 64 is about the
same as previous years.
Loss of the labor force age group is of major concern, the study indicates, because potential industry and business look at this factor before locating in a
community.
The study shows that the public school enrollment will increase from 8,212
students in 1960 to 12,750 in 1980. Elementary schools will have 6,900 students;
junior high schools 3,050, and high school 2,800. These figures do not include
parochial schools.
SHARE

IN

GROWTH

From some standpoints the report is not an optimistic one, but from others
there are indications that Walla Walla County will participate in the substantial growth that will inevitably come to the area during the next 20 years.
Clark, Coleman & Associates, who conducted the survey, based their predictions on Walla Walla County's percentages as related to a 3-State-area, to a
29-county area, and to the 5-county economic area of Walla Walla, Benton,
Franklin, Grant, and Umatilla Counties.
"We have no crystal ball to gaze into in making population predictions,"
Clark said, "so it is necessary to base future figures on what has happened in
the past."
Historically, he said, Walla Walla has been the dominant city in a fairly large
area. However, this is no longer true. Walla Walla's percentage of population
in the 5-county group has decreased considerably over the past 10 years and
future predictions must be made on the basis of lower percentages because the
other counties have grown faster than Walla Walla.
The population predictions do not consider the possibility of war, major
disaster, or a major industrial boom.
In the future, the services offered by banks, physicians, attorneys, hospitals,
and others will be of major importance from a growth standpoint and keeping
Walla Walla an important city.
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Retail trade, Clark said, has a large question mark in front of it. The
potential is here but it requires much work and study on the part of merchants
and businessmen to realize the potential. In the percentage of retail trade
done by the city as compared to the whole of the 5-county area, the city is
slipping, he said.
The county has some resources of significant Inhportance, the study shows.
However, the area lacks natural balance and as a result the economy leans
heavily to one side.
From an economic and industrial standpoint, agriculture will continue to
play an important role. There will be growth in the food-processing industry.
All aspects of water resources should be fully developed. The Snake River
dams will add materially to the industrial potential of the county.
Potential industries for the county include those dealing with fertilizers,
chemicals, adhesives, and plastics.
Production of wood charcoal from logged wood wastes which are available
byproducts of the timber industry in the Blue Mountains is a potential industry, the study indicates.
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they located here because of market convenience; 42 percent because the location was convenient to raw materials. Forty percent anticipated expansion
of plant facilities during the next 5 years at an average investment of $100,000.

Senator MoRsE. I will call on the first scheduled witness after I have
called on Congresswoman May. I want Congresswoman May to make
any statement she cares to make.
STATEMENT OF HON. CATHERINE MAY, U.S. CONGRESSWOMAN
FROM THE STATE OF WASHINGTON
Congresswoman MAY. Senator Morse, staff members, and those of

vou who are interested enough in this very important national problem, I should like to say, as a Member of Congress from this district,
that we, in the State of Washington, are both pleased and proud that
the Senate Special Committee on Aging has seen fit to hold hearings
on the subject of nursing homes in our State because we feel that our
record of accomplishment in this State is one that should be known
throughout the Nation. You are going to hear from expert witnesses
on this later on, and I would like to say that few other States, if any,
have shown so clearly how high standards of nursing home care can
be produced through effective combination of enlightened community leadership, intelligent State and local government action, and
private initiative, working together to meet the needs of the people.
Our churches, our proprietary nursing home operators, the medical
profession, voluntary associations, and State and local government
agencies have demonstrated in the State of Washington that cooperative efforts can meet the major needs of older people at the State and
community level with a minimum of Federal Government participation. I think that Washington's nursing home achievement record is
outstanding in at least three major respects: the number of acceptable
nursing homes and the number of nursing home beds; second, the high
level of professional care provided patients in the homes; and, third,
the pioneering efforts to strengthen rehabilitation in nursing homes
thereby providing a maximum opportunity to return to the most meaningful living situations for our elderly citizens that are possible.
While the number of people requiring nursing home care is a small
percentage of the older population, it is extremely important that adequate care be available to them. The fact that the average person in
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a Washington nursing home is approximately 79 years old emphasizes
that quality professional services must be supplemented by tender,
loving care. There is evidence to support the opinion that this essential ingredient has been inherent in the care provided by most of our
State's nursing homes, both proprietary and nonprofit. It should be
noted too, I thik, that the nursing home program in Washington has
substantially reduced the cost of hospital care for older people in the
State and without denying them the benefits of necessary care. It
would be hoped that other States, having seen what we have done
and accomplished in the State of Washington, would see fit to develop
comparable programs. It would seem that, if we can do it, so can
others.
The State of Washington leads the Nation in the number of nursing
home beds for each thousand persons. With three times as many beds
per thousand as the national average, Washington has far more proportionately than any other State. Actually, the Public Health Service in January 1959 reported that we had 4.34 nursing beds per thousand. This contrasts with 1.54 per thousand in California and 2.43
in Colorado, both of which States exceeded the national average.
The quantity of nursing home beds tells only a part of the story.
Even more important to the people in our State is the professional
care which these homes provide. In a recent study of those nursing
homes serving "heavy care patients," it was found that the patients
received an average of 112 minutes of personal care per day. Registered nurses supplied 28 minutes of this care and licensed practical
nurses 18 minutes, and the U.S. Department of Health, Education,
and Welfare has stated that this is the highest ratio of professional
nursing care per patient in the United States.
Since the adoption of the Nursing Home Licensing Law by our
legislature in 1951, there has been a steady improvement in the quality
of nursing home plants until the present high level has been reached.
It was during my years in the legislature here, those early years right
after the law was passed, that I was privileged to participate in the
raising of these standards at different levels. This improvement has
reflected also the cooperative efforts of the health department, our fine
nursing home operators, physicians, and others at both State and
local levels.
Now, one point I want to make very clear is that it should not be
assumed that the success of nursing home development in Washington, in providing quality care at lower cost, has left our people complacent and satisfied with our progress record. We are still looking
for new w*ays to provide optimum care to older people at lower costs.
Discussion is already underway aimed at possible development of
home-care programs in this State, which may permit more older people
to be adequately cared for in their own homes. There is no question
but that, medically and socially, it is best to retain older people in
their own homes and in their own communities wherever it is
practical.
It is possible that pioneer efforts in rehabilitation training prog-rams for nursing home personnel may play a part in this laudable
objective. This rehabilitation education service affords another example of the forward thinking and acting record of Washington,
and we are going to hear more of this in detail from one of our wit-

141

NURSING HOMES

nesses this morninig. Beginninig iln January 1959, this project was
given recognition by the Gerontological Society at its meeting in Detroit in November 1959 and by the American Medical Association
Conference on the Aging in San Francisco last January
The project here, as we in Waslhington know, sponsored by the State
department of health, the State division of vocational rehabilitation,
the State department of public assistance, has the technical guidance
of the University of Washington Schools of Medicine, Social Work,
and Nursing, and its objectives have included the following:
(a) To determine potentials of older patients of such facilities for
improved self-care and vocational rehabilitation; (b) to provide appropriate rehabilitation services; (c) to reduce dependency and to determine if a larger number of chronically ill persons can be helped to
achieve a greater degree of independence; {d) to make it possible
through these services for many such persons to be discharged to their
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through provision of rehabilitation services, in productive work in a
workshop or community situation; and, (f) to develop demonstration
and teaching techniques and materials to facilitate the expansion of
this type of program into other geographical areas of the State.
I might say that the eagerness with which operators and administrators of nursing homes have seized on the opportunity to improve
their services, is indicated by the fact that 31 homes requested the
services of the project team in the first 6 months of the project.
These homes, with one exception, served from 40 to 270 patients.
I am informed that success with the program has increased the
number of participating homes substantially above this figure.
I think this type of program is especially important because it
emphasizes efforts to keep our older people as fully involved in the
life of their family, community, and Nation as possible. For the
vast majority this means, of course, maintenance of good health that
they already have. But even for those who become ill, either acutely or chronically, we should never give up, never assigning them to
the scrap heap. Some of the results produced through rehabilitation in nursing homes here and elsewhere show that surprising results can be achieved with patients who a few years ago would have
been given up for lost.
We do not want to have that happen to our older people because,
above all they have shown their desire to remain active, independent,
contributing of their wisdom and knowledge and experience to their
community, and it is our hope that the Rehabilitation Education
Service of the State of Washington can make a substantial contribution to our understanding of how we can return the chronically ill
to optimum participation in meaningful living. Thank you.
Senator MORSE. Thank you very much, Congresswoman May. I
think your statement is an excellent introduction to these hearings
today, and I thank you very much for participating with us in these
hearings.
Our first witness this morning will be Dr. Robert Hall, appearing
in behalf of Mr. Hegland, director of the State department of public assistance. Dr. Hall is the assistant director of the department of
public assistance in the State of Washington, in charge of the division of medical care. He graduated in 1942 from the University
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of Chicago Medical School, then went directly into the
has been a resident of the State of Washington most
Prior to becoming assistant director, he was in private
eastern Washington for 12 years.
Dr. Hall, we are delighted to welcome you to the witness
may proceed in your own way.

Navy. He
of his life.
practice in
chair. You

STATEMENT OF DR. ROBERT HALL, ASSISTANT DIRECTOR IN
CHARGE OF MEDICAL CARE, WASHINGTON STATE DEPARTMENT
OF PUBLIC ASSISTANCE, OLYMPIA
Dr. HALL. Senator Morse and Congresswoman May, members of
the committee, ladies and gentlemen, I would like to apologize for Mr.
Hegland, for his being unable to be here, as he is at a regional meeting
in San Francisco. So, he was unable to make it.
We were a bit uncertain as to just what this committee might want
to know. So, we have tried, with the private nursing home industry
and the department of public health, to coordinate our story so that
there would be a minimum of overlapping and we could make the most
efficient use of our time.
We of the department of public assistance would like to present to
the committee: (1) A method of certifying nursing homes; (2) a, definition of adequate nursing home care; (3) classification of patients;
(4) classification of the nursing home; (5) an analysis of the nursing
home caseload; (6) a cost study by which we determine the per diem
rate of pay.
The people of the State of Washington have been providing nursing
home care for their senior citizens for more than 20 years. The paper
you have before you says "15" and actually it is something over 20
years, and now this is a part of a very comprehensive medical care
program.
The Washington State Department of Public Assistance has a very
keen interest in the nursing home problems of this State since at the
present time approximately 70 to 75 percent of the nursing home beds
are occupied by recipients of public assistance.
Recently we have, in cooperation with the nursing home industry,
worked out a contract with each individual nursing home in which
we attempt with some success to define what we expect to be included
in the nursing home care which the State is purchasing. We also
include criteria for the classification of homes and patients. These
two items, the classification of homes and the classification of patients,
form the basis for the payment of care provided. We feel that since
this contract is unique, being the first one, as we understand, in the
United States, and based on many years of experience, it may be to
the committee's interest to review this contract in some detail. In so
doing, we will explain points 1, 2, 3, and 4; that is, certification, the
definition of adequate nursing home care, the classification of patients,
and the classification of homes. In your folder you will find a copy
of this contract, from which we will read parts and leave out some of
it, beginning with the part, "It is hereby agreed by and between the
parties hereto," and so forth
Senator MORSE. May I say, Doctor, that all of this material in your
folder will be made a part of the record, including the contract.
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Dr. HALL. Fine. Do you want me to read this, or to make it as brief
as l can?
Senator MORSE. I leave it up to your pleasure.
(The prepared statement of Dr. Hall containing exhibits A, B, and
C will be found on p. 237.)
Dr. HALL. I think some of these points bear repeating. Some of
them, we will go over briefly. The home agrees to provide nursing
home care in accordance with the present rules, regulations, and
policies of the department and schedule I, which is attached to the
contract, to those recipients of public assistance accepted by the home
for such care, the home reserving at all times the right to refuse to
admit or continue to care for recipients whose care is found undesirable by the home, and this is a right of the home, to choose the patient,
and we also reserve the right of the patient. Nothing in this contract
will be construed to prevent a recipient exercising his right to request
and be moved when authorized by the. clpn-imtmnnf
ehome to another.
The home agrees also to provide reasonable information to justify
the rates of payment. This is paragraph 2, and this we will cover
under the cost study. They file with us fees and rates that are charged
for additional service that we don't list, such as shaves, haircuts, personal laundry, which we do not consider to be a part of the nursing
home care.
Then on the household items, the home agrees to furnish clinitest
tablets, aspirin, mineral oil, body lotions, including alcohol, milk of
magnesia, and antidiarrhetics. The home further agrees to provide
reasonable care and attention for the safety of recipient patients as
their mental or physical condition may require, which shall be in
proportion to the physical or mental ailments of the recipient patients
unable to look after their own safety, and the department agrees to
pay: For group I care $6.38 per patient day; group II, $5.27 per
patient day; group III, $4.66; group IV, $4.14.
Then we agree to classify the homes first, as I, II, III, and IV.
These are on the basis of minimum staff requirements, which we will
cover very briefly in a few moments. We also classify the patients and
for this we use physicians and classification nurses.
Paragraph 8 of this contract merely states in a very complicated way
that the department, in cooperation with the homes, does the bookkeeping and makes the payments by the use of our machines. Paragraph 9 designates the type of homes established by the department's
rules, which we cover under schedule III. Paragraph 10, the home
agrees to have a currently valid license. Now, the licensing in this
State is done by the department of public health, not the department
of public assistance, but we get into the act because we are paying the
bills.
If you will now turn to the contract, we will define "adequate
nursing home care," as we see it. Adequate nursing home care
means responsible, knowledgeable, kind, and understanding care which
includes: (1) medical supervision; (2) medications and treatments
competently administered; (3) personal hygiene; (4) promotion of
self-help; (5) meeting emotional needs and/or behavior problems;
(6) safeguarding of personal possessions. We might also add as (7),
and (8) a safe and comfortable environment. Here we do not have
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the primary responsibility but we feel this is a proper function of the
public health department. However, we do not exclude these two
points physical plant and diet as a part, an important part, of adequate
nursing home care.
We then, as you see, define in some detail what we mean by medical
supervision, meaning diagnosis, reporting to the attending physician,
doctor's orders, and so forth, and then again under paragraph 2,
medications and treatments, we again define the home's responsibility,
as well as we can, as to what they are expected to provide, and we
continue on through personal hygiene, promotion of self-help, meeting emotional needs and/or behavior problems, and safeguarding of
personal possessions, including money, and then under each of these
paragraphs, we again detail as much as we can, and, as you can see,
this is quite a comprehensive listing, but I think the remarkable thing
is that these points have been agreed upon by the nursing home industry with little or no difficulty and the department of public assistance. I think it is a remarkable thing that such a detailed contract
could be agreed upon by over 315 nursing homes, and through this contract, it has been our experience that nursing homes are just as anxious
to raise the standards of care as we are and public assistance are. I
think this speaks very well for the nursing home industry in the State
of Washington. It is a remarkable thing that they have accomplished.
This contract has given the homes and the State a base which we can
work on on our mutual problems. I am sure you must appreciate
that, with some 9,000 patients in the homes, we do have some problems.
I would not want to give the impression that all is sweetness and light.
It is not. We do have problems, but we have a base on which we can
work them out.
Now, briefly, I would like to cover the classifications of the nursing
homes and how we do it, as shown in schedule II. This is the criteria.
It is just a guide. These aren't the only things that are used or that
we use in classifying the various patients. In other words, we have
the amount of payment, the severity of the ailment, or the difficulty
of care, and I think it is worth reading this in some detail.
(1) Hard and fast rules cannot be laid down for the classification
of all nursing problems into four categories of care.
(2) Good judgment and interpretation will be observed by the department's screening personnel, which includes both physicians and
nurses, when using the guide outlined below in the classification of
nursing home patients. Classification decisions will be rendered in
accordance with best professional judgment. Such judgment will be
based upon information supplied by the supervising and/or attending
nurses, the attending physician where indicated, the nursing home record, and personal observations made by the screener, and then, if you
will notice, we have the group I patients in three groups, A, B, and C.
Under group I, we have those confined to bed, helpless. These automatically get group I care. In status B, confined to bed, semimobile,
additional problems must be-and then we list what these additional
problems are; status C, semiambulatory, additional problems must be,
such as complete incontinence, tube feedings, medications, and so on.
Then we go to group II where we try to define what type of patient,
or at least give a guide as to what we consider in group II care, and
then we do the same for III and IV.
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I think, Doctor, this is a good place for me to ask

for your opinion regarding the matter of patients connned to bed and
patients who are not. We have been told Eat in some States payment
to nursing homes is based on the patient's condition, and the result is,
as alleged in some instances, that operators get paid more for keeping
patients bedridden and less for getting them back on their feet.
In listening to you, I judge that in Washington you seem to have
resolved this problem by paying in accordance with the type of service needed by the patient and made available by the home, and not
leaving the payment to be determined in larger amounts or smaller
amounts whether or not the patient is bedridden. Is that correct?
Dr. HALL. I wouldn't say, sir, that we are entirely without sin in
this State. This has been a problem that we have had. However, with
the recent project that Congresswoman May mentioned, I think there
has been a change in the attitude of the definition of nursing home care
in this State. We are now iresentlv riving credit for a genuine rehabilitation effort being made in theseshomes with these patients. In
other words, we do recognize ambulatory patients, although we do not
say it in this thing, and special efforts are being made, and we would
consider an ambulatory patient as a group I patient, and we encourage
and try to encourage this sort of thing, and I think we have had very
good cooperation from all concerned. This business of stacking them
up as cordwood, bed after bed, we deplore. I think most of the enlightened nursing home operators in this State also agree to this. Does
this answer your question?
Senator MORSE. Yes, sir.

Dr. HALL. We haven't entirely solved the problem, but we are working on it. Then we classify homes. Now, I think perhaps I could
pause just a moment here and say that we will not pay for care for
a group I patient in a group III home. In other words, if they have
a group I patient, they must be staffed to give group I care, and we
have these as minimum standards. There are some who object that
they are too much, but I think not. The majority of the nursing home
people feel that the staffing is not too heavy.
In a group I home, we have a registered nurse employed as a supervising nurse, and she is on full time for a 40-hour week, and the
reason for this is to give continuity of care. In other words, if you
have a nurse on Monday and a different one on Tuesday, and right
on down the week, your care becomes chaotic because the nurses have
different opinions on what should be done, but we insist that they
have one nurse to be given the responsibility for the total care given
in the home. Then we must have a registered nurse on evening duty;
in other words, 16 hours a day of care. The other shift can be a licensed practical nurse, and they also must have a registered nurse
available for relief duty, weekends and holidays. Then we use the
term "sufficient additional nursing personnel to adequately care for
the type and number of patients in the home," and this is rather a gray
area and here we have some rough problems.
In the group II home, they are only required to have the registered
nurse 8 hours a day, but again she must be full time for continuity
of care. The other shifts may be licensed practical nurses and a
licensed practical nurse for relief duty, and against sufficient personnel. Then in group III, we do not require a registered nurse. We
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say that a licensed practical nurse shall direct all nursing care given
in the home, who shall be full time, a minimum of 8 hours, and then
another licensed practical nurse for relief duty. We have been
criticized in some areas for this. Some people say we can't have
nursing home care without a registered nurse. Well, I think you must
be practical about these things. There are only a certain number of
registered nurses, also there is only a certain amount of money that
the State has, and our experience has been that many of the homes
take it upon themselves to hire a registered nurse in these group III
homes. In other words, they have a registered nurse as the supervisor even though we don't require it. Many of them do not. Then
in group IV, it is again the licensed practical nurse. We have very
few group IV homes.
Now, in both the group III and the group IV home, the patient is
an individual who is up and perhaps needs just a little supervision
as far as medication, or is confused at times and wanders, and that
sort of thing. In other words, he is not an acutely ill patient although at times he can present problems and may very well become a
group II during his stay.
This is the way we classify our homes-and I know that it must be
confusing-but this is it briefly.
Then we would like to cover the cost study and the analysis of the
nursing home caseload. The present rates of payment for the care of
public assistance recipients in licensed private nursing homes are based
upon a cost study, which is a very sophisticated study, conducted
for the calendar year 1959, with the findings updated through 1960.
This study was in compliance with the 1959 State senate resolution directing the legislative budget committee to conduct a study
to determine how much the State should pay for each type of
nursing home care, and the legislative budget committee, in turn,
assigned the responsibility of the study to the department of public assistance. The 1959 legislature also earmarked a special appropriation to be disbursed at the rate of 40 cents per public assistance patient-day to those homes cooperating with the department
in furnishing information concerning costs. Since the 40 cents did
not represent an increase in rates over the previous biennium, failure to cooperate would result in a decrease of rates for the home
involved. The 1959 senate resolution reflected the longtime concern of
the Washington State Department of Public Assistance and the State
legislature over the rates paid for public assistance recipients in
licensed private nursing homes. Basically, the rates were established
and altered by negotiation without reference to any firm framework
of costs. The process was satisfactory neither to the department nor
to the industry, and the results were subject to question in terms of
equity both to the taxpayers and to the nursing home operators.
Legislative concern had been heightened by the steady increase in
the number of old-age recipients in nursing homes despite the decline
in the number of OAA cases. This subject is discussed in detail in
the report, "Analysis of Increase in Nursing Home Caseload." In
brief, the findings are that an estimated 20 percent of the discrepancy between the changes in OAA caseload and OAA nursing home
caseload is due to the increasing average age of the recipients, 15
percent to transfers from State mental hospitals, and between 40 and
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60 percent to increased costs of medical care, with the residual discrepancy attbuable t SociI factors. I. other words, as our C I I
caseload goes down approximately 1,000 a year, our number of people
in nursing homes goes up almost 1,000 a year.
Senator MORSE. On this one sentence, Doctor, what is it you said
about the mental patients?
Dr. HALL. We now anticipate removal of approximately 1,600 of
these people to nursing homes.
Senator MORSE. Can I take just a minute? I do not intend to say
very much in these hearings because the important thing is for the
people attending the hearings to do the talking, but you hear so many
criticisms in this general field. When I hear something deserving of
commendation, I like to take a moment to give the commendation.
I am not at all surprised to find that the State of Washington ranks
among the two or three of the most forward-looking States in the
country regarding nursing home care, and you have to go through
this analysis of your caseload and your cost analysis to understand
why, but you have sought the facts and you have been trying to follow
where the facts lead.
Furthermore, let me say that the legislature and all the people are
entitled to this credit. We recognize that, if you are going to have
decent standards, you are going to have to pay for those standards,
and you have been willing in this State to pay more than is true With
many States.
As I sit before you today as an alderman-that may surprise you,
but I have been an alderman in the District of Columbia for many
years since I serve on the District of Columbia Committee of the Senate. That makes me an alderman, because Congress runs the District
of Columbia to its everlasting shame. Why in the world shouldn't the
Congress give to the thousands of people m the District of Columbia
the same riohts of the first-class citizenship that you and I enjoy? I
battled on this for years and we got it through the Senate four different times. Now, I hope we can eventually get it passed and give the
people of the District of Columbia the right to govern themselves.
However, I mention this because it relates to this problem. You know
what we pay for nursing homne care in the District of Columbia? A
flat $100 a month. It doesn't make any difference what the condition
of the patient is, and, therefore, we have nothing but the worst nursing home situation in America, the kind of a nursing home situation
which you don't like to take foreign visitors to in the Capital of this
Nation. I will be conducting some hearings early next year in regard
to the nursing home situation in Washington, D.C. Some of the
nursing homes seem a little concerned about it. They have no reason
to be concerned about it. I seek to help them, not hurt them. I don't
know a nursing home operator that wouldn't welcome financial help
so they could operate high standard nursing homes.
Now, I cite this in contrast to what you are doing here in the State
of Washington. I shall go back with a recommendation to Washington, D.C., to at least try to take some benefit from the State of Washington on the basis of the testimony that you are giving, and don't
think I'm not going to use these two documents, and I will make them
officially a part of this record.
78681-62-pt. 2-2

148

NURSING HOMES

Dr. HALL. Thank you very much, Senator. I think I would agree
that the people of the State of Washington are very proud of their
record on nursing home care and medical care program. I think it is
one of the finest in the land, and so I have heard since I have been on
this job.
The department conceived the nursing home cost study as a twofold
one. Although selective information was available, representative
data were. lacking on the characteristics and service needs of nursing
home cases. In order properly to evaluate the results of the cost
study, it appeared advisable to undertake a characteristic study of a
random sample of public assistance recipients in nursing homes, and
such a study was conducted in December 1959, on the basis of a 5
percent sample. The schedules were completed by registered nurses
from the medical care division of the department. That is our nursing home section and classification nurses. In each instance, the nurse
visited the nursing home, observed the patient, reviewed the patient's
records and consulted with the charge nurse in the home. During the
same period and for the same cases, a social characteristics schedule
was completed in the department's county offices. Although not immediately related to the cost study, as such, the social characteristics
study was designed to ascertain the relationship between the need for
public assistance and the need for nursing home care, as well as to
obtain information on the events precipitating nursing home placement.
The cost study proper had two major objectives. The first was to
determine an initial rate structure that bore a reasonable and defensible relationship to reported costs. The second was to obtain costs
in such a form that adjustments could be made in the future for
changes in prices, wage rates, and staff requirements. The latter
objective entailed a longer and more complicated schedule than the
first objective alone. Since even a relatively simple cost study is costly
to the department and the industry, the advantage of averting an
additional study in the visible future was considered to outweigh the
immediate disadvantages and the more comprehensive study was
undertaken.
In developing the study plan, the department consulted not only
with the legislative budget committee, but also with representatives
of the nursing home industry. All parties involved were concerned
that the results be valid, and the consultations were productive. The
main, though not the only, problem areas were: Selecting homes to
participate in the study; assuring the validity of the reported cost
data; determining the extent to which cost breakdown is desirable
from the standpoint of flexibility, where practicable, from an accounting standpoint; determining a reasonable return on invested capital;
determining the allowances to be made for the unpaid labor of operators and families, including administrative allowances; allocating
costs among different classes of care in homes providing more than
one class of care; determining the adjustments to be made for changes
in taxes, prices, and wage rates during and subsequent to the reporting period. The detail of these problems and the methods adopted
in solving them are given in the report, "Nursing Home Cost Study."
This cost study was based on the calendar year 1959, and most of
the homes included in the study cooperated with the department and
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The department with considerable

success made every effort to secure the voluntary compliance of the
remaining homes. I might say that all homes cooperated, but we did
have difficulty with a few of the smaller homes simply because they
didn't understand what we wanted. Then we sent some of our own
auditors out who did the accounting for them. In some cases, however,
it proved necessary to revoke the 40 cents per diem payment in order
to obtain the cost information. We did have a little trouble, but it
was of a minimum.
Senator MoRsE. Maybe you made it retroactive.
Dr. HALL. The main findings of the characteristics study are given
in part II of the report, "Nursing Home Cost Study," and the main
procedures and techniques used in the cost study, as well as a summary
of the results, are given in part III. The schedules and instructions
used in both studies are included in appendix A.
Some of the highlights of our characteristics study that will be of
interest to this committee are: The public assistance recipients in
nursing homes are predominantly a very aged group-as of December 1959, 53 percent were as least 80 years, 24 percent were at least
85, and 10 percent were 90 or over-62 percent of all the nursing
home recipients were women; most of the recipients suffered from
multiple impairments, and those most frequent impairments were
strokes, other heart or circulatory disease, arthritis or rheumatism,
debility and senile behavior disorders; only 26 percent of the recipients were always clear mentally, 34 percent were mildly confused,
and 37 percent were seriously disoriented at least part of the time,
and the remaining 3 percent were mentally retarded; 30 percent of
the recipients were bedridden most or all of the time and another 10
percent were bedridden part of the time; 50 percent of the recipients
had bladder continence all of the time, 26 percent were occasionally
incontinent, and the remaining 24 percent were frequently or always
incontinent; 62 percent had bowel continence all of the time, 16 percent were occasionally incontinent, and the remaining 22 percent were
frequently or always incontinent; in general, the recipients needed and
received a variety of personal services though relatively few required
such specialized services as intravenous feeding and complex or extensive dressings.

Incidentally, the data on services proved invaluable in the cost
study proper in helping to solve the problem of allocating costs
among different classes of care.
The median costs for each class of care, as well as the breakdown
by type of cost-for instance, food for patients, return on investment-are shown in the "Nursing Home Cost Study" report. We
are convinced that our study has been a useful and objective tool in
arriving at equitable rates. We have published our methods and
results in full detail, not only because we are anxious to share our
experience with other agencies, but because we welcome suggestions
and constructive criticism, and I might add in an aside that we sent
this cost study into every home in the State. Is that not true?
Miss MARSHALL. Yes.
Dr. HALL. We ourselves

hope to refine our techniques further prior
to the next rate adjustments. In short, we regard this study as a
first rather than a final step in solving the problem of determining
equitable vendor rates.
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Senator MORSE. Doctor, this is a very, very fine and helpful statement to this committee. I have no questions. Do you have any
further comment, Congresswoman May?
Congresswoman MAY. No questions.
Senator MORSE. Thank you, Dr. Hall.

Our next witness will be

Mrs. Gladys Broughton. Mrs. Broughton was educated and worked
in Washington State. She received a degree in sociology and training
in social work. both a degree and training at Washington State University, Pullman, Wash. She worked as a social worker for 2 years
in Tacoma, Wash., and in Pasco, Wash., Department of Public Assistance, transferred to the American Red Cross as field director at the
general hospital at Fort Lewis, Wash., and held this position for 4
years. This was following Pearl Harbor where she was in charge of
all caseworkers and recreation workers for patients at this large Army
hospital. She returned to the department of public assistance program as supervisor in casework services. She held this position for
17 years in the offices in Walla Walla and Columbia Counties until she
retired in July of this year. She is a member of the American Association of Social Workers, a member of the American Association
of University Women, and she is a member of the Council of Social
Agencies, a member of Altrusa, the International Women's Service
Club and Professional Women, and past president of the Walla Walla
club.
I give you this account of the wonderful dedicated record of this
next witness, and I want to say that such dedicated citizens as Mrs.
Broughton, in my judgment, really give us a better understanding of
what we mean when we say we live in a free society.
Mrs. Broughton, I welcome you to this witness chair.
STATEMENT OF MRS. GLADYS BROUGHTON, RETIRED SUPERVISOR
OF CASEWORKERS, WASHINGTON STATE PUBLIC WELFARE
DEPARTMENT
Mrs. BROUGHTON. Senator Morse, Congresswoman May, members

of the committee, I think I am frightened.
Senator MORSE. Please proceed in your own way.
Mrs. BROUGHTON. I wvant to say first that I think it is a privilege to
have worked with the State of Washington, and I, by no means, want
to infer that my criticisms, and there are going to be some criticisms
because I have worked with people and I know what it can be, and I
only say it because I hope it can be helpful.
True, we have come a long way in nursing home care in Washington
in my 21 years of experience. However, I think we do have to go
further. The commodity we are discussing is people. What do they
want and need? Do we always know? Is it costing too much, or not
enough? Either or both ways. Are they getting the care? If not,
why not? Are there enough beds for all classes of patients available?
These are some of the questions which we should be thinking about..
I would suggest that we might think of the following six points:
(1) I believe we need closer cooperation between public understanding and the cost of adequate care as it affects the tax burden and other
persons who might have nursing care. As to the efforts that are being
made for their protection, do they understand what efforts are being
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made, both the old person and the taxpayer? A thorough knowledge
of good and not so good care. There are some very good nursing
home patients being given care in the State. Others, I think, need
improvement.
(2) I believe there should be a closer working relationship between
the various departments with acceptance of each other's point of
view and intelligent understanding of each department. May I say
here that I think many times the right hand doesn't know what the
left hand is doing, and I have felt many times that we didn't understand exactly what the health department was doing. We didn't uUnderstand what the medical care was always doing, and we were the
people who had the commodity. We were the persons who were servmg and had the people. We were having to pay for people when
they came to us, and we didn't always have the answers, and I think
there is a vast lack of this getting together.
Whv nud how thev function? Whv? Well. then. we come to this
idea that there should be licensing. I think that that should be in
our agreement. However, I don't believe we all understand it, and
I am sure the public doesn't understand it. Should I say we need
better publicity? Education for the public is necessary because, after
all, the public are your taxpayers, and I am a taxpayer.
(3) We need an adequate staff. I think an adequate staff is very
necessary for cooperative planning, for ill people, by all these departments, and by an adequate staff, I mean persons wanting and liking
to work with the real interest in the well-being of the patients, as
well as with a supervisory staff and professional persons, which can
also mean nurses and doctors. They all should have good training
and proper education for their work. I am afraid there is too much
emphasis on the money they receive and not on the care of the ill.
(4) I think there should be better plaiming and cooperation
for the time the patient may be in our nursing home. There should
be help from the family or friends or a social worker, as well as the
doctor, as to what the patient can and should do. Maybe we should
consider say "Half-Way Houses," or a home away from the nursing
home, a home until the patient may return to his own home. I believe this plan is used in some places where the transition from the
nursing home to another home is much more relaxed care, not necessarily in large institutions, but with much less cost and care for all
concerned. I also think a boarding home with adequate supervision
and yet more pay than the regular board and room cost actually should
be considered.
I want to say that I think there is this vast lack. Dr. Hall talked
about the class of boarders receiving nursing home care, and we have
very few-in fact, in my locality, if I am not mistaken, since I retired in July, we have none, and we need them. It is at this point
that motivation is important toward self-care. It is possible that
this should be considered too. Too many persons think the nursing
home is the end of the road for them. It may well be if they are not
encouraged to help themselves and do what they can in what they
can do. I believe that, since I have left the department, they have
started a plan of rehabilitation, which I think they should be commended for. Can a family or friends be of much help? I think
there is too much dependency on public or private agencies, as well
as on doctors and nurses.
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Of course, the above point now turns us in the direction to the
other standards of people, and that applies to all persons. The social
worker should know, if possible, about what plans a patient has or
wants. But what of the person who does not have social worker
care? What of the one who has no one to help, such as friends or
family? What happens to this person? Are they to be left in
nursing homes because of lack of proper planning? And I think
that is awful true.
(5) I think from experience that one of the greatest needs is to
have an adequate facility for all types of nursing home patients, as
near the family or friends as possible. For most people, leaving
their own personal belongings, their home, or whatever is uppermost
in their minds, they think: What will happen to all this when I
am ill? The water may freeze. Who is to pay the rent or the
taxes? These are real fears to people (our commodity today), and
their worry is not conducive to improved health.
The last point, and I think this is only another factor in the wellbeing of patients, and that is that they need someone to listen to
their problems, someone who cares and understands. It is not always possible with an overworked doctor and the nurses aid, or
even the social worker, who is, I think, an overworked staff. Does
the public, even our Senators understand this need? Do they care?
I sometimes wonder if we have forgotten how to smile-a smile of
radiant acceptance and with it a feeling-that someone does understand and someone cares. In other words, a good listener. Wherever
there are people, there will be problems, and so there must be intelligent planning, not only for them, but with them. Do we care
enough to meet this challenge?
Senator MORSE. I want to thank you very much, Mrs. Broughton.
I am pleased to report to you that, through the work of this committee, ably supported by our colleagues in Congress, we have made
available Federal grants for States to use to demonstrate the value
in what you refer to as Half-Way Homes. The funds are limited,
but they are not all used. I would suggest that serious consideration
be given, here as well as in other States, to try to set up some of these
demonstration homes and see what can be done through this intermediate station between the nursing home and the home.
In some of our other hearings, there was a considerable amount of
testimony in regard to the last point you made, this matter of loneliness, which, after all, involves the problem of mental hygiene.
Mrs. BROUGHTON. It certainly does.
Senator MORSE. In my own hometown the other day, Miss McCamman took me to an annual bazaar put on by the senior citizens,
many of them rehabilitated, many of whom had suffered strokes,
and I did a good deal of my Christmas shopping at this bazaar. I
came away a better person than I was when I went in, but you can't
be at that kind of a project without recognizing that you are meeting
this problem of loneliness, to which you refer; this group of women,
the senior citizens, getting together, making these articles, canning
foods in a community senior citizens kitchen; the men, many of
them learning to use their hands after a stroke, making toys, and
that kind of community cooperation deals with this last problem
that you raised in your statement. It is a very important one, and
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there is no question about it, and I am very glad to have your testimony. it is very helpful to us, and I thank you very much.
Our next witness will be Mrs. Roxie Kendall, a registered nurse,

member of Washington State Nurses Association, also a member of
the Altrusa International Service Club. She has served as manager
of Walla Walla County Infirmary, also known as Blue Mountain Infirmary, for the past 17 years. Before this, Mrs. Kendall worked as
supervisor of the medical floor of Sacred Heart Hospital in Spokane,
Wash., for 11 years and was head nurse at the county hospital of
Stevens County, Wash., for 4 years. I am sure you will all agree
with me that her qualifications are not only excellent, but, because of
her qualifications, this committee is fortunate to have her as the next
witness.
Thank you for coming, Mrs. Kendall. Will you please proceed
in your own way?

STATEMENT OF MRS. ROXIE KEENDALL, MANAGER, WALLA WALLA

COUNTY INFIRMARY
Mrs. KENDALL. I don't want anyone to get the idea that I am not
happy in my work because I like everything about it, about the Blue

Mountain Infirmary, and I think I will just read my statement, and
I think there are a few places I will make an addition.
The Walla Walla County Infirmary is a 57-bed, class I nursing
home. The State health inspectors tell us we have a larger number of
critically ill patients than they find in most nursing homes. Our patients come to us mostly from the hospitals in this community to recuperate from illness, surgery, or for prolonged terminal care. To
give a few examples, I shall mention cancer, multiple sclerosis, strokes,
cardiac diseases, asthma, and diabetes. You will find most any illness
at the infirmary that is found in any medical department in a hospital.
Also, you will find a good cross section of any community there.
It is our policy to not refuse an patient admittance if we have an
empty bed, regardless of race, color, creed, or the amount of work
involved in caring for that patient. I have seen the infirmary change
from a shabby poor farm into a clean, homey, pleasant and, I think,
quite efficient small institution, where sick people feel at home and
are not ashamed to be there. The community, as a whole, is proud of
the infirmary. Many clubs and organizations are generous in helping
to make it a pleasant place for shut-ins. To mention some donations:
television, radio, and intercommunication system with a record player,
records, piano, movies, fountain, visiting and shopping service; and
here I didn't mention what I feel is something that is extremely important, and that is our chaplain service, which is furnished us through
the ministerial association in the community. However, let me stress,
if any county or public institution remains good, there must be constant vigilance on the part of someone. There must be patience, and
always a long-range program in effect.
We work hard and the remuneration, moneywise, is small, compared to other industries. In our State, nursing homes are exempt
from the new wage and hour laws just enacted. It seems to me that,
if wage and hour laws must be enacted, there should be no discrimi-

nation.

They should be for everybody.

I fully realize this would
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increase the cost of patient care, but why should the worker be penalized? And I think, if I may insert just a little here, that we are asking the worker in a way to subsidize the cost of patient care when
they are not paid the regular standard wages. Low salary is also
conducive to constant turnover in staff, which is not good. The people
doing this type of work, and doing it well, are performing a service to the public that cannot be purchased. One might buy some
services, but not patience, kindness, and understanding this takes,
because that is the person herself. Those people, who do not have
these qualities, are absolutely worthless around a chronically ill
patient. We accomplish a great deal in the way of rehabilitation with
no trained help in that field. We keep our patients out of their beds
just as much as possible. We work hard at keeping them busy with
any little thing in which they show an interest. Recovery from illness is slow for these people, and we watch them from one step to
another. Then suddenly they are up walking around, their minds are
clear, appetite is good, they are sleeping well, they are continent,
and medications are stopped. They still need help with many things
and probably cannot live alone, but we have done all we can. We feel
frustrated. We want them to go on to something, but we want something in which they will be happy. Otherwise, they will be back in
the hospital, and everything that has been accomplished will be for
nothing. There needs to be some link between us and the community.
The infirmary is county-owned with the State reimbursing the
county for the net cost of operation. So far this year, this cost has
averaged approximately $6 a day per patient. Economy is the constant watchword. It is difficult to plan for major repairs, replacements, and capital outlay without receiving criticism. I do not know
how we could work and do a good job with fewer staff, but I am still
told that we are overstaffed; but may I insert here, the Honorable
Catherine May said that most heavy care homes are furnishing their
patients 112 minutes of nursing care per day, and I think that is almost
exactly what I am furnishing. The problems are too numerous, and,
certainly, we want to be economical, but I do hope everyone remembers
that we are dealing with real live people, and that we ourselves, and I
mean you and I, may need some help and understanding some day.
Senator MORSE. This is very helpful to us. I have one or two questions, Mrs. Kendall. You may wish to supply them by way of
a memorandum if you can't supply them from your own recalled
knowledge.
And I might just say at this point in the hearing that I want each
witness to know that you will have 30 days to file any supplemental
statement that you may wish to file for this record. We are all working under a limitation of time in the hearings, but I shall keep the
record open for 30 days, and we will receive from any witness any
supplemental statements that they may wish to file. In some instances, we are going to submit to some witnesses series of written
questions in the interest of saving time and ask them if they will help
us out by filing within that 30-day period written answers to those
questions. When we get to the senior citizens town hall meeting this
afternoon, I want it understood that all those witnesses, too, have the
very same privilege of filing supplemental statements, and those witnesses, who may not be able to testify because of lack of time, or those
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witnesses that may not wish to testify orally, but would like to have
their views made a part of this record, also have the privilege of zingiw
statements during that 30-day period.
But in regard to your testimony, Mrs. Kendall, can you tell us how
many registered nurses you have at your infirmary?
Mrs. KENDALL. I have myself, of course, and there is one head nurse
on duty from 7 to 3, another registered nurse on duty from 3 to 11,
and I have two part-time registered nurses who replace each of them.
Senator MORSE. And during the night, you have a practicing nurse?
Mrs. KENDALL. I have a licensed practical nurse from 11 till 7, and
I am on call myself 5 days a week, and then a registered nurse takes
the other 2 days of the week.
Senator MORSE. Well, as to this nursing allotment, is it true that
you are overstaffed for 57 beds?
Mrs. KENDALL. I don't think so. I have never found out exactly,
although I do not consider it overstaffed.
Senator IVIORSE. i ns is your total nursing stan i mean, you nave

given us your total nursing staff ?
Mrs. KENDALL. That's right, the registered nursing staff. However,
there are aids and more classes of practical nurses besides that.
Senator MORSE. Do you have any nurses training program in connection with the infirmary?
Mrs. KENDALL. No. There have been times that we have had to
bring aids in and train them, if we cannot find those who have had

experience before, say in a hospital or another nursing home, but,

usually, it is orientation, rather than training. Now, last summer, I
brought two aids on my staff and put them to work for 2 weeks with
a practical nurse, and by that time they were-well, they turned out

to be quite valuable workers.

Senator MORSE. Do you find pretty good community cooperation
among your service clubs and your women's clubs?
Mrs. KENDALL. Yes, indeed.
Senator MORSE. This is very helpful to me. If there is any additional information you would like to file with us later, please feel
free to do so.
The next witness will be Mr. Edmund Jacobs, executive secretary,
Washington State Nursing Home Association. Mr. Jacobs, we are
delighted to have you with us. You may proceed in your own way.
STATEMENT OF EDMUND

F. JACOBS, EXECUTIVE SECRETARY,

WASHINGTON STATE NURSING HOME ASSOCIATION, PUYALLUP

Mr. JACOBS. Thank you, Senator Morse, ladies and gentlemen, and

Catherine-Congresswoman May. She is an old friend of the nursing
homes in our State and has worked very hard, when she was in the
State legislature, in order to accomplish some of the goals that you
have heard about this morning, and I want to tell you that your gain
in Washington, D.C., is our loss.
I would just like to say one thing about the statement that perhaps
the Blue Mountain Infirmary is overstaffed. As Mrs. Kendall enu-

merated the staff, it would appear that the only overstaffing is from
11 to 7, where the contract and the regulations will permit a licensed
practical nurse to cover that shift. So, she does give 24-hour regis-
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tered nursing care, where she could have a licensed practical nurse on
that one shift. IMost of the group I nursing homes in our State do
the same thing, Senator, and the reason they do it is that the money,
if there is money in the nursing home industry, comes from the private
patients, who pay perhaps $100 more per month on the average than
does the welfare. Therefore, in order to attempt to attract this
private patient, you like to advertise 24-hour registered nurse care.
So, it would be the rule, rather than the exception, that your group I
homes in this State will have 24-hour registered nurse care, the same
as Mrs. Kendall.
As far as Mrs. Kendall is concerned, she described what we like
to think is a typical nursing home in our State. She is an excellent
nursing home administrator, a very fine person. We are very familiar with her operation, and you could not have a better witness
as far as care.
Now, we have an excellent nursing home industry in the State of
Washington, and there are two main reasons for it.
Senator MORSE. May I interrupt you just a moment, Mr. Jacobs,
so that we may make a comment on this for the record. Your testimony in regard to the advertising of the nursing homes, concerning
round-the-clock registered nurses as an inducement for private patients, causes me to ask you: Is it desirable from the standpoint of the
patients to have round-the-clock registered nurses available?
Mr. JACOBS. I would say it would depend upon the patients, Senator.
If, as Dr. Hall explained, we have actually four groupings of fttients within our State, certainly, it would be a waste of valua le
registered nurse time to have round-the-clock professional nursing in
your group III or IV homes where the patients don't need it, but it is
most desirable to have this 24-hour registered nurse care where you
have intensive nursing home care, where you take these people directly from the general hospitals. You have to be able to have
nursing procedures immediately available. Medications are getting
very, very complicated now, and some of them are quite dangerous
if not properly used. Does that answer you, sir?
Senator MORSE. Mrs. Kendall said, I think, that the infirmary is in
group I, and she listed it at 57 beds, and she listed the type of ailments that you will find in any hospital when she pointed out that
they were the type of ailments that you would find in most general
hospitals. I am certainly not a qualified witness. I just hope that I
am a qualifying questioner. I ask: Shouldn't she have in that infirmary round-the-clock registered nurses?

Mr. JACOBS. Yes.

Senator MORSE. And if she does, she would be charged with being
overstaffed with registered nurses?
Mr. JACOBS. No. Let's get this straight. I intended no criticism
for her operation. She actually has the staff that I personally believe
is required to take care of the kind of people she has, and, further,
the group I homes in our State are taking a class of people like that
that actually do require the 24-hour registered nurse care. The only
reason you could say it was overstaffed, it is overstaffed in terms of
minimum requirements, and only in that respect, not overstaffed as far
as taking care of patients.
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Senator MORSE. I'm glad I asked you the question, because I thought

Ihad misunderstood you. I thought you made a corume-et that gas e
me the impression that it could be said the orly place her infirmary was
overstaffed was in connection with registered nurses. That is why I
asked the question of you to see at what point she was overstaffed with
registered nurses because, if we agreed that she needed registered
nurses round the clock because it is a group I infirmary, I got a little
lost with your comment.
Mr. JACOBS. It would be nice if we could have registered nurses
around the clock in all our group I homes. The only reason it isn't
required is that, frankly, we can't get the registered nurses. This is
our problem. Now, there are two main reasons why we have a good
nursing home industry, and I think we do have one. One is that we
have a real tough licensing law. It was the first real tough licensing
law in the country. It came as the result of a fire in a nursing home
in which 18 people lost their lives, elderly people, and this happened
whie the iegisiature was in session, and the legislative committee
visited the ruins before the smoke was all gone, and it wasn't long
after that that we got a real tough licensing law. The law had been
introduced in the legislature but languished in the committee until
this fire came about and then it was passed.
Senator MORSE. Let me make a comment on that about the Washington Legislature, and let me make a very interesting comment on the
operations of government. It is always said that we have to have a
tragedy of some kind to pass legislation. It has happened before. In
1957, I conducted the hungry children investigation in Washington,
D.C. I had no idea, when I started, what I was getting into. Senator
Clark from Pennsylvania and I were the leaders of that investigation. You know what we found in Washington, D.C.? We found
over 200 little boys and girls that lived out of garbage cans, and I
mean that was their only source of supply of food. Sure, many of
them were illegitimate and didn't know whether they had any parents,
or whether they would know their own mother. It was a very deplorable condition and various types, but this was their only source of
supply and within a stone's throw of the Capitol of the United Slates
of America.
We brought that out in 1957 and I was making my plea then, not
only for more funds, but for the elimination of some redtape in the
handling of surplus food, and one of my colleagues from the southern
part of the country asked me to yield when I was reporting on this
to the Senate, and you will find it in the Congressional Record, that
the Congressman wasn't friendly to my report. He asked me antagonistically and critically the following question: "Is it not true that
most of these kids are colored?" and I paused long enough so that
every eye was focused on me, and I said, "It is not true that all of them
are, but most of them are; but let me say to my friend, they, too, are
the children of God," and that is all I had to say. He sat down as
though he had been hit by a baseball. One of my colleagues came over
and said, "You can have any amount of money you want now."
But we had to have the Congress discover that we had that sort of
situation existing in the District of Columbia before we could get the
appropriations necessary, and that is why I made the comment that I
made. I think the fault lies not only in this State, but in the Nation;
the fault lies too often with the people themselves. They walk out
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on their own responsibility of social conscience for these people that
aren't as well situated as we are, and I want to say that I am proud
that we are holding a hearing in a State in which the evidence has already shown that you have made great advancement, comparatively
speaking, that many other States should have made with you many
years ago.
Mr. JACOBS. Thank you. Now, this tough licensing law is one
reason for our good industry, and the other one is the relatively high
payment for welfare recipients. It doesn't make any difference
whether you are buying nursing home care or beefsteaks, you are
going to get about what you pay for. As the Senator remarked, in
Washington, D.C., you pay a flat $100, and I imagine you get $100
worth.
Now, it looks like I have a whole lot here, as I read this over, and I
am certainly not going to burden you with it all day. I want it in
the record, because I think there is information there that might be
good source material.
Senator MORSE. Your full statement will be printed in the record
at this point.
(The prepared statement of Mr. Jacobs follows:)
PREPARED

STATEMENT OF EDMUND F.
JACOBS, EXECUTIVE SECRETARY,
WASHINGTON STATE NURSING HOME ASSOCIATION

It is my understanding that one of the purposes of this hearing is to provide
the Senate Committee on Aging with information on the nursing home industry
here in our State of Washington and the part that licensed nursing homes in
this State are playing in the care of the aged population of our State. I will
sketch for you the history of the growth of nursing homes in our State and
the growth of the Washington State Nursing Home Association, as the two
parallel each other. In addition, I will attempt to touch on the quality and
quantity of nursing home care available, both from the standpoint of physical
plant facilities and the type and extent of nursing service. Finally, I will
describe for you the program in existence between the industry and the Division
of Medical Care of the Washington State Department of Public Assistance for
providing nursing home care to our indigent aged.
Although nursing homes of one kind or another have been in existence in
the State of Washington for more than 25 years, there is little recorded history
or statistics available on the nursing home industry prior to the year 1951.
The Washington State Legislature at their 1951 session, following a disastrous
fire in a nursing home in Hoquiam, Wash., in which 18 aged patients burned
to death, enacted a nursing home licensing law which provided that a nursing
home advisory council should be appointed by the State director of health to
promulgate rules and regulations for the licensing of nursing homes in the
State of Washington. These rules and regulations were to "promote safe and
adequate care and treatment of the individuals" in nursing homes and were
to be adopted by the Washington State Board of Health and were thereafter
to be filed with the secretary of state and, after an interlocutory period of
30 days, were to have the same effect as law.
The Washington State Nursing Home Association, which is a voluntary
self-sustaining and self-regulating organization, came into being also in the
year 1951 and assisted materially in developing the rules and regulations for
licensing nursing homes with three members of the association sitting continuously since that time on the nursing home advisory council. The Washington
State Nursing Home Association exacts high operational and ethical standards
from its members and strives to provide the finest facilities and care in a
homelike atmosphere where a feeling of social and emotional security is recognized as a patient need.
In the year 1951, when licensure commenced and with it came the keeping of
accurate records, there were 298 nursing homes in the State of Washington,
with a combined capacity of 7,648 beds. In November of 1955 these figures
had climbed to 300 nursing homes with a combined capacity of 9,585 beds.
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Obviously during the period from 1951 to 1955 many nursing homes in existence
1'951 had gone out of busincss and had been replaced by other and larger
nursing homes. At the present time there are 334 licensed nursing homes in the
State of Washington with a combined bed capacity of 14,222 licensed beds.
During the period from 1955 to 1961, 77 new homes designed as nursing homes
have been constructed with a total of 2,638 new beds. It is interesting to note
that while there are over 14,000 nursing home beds licensed in our State, there
are only 11,054 general hospital beds licensed in the State of Washington. I am
sure your committee will find this to be a unique situation not found in most,
if any, other States. An explanation is certainly in order. In most States you
will find there are general hospital facilities, chronic disease hospital facilities,
and nursing home facilities. We, too, have what, in most of those States, would
be classified and licensed as chronic disease hospitals, but here they are licensed
as intensive care nursing homes.
In 1951 there were 80 registered nurses employed in nursing homes in our
State and no licensed practical nurses employed at that time. In June of 1954,
there were 449 registered nurses and 442 licensed practical nurses employed in
licensed nursing homes. In December 1958, there were 607 registered nurses
employed in licensed nursing homes and .544 licensed practical nurses employed
in these homes. In J.nn 1961. there were 76;R rP.LiqtPrPe niirsqp And MR
licensed practical nurses employed in licensed nursing homes in this State. All
of the figures quoted in this paragraph and the preceding paragraph were
obtained directly from the Washington State Department of Health, Hospital.
and Nursing Home Section, Smith Tower, Seattle 4, Wash. In a recent study of
group I nursing homes in the State of Washington (heavy care patients), each
patient received an average of 112 minutes of care per day with 28 minutes of
this care being given by registered nurses and 18 minutes being given by licensed
practical nurses. According to U.S. Department of Health, Education, and Welfare, these figures constitute the highest ratio of professional nursing care per
patient in the United States.
At the present time there are 279,045 people over the age of 65 in the State of
Washington. This is 1 out of every 10 citizens of our State. The average age
of all patients in all licensed nursing homes in the State of Washington is 79
years of age.
The nursing home rules and regulations which were adopted require that every
nursing home be inspected regularly by State and local health departments and
the State fire marshal as well as the local fire department. Every licensed
nursing home must provide fire protection based on national fire standards and
each home is inspected several times a year. It is significant that not one licensed
nursing home has had a serious fire since this inspection system has been in
operation. Licensed nursing homes must pass equally demanding health inspections. These systematic, regular health department inspections pinpoint
medical care, nursing care, records and reports, medications, food and food
handling, heat, light, ventilation, water supply, sewage and garbage disposal,
sanitary facilities, equipment, and furnishings-to name a few. One innovation
which typifies the new era in nursing home care is the development of workshops
for the staffs of these homes. These workshops cover all phases of nursing home
activity and have been developed by the Washington State Nursing Home Association in cooperation with the Washington State Health Department and local
and voluntary agencies. Over 950 nursing home operators and staff members
attended *the various workshops held in the various parts of the State of Washington during one calendar year, 1958.
A project of interest has been undertaken for the last 2 years by the Washington State Department of Health in cooperation with the vocational rehabilitation
people in our State and the department of public assistance. Using a Federal
grant of $50,000 plus additional State funds from each of the departments involved, a team of occupational therapists, physical therapists, psychiatrists, social
workers, and public health, nurses have been going into various licensed nursing
homes throughout the State and training the personnel therein in the latest techniques of rehabilitative care. Certainly the nursing home of the future will give
more and more importance to rehabilitative care for our patients, assisting them
to reestablish themselves as far as walking, feeding, and limited self-help and
self-care are involved. Although this program is extremely worthwhile, it is
fairly expensive as it involves many hours of labor on the part of doctors,
physical therapists, occupational therapists, nursing aids, and other rehabilitative personnel. Although the department of public assistance contributed some
personnel to the pilot study project, they have not had any funds whatsoever
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available to pay for this type of rehabilitation by nursing homes generally, and
it is highly unlikely that our State legislature will be able to find funds for this
purpose without assistance from our Federal Government in the form of increased
Federal matching funds for the medical care program or other subsidy on the
Federal level. It would be the recommendation of our association that your
committee study the results of this pilot study project which you have already
financed with an eye to recommend extension of rehabilitative services to all of
our aged infirm who can benefit from such care and treatment.
More and more people are finding their way into licensed nursing homes and
many of these people are the responsibility of the State through the department
of public assistance. In August of 1953 there were only a few more than 4,000
welfare recipients in licensed nursing homes; in July of 1958 this figure had
risen to almost 8,000 welfare recipients in nursing homes and at the present time
there are 9,119 welfare recipients in licensed nursing homes.
The increased utilization of nursing homes is due to several factors but three
factors stand out above all the others. First, many people have been able to
leave the old-age assistance rolls because of the liberalization of our Federal
social security program, but these people are not able to afford nursing home
care on their social security grant. Therefore, the OAA load decreases, but
many of those people who have gone off the OAA rolls because of their social
security pension. have necessarily had to go on the medical care rolls when
physical disability struck and their social security pensions were inadequate
to take care of their medical needs and, particularly, their hospital and nursing
home needs. Second, since the advent of the nursing home licensing law there
has been a marked improvement in the quality of nursing homes in the State of
Washington. Not only are the physical plants superior with many new nursing
homes being constructed and many new beds being added to older homes through
additions and alterations, but also the standard and quality of care has materially increased. This betterment of physical plant facilities and improvement in
overall nursing home care has made the licensed nursing home much more
acceptable to potential nursing home patients and to their doctors to whom they
look for advice. A program of education has informed the public generally that
good licensed nursing homes are available for the care of the chronically ill,
aged, and infirm person. This increased acceptability of nursing homes has
encouraged many recipients of public welfare to enter a nursing home and seek
nursing home care where formerly they shunned such care or were unwilling
to avail themselves of nursing home care. Third, there has been a conscious
effort on the part of the division of medical care to cut down the stay of welfare
recipients in hospitals and to transfer welfare recipients into nursing homes as
soon as their physical condition and prognosis would indicate that nursing home
care is adequate. It is only because the standards of care in nursing homes
have increased and because there are now professional nurses staffing nursing
homes and available to give chronic care that the department has been able to
transfer welfare recipients, who formerly required hospital care, into the licensed
nursing homes. It is a conservative estimate that every time a welfare recipient
is transferred out of a hospital into a nursing home the savings to the division
of medical care and thus to the taxpayer of the State of Washington approximates $20 per day. We wish to reiterate that this is a conservative estimate.
While hospital utilization by welfare recipients has decreased, nursing home
utilization by recipients has increased in direct ratio to the hospital decreases.
During this coming biennium which started July 1, 1961, 1,800 patients will
find their way from our mental institutions and homes for retarded children
into nursing homes. The State has found that many of these people have
oversome their psychotic problems but have no place to go or now have physical
problems which make it impossible for them to return home. They can be
taken care of in licensed nursing homes better than they can in mental institutions and in licensed nursing homes they will be eligible for $47.50 per month
Federal matching funds while the Federal Government does not give any matching funds to patients in mental hospitals.
To review the cost of nursing home care since the inception of the medical
care program, one must first review the so-called Moss-Adams cost study. This
cost study was made in 1953 by the Washington State Nursing Home Association
in cooperation with the Washington State Department of Health and the Washington State Department of Public Assistance. A questionnaire was agreed upon
by the above-named departments of State government, the Moss-Adams Co., and
association representatives, with the questionnaire thereafter being sent to each
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member nursing home. This questionnaire was filled out by a licensed or certified public accountant retained by the nursing home! and paid for hy the
nursing home. The questionnaires were forwarded by the licensed or certified
public accountants directly to the Moss-Adams Co. where a summary of all of
the cost data thus accumulated was made by the said company. The questionnaire covered the 6-month period from June 30, 1952, and the summary of the
cost study was accepted by the said State departments and by the association
as being a true reflection of the cost of nursing home care at the time of the
study. In addition to the various member homes paying their own accountant to
fill out the questionnaire from the books of account of the home, the Washington
State Nursing Home Association paid the Moss-Adams Co. $1,800 for their
services in conducting and summarizing this cost study. As a result of this cost
study, rates were established as follows: Group I care, $180 per month; group
1I care, $145 per month; group III care, $115 per month; and group IV care,
$90 per month.
Group I homes are equipped to care for bedridden, seriously ill persons including patients recuperating from surgery or other hospital treatment. A minimum
of three registered nurses must be regularly employed to cover the required
nursing shifts.
Group II homes provide care for patients needing extensive nursing and bed
side care. 'Inese patients are usually confined to bed unless lifted out, but may
be capable of feeding themselves. A registered nurse must supervise all nursing
care, which is generally provided by licensed practical nurses.
Group III homes, largest of all groups, serve patients who are ambulatory and
usually capable of feeding and dressing themselves but still in need of medications and nursing care. All care is supervised by al registered or licensed practical nurse.
Group IV homes are designed for ambulatory patients whose primary need is
for supervision and medications. All care is supervised by a licensed practical
nurse.
In addition to the professional nurses listed above, all groups must employ
nurse's aids and auxiliarv help sufficient to properly care for the number and
type of patients served.
Early in 1956, the department of public assistance, division of medical care,
approached the association and asked for another cost study, stating that they
did not believe the Moss-Adams cost study could be considered valid for the
purposes of setting or adjusting rates for the care of welfare recipients in nursing
homes at that time. As a result of this request, and in a spirit of cooperation,
the Washington State Nursing Home Association entered into a series of meetings with representatives of the department of public assistance which culminated, some 8 months later, in agreement between the department and the
association on a questionnaire upon which costs were to be reported and a set
of instructions for use by the certified or licensed public accountant who would
take the cost figures from the books of the nursing home and transfer them to
the cost-study questionnaire. All figures taken from the books of account from
the nursing homes in this manner were required to be reconciled with the
Federal income tax return of the home for the calendar year 1955, which was
the year for which costs were to be reported. A total of 188 licensed nursing
homes in the State of Washington filled out the cost-study questionnaire according to the instructions and submitted the questionnaire to Ansell-Johnson
&Co. of Seattle, certified public accountants. The Ansell-Johnson & Co. assigned
an identifying number to each questionnaire as it was received, copied the Information contained on the questionnaire onto a similar form, omitting the
identity of the nursing home and substituting therefor the identifying number
arbitrarily assigned to that home. In this manner, the costs of operation of
the 188 homes were obtained without revealing the identity and individual
costs of any particular nursing home.
Some attacks have been made upon the Ansell-Johnson & Co. cost study on
the basis that the 188 homes reporting did not constitute a large enough percentage of the licensed nursing homes in existence at the time of the study.
At first blush, this appears to be a valid criticism as there were 294 nursing
homes licensed in the State of Washington as of the date of the cost study.
In fact, however, only 227 of the 294 homes could potentially take part in the
cost study and 188 homes out of 227 is, we believe, an exceptional percentage
for a voluntary cost study of this type. The reason for the difference between
294 licensed homes in existence and only 227 able to take part in the cost study
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is that, according to the records of the Washington State Department of Health
(licensing agency) 67 licensed nursing homes either opened their doors during
the calendar year 1955, changed hands as the result of purchase during the
calendar year 1955, or went out of existence at some time during the calendar
year 1955. In each case, there would not be a continuous operation of the
nursing home involved for the full calendar year 1955 and thus they could
not participate in the Ansell-Johnson & Co. cost study which required a nursing
home to report its costs for the entire calendar year 1955. It is the feeling of
the association that those attacking the Ansell-Johnson cost study on the basis
of participation did so as a rationalization for their refusing to accept the
results of the Ansell-Johnson study, which results clearly indicated that a raise
in rates for nursing homes caring for welfare recipients should be granted.
The association believed that the Ansell Johnson & Co. cost study is a
realistic basis upon which to figure the costs of nursing home care and submitted to the division of medical care of the department of public assistance
and to members of the 1957 legislature a request for a rate increase based upon
the summarization of the Ansell Johnson & Co. cost study.
The department of public assistance, in making their request for funds from
the 1957 legislature, made no recommendation for a rate increase for nursing
homes, although they did request a 20-percent increase for rates to be paid to
private hospitals for the care of welfare recipients. As a consequence, the
appropriations committee reported out the omnibus appropriations bill as well
as the supplemental appropriations bill with what was obviously insufficient
money for the department of public assistance to grant a rate increase for the
care of welfare recipients in nursing homes in the 1957-59 biennium. The
association took its problem directly to the legislators individually and to the
Governor. Ultimately the legislature passed an amendment to the supplemental
appropriations bill which granted a $2,225,000 rate increase to licensed nursing
homes caring for welfare recipients during the 1957-59 biennium. This amounted
to a rate increase of 40 cents per patient-day in all categories of care and was
about 20 percent of the amount requested by the association for a rate increase.
In the year 1957 the division of medical care, in an attempt to cut costs,
took laxatives, aspirin, rubbing alcohol, clinatest tape and tablets and some
other household drugs off the approved formula for prescribed drugs, thus
denying these household drugs to recipients in nursing homes. While this
saved the State of Washington some considerable money, it worked a hardship
upon nursing home patients who needed these household drugs and upon the
nursing homes themselves, as these household drugs were necessary to the
proper care of the recipients.
The liaison committee composed of representatives of the Washington State
Nursing Home Association and representatives of the division of medical care
of the department of public assistance, considered this problem and, after many
months, finally agreed in April 1960 that the department would pay the sum of
7 cents per patient-day to those licensed nursing homes whose operators agreed
to furnish six household drug items to welfare patients when prescribed by a
physician and utilized by the home for welfare patient care. The items to be
furnished were: clinatest tablets and tape, aspirin, mineral oil, body lotion,
including alcohol, milk of magnesia, and antidiarrhetics. This agreement was
reduced to writing and individual operators were required to sign the agreement
prior to the effective date which was May 1, 1960. This agreement and the
payment of 7 cents per patient-day have now been incorporated in the overall
nursing home contract now in effect.
This overall nursing home contract referred to above represents a landmark in
the history of vendor payments by a State government to operators of licensed
nursing homes. Not only is it the first such contract in the United States, but
it also is a very comprehensive contract, setting forth in detail what the State
is purchasing and how much it is willing to pay for the services received.
Though the department and association have not always agreed on some
things, both agreed that a contract of this sort is necessary for the protection
of the division of medical care, the patient, the nursing home, and the taxpayer.
It is to the credit of both the department of public assistance and the association that when each side was invited by the other to submit a proposed contract, both submitted practically the same proposal. Minor differences were
easily reconciled and the contract became effective on January 1, 1961. It is my
understanding that representatives of the division of medical care of the State
department of public assistance will cover this contract in detail at this hearing.
While the contract is acceptable, the rates for payment contained therein are
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not satisfactory to the association at this time, and will have to be the subject
of continued negotiations in the immediate future.
A third cost study was undertaken in the year 1960 with the nursing homes
reporting their costs for the entire year 1959. Many months were utilized
develop the form upon which the costs wvere to be reported. Though it took to
a
great deal of time, the final reporting form agreed upon was acceptable to the
research and statistics division of the department of public assistance, the Washington State Nursing Home Association, the interim budget committee of the
legislative council, the administrative assistant to the Governor in charge of
budget control, and the legislative budget committee. I will not go
detail
of the cost study, except to say that it is very comprehensive and into
generally
was sufficient in detail to facilitate a breakdown of the many factors that make
up the costs of providing care in nursing homes.
Both the actual completing of the cost-study data, and the summarization
thereof, took longer than expected and it was not until late in December 1960
that cost figures were available. An adjustment in rates was made effective
January 1, 1901, based upon the results of the cost study. Basically, the payment for groups 1 and 2 care remained the same, but the rates for group and
4 care were raised. I am sure the Department has already provided you3with
factual data on the cost study, or will do so upon request.
we are not satisnea witii tne rates set as a result of the cost study. First,
the summarization of the cost study was faulty in several respects and there
was insufficient time to change the method of summarization before the rates

had to be set. The department agrees with the association that the several
areas will request further study and some revision of the method of summarization. We hope to be able to agree on changes to be made within the
6
months. Second, the rates set as a result of the cost study reflect no next
profit
whatsoever to the operator and the operators quite reasonably feel that they

are entitled to a profit from this free-enterprise endeavor.
We have had excellent cooperation and relationships with the department of
public assistance and have the highest regard for the personnel in the research
and statistics division and the medical care division of the department with
whom we will be dealing. We are confident that we will be able to resolve our
differences and arrive at an acceptable rate for the care of welfare recipients
in
nursing homes.

We are, we think justifiably, proud of the excellent nursing home
ilities
available in our State and the high quality of nursing care which they fat
We are also satisfied that there is no person in our State currently in provtde.
need of
nursing home care who cannot receive it under our present extremely comprehensive medical care program. Persons on social security, for instance, who

have a pension that meets their normal day-to-day living expenses are entitled
to receive nursing home care with the division of medical care paying for the
cost of such nursing home care over and above the amount of their pension.
These people are classified as "medical indigents" or "medical onlys" with the
State paying for the cost of medical care in excess of their social security grant
which is considered as a resource. The same thing would apply to persons receiving annuities or other type of pension where the annuity or pension was
insufficient to meet the cost of their nursing home care. We are very reluctant
to see any change in the administrative responsibility for the medical
of
indigents in the State of Washington, as we have devoted many years to care
cooperatively building with our State government a comprehensive medical care
gram of which we are very proud and which we feel provides excellent procare
to all who cannot provide such care for themselves. We very much appreciate
the increased Federal matching funds which have been made available to the
division of medical care from the Federal Government and we sincerely hope
that any further assistance on the Federal level will be in the form of matching
funds or subsidy to our State government in order that we can take advantage
of the program now in existence and the administrative machinery which has
been set up to make this program work, the cost of which administrative machinery the Federal Government is already sharing through matching funds.
There has been talk of a national insurance program through our social security
system or some other national administrative machinery. We here in the State
of Washington are opposed to such a program for nursing home care. Because
of the vast differences in nursing homes from State to State and the fact that
the services offered range from virtually no professional nursing to Intensive
24-hour professional nursing such as we have here, it would be extremely dif78681-62-pt. 2
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that would
ficult to come up with a national contract for services and50payment
States. Now, each
be fair to all citizens and nursing homes throughout our would
either not pay
State pays for what it gets; a uniform national program
some States that
some States for what they provide or would pay for services in
a resolution which
they would not be providing. Some time ago, we adoptedhereto
a copy of this
sets forth our thinking on this matter and I am attaching
resolution.
for
The nursing home industry is now big business. There is one employee
the nursapproximately every 2Y2 patients in a nursing home. Oftentimes
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home
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always
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however
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serious
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derful if we
People
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of
end
the
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added
be
must
they
60 but, unfortunately,
of the United
formerly died of a heart attack but now they live to be President
friend and you
States. Pneumonia was formerly known as the old man's die
of pneumonia
could expect a considerable percentage of our aged personsoftoantibiotics,
deaths
between fall and spring of each year. With the use
died from the first
from pneumonia have sharply decreased. People formerlyfinally
succumb, and
stroke, now they may have several strokes before they may recover
almost
with proper rehabilitative services timely applied, people
we all may expect
fully from very severe strokes. All of this means that while
we will probably
to have a longer lifespan, we must face up to the reality that
facility than did our
spend a greater percentage of that lifespan in a medical
in the
forefathers. This means nursing homes will be even bigger business
years to come.
Home Association,
On behalf of the members of the Washington State Nursing
for making this time
I wish to thank our chairman, Senator Morse, and his staff
you might
available to us. I will be glad to attempt to answer any questions
have.
RESOLUTION

States
Whereas there is now pending before the Congress of the United
and
bill;
King-Anderson
the
called
commonly
4222,
H.R.
committee
Whereas the said bill has been carefully studied by the legislative
Home
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State
Washington
the
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governors
of
board
and
officers
the
and
of the
meetings
open
in
held
been
have
same
the
of
discussions
and
Association,
and the
Association,
Home
Nursing
State
Washington
the
of
membership
legislative committee, the officers and board of governors, and the membership
are in agreement on this matter; and
medical care and
Whereas it appears the King-Anderson bill would provide
regardless of
benefits,
security
social
for
eligible
persons
all
to
related services
present
their
of
regardless
and
program
the
to
contributions
their previous
to the original confinancial needs for such assistance, all of which is contrary was
intended to be
cept and purpose of the social security legislation which
the program;
to
contributions
of
basis
the
on
benefits
providing
actuarially sound
and
most certainly raise
Whereas the enactment of the King-Anderson bill would
in rates of contribution
the rate of contribution of the employee, which raiseemployees
at a time when
would be tantamount to a direct income tax on such
and
the wages of our laboring people are already heavily burdened;
furnish mediWhereas the enactment of the King-Anderson bill would, at best, social
security
cal care only to those citizens of our country who are eligible forpopulation
who
and would be of no benefit to the large segment of our elderly
are badly in need of medical care but are not eligible for social security benefits;
and
Whereas should the King-Anderson bill be enacted into law it would be necessary for the Federal Government to create large and complex administrative
machinery to set standards for participating doctors, hospitals, and nursing
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homes, some of which standards would necessarily be in conflict with
existing
standards in the various States, and to set rates
to be paid for such medical
care, which rates would also be in conflict with prevailing
rates
for
recipients
of
public assistance in the various States and
passage of this legislation could
result in lay people or government employeesthesetting
standards
for
medical
care,
treatment, and drugs and the restriction of doctors, hospitals,
and nursing homes
In the kind, type, and quantity of medical care, treatment,
and
drugs
that could
be administered and/or prescribed; and
Whereas there exists in many States welfare and medical
care
programs under
the terms of which medical care is awarded to our indigent
elderly on the basis
of their need, with these States already having
in
operation
appropriate
administrative machinery to implement the said welfare and medical
care programs,
with such medical care programs presently receiving Federal
subsidy by reason
of the Mills-Kerr Act which has been enacted by our Federal Congress.
Now, therefore, the Washington State Nursing Home Association,
whose
membership consists of 183 licensed nursing homes representing
almost 8,000
licensed nursing home beds in the State of Washington, does
hereby oppose the
enactment of the King-Anderson bill (H.R. 4222), yet recognize
that there is a
need for greater financial assistance to our indigent aged to
provide them with
medical care and related servirs. On ra thdrn
-fharn-a-f-fAla ---an alternative to the King-Anderson bill, Federal aid to medical +th.t
indigents
through matching funds to the various State welfare and medical
be sharply increased from the general funds of the United States, care programs
thus reaching
all of our indigent aged who are in need of medical care and
of already existing administrative machinery in the various taking advantage
States, the costs
of which are already being matched by Federal funds. In this manner,
the social
security program will be preserved as an annuity
program which was its original
design and purpose.
Dated September 13, 1961.
(Signed)

RoyJ.

(Signed)

DoioTHY

Attested:

McDONALD,
President.
STLLWELL,
SecretarV.

Mr. JACOBS. A little history on nursing homes in our State might
be good perhaps. There have been nursing homes here for about
25
years,but very little recorded history prior to 1951 when our licensing
law went into effect. Now, the Washington State Nursing Home
Association, which I represent, came into being also
the year 1951.
As a matter of fact, it was the health department inin our
State that
asked that such association be formed in order that they could help
implement the nursing home licensing law, which called for an adViSory council by law. Three members of our association are on this
advisory council and have been continuously since that time.
W~e
represent in our State at the present time about 180 licensed
nursing homes with somewhere around 8,000 nursing
home beds. In
the year 1951, when the licensure commenced, there were 298 nursing
homes in our State with a combined bed capacity of 7,648 beds. In
November of 1955, there were 300 nursing homes with a combined capacity of 9,585 beds. Ostensibly, we had gone up some 2,000 beds
with only two new homes, but,obviously, many of the smaller homes
and the homes that couldn't meet the standards set up by the
fell by the wayside and were replaced by larger and by newlicensing
At the present time, there are 334 licensed nursing homes in thehomes.
of Washington with a combined bed capacity of 14,222 licensed State
beds.
This is very high, as has been pointed out by Congresswoman May.
During the period from 1955 to 1961, 77 new homes,
as
nursing homes, have been constructed with a total of 2,638designed
new beds.
If your committee holds hearings in Texas, you will find that in the
State of Texas, according to themost recent figures we have, there
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are only three nursing homes in the whole State that were designed
for the purpose that they were to be used, everything else being conversions. WVe have eliminated conversions in our State. The regulations are so tough now with our 8-foot corridors, and so on, that you
cannot convert a miansion or some typ)e of building like that at the
present time.
There are only 11,054 general hospital beds licensed in the State
of Washington. We have roughly 3,000 more nursing home beds
than we have general hospital beds. I think you will find, as you
go about the country, that this situation is unique and I think an explanation of that would be interesting to the committee. In most
States that you will study, you will find that they have general hospital beds, and they have chronic disease hospital beds, and they may
have nursing home beds. In our State, there are no chronic disease
hospital beds. When I say "there are no," that may be a misnomer.
There is one institution that could be classified as a, chronic disease
hospital. The chronic disease hospital patients are in our nursIsing
homes. We take them directly from the general hospital. So, we
have eliminated the chronic disease hospital, and this is probably one
of the explanations as to why we have so many nursing home beds.
Now, in 1951, there were 80 registered nurses employed in nursing
homes in our State. There was no licensed practical nurse program
at that time. In June of 1954, there were 449 registered nurses and
442 licensed practical nurses: in 1958. there were 607 registered
nurses, and 544 licensed practical nurses; and in June of 1961, the
latest figures we have, there are 768 registered nurses, and 608 licensed practical nurses employed in licensed nursing homes in this
State. These figures are all taken from the health department. and
Mrs. McCord is here and could verify it.
At the present time, the average age of patients in all nursing homes
in this State is 79 years of age. There was some talk here by one
of the witnesses about a halfway house. I would like to make a
couple of comments on that.
Senator MORSE. May I interrupt just a moment? Counsel has
asked me to ask you: What percentage of your patients are welfare
patients?
Mr. JACOBS. It's about 71 percent, very close to 71 percent. The
comment on the halfway house is that perhaps a halfway house
would be necessary in many States, but in our State, when we have
the four classifications of nursing homes, patients do shift from one
classification to another. If they have a stroke, they go to the general hospital, then to the group I home. They get better, they get
up and around and are rehabilitated to a group II home. Finally,
they get ambulatory and go into a group III home, which I respectfully submit might be somewhat analogous to this halfway house
that was discussed. Here is another problem: It's a halfway house
to where&?
It is an interesting fact that many of the people in our nursing
homes don't have any relatives and have but few friends, and if it
weren't for the staff, if it weren't for the ministers and people like
that, there wouldn't be anybody. Oftentimes it's volunteers in the
community. So, the halfway house patient has to have some place
to go, and if there isn't a family or a family situation to return them
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to, they oftentimes have to stay in nursing homes. It would certainly
be better if they could be at home if they had homes to go to.
Now, the nursing home rules and regulations, as I said, are real
tough. There is systematic and regular health department inspection
of medical care, nursing care, medications, food, tood handling, heat,
light, ventilation, water supply, sewage and garbage disposal, sanitary
facilities, equipment and furnishings, to name a few, and an important
part of the health department work is workshops to train operators
and staff. For this new project, which I am sure Mrs. McCord is
going to tell you about, there was a $50,000 Federal grant involved in
it, and it is a project for rehabilitation in nursing homes. Wr think
it is real fine, and it has done an excellent job. They go in and they
not only set up various activities, the weaving, and the handerafts, and
so on, for the patients who can participate in them, but they also have
physical therapy for the patients.
If I could digress just 1 minute, you must remiember, when you are
working witn peopie who are i u years of age, uneir rehabiiiuarion goals
are necessarily limited. Sometimes the ultimate in rehabilitation is
to teach somebody, who hasn't been able to feed himself. These
people aren't going back into industry or anything like that, and so
your goals are limited. Those limited goals, we certainly try to
achieve wherever we possibly can.
As far as the welfare picture, there were 4,000 welfare recipients in
licensed nursing homes in 1953; 5 years later, in July of 1958, there
were almost 8,000; at the present time, give or take a few, as it fluctuates from day to day, there are 9,119 welfare recipients in nursing
homes in our State.
Now, the increased utilization of the nursing homes is due to several
factors, but I think three stand out. First, many people have been
able to leave the old-age assistance rolls because of the liberalization of
the Federal social security program, but these people are not able to
afford nursing home care on their social security grants. They can
get along until a major medical disaster hits. Therefore, the old age
load decreases since many of these people have gone off the old age
rolls because of their social security pension, but many of them have
had to go back on the medical care roles when a physical disability
struck. I would say this, that in our State at the present time I don't
think there is any question that anybody needing nursing home care,
who does not have the funds to pay for it would be entitled to nursing
home care under our medical care law here in the State of Washington.
I think this is real important for your committee.
We have taken full advantage of the Federal matching funds that
have been made available to us, and we are very grateful for them,
but at the present time, if somebody has a small pension and it is insufficient to take care of the nursing home care, they become what we call
medical only and the State will pick up the tab for the difference. I
am sure this is different than in many States.
Now, second, since the advent of the nursing home licensing law,
there has been a marked improvement in the quality of nursing homes,
not only in new physical plants. but also many new beds are being
added to older plants through additions and alterations; also, the
standard and quality of care is raised. Therefore, many doctors, who
formerly would not recommend nursing home care, are now urging
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people to go into nursing homes. The increased acceptability of nursing homes has encouraged welfare recipients to enter this program.
Then there has been a conscious effort on the part of the medical care
program to get people out of the hospitals quicker and into nursing
homes in order to save funds for the taxpayers in the State of Washington. It is a conservative estimate that every time a welfare recipient is transferred out of a hospital into a nursing home, the savings to the division of medical care and thus to the taxpayers is approximately $20 per day. Then there is a new program of transferring mental patients and mentally retarded to nursing homes.
There are 1,800 patients of this type who will come into our nursing
homes in this biennium, and that is 1,600 from the mental institutions
and 200 from the homes for retarded children.
One reason this program was instituted was again to take advantage of Federal matching funds because, as you know, the Federal
Government will not match the care for recipients in a mental institution, but they will pay $47.50 of the cost of these nonpsychotic people
in a nursing home.
Now, I am not going to review the cost of nursing home care, and
we can skip two or three pages here. There were actually three cost
studies. Dr. Hall has been on the last one right from the beginning.
There were two prior to that.
On the overall nursing home contract that Dr. Hall spoke of, and
which you have copies of, this represents a landmark in the history
of payments by State governments to operators of licensed nursing
homes. Not only is it the first such contract in the United States, but
it is also a very comprehensive one, a contract setting forth in detail
what the State is purchasing, and how much it is willing to pay for
the services received. Although the department and the association
might not always agree on some things, both agree that a contract of
this sort is necessary for the protection of the division of medical
care, the patient in the nursing home, and the taxpayer. I think it is
to the credit of both the department of public assistance and the association that, when each side was invited by the other to submit a
proposed contract, both submitted practically the same proposal.
Minor differences were easily reconciled, and the contract became effective on January 1, 1961. Dr. Hall has already covered it.
While the contract is acceptable, the rates for payment contained
therein ,are not satisfactory to the association at this time, and they
will have to be the subject of continued negotiations in the immediate
future.
Now, this cost study, the last one that was run, we think is deficient
in two or three respects, as far as summarization. There is nothing
wrong with the basic form of the cost study, but, in the summarization,
they fail to take into consideration, I think, the increased labor cost
that is involved in taking care of the "heavy care" patient. The department has recognized that maybe this is an oversight, and there
are two or three other things that we are negotiating with them, and
I am sfire we are going to be able to reconcile our differences. I would
also point out that this cost study is just that. It does not reflect any
profit, and this is private industry, for the most part, and we do feel
that we are entitled to some profit, even on welfare patients.
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The wage and hour law, which was mentioned by Mrs. Kendall, is
another thing that I would like to discuss with you because you have
exempted nursing home and hospital employees on the national level
as well as the State. Exempting these people from the operation of
the law does not require them to work for us, and we are in a real bind
here. What happens in our State, they are paying $1.15 to wash
dishes in a restaurant. but we only pay a dollar in the nursing homes.
We say, "Well, the legislature exempted you; we don't have to pay

$1.15." They say, "We don't have to work either; we can go down and
wash dishes in a restaurant down the street." By January 1 of 1962,
we will go up to $1.25, and we are going to be in a real tough situation
then. So, when you study this cost study, recognize the fact that we
are competing in the labor market, and to get the people to work for
us, we are going to have to pay the minimum wage, even though the
legislature says we're exempt.

Senator MORSE. I am glad you raised the point. I do not intend to

make any comment on your State situation, but I think the argument

you have just made is unanswerable so far as the practicable difficulties that the exemption presents to you, and, of course, you know that
the legislative process involves some problems in getting that one vote
over 50 percent necessary to pass the legislation. I think the exemption is unjustifiable, and I vote for no exemptions. I take the position
that any worker in America, who is working in an industry that falls
under the interstate commerce clause of the Constitution, is entitled
as a matter of right to the benefits of the minimum wage, and I don't
care where he works. We will get to that later and there will be a lot
of controversy and fuss about it. It's the old story again of translating into legislation our moral obligations, and when you don't do it,
you get into just this kind of an injustice and you incur this kind of a
problem.
. It will take a lot of public education, and a few of us have to be
willing to be criticized, and, as I say, in this job of mine, criticism
never bothers me if I am satisfied that I am carrying out what is
clearly demanding social justice in our country. That is why you don't
find the senior Senator from Oregon voting for any exemptions under
interstate commerce, and as soon as the American people face up to
the fact that, as a society, we owe this minimum standard to all Americans. Don't forget that every person we see is certainly one of us,
because it is through his service, that this system of ours works. I am
glad that you made the comment that you did for this record. You
won't find everyone agreeing with you though.
Mr. JACOBS. Thank you. We would like to pay better wages be-

cause we realize it's unfair. We feel like we are exploiting at the
present time; definitely, we are exploiting those people that stay with
us because they are loyal, even though they can go down the street
and get more money. If you have any social conscience at all, it is a
very untenable position.
I have talked about medical indigents, and I now would like to
say that we, as an association, are very reluctant to see any change
in the administrative responsibility for the medical care of indigents
in the State of Washington, as we have devoted many years to cooperatively building -with our State government a comprehensive
medical care program of which we are very proud and which we feel
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provides excellent care to all who cannot provide such care for themselves. We very much appreciate the increased Federal matching
funds which have been made available to the division of medical
care from the Federal Government, and we sincerely hope that any
further assistance on the Federal level will be in the form of matching funds or a subsidy to our State government in order that we
can take advantage of the program now in existence and the administrative machinery which has been set up to make this program
work, the cost of which administrative machinery the Federal Government is already sharing through matching funds. There has been
talk of a national insurance program through our social security
system or some other national administrative machinery. We here
in the State of Washington are opposed to such a program for
nursing home care. As a matter of fact, Senator, we are scared to
death. In the District of Columbia, they pay $100. I don't know
if there is a registered nurse there or not, but I am sure there are not
very many of them. In our State, we pay $192. Now, if the Federal Government steps in here and sets up a national program, before
we lend our support to it, we would like to know a little bit more
about how it's going to be administered because we are realists enough
to realize that the Social Security Administration isn't going to pay
everybody in the country $192, and we are realists enough to know
that, if they pay less, then some of our homes are going broke. We are
afraid there might be a great leveling of payments and also of
standards of care.
Now, this isn't true in hospitals. Hospitals are accredited. The
hospital in Alabama is very much like the hospital in Oregon or
Washington with some minor variations, but when you have such a
tremendous variation from practically no care, practically no licensing and no supervision, to intensive care, strict licensing, strict supervision, we just wonder if the time is here yet when you can administer
the nursing home program on a national level.
We would still have to have some administration in the State as
everyone isn't on social security. That doesn't mean that the social
security payments could not be funneled through the State, or some
such thing, but, just as I say, we are scared to death, and this is the
reason why we are trying to be practical on it.
The nursing home industry in our State is now pretty big business.
Oftentimes the nursing home is the largest employer in our smaller
communities. Fifty percent of their cost is labor and for a 50-bed
nursing home in our State, in the group I homes, the payroll will run
right around $5,000 per month. For the biennium starting July 1,
1961, the State of Washington has appropriated $34 million for nursing home care, and another approximately $30 million will be paid
during that period by private patients, making the nursing home business in the State of Washington a $30-million business annually.
Now, the advances of medical science, the discovery of antibiotics
and better rehabilitation, and so on, have added 10 to 20 years to the
lives of all of us, and it we could slip it in between 40 and 60, it
would be a great thing, but they are tacking it on the end. This
means, as a practical matter, that these years are not always good
years. You used to die from a heart attack, and now you live to be
the President of the United States. You used to die from the first

NURSING HOMES

171

stroke, and now you may have a series of strokes and live for a long
time, and with timely applied rehabilitation you may be able to go
back to work after a stroke.
Pneumonia was the old man's friend. You could figure in the fall
of each year that certain of the nursing home patients just wouldn't
make it through the winter because pneumonia was going to get
them. Now, with the antibiotics, pneumonia is one of the least of
the killers of people, and what this means is that each one of us,
while we are going to live longer, is going to spend a greater percentage of his life span in some type of medical facility, and a greater
percentage in a nursing home. We are trying here to provide good
nursing homes, not institutions, and this is a most difficult thing, for
operators to build new, modern, single-story nursing homes, and try
not to make them look like institutions. They put wallpaper on the
walls, they pipe music into the rooms. They do all the things they
e.nmn to mfkp. it, , looms. and this is the kind of thing we need. We
don't need institutions.
Now, our nursing home care is going to cost more. Remember, the
cost study we made here took into no consideration whatsoever the
rehabilitation services, and if you want to add them, you are going
to have to pay for them. Physical therapists and occupational therapists come very high. It is really expensive.
I think that the only other thing that I would like to say is that
we have had excellent cooperation here in our State, both with the
department of health and with the department of public assistance.
We harangue and we battle and argue, and so on, and so forth, but
we are all going the same place, and we do get along. We will resolve our difficulties, and we would hate to see that upset.
I wish to thank Senator Morse and the committee for this opportunity-for coming here and giving us the opportunity to testify.
If there are any questions, I will be pleased to answer them.
Senator MORSE. We are very glad to have your testimony, Mr.
Jacobs. As I said, you are free to supplement it within 30 days. I
am very glad you raised this matter in regard to Federal participation in the program and the administrative problems it would raise.
I think, speaking for myself, we have to take into consideration the
types of services needed by these various groups of patients, and it
may be that we can take a chapter out of the Veterans' Administration service, who do have procedures there that take in converse groupings, and the cost of the service is considered accordingly. That is
one possibility to look into, and particularly on that point, I would
be glad to have any supplemental statement you may have.
Mr. JACOBS. There is one other comment I would like to make relative to that. It has taken at least 10 years to build the nursing homes
into what they are today. Now, if you did pay more money, in many
States it wouldn't solve your problem because the facilities aren t
there. You have to have it all. It's a slow process, this thing is, and
you might classify it and say you'll pay for intensive care in Wyoming,
but there isn't any intensive care in Wyoming. Those people are in
general hospitals. So, it's a far-reaching problem, and I thank you
again.
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Senator MORSE. Thank you very much. Our next witness is Dr.
Peter T. Brooks, member, board of trustees, Washington State Medical Association. Dr. Brooks went to Harvard as an undergraduate,
received his M.D. from Columbia, took a 4-year residency in the
Massachusetts General Hospital in Boston, and was in the Navy for
3 years as a surgeon. He has been in practice in Walla Walla since
1949. As far as the medical association is concerned, he is one of the
numerous past presidents of the local county society. He has been
a diplomate to the State and local societies for 6 or 8 years, a member
of the board of trustees of the State medical society, the alternate
delegate from the State of Washington to the American Medical Association, a practicing surgeon, a member of the American College of
Surgery, and a diplomate of the American Board of Surgery.
We are delighted to have you with us, Dr. Brooks. Will you take
the witness stand and proceed in your own way?
STATEMENT OF DR. PETER T. BROOKS, MEMBER, BOARD OF TRUSTEES, WASHINGTON STATE MEDICAL ASSOCIATION, SEATTLE
Dr. BROOKS. Senator Morse, Congresswoman May, ladies and gentlemen, it is my privilege, as a practicing physician and as a member
of the Board of Trustees of the Washington State Medical Association,
to outline to you briefly the part played by the doctors in the State
of Washington in the development and continuing improvement of
health-care plans for the elderly citizens of our State, with particular
attention to the nursing home situation.
Since its foundation in 1899, the Washington State Medical Association, through its official committees and through its individual doctor
members, has played a leading role in the development and in day-byday services of an integrated locally oriented system of medical care
for the needy in this State. This program is described in detail in
the Health Information Foundation pamphlet, No. A-3, entitled
"Health Care for the Aged in the State of Washington." A copy of
this pamphlet is submitted as an appendix to my statement.
Senator MORSE. It will be made a part of this record.
Dr. BROOKS. Thank you.
(The pamphlet appears in the appendix on p. 369.)
Dr. BROOKS. Our doctors have made significant contributions in
the area of nursing home care by gladly furnishing, over a period of
years, a substantial quantity of professional advice in the types and
extent of illnesses as these relate to the licensing of nursing homes,
and to the establishment of nursing home classifications. (These
classifications are defined in the testimony submitted by the Washington State Nursing Home Association and have been alluded to
already by Dr. Hall.)
In addition to this, our doctors, who are members of the State
medical association's committee on rehabilitation and the committee on
aging, are now working on several experimental projects in the rehabilitation of the infirm aged. Information concerning progress
being made may be obtained from the State medical association office
in Seattle, if the committee desires to learn more about what is being
attempted.
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Our doctors have been actively cooperating and participating in the
nursing home rehabilitation project, which has been under the direction of Mrs. Vera McCord. This project is a cooperative effort on
the part of the State health department, the department of public
assistance, and the department of vocational rehabilitation in cooperation with a number of voluntary organizations.
In all of the abovc-mentioned activities, the Washington State Medical Association and its doctor members have been greatly assisted by
the American Medical Association in its positive programs to help
bring more and better medical and health care to more and more of
the American people, the aged in particular.
Attached is a copy of the AMA's positive 10-point program for
1961. We believe it is significant that 3 of the 10 points bear directly
on providing health care for the aged, and the other 7 points definitely
and quite directly relate to better health care for the aged, as well as
sc thc
… Ia.-I;A
I think it is of the utmost importance to this committee to know
the base upon which our State aged medical program rests be thoroughlv understood. In every county in this State, there exists a program of voluntary, nonprofit, prepaid medical coverage, sponsored by
the doctors in these communities. By utilizing this already functioning administrative and service program, the State of Washington,
through its department of public assistance, has been able to give high
quality medical care to its aging population. The success of this
program has thus been the responsibility of the medical profession, and
the high costs of administration and supervision have been minimized
through the utilization of the county medical society service bureau.
The Health Information Foundation pamphlet, which I have submitted, explains the program and its mechanics. But the heart of the
program's success is found in the high degree of personalization of
medical care and supervision, which we believe can successfully be
rendered only in the context of a locally oriented program. We know
from experience that this local arrangement provides the necessary
personal touch, not only with the patients, but also with the local government officials involved.
No one claims that this is a perfect plan, as to the care of our
elderly citizens, but we do feel that tremendous strides hav~e been
made in the right direction, and that with continued cooperation and
revision, the program will constantly improve because it is the best
way to provide the elderly with the kind of medical care they need
and deserve.
I would close by saying I fervently hope that the citizens of the
State of Washington will be able to continue to work out their particular problems in this field without the necessity of scrapping the
years of sustained efforts which have been so fruitful to date. Thank
you.

Senator MORSE. Doctor, we are delighted to have your statement.
I am going to ask counsel to obtain for us the material, which you
referred to, that we can get from the medical society's office in Seattle.
I think that material too should be miade as anappendix to this record.
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(The following telegram was received from Mr. Neill:)
JANUARY 19, 1962.
WILLIAM G. REIDY,

Staff Director, Special Commattee on Aging,
Old Senate Office Building, Washington, D.C.:
Reports of committees on rehabilitation and aging projects still in preparation
by our doctors. Wonderful work being done on our pilot basis. Regret reports
on them will not be ready for printer. Please advise Senator Morse copies of
completed reports xvill be sent to him as soon as possible.
RALPH W. NEILL,
Executive Secretary, Washington State Medical Association.

Senator MORSE. Do you have anything, Mrs. May ?
Congresswoman MAY. No questions.
Senator MORSE. Thank you, Doctor. The next witness will be Mr.
Robert Avey, president, Proprietary Nursing Home Association of
Spokane. Is Mr. Avey in the room?
(No response.)
Senator MORSE. The next witness wil be Mrs. Vera McCord, coordinator of hospital and nursingo home section, Washington State
Department of Health. Mrs. Mc ord is employed by and has been
employed by the Washington State Department of Health since 1951;
first, in the administration of medical care and nursing home program;
then on the workshop programs for nursing home personnel; coordinator of rehabilitation education service; project, involving research,
demonstration, and a teaching program, which is being conducted in
nursing homes for nursing personnel. She is responsible for the co6rdination of institution licensing programs, which include hospitals,
nursing homes, boarding homes, and approval of health standards for
national child care institutions. She is a certified social worker,
a graduate of the University of Oregon, an active member of the
American Association of Social Workers and International Conference of Social Workers.
She also has a very rich experience in public assistance outside the

State of Washington as field representative, as consultant in the Federal Bureau of Public Assistance, San Francisco Regional Office;
head of welfare section, War Relocation Authority, National Office.
She served as welfare administration specialist to the Chinese National Government under the United Nations Relief and Rehabilitation; and later assigned by United Nations to the National Ministry
of Social Affairs, National Government of China, as welfare consultant.
Needless to say, with this wonderful background, I am delighted
to invite Mrs. McCord to take the witness chair.
STATEMENT OF MRS. VERA McCORD, STATE OF WASHINGTON
DEPARTMENT OF HEALTH, OLYMPIA
Mrs. MCCORD. Thank you, Senator Morse. Congresswoman May,
members of the committee, I wish to express our director's regret at
not being able to be present, as he is in Detroit attending a meeting of
the American Public Health Association, and I am representing him
here today.
Senator MORSE. We are very glad to have you represent him.
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Mrs. MCCORD. Before I start on my presentation, I would like to
make two comments in relation to statements that were made by previous members at this hearing this morning. First, I would like to
state that the figures I may give on the number of nursing homes available in the State of Washlngton and the number of nursing home beds
will probably differ somewhat from both Dr. IHall and Mr. Jacobs,
principally because my figures represent the count. as of November 1.
1961. So, any discrepancy actually can be justified. Second, I would
like to make a comment on the statement that was made by a speaker
who stated that she felt that the community between State and local
public agencies was most inadequate and that there was need for
closer cooperation and better communication between the State agencies and the local agencies and between interstate agencies and interlocal agencies and I think that, as I present my paper to you today,
you will see that there is a very definite effort in the direction of de.- lpng
bo*fr. ,rnrnirninotinn
Aind vlos.r cooneration between all the
agencies with one objective in mind-giving better service to
communities.
I would like to take this opportunity to discuss the development
of the nursing home program in the State of Washington as it relates
to the Washington State Department of Health. The nursing home
licensing law, which was passed by the WAIashington State Legislature
in 1951, provided for two things: (1) the development, the establishmient, and the enforcement of standards for the maintenance and operation of nursing homes, which in the light of advancing knowledge
will promote safe and adequate care and treatment for the individuals
therein; and (2) the improvement of nursing home practices by educational methods, so that practices eventually will exceed the minimum
requirements of the basic law and the original standards.
The 1951 law designated the Washington State Department of
Health as the licensing agent and provided that, after July 1, 1951,
no person shall operate or maintain a nursing home in the State without a license as provided by the law of 1951.
The State of Washington in its law defines a nursing home as a
home, a place, or an institution, which operates or maintains facilities,
providing convalescent or chronic care, or both, for a period in excess
of 24 consecutive hours for three or more patients, not related by
blood or marriage to the operator, who, by reason of illness or infirmity, are unable properly to care for themselves. It is under this
definition that we are doing our inspection of nursing homes to determine whether such institution should be licensed as a nursing home,
or as some other facility. To insure a representative group and State
interest in this program, the law provided for a nursing home advisory
council, which is composed of the director of the State department of
health, who serves as an ex-officio member, and 10 members who are
representatives from the Washington State Nursing Home Association, State medical association, State hospital association, State
nursing home association, State department of public assistance,
and Washington State fire marshal's office, the Association of Washington Cities, and the Association of County Commissioners. This
membership insures wide representation.
It is the duty of this advisory council to consult with the State
department of health on matters of policy affecting the administration
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of the law, and in the development of rules and regulations of standards, and to review and make recommendations regarding such rules
and regulations prior to their adoption. The activities of this council
has been the means by which close cooperation has been developed and
maintained between the agencies involved in carrying out the nursing
home program in Washington State. Supplementing these rules
and regulations under which we function, the State department of
public assistance has rules and regulations, as required by the State
and are requirements imposed by the State department of public
assistance, which are over and above those that are required by the
State department of health. They apply only to those nursing homes
which provide nursing care to dependent patients, for which that
department is financially responsible. Some of the nursing homes
in the State of Washington do not provide care for indigent patients,
and, therefore, they come under the minimum standards of the State
department of health.
There has been an interesting trend in the development of the nursing home industry in the State of Washington. In 1951, when the
nursing home licensing law became effective, there were 301 homes
that were operating as nursing homes with a total bed capacity of
7,553. As of November 1, 1961, there are 334 licensed homes with a
bed capacity of 14,303. The bed capacity varies from 5 to 270, with
an average of approximately 40 beds per home. Of the 334 licensed
homes, 291 of them have a full license, and 43 have a provisional
license; 5 of the 43 are due to change of ownership, and 38 have some
remaining deficiencies, which are in the process of correction, as set
forth by the rules and regulations.
During the 10-year period from 1951 to 1961, there were 49 homes
which have retained their same name and the same administrators.
We think this is significant because it shows the stability and the
dedication of certain people to carry out this type of program for the
elderly citizens. Of the 334 homes licensed, 23 of them are nonprofit
homes, operated by church, fraternal, government or nonprofit
corporation sponsorship, with a total bed capacity of 938 beds. The
remaining homes in the State then are classified as proprietary facilities, that is, they are operated by individuals on a profit basis.
Since the beginning of the nursing home program, January 1, 1951,
there have been 461 separate buildings that were licensed as nursing
homes. Of this total number, 227 have been closed for various reasons.
One was closed because they were unable to meet the standards. Some
others decided to get out of business, and some decided to go into other
occupations. There have been 80 new homes built in the period between February 1955 to November of 1961, which represents 4,918
beds. When I say new homes, I mean these are homes that were built
from the ground up. They were planned for nursing homes and
licensed for nursing homes, and they are carrying on now as nursing
homes. This is the trend in the State of Washington.
In addition, there are 23 general hospitals that operate and maintain nursing homes units with a total capacity of 859 beds, thus increasing the total number of beds available for the chronically ill and
disabled persons to 15,205. These beds that are included in the hospitals do not necessarily show up in the nursing home directory. In
the hospital program, we license the total capacity of the hospital, and
that includes acute hospital beds, as well as long-term-care beds.
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The building trend in nursing homes is toward larger facilities and
increased bed capacity, rather than all increase in the number of nursing homes, thereby making it possible to provide services to patients
above that of just plain custodial care. With this increase in the longterm care facilities in the State of Washington, it has been suggested
that a really more realistic method should be developed for determining the need for additional beds.
To date the bed need has been determined by the Federal ratio,
as designated in the Hill-Burton plan for 5 beg per 1,000 persons,
65 years of age or over. This formula has been used with the approval of the nursing home advisory council. This formula provides
a general basis for allocating beds to areas but it has many limitations.
The population over 65 may differ markedly between regions in characteristics which are related to the use of the long-term beds.
In addition, future requirements for areas may vary considerably
from the present because of the changes in the population characteristics and patterns of utilization. For instance, we have certain areas
in the State where we have a particular program, like in the Richland
district, where we had a younger group of population coming in to
work in the plants at that time. This has now become a more stable
community, and more people are settling there, many of whom are
older people. With the change in the characteristics of the population in this area there naturally will be need for more nursing home
beds as time goes on.
The State department of health made a recommendation to the
advisory council to apply to the U.S. Public Health Service for
funds to study and to develop a more meaningful and more reliable
technique for predicting long-term needs for geographic regions
of the State. It is planned to develop methods for forecasting longterm needs based both upon the trends in the different population
groups that use long-term care beds and the size of the population
groups in the basic community. The different populations included
in the age groups are from 40 to 64, 65 to 69, 70 to 74, 75 to 79, 80
to 84, and 85 and over. We feel that this is a good grouping in order
to determine the utilization in relation to the population, and this
includes both males and females, different mental status, persons with
different sources of financial support, and those living in rural and
urban populations. These factors have all been found to be related
to utilization of long-term beds in many different studies. The forecast of the rate of utilization will be combined with the population
for the region, the forecast of long-term bed needs. Necessary information of nursing home utilization will be obtained from the individual patient record now maintained in the long-term bed facilities, as well as from several past surveys which have been carried out
in this State by different agencies.
Original data has been obtained and published in a special census
report. Research personnel from the University of Washington, as
well as the State department of health personnel, will be involved in
making this study. To date, we have not had a report on whether
or not our request for funds has been approved, but we are hoping that
it will be, so that we can conduct the studies in order to determine more
meaningfully where the bed needs in the State are, how significant is
the number of nursing home beds for long-term care patients in rela-
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tion to the number of beds for the acute care patients in general
hospitals.
As of November 1961, there is a total of 11,054 beds in hospital
facilities, in contrast to 15,205 nursing home beds and beds in longterm care units in general hospitals. Nursing homes are being recognized now by medical resources of the community as is being evidenced bv the direct referral of patients by the physicians and the early
transfer of patients from the acute general hospitals to nursing homes
which are staffed and equipped to provide heavy duty nursing care.
The promotion of the educational program, our second purpose as
stated in our law, has had several approaches. These include consultation services to personnel of nursing homes, personnel of the State
department of health, institutes for nursing home personnel sponsored by the University of Washington, workshops sponsored jointly
by the State departments of healtI and public assistance, and the
Washington State Nursing Home Association, on both State and local
levels. Special educational projects have been conducted on nursing
homes by the local health departments, which include demonstration
of nursing techniques and procedures in patient care.
The activities involved actual discussion of licensing of nursing
homes as a means of assisting the nursing home personnel to become
familiar with the laws, rules, and regulations and the standards
governing nursing homes, and at the same time they have assistance
from the State department of health in applying them in the day-byday job.
* The interest of the nursing horne operators and the desire of the nursing home personnel to develop new skills and their requests for assistance prompted the development of institutes and workshop programs.
Institutes at the University of Washington include approximately
a week of intensive study, demonstration, and classes of various aspects
of patient care. And I would like to point out that these institutes
are very well attended. People come from nursing homes all over the
State to attend these nursing home institutes at their own expense.
Workshops are designed to fit the needs as indicated by the requests
for help from individual operators. These were developed in local
areas in cooperation with the State and local nursing home associations,
with participation of local physicians, public and volunteer agencies,
with the major responsibility being assumed by the local nursing home
associations. These workshops are usually of 2 days' duration and
are well attended. The subjects of these workshops include, but are
not limited to, rehabilitation, with emphasis on self-help, services
to the nursing home patient, nutrition, mental health, cardiac, and
other specific areas of patient care. This program, set up on a statewide basis, reaches into most areas of the State and has made possible
wide participation. In conjunction with this program, the State
department of health employed an occupational therapist, who made
her services available to nursing homes which wanted to establish an
activity program for the patients. The occupational therapist provided service directly to the patients and at the same time taught
nursing home personnel how to organize and carry out activity programs with and for those patients whom the doctor has recommended.
The reception of this service and the number of requests for a continuation of this program indicated that there was a definite need
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and desire for this type of activity on the palt of the nursing homes,
as well as the families of patientis. Tat zlalitge iniatiuitde of the
patients, as well as the nursing home personnel, appeared to point
to the need for the extension of this type of service. To do so, it was
necessary to enlist the help of volunteers in the community to assist
the patients in this expanded activity which the nursing homes were
unable to assume because of lack of staff and time. The use of volunteers has been the means of interpreting to the community the need
for this type of service in the care of the aged population.
Since the passage of the law, there has been a concerted effort on
the part of the State department of health, the State department of
public assistance and the Washington State Nursing Home Association to improve nursing home practices and to develop standards of
operation which will provide safe and adequate care and treatment
for nursing home patients. Because of the increasing demands of the
n ursing homes, the manifested interest by the public, the leg"al responslolity ot the state departments of health, public assistance, and
vocational rehabilitation, it was mutually agreed that an effort would
be made to provide an expanded teaching service to nursing home
staffs, to improve and extend patient care, with the firm belief in
the philosophy that a chronically ill person should have the opportunity to obtain their maximum potential, to participate in activities
of daily living, the right to be respected, and an opportunity to retain
their dignity as citizens.
It was decided to demonstrate that this can be done by a jointly
sponsored project designed to provide in-service education to nursing
homes staffs on a statewide basis, and thereby extend the services to
a larger number of elderly persons in such facilities. The three State
agencies applied to and received Federal funds from the Office of
Vocational Rehabilitation Federal funds to carry out a 3-year rehabilitation and education service project for patients in nursing
homes in the State of Washington beginning January 1, 1959, and
terminating December 31, 1961.
The purpose of this project is threefold.
The first is to develop within the nursing homes an organized program of rehabilitation education service through teaching and demonstration to determine the potential of the older patients of such institutions for maximum care and for vocational rehabilitation, to reduce
dependency, and to make it possible for many such persons to be
discharged to their own homes, or to engage in remunerative work
in a sheltered workshop, or in a community situation.
I would like to point out that the rehabilitation, as used in this
sense, does not mean that efforts are being made to push chronically
ill people into highly competitive industry, but it does mean, however,
that it is assisting patients to become able to make more use of their
physical and mental capacities in some form of productive activity.
In other w.ords, it is a restorative program.
Our second objective is to teach and to develop teaching techniques,
which facilitates expansion of this type of rehabilitation and educational service to other nursing homes in the State. This has been done
through the development of materials for instruction of nursing
home personnel which are being distributed to nursing homes for their
use.
78681-62-pt. 2-4
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The third is to test and evaluate the effectiveness of this type of
service as observed in the application of the new techniques and skills
by nursing personnel in caring of patients. In other words, we have
to measure and we have to find out to what extent patients are helped
toward self-care by the application of rehabilitation services.
Serving in an advisory capacity to this program is a technical
advisory committee which provides technical consultation in the development of the conduct of the program. This committee consists of
representatives from the schools of physical medicine, nursing, and
social work of the University of Washington, and representatives
from these sponsoring agencies and the local health departments.
In carrying out the program, the project team, as designated, spends
approximately 2 months in each nursing home during which time it
conducts an educational teaching program for the nursing staff. This
program includes general orientation of the broad aspects of rehabilitation, lectures, discussions, and demonstrations of nursing techniques
and procedures. There are approximately 24 hours of class instruction during the 2 months' period, and the remainder of the time is
spent with the nursing staff at the patient's bedside, assisting the
nursing personnel to put into practice what they have learned during
class. All shifts of the nursing home are included in the training
program.
Members of the project team do not render direct service to patients,
but, instead, they teach the nursing personnel how to carry out selfhelp services and techniques with their patients. At the termination
of the 2 months, arrangements are made with the nursing home for
regular followup consultation visits by program members of the team
to advise on problems involving the patients and to observe the nursing
practices that weere taught during the project period.
The project staff consists of qualified and experienced personnel
representing the various rehabilitation disciplines. Included on the
staff is a coordinator, three rehabilitation nurses, an occupational
therapist, a physical therapist, social worker, a vocational rehabilitation counselor, and a secretary employed full-time. Serving on a parttime basis is a physiatrist, a psychiatrist, a statistician, and a project
designer who is responsible for the research aspects of the program.
I might add here, although I have not indicated it in my paper,
that we do have specialists who come in as the need is indicated;
such as a speech therapist, a hearing-aid consultant, or any other
specialist that is needed to render service and consultation to the
nursing home staff in the care of patients in addition to providing
direct service to patients. The project nurses are responsible for
teaching skills and techniques in rehabilitation nursing to the nursing
staff of the home by means of lectures and practical application and
serve in an advisory capacity to the nursing personnel, regarding
nursing procedures.
The occupational therapist provides a general activity program
in addition to therapeutic occupational therapy under the direction
of the physiatrist. Under the direction of the private physician
and the physiatrist, she teaches certain supporting procedures, such
as remedial activities and the use of adaptive equipment, which the
nursing staff can safely use in caring for the patients. She doesn't
attempt to teach nurses in the home to be professional occupational
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therapists. She only helps them to do the things that they can do
with safety and which we consider only as good patient care, which
should be included for all types of patient care. Likewise, the physical therapist does not attempt to make professional therapists out
of the nursing staff, but she teaches them how to apply the supporting
services approved by the physiatrist that can be used safely with
the patients, in such procedures as ambulation, transfer activities,
or muscle reeducation.
The social worker plays a most important role in this project. She
has an understanding of the patient's social, economic, and emotional
problems. She helps the patient to accept his disability and at the
same time encourages him to accept the services which will reduce
his dependency. She encourages the family and friends to maintain
an active interest in the patient less they feel rejected and no longer
wanted or needed. She assists and encourages the nursing home staff
to utilize the service of volunteers. The social worker not only helps
tne patients maintain their identity witn tne community, DUt tlrough
volunteer groups she arranges extra services for them over and above
that which the nursing home can give. If a particular patient becomes interested and participates in the activities of the program,
certain vocational rehabilitation potentials may appear which result
in referral to the vocational rehabilitation counselor for evaluation
and perhaps planning for a specific program with the patient. Often
his latent skills may be revived or new ones developed, such as engaging in a small business enterprise, selling greeting cards, manufacturing small articles for sale, create some new and interesting
work for their patients. To be able to earn money, regardless of
how much gives that feeling of independence that the patient needs
and has since lost.
The nursing homes which request the services of this project must
be licensed by the State department of health, must be approved by
the State department of public assistance, and must provide care for
both private and public assistance patients. Thus, both the private,
as well as those on-public assistance, are included in the program.
The nursing home administrator must arrange for all nursing staff
to participate in the training program and be willing to provide
essential basic equipment for teaching and demonstration.
Private physicians, in cooperation with and in participation in
the program as it relates to their patients, are necessary if the service is to be effective and meaningful. Experience has shown that
any educational program for nursing homes must have full support
of the local agencies, the private physicians, and the State and local
nursing home associations, if it is to be effective and continue after
the demonstration has terminated. Therefore, in considering requests of nursing homes for services of this project, careful preplanning is done by the local health and public assistance departments, the nursing home administrators and staff and private physicians, who are concerned with the patients in the home, as well as
those who are interested in good patient care generally. This provides an opportunity for them to become familiar with the objectives
of the program, the method by which it would be conducted, and
enable them to understand the importance of their participation.
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The project team, in developing a realistic and sound self-help
program and participation, must never forget the nursing home
plays a most significant part in the community as a medical resource.
More and more chronically ill persons are being referred by their
physicians from hospitals to nursing homes, so as to make hospital
beds available to acutely ill persons. The increase in nursing home
beds is based upon the need for extended care of the chronically ill
patient, whose nursing needs can be adequately met in a nursing
home. In responding to this need, many of the nursing home administrators are building facilities which will facilitate the development of expanded nursing services to include specialized rehabilitation programs. At marked change in emphasis from one of strictly
custodial care to assisting patients to become more independent and
self-suffcient, is evidenced by the many requests for the project team
to help them to develop and carry out a more comprehensive program.
During this 3-year project period, we had 62 formal applications
from nursing homes who have asked us to come to the nursing home
to help them develop this type of program in their home in addition
to many informal requests. This, we think, is an indication of the
interest on a statewide basis of the nursing homes in trying to develop better care and services for the patients. There has been a
definite increase in referrals by private physicians to the demonstration homes where nursing home personnel have learned to carry
out such rehabilitation nd rcFtorai :ve services medically prescribed.
This project has demonstrated that much can be done to help patients
to obtain the maximum potential in activities of daily living, to be
less dependent upon the nursing home staff, to motivate patients
to help themselves and once again become a member of a social group,
even in the limited environment of the nursing home. Many return
to their homes or community situations because they have learned
to be less dependent upon others. True, many never leave the nursing homes because they have no place to go and may be in need of
continuous nursing care.
The success of this project, we believe, can be attributed to the
close cooperation and the participation of the three State agencies
and the State nursing home association with common objectives
and the interest and development of local community groups, that
continue to serve the patients in the nursing homes. This demonstration has set the pattern for other nursing homes that may wish
to incorporate such services in their regular nursing services. However, we are convinced that this is a reflection of the operative efforts
that have been manifested since the inception of the nursing home
program in 1951.
Senator MORSE. Mrs. McCord, this has been an excellent statement. If you have time in the 30-day period that I referred to
before, you would help me and, I think, the committee if you would
give consideration to this problem of overstaffing, and also the problem of understaffing, that was raised by Mrs. Kendall in her testimony this morning. I would like to have you give us the State's
position in respect to this staffing problem.
I think I would like to have you include in that, to make my point
clear, your view on the difference between minimum staffing, adequate
staffing, and overstaffing, keeping in mind what Mr. Jacobs pointed
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out, that it involves the type of home that you are dealing with,
whether in group I, II, III, or IV.
(The request for a report on staffing was referred by Mrs. McCord to
the department of public assistance; the report appears on p. 391.)
I think I also would like to have a memorandum from you, and
you may include it in this memoran-dum, on this problem of the halfway home because, as Mr. Jacobs pointed out, you haveIa policy in
this State of moving patients from homse to home, depending upon the
change in the condition of the patient. It may very well be that certain homes in this system have many of the characteristics of the
halfway home. Due to the fact that there was sufficient evidence
presented to us at the Federal level, it convinced us that in many
States the halfway home would be needed. So, we appropriated
money for demonstration he:es. So, as I view the comparison of that
with the Washington situation, I would appreciate your valued
4
A tAgA}E
3
I ,f-ftA ha nf -InV hlln or not.. Mr. .Tacobs
made the point, and I think there is no question, when you start dealing with halfway homes, you have to keep in mind, halfway to what.
That raises the problems of the type of welfare and public assistance
patient who apparently has no place to go because there are no relatives left, or, if there are any left, he has a relative problem and you
wouldn't help the patient by sending him into the relatives' home. I
was interested also in your comments in regard to the changing attitudes that have developed over the years in various parts of the country. I am not a competent witness on it, but I think it would be rather
interesting to have the benefit of any valued judgment you might shed
on the differences in attitude among different groups within our
population.
It is sad, as you go into some parts of the country, take New England, for example, where there is apparently a long established and
traditional family sense of deep responsibility in regard to the aged.
Once we were inclined to approve and then say it was fine, and yet
when you get an individual that hates it sometimes, you will find that
there may be a very fine family attitude, but the family is not in a
position to give the care, and, in some instances, this very fine sentimental, moral sense of obligation may not work out best for the
patient. After all, we can't ever lose sight of the patient. So, you
see what is going through my mind in regard to some of these problems. This committee seeks what is going to be best for the patient.
I want to thank you very much for this testimony and any further
help you can be to me.
Mrs. McCoRD. I would like to make a comment, which is really sort
of off the record, but when you mentioned that Mr. Jacobs stated that
the halfway house was halfway to what, I was reminded of a situation that happened in one demonstration nursing home. When this
team of specialists was in a nursing home, they were trying to get one
of the elderly gentlemen to get up and walk. He could, the doctor
said he could, there was no reason why he shouldn't. He had no
motivation to do it. He didn't want to walk. He didn't want to do
anything.
One day the nurse casually said to him, "Come with me to see the
flowers that I have just.planted near the patio." Without. any hesitation he accompanied her to the patio where he offered advice regard-
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ing the care of plants. This was the beginning of his interest in
leaving his chair-he had a reason for walking-a motive.
Senator MORSE. Yes. Thank you very much, Mrs. McCord.
Now, our afternoon session, which we will take up at 2 o'clock, will
not be on nursing homes alone, but on any and all problems of the
aged and aging as well. So, the witnesses will be welcome to speak
as soon as we finish with certain scheduled witnesses. Our first witness
has been very cooperative with the committee, and he has agreed to
hold over until 2 o'clock, and that will be Mr. Howard Whitbeck.
So, we will recess until 2 o'clock.
(Whereupon, at 12:45 p.m., the subcommittee recessed until 2 p.m.,
of the same day.)
AFTERNOON SESSION

Senator MORSE. The hearing will come to order. Our first witness
this afternoon will be Mr. Howard Whitbeck, a native of Schenectady,
N.Y., educated in the schools of that city, employed by Pacific Power &
Light Co. at Portland in September 1911, and continued in that
employment for nearly 47 years until retirement March 1 of 1958.
Mr. Whitbeck was recalled by Pacific Power & Light Co. for 2 months,
September and October 1960, and again in January 1961, and this to
continue through the year 1961. He resided in Walla Walla continuously since 1948 and has been a, member of St. Paul's Episcopal
Church, vestrymnan and lay leader of the church, trustee of St. Paul's
School for Girls, and a member of the Walla Walla County Deputy
Sheriff's Civil Service Commission, the county planning commission,
the regional planning commission, the executive board of the communitv service council, and a member of the Governor's council on
aging.

We are delighted to have Mr. Whitbeck with us. You may proceed,
Mr. Whitbeck, to the witness stand and testify in your own way.
STATEMENT OF HOWARD WHITBECK, WALLA. WALLA COMMITTEE
ON AGING
Mr. WHrrBECK. Senator Morse and members of the committee staff,
I would like to present the fact that the area in which we are dealing
is with people on fixed income, and that the continued trend of costs
has been upward. This applies, of course, to medical expenses, which
includes the cost of nursing homes and care in one's own home. I am
of the opinion that for one to go into a nursing home requires considerable income per month, and realizing that the operators of nursing
homes are entitled to a reasonable return on their investment, it is my
opinion that many of their accounts are uncollectible, and, consequently, this is absorbed in overhead and in the accounts that axe collected. This is fundamental business.
* Now, what I propose is that the social security be increased to the
point that a separate fund for each recipient be established through
social security to be drawn upon to provide for nursing home care
and medical treatment, these funds to be placed with private insurance
companies, who today have medical programs available. Many private industries provide such a program for retired employees, which
is a very commendable program, as well as an adequate one.
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Being on a fixed income, one has absolutely no control over increased
costs, and, therefore, the plan which I have suggested seems most
reasonable and, by the same token, would relieve the States of a great
deal of responsibility in their medical and welfare programs. Having
mentioned the State welfare programs and the lack of control of
costs by individuals on fixed incomes, we realize that the States welfare programs are operated through taxation. I am probably Doing
far afield here to express myself, but I sincerely hope that it wll be
understandable in its conclusion.
Now, I am of the opinion that individual responsibilit is something
we read and think very little of and assume none of. l am thinking
of parents who have been responsible through the years to their children and, in later life, when it comes turnabout, the children a-re unwilling to assume any responsibility for their happiness and the provision for care of their parents. I hear people say, and I imagine they
nrAt hinking tfhsat.. "It. is not my responsibility to care for mv parents.
for I am unable to do so and provide adequately for my family."
However, in extreme cases, it undoubtedly would mean depriving oneself of some luxuries and necessities, but should we not be willing to do
this for the ones who through the years have been willing to do this
for us?
Now, if this could be brought about, the requests and the appropriations required by the State legislatures could be decreased, and, consequently, taxes could be lowered, for we all know the people of 65 and
over enjoy their own homes and surroundings as long as they are physically able. and a vast majority of us own our own property, and in
each year we are being confronted with increased taxes, higher maintenance costs, and, consequently, many of our homes are depreciated
through our inability to provide the maintenance costs, and they are
ever increasing in depressed areas in our cities.
I do not know how such a program could be placed in operation
without full-knowledge of the mechanics, which I feel I am not qualified to provide. I feel that a great deal of study could be made in this
field. Ii am deeply concerned with the responsibility. From my
observations, we are all too willing to pass our responsibilities along
to someone else, and I am wondering if this could be considered as a
fact, that we are becoming selfish individuals. We are all deeply
interested in one another. However, I feel that our responsibility
should not be passed along to our Government in the areas of providing medical care, housing, and recreational activities. Thank you,
Senator.
Senator MORSE. Thank you very much, Mr. Whitbeck. We already
have had a whole series of various proposals by way of insurance assistance through private insurance plans, and I shall see to it that this
proposal of yours is given full consideration by the committee. We
will also make available to every Member of the Senate this full record,
so that they will have that available to them too, and in the meantime, if you wish to supplement further your suggestion with any
more detailed information on it, I will see to it that gets in the record
too. Thank you.
Our next witness will be Mrs. Lucille Kelly, on the Committee of
Legislation of the State Nurses Associal ion. Mrs. Kelly was director
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of nursing services at St. Mary's Hospital; has a B.S. and a degree in
nursing education and a minor in social science.
We are delighted to have you with us, Mrs. Kelly.
STATEMENT OF MRS. LUCILLE KELLY, COMMITTEE ON
LEGISLATION, STATE NURSES ASSOCIATION
Mrs. KELLY. Thank you. Senator Morse and members of the committee, as a representative of the Committee.on Legislation of the
Washington State Nurses Association, a professional organization of
registered nurses, I wish to remind this committee that the American
Nurses Association has gone on record in two biennial conventions
supporting the extension and improvement of the contributory social
insurance to include health insurance for the beneficiaries of old-age
survivor and disability insurance.
Testimony in support of this principle was presented to the House
Committee on Ways and Means in July by our Washington, D.C.,
representative and is a matter of record.
A point in the testimony regarding nursing homes is one I would
like to reiterate here. The American Nurses Association in its statement of standards for nursing care in the nursing home is what we believe are minimum requirements for providing nursing care. Briefly,
these are that the nursing home should provide direct supervision of
nursing care by a registered professional nurse under the direction of
a physician, and that there should be a. registered nurse or a licensed
prnittical nurse on duty at all times.
We recognize that in many instances undesirable practices are being
carried on, and in some so-called nursing homes there is little medical
supervision and no skilled nursing care. We recommend that any
payments from the social security fund be limited to only those facilities which provide at least a minimum of professional services. We
feel that all these people should have adequate nursing care. Thank
you.
Senator MORSE. Thank you very much, Mrs. Kelly. We are glad to
have your statement.
Our next witness will be Mr. William H. Ebding, Sr. Mr. Ebding
was born. and raised here in *Walla Walla and has called this his residence for 67 years. He is a member of the Walla A;W\alla Aerie No. 26,
Fraternal Order of Eagles, and is a veteran of World War I, serving
4 years in the Navy. He had worked at the local Veterans' Administration hospital for 34 years, before he retired on account of his
health in 1952.
Mr. Ebding, we are delighted to have you with us. Will you take
the witness stand and proceed in your own way?
ST:ATEMENT OF WILLIAM IH. EBDING, SR., WALLA WALLA AERIE
NO. 26, FRATERNAL ORDER OF EAGLES
Mr. EBDING. As an Eagle and a senior citizen, I am interested in
what is called nursing homes. I believe that the word "nursing" is
misused. Many of us are not at the point where we need nursing, and
possibly a better name could be used. I also believe that the present
nursing homes are profiting and that facilities should be provided for

NURSING HOMES

187

those aged who do not have sufficient income to enter these so-called
nursing homes.
But what are we providing for these aged? Are there any laws
protecting them? Do they get the consideration they so rightly deserve, after having dedicated their lives in making this world a better
place for you and me?
The Fraternal Order of Eagles have. in a measure. solved some
of these problems by providing what we call Eagle Village. On
March 28, 1961, Eagle Village in Florida was dedicated by the grand
aerie officers. Fifty cottages were built with the help of all the
Eagles. These cottages consist of two- and three-room units, which
are available to eligible people. It is planned to have this operated
as a group, duly organized with its own government. As soon as
possible, this type of program will be instituted. Since this village
has been built, Eagles in the State of Washington are asking the
(rr.nrl n.PriA to consider Dlans for an Eagle village here in the State
of Washington.
The Wa'l Walla Aerie, back in the early forties, realizing the
aged's problem, started an Eagle home at Third and Sumach Streets
here in Walla Walla. This home was not necessarily limited to
Eagle members. In fact, there were more non-Eagle members who
lived in this home during its 5 years of existence. The home was
administered by a board of Eagle members, who saw to it that, the
funds were properly handled for the residents, and it was selfsupporting. This home was condemned by the city as not fire safe.
Efforts were made to find another place for these people, but no suitable place was found and the whole idea was abandoned.
The Eagles have long been working together in sponsoring legislation that will provide a living for our own senior citizens, such as
social security, and now the jobs-after-40.legislation. The National
Committee on Jobs After 40 report that a total of 15 States have
now enacted laws on this discrimination of older persons. The grassroots support given by the Eagles has given impetus to the White
I-louse Conference on Aging and has entered into State and Federal
action. This action has awakened to our Nation our obligation to our
senior citizens. I would heartily endorse any measure that this comrmittee will take to help solve this problem. Thank you.
Senator MORSE. Thank you very much, Mr. Ebding. Your testimony raises several points that I would just call attention to in the
record. I judge that the Eagle home and the type of home that you
are referring to is really a retirement home, and not a home for the
care of sick and incapacitated Eagles. Am I right about that?
Mr. EBDING. The one back in Florida; yes; I believe that is what
it is.
Senator MORSE. It is quite proper in this session to raise all these
problems of the aged because, as I say, at this pointv
we are not limited
to nursing home problems here this afternoon, although we are glad
to take more testimony on that subject. While we haven't gone into
this as yet in this hearing, you are certainly welcome to do so, as to
the matter of what kind of a program should be developed by way of
retirement homes for people with lack of economic means in order
to maintain themselves fully in a retirement home. A good many of
on-rfraternal' organizations, such- the Eagles, have retirement homes.
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This raises a question of public policy. I cannot pass judgment on
it now. It raises a question of public policy as to what extent, if any,
should States and the Federal Government go into the matter of
retirement homes.
Then you raise in your statement this question concerning employment discrimination due to age, which, of course, is one of the most
difficult of our labor economic problems with the rapid rise of automation. We have a Federal law that Congress has passed on this matter
in respect to Federal employees. There can be no discrimination
based upon age, except in those classifications in which mobility, a
great amount of physical exertion and activity is required because
of the nature of the work and the very best of physical condition is
essential: for example, the Federal Bureau of Investigation is an exception to our congressional policy in regard to eliminating age as a
factor. In our hearings in Oregon, we were informed of a State law
in Oregon that prohibits discrimination on age. We are also informed
of a law in our State that prohibits newspaper advertisements that
include this condition of advertising for labor with an age limit.
This age factor is one that bothers us very much in the legislative
field because we get a lot of conflict of rights and interest. We have
developed the so-called fringe benefits, and the contribution that the
employer, under many of those agreements, has to make for the fringe
benefits undoubtedly has had as a side effect, is a tendency on the
part of many companies through their personnel management to put
in an age limitation. It is understandable, but it creates very serious
economic problems in a community and a resulting serious social
problem.
So, this is another one of the problems for our edification which
has been raised by your statement here to which some thought has
to be given. I want to thank you very much for it and anything
further you want to submit by a later written statement, I will be glad
to receive it.

Our next witness will be Mr. Robert D. Lester, president of the
Golden Age Club of Walla Walla. Mr. Lester has been a resident
of Walla Walla for 31 of his 58 years. Will Mr. Lester come to the
stand, please? We are glad to have you, and you may proceed in your
own way.
STATEMENT OF ROBERT D. LESTER, PRESIDENT, GOLDEN AGE
CLUB OF WALLA WALLA
Mr. LESTER. I feel entirely out of place in the capacity here to
testify. I am here more to gain information that I can pass on to
our club. So far, we are recreational solely, and I would like to release
this time to someone who is better qualified to speak, and thereby gain
any knowledge that I can take back to our club.
Senator MORSE. Well, we will see that the record is made available
to you, but I have some knowledge of the wonderful work that the
Golden Age Clubs across the Nation are doing in the field of recreation
for the elderly. Of course, when you start dealing with the matter
of recreation, it branches out into many other channels too. It so
happens that I have a married daughter, whose husband is taking
graduate work at Yale, who spends a part of each week in the Golden
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Age Club at New Haven, where she conducts classes in painting and in
dressmaking, and she gives me wonderful reports as to what this type
of a program has done for the elderly. This goes to the testimony of
witnesses this morning concerning the matter of motivation. As you
know, I served as a delegate at the United Nations last fall and I
made arrangements to have them take this Golden Age group down
to New York in a bus and spend most of a day at the United Nations,
where they were taken through the United Nations and given some
lectures in regard to the work of the United Nations. My daughter
told me what a wonderful outlet that was for a good many members of
the club, who were quite unaware of many of the things that were
going on in the United Nations.
They have a great contribution to make. A good many of your
recreational programs lead into the development of hobby work in
helping the aged, needlework, toy building. In fact, you would be
Qmrnri;P~i whnt. wonrlavfifl inhb some neonle in the Golden Age Clubs
do in connection with the culinary arts.
So, there is no reason why you shouldn't feel right at home here
today to testify about the wonderful work your organization does. I
close these comments by saying that you do supplement in many instances what was suggested here this morning by several of the witnesses, that there is a need for community interest in the elderly people
who are in a situation where they cannot go to a Golden Age Club because they can't get away as they are incapacitated in a nursing home
or in a hospital. It is also my understanding that your Golden Age
Clubs are being of assistance to the nursing homes across the country.
You are helping to bring to the elderly people in the nursing homes
various programs that have been developed in connection with your
Golden Age work.
I want to join in making this record with you on the Golden Age
Club as I see no other witness on here that might testify in regard to
what the Golden Age Clubs are doing, and I thought it very important
that we have in Walla Walla some reference to what your club is doing. If you have anything further you want to add to any comments
I have made, you go ahead and make them.
Mr. LESTER. Well, in regard to our activities, if you wish, I could
make a statement as to that. We entertain patients at the Veteran's
Hospital with different types of recreation. We have a cigarette fund
that we distribute to all veterans. Then in our own club, we have
our one business meeting per month, a recreation night every Saturday night. We have dancing. Bingo is a fun night, which is solely
to maintain our own law that all funds are to pay the rent, and so
forth. We have hospital visitations and some forms of recreation that
the women work up themselves.
Our hall is occupied by others than the Golden Age, as we sublease
it to supplement the cost of operation, but we are definitely going to
look into this care of the aged because they are all interested in it, and
I will take back the information from this meeting to the club.
Senator MORSE. Thank you very much, Mr. Lester. We are glad to
have you as a witness.
Our next witness will be Mrs. Lillian Stegmiller of Walla Walla.
The chairman has not been supplied with any information regarding
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the activities of Mrs. Stegmiller, and, therefore, I hope, when you
come to the witness stand, you will tell us of your interests and of your
background. We are delighted to have you, Mrs. Stegmiller.
STATEMENT OF MRS. LILLIAN STEGMILLER, WALLA WALLA
Mrs. STEGII-ILLER. I didn't bring any material as I couldn't think
of just what I wanted to say.
Senator MORSE. You just tell us what is on your mind.
Mrs. STEG-MILLER. Well, maybe, if you wanted to ask me some
questions.
Senator MORSE. You tell me what your background of interest is,
what organizations, or what interest in the problems of the aged you
are associated with.
Mrs. STEG-MILLER. Well, if it's concerning the nursing homes, I
think they are real nice. They're the thing we should have.
Senator MORSE. Do you assist in any of the nursing home programs?
Mrs. STEGMILLER. No, but I've been in one.
Senator MORSE. You were in one?
Mr-S. STEGM1ILLER. Yes.

Senator MORSE. At the present time?
Mrs. STEGMILLER. This spring.
Senator MORSE. Which one were you in?
Mrs. STEGMINLLER. I was in one this spring.
Senator MORSE. I see. Well, could you tell us what suggestions you
have in mind in order to be of assistance to the nursing homes?
Mrs. STEGMAILLER. Well, if we could have a lot of them, or if they
could be run as smoothly and everybody have as good care as I had,.
well, I wvould say that that would be wonderful.
Senator MORSE. Which one were you in?
Mrs. STEG'MILLER. The infirmary.

Senator MORSE. That was testified about this morning by Mrs.
Kendall?
Mrs. STEGMIILLER.

Yes.

Senator MORSE. You have heard the testimony in regard to the
matter of nursing service as provided and required under Washington
laws. Did you find the nursing service adequate?
Mrs. STEG.MILLER. Yes; very much so.

Senator MORSE. At some of our hearings elsewhere in the country,
there has been some mild criticism to the effect that sometimes it was
difficult to get as much medical service in the nursing home that some
of the patients seemed to think they ought to have. Did you have any
feeling or think in any way that every member of the profession
provided you with all the assistance that you needed?
Mrs. STEGMrILLER. Well, I think they had everything.

I think they

had everything in the infirmary. I couldn't praise them enough.
There were lovely nurses, and it was just like being at home. A nursing home for someone elderly or with a chronic condition that (an get
up and go in and out of the room, and there was a nice cheerful view.
It was just like home, and they are comfortable. They have their
books, their bible, and sewing, and such and such like that, and we
were just happy. I think it's wonderful. If they could all be like that
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one out there, I thinlk the world should be full of them. I hope that
we can always have them.
Senator MORsE. I think you aie a, wonderfuil witness in support of
the nursing hones. We are very glad to have you before us, Mrs.
Stegmil1ev.

lhospitlt iS nice wlhere there are new babies comWirs. S1UII:1LI ER.
inz and fractures. an(l things like that. but a nursing home is just a
little different. Wlheii thev are not sick or not really down, they can
go across the hltl] and into their neighbor, or down the hall to television, and talk and visit, and work on quilt patterns, alnd such, and
they are contented. ItI's just like being at home.
Senator MORsE. Finie. I think that is wonderful.
Mrs. SEGMINrlrLER. I got along fine and had lovely care and a lot of
friends. We went to church on Sunday, and I had everything.
Senator MORSE. Well, thank you very much. We are very glad to
have vou come before us. Thank vou.
The next witness will be Mr. Warren Ray, president of the Golden
Age Club of Milton-Freewater. He is scheduled to testify atthis time,
but Mrs. Amy Bock, secretary treasurer, has informed us that Mr.
Ray is ill. Is there anyone in the room that represents the Golden
Age Club of Milton-Freewater that could pinch-hit, shall I say, for
Mlr. Ray?

STATEMENT OF MRS. JEAN PENNELL, MILTON-FREEWATER, OREG.
AIS. PENNE1LL. Senator Morse, I all Mrs. Jean Pennell, 703 Evans
Street, Milton-Freewater. Our club like Mr. Lester's of Waalla Walla
Wash., is mostly recreational, but I have brought a little outline of
what we do there, and the pleasures that we have at the club. If you
would like me to. I could read that.
Senator MORSE. I would be glad to hear it.
Mrs. P1ENNELL. A small group over 50 years of age got together
in the year of 1957 under the name of the golden age club, also under
the supervision of a recreation agent, an employee of the city. We
were never incorporated. Our members are not assessed for dues.
We are sponsored by the city of Milton-Freewater. They furnish us
with a place to meet and transportation. Our membership has grown
-to 48 members. We have lost some by death, and others have moved
from our midst, but from time to time we are getting new members.
Our officers are president, vice president, secretary, treasurer, musician, and reporter, all elected by ballot in the month of December.
We meet each Thursday from 7 to 10 p.m. Our funds are for coffee
and other incidentals, which consist of good will offerings from our
members. Each meeting night, we hold a business meeting, after
which we play cards and other games, have music furnished by some
*of our members on a violin and piano, an entertainment committee
that arranges special programs at intervals. We always have refreshments at the meetings, and hostess committees are appointed.
Along in the summer, during the hot weather, we have a picnic.
We think it is a wonderful way to spend a few of our lonely hours
and are very grateful that Milton-Freewater has given us this
opportunity.
Senator MORSE. Mrs. Pennell, we appreciate very much this statement, and let the record so show that Mrs. Pennell is from Milton-
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Freewater and has been very active in the golden age club in that community. Needless to say, I am glad to have you from my own State.
I am going to supplement your testimony with the statement that we
received from Mrs. Amy Bock, and a brief statement on some of the
other work of your club at Milton-Freewater. You have honored me
by coming. Thank you very much.
Mr. Warren Ray, president, Golden Age Club, Milton-Freewater,
Oreg., was scheduled to testify at this time. Mrs. Amy Bock, secretary-treasurer, has informed us that Mr. Ray is very ill. Is there someone here representing the club? If not, we have a brief statement
describing the club's activities which we will place in the record.
(The prepared statement of Mrs. Amy Bock follows:)
PREPARED STATEMENT OF MRS. Amy BOCK, SECRETARY-TREASURER, GOLDEN AGE
CLUB, MILTON-FREEWATER, OREG.

The Golden Age Club, Milton-Freewater, Oreg., was organized in the year
1957, sponsored by the city of Milton-Freewater; they furnished a place for us
to meet, and transportation.
We started from a small group all over 50 years of age, and now show a membership of 48 members; have lost some by death, and others have moved away,
but we are getting new members from time to time.
Our officers are president, secretary-treasurer, musician, and reporter, all
elected by ballot in the month of December.
We meet each Thursday from 7 to 10 p.m. For a time we were under the
supervision of a recreation agent, hired by the city, until the time came when
they no longer wished his services; but they still retain the sponsorship of our
club.
Our members are not assessed for dues; our funds consist of a free-will offering from the members called the kitty, but we have no expense, only a little
money on hand to buy coffee, cream, sugar, and other incidentals. We are not
incorporated.

Each meeting night we hold a business meeting, after which we play cards, and
other games, have music furnished by some of our members, on violin and piano.
Have our entertainment committee that arrange special programs at intervals.
Refreshments served at each meeting; hostess committee appointed.
Along in the summer we have picnics.
Our club does not consist of many who dance, so we do not dance, unless we
invite our neighboring clubs, such as Walla Walla, Pendleton or Hermiston.
These clubs like to dance.
We think it a wonderful way for us oldsters to while away a few lonely hours
each week, and do thank our city for furnishing us this opportunity.

Senator MORSE. Our next witness will be Mr. Al Lair, representative of the Retired Railroad Workers. He worked with the Union
Pacific as an engineer for 40 years and was legislative representative
for one of the brotherhoods, the Brotherhood of Locomotive Firemen
& Enginemen. Is Mr. Lair in the room? I want to say, Mr. Lair,
that I am pleased to call you to the witness stand, because I have had
some past associations with the railroad brotherhoods, as you know.
I happen to be the one that handed down the first arbitration in the
war in the history of the railroads of this country that provided for
paid vacations, at that time and in that case, for railroad clerks. I
guess you know it has spread now throughout the industry, and that
was in 1941. There have been a lot of changes in the relationship between the carriers and the brotherhoods since, but I think now you
would have a very difficult time finding a president of any railroad in
this country who would advocate taking the same position as their
counsels in 1941 in regard to vacation with pay.
I am glad to welcome you to the stand. You may be seated and
testify in your own way.
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STATEMENT OF AL LAIR, REPRESENTATIVE OF RETIRED
RAILROAD WORKERS
Mr. LAIR. Thank you, Mr. Senator. My words are brief. As you
know, Mr. Senator, our retirement is set up actually, as you said,
through negotiation, and the vacations and our hospital plans. Our
hospital plan is negotiated with the different railroad companies and
the employees that work with them.
I just want to speak a word for our poor retired employees when
they become elderly and their relatives have passed away. We are
interested in adequate nursing homes, properly staffed, with care,
where these people can go and be taken care of for the remainder of
their years when they are unable to be taken care of at their homes or
at their place of residence. That is one of the questions in the State
of Washington.
I have nothing to bring up about our retirement or hospital plan
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hatI,

:iS UIIUrt' XeUUilti IUW,

uWILUr Uile EieUrUeLeLb.

I-LS jUSU a

matter of some places within the State of Washington that I am representing our brotherhood. Some very good points have been brought
out here today, and I have enjoyed listening to the discussions and
the testimony, but I just wanted to let you know that we are concerned
with the elderly railroad retired people in the nursing homes.
Senator MORSE. There is nothing, Mr. Lair, in connection with your
railroad retirement plans or your own hospital program that would
make any of your railroad retirees ineligible to take advantage of
some of the Washington law in respect to the nursing homes?
Mr. LAIR. None that I know of.
Senator MORsE. Thank you very much. We are glad to have you.
Our next witness will be Mrs. Neil Meadoweroft of Walla Walla,
chairman of Christian Social Action of National Board of Christain
Women. Mrs. Meadoweroft attended the White House Conference
on Aging as a representative of the above ward; was an advisory
member of the Council on Christian Social Action, United Church
of Christ; a member of the League of Women Voters, Walla Walla;
and a member of the First Congregational Church. Her husband is
a civil engineer in the Corps of Engineers. They have been residents
of Walla Walla for 8 years and have three children, all married.
We are delighted to have you, Mrs. Meadoweroft, and may I say,
as a fellow Congregationalist, I am very glad to have you come and
testify in regard to the social conscience philosophy of the Christian
social action of our church.
STATEMENT OF MRS. NEIL MEADOWCROFT, WALLA WALLA
Mrs. MEADowcRoFr. Thank you, Senator Morse. My interest in the
problems of the aging has increased because of my attendance at the
White House Conference. I went as a nonprofessional person, a delegate from the board of the National Fellowship of CongregationalChristian Women. This statement is submitted as a citizen of Walla
Walla, -as a homemaker who is concerned for the preservation and
development of human resources. We need to find ways to utilize the
abilities and experiences of older persons and to develop their latent
potentialities.
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I am particularly struck by our attitude toward the subject of aging.
We are insensitive to the fact that what we do and become on retirement depends on our preparation during all the years leading up to
it. *We need to realize that education is not complete when we receive
a formal diploma, that all of our life must be a learning and growing
process. Our present concept of education primarily for the young
dates back to the days when the life span was 30 years, and now it is
70 and on the increase. Instead of adult education being an extra
added to our school system, if there is financing available, -we are
beginning to realize that education for adults is a must.
I am concerned that we do not have more training for responsible
citizenship. In some instances, the increasing numbers of retired
voters colors the complexion of a community. By resisting change,
community development may be retarded. Wfhen we vote, it is no
longer good enough to use the formula, "Whlen in doubt, vote no."
We need to be informed. If attitudes and interests are kept up to
date, senior citizens could and would continue to be productive, contributing to the community welfare. We need to recognize that gainful employment can no longer be the sole symbol of human worth, that
other activities of community value should give equal status. As Dr.
E. L. Bortz, former president of the American Medical Association,
has put it, "Ideally, the first career having been personal and acquisitive should give way to a second career which is devoted to the larger
interest of serving the people around one."'
I have read with interest the report (January 27, 1961) of your
Subcommittee on Problems of the Aged and Aging, submitted to
the Committee on Labor and Public Welfare by Senator McNaamara,
chairman. The recommendations, I think, are quite complete. I
agree with the conclusion that the first priority in the field of legislation should be the provision of financing health services for older
persons, whose needs have increased beyond their capacity to pay
for them. It is to be hoped that the coming session of Congress can
come to grips with this need. Developments in this field will be
watched with interest. The recommendation to make Government
bonds available for use after retirement, providing protection against
cost-of-living increases, is also a very desirable proposal.
The recent changes in the FHA law, providing financing for elderly
people, is a very helpful step. We also need more low-cost housing
for senior citizens with small incomes. This need exists in smaller
communities, such as Walla Walla, as well as in the metropolitan
areas.
I agree that a U.S. Office of Aging is needed to aid in the coordination of studies by Federal, State, and private agencies, to coordinate
research in the needs of the aging, legislation, housing, health, education, and so forth. The major function of the Office should be to encourage the States and local groups (both public and private agencies) to take the initiative wherever possible. As one citizen, I am
glad to give encouragement to these and other proposals in your report. Thank you.
Senator MORSE. Thank you very much, Mrs. Meadoweroft. I am
very glad to have your testimony. You can supplement it if you
care to within the next 30-day period.
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Now, we come, ladies and gentlemen, to that part of our hearing
which we call the town meeting of senior citizens. This provides an
opportunity for Congress to learn from the older people themselves,
those with personal knowledge of the problems which aging brings,
which of those problems they believe most important. From them,
too, we hope to get suggestions and proposals on how we can best attempt to solve these problems.
Our committee is going to be hearing from senior citizens in every
part of the United States. This is the State of Washington's opportunity here in Walla Walla. This is the time, I hope, that every
one of the older people here today, who believes he or she has a
suggestion to make, will make it. Then when the Congress reconvenes and studies these hearings, the views of the people of the
Northwest will be given equal weight with those of other senior
citizens elsewhere in the country.
Our procedure in conducting these town meetings is as follows: We
will asK tnose who want to aictress the subcommittee to come up to
the microphones you see down on the floor, or this other microphone
if you care to sit down at the witness table itself. We will, of course,
ask each individual to begin by giving his or her name and address to
the reporter so that he can get it down for our official printed record
of the hearings, and so that we will have the address available to us
to send out to you such mailings in connection with the hearings that
we think you might be interested in.
In fairness to all those who want to speak, we will ask each individual not to talk for more than 4 or 5 minutes. In case there should
be more people wanting to be heard than time permits, or in caseand there always are such people-there are people who would rather
file their views in writing, rather than testifying orally, you will find
tables in the front of the room with some papers that you can write
on, letterheads addressed to me. These letterheads say, 'If I had had
an opportunity to speak, this is what I would have said." You are
not limited to one sheet of paper. Write as much as you want and
send it to the address on the letterhead. You will also find franked
envelopes on the table that do not require any stamps. Put your comments in an envelope and send the comments to me.
Now, I want to say that these town meetings have been very, very
helpful to this committee. I want you to understand that this chairman will not limit any witness to any point of view. One of the great
freedoms of this country is the freedom of free speech. You don't
help legislative representatives by holding unto yourselves your criticisms of what the Congress, for example, may be doing or not doing,
and since you are maintaining a free government in this country, it is
the criticism of our citizens of the operation that helps. It is so easy
for us to overlook the truisms on the basis of which this Republic
really stands, and one of those truisms is that the Government is the
servant and not the master of the people. Now, here is the opportunity for you to express your views. You can tell off your Government, and that is a pretty precious right.
As you may remember, several years ago, I became involved in a
controversy in the Senate because I didn't think the Senate ought to
adjourn and run home just because a Russian Communist by the name
of Khrushchev was coming to Washington. I took the position we
78681 O-62-pt. 2
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ought to stay in session and demonstrate to him that in the United
States, we can stand up on the floor of the Senate and, if necessary,
criticize the Government and not be shot for it. That couldn't happen in Russia. So, you will recall that I held the Senate in session
until he did arrive in town, and we did get him before the Foreign
Relations Committee, and we subjected him to our own cross examiation for two hours and a half, and you know, some of my critics, prior
to the meeting, came up to me afterwards and thanked me because I
had prolonged debate long enough to force out of the Senate a recognition of the practice of the Senate. We have done that for years.
Every time a foreign visitor would come to Washington, it has been
a practice of the Foreign Relations Committee to invite him before
the Foreign Relations CZ~ommittee for questioning, if he wants to come.
So, I mention this incident because I want you to know you have
a chairman here that has no thin skin and isn't afraid of any-criticism,
either on himself, on the Senate, or the Government as a whole. We
are dealing, ladies and gentlemen-and let's be frank about it-with
one of the most controversial domestic issues that confront the Congress. Sincere, honest men and women have different points of view
over what responsibility and in what degree the Federal Government
has the responsibility of being of assistance to the States in connection with medical care for the aged, and I want your views. I want
vour views on taxation, I want your views on nursing. In many of
these town meetings, the elderly people are very critical of some of
our tax policies in regard to the elderly. I want your views on any
facet of this general subject matter that you would like to give to me.
It is up to you. I will stay as long as I can, between now and plane
time, to take your views if we have that mu'ch discussion.
On the other hand, I will close the hearing just as soon as it becomes
clear to me that we have exhausted the testimony that is available to
us in the room.
I am pleased now to recognize the first witness. Who would like
to be the first to express himself or herself on any phase of the problem
of the aged?
STATEMENT OF MRS. EDA R. BURKES, TREASURER, LEAGUE OF
WOMEN VOTERS, AND PRESIDENT OF AAUW, WAILA WALLA,
WASH.
Mrs. BuRKEs. I don't know that I want to be the first one.
Senator MORSE. I am delighted to have you.
Mrs. BuRKES. There were two matters on which I wanted to express
myself. My name is Mrs. Eda R. Burkes, I am the treasurer of the
League of Women Voters of Walla Walla, and president of the
AAUW, and that is why I am here today. We have a chairman ofthat is, we are supposed to have a chairman of social and economic
issues, who would be here today, but she is newly appointed and I
couldn't get in touch with her. So, I came in her stead to make a
report.
Senator

MORSE.

Would you permit me to interrupt you long enough

just to make this statement? Based on 17 years of experience in the
Senate, if I were to be asked to name organizations that are of greatest
help to us in the legislative process, in presenting to us intelligent and
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carefully worked out prepared statements on various legislative issues,
I would have to put the 'agueof Women Voters exceedingly high on
that list, and also the Association of University Women.
I want to take about a half a minute more. This is so important
to make this democracy of ours work. I recognize that all citizens
have a responsibility to make their views known to the elected officials.
What kind of views? The kind of views that the league makes known.
I get a lot of mail, you know, the kind of stuff, political pressure stuff
that says, "If you don't vote such-and-such a bill, we'll take care of
you in the next election." I throw that in the wastepaper basket.
That's where it belongs, because that mail is subversive to good government. That kind of mail is blackmail. If someone doesn't have
some reasoned discourse that they can present, I don't know what
makes them think that any self-respecting man in the Senate is going
to jump at that kind of a political threat, but I can have my vote
changed by just one letter from anywhere in the United States that
sets iorl
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with my preconceived notion on some subject matter, and that frequently happens. I change my mind in the last 5 minutes of debate
if I find facts that I can't answer.
But I want to say to you as a witness for both of these great organizations, I don't think the members of your organizations know
what a constructive influence you exercise in the Congress in educating
the politicians because you make a great mistake if you think we
know very much about anything. We sit there as your legislative
counsel. That's what we are, and we can be of help to you as your
legislative counsel only if you supply us with the facts and evidence
that help us reach that point where the decision we have to make is a
good one. I wduld put it this way, on the basis of the facts presented
to me: Where is the public interest on this issue? Once I am satisfied I can answer that question, I don't care what direction the politics
happen to be going at the time. I do not owe it to the people of my
State and my Nation to play politics with issues.
No one has ever improved on that great statement of Burke in 1774
as to the responsibility of an elected official. Paraphrased, it goes
somewhat as follows, "No elected official has any right to vote certainly because a pressure group asks him to vote that way. He has a
duty to vote that way if the pressure group has proved its case." It
is awful hard to get across to some people, particularly who think it is
important that you are reelected-and, of course, it isn't important
that anyone be reelected. We could all die today, and we wouldn't
be missed by the time our funeral is over, as far as political importance
is concerned. What is important is that, while we are there, we follow where the facts lead. I have gotten off on this and I am going to
keep still now, but I want the League of Women Voters and the Association of University Women to know my sense of gratitude toward
the great help they have been to me in helping me find the facts over
the years.
The floor is yours.
Mrs. BtuRKEs. I should like to thank you for that statement. However, I want to correct any impression the group may have that I
represent either one when I stand here. I am just an older citizen
of the city of Walla Walla, and I am interested in two questions.
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One of them is-it isn't really a question. Perhaps I should make
it as a statement. I think that, when we're carrying on a program
for elder citizens, that we should be very careful that we do not hurt
their pride and consider them perhaps a lesser group of citizens. They
have as much pride as they had the day before they retired, and often
the retirement is forced upon them 'by company rules and regulations,
or by ill health, one or the other. Neither one will make the elder
citizen very proud of himself when he is in need. He has to keep
what personal pride he still has. We should be careful of that in all
matters dealing with the senior citizens.
There is another matter which I have hassled about for some time.
There is in our country a tendency to double up upon pensions.
Maybe this isn't the place to speak of it, but I haven't found the
right place. I have spoken of it in a number of places and been
rebuffed. People seem to think that I have peculiar ideas. I live
very much as all of the teachers of the State of Washington live. I
know them. I am in the same groups that they are in. I taught with
them. They are the ones I belong with. When they retire now in
the State of Washington, they will have two or three times the retirement amount that I am getting now, and which probably will never
be very largely increased. They say, "We have paid for that." That
is true. However, as a citizen, I am paying part of that. In fact,
I am paying two parts of it. I am paying both their pensions, and I
am getting one. Now, I see no reason why any group, and there are
many of them, should be favored to the point where they get two pensions, and the others only get one. It's a class division which I don't
like. They don't need any more than I need, if it's a question of the
basis of need. They don't need any more than I need because I live
very much as they do, and many of them are my closest friends, and I
wouldn't for the world hurt them.
But couldn't this problem in some way be approached and solved?
It is a problem. I know people in this town, very lovely women,
who are trying to live on $80 a month, and you and I know they can't
possibly do it and maintain their self-respect. When I brought that
up in a subcommittee of the chamber of commerce 1 day, 2 or 3 years
ago, where a man was speaking who knew about these matters I was
told that what we should do, if our social security was not suhicient,
was to make application for welfare. Now, that is what I mean when
I say we should help these people keep their self-respect.
I know there are many people who need to ask for welfare, but
are they considered the cream of the crop? Are they considered to be
the people who have managed to keep this Government operating
in our economy? Are they the retired people who are on welfare?
Is that the way it should be? If we need to give people money out
of welfare to augment their social security, why don't we give the
social security through State welfare? Now, that is just a question
which probably comes out of my utter ignorance, but it's a matter of
great importance and means a great deal to me, and, believe me, I am
not the only one. I may be the most vocal, but I am not the only
one that wonders about it. I believe that that is about all that I
have to say just now. Thank you.
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Senator MORSE. That is a very helpful contribution. You raise one
point here in regard to welfare. To give you one type of problem
that we have to deal with when we consider any legislative changes,
we have learned through these hearings that in some States-it happens to include my own, I'm sorry to say-that, when this seemingly
modest and inadequate social security benefit was passed this last
year by the Congress, some States reduced their welfare payments
accordingly to a similar amount, and this means that someway, somehow, there is a need for effective Federal-State discussion in this
matter to see if we can work out some understanding with the States
as to what the policy is going to be if the Federal Government recognizes there is a need for some change in social security payments.
They find out that the Federal Government has increased it by "X"
dollars, and the State government decreases it "X" dollars.
We have another type of problem in connection with Federal employees that we will go into in the hearings that we are going to have
in January. I happen to be chairman of the subcommittee in the
District of Columbia that has jurisdiction over this program. In
fact, I receive more mail on social security problems than any other
issue and have for years, but recently-oh, it was over a year ago
now-there was an increase in the Federal pay scale, and very, very
shortly after the increase, which makes it a remarkable application
of coincidence, which always interests me, Blue Cross raised its rates
in the District of Columbia, and I was amazed by these complainants
of the remarkable coincidence that the increase in the pay of the
Federal employees should bring about so suddenly an increase in the
Blue Cross rates. I am a good enough lawyer to know that you have
to get your facts, and so I am giving the Blue Cross an opportunity
to present its facts in January in regard to this matter.
Who will be our next witness?
STATEMENT OF JAMES E. MORRIS, WALLA WALLA
Mr. MoRRis. Senator Morse, my name is James E. Morris, and I
live at 105 Spokane Avenue. I am a member of U.S. Veterans of
World War I, and I am a disabled veteran, drawing disability and
social security, and I am nonservice connected.
First of all, I want to thank you for your undivided support to us
World War I veterans and our social security, and I, for one, believe
that the aid to the aged should go under social security.
One other thing I would like to mention is that-I guess it's water
under the bridge now-when I first received my social security, for
some 16 months, as you know, under disability, my pension was taken
from that social security. Now, since this administration started, they
seem to want to get money into circulation, and I still feel that the
social security owes me for some 12 to 14 months and $60 was taken
off right to start, and I wrote to Senators Jackson and Magnuson on the
question, and I merely made mention about it, and I believe that's all
I have to say. Thank you.
Senator MORSE. I am glad to have this testimony. To make sure
I understand the question that you raise, I asked my counsel and he
shares my view that what you really raised was a requirement for a
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legislative change of an existing law. I am glad you mentioned it,
and it undoubtedly is going to be one of the issues that this committee
is going to have to consider in making its final recommendations to
the full committee, and I can just gather the evidence here and present
it to the committee.
I have just been told by Miss McCamman here that Mr. Arthur
Farber, who is the able director of the Jewish Family and Child Service of Seattle, Wash., was scheduled to attend today, but was unable
to attend because of some emergency which confronts him in Seattle,
but he sent a very penetrating statement with reprints of articles he
has written in the field of care of the aged, and I will now rule that this
material is made a part of the official record at this point.
(The prepared statement of Mr. Farber and the articles referred
to above follow:)
PREPARED STATEMENT OF ARTHuR FARBER, ExEcurTivF DIREcToR, JEWISH FAMILY
AND CHILD SERVICE,

SEATTLE, WASH.

I am genuinely sorry that agency business will not permit me the opportunity
to accept your invitation to appear before the hearings of the Subcommittee on
Nursing Homes of the Senate Special Committee on Aging on November 10 in
Walla Walla.
In regard to your request for a brief biographical sketch, just prior to my
current position as executive director of the Jewish Family and Child Service,
I had been director for the past 5/2 years of the Caroline Kline Galland Home for
the Aged, a nonprofit Jewish nursing home. Prior to this position I had specialized in work with older people, having been supervisor for 4 years in the
services for the aged division of the Jewish Community Service of Long Island.
I am a graduate of the New York School of Social Work of Columbia University
(M.A. 1941) and hold an advanced degree from the University of Pennsylvania.
I am enclosing a reprint of an article which I wrote on noninstitutional services
for the aged which touches on some of my past experience in this field, as well
as being an indicator of some of the work that the Jewish Family and Child
Service of Seattle may be undertaking in the near future. Incidentally, our
family agency has just applied to the Family Service Association of America
Project on Aging to be one of the selected agencies for demonstrating the development of counseling services to the aged as well as initiating a foster home
program.
I am enclosing six copies of a reprint from the Journal of the American Geriatrics Society entitled "Medical, Nursing, Recreational and Personal Adjustment
Programs for a Small Institution for the Aged and Chronically III," which will
give some background and information about the program with which I was so
closely associated in the nursing home area.
Presuming that your interest is primarily in relation to my observations regarding nursing homes, may I offer some of the following ideas:
It seems to me that facilities for the care of the chronically ill and emotionally
disabled need altogether much more adequate programing and financing.
The publications put out by the Senate Special Committee on Aging regarding the condition of American nursing homes is, I believe, a thoughtful and adequate survey of the problem.
An observation about financing is that a much more effective pattern might
be that which I understand was adopted in the State of New York for nursing
homes, or that which we have here in the State of Washington in relation to
public payments toward hospital care. As I understand this, homes which meet
certain criteria, such as having specialized personnel, like occupational therapists, trained social workers, etc., may be eligible for the top payments for care
from the State, i.e., say $250 or $275 per month. Should such a home offer such
a program and in addition, supply audit reports of expenditures indicating that
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they were actuauy spending at the maximum rate or beyond, then such a home
would be eligible for the maximum payments.
I think we now find the anomalous situation of commercial nursing homes getting the class I rate in the State of Washington of over $190 per month wherein
the actual amount of care given may be less than that given to a patient in a
lower paid category and wherein a particular home's costs may actually be less
than they are being paid by the State department of public assistance.
In other words, there needs to be some incentive, some premium given rather
than penalizing better programing and Improved services.
The provision of food, shelter, fire precautions is simply not enough. It is
essential that positive and preventive programs of medical care, nursing care,
and the provision of auxiliary health services, such as occupational therapy,
physical therapy, social service, including casework and group work, be incorporated into programs of care.
Of course, one cannot look at nursing homes by themselves because otherwise, they can all too readily become dumping grounds in lieu of the absence of
a broad spectrum of community facilities and services. Just this morning, a
visiting architect from Sweden, Mr. Bo Boustedt, conducted a public meeting
and lecture about homes for the aged in Sweden and there is much we could learn
from that country's experience that may be applicable to our situation. Communities need to develop home helps or home care in order to help old people
to stay on in their own homes in the community as long as possible. Additional
low rent housing for the elderly needs to be developed so that again people can
stay on in their own homes. Adequate maintenance must be provided from the
public assistance agency and better still, social security coverage should be
extended. I believe that medical care including coverage in nonprofit homes
for the aged and in nursing homes under social security is must legislation
when the Congress meets next' year. Substitute housing arrangements, such
as foster homes for the aged, boarding homes and homes for the aged with
adequate programs need development. Facilities for the care of the chronically
ill and then hospitals for acute conditions or the surgical procedures needs to
be available. If you do not have this broad availability of services in a community, then any one of these facilities, such as the nursing home, can become
a catchall.
Another area of concern is the way in which patients may get caught up
in the bureaucracy of large separate departments. For example, the department of institutions runs the mental hospitals in this State, and the State department of public assistance pays for care, for those who are eligible in nursing
homes. It costs the taxpayers $165 a month to care for a mental patient in the
State hospital today, while placement in a nursing home as a class III patient
might cost around $130 a month. If many patients were to be discharged, this
would increase the budget of the department of public assistance. While the
latter department might be very ready to give the necessary help, often this
service is under attack or pressure from certain groups in the community who
take only the narrowest kind of interest in what happens to older people in
need of care. An approach may be used which looks to the immediate goal of
reducing expenditures in a very compartmentalized fashion. We must relate
to the question of what is best for the patient, rather than what is most convenient for each department or institution or agency.
The reality of and the public image about nursing home care needs to be
changed. Because most nursing homes are so inadequate, because they offer so
little in rehabilitation and become merely custodial institutions, people develop
negative attitudes toward them. The unpleasantness associated with these
institutions gets carried forward unconsciously into a pushing away attitude in
which the community develops guilt feelings that get reflected in a desire not
to support these unpleasant places. Communities need to be educated, not
only through the negative impact of disastrous fires and neglectful conditions,
but to a positive awareness of community responsibility, for a condition which
all may need to face someday in their lives. At a point in time when our Nation's productive capacity and economic wealth is greater than it has ever been,
humane and positive care of our aging is a priority which demands and deserves
community and public support.
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BY ARTHUR FARBER

NoninstitutionalServices for the Aged
"the answer." There are enthusiasts for
foster homes for the aged as a means of
allegedly replacing the institution and providing the "ideal" living arrangements for
all older people. There are enthusiasts
for home care programs under hospital
auspices.
However, what appears most important is
the need for over-all community planning
and co-operation among public and private
agencies. More than one community has
had all the component parts of a good plan
-but did not put them together.
Historically, practically the only service
offered to older people by the community
was its institutional program with the community salving its conscience by depositing
its more dependent, feeble aged in a home
for the aged. With the new developing
clinical and rehabilitative approach, some
now see the home as the center of all activity
for the aged.
The home for the aged is no longer the
exclusive and removed place on the outskirts of town that it used to be. It is becoming one of a network of resources in the
community designed to meet the spectrum
of needs of older persons. The institution
is gaining definition as a social agency
which provides a protective environment
for those aging individuals who for physical
and/or emotional reasons are no longer able
ARTHUR FARBER, MAL.W., is director of the Caroline
Kline Galland Home for the Aged, Seattle, Wash- to live by themselves or with their families.
The home (as a basic part of its program)
ington. This paper was presented at the Western
States Regional Assembly, Council of Jewish Fed- attempts to provide individualized services,
erations and Welfare Funds in January 1957 in and an opportunity for each resident to live
San Francisco, and is based on the author's previous as independent a life as may be possible
experience as associate supervisor in the Services within the limits of his capacities and the
for the Aged Division of the Jewish Community congregate living situation. Persons now
Services of Long Island.
being admitted into homes are generally
THEx FAcrs ABOUTr the growing rate and num-

bers of our aged population, and the ways
in which our American industrialization
have created changes in the three-generation
pattern of family living are by now familiar
to all social workers. They have drawn
attention to the need for new approaches,
new programs, new services for the aged.
Noninstitutional programs have been born
not because of some ideals dreamed up by
social work "eggheads"; rather, solutions
outside the institution have been sought because the cost of hospital care has mounted
to astronomical proportions, because of
overcrowding in homes for the aged.
Before examining the specific types of
services that are possible in community
agencies, we should remind ourselves thai
no one resource will provide all the answers.
At times we tend to become overexcited
about the effectiveness of a particular service, and replace the previous pessimism
about work with older people with a "bandwagon" approach which engenders false optimism. Those who have witnessed the
thrilling things a day center or Golden Age
Club can do in transforming a group of
people and literally returning them to
living have endowed this group work and
recreational service with the magic of being
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a sicker and older group than before. The
function of the home and its services necessarily needs to keep pace with this change
in the characteristics of its population by
providing not only for the ambulatory
healthy group but for the chronically ill
and mildly emotionally disturbed as well.
It follows that increased attention needs
to be devoted to the development of medical, nursing, and social services in the institution.
In many communities new institutional
facilities have been built. The most frequent pattern, where an adequate number
of beds exist, is for almost total reliance on
the institution for aged and/or chronically
ill care. There are instances where there
are not enough beds or where there are
not provisions for the specialized care required by those in need of medical and
nursing services. Oddly, there are even
examples where a community may have too
many beds.
Social agencies share the basic responsibility to find the ways and means to help
more older people stay on in the community. It is a fallacy to believe that all the
problems can be effectively resolved through
the institution. In fact, some problems are
created by persons who go into the institution and who do not require this specialized
type of resource. Most people have not
been accustomed to living in group situations and when they grow older, if they
knew of ways of being able to manage,
would prefer living in circumstances more
like those they have known.
One of the traditional roles of the family
agency has been that of demonstrating a
service by means of a so-called pilot project. The voluntary agency can hardly
justify itself in duplication of services
available elsewhere in the community, nor
can it realistically meet mass need. Dr.
Hinenberg, medical care consultant of the
Federation of Jewish Philanthropies of
New York says that, "Services under governmental auspices are the foundation for all
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voluntary philanthropic services in this
field. The needs of many people will be
met only by governmental financing of
services. The conditions of public agency
service also affect voluntary agencies. Boards
and staffs of agencies should give continuous attention to standards of public agencies
and to legislation affecting health and welfare services." 1
States such as New York and California
have pioneered in giving community leadership to planning for the aged. Recently
Pennsylvania has been taking action on an
over-all program that sounds quite interesting. We are informed that they are
stimulating local community planning to
"Provide a constellation of programs for
aging pcupic dc5sl;cd tu psevCet us puvt-

pone the deterioration which requires
institutional care," and "to establish devices for further discrimination in the use
of institutions." "The chief impact of the
Department program, it is hoped, will be
to stimulate local communities to develop
homemaker and other noninstitutional
programs to assist aging persons to continue
in their own homes, those of their relatives,
or in boarding homes. Such a program will
not only help prevent personal deterioration of the individual, it will also lighten
the growing burden of expense resulting
from the greater and greater load that is
being placed on the facilities of mental hospitals, nursing homes, and domiciliary and
convalescent institutions." 2
WIDE RANGE OF SERVICES POSSIBLE
Let us now look at some of the services that
other communities have found to be helpful
in dealing with problems of older people.

I Morris Hinenberg, "Community Responsibility
for the Chronically l11." Address delivered at the
General Assembly of the Council of Jewish Federations and Welfare Funds, Inc., Chicago, November
1955 (unpublished).
2 Aging: A Community Responsibility and Oppor-

tunity, Department of Health, Education. and Welfare Publication No. 26 (Washington, D. C.: U. 5.
Government Printing Office, 1956).
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No agency needs to take, intact, the demonstrated services of other agencies, but there
is value in examining critically what the
special needs are for one's own community,
and what an agency is ready to invest in
terms of work and money. Should these
services be given under the auspices of the
home for the aged, the hospital, the private,
or the public agency? The answer is, of
course, that they have been given in a variety
of settings. Each community has to decide
which agency can best sponsor a particular
service.
We can with logic point to the traditional
function of the family agency as dealing
with the preservation of life in the community and, also, practically speaking up
until now, casework skill has for the most
part been located in this setting. Casework
know-how can be, and is beginning to be,
purchased by institutions. There may be
some genuine advantages in the built-in
integration of services when one agencythe home-has responsibility for both intraand extramural services permitting an easier
flow of clients back and forth between institution and noninstitutional service in accordance with the client's real need. But
whether the family agency or the home for
the aged sponsors such programs is really
less important than that such a service be
developed and made available in many
more communities than is now the case.
Noninstitutional services have been developed and provided for by differing professional and nonprofessional personnel.
Sponsors of programs have included public
agencies, private voluntary agencies, communal organizations, and commercially run
ventures. A random enumeration of some
of what has been done would include hospital home care, group work and recreation
programs, residence clubs and boarding
homes, geriatric diagnostic centers, and
other programs which virtually cover every
aspect of aging, employment, health, housing, recreation, and education. In this
paper we shall consider the battery of services possible in the family agency.

Family agencies are seeing more and more
aged clients, and are offering such services
as counseling, homemaker service, foster
care, employment counseling, skilled referral services about other community resources, group counseling, psychiatric diagnosis and treatment, friendly visiting, family
life education, and direct financial assistance for specialized needs.
The Jewish Community Services of Long
Island, a multiple-service family agency on
whose experience this paper is based, found
that specialization has demonstrated not
only more quantitative help to the aged, but
has provided a qualitatively more effective
service. Because of the prevalent negative
attitudes toward the aged, some form of
departmentalization appears to be necessary
if the aged client is to obtain the service
he deserves. We all know instances in the
undifferentiated agency where older persons
have been served and well. However, the
trend in most generalized family agencies
is to shunt aside the older client by giving
him to the student as the "easy" case; or
taking too literally the presenting request
for service; or not following through as one
might with a client whose situation appears
more interesting or urgent. Because of
shortage of staff, clients may be in competition for the worker's time and marital or
parent-child problems may have more appeal to the worker-the social worker, unfortunately, is not immune to the elderneglecting virus which is widespread.
HOMEMAKER SERVICE
In the search to find ways to help the aged
stay on in the community, homemaker service is an important one in the battery of
approaches. It is a combination of practical nursing and housekeeping service sensitively administered by the caseworker of
the agency to enable a family or a single
person "to keep the home fires burning."
A couple comes to mind, recent applicants
to a home for the aged, who really would
have been much happier if they could have
had such a service as this and could have
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kept up their own apartment. The woman,
in her middle 70's, was finding the job of
shopping, cooking three meals a day, and
cleaning her apartment physically more
than she could stand. She had one married
son but her daughter-in-law, try as she
could, was overwhelmed herself with the
task of raising four small children on a very
moderate income. The older couple's income from social security and a small oldage assistance supplement from the public
agency enabled them just to get by. This
hardly allowed for any kind of domestic
help, let alone the kind of understanding
assistance that could help the older woman
gracefully and partially relinquish some of
the arduous aspects of her housework that
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It was felt that a complete separation
from all that was familiar to her-and entry
into a home for the aged-would be killing
to her, and that homemaker service would
be a better answer. Homemaker service,
even over a long period of time, need not be
continuous or full-time care; the homemaker may be needed for only half-days,
perhaps only two days a week. It certainly
is a less costly and more effective way for
some individuals to stay on in the community.
COUNSELING SERVICES
Counseling services for children and parents, for husbands and wives, and for older
persons are not new-family agencies have
been giving these services for years. There
was a time when the voluntary agency
seemed literally to control the lives of a
large group of families for a long period
of years. Then the pendulum swung to
giving short-time focused services in connection with such problems as emergency
family assistance, help to new Americans,
and so on. Somehow, work with the aged
was not considered much of a challenge,
perhaps because there is something about
these later years that seems to make us retreat both personally and professionally.

This was a phase of life we had not gone
through ourselves, as contrasted with childhood, and we could not quite understand
how it felt. Or if we tasted its bittersweet
flavor, we were equally repelled, since there
seemed no satisfactory approach or answer.
We know now that counseling can directly help older people and also help the
younger people with the burdens and responsibilities of caring for aging familv
members when that becomes necessary.
There are many in the community who are
faced with the problem of where the aged
widow or widower should live. Regardless of place, there are poignant difficulties
of interpersonal relationship between adult
children and aging parents. Many an older
pcI
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locked in an unhealthy conflict for an unnecessary number of years. If they could
use the services of the family agency's counselor, they might be helped in arriving at
more satisfactory relationships.
PRIVATE RESIDENCE PROGRAM
Foster home placement for the aged. as its
popular name indicates, is borrowed from
the child placement field and has proved to
be an effective way of helping older people
stay on in the community. Because the
aged are not children, the preferred term
is "private residence program" and describes
the provision of a substitute family living
arrangement. The aged person has the
privacy of his own room, takes his meals
with the family, and shares in the privileges
and responsibilities of family living. This
is no cold rooming or boarding arrangement. The resident, as the client in placement is called, becomes a part of the household, is included in the social life of the
household, uses the living room, TV set,
and telephone, and contributes of himself
to the life of the family. He may have relatives and friends visit. He may come and
go as he pleases, participating also in the
life of the community as he has until now.
In addition to the direct services provided
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by the residence owner, the agency's core
service is the help given by the trained
caseworker who helps make this plan really
work-through administering the financial
aspects of the plan as well as helping with
the relationships with adult children and
the residence owner. Important, too, is the
provision of a medical preventive and treatment service under the agency's sponsorship.
The private residence program can serve
a number of purposes. It can be used as
an interim resource for those who may be
on a waiting list of a home for the aged;
it can be used as a temporary plan if a
family is incapacitated by illness or wishes
to take an extended vacation; short-time
placements during holidays have also been
successful. Primarily, however, foster care
is an effective plan in itself for a way of life
that is most satisfying, psychologically, to
some individuals.
The private residence program for the
aged has not yet been tried out extensively
on a national scale-the contention is that
in intermediate-sized cities it is not a workable plan. However, instances could be
cited of unsuccessful ventures in large cities
as welli Those who have seen the program
work are convinced it can be done elsewhere. In addition to conviction and skill,
one can profit from the experience of pioneers in this area, and thereby avoid some
of the mistakes that they made. There is
an available, though small, body of literature for study and reference.
It is not easy to establish and make a
private residence program work; something
more than generic casework skill and knowledge is required. Direct experience in
foster home care of children may be of help.
However, too facile analogies have been
made to show how "orphan asylums" gave
way to foster home placement, with the
intriguing possibilities of its being a cheaper
way of handling the problem. But it looks
glamorous only on the drawing boardimplementation is another thingl The
casework process of finding homes and helping the aged with their ambivalence about

a new service is a slow and painstaking
thing.
Home finding. The motivations for
becoming a private residence owner may be
many but the agency recognizes two primary factors: financial remuneration and
a genuine interest in and feeling for older
persons. At the beginning, newspaper advertising was the source of finding homes,
with very few selected from many inquiries.
Subsequently, referrals came from the community. Out of the experience of what
proved most helpful the following requirements were established for private residences.
(1) The family must be Jewish
(this was a Jewish agency). (2) The family
must have an independent income for its
own maintenance-verification of this is
requested. In other words, they cannot be
wholly dependent on this payment. (3) The
applicant must be ready to be interviewed
in the agency office and file an application.
(4) The family must show readiness to allow
the caseworker to visit the home and to
interview other members of the family regarding their feeling about taking in an
aged person. (5) Medical verification by
applicant's own physician of physical capacity to care for another person, including
freedom from communicable or contagious
conditions. (6) A private room must be
offered. (7) Both dietary needs and special
diets must be offered. (8) Readiness to care
for the older person during acute illnessthe way one would attend to a member of
the immediate family-is needed. (9) Extension of socially accepted hospitality
toward client's family and friends is another
expectation. (10) Readiness to supply basic
necessities such as soap, linen, and use of
telephone is required. (iI) Readiness to
work with the agency and to accept supervision and help is also a basic requirement.
DEVELOPING THE PROGRAM
Most new social service programs require
two or three years to develop and demonstrate what can be done; this is particularly
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true of foster care for the aged. Potentially
good foster homes are hard to discover. A
great deal of casework time goes into the
sifting out process and then it takes time
to develop and train-so to speak-residence owners to an agency's expectations
and way of working. Since a matching of
resident-residence owners is done, there may
be a fine home that is accepted, for whom
there may not be a prospective resident because of its special characteristics.
Another time factor is that while it takes
a minimum of six to eight weeks to effect a
placement because of the ambivalence of
the applicant, it may take as long as six
or nine months to complete. Some persons
hnvp dronned out only to return a year
or two after initial exploration and consideration of the service. To the social worker
and the agency who are new to the program,
this lag may be quite anxiety-producing and
frustrating and may result in a premature
withdrawal and rationalization that the program does not and cannot work. It may
be helpful to know that Adult HomeFinders and Cpunselors, a commercial, professionally staffed agency found that it took
more than two years to get going before
their work load became heavy. (Incidentally, here is an interesting area for the
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private practice of casework where the preparatory training of social work seems altogether appropriate.)
It seems elementary that people are not
going to request a service they do not know
about. Obviously, too, new services need
publicity in order to become known. Once
the service is available, then people can
make use of it. Proposals for studies to
demonstrate the need are apt to be misleading and academic for, in such a new
venture as foster care of the aged, it is the
supply which creates the demand and not
vice versa. Also, the demand for this service will not come as an automatic response
to the fanfare of launching and setting up
the program, but the tested and successful
experience itseit nas a way oi 'uiiug;lu a
many referrals of both prospective residents
and residence owners as all the other sources
of referrals combined.
We have sketched in a number of noninstitutional services for the aged that have
been successfully demonstrated. The reality
is that few of these types of services are as
yet available in most communities. Helping the aged to meet its pressing needs deserves the highest priority on the social
planning calendar.

208

NURSING HOMES

Reprinted from the JOURNAL OF THE AMERICAN GERIATRICS SOCIErY
Volume 8, Number 9, September, 1960
Printed in U.S.A.

MEDICAL, NURSING, RECREATIONAL AND PERSONAL
ADJUSTMENT PROGRAMS FOR A SMALL INSTITUTION FOR THE AGED AND CHRONICALLY ILL*
ARTHUR FARBER, M.S.t
Caroline Kline Galland Home, Seattle, Washington

The Board members and the administrator are the people who carry the
responsibility for the nature and character of an institution for the aged. The
level of service, the quality of the programs and the standards of the home which
they direct are dependent upon their basic understanding of the function of their
agency in a changing society (1, 2). This appreciation of the needs of the aged
people whom their agency is designed to serve is reflected in the provision of the
means and leadership necessary to sustain and nourish an effective institutional
program.
THE INTRODUCTION AND COST OF NEW PROGRAMS

This paper deals with the medical, nursing, leisure-time and personal adjustment programs in an institution for the aged and chronically ill. Such programs were either minimal or unheard of a generation or two ago, yet today they
are practically the justification for the existence of homes for the aged. Not so
long ago, the medical and nursing programs were appendages, and they gradually
became attached to the home by necessity rather than by design. Even today,
recreational and personal adjustment programs are often regarded as frills, and
have to be especially underwritten by specific gifts or bequests, or else conceived
as "running themselves" through unsupervised volunteers, or by a resident who
has had some recreational experience.
The transition of the institution for the aged from a domiciliary and custodial
form to a social agency for the care, treatment and rehabilitation of the chronically ill and those in need of protective care, has become more and more of a
necessity in every community. This does not make painless, however, the changes
that have, and should take place. There are a number of instruments for this
change, and the pattern in each community will vary according to its own local
and particular situation.
Whenever any institution has been in existence for a long period of time and
has developed a history and tradition of its own, it has built-in machinery for its
own perpetuation. Persons in power have developed a stake in what they have
helped to create to the best of their knowledge and capacities, and the product
of their work may have served its function well, until changing circumstances
posed new necessities. There may also be a tendency to glamorize and idealize
* Presented at the 23rd Annual Regional Assembly, Western States Region, Council of
Jewish Federations and Welfare Funds, Portland, Oregon, January 22, 1959.
t Executive Director, Caroline Kline Galland Home.
Address: 7500 Seward Park Avenue, Seattle 8, Washington.
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past accomplishments. This does not mean that we should discard what was
valuable in the past and may still be useful. In any event, there is bound to be
resistance to the new, not alone because it may supplant the old, but because
the new is apt to be more costly. In some ways, it may be much easier to start
a completely new institution than to go through the metamorphosis of an old one.
Usually, the change receives its impetus from the developed awareness on the
part of Board members for the need to provide the newer types of service. The
Board's understanding is helped along by either the central planning body in the
community, or the national standard-setting agency. The first step may be for
the local institution to request that a professional consultant make a survey of
existing programs and offer recommendations. If the pattern in the institution
for the aged has been that of a lay Board's direct management of the home, with
the use of a matron, superintendent or housekeeping couple, the next most
fundamental step in advancing the standards of the institution is the employment
ot a professional as executive director. Ine employment o0 tnlis person, wno
should qualify as a trained social worker or hospital administrator and who should
accept and like older people, is perhaps one of the most essential and crucial
responsibilities of the Board.
It is in the employment of the administrator that conviction about the institutional purpose becomes so essential. Not only will his salary have to be
higher than that of a matron, but it will be necessary to professionalize and raise
the standards of all personnel employed by the institution. Salaries are likely to
rise from less than 50 per cent of operating costs to between 60 and 75 per cent,
and total costs will also increase.
There may be compensating factors in the.increased cost of salaries (aside
from humane values and the nature of the care provided). For instance, income
may be increased proportionately. Most Jewish homes for the aged receive 70
per cent of their income from payments for services, equally divided between
public and private sources. Some homes may not have been availing themselves
of public payments. Generally speaking, with the rendering of more specialized
service, homes may charge more and thus receive more income. It is noteworthy
that in the State of Washington, monthly payments are made as follows:
Group
Group
Group
Group
Board

I (heavy nursing care)
II (moderately heavy nursing care)
III (moderately light nursing care)
IV (light nursing care)
and Room (domiciliary)

$192.00
$157.00
$127.00
S102.00
S 68.00

Thus it may be possible, because of these incentive payments, to hire a better
qualified and more adequate nursing staff at perhaps no greater net cost.
The administrator plays a decisive role in implementing and putting into
practice the evolving policies which the Board formulates. Clarity of purpose
and a desire for a fine program of care are most important, but translation from
the blueprint stage to the working stage requires skills and knowledge in the field
of gerontology and the capacity for attracting, coordinating, supervising and
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training a large staff of persons with diverse disciplines and job classifications.
It is not enough to employ a good physician, nurse and social worker; they must
learn to work together as a team. A good chamber-music ensemble is much more
than a group of virtuosi who may not be able to subordinate themselves appropriately. The administrator is responsible for helping to create an atmosphere of
understanding, and the development of constructive staff attitudes. In the care of
the aged, let us not forget that the client has more hours of contact with the
nurse, the waitress, the maid and the janitor than with the supervisory personnel.
Unless these employees are selected and trained to understand both their jobs
and their attitudes toward the client, good care cannot be rendered.
Among the factors involved in the everyday management of a home for the
aged are the following: admission policies; relationships with other agencies
serving the aged, particularly the family agency; nursing and medical programming; the use of casework and psychiatry within the institution; problems
concerning emotionally disturbed persons and so-called borderline cases; leisuretime activities; and the relationship of the voluntary institution to the level of
public services.
ADMISSION

POLICIES

Every social agency, in order to operate effectively, should have a defined
policy, know its function, and act upon it. There are so many unmet needs of the
aged that an institution cannot make up for all the lacks in the general community. If the institution continues to attempt to meet all of the needs for care
of older people, it will not only be failing in this endeavor on its own grounds,
expanding beyond what it should do, but will be retarding the development of
other services by other community agencies. Balance in this respect is necessary.
Asking for a definition of agency function is not a request for a rigid set of
authoritative rules. A home for the aged should be an adaptable, flexible agency
related to the needs of clients with various degrees of emotional and physical
impairment.
An institution for the aged must work out its own definition of what it can
and cannot accomplish, and who belongs in it and who does not. Such a definition
might be: To serve those older persons whose physical condition or social and
emotional circumstances necessitate a protected environment, and for whom a
non-institutional plan would not be appropriate.
A home for the aged should consider the admission of applicants in the following groups: 1) the healthy ambulatory aged needing protective care; 2) the
chronically ill needing long-term, but not hospital care; and 3) the bedfast and
infirm needing intensive nursing care. With regard to any of these categories, the
home needs to assess its equipment, staff and finances to see if it can provide the
appropriate service. It may, for example, assume some responsibility for those
who are bedfast and infirm to the extent that it will look after persons who enter
under categories 1 and 2 and subsequently need infirmary care, though it may
not be ready to offer infirmary service to new applicants. With sufficient under-
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standing and planning and as the necessary physical facilities become available,
expansion of service to such a bedfast group may eventually be possible.
In general, a home for the aged should not accept following groups: 1) those
who do not have the capacity to make their own decisions about coming into the
home; 2) those whose limitations require custodial care in a total way, and who
are unrelated to their environment; 3) those who do not have the emotional
capacity to accept the necessary minimum of medical and nursing supervision;
4) those who may be detrimental to themselves and others; and 5) those with
communicable diseases. One can readily see that to administer such policies, it
is necessary to acquire a thorough knowledge of the applicants in advance. To
obtain a perceptive and confidential social history that can at the same time be
constructive and helpful to the applicant, requires the service ot professional
case work. Institutions which are large enough, and in which there is sufficient
understanding of the value of such a program, usually employ their own social
case workers to make their admission studies. The smaller and intermediate-sized
Jewish institutions, for example, are usually able to work out arrangements with
the Jewish Family Agency for this necessary service. When no professional person
is employed by the Jewish Family Agency, a working agreement may be sought
with the non-sectarian family agency.
Professional studies regarding admission policies are usually presented to an
Admissions Committee of the Board. Every Board should ascertain whether an
effective professional admission policy is part of its operating procedure, both for
the benefit of the client in arriving at a decision regarding entry, and for the
protection of the institution.
RELATION

TO THE FAMILY AGENCY

There are many non-institutional services which the existing community
agencies should offer to the aged, both on a preventive and on a treatment basis.
The institution should not be the sole resource or the "catch-all" for every aged
person requiring special service. Group living is alien to most people, and good
service in an institution is far too costly to be given in undifferentiated fashion.
The family agency, the public agency and the hospital extension program help
aged people to remain in their own homes through such means as homemaker
service, foster home programs, home care and meals-on-wheels, all of which have
an important place in the group of services for fulfilling the unmet needs of
the aged (3). The liaison and working relationships between the institution and
these other agencies, therefore, become vital factors in enabling a community to
plan on the basis of the clients' needs.
Although each agency should contribute vigorously towards its goal in meeting
present needs and should participate with the central community organization in
planning, the initiative and the overall perspective can best be supplied by the
latter agency (4).
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MEDICAL SERVICE

Nursing service
Even after exclusion of the persons who are too sick to be served in the institution and the persons who are well enough to remain in the community, there
is still a broad spectrum of clients ranging from the ambulatory to the bedridden.
An important document in giving the picture of trends regarding the medical
care of residents in Jewish Homes for the Aged can be found in "Organization of
Personal Health Services in Homes for the Aged" by Goldmann and Deardorff
(5). The trends are unmistakable in terms of the increasing quantitative and
qualitative employment of nursing personnel. The nurse, perhaps more than any
other single employee in the institution, has most contact with the client. In the
smaller institution, the charge nurse is not only responsible for her own staff of
licensed practical nurses and nurses aides, but frequently acts as the assistant
administrator, and she is one of the key persons in maintaining a program of high
standard. It is invaluable to have as the supervising nurse a woman of maturity
who is interested in and dedicated to the care of older people. She must be able
to accept aged persons and to be challenged by the problems they constantly
present. She is like a barometer or Geiger counter in spotting and referring
problems to the physician. She must appreciate what the doctor has to offer and
he, in turn, must be sensitive to her point of view when she calls his attention to
the symptoms and health status of the patients.
Nursing service is needed not only by patients who are assigned to infirmary
beds, but by practically all residents in one form or another. In our Home, for
example, 39 of our 40 residents are classified according to the state standards as
being in need of some form of nursing home care. Currently, up to 50 per cent
and more of residents in Jewish Homes for the Aged require intensive medical
and nursing care. There is no doubt that as the proportions of such residents rise
in homes-and this is decidedly the trend-costs of medical care will increase (6).
Whereas some patients require intensive care because of incontinence or almost
constant supervision because of mental confusion, most others require nursing
help by way of administration of medications, washing and personal care, and
some assistance with feeding.
The Council of Jewish Federations and Welfare Fund made a study of 70
Jewish homes and found that the average number of nursing personnel compared
to residents was about 1 to 5, although the variation was large. There were as
many as 25 to 30 nurses assigned per hundred beds. It was suggested that the
highest ratio be taken as a potential guide.
Medical service
Good medical programming is essential in the care of aged persons in institutions. Medical care must be preventive and continuous, rather than symptomatic
and occasional. In cities where homes for the aged exist along with a hospital or
other hospital facilities, there should be a close liaison and relationship with
these institutions, as there is obviously much advantage to be secured by such
an arrangement.
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Our own Home in Seattle has had to improvise and work out a program for
itself which appears to have many advantages. A medical policy committee was
established, consisting of 5 physicians representing the following specialties:
internal medicine, general practice, urology, surgery and psychiatry. This
representation of specialties is not inflexible. These men were asked to serve
because they are respected, experieniced practitioners in their own fields. Their
basic job is to help shape and evolve medical policy. There is also a paid rotating
panel of 4 physicians who are specialists in internal medicine, each of whom acts
as the staff physician for a period of four months; thus, each turn comes again
after sixteen months. The staff physician conducts a medical clinic for about an
hour and a half to two hours, two mornings a week. He is also on call for questions
and consultations from the staff, and in case of emergency. He conducts all
physical examinations on applicants, and makes semi-annual and annual medical
,ohppk-uns for the residents of the Home. Everv two months, a chart-rounds
breakfast meeting is held, at which the 4 staff physicians are present together
with 1 member of the medical policy committee. The staff doctor on duty presents
the cases of one-quarter to one-third of the residents in the Home. The discussion
about the patient's condition is lively and informative. It enables each doctor
to keep in touch with the medical status of all of the patients, even when he is
not on service, and it provides each of the physicians with the professional opportunity to share his colleagues' opinions about diagnosis and treatment. It
has made the care of our patients more interesting to the physician and has
enabled the patients, in turn, to receive a higher quality of service.
In our Home, the great majority of our residents are receiving Old Age Assistance. The state has worked out certain drug formularies, so that the team
composed of the physician, the charge nurse, the administrator and the medical
policy committee has a simplified job to perform in this area-that is, to use
these formularies in the most constructive fashion. Recently, through diligent
work with our physicians as well as with some of the state authorities, we were
able to effect an arrangement whereby the state will pay for some items that
are not listed in the formulary. Additional necessary drugs are also given in order
to furnish the very best of medications and treatment for a patient's condition.
The physician's attitude toward the aged and chronically ill is of great importance, not only because of the direct impact on treatment and care of the
patient, but because the physician's feelings are so apt to influence the outlook of
the rest of the staff. Dr. Charles Cameron of the American Cancer Society indicates that physicians, like the rest of the population, can readily convey common
attitudes of despair and hopelessness when they encounter recurrent emotional
and physical illness in the patient. These attitudes may lead to 1) inertia and the
rationalizations "why take money when nothing can come of it?" or "such minor
gains are not worth the risks involved in further treatment"; 2) an over-optimism
that lets the patient down because of its very unreality; or 3) rigid and brutal
telling the truth, regardless of the patient's readiness or capacity to take it (7).
Dr. Cameron points up the problems in such approaches: "There is one grave
danger in adopting the attitude of compromise in caring for any patient-even
the patient with advanced and seemingly hopeless cancer. Such compromise
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may become expedient at some point in the course of cancer. But where shall that
point be designated? If it seems best to give up in one case, why not in the next?
If prolonging life appears normally unsound in one case, will the same not hold
in the next one? When shall the doctor and his team slacken their efforts? Who
shall say when the battle is over? The danger is obvious: To reduce therapeutic
effort at any time, under any circumstances, is to endorse partial 'therapeutic
nihilism.' It is not an unattractive expedient. It saves work, and, better yet,
it saves worry. Of course, full commitment to that practice would save the doctors all worry-and, incidentally, all work."
The effort to develop optimistic and hopeful attitudes requires constant and
vigorous attention. How can each aged patient be regarded and treated as if he
were a celebrity?
In our concern for improving the care of the patient, and in our dealings with
the medical and nursing personnel and our medical policy committee, the question of mortality rate has been raised. This is a touchy and complicated subject,.
and needs to be dealt with in a realistic and responsible manner. The extreme
point of view dismisses all accountability with the easy diagnosis which is no
diagnosis, namely, "old age." Many patients have multiple and almost continuous complaints which must be recurrently investigated. These can get to be
like the little boy's cry of "Wolf, Wolf!" The medical team (doctor and nurse),
after investigating the complaint a number of times, may label the person as a
"chronic complainer" and underestimate the seriousness of the "alleged" difficulty. It should always be remembered that, especially with the aged chronically
ill, no matter what the neurotic overlay or emotional disturbance, the patient
eventually dies of a specific (or multiple) illness. Symptoms may be difficult to
differentiate, and careful attention by trained and interested professional personnel can literally make the difference between life and death.
The relationship of the administrator to the medical and nursing staff requires
a tremendous amount of understanding and diplomacy for the development of
the best elements in a working team and high staff morale. The administrator is
responsible for the proper functioning of the medical and nursing program, and
he should be familiar with and actively interested in each patient's health and
care. He is in continuing communication with the doctors and nurses about the
ever-changing medical and emotional status of the patients. This vital give-andtake, the encouragement of questions and fresh approaches, the interest in the
patient as an individual, and the serious considerations of public health problems,
all result in a high standard of health care.
Costs of medical services in Jewish Homes for the Aged
As a backdrop for estimating costs of medical services, it may be helpful to have
some general information. Daily operating costs in 6 small institutions for the
aged (18 to 46 beds) in 1954 averaged $6.70 per resident, ranging from $5.10 to
$7.90. In 12 larger homes (150 to 250 beds) in 1955, daily operating costs averaged $5.12 per resident, ranging from $4.10 to $7.10. However, costs have gone up
since 1954-1955 in almost all institutions for the aged. Moreover, the small home
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is less economical to run than the larger one. In the smaller homes the total
salaries usually take from two-thirds to three-quarters of the total operating
budget, whereas in the larger homes the proportion is from one-half to two
thirds (6, 8).
Although I do not have medical service costs for the smaller homes, a 1954
study of 6 large institutions showed that there was a fairly narrow range in 4 of
the 6; in these 4, the medical salaries constituted about 50 per cent of all salary
costs. At the Galland Home in 1959, medical and nursing salaries constituted
about 53 per cent of our salary budget. Medical expenditure for salaries, supplies
and expenses tends to amount to about one-third of the total operating budget,
and therefore is the most expensive item in the costs of management of the
modem institution for the aged. In any discussion of per capita, per diem figures,
comparisons with a particular home should be made with caution, since there are
at least four important variables: 1) variations in resident population as to sickness and need for intensive care, as well as services being offered; 2) the extent
to which other community services, including medical case work and group
work, are available without cost to the institution; 3) the size of the institution;
and 4) the regional and local factors regarding labor, materials, food.and other
costs (6).
USE OF CASE WORK AND PSYCHIATRY WITHIN

THE INSTITUTION

Case work
Professional case work is extremely important in the admission procedures of a
Home. Placement in an institution, in itself, involves a difficult separation process
for even the healthiest of persons with a positive motivation for giving up his
previous way of life. Case-work help for three to six months for each new resident
and his family is thus a necessary service; even a longer time may be needed for
some clients. With the onset of new illnesses and medical conditions that inevitably take place, the traditional skills of medical social work are required. A
basic conviction and knowledge about the applicability of case-work aid for aged
persons is needed, as well as administrative sanction, if such a program is to prove
helpful to the client.
Up until last fall, the Jewish Family and Child Service staff was providing
case-work services to residents of the Galland Home. The agency was giving the
Home from two and a half to three days a week of professional time in active
supervision of about 20 cases (half the resident population), in addition to taking
care of admission work. This was a valuable contribution. In order to maintain
the proper kind of liaison between both agencies, we conducted monthly meetings
at which were present the family agency staff, the Home staff physician, the
charge nurse and the administrator. Usually, one of the social workers presented
a case and gave a summary of contacts; this was followed by discussion. In
addition to these monthly staff meetings, workers from the family agency were
in almost weekly communication with the cook, charge nurse, doctor, administrator and other personnel of the Home concerning their cases. The workers also
received supervision from the administrator in regard to cases under care. Carbon
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copies of the current interviews were sent in advance of regularly established
conferences, and the Home was able to have its own record of case-work contacts.
More recently, the Galland Home and the family agency were able to work
out an arrangement for the Home to have its own case worker. on a part-time
basis. The Home has benefited by having a worker, all of whose professional
time is spent in helping the residents and their relatives, and in work with the
staff. In addition to individual interviews with clients, there has been group work
in developing some features of self-government by means of a Good and Welfare
Committee, and several other projects. Also, the Home has a second-year graduate student from the school of social work.. In a small institution, it is particularly helpful to have an administrator who is professionally equipped to offer
case-work supervision, and is prepared on occasion to do case work himself.
Although the administrator has to maintain contact continually with each of the
residents, this is not a substitute for a planned case-work service.
The following is an illustration of how case work may help: Mrs. F. was an
88-year-old woman with a history of having had a tumor removed some three
years before coming into the Home. She had been widowed for many years and
had no living relatives. She needed to cover up her dependency needs with a pose
of superiority, so she isolated herself from the other residents by getting into
pitched verbal battles. When her gastric symptoms became more intense, she
threatened to leave the Home. Her complaints about the food were quite unrealistic, but nevertheless loud and vituperative; suspiciousness and great distrust were evident. Her case worker, having established a warm and accepting
relationship with her, was able to help her undergo a medical check-up and
referral for an intensive gastro-intestinal work-up in the county hospital. Despite
the client's disclaimers that she didn't care if she died, the social worker was able
to get her to express her fear that she was going to die of stomach cancer, as had
her husband. Her brave front crumbled as she cried it out with her case worker.
-No longer alone, she could face the reality of her medical condition. In this
instance, there was good news from the doctors; thus her anxiety tended to be
less displaced regarding food and her relationships with the other residents.
Because of Mrs. F's experience with her case worker, she felt more comfortable
in the Home, and had a sense of belonging that had been absent previously.
Psychiatric consultation
For almost a year we have employed the skills of a consulting psychiatrist for
about four hours a month. His time is used in a variety of ways, e. g., to deepen
the understanding of disturbed personalities, and to find more effective ways of
dealing with cases of upset behavior. The psychiatrist attends the training
sessions with the nursing staff, which are held on a monthly basis. His time is also
used for diagnostic evaluation and suggestions regarding therapy for individual
patients; he sees the patient on some occasions and has discussions with the case
worker at other times.
THE DISTURBED AND DISTURBING

PATIENT

Whatever the diagnosis, whether it be senility, mild psychosis or disturbed
and disturbing behavior, what is the responsibility of the voluntary institution
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in caring for such persons? One of the facts that has impelled the voluntary
institution to take responsibility for patients in this area has been the inadequacy
of solutions under public auspices. The standards of care for the disturbed aged
and the senile patient in state hospitals have been woefully inadequate. In
reaction to this state of affairs, and because of the resistance on the part of
families to commitment to state institutions, tremendous pressure has heen
exerted to care for this group of persons otherwise. With proper administrative
sanction, the development of staff understanding, the employment of auxiliary
health specialists, and recognition of the bounds within which effective help can
be given, much constructive programming can be done in working with these
so-called borderline cases. Ultimately the responsibility should again come under
public auspices, in order to underwrite the care of this group of patients (often
done through qualifying them under nursing classification payments), and/or to
improve the public facilities. There are some states, such as New York, that are
actively considering the establishment of "homesteads." These will be separate
facilities for the disturbed aged person, so that commitment to state hospitals
will not be necessary.
The value of psychiatric consultation is illustrated by the following case: Mr.
S., a 75-year-old man, was admitted to our Home about two years ago. He was
scheduled to go to a state hospital. His 4 adult children and their families had
found it impossible to keep him in their own homes, and he had "failed" in 4
proprietary nursing homes because of his severe behavior problems. This man,
who spoke primarily Yiddish (it was later ascertained that he was able to communicate in English in a minimal way with our non-Jewish staff), got into loud
altercations and displayed obstreperous behavior with the other residents and
particularly with the nursing and dietary staffs. We had asked for a psychiatric
diagnostic examination before his admission, and it was found that Mr. S. was
not psychotic in spite of his obvious emotional disturbance. An incident during
his first week at the Home may illustrate his lack of socialization; the charge
nurse saw him on all fours eating a spilled soft-boiled egg from the floor. However, real progress was made through intensive case-work help and cooperation
of the staff, especially the nurses who had constantly to administer to his multiple
medications and attend to his insatiable demands for care on the most infantile
level. Today he is accepted as one of the regular residents despite his difficult
behavior pattern and occasional flare-ups. He now considers this to be his home
and has been able to modify his behavior and get along better than his family or
we might have expected.
RECREATIONAL AND LEISURE-TIME ACTIVITIES

Programs of this nature are vital in preventing unnecessary and costly human
decline. The value of participative, rather than passive, use of leisure time is an
important principle. To be successful in activating eyes and hands that have been
fallow, or spirits that are pessimistic, insecure and despairing, requires a program
with professional supervision. In most communities, the availability of staff
members from a community center is a ready resource. This service to the aging
on the part of a Jewish Center, however, involves no monetary return in terms

218

NURSING HOMES

of fee payments by the client group. Therefore, it is most essential that the Center
have a conviction about the importance of programming for these clients.
Extension service by Jewish Centers to homes for the aged, as well as other
settings, has become an established practice. When this can be worked through
on a mutually satisfactory basis, it can be most productive to both agencies. It
is essential that the group worker from the Center be given administrative support to operate within the Home setting, and that this worker have a liking for,
and interest in working with the aged. When such a worker cannot be obtained
from the Center, the institution should employ its own worker, but the costs of
doing so on a professional level are high for the smaller home. Where there is
conviction, however, it can be done. For example, special gifts can be obtained
by women's auxiliaries or individual gifts can be earmarked for this purpose.
Once the funds are available, there may be problems in recruiting trained personnel. Here the professional leadership of the administrator can be important
in selecting and finding personnel, provided the Board has established policies
which are enlightened and will underwrite the type of service desired. Improvization may be necessaryin the smaller home. If there is a worker on the staff who
has skill in the group process but is deficient in arts and crafts abilities, it is
possible to provide for the latter type of program by means of session workers
and volunteers operating under the supervision of the group workers.
THE VOLUNTARY

INSTITUTION

IN

RELATION

TO THE

LEVEL OF PUBLIC SERVICES

Voluntary institutions are directly affected by the level of public welfare programs, and by the direct monetary payments they make to qualified residents.
Experience in the family agency field has demonstrated that the private agency
simply is unable to foot the bill for basic relief needs, though before the great
depression of the 1930's this had been its primary function. Public payments
for service are a major source of revenue for institutions for the aged. *Not only
do these direct payments make possible a more adequate nursing and medical program, but frequently the public agencies, because of their control of the
purse strings, have contributed towards raising the levels of care by their requirement that certain minimal standards be met.
We can take a page out of the book of the Washington State Nursing Home
Association in regard to the stake held by the well-run nursing home in raising
standards. The nursing-home group, including commercial and nonprofit institutions was alive to the implications of creating a more favorable public image;
therefore it helped to secure more equitable rates for care from the legislature,
and showed genuine interest in working towards improved conditions and practices. It is interesting that the licensing agency (the Hospital and Nursing Home
Section of the State Department of Health), which is concerned with the administration of the Nursing Home Act, finds that it can work effectively in
concert with a responsible self-regulating group such as the Nursing Home
Association. These agencies have jointly conducted educational workshops for
staff training.
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There has been recent discussion in the Jewish institutional field concerning
the development of a national association for non-profit homes for the aged.
Apparently there is interest in this development on the part of the Department
of Health, Education and Welfare in Washington, D. C. Undoubtedly there is
need for effective channels of communication between federal, state and local
public agencies and voluntary agencies, with the aim of raising the level of services and care for the ever-increasing numbers of aged and chronically ill patients
in institutions.
Active community leaders and members of Boards of homes for the aged have
an important role to play, not only in such associations, but on local Health and
Welfare Councils and on Governor's Legislative Committees on the Aging, as
well as in geriatric and gerontological societies. All of these forms of membership
can serve useful functions in both learning from and contributing to others, and
in advancing the services to this Number One priority group-the aging.
SUMMARY

Responsibility for leadership in the development of modern facilities and
programming for small homes for the aged and chronically ill rests with enlightened understanding by the Boards and administrators of these institutions.
Medical, nursing, leisure-time and personal adjustment programs for such a
home are outlined. Important considerations are the criteria, policies and
processes of admission, and the relationship with the family agency. Various
aspects of nursing, medical casework, psychiatric and creative activity programs
are discussed, as well as the relationship between voluntary institutions and
public services.
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Senator MORSE. Next witness? We are delighted to have you.
Will you give your name to the reporter, and proceed in your own
way?
STATEMENT OF A. W. LADE, RICHLAND, WASH.
Mr. LADE. Senator Morse, ladies and gentlemen, I want to take this
chance to make a public declaration of my support to the Congress of
the United States when they passed the Social Security Act in 1935.
I don't know whether you voted on that. I think you did, didn't you?
Senator MoRsE. No, I didn't. I wasn't in the Senate. I was elected
in 1944.
Mr. LADE. Well, anyhow, I am sure you would have. You would
have supported it if you had been there, wouldn't you?
Senator MORSE. I have offered so many amendments to improve
the social security system that I think my record of offering amendments couldn't have been a more ardent support of the social security
system.
Mr. LADE. I believe that, Senator Morse. I probably shouldn't
mention that, but I thought I would throw it in.
Senator MORSE. I should ask you a question. Do you vote -inWashington or Oregon?
Mr. LADE. I vote in Washington, Senator.
Senator MORSE. I am just teasing you, but I can see, from what you
have already said, I would like to have you in Oregon.
Mr. LADE. Did I state my name?
Senator MORSE. No; you didn't.
Mr. LADE. My name is A. W. Lade of Richland, Wash. I am past
president of the senior citizens group in Richland for 1960. I will
Just say a few words about that. Ours is more or less of a social
group. It's just for entertainment for the members themselves. We
meet every Tuesday night, and, personally, I think it's too often.
There are several people there that are older people and they like to
come once a week. I tried to get that changed, but I couldn't.
Now, as far as activities are concerned, it's mostly social. We do
have a few women who go to the nursing homes around the tricities
area, of which there are three of them and probably should be more.
I also want to mention the fact that in the city of Richland there
is a peculiar situation there. As you all know, this was a city that
was started and grew up during the war. It just recently became incorporated, and up to 3 years ago, anybody who retired from GE
had to leave the city, but that's been changed now, and people can
stay after they retire. I retired 3 years ago, and I'm still living in
Richland, but it's surprising to see how many senior citizens have
come up since the city became incorporated. As I say, at our meetings, we have all the way from 25 to 40 people at our meetings, which
shows that there are a few older people there. In other cities throughout the country, of course, they must have more percentage of aged
people.
Now, my interest is to have the medical aid to senior citizens hooked
up with the social security. I think it's the only fair and just way
of helping the aged people, and I am sure that any young person
working now would be glad to lay quite a small percentage of his
earnings away, if he could be assured of security and medical atten-
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tion when he got older and had to retire. Now, I think I will conclude now and give somebody else a chance.
Senator MORSE. It has been very helpful testimony and I am glad
to give you this opportunity. Who will be our next witness? Is
there anyone who would like to come up to the microphone and make
a statement?
FURTHER STATEMENT BY MRS. LUCILLE KELLY, COMMITTEE ON
LEGISLATION, STATE NURSES ASSOCIATION
Mrs. KELLY. I would like to speak again.
Senator MORSE. We are glad to have you back, Mrs. Kelly.
Mrs. KELLY. Thank you. I'd like to speak just as a citizen because this does affect me in three ways. This affects me as a homemaker, as a nurse, and as a member of my association. We are conexneerned because we feel that these people need to be cared for. I'm
concerned because I have an elderly mother living with me. She gets
social security of $49.50. She is a diabetic. She cannot afford adequate medical care. So, my brother and I help contribute to this.
Another reason that we feel that there should be help to elderly citizens is because she does not like to take this help from us. As a lady
stated here earlier, this is a matter of pride with her.
Again, I have a boy just going into college. We have four children.
They tell us it's going to cost $2,000 a year to educate these youngsters. I am anticipating an indebtedness of $40,000 if each one of
them goes 5 years. We are happy to do this. We try to educate our
children. We feel that this is a big hole in our budget, too. We are
able to provide for it through my working and my husband being a
farner. However, there are other families that have this same problem. They cannot provide the adequate care that these mothers need,
and yet they do not need to be in a nursing home.
So, I feel, as a citizen, this would be helpful for social security
insurance to do that, to help our elderly citizens. Thank you very
much.
Senator MORSE. Thank you very much. It is very, very helpful.
The next witness? There surely must be others who want to help us
with our problems.
STATEMENT OF NEIL MEADOWCROFT, WALLA WALLA, WASH.
Mr. MEADOWCROFT. Senator Morse, members of the committee, my
name is Neil Meadoweroft, husband of Mrs. Sally Meadowcroft. I
am a Federal employee here in town; I am a Federal employee in
Walla Walla with the Corps of Engineers. I am speaking and interested in the subject of the day.
As a Fedoral employee and as a professional employee with a sufficient salary, I find myself with the prospect, after service of nearly
30 years, that the retirement income won't be adequate. Since over
an extended period we have contributed between-I think originally
it "as 21/2 percent, and now it's 61/2 percent of our salary to this
fund, the Government supplementing that, it seems to me that one
of the means that is available for our older citizens is that the social
Reenritv contribution that they make those individuals might well be
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increased as time proceeds so that they could have benefits which are
comparable.
Just a few days ago, I visited my brother in California who is
approaching retirement, about the age of 64, and next year he will
retire, and he told me that the company that he works for, the Pacific
Gas & Electric Co., will contribute about $170 a year-excuse methat the social security program will contribute that a month, the
Pacific Gas & Electric Co. about half, and then another former emplover about the same amount, adding up to considerable.
Now, however, there are many, many people, as you are well aware,
who are not in this category and certainly do not have this opportunity. We have been much interested, as members of the Congregational Church in Walla Walla, in the social action aspect of our
faith, and in moving around the town and observing how people live,
one of the things we have noticed particularly is that there are many
older people living in substandard houses. This is true not just of
this town, but I don't want to cite it as an exception.
About a year ago I attended a convention of the American Society
of Civil Engineers, of which I am a member, in Spokane. One of
the most significant things that I learned at that meeting was that
under the urban redevelopment program a considerable portion of
what used to be one of the finest residential and business sections of
Spokane, though now you might call it a blighted area, will be replaced with good apartments and otherwise housing suitable for
people perhaps in the low-cost housing range. It seems to me this
type of thing is certainly worthwhile and it should be expanded.
Senator MORSE. Thank you very much, Mr. Meadoweroft. Any
other witnesses?
STATEMENT OF FRED E. DAVIS, WALLA WALLA, WASH.
Mr. DAVIS. Is there an age limit?
Senator MORSE. No age limit at all.
Mr. DAVIS. I am Fred E. Davis. As I hear this, I think that since
some of us younger citizens can speak up and be heard, I would like
to know what has become of the old-fashioned "I can do it" individuals, the days of explorers, the fur traders, the first families to come
here and homestead this territory. They sure weren't looking for
somebody to take care of them the rest of their lives. They made it
through themselves.
In my own family, my family came here at the turn of the century,
school teachers, army personnel. My grandfather taught high school
in Portland, and. in the course of his meager earnings as a high
school teacher, he managed to earn enough to buy some property,
and spent the last 8 years of his life down there-well, 6 out of the
last 8 were down there and the last 2 were in a nursing home because
he required constant care and the last few months he was in St. Vincent's Hospital. Although he had only a very small income as a
high school teacher, he, through my grandmother, was able to liquidate his property so that by the time he died, he had one house left
over, and my mother and myself didn't need his income, and he took
care of himself.
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My other grandfather had served in the Army in the SpanishAmerican War and World War I, and he was taken care of in his
old age, and my father had a small business and, as he got older,
when he got paralyzed and it was difficult to get in a car, he had
to be helped into a horse and buggy, and one point I would like to
bring up here is that he is now completely cured of his arthritis
because they were able to give him a drug, which is not a drug that's
norinally found, and this is one that was produced, you might say,
by one of the pharmaceutical companies, and it completely cured
him and he is fully recovered.
Another point is the matter of pride for the old people. I don't
think they ought to have to be told that they had to go to welfare.
One witness brought up that she had to work hard to put her children through school. Well, Senator Morse, you know how some of
these kids got through school. Give them a chance and they would
see the necessity and they would do it again.
stow, ad Or as care ior ihe aged, wiiy sihouid a fehiow nave to be
told this? If he's a veteran, naturally he would be taken care of,
service connected or not. I have no quarrel with that, and I think
that is perfectly okay, but if he goes through life and has a job, he
would have money taken out on his social security for that and someone else, and he is paying for something he isn't going to get because
he has already paid for it by the service with his company. Those
are the things I wanted to bring up.
I would like to see a person's ability to take care of himself started
early in life and then come back to the old program and try to make
people want to work after 65. If they didn't have social security
and they didn't want to quit, you could let them ramble a bit. Look
at the poor American Indian until he was taken care of by the
Government.
Senator MORSE. Thank you, Mr. Davis. The witness in the back
of the room now.
STATEMENT OF H. S. CROUTER, WAILA WALLA
Mr. CROUTER. Senator Morse, may I say my name is H. S. Crouter,
and I live at 350 South First, Wala Walla. I think mine is more
in the line of a little preventive maintenance that might be of particular interest to the younger people here.
I believe that this would take legislative correction on the part- of
the Senate or the Government, but I believe that, prior to retirement,
that the employee should be advised just what his retirement benefit
would be. This might apply to industry or government, or the railroads, but I believe that, if such information could be put out, in
quite a number of instances, the employees would automatically
augment their retirement, and, in this manner, they would stay away
from possibly the old-age aid benefit. I don't know just how to go
about it, probably, as to the submission of this any more than to
state the fact that I know as long as 4 years after .the retirement has
been cut. Should the employee have been aware that this 4 years
would have been critical, I'm sure he would have continued his employment, and his benefits would have been substantially raised, and
he would have gotten his retirement and he wouldn't fall back on
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dependency at a later time, and I think these younger fellows coming
up should have the advantage of making such a determination and
knowing just what their benefit would be.
Senator MORSE. I understand now, I think, and so that we can get
this record perfectly clear, you are suggesting a hypothetical. Mr.
A is working for X company. X company has a retirement plan,
but your point is that in too many instances X company does not make
known to Mr. A what his retirement is going to be when he does
retire, and what those retirement payments will be at different ages
in case, for some reason, he finds it necessary to leave the employment due to illness or accident prior to the retirement age maintained
under the retirement plan. Is that what you are after?
Mr. CROUTER. Yes, sir; or even voluntary.
Senator MORSE. That is, your feeling is that there ought to be a
legal requirement that, when you have as part of the wage structure
of the company one of the fringe benefits known as retirement plan,
that the employee have made available to him an accurate statement
as to what his retirement payments are going to be under a series of
circumstances that would be set out in such an arrangement? Is
that it ?
Mr. CRouTER. Yes, that's it.
Senator MORSE. I am very glad to have it in the record. I won't
find it possible to comment on it until we find out what all the practices
are and what State policies are in regard to this, as well as Federal
policies, and I should think it also would apply to any government
retired man.
Miss McCamman tells me that one of the recommendations of the
White House Conference on Aging pertains to the very point that
you are making. That was one of the recommendations of that
conference.
Mr. CROUTER. If you wish, I have a draft prepared. I don't have
it with me, but I can mail it to you.
Senator MORSE. Send it to the committee, and we will make it a
part of the record.
Mr. CROUTER. I will be glad to do that.
Senator MORSE. Be sure and get one of these envelopes that I
referred to earlier and send it to the committee. Any other witnesses ?
SUPPLEMENTAL MATERIAL SUBMITTED BY

H.

S. CRONTER

The attached draft was mentioned during the town meeting November 10, 1961,
Walla Walla.
The following is a schedule pertaining to one actual claim determination:
April 13, 1961: Filed request for retirement.
May 5,1961: (1) Received certificate of appreciation 28 years service.
May 8, 1961: (2) Received letter of commendation 28 years service.
July 5, 1961: Received tentative claim determination covering full 28 years;
$290 a month.
September 19, 1961: Received redetermination of claim deducting more
than 4 years of service; replaced to $251 a month.
Since the facts have been brought to light there is no exception to either the
length of service or completed value.
Exception is taken to the fact that actual service was not made available prior
to actual day of separation.
The draft is considered to be self explanatory.
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PROPOSED REQUEST FOR RBESrEMENT

(GOVERNMENT

EMPLOYEES)

It is proposed that retiring employees be required to furnish the employing
agency not less than 120 days' written notice of intent to retire, and that upon
receipt of such notice the employing agency will forward the employee's record
to the Civil Service Commission for checking and computing in order that
both the employing agency and employee may be advised of, the number of years
of service, and dollar value of the retirement, prior to the actual separation from
service.
Under the present procedure, the employee:
(a) Files written notice 30 days to 6 weeks prior to date separation is
desired.
(b) This notice is held in the local office until date of actual separation.
(c) Civil Service Commission furnishes the employee a tentative schedule
within a 6 weeks to 2 months period stating:
(1) Gross and net monthly allowance.
(2) Total dollar value contributed to the fund by the employee.
(This notice contains a statement to the effect that the records will be
checked and adjustment made to the claim if a discrepancy is discovered.)
ta3) in
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received such adjustments are made, increases and/or deductions including the withholding of overpayments made during payments of the
tentative determination.
Under the proposed plan:
The employee furnishes the employing agency written notice of intent to retire
120 days prior to the date actual separation from the service is desired.
(a) Upon receipt of such notice the employing agency will:
(1) Forward to the Civil Service Commission the employee's records
and service dates proposed for censideration in the retirement.
(b) The Civil Service Commission will(1) Process and verify such uates and services.
(2) Prepare a statement of gross and net monthly annuity.
(3) Furnish a statement covering an increase or decrease of services
rendered,if required.
(4) Return to the employing agency for delivery to the employee
within the 120-day period.
(5) Request additional time for determinationif the case is a difficult case.
'Comments-Proposed request for retirement:
1. There is no desire or wish to deviate from the practice of central control.
The procedure is considered thorough and should be continued.
2. It is considered that each retiring employee has a right to know, the
amount of time or service considered in the computation and the dollar evaluation of the claim prior to the actual date of separation from service.
3. The 120-day lead time is considered adequate for final determinations
purposes, in most instances, Deviations could be arranged for in difficult cases.
4. Verification of claim as submitted, or the statement covering the increase
or decrease of services rendered will in the majority of cases aid the employing
agency in confirming the determination with the employee, and will eliminate
much of the correspondence now required to clarify disputed claims.
5. Return of the determinations through the forwarding agency will furnish
a guide as to the proper procedures to be followed, give such agencies an opportunity to correct any similar cases on hand. and finally result in near perfect
submission of retirement applications, within an estimated 3-year period.
6. A conservative estimate of the time required by the agencies involved in
reevaluation, review, and correspondence pertaining to a disputed claim is
considered to approach $100 in value; therefore, adoption of the proposal could
result in a very substantial saving to the Government.

FURTHER STATEMENT OF A. W. LADE, RICHLAND
Mr. LADE. I don't want to contradict the former speaker, but I am
sure all of the companies have a policy whereby they advise their
employees shortly before they retire just what their retirement benefit
is going to be. General Electric calls in their employees once a year
for i I, last 5 years of their employment.
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Now, I forgot something, and I have a right to forget. When I
was up here before, I forgot that I had another point to bring up that
hasn't been brought up, regarding things that affect old-age people
on a fixed income, and that is inflation. I think that is the biggest
bugaboo to the person, especially the retired citizens on fixed income.
I don't know what you folks in Congress can do about it, but I would
appreciate it if you could do something. Thank you.
Senator MORSE. If you give me a solution to that problem-I don't
mean to be facetious, but you certainly put your finder on one of the
great problems that confront us in connection with this whole retirement matter, retirement at a certain amount and then finding 10
years later that you are still being paid the same as at the time of
retirement although costs have not stayed the same.
Next witness?
STATEMENT OF PHILIP GIBBONS, SR.
Mr. GIBBONS. My name is Philip Gibbons, Sr., and I come from
Oregon.
Senator MORSE. Delighted to have you.
Mr. GIBBONS. As to several things that have been filed here today,
I will take this attitude of approach. My understanding of democracy
has always been that it should be a classless society, and it also should
be a free society, and certainly no discrimination in any respect or
in any way with any particular class by placing them in a more favorable position through governmental aid than some other class that
does not support you. The consequence of all of our attempts to
remedy a good many of our social evils is that we are creating or seem
to be creating as many new evils as we are removing the old ones, and
I don't know just how long this theory is going to last, or how long
it is going to be. but I was very interested in a comment from a friend
in our neighborhood where, starting in earliest youth, each one should
go out for himself and without any government aid or from anyone,
and that the taxation should be kept in proportion to a man's ability
to pay what he needed or had to pay.
All during civilization, the many things that we are suggesting here
have failed and long since passed into pages of history as failures,
and that doesn't just include the Roman Empire, which fell because
of the fact, in the first nlace,.that the law of ancient Rome was the
thing that started it. Whenever we start these kinds of movements,
we sometimes help to stir imaginary ills up among those who feel that
they should have a better chance than what they are obtaining, and
it would seem that the only source is through Government aid.
I don't know. I'm just a young chap. I haven't had much experience. I don't know as my views would be really what you are
looking for here today. but if you want to know, my candid opinion
of it is that the more bureaus that are established, the more trouble
you have getting taxes enough to get the bureaus and keep them going
without being any help to the recipients that they are supposed to
bring. So, I leave that statement Just as it stands. Thank you.
Senator MoRsv. I want to thank you very much because you certainly have testified in the spirit of one of our great institutions in
this country, the town hall, and as we know, the town hall really was
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in a very real sense the cradle of democracy, and here is the place for
an exchange of all points of view, and I thank you very much for the
contribution you made to this record, and the response of the audience
shows that they appreciate it as well.
The next witness?
STATEMIENT OF HERMAN J. BOLST, WALLA WAILA
Mr. BOLSr. My name is Herman J. Bolst. I live at 1803 East
Isaac. I want to bring out about this Federal lottery business, which
I am in favor of, on which you shouldn't be able to spend but about
$1,000 or less per year. When you came to buying it, you could buy
no more than a dollar's worth, and, therefore, it could be broken
down, 2 for 50 cents each, or 4 for a quarter. If we keep on running
the taxes the way they are, in which there was quite a writeup in one
of the magazines, which I'm going to send to you later on, a reprint
ot it, where it snows that, ii a national lottery was Pub 111LU eieUi,
which, as you know, a Republican leader reintroduced that bill, and
if it was regulated on a stated income, the religious organizations I
don't think would oppose it too strongly because they know they
would protect the family check of income from anybody taking
and spending a whole pay check on buying lottery tickets. This way,
there would be no hardship on the families. The only reason I can
see why that bill was never acted upon in Congress is because there
was no protection from a family income check being spent all on
gambling.
Then on social security, people are having a hard time living today. I think it should be regulated a step up so that, if the prices
go up, the income of social security pay should be regulated on the
same percentage as the wage scale across-the-board system, only
on the wage scale board I notice there is a little bit of discrimination. A laborer just cleaning would make a WA-2 or a WA-1, but

when it came through on this last increase, which was 6 cents an
hour more, they did not get the 6 cents an hour. Those in the higher
brackets do, but those in the lower bracket do not get it. They might
get maybe 2 cents or 3 cents. There is where the discriminating part.
is. I'm in favor, whatever the rate is, regardless of who the grade
is, they all should get the same 6 cents, 8 cents an hour more. They
should all get it. After all, those people have to live too, as well
as those in the upper income, and that is one big discrimination on
the wage scale system. As you know, with the VA employees, the
kitchen employees, they have been trying to get that straightened
out, and in the laundry, and the whole trouble is in that discrimination,
but the law permits it that way. When a certain percentage comes
through for an increase, they do not all get it. It's based upon the
grade, what they are making, WA-2, or WA-3 or 4. They do not
get the full rate of what the percentage pay increase is supposed to be.
Then on Federal highway construction, which between here and
Milton-Freewater, you can't see it. That was approved, but some
places where you come under a bridge, there isn't even a road shoulder
there. In fact, I went by there the other night, and a car was completely over in the ditch. As you know, the highway accident rate
is very high. One of the reasons is because, for the simple reason, if
78681 0-62-pt. 2-7
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you're stuck behind something, such as a big truck, and you want to
get by, well, you just can't get by. That's why I'm in favor of it, but
a Federal law should be passed for all highways to be made four
]aners with a big road shoulder on each side, so that, if you have a
flat tire, you don't have to stop in the center of the highway to change
a flat tire. That one particular place, between here and MiltonFreewater, as soon as you come out of Milton-Freewater under the
bridge, you see the road is-there isn't a road shoulder. It's just
rounded right off.
Also, I have written to this Attorney General Kennedy and also the
President on this matter of union funds and the labor bosses, which
I want to bring up about, too. As you know, there are many hearings
on it, but no proper laws have been passed. I've written to them,
urging that a law be passed to put all union funds under the same
regulations as the banks. Therefore, when the auditors come around,
if what is in that bank shouldn't check out with the books, if they
don't calculate, somebody is going to have to sing to the music and
learn the music because they are going to have a long trip to jail.
Senator MORSE. Thank you very, very much. I am glad to have
your testimony. Any other witness?
STATEMENT OF ELMER R. HARDY, WALLA WALLA
Mr. HARDY. Senator Morse, I've read much of you and I appreciate
your being here. I am Elmer R. Hardy, formerly of Borger, Tex.
My final employment had been 33 years with the Phillips Petroleum
Co. I worked 38 years all told for major corporations, and 8 years
as a farmer. I have never been any kind of a leader.
I suppose you realize that in the society that we have been living in,
there is always radicals among us, and since my premature retirement
in 1955, I have spent full time in philosophical writing. I find it
hard to write to those publications, and the last thing I do is to see
it published, which is what I want, but one predominant concept I
would like to offer today is that I believe we should have two streams
of society, a separate stream of society for the defectives and another
for the elders. This, of course, will come as a serious statement. In
years to come, I think we will find that we, the American people,
must all go to work, that we must do a lot of work, and we must do it
because we conceivably think that work ought to be done, if for no
other reason than that perhaps the peculiar elders, under which we
list them, is not, after all, the answer.
I have written a philosophical fiction, expressing all this, but I
would rather not read that. There is much rough land in this country.
One of us elders cannot operate a bulldozer or anything like that as a
full-time worker, but three of us elders could probably run it in turnabout form and together in full swing. In time to come, due to the
population explosion, we are going to have need of more and more
arable land, and there is also some sign that we need more raw food.
I suggest nuts and sunflower seed, and such as that, which seems tco
not have commercial value in quantities sufficient for society.
What I would recommend for the aged and the defectives that find
it difficult to hold their place in the regular stream of society is to be
assigned in communities themselves or close by, and in units of per-
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haps a thousand, where they can, through their own service, work an
overall average acre in agriculture and perhaps that of leveling the
land, and, as I suggest, food crops that is not much damage to the
commercial market.
The time is coming surely when it's very important that there be a
standardization of a place in the scheme of things for all of us that
are able to do a reasonable amount of common work.
Senator MORSE. Thank you very much for your contribution to this
hearing.
Are there any other witnesses before we close?
Mrs. KELLY. Could I speak again? I didn't know I would be occupying the floor so much.
Senator MORsE. It's quite all right.
FURTHER STATEMENT OF MRS. LUCILLE KELLY, COMMITTEE ON
LEGISLATION, STATE NURSES ASSOCIATION
Mrs. KELLY. You know me by now, but, as you know, this is a pretty
hot potato among we nurses, and since we are standing on this as a
principle, but also as a citizen, it affects me in many ways. I have
been called a Socialist. I have been called a Democrat. I've been
told that, if I were a man, they would slap me or knock me out, since
I've gotten into this program, but I don't care. I want to speak for
what I want to believe in, and that is the reason I'm on this committee.
I believe in it.
I'm getting a little tired of people telling us that we have lost the
old pioneer spirit. I'm getting a little tired of them telling. us to go
back to the do-it-yourself age. We are doing it ourselves, and I think
that most of us are trying to instill this in our children also. I speak
about my family because I know them. I deal with it every day. I
deal with the other problems every day, and I know those, too. So,
I just talk about what I know.
However, dedication and the pioneering spirit is going to take a
little more. I think all of the senior citizens would love to put aside
enough to take care of them in their old age, but what took care of
them 20 years ago does not take care of them now. For example, the
gentleman ahead of me says his father could provide for the wife, and
so on, and so forth. That's fortunate. My mother was left a widow,
and she educated two children-and again this is personal-by cooking
on the boat that goes up and down the Columbia River. At that time,
education wasn't as high as it is now, and I didn't mean to imply
that I was going to have to educate my children by myself because
that's not true, but I may have to help. I don't know what it's going
to cost, really. We're just anticipating the debt.
However, when you start to try to help your elderly citizens, too,
it does make a difference, but we are happy that we are able to do it.
My point is that many families cannot afford it.
May I give you another example? Supposing you yourself had
only say meager funds, you had some, and you had to go to your
physician, and he is going to do all for you that he possibly can. We
know that most of them do. But he has to decide. If you are the one
that's paying for your own care, and supposing that he thinks you
need an electrocardiogram, which costs all the way from $15 to $25,
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he's got to make a decision whether he wants to go ahead and give it to
you on his own, which he couldn't possibly afford to do for everyone,
or whether you could afford to pay for it yourself. If you tell him
you can't, you probably won't get it. Again, if you're on old-age
assistance, you probably won't get it unless you have special permission
from the screener.
All right, is this adequate care? Don't you think that this should
concern all of us? Maybe it might help the doctor to make a diagnosis
that will prevent that patient from being in a nursing home, if he
can afford it. This is my concern and my point and my principle.
I would like to see all of these people have, if they can afford it, and
that's fine if they don't want to accept the other. They speak about
insurance, they'll take out insurance. This is something which is fine
too. I think we're insurance poor in my own family again, but, in
20 years, is it going to be adequate? I don't know. I'm hoping it will
be. I hope I will never have to be a recipient of old-age assistance,
but if I am, I would like to feel that I'm paying into something that is
going to help me, that is going to provide me with adequate medical
care and that I will still have enough pride that I can function on my
own, and not train people to take care of these people to take care of
me. Perhaps I'll have a stroke and, if I want somebody to help me
rehabilitate, it's going to cost. I probably can't afford it.
So, I'm still standing on the principle that, if these people need
medical care, even as a nurse, when I see this every day, it breaks one's
heart to see them lay there and vegetate, and you are all approaching
that age, believe me. It's coming. You. don't know whether it's
today, tomorrow, or the next day, but you're going to have to have
specialized professional care. There are lots of things that aging can
do. All right, we still have to train people to take care of this kind of
person. That takes -money. Who is gcing to pay for it? Their
meager funds will not allow it. If they have a stroke, this is a long
return program, and it takes time, and you may be in that boat.
Thank you very much.
Senator MORSE. Thank you very much. Any other witness?
FURTHER STATEMENT OF NEIL MEADOWCROFT,
WALLA WALLA, WASH.
Mr. MEADOWCROFr. Thank you for another moment, Senator. I
would just like to ask a question, which is really based on the lengthening age of our average citizen, shall I say. In your hearings throughout the country, has the matter come up or been pointed out what apparently seems to be the situation where we have now as many as four
generations in certain areas, so that the responsibility from generation
to each successive generation now becomes much more complex and is
becoming a problem, especially in areas where there is a considerable
decrease in the proportion of say the third and fourth generations. I
just wondered if you have any remarks for our benefit on that point.
Senator MORSE. Well, these hearings are just replete with last
minute survey studies in regard to what is happening in longevity
in this country. The old biblical three score and ten no longer applies to thousands and thousands and thousands of Americans. We
have read into the record a good many statistical tables from various
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parts of the country as to the terrific increase since 1950, during the last
10-year period, in the number of people reaching the age of 80 and
85 and 90, which is dramatic evidence of the great advance in medical
knowledge that the medical profession has made. As our counsel just
said, one of the most disturbing bits of evidence is the man who has
to take forced retirement at 60 while supporting an 85-year-old
parent and in many instances he in turn becomes dependent to a
large measure on his 40-year-old son, who also has to take care of
the young members of the same family.
I know there are no simple answers to this problem, but I think
all of these facts will help to furnish it. You are quite right, though,
longevity has greatly increased in this country. We have just heard
from the evidence we have gathered as to what early retirement is
doing economically in this country. Along with your increase in
longevity is, of course, the medical benefits to the people in the ages
from 50 to 65, which they are enjoying, over what people of the
ages ot 50 to 65 naa availamle to tmem 40 years ago. it you take
a look at this phase of it, you would be surprised at how many companies and how many local governmental agencies have compulsory
retirement when men and women are in their best years of contribution. It's not only limited to the professionals-I'll say something
about that in a moment-but I'm talking about skilled workers. A
lot of men are finding it almost impossible to get a job, when they're
out of a job after they're 45. I said earlier today one of the reasons
is that, because of this competition in American industry, it's understandable since employers have to take on additional costs in regard to certain fringe benefits, and I will tell you quite frankly it
costs them more if they have a man of 50 than if they covered him
when he was 28.
These are all very interesting things that are happening. In many
of our industries, the number of workers from the age of 25 to 40
has greatly decreased in industry, and they don't have the labor market to draw on and they hadn't as recently as 10 years ago. So, many
of them are confronted with the necessity of having to depend upon
the 45 and 50 and 55 age groups. So, there is no doubt this committee has a terrific responsibility in the report that we are going
to have to prepare and the recommendations that will probably grow
out of the report. What are we going to do in this country in regard to just the kind of problem that you are raising in connection
with these various facets that I just suggested?
Let me say, as an old law school dean, if you were to ask me the
greatest law faculty in America today, I would not name Harvard or
Columbia or Yale or Michigan, nor the School of Minnesota, Wisconsin, Chicago, or any of the other law schools that have the reputation of being the great law schools of the United States. You know
what I would name? The nonaccredited law school, the late afternoon and night law school, Hastings, down in San Francisco. You
know why? Because the Hastings law faculty is composed almost
entirely of the great retired law school professors and deans, like
Fraser, who undoubtedly is the greatest living authority, in my judgment, on real property. He had to take compulsory retirement. And
Morgan of Harvard on evidence, and there is a great collection of legal
scholars that had to take their retirement when they were at the very
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height of their ability to contribute to the law student. They are
teaching at Hastings.
A lot of thinking has to be done about this matter of retiring people.
A lot of rethinking has to be done in regard to compulsory retirement.
If I were president of a university, I would not take the easy way out.
A lot of these compulsory retirements, may I say to you, makes it easy
on the administrators. Since it is compulsory he does not have to
cast a value judgment, or frankly say to a man of 60 that ought to
have been retired probably when he was 50, because he became incompetent at 50, "We're going to retire you because you no longer have
the ability to really carry on the research work." A lot of our college
presidents and administrators like compulsory retirement because it
is automatic, and they do not have to get into those very difficult
human relations of saying, "We're going to retire you at the age of 65,
but we are not going to retire Mr. Wyatt at the age of 65 because he
can still produce for the university, which you no longer can."
I am a strong supporter, as far as I am concerned, of the voluntary
retirement system, but not compulsory, and that bears upon the problem that you raise too, and I want to thank you for this last contribution you made at this hearing.
Mr. MEADOWCROyr. I have a young nephew who is a graduate from
Hastings and is now practicing quite well, sir.
Senator MORSE. Thank you very much. Any further comments?
STATEMENT OF DR. H. H. HENDRICKS, MAYOR OF THE CITY OF
MILTON-FREEWATER, OREG.
Dr. HENDRICKS. I am Dr. H. H. Hendricks, newly appointed mayor
of Milton-Freewater. While I live in Milton-Freewater, I practice
medicine here in Walla Walla, and I am well acquainted with the
problems of the nursing homes and the hospitals, and I say that I
agree with Mrs. Kelly. We are in need of programs, such as rehabilitation of the stroke patients, which takes a great deal of time and it
takes expense. I agree with all she said.
The thing that I get confused on is, when I read testimony to the
effect that, if we have a local charity that takes $1.10 for every dollar
that we get back, if we go up to the county level where it takes $1.23
to get a dollar back, if we go to the State level where it takes $1.49 to
get a dollar back, then when it comes to the Federal Government,
we have to pay $2.10 for every dollar that we get in return. Now,
I can't vouch for the validity of these figures, but these are the ones
that are generally quoted in publications. I agree with Mrs. Kelly
that this problem exists. Nobody feels any more compassionate for
these people than I do, and I really don't have the solution to it, but
I don't feel in my own mind that, with these figures in front of me,
having the Federal Government take part in it is the solution. As
I said, I don't know the solution, but I don't think we should jump
at conclusions that the Federal Government should enter into it.
I argue this back and forth with my patients and advocate the
so-called Forand legislation, and I have a little bit of a game I play
with them. I say, "Well, I feel the answer to this thing is that, if
we have four doctors in the community of Milton-Freewater who
have a certain number of patients on their books, what we should do
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is that we don't charge anybody directly, but we list the number of
office calls that each one of us makes during a month's time, then we
put this in a master list and total up the number of charges we make,
and then we send each one on our rolls a proportionate bill; if you
have 7,000 on the rolls, you send bills to 7,000."
I'm not advocating this, but this is an easy thing for the patient
to see, and they say, "Well, I'm not going to pay for so-and-so; he
stays in your office all the time, and I'm not going to pay for somebody
else because he owns a cattle ranch out here and he can well afford
to pay for it," and then I point out to them that, if we had this dole
under the social security, that's exactly what we would be doing, and
it seems to change their viewpoint.
Again, I'm just as confused and I would like to see a solution to
the problem, but it just doesn't seem to me that this is it.
Senator MORSE. We are very glad to have your testimony, Dr.
Hendricks. I would like to have you submit a prepared documentation ior tne record, with supporting statistics, Decause the hearings
that we have are subjected to the toughest cross-examination and the
testimony just doesn't bear out your statistics. Take, for example,
the matter of the cost of collecting taxes. The facts, that have not
been successfully challenged, are that it costs 5 cents per dollar to
collect local taxes, a cent and a half out of the dollar to collect the
State tax-we're talking about national averages-and one-half cent
per dollar for Federal tax, and one of the oft-repeated charges is
that the Federal Government is a wasteful Government in regard to
its administrative costs and expenditures, but the people making that
allegation have never been able to substantiate it to my knowledge in
any hearing in Washington on the basis of documentation that will
stand up.
We took testimony for weeks in connection with the educational
issue this year. I happened to be chairman of the education subcommittee, and I'll tell you one thing that stood out in those hearings was
that those who contended that the Federal Government was wasteful
in connection with the collection of money for educational purposes
completely failed to make their case.. I know that such figures, as we
have heard this afternoon, are commonly used, but I have an obligation as chairman of this subcommittee, to call for the documentation
so that the committee staff can go into it when we present our contentions in the committee.
Further testimony?
FURTHER STATEMENT OF MRS. EDA IL BURKES, TREASURER,
LEAGUE OF WOMEN VOTERS, WALLA WALLA
Mrs. BuRKEs. I want to mention one more thing. I am not an
employer, but I believe that, if we could assess the social security
payments more or less upon the employer and more ujpon the employee
we would do away with a great deal of our opposition to the medical
addition, the addition of the medical costs to the social security.
Frankly, the small businessman-and I know because I have been
a bookkeeper for many years-he is very fearful of losing his business. He has the employment insurance in the'State of Washington,
and the employment insurance is a heavy burden. Three percent of
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every man's wage that you pay him has to be paid by the employer
into the State of Washington, and maybe once in 3 years we get a little
bit of it back. It goes in, but it never comes back to the employer.
Well, I'm not making any accusations, but it just doesn't come back,
and the employer who is a small businessman has all that he can
stand, especially where he is in keen competition and cannot raise the
price of his goods to the public, to the consumer. I know and I say
that consumers' prices have gone up, but if you investigate those
consumers' costs, they do not go to the retailer. That additional cost
has gone into packaging to make it easier for the housewife so that
she can go out and hold another job and provide two incomes in the
family, which in many cases goes for luxuries and for education.
I'm not criticizing. I'm stating just what I know to be the fact.
I want to say one word for the employer, both the large and the
small.
Senator MORSE. I am very glad you did.
STATEMENT OF GENE TAYLOR, WALLA WALLA
Mr. TAYLOR. Senator Morse and members of the board, my name is
Gene Taylor, and I live here in Walla Walla. I'll have to improve
on my first sergeant's voice. I don't believe it's fair to raise question
after question in this community without offering a few alternative
solutions. I am interested in the construction of convalescent homes
and retirement homes and similar facilities.
Mrs. McCord, when she stated that the right hand sometimes doesn't
know what the left hand is doing, as far as the State is concerned, is
guilty of a gross understatement. The right hand isn't even speaking to the left hand in some places. To give you a. for instance, in
order to build a convalescent home here in the State of Washington, I
must, first of all, if I am going to utilize State funds, have a certificate
of necessity from the State department of health, then I travel over
to the fire marshal and get his approval of my plans, then to the bureau
of labor and industries for their perusal, and after about seven of
these various bureaus have churned through and added a comment of
good or otherwise to our papers, then we go back and look at the pile
that we've got, and sometimes we think, "Well, to hell with it. Let's
forget about it," but one thing that would greatly facilitate our work,
and we are not asking for tax money, but this is coming out of our own
pockets. We're putting up the money. The FHA doesn't put up any
money, as you know; all they do is insure a loan.
If you want us to continue in this field, then, in heaven's name, get
your house in order, and this applies not only to the State agencies,
but this applies to the FHA. At present, we are building retirement
homes here in Washington State, in Oregon, California, in Texas, and
in Idaho, and all of them have FHA agencies, and, Senator Morse,
you wouldn't even recognize the comments coming from the agencies
on one project. We're lazy, as we use more or less a format on our
projects. This agency says, "We like this feature," and that agency
says, "Oh, no, we can't have that."
My suggestion is that some place, somehow, you get these people
together and say, "Look, boys, this is the direction we're going," and
then when you get your agencies, State and Federal, organized, you're
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certainly going to encourage our money to build these institutions, and
you won't have to worry about that portion of taxation. Thank you.
Senator MORSE. Thank you very much. Any further comments?
STATEMIENT OF RAY BEVENS, MILTON-PREEWATER, OREG.
Mr. BEivENs. Senator Morse, I was invited over here by State Senator Loyd Key of Oregon. Ray Bevens is my name. I heard Mrs.
Kelly talk and her husband is a farmer, and I heard Mr. Gibbons talk
and he's a farmer, and I would like to state some facts about what can
happen to the farmer.
In 1938, we had a farm and we had a fire, in which my wife was
terribly burned. I bought my place for $15,000, and in 1Y2 years
I owed $15,000 on that place that I spent on doctor bills. That will
show you how quick a farmer can just plain go broke. If my creditors
had come in on me, I'd have been broke overnight.
Then just a year ago, iL nad a stroke. Everybody here can -,ee uim
thing I squeeze. It's to get my hand back. I had a stroke, and if I
would have been in the hospital for 2 years, I wouldn't have had my
farm again.
So, I don't know what the solution is, but there's got to be something for people that work all their lives to get something, and then
when they have trouble, that they don't have to be bums or beggars,
or whatever you call it. We work all our lives to get something, and
then some calamity happens and within a couple of years we're broke.
I have another farmer friend and his wife, who sort of retired and
they went to Hawaii. While they were over there, his wife had a
stroke. He brought her back here and she was down in the hospital
for approximately a little over 2 years. I think there is a lady here
that will know about that. If they would have been small farmers,
they would have been broke.
So, I would just like to state a little of the farmer's side of this busiiiess. I don't know what the solution is. I think that 95 percent of
the people here believe in independence, working like heck all their
lives to get something so they can live to an old age, and that's what
I've done and I think 95 percent of these people here have done that,
and they believe in it.
Senator MORSE. Thank you very much, Mr. Bevens.

In closing these hearings, I want to say, on behalf of the committee, that we are greatly indebted to the residents of Walla Walla for
joining us in putting democracy to work because, when it is all said
and done, that is what these hearings are. It is only by getting all
points of view presented to your legislators that you have any hope
of any final action in the congressional body being an intelligent one.
I think you have made a good record here today, and I want it to
be clear that, when these hearings have been finished and the record
has been printed, I shall be very glad to make it available to those
interested.
On behalf of Mr. Miller, Mr. Reidy, Miss McCamman, and the full
committee, I thank you very much, and I declare these hearings adjourned. Our next hearing will be under another chairman, and I
will be glad to participate in the hearings to be held in Honolulu.
We stand adjourned.
(Whereupon, at 4:15 p.m., the subcommittee was adjourned.)

APPENDIX
HALL
PREPARED STATEMENT OF DR. ROBERT
We of the department of public assistance would like to present to the
committee1. A method of certifying nursing homes.
2. A definition of adequate nursing home care.
3. Classification of patients.
4. Classification of the nursing home.
5. An analysis of the nursing home caseload.
6. A cost study by which we determine the per diem rate of pay.
The people of the State of Washington have been providing nursing home
care for their senior citizens for more than 15 years as a part of a very comprehensive medical care program.
The Washington State Department of Public Assistance has a very seen
Interest in the nursing home problems of this State since, at the present time,
approximately 75 percent of the nursing home beds are occupied by recipients
of public assistance.
Recently we have, in cooperation with the nursing home industry, worked
out a contract with each individual nursing home in which we attempt, with
some success, to define what we expect to be included in nursing home care
which the State is purchasing. We also include criteria for the classification
of the homes and the patients. These two items are the basis for payment of
care provided. We feel that since this contract is unique and based on many
years of experience, it may be to the committee's interest to review this contract
in some detail.
In so doing, we will explain points 1, 2,3, and 4 as mentioned above.
EXHIBIT A

It is hereby agreed by and between the parties hereto as follows:
1. The home agrees to provide nursing home care in accordance with the
present rules, regulations, and policies of the department and schedule I to
those recipients of public assistance accepted by the home for such care, the
home reserving at all times the right to refuse to admit or continue to care for
recipients whose care is found undesirable by the home.
Nothing in this contract will be construed to prevent a recipient from exercising his right to request and be moved, when authorized by the department,
from one nursing home to another.
2. The home further agrees to provide, upon reasonable request from the
department, such information as necessary to justify the rate of payment and
to file with the local medical care field office, State department of public
assistance, all fees and rates charged patients for personal care services including, but not limited to, charges for haircuts, shave, and personal laundry.
3. The home further agrees to provide, at no additional charge to the department or patient, clinitest tablets, aspirin, mineral oil, body lotions including
alcohol, milk of magnesia, and antidiarrhetics.
4. The home further agrees to provide reasonable care and attention for the
safety of recipient patients as their mental and physical condition may require
which shall be in proportion to the physical or mental ailments of recipient
patients unable to look after their own safety.
5. The department agrees to pay the home on a monthly basis for such care
as follows:
(a) Group I: $6.38 per patient day.
(b) Group II: $5.27 per patient day.
(c) Group III: $4.66 per patient day.
(d) Group IV: $4.14 per patient day.
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6. The department agrees to classify recipients in need of nursing home care
on four levels, i.e., group I, group II, group III, and group IV. Patient classification will be accomplished by departmental screening physicians and classification nurses in accordance with their professional judgment, taking into
consideration information supplied by attending physicians, supervising and/or
attending nurses, nursing home records, personal observation by screeners, and
utilizing schedule II as a guide.
7. The home agrees that, in consideration of such payments by the department,
the home shall not seek or accept any additional compensation for such services,
the extent of these services being limited to those services set forth in schedule I
attached hereto and not to include any of the following:
(a) The furnishing of toilet articles, comb and brush, cosmetics, smoking
materials, stamps, writing paper, post cards, pen or pencil, shaving materials,
notions and incidentals, newspapers or periodicals, transportation, personal
clothing, wheelchairs, walkers, crutches, and other aids or appliances for the
individual personal use of patients.
(b) Haircuts, shave, hair care (other than shampooing), drycleaning, personal
laundry and long-distance telephone, for which service charges are made by the
nursing home when provided by the home, or these services may be purchased
directly by the patient from sources outside the home.
Paragraph 8 merely says in a very complicated way that the department in
cooperation with the home does the bookkeeping and makes payment by use of
machines.
Paragraph 9 designates the type of home as established by the department's
rules which we will cover under schedule III.
In Paragraph 10 the home agrees to have a currently valid license which is
issued by the department of health and to comply with all rules and regulations
of the department of health.
If you will now turn to schedule I, where we define adequate nursing home
care.
Adequate care of the nursing home patient means responsible, knowledgeable,
kind and understanding care which includes: (1) medical supervision; (2) medications and treatments competently administered; (3) personal hygiene; (4)
promotion of self-help; (5) meeting emotional needs and/or behavior problems;
and (6) safeguarding personal possessions.
We then define in some detail just what is meant by (1) medical supervision,
(a) an admitting diagnosis; (b) reporting to attending physician; (c) doctor's
orders, etc. Under (2) medications and treatments, we again define the home's
responsibility and what they are expected to provide, and we continue on
through (3) personal hygiene; (4) promotion of self-help; (5) meeting emotional needs and/or behavior problems; (6) safeguarding personal possessions.
As you can see, this is quite a comprehensive listing but the remarkable thing
is that these points have been agreed on by the nursing home industry of the
State of Washington. It has been our experience that they are just as anxious
to raise the standards of care as we are. This contract has given both the home
and the State a base from which we can work out our mutual problems.
Schedule II gives the basis for classifying patients.
SCHEDULE II. NURSING HOME CRITERIA FOR THE PLACEMENT OF WELFARE PATIENTS
IN NURSING HOMES

1. Hard and fast rules cannot be laid down for the classification of all nursing

problems into four categories of care.
2. Good judgment and interpretation will be observed by the department's
screening personnel when using the guide outlined below in the classification of
nursing home patients.
Classification decisions will be rendered in accordance with best professional
judgment. Such judgment will be based upon information supplied by the
supervising and/or attending nurse(s), the attending physician where indicated,
the nursing home record, and personal observations made by the screener.
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Group I
Status A:
1. Confined to bed.
2. Helpless.
Status B:
1. Confined to bed.
2. Semimobile.
3. Additional problems must be (one or combination of):
(a) Complete incontinence (urinary and/or fecal)
(b) Tube feedings.
(c). Medications and treatments of maximum complexity (includes dressings).
(d) Severe behavior problem due to (one or combination of):
(1) Mental confusion.
(2) Communication problem(s).
(e) Feeding problem-maximum or complete.
Status C:
1. Semiambulatory.
2. Additional problems must be (one or combination of)
(a) Complete incontinence (urinary and/or fecal).
(b) Tube feedings.
(c) Medications and treatments of maximum complexity (includes dressings).
(d) Severe behavior problem due to (one or combination of):
(1) Mental confusion.
(2) Communication problem(s).
(e) Feeding problem, maximum or complete.
Any patient meeting these criteria would be classified as group I, for which
the State would pay $6.38 per day.
Group II:
Status A:
1. Confined to bed.
2. Semimobile.
Status B:
1. Semiambulatory or ambulatory.
2. Additional problems must be (one or combination of):
(a) Frequent incontinence (urinary and/or fecal).
(b) Major modification of regular diet.
(c) Medications and treatments of moderate complexity (includes dressings).
(d) Moderately severe behavior problem due to:
(1) Mental confusion.
(2) Communication problem(s).
(e) Feeding problem, moderate or partial.
Any patient meeting these criteria would be classified as group II, for which
the State would pay $5.27 per day.
Group III:
Status A: 1. Bedrest (intermittent, daily).
Status B:
1. Semiambulatory or ambulatory.
2. Additional problems must be (one or combination of):
(a) Infrequent incontinence (urinary and/or fecal).
(b) Minor modification of regular diet.
(c) Medications and treatments of moderate to, minimal complexity (includes dressings).
(d) Moderate to minimal behavior problem due to (one or combination of):
(1) Mental confusion.
(2) Communication problem(s).
(e) Feeding problem, minimal.
Any patient meeting these criteria would be classified as group III, for which
the State would pay $4.66 per day.
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Group IV: Status:
1. Ambulatory or semiambulatory.
2. Additional problems must be (one or combination of):
(a) Oral medications.
(b) Treatment of minimal complexity (includes dressings).
(c) Mild behavior problem due to (one or combination of):
(1) Senility.
(2) Communication problem(s).
(d) Requires supervised care.
Any patient meeting these criteria would be classified as group IV, for which
the State would pay $4.14 per day.
SCHEDULE III. PERSONNEL REQUIREMENTS

FOB CLASSIFICATION

OF NURSING

HOMES

The following minimum personnel requirements determine the level at which a
nursing home will be classified. As used below, the term "registered nurse"
means a nurse currently licensed by the State of Washington to practice as a
registered nurse; and the term "licensed practical nurse" means a nurse currently licensed by the State of Washington to practice as a practical nurse.
The nursing-home operator is responsible for verifying the license status of his
employees.
1. Group I licensed nursing home
A licensed nursing home to be classified as a group I home shall employ the
following full-time active staff:
(a) One registered nurse employed as supervising nurse, on day duty, who
shall direct all nursing care given in the home; and who shall be employed
full-time (minimum &hour day, 40-hour week).
(b) One registered nurse on afternoon or evening duty.
(c) One licensed practical nurse on night duty.
(d) One registered nurse for relief duty.
(e) Sufficient additional nursing personnel to adequately care for the type
and number of patients in the nursing home.
(f) Arrangements must be made so that at all times there is either a registered or a licensed practical nurse on duty.
2. Group II licensed nursing home
A licensed nursing home to be classified as group II shall employ the following
full-time active staff:
(a) One registered nurse employed as supervising nurse, on day duty, who
shall direct all nursing care given in the home, and who shall be employed fulltime (minimum 8-hour day, 40-hour week).
(b) One licensed practical nurse on afternoon or evening duty.
(c) One licensed practical nurse on night duty.
(d) One licensed practical nurse for relief duty.
(e) Sufficient additional nursing personnel to adequately care for the type
and number of patients in the nursing home.
(f) Arrangements must be made so that at all times there is either a registered or a licensed practical nurse on duty.
3. Group III licensed nursing home
A licensed nursing home to be classified as a group III home shall employ the
following active staff:
(a) One licensed practical nurse on day duty who shall direct all nursing
care given in the home, who shall be employed full-time (minimum 8-hour day,
40-hour week).
(b) One licensed practical nurse for relief duty must be employed full-time
to cover vacations or sick leave periods.
(c) Sufficient additional nursing personnel to adequately care for the type and
number of patients in the nursing home.
4. Group IV licensed nursing home
A licensed nursing home to be classified as a group IV home shall employ
the following full-time active staff:
(a) One licensed practical nurse employed full-time on day duty who shall
direct all nursing care given in the home.
(b) Sufficient additional personnel to adequately care for the type and number
of patients in the nursing home.
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The present rates of payment for the care of public assistance recipients in
licensed private nursing homes are based upon a cost study conducted for the
calendar year 1959 with the finding updated through 1960. This study was in
compliance with a 1959 State senate resolution directing the legislative budget
committee to conduct a study to determine the amount the State should pay for
each type of nursing-home care. The legislative budget committee in turn
assigned the responsibility of the study to the department of public assistance.
The 1959 legislature also earmarked a special appropriation to be disbursed at
the rate of 40 cents per public assistance patient-day to those homes cooperating
with the department in furnishing information concerning costs. Since the 40
cents did not represent an Increase In rates over the previous biennium, failure
to cooperate would result in a decrease in rates for the home involved.
The 1959 senate resolution reflected the longtime concern of the Washington
State Department of Public Assistance and the State legislature over the rates
paid for public assistance recipients in licensed private nursing homes. Basically,
the rates were established and altered by negotiation without reference to any
firm framework of costs. The process was satisfactory neither to the department nor to the industry and the results were subject to question in terms of
equity both to the taxpayers and to the nursing home operators. Legislative
concern had been heightened by the steady Increase in the number of OAA
recipiteLs in nursing nomes nespite tne aecine in the number of uAA cases.
This subject Is discussed in detail in the report "Analysis of Increase in Nursing
Home Caseload." In brief, the findings are that an estimated 20 percent of the
discrepancy between the changes in OAA caseload and OAA nursing home caseload is due to the Increasing average age of recipients, 15 percent to transfers
from State mental hospitals and between 40 and 60 percent to increased costs of
medical care, with the residual discrepancy attributable to social factors.
The department conceived of the nursing home cost study as a twofold one.
Although selective information was available, representative data were lacking
on the characteristics and service needs of nursing home cases. In order properly
to evaluate the results of a cost study, it appeared advisable to undertake a
characteristics study of a random sample of public assistance recipients in nuring homes. Such a study was conducted in December 1959 on the basis of a 5
percent sample. The schedules were completed by registered nurses from .the
medical care division of the department. In each instance the nurse visited the
nursing home, observed the patient, reviewed the patient's records and consulted
with the charge nurse of the home. During the same period and for the same
cases, a social characteristics schedule was completed in the department's county
offices. Although not immediately related to the cost study as such, the social
characteristics study was designed to ascertain the relationship between the
need for public assistance and the need for nursing home care as well as to obtain
information on the events precipitating nursing home placement.
The cost study proper had two major objectives. The first was to determine
an initial rate structure that bore a reasonable and defensible relationship to
reported costs. The second was to obtain costs in such a form that adjustments
could be made in the future for changes in prices, wage rates, and staffing requirements. The latter objective entailed a longer and more complicated schedule
than the first objective alone. Since even a relatively simple cost study is costly
to the department and the industry, the advantage of averting an additional
study in the visible future was considered to outweigh the immediate disadvantages and the more comprehensive study was undertaken.
In developing the study plan the department consulted not only with the legislative budget committee but also with representatives of the nursing home industry. All parties involved were concerned that the results be valid and the
consultations were productive. The main, though not the only, problem areas
were:
(1) Selecting the homes to participate in the study;
(2) Assuring the validity of the reported cost data;
(3) Determining the extent to which cost breakdowns desirable from the
standpoint of flexibility were practicable from an accounting standpoint;
(4) Determining a reasonable return on invested capital;
(5) Determining the allowances to be made for the unpaid labor of operators and families, including administrative allowances;
(6) Allocating costs among different classes of care in homes providing
more than one class of care; and
(7) Determining the adjustments to be made for changes in taxes, prices,
and wage rates during and subsequent to the reporting period.
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The detail of these problems and the methods adopted in solving them are
given in the report "Nursing Home Cost Study."
The cost study was based on calendar year 1959. Most of the homes included
in the study cooperated with the department and submitted schedules promptly.
The department, with considerable success, made every effort to secure the voluntary compliance of the remaining homes. In some cases, however, it proved
necessary to revoke the 40 cents per diem payment in order to obtain cost
information.
The main findings of the characteristics study are given in part II of the
report "Nursing Home Cost Study." The main procedures and techniques used
in the cost study as well as a summary of the results are given in part III.
The schedules and instructions used in both studies are included in appendix A.
Some of the highlights of our characteristics study will be of interest to this
committee:
The public assistance recipients in nursing homes are predominantly a
very aged group-as of December 1959, 53 percent were at least 80 years,
24 percent were at least 85, and 10 percent were 90 or over.
Sixty-two percent of all the nursing home recipients were women.
Most of the recipients suffered from multiple impairments. The most frequent impairments were strokes, other heart or circulatory disease, arthritis or rheumatism, debility and senile behavior disorders.
Only 26 percent of the recipients were always clear mentally. Thirtyfour percent were mildly confused and 37 percent were seriously disoriented
at least part of the time. The remaining 3 percent were mentally retarded.
Thirty percent of the recipients were bedridden most or all of the time
and another 10 percent were bedridden part of the time.
Fifty percent of the recipients had bladder continence all of the time.
Twenty-six percent were occasionally incontinent -and the remaining 24
percent were frequently or always incontinent.
Sixty-two percent of the recipients had bowel continence all of the time.
Sixteen percent were occasionally incontinent and the remaining 22 percent were frequently or always incontinent.
In general the recipients needed and received a variety of personal
services though relatively few required such specialized services as intravenous feeding and complex or extensive dressings.
Incidentally, the data on services proved invaluable in the cost study proper
in helping to solve the problem of allocating costs among different classes of
care.
The median costs for each class of care as well as the breakdown by type
of cost, e.g., food for patients, return on investment, are shown in the "Nursing
Home Cost Study" report We are convinced that our study has been a useful
and objective tool in arriving at equitable rates. We have published our methods
and results in full detail not only because we are anxious to share our experience with other agencies but because we welcome suggestions and constructive
criticism. We ourselves hope to refine our techniques further prior to the next
rate adjustments. In short, we regard the study as a first rather than a final
step in solving the problem of determining equitable vendor rates.
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C0 N T R
This contract Is made and entered into this
day of
19_
by and between _
a licensed nursing home in the State of Washington hereinafter called "Home", and
the Division of Medical Care of the Department of Public Assistance, State of
Washington, hereinafter called "Department" acting pursuant to authority contained
In R.C.W. 74.09.120 which provides that the Division of Medical Care shall purchase
nursing home care by contract or at not more than the minimum ward rate of each
nursing home.
"Recipient" as used herein, shall mean a person determined eligible to receive
assistance under any of the categorical programs, in accordance with R.C.W. Chapter 74,
and certified as eligible for nursing home care under the provisions of R.C.W. 74.09.
WITNESSETH:
It is hereby agreed by and between the parties hereto as follows:
1. The Home agrees to provide nursing home care in accordance with the
present rules, regulations, and policies of the Department and Schedule I which is
attached hereto and made a part hereof as fully as if set forth in full herein, to
those recipients of public assistance accepted by the Home for such care, the Home
reserving at all times the right to refuse to admit or continue to care for recipients
whose care is found undesirable by the Home.
Nothing in this contract will be construed to prevent a recipient from
exercising his right to request and be moved, when authorized by the Department,
from one nursing home to another.
2. The Home further agrees to provide, upon reasonable request from the
Department, such information as necessary to Justify the rate of payment in accordance with R.C.W. 74.09.120 and to file with the local Medical Care Field Office,
State Department of Public Assistance, all fees and rates charged patients for
personal care services including, but not limited to, charges for hair cuts, shave,
and personal laundry.
3. The Home further agrees to provide, at no additional charge to the
Department or patient, clinitest tablets, aspirin, mineral oil, body lotions
including alcohol, milk of magnesia, and antidiarrheties.
4. The Home further agrees to provide reasonable care and attention for
the safety of recipient patients as their mental and physical condition may require
which shall be in proportion to the physical or mental ailments of recipient patients
unable to look after their own safety.
5.
as follows:

The Department agrees to pay the Home on a monthly basis for such care

(a) For Recipients receiving Group I care, the sum of $6.38 per
patient day less income available to the Recipient as determined by the Department to be available to meet nursing home
cost.
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(b) For Recipients receiving Group II care, the sum of $5.27 per
patient day less income available to the Recipient as determined by the Department to be available to meet nursing home
cost.
(c) For Recipients receiving Group III care, the sum of $4.66 per
patient day less income available to the Recipient as determined by the Department to be available to meet nursing home
cost.
(d) For Recipients receiving Group IV care, the sum of $4.14 per
patient day less income available to the Recipient as determined by the Department to be available to meet nursing home
cost.
6.
The Department agrees to classify recipients in need of nursing home
care on four levels, i.e., Group I, Group II, Group III, and Group IV. Patient
classification will be accomplished by Departmental screening physicians and classification nurses in accordance with their professional judgment, taking into consideration information supplied by attending physicians, supervising and/or attending
nurses, nursing home records, personal observation by screeners, and ulitizing
Schedule II as a guide which is attached hereto and made a part hereof as fully as
set forth herein.
7. The Home agrees that, in consideration of such payments by the Department, the Home shall not seek or accept any additional compensation for such services,
the extent of these services being limited to those services set forth in Schedule I
attached hereto and not to include any of the following:
(a) The furnishing of toilet articles, comb and brush, cosmetics,
smoking materials, stamps, writing paper, post cards, pen or pencil,
shaving materials, notions and incidentals, newspapers or periodicals,
transportation, personal clothing, wheel chairs, walkers, crutches
and other aids or appliances for the individual personal use of
patients.
(b) Hair cuts, shave, hair care (other than shampooing), dry cleaning,
personal laundry and long distance telephone, for which service
charges are made by the nursing home when provided by the Home, or
these services may be purchased directly by the patient from sources
outside the Home.

8. The Department shall furnish the Home, as soon as is practicable after
the first day of each month, a statement showing the name, number, and class of care
of all recipients who have been certified by the Department to receive nursing home
care in the Home during the preceding month, the dates of such eligibility, together
with the dates of admission and/or discharge, and the amount of money which the
Department believes is owing to the Home on account of nursing home care furnished
to the said recipients during the said month. The Home agrees, upon receipt of the
said statement from the Department, to verify the same with the records of the Home
and to promptly inform the Department of any differences between the said statement
and the records of the Home, and to simultaneously forward to the Department a billing
in such form as the Department may require for services rendered during the said
month. As soon as reasonably possible after the exchange of reports as provided for
in this paragraph, the Department shall make payment to the Home for the Services
rendered.
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9. The parties hereto mutually agree that the Home shall be designated
by the Department as a Group
Home, the said designation being based upon the
representation of the Home that they presently are In compliance with the staffing
requirements for a Group
Home as shown on Schedule III which is attached hereto
and made a part hereof as fully as If set forth herein, and the further representation that the Home will during the entire life of this contract continue to employ
starr in compliance with the requirements for the said classification.
10. The Home agrees at all time during the life of this contract to have
a currently valid license issued by the Washington State Department of Health and to
comply with all rules and regulations of said Department pertaining to the licensure
of nursing homes.
11. A signed copy of this contract shall be kept available at all times
in the Nursing Home.
17
f-tva Alhcrn~atcophom
n
19
, and shall remain in full force and effect until December 31, 1962, subject
to the right of either party to cancel at the expiration of any calendar month during
the life of this contract upon giving thirty days written notice of such cancellation
to the other party.
Dated this

day of

,19

(Name of Home)

By_
DIVISION OF MEDICAL CARE OP THE
DEPARTMENT OF PUELIC ASSISTANCE OF THE STATE
OF WASHINGTON

By
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Schedule I
ADEQUATE NURSING HOME CARE
Adequate care of the nursing home patient means responsible, knowledgeable, kind and
understanding care which includes:
(1) medical supervision;
(2) medications and
treatments competently administered;
(3) personal hygiene; (4) promotion of self
help;
(5) meeting emotional needs and/or behavior problems; and (6) safeguarding
personal possessions.
1. Medical supervision signifies the responsibility of the home to:
a. secure from attending physician the admission diagnosis and treatment
orders for each patient;
b. report to physician any change in the patient's condition;
c. record in proper manner the physician's orders on "Doctor's Orders" sheet
in the patient's chart, securing the physician's signature at first
opportunity if orders were given by telephone;
d. request physician to visit in case of emergency or critical change in
patient's condition;
e. allocate to nursing personnel the function of communication with physician
and the recording of his orders; and allocate in this order of priority;
supervising RN, the registered nurse on duty, the LPN, or the aide in
charge on a shift not covered by a licensed nurse.
2. Medications and Treatments means the responsibility of the home to:
a. provide the equipment and secure the supplies and drugs needed to carry
out the physician's orders for medication and/or treatments (Limited by
the Department's rules and regulations as interpreted by screening
physician):
b. provide the following equipment and supplies (according to classification
of home):
1) hot water and Ice bags, rectal tubes (including enema equipment),
catheterization sets, rubber gloves, thermometers, hypodermic syringes
and needles, equipment for taking blood pressure, intravenous, oxygen
and aspiration equipment where needed;
2) a dressing tray with standard equipment and supplies such as adhesive,
band-aids, gauze, bandage, cotton, burn ointment, one or more antiseptics;
c. allocate to the supervising nurse the responsibility for insuring that
all medications and treatments are administered and recorded by staff
members with requisite knowledge and skill for the particular medication
or treatment. The supervising nurse is to be aware of medications continued over a long period of time, and to check with attending physician
at periodic intervals regarding continuance.
d. insure that labels on containers of all medications, whether prescriptions
or over-the-counter items, clearly state the drug(s) as well as the dosage
and directions.
3. Personal Hygiene includes all aspects of personal care which promote a healthy
condition of body surface, Including orifices, and improve body functioning.
This care may be given wholly or partly by staff or may be almost entirely a
matter of supervised self-care. Personal hygiene means the responsibility of
the home to provide a competently supervised nursing staff of sufficient number to insure for each patient:
a. daily care of teeth or dentures;
b. clean skin and hair, with complete bath and shampoo spaced at sufficient
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intervals to prevent deterioration of skin from too frequent application
of soap and water;
c. cleansing of body area affected in incontinence or drainage at sufficiently frequent intervals to prevent, so far as possible, excoriation
or ulceration;
d. clean and trimmed fingernails;
e. care of feet and toe-nails, with sufficient soaking, lubrication and
use of nail clippers to prevent, so far as feasible, deterioration of
skin and nails;
f.
handwashing, according to need;
g. and to make available for each patient haircuts and shaves at intervals
required for comfort, physical and/or mental.
4.

Promotion of self-help implies the rehabilitative component in nursing care
of the patient, thus meaning the responsibility of the home to:
a. encourage and promote patient interest in simple tasks within the
Datient's ability to Derform. which contribute to his psychological and
emotional well-being;
b. secure a nursing service characterized by such practices as: (1) bed
patients able to be moved are gotten up each day;
(2) incontinent care
is by change of pads and cleansing of skin, rather than retention catheters; (3) bedpan training by anticipation of need; (4) emphasizing
self-help activities and exercises which will encourage mobility and
ambulation.

5.

Meeting emotional needs and/or behavior problems signifies the responsibility
of the home to:
a.
provide an environment of comfortable and comforting interpersonal
relationships, an environment which insures kind and friendly attitude
of staff toward each patient, an atmosphere where warmth in staff-patient
relationships is unmistakable;
b. provide for a certain amount of diversional activity for patients,
encouraging friends, relatives and organizations to contribute to this
phase of care;
c. encourage visitors and facilitate visits to patients;
d. secure personnel capable of caring for the senile patient or the patient
with severe behavior problem with patience, understanding and kindness;
a. make clear to all personnel a philosophy based on respect for the individual patient and his possessions which will protect, so far as possible,
the patient's right to privacy.

6.

Safeguarding Personal possessions (including money) means the responsibility
of the home to:
a. provide a method of identification of the patient's suitcases, clothing
and other personal effects, and a listing of these on a sheet attached
to patient's chart when the patient is admitted to the home;
b. provide adequate storage facilities for the patient's personal effects,
and these facilities accessible to the patient if ambulatory;
c. provide reasonable protection of patient's possessions, particularly
clothes, against theft, and damage from moths, mildew, and destruction;
d. provide an accounting system (adequate for audit) of expenditures from
the patient's allowance for clothing and incidentals -- this accounting
system being a service to those patients unable to handle their own
money.
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e.

insure that all mail is delivered unopened to the patient to whom it Is
addressed, except for those patients too confused to receive it.
Assistance In opening and reading personal mail should be given only on
the basis of the patient's need or request.
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Schedule II
NUR5ING CRITERIA FOR THE PLACEMENT OF WELFARE PATIENTS
IN NURSING HOMES
1. Hard and fast rules cannot be laid down for the classification of all nursing
problems into four categories of care.
2. Good judgment and interpretation will be observed by the Department's screening
personnel when using the guide outlined below in the classification of nursing
home patients.
Classification decisions will be rendered in accordance with best professional
Judgment. Such Judgment will be based upon information supplied by the supervising and/or attending nurse(s), the attending physician where indicated, the
nursing home record, and personal observations made by the screener.
AUK(bihu

h(;'lTrmA

GROUP I
STATUS A
1.
Confined to bed
2. Helpless
STATUS B
1. Confined to bed
2. Semi-mobile
3. Additional problems must be (one or combination of)
a. Complete incontinence (urinary and/or fecal)
b. Tube feedings
c. Medications and treatments of maximum complexity (includes dressings)
d. Severe behavior problem due to (one or combination of)
1) Mental confusion
2) Communication problem(s)
e. Feeding problem - maximum or complete
STATUS C
1. Semi-ambulatory
2. Additional problems must be (one or comblnation of)
a. Complete incontinence (urinary and/or fecal)
b. Tube feedings
c. Medications and treatments of saximimi complexity (includes dressings)
d. Severe behavior problem due to (one or comhblntlnn of)
1) Mental confusion
2) Comaunication problem(s)
e. Feeding problem - maximum or complete
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NURSING CRITERIA
GROUP II
STATUS A
1.
Confined to bed
2. Semi-mobile
STATUS B
1. Semi-ambulatory or ambulatory
2. Additional problems must be (one or combination of)
a. Frequent incontinence (urinary and/or fecal)
b. Major modification of regular diet
c. Medications and treatments of moderate complexity (includes dressings)
d. Moderately severe behavior problem due to:
1) Mental confusion
2) Communication problem(s)
e. Feeding problem - moderate or partial
GROUP III
STATUS A
1. Bedrest (intermittent, daily)
STATUS B
1. Semi-ambulatory or ambulatory
2. Additional problems must be (one or combination of)
a. Infrequent incontinence (urinary and/or fecal)
b. Minor modification of regular diet
c. Medications and treatments of moderate to minimal complexity
(includes dressings)
d. Moderate to minimal behavior problem due to (one or combination of)
1) Mental confusion
2) Communication problem(s)
e. Feeding problem - minimal
GROUP IV
STATUS
1. Ambulatory or semi-ambulatory
2. Additional problems must be (one or combination of)
a. Oral medications
b. Treatments of minimal complexity (includes dressings)
c. Mild behavior problem due to (one or combination of)
1) Senility
2) Communication problem(s)
d. Requires supervised care
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Schedule III
PERSONNEL REQUIREMENTS FOR CLASSIFICATION OF NURSING HOMES
The following minimum personnel requirements determine the level at which a nursing
home will be classified. As used below, the term "registered nurse" means a nurse
currently licensed by the State of Washington to practice as a registered nurse;
and the term "licensed practical nurse" means a nurse currently licensed by the State
of Washington to practice as a practical nurse. The nursing home operator is respons
ible for verifying the license status of his employees.
1. GROUP I LICENSED NURSING HOME
A licensed nursing home to be classified as a Group I home shall employ the
following full-time active staff:
a. One registered nurse employed as Supervising Nurse, on day duty, who shall
dirLe±
ull
1rtJlung cure given in 6ne flume; UflU W..tawit.. u CpLuP
w
CU :-I
time (minimum 8-hour day, 40-hour week)
b.

One registered nurse on p.m. or evening duty

c. One licensed practical nurse on night duty
d.

One registered nurse for relief duty

e. Sufficient additional nursing personnel to adequately care for the type and
number of patients in the nursing home
f. Arrangements must be made so that at all times there is either a registered
or a licensed practical nurse on duty.
2. GROUP II LICENSED NURSING HOME.
A licensed nursing home to be classified as a Group II home shall employ the
following full-time active staff:
a. One registered nurse employed as Supervising Nurse, on day duty, who shall
direct all nursing care given in the home, and who shall be employed fulltime (minimum 8-hour day, 40-hour week)
b. One licensed practical nurse on p.m. or evening duty
c. One licensed practical nurse on night duty
d. One licensed practical nurse for relief duty
e. Sufficient additional nursing personnel to adequately care for the type and
number of patients in the nursing home
f. Arrangements must be made so that at all time_
or a licensed practical nurse on duty.

there

is either a registered
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Schedule III
PERSONNEL REQUIREMENTS FOR CLASSIFICATION OF NURSING HOMES (cont.)
3.

GROUP III LICENSED NURSING HOME
A licensed nursing home to be classified as a Group III home shall employ the
following active staff:
a.

One licensed practical nurse on day duty who shall direct all nursing care
given In the home, who shall be employed full-time (minimum7-hour day,
40-hour week)

b.

One licensed practical nurse for relief duty must be employed full-time to
cover vacations or sick leave periods

c. Sufficient additional nursing personnel to adequately care for the type and
number of patients in the nursing home.
4. GROUP IV LICENSED NURSING HOME
A licensed nursing home to be classified as a Group IV home shall employ the
following full-time active staff:
a. One licensed practical nurse employed full-time on day duty who shall direct
all nursing care given in the home
b. Sufficient additional personnel to adequately care for the type and number
of patients in the nursing home.

Exhibit B - NURSINO HCSE COST STUDY

State of Washington
Department of Public Assistance
Research and Statistics Unit
Olympia, Washington
February 1961
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I.

Introduction

For some years the Washington State Department of Public Assistance
and the State Legislature have been concerned about the rates paid for the care
of public assistance recipients in licensed private nursing homes. Basically,
the rates were established and altered by negotiation without reference to any
firm framework of costs.
The process was satisfactory neither to the Department nor to the industry and the results were subject to question in terms of
equity both to the taxpayers and to the nursing home operators.
In 1959 the
State Senate passed a resolution directing the Legislative Budget Committee to
conduct a study to determine the amount the State should pay for each type of
nursing home care. The Legislative Budget Committee in turn assigned the responsibility for the study to the Department of Public Assistance.
The 1959 Legislature also earmarked a special appropriation to be disbursed at the rate of
forty cents per public assistance patient-day to those homes cooperating with
the Department in furnishing information concerning costs.
Since the forty
cents per patient-day did not represent an increase in rates over the previous
biennium, failure to cooperate would result in a decrease in rates for the
home involved.
The Department conceived of the study as a twofold one. Although
selective information was available, representative data were lacking on the
characteristics and service needs of nursing home cases. In order properly
to evaluate the results of a cost study, it appeared advisable to undertake a
characteristics study of a random sample of public assistance recipients in
nursing homes.
Such a study was conducted in December 1959 on the basis of a
five percent sample. The schedules were completed by registered nurses from
the Medical Care Division of the Department.
In each instance the nurse visited
the nursing home, observed the patient, reviewed the patient's records and consulted with the charge nurse of the home. During the same period and for the
same cases, a social characteristics schedule was completed in the Department's
County Offices. Although not immediately related to the cost study as such, the
social characteristics study was designed to ascertain the relationship between
the need for public assistance and the need for nursing home care as well as to
obtain information on the events precipitating nursing home placement.
The cost study proper had two major objectives. The first was to
determine an initial rate structure that bore a reasonable and defensible relationship to reported costs. The second was to obtain costs in such a form
that adjustments could be made in the future for changes in prices, wage rates
and staffing requirements.
The latter objective entailed a longer and more
complicated schedule than the first objective alone. Since even a relatively
simple cost study is costly to the Department and the industry, the advantage
of averting an additional study in the visible future was considered to outweigh the immediate disadvantages and the more comprehensive study was undertaken.
In developing the study plan the Department consulted not only with
the Legislative Budget Committee but also with representatives of the nursing
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home industry. All parties involved were concerned that the results be valid
and the consultations were productive. The main -- though not the only -problem areas were:
1. Selecting the homes to participate in the study
2. Assuring the validity of the reported cost data
3. Determining the extent to which cost breakdowns
desirable from the standpoint of flexibility were
practicable from an accounting standpoint _@
4.

Determining a reasonable return on invested capital

5.

Determining the allowances to be made for the unpaid
labor of operators and families, including administrative allowances

6.

Allocating costs among different classes of care in
homes providing more than one class of care g

7.

Determining the adjustments to be made for changes
in taxes, prices and wage rates during and subsequent to the reporting period.

The cost study was based on calendar year 1959. Schedules were transmitted to the homes included in the study in the late spring of 1960. Most of
the homes cooperated with the Department and submitted schedules promptly. The
Department, with considerable success, made every effort to secure the voluntary
compliance of the remaining homes.
In some cases, however, it proved necessary
to revoke the forty cents oEr diem payment in order to obtain cost information.
The main findings of the characteristics study are given in Part II
of this report. The main procedures and techniques used in the cost study as
weil as a summary of the results are given in Part III. The schedules and
instructions used in both studies are included in Appendix A.

#J

?

No uniform system of accounts is prevalent in the Washington nursing home
industry.
Prior to entering a nursing home or to receiving assistance while in a
nursing home, a public assistance recipient is certified by a departmental
screening physician or screening nurse as requiring one of four classes
of care. Class I care is the most complex and extensive and Class IV the
least. In order to receive payment for a specified class of care nursing
homes must be licensed by the Department of Health and meet the staffing
requirements of the Department of Public Assistance. Since staffing
requirements increase in stringency with the level of care, a Class I
home may care for Class II, III and IV as weil as Class I patients, a
Class II home may care for Class III and IV as well as Class II patients
and a Class III home may care for both Class III and IV patients.
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II.

Characteristics of Public Assistance Recipients
in-Licensed Private Nuirsing Homes,
December 1959

Public assistance recipients in licensed private nursing
homes are predominantly a very aged group. (Table II-1) As of
December 1959, 53 percent were at least 80 years, 24 percent were
at least 85 and 10 percent were 90 years of age or over.
Age and
sex

While
Sixty-two percent of all the nursing home recipients were women.
men outnumbered women in the age group under 65, the majority of older recipients
In general, the percentage of women increased with age group from
were female.
44 percent of the recipients under 65 to 70 percent of those 90 or over.
Most of the recipients suffered from multiple impairments.y
(Table II-2) Only 9 percent had but one impairment as compared with
27 percent with two impairments, 25 percent with three and 39 percent with four
or more.
Impairments

The most frequent impairments were strokes, other heart or circulatory
disease, arthritis or rheumatism, debility and senile behavior disorders. (Table
II-3) Other impairments incurred by at least 10 percent of the caseload were
paralysis or palsy, gastrointestinal disease, genito-urinary disease, blindness,
deafness and behavior disorders other than senile.
Only 26 percent of the recipients were always clear mentally.
(Table II-4) Thirty-four percent were mildly confused and thirtyseven percent were seriously disoriented at least part of the time.
The remaining 3 percent were mentally retarded.
Mental
condition

Twenty-seven percent of the recipients displayed eccentric behavior at
least part of the time. Three percent of all recipients, though not incontinent,
were disoriented with respect to toilet facilities.
By class of care only 17 percent of the Class I patients, 26 percent of
the Class II patients and 25 percent of the Class III patients were clear all of
the time. Even among the Class IV patients 46 percent were at least mildly confused. Substantial percentages of all classes of patients were seriously disoriented at least part of the time, ranging from 53 percent of the Class I and
41 percent of the Class II patients to 30 percent of the Class III and 18 percent
of the Class IV.
Thirty percent of the recipients were bedridden most or all of
the time and another 10 percent were bedridden part of the time. (Table
II-5) Eighty-four percent of the Class I patients and 36 percent of
the Class II patients were bedridden most or all of the time. Although few
patients in other classes were bedfast aa such, seven percent of Class III and IV
patients were bedridden part of the time.
Bed
status

Forty-eight percent of the recipients were able to walk
(Table II-6) The
alone or with no more help than cane or crutch.
mobility of the other recipients was substantially limited. Thirty-seven percent
of all the patients were unable, at least part of the time, to walk or be moved in
a wheelchair. The remaining 16 percent, though never so severely restricted,
needed a walker, wheelchair or the help of an attendant.
Mobility

X

Impairments are restricted to those contributing to the need for nursing home
care and/or affecting the type of care required.
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Only four percent of the Class I patients were able to move about without
the help of an attendant as compared with 40 percent of the Class II, 85 percent of
the Class III and 93 percent of the Class IV patients.
Bladder
continence
continent.

Fifty percent of the recipients were continent (bladder) all
of the time.
(Table II-7) Twenty-six percent were occasionally incontinent and the remaining 24 percent were frequently or always in-

Eighty-eight percent of the Class I patients, 53 percent of the Class II
patients, 33 percent of the Class III patients and 14 percent of the Class IV
patients were incontinent (bladder) at least part of the time.
Bowel
continence
continent.

Sixty-two percent of the recipients were continent (bowel)
all of the time. (Table II-7) Sixteen percent were occasionally incontinent and the remaining 22 percent were frequently or always in-

Seventy-two percent of the Class I patients, 45 percent of the Class II
patients, 19 percent of the Class III patients and 11 percent of the Class IV
patients were incontinent (bowel) at least part of the time.
Services

In general the recipients needed and received a variety of
personal services though relatively few required such specialized
services as intravenous feeding, parenteral medications and complex or extensive
dressings.
(Table II-8)
The percentages of recipients needing and receiving (without extra charge)
assistance or supervision on a regular or occasional basis in the activities of
daily living were:
Washing face, hands, teeth and/or dentures
Care of fingernails
Care of feet and toenails
Combing hair
Washing hair
Shaving
Dressing (clothing, nightwear, appliances)
Feeding
Bathing
Toilet

68%
82
90
47
82
21
68
62
91
46

Although relatively more Class I and II patients required assistance in these
activities, substantial percentages of Class III patients also needed help, e.g.,
97 percent of the Class I patients, 88 percent of the Class II patients and 50 percent of the Class III patients needed help in dressing; 91 percent of the Class I
patients, 77 percent of the Class II patients and 46 percent of the Class III
patients needed at least some assistance in feeding. With the exception of nail
care and bathing, Class IV patients were relatively independent in personal care
needs.
Sixty percent of the recipients needed routine oral medication and 35
percent needed "critical" oral medication requiring observation. The relative
number of patients receiving routine and critical medications respectively varied
little
between Class I, II and III care. Routine medication was relatively more
frequent and critical medication less frequent among Class IV patients than in the
other classes of care.
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The major specialized services required by the patients were taking blood
pressure, subcutaneous and intramuscular medications and dressings. Specifically
the percentages of recipients requiring such specialized services were:
Take blood pressure
Subcutaneous medications
Intramuscular medications
Complex and/or extensive dressings
Other dressings
Administration of oxygen
Retention catheterization j/
Other catheterization
Aspiration

37%
7
7
1
6
2
2
2
1

Intravenous medication and intravenous feeding were required by less than one
percent of the recipients.
Of the services required most frequently, taking of blood pressure
ranged from 47 percent of the Class I patients to about 30 percent of Class III
and IV patients. Dressings were required by 11 percent of the Class I patients,
7 percent of the Class II and III and 4 percent of the Class IV patients. Subcutaneous medications were needed by 12 percent of the Class I patients, 7 percent
Intramuscular medication
of the Class II and 4 percent of the Class III and IV.
ranged from 10 percent of the Class I and II to 5 percent of the Class III patients.
Only 18 percent of the recipients were able both to manage
their clothing and personal incidentals money and to make their
(Table II-9) Thirty percent were able to manage their
purchases.
money but unable to make their own purchases and the remaining 52
percent were unable even to manage their money. In 36 percent of
all the cases the nursing home operator managed the money and/or
made the purchases.
Ability to
purchase
clothing and
personal
incidentals

Nursing home care is a long-term "living arrangement" for
an important number of public assistance recipients. (Table II-10)
Twenty-seven percent of the recipients had been in their present
nursing home for at least 3 years and 12 percent had been in the
The length of stay increased with
same home for 5 years or more.
age group. Thirty-five percent of the recipients aged 85 years or
over and 30 percent of those aged 75 through 84 had been in the present home for
at least 3 years as compared with 22 percent of the recipients under 75 years of
age.
Length of
time in
present
nursing
home

Estimated
period for
which care
required

Most of the recipients were expected to require nursing
(Table II-11) Including cases in
home care on a continuing basis.
which care was expected to be terminal, 96 percent of all the recipients were expected to remain in nursing home care for an indefinite
period. Only 2 percent were expected to need care for less than a

year.
Note: Because the Social Characteristics study was not directly related
to the cost study, no narrative material on social characteristics is presented.
Tabular summaries of the data are given in Appendix.
g

Reported only for cases in which retention catheters were used because of
medical order.

TABLE II,1:

AGE AND SEX OF PUBLIC ASSISTANCE RECIPIENTS IN LICENSED PRIVATE NUMINS HOMES, DECEMBER 1959 y

Age in years
0

Total

Number of recipients
Total
Male
Female

Percent distribution by age 3J
Total
Male
Female

8,471

3,249

5,222

100.0

Less than 55

336

201

135

4.0

55, less than 65

627

336

291

65, less than 75

1,434

650

403
1,031

179
471

4,079

1,412

1,569
2,510

100.0

Percent distribution by sex
Total
Male
Female

100.0

100.0

38.4

61.6

6.2

2.6

100.0

59.8

40.2

7.4

10.3

5.6

100.0

53.6

46.4

784

16.9

20.0

15.0

100.0

45.3

54 .7

224
560

4.8
12.2

5.5
14.5

4.3
10.7

100.0
100.0

44.4
45.7

55.6
54.3

2,667

48.1

43.5

51.1

100.0

34.6

65.4

560
852

Y 1,009
1,658

18.5
29.6

17.2
26.2

19.3
31.8

100.0
100.0

35.7
33.9

64.3
66.1

1,995

650

1,345

23.6

20.0

25.8

100.0

32.6

67.4

1,165
830

403
247

762
583

13.7
9.8

12.4
7.6

14.6
11.2

100.0
100.0

34.6
29.8

65.4
70.2

1
t0

65, leas than 70
70, less than 75
75, leas than 85
75, leas than 80
80, less than 85
85 or over
85, less than 90
90 or over

A Based on expanded ssmple of OAA, AB, DA and Continuing GA cases.
N Because of rounding, detail does not necessarily add to totals.
X Forced to balance total.

02
w

0
02

w

TABLE II-2:

CCUNT OF PUBLIC ASSISTANCE RECIPIENTS IN LICENSED PRIVATE NURSING HOMES BY NUMBER OF IMPAI
DECEMBER 1959 YJ

SENTS,

Number
of
recipients

Percent
of
total

8,471

100.0

740

8.7

7,731

91.3

Two

2,263

26.7

Three

2,151

25.4

C

Four or more

3,317

39.2

m

Number of impairments 3
Total
One impairment only
Two or more impairments

0

02

Based on expanded sample of OAA, AB, DA and Continuing GA cases.
3/ Impairments are restricted to those contributing to recipient's need for nursing home
care and/or affecting the type of care required.
X

TABLE II-3:

MAJOR IMPAIRNENTS OF PUBLIC ASSISTANCE RECIPIENTS IN LICErSED, PRIVATE NURSING EOMES,
DECEMBER 1959 i

Major impairment N

Number of
recipienti Nf

Percent of
total Y

Total

8,471

100.0

Stroke, total b
Nonparalytic
Paralytic

2,219
628
1,591

26.2
7.4
18.8

Multiple sclerosis
Other paralysis or palsy
Other heart or circulatory disease

538
941
4,280

6.3
11.1
50.5

Arthritis or rheumatism
Amputation of lover limb(s)
Fracture of hip
Other fracture
Diabetes
Cancer or other neoplasms
Other gastrointestinal disease or impairment
Other genitourinary disease or impairment
Dermatitis and related

2,488
291
583
247
515
359
1,322
1,524
381

29.4
3.4
6.9
2.9
6.1
4.2
15.6
18.0
4.5

Asthma or bronchitis
Blindness
Deafness
Debility

695
1,457
1,434
3,137

8.2
17.2
16.9
37.0

Epilepsy
Mental retardation
Senile behavior disorders
Other behavior disorders

224
247
3,563
1,345

2.6
2.9
42.0
15.9

Other

1,412

16.7

Y

Based on expanded sample of OAA, AB, DA and Continuing GA cases.,
Restricted to impairments contributing to recipient's need for nursing home care and/or affecting the type of care required.
Y Since some recipients had more than one impairment, the sum of the *omponents exceeds the (net) total
recipient count. N Includes 515 cases (representing 6 percent of bhe total nursing home caseload)
in which aphasia was reported.

I?

Z
Q

W
0

w

MENIAL CONDITION OF PUBLIC ASSISTANCE RECIPIENTS IN LICENSED PRIVATE NURINGl8EROMEBY CLASS OF
CARE, DMOCEBER 1959 #
Percent distribution
by mental condition 21
Number of recipients
Class - Class Class Class
All
Class Class
Class
Class
All
IV
III
II
I
classes
IV
III
II
I
classes
Mental condition
TABLE II-4:

100.0

8,471

1,994

2,308

Y 3,542

627

100.0

100.0

100.0

100.0

2,174

336

605

Y 897

336

25.7

16.8

26.2

25.3

53.6

N 2,890

515

762

1,479

134

34.1

25.8

33.0

41.8

21.4

Seriously disoriented at least
part of the time, total

3,160

1,053

941

Y 1,054

112

37.3

52.8

40.8

29.8

17.9

Without eccentric behavior
With eccentric behavior

852
2,308

381
672

157
784

269
_ 785

45
67

10.1
27,2

19.1
33.7

6.8
34.0

7.6
22.2

7.2
10.7

247

90

112

45

2.9

4.5

0

3.2

7.2

Total
Always clear
Mildly confused at least part
of the time but never
seriously disoriented

Mentally retarded

0

z
0
wI

Y Based on expanded sample of OAA, AB, DA and Continuing GA cases.
recipient vas receiving.
_t Because of rounding, detail does not necessarily add to totals.
Y Forced to balance total.

Class of care refers to class of care

TABLE II-5:

Bed status

BED STATUS OF PUBLIC ASSISTANCE RECIPIEfTS IN LICENSED PRIVATE SURIli II(ES BY CLASS OF CARE,
DECEMBER 1959 ,,
Percent distribution
by bed status 4
Number of recipients
All
Class Class
Class
C18BS
Al1
Class C1BBS Class
IV
IV
classes
I
II
III
classes
I
II
III

Total
Not bedridden
Bedridden part of the time
Bedridden most or all of the
time, total
Most of the time
All of the time

8,471

1,994

2,308

y 3,542

627

100.0

100.0

100.0

100.0

5,065

157

1,098

N 3,228 N 582

59.8

7.9

47.6

91.1

92.8

829

_v156

581

247

9.8

7.8

16.5

7.0

7.2

2,577

1,681

829

67

0

30.4

84.3

55.9

1.9

0

515
1,591 Nf 1,166

426
403

45
22

0
0

11.6
18.8

25.8
58.5

18.5
17.5

1.3

0
0

986

45

.6

100.0

X
C
X
0

co
CI,

Y

Based on expanded sasmple of OAA, AB, DA and Continuing GA cases.
recipient receiving.
P Because of rounding detail does not necessarily add to totals.
Y Forced to balance total.

---

Class of care refers to clases of care

TABLE II-6:

COUNT OF PUBLIC ASSISTANCE RECIPIENTS IN LICENSED PRIVATE NURSING ROMS BY MAXIMUM RESTRICTION
ON MOBILITY BY CLASS OF CARE, DECEMBER 1959 X

Maximum restriction
on mobility ?J
Total

Number of recipients
All
Class Class
Class
classesI
I
II
III

Class
IV

Percent distribution by
restriction of mobility 3
All
Class Class Class Class
classes
I
II
III
IV

8,471

1,994

2,308

V 3,542

627

100.0

100.0

100.0

100.0

100.0

4,034

22

N 739

S 2,691

N 582

47.6

1.1

32.0

76.0

92.8

Moves himself about with a
mechanical aid such as walker
or wheelchair

560

67

179

314

0

6.6

3.4

7.8

8.9

0

Able to walk or move in wheelchair only with help of attendant

762

90

359

N 313

0

9.0

4.5

15.6

8.8

0

3,115

1,815

1,031

224

45

36.8

91.0

44.7

6.3

7.2

Walks alone or with no more help
than cane or crutch

Unable to walk or be moved about
in wheelchair, total

02

04
Able to turn and/or sit on
bedside by self

1,210

403

583

179

45

14.3

20.2

25.3

5.1

7.2

Helpless, must be turned
or lifted

1,905

1,412

448

45

0

22.5

70.8

19.4

1.3

0

Based on expanded sample of OAA, AB, DA and Continuing GA cases. Class of care refers to class of care
recipient receiving.
N/ A recipient whose mobility status varies is reported only under the most restricted mobility, e.g., a
recipient able to walk alone part of the time but -peeding help of an attendant the rest of the time is
reported only under the latter status.
N Because of rounding, detail does not necessarily add to totals.
y Forced to balance total.
#

02

TABLE II-7:

CONTINEICE OF PUBLIC ASSISTANCE RECIPIENTS IN LICENSED PRIVATE MIWINCG H
DEC1D(BER 1959 Y
Number of recipients
All
Class
Class
Class
classes
I
II
III

I.

Percent distribution
by continence 21
A1L
Class Class Clss
classes
I
II
III

Clans
IV

Bladder continence
Total

II.

Class
IV

SED
BY CIASS O? CARE,

8,471

1,994

2,308 Y 3,542

Always continent
Occasionally incontinent
Dribbling
Frequently or always
incontinent

4,234
1,546
696

Y246
448
67

1,075
448
247

1,995

1,233

Frequently incontinent
Always incontinent

695
1,300

202
1,031

627

100.0

100.0

100.0

100.0

2,375
605
Y 338

538
45
Y 44

50.0
18.2
8.2

12.3
22.5
3.4

46.6
19.4
10.7

67.1
17.1
9.5

85.8
f.2
7.D

538

224

0

23.6

61.8

23.3

6.3

0

359
179

134
90

0
0

8.2
15.5

10.1
51.7

15.6
7.8

3.8
2.5

0
0

100.0

z

Bowel continence
0
Total

y

8,471

1,994

2,308

r 3,542

627

00.0

100.0

100.0

100.0

100.0

Always continent
Occasionally incontinent
Dribbling
Frequently or always
incontinent

5,267
1,233
134

Y559
247
0

1,278 2,870
448
493
67
45

560
45
22

62.2
14.6
1.6

28.0
12.4
0

55.4
19.4
2.9

81.0
13.9
1.3

89.3
7.2
3.5

1,837

1,188

515

134

0

21.7

59.6

22.3

3.8

0

Frequently incontinent
Always incontinent

650
1,187

224
964

336
179

90
44
4

0
0

7.7
14.0

11.2
48.3

14.6
7.8

2.5
1.2

0
0

Based on expanded sample of OAA, AB, DA sad Continuing GA cases.
recipient receiving.
y
Because of rounding, detail does not necessarily add to totals.
Y Forced to balance total.

-4

D7
02

Class c r care refers to class of care

U1s

TABLE II-8:

SERVICES NEEDED BY PUBLIC ASSISTANCE RECIPIENTS IN LICENSED PRIVATE NURSING HOMES (AND
STAFF OF HOME WITHOUT ADDITIONAL CHARGE) BY CLASS OF CARE, DECEMBER 1959 #
Class of care receiving
III
II
I
Total
Percent
Percent Number
Percent Number
Number
Percent Number
of
of
of
of
of
of
of
of
recipients total
recipients total
recipients total
recipients total

Service
1, Wahn
pae, hands,
teeth and/or dentures

No assistance or
supervision
Assistance and/or
supervision, total :
Supervision only:
Occasionally
Frequently or
routinely
Some assistance:
Occasionally
Frequently or
routinely
Washed by attendant:
Occasionally
Frequently or
routinely
2.

PROVIDED BY

IV
Percent
Number
of
of
recipients total

8,471

100.0

1,994

100.0

2,308

100.0

N 3,542

100.0

627

100.0

2,757

32.5

45

2.3

269

11.7

1,860

52.5

583

93.0

5,714

67.5

1,949

97.7

2,039

88.3

1,682

47.5

44

7.0

335

4.0

67

3.4

67

2.9

179

5.1

22

3.5

1,031

12.2

90

4.5

314

13.6

605

17.1

22

3.5

89

1.1

22

1.1

O

0

67

1.9

0

0

1,434

16.9

90

4.5

717

31.1

627

17.7

0

0

22

.6

0

0

0

22

.3

0

2,936

34.7

1,748

87.7

964

41.8

224

6.3

0

Care of fingernails
8,471
No care or super1,502
vision
Care and/or- supervision, total N
V 6,969
Supervision only:
Occasionally
0
. Frequently or
routinely
224
Care by attendant:
Occasionally
89
Frequently or
routinely
6,678

100.0

1,994

100.0

2,308

100.0

Bt3,542

100.0

627

100.0

17.7

67

3.4

179

7.8

_t875

24.7

381

60.8

75.3

246

39.2

82.3
0

1,927
0

0

0

96.6
0

2,129
0

2.6

22

1.1

112

1.1

°

0

O

78.8

1,927

96.6

2,017

92.2
0

J 2,667
0

0

0

0

0

0

0

4.9

90

2.5

0

67

1.9

22

3.5

2,510

70.9

224

35.7

87.4

z

02

TABLE 11-8:

SERVICES NEEDED BY PUBLIC ASSISTANCE RECIPIENTS IN LICENSED PRIVATE NRElIND HOWES (AND
STAFF OF HOUME
WITHWT ADDITIONAL CHAR E) BY CLASS OF CARE, DEUCBER 1959 Y - CONTINUED
Class of care receiving
Total
I
II
_
III
Number
Percent Number
Percent Number
Percent Nunmer
Percent
of
of
of
of
of
of
Of
of
Service
recipients total
recipients total
recipients total
rec:pients total
3. Care of feet and
*to-mai'ls
8,471
100.0
1,994
100.0
2,308
100.0
_ 3,542
100.0
lb care or supervision 829
9.8
134
6.7
90
3.9
426
12.0
Care and/or supervision, total t
7,642
90.2
1,860
93.3
2,218
96.1
3,116
88.0
Supervision only:
Occasionally
22
.3
0
0
0
0
0
0
Frequently or
routinely
44
.5
0
0
22
1.0
22
.6
Nail care by attendant:
Occasionally
157
Frequently or
romtsinely
7,261
Special podiatric care:
Occasionally
44
Frequently or
routinely
179

1.9

0

0

45

1.9

90

PROVIDED BY

IV
Number
Percent
of
of
recipients total
627
179

100.0
28.5

448

71.5

22

3.5

0

0

2.5

22

3.5

82.2

359

57.3

85.7

1,860

93.3

2,129

92.2

2,913

.5

22

1.1

22

1.0

0

2.1

0

0

22

1.0

112

3.2

45

0

0

0
7.2

4. Combing hair
Not combed by
attendant
Combed by attendant,
total
Occasionally
Frequently or
routinely

8,471

100.0

1,994

100.0

2,308

100.0

2 3,542

100.0

627

100.0

4,504

53.2

336

16.8

1,053

45.6

2,488

70.2

627

100.0

3,967
381

46.8
4.5

1,658
22

3,586

42.3

5. Washing hair
Not washed by
attendant
Washed by attendant,
total
Occasionally

8,471

100.0

1,501

rney

0
0

0
0

83.1
1.1

1,255
45

1,636

82.0

1,210

52.4

740

20.9

1,994

100.0

2,308

100.0

2t 3,542

100.0

627

100.0

17.7

112

5.6

179

7.8

852

24.1

358

57.1

6,970
89

82.3
1.1

1,882
22

94.4
1.1

2,129
0

92.2
0

2,690
67

75.9
1.9

269
0

42.9
0

6,881

81.2

1,860

93.3

2,129

92.2

j12,623

74.1

269

42.9

54.4
1.9

1,054
314

29.8
8.9

0

z

0

02

TABLE II-8:

SERVICES NEEDED BY PUBLIC ASSISTANCE RECIPIENTS IN LICENSED PRIVATE NURSING HOMES (AND PROVIDED BY
STAFF OF HOMEWITHOUT ADDITIONAL CHARME) BY CLASS OF CARE, DECEMBER 1959 #- CONIINUED
Class of care
II
Percent Number
Percent Number
Number
of
of
of
of
of
recipients total
recipients total
recipients
Total

Service
6. Shaving
No assistance or
supervision
Assistance and/or
supervision, total
Supervision only:
Occasionally
Frequently or
routinely
Some assistance:
Occasionally
.Frequently or
routinely

I

100.0

627

100.0

2,982

84.2

_i 4E12

92.8

560

15.8

100.0

1,994

100.0

2,308

100.0

g(3,542

6,724

79.4

1,479

74.2

1,681

72.8

1,747

20.6

515

25.8

627

27.2

0
89

0

0

1.1

22

0
1.1

0
22

7.2

0

0

1.0

0

0

I4 0

0

45

0

7.2

z<1
t:
02

0

0

0

1.1

0

0

90

.8

45

2.3

0

17.7

448

22.5

515

8,471

100.0

1,994

100.0

No help or supervision 2,668
Help and/or super5,803
vision, total N

31.5

67

3.4

68.5

1,927

96.6

67

.8

0

0

0

516

6.1

0

0

157

0
90

Shaved by attendant:
67
Occasionally
Frequently or
routinely
1,501

Supervision only:
Occasionally
Frequently or
routinely

III
IV
Percent
Percent Number
Percent Number
of
of
of
of
of
total
recipients total
recipients total

8,471

0

7. Dressing (clothing,
nightwear, appliances)

receiving

0

0

0

O

0

m

3.9

0

0

0

0

7
P1
02

22

.6

0

0

22.3

538

15.2

0

0

2,308

100.0

2 3,542

100.0

627

100.0

269

11.7

3/1,772

50.0

560

89.3

2,039

88.3

3/1,770

50.0

67

10.7

67

1.9

0

0

359

10.1

0

0

0

0
6.8

0

TABLE II-8:

(AND PROVIDED BY
SERVICES NEEDED BY PUBLIC ASSISTANCE RECIPIENTS IN LICENSED PRIVATE NUKING EWHMES
STAFF OF HOMEWITHOur ADDITIONAL CHARGE) BY CLASS OF CARE, DECEMBER 195' # - CONTINUED
Total
Percent Number
Number
of
of
of
recipients
recipients total

Service
7.

I

Class of care
II
Percent Number
of
of
recipients
total

receiving

IV
III
_
Percent
Percent Number
Percent Numl er
of
of
of
of
of
recipients total
reci pients total
total

(Continued)
Help with difficult items only:
Occasionally
Frequently or
routinely
General help:
Occasionally
Frequently or
.
routinely

247

2.9

0

0

1,008

11.9

67

3.4

0

0

0
1,255

14.8

291

0
14.6

90

3.9

112

3.2

45

7.2

359

15.6

560

15.8

22

3.5

0

0

0

605

26.2

359

22

1.0

22

O

0

10.1

O

0

O

0

0

O

0

U'

Dressed by attendant:
44
Occasionally
Frequently or
2,689
routinely

31.7

1,569

78.7

829

35.9

291

8.2

8,471

100.0

1,994

100.0

2,308

100.0

D 3,542

100.0

627

100.0
89.3
10.7

8. Feeding
No help needed
Help needed, total
Tray in room:
Occasionally
Frequently or
routinely

.5

O

0

.6

3,182
5,289

37.6
62.4

179
1,815

9.0
91.0

538
1,770

23.3
76.7

1,905
1,637

53.8
46.2

560
67

224

2.6

22

1.1

45

1.9

112

3.2

45

7.2

35.5

695

34.9

1,188

51.5

1,076

30.4

45

7.2

45

1.9

90

2.5

0

0

829

35.9

538

15.2

0

0

3,004

Help in cutting food:
135
Occasionally
Frequently or
1,905
routinely

1.6

0

22.5

538

0
27.0

z

0

TUSLE II-8:

SERVICES NEEDED BY PUBLIC ASSISTANCE RECIPIENTS IN LICENSED PRIVATE NURSING HOMES (AND PROVIDED BY
WrFEOUT ADDITIONAL CHAIRE) BY CLASS OF CARE, DECEMBER 1959 # - CONTINUED
STAFF OF HIOME
Class of care receiving

Service

0D
Io

---

IV
II
III
I
Total
Percent
Percent Number
Percent Number
Percent Number
Percent Number
Number
of
of
of
of
of
of
of
of
of
of
recipients total
recipients total
recipients total
recipients total
recipients total

B. (Continued)
Fed some food(s)
or meals:
Occasionally
Frequently or
routinely
Fed all meals:
Occasionally
Frequently or
routinely
Intravenous feeding:
Occasionally
Frequently or
routinely

268

3.2

134

6.7

67

2.9

67

470

5.5

314

15.7

134

5.8

22

0

0

0

0

0

0

0

0

O

0

4.9

0

0

0

0

829

9.8

717

36.0

112

22

.3

22

1.1

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0
100.0-

627

100.0

448
3,094

12.6
87.4

224
403

35.7
64.3

67

1.9

896

25.3

1,994

100.0

2,308

100.0

f 3,542

739
7,732

8.7
91.3

45
1,949

2.3
97.7

22
2,286

1.0
99.0

Help in or out of tub
or shover:
67
Occasionally
Frequently or
1,322
routinely

.8

0

15.6

22

Back and/or feet:
Occasionally
Frequently or
routinely

0

0

100.0

No help needed
Help needed, total _

.6

0

0

8,471

9. Bathing

1.9

0
1,367

0
16.1

0
45

0
1.1
0
2.3

0
202
0
269

0
8.8
0
11.7

0
896

0
25.3

.0
202
0
157

0
32.2
0
25.0

TAZLE II-8:

SERVICES NEEDED BY PUBLIC ASSISTANCE RECIPIERIS IN LICENSED PRIVATE NUTING HOMES (AND PROVIDEI) BY
STAFF OF HONE WITHOUIT ADDITIONAL CHARGE) BY CLASS OF CARE, DECEMBER 19.9 y - CONTINUED
ClasS of care
II
Percent Number
Percent Number
Number
of
of
of
of
of
recipients
recipients total
recipients total
I

Total

Service
9.

receiviing

IV
III
_
Percent
Percent Number
Percent Nutiber
of
of
of
of
of
recipients total
recipients total
total

(Continued)
General help:
Occasionally
Frequently or
routinely

44

.5

0

0

22

1.0

22

.6

0

0
3.5

0

1,748

20.6

112

5.6

695

30.1

919

25.9

22

Shover or chair bath,
unable to help:
Occasionally
134
Frequently or
1,030
;,routinely

1.6

67

3.4

45

1.9

22

.6

0

3.5

12.2

336

16.8

403

17.5

269

7.6

22

66

.8

22

1.1

22

1.0

22

.6

0

0

2,375

28.0

1,457

73.1

784

34.0

134

3.8

0

0

8,471.

100.0

1,994

100.0

2,308

100.0

3,542

100.0

627

100.0

4,548
No help needed
Help needed, total _V 3,923

53.7
46.3

403
1,591

20.2
79.8

874
1,434

37.9
62.1

2,644
898

74.6
25.4

627
0

100.0
0

3.4

22

1.1

67

2.9

202

5.7

0

0
0

Bed bath:
Occasionally
Frequently or
routinely
10. Toilet

Help to and from toilet:
291
Occasionally
Frequently or
762
routinely
Commode, no help:
Occasionally
Frequently or
routinely

9.0

112

157

1.9

0

89

1.1

0

359

15.6

291

8.2

0

0

67

2.9

90

2.5

O

0

0

22

1.0

67

1.9

0

0

5.6

0
:aj
0

&n
02

w'

TALIZ II-8:

SERVICES NEEDED BY PUBLIC ASSISTANCE RECIPIENTS IN LICENSED PRIVATE NURSING HOMES (AND PROVIDED BY
STAFF OF ROME WITHOUT ADDITIONAL CHARIE) BY CLASS OF CARE, DECEMBER 1959 _y - CONTINUED

Service

Total
Number
Percent Number
of
of
of
recipients total
recipients

I

Class of care
II
Percent Number
of
of
total
recipients

receivinIII
IV
Percent Number
Percent Number
Percent
of
of
of
of
of
total
recipients total
recipients total

10. (Continued)
Help to and from
commode:
Occasionally
Frequently or
routinely

314

3.7

22

1.1

247

10.7

45

1.3

0

0

471

5.6

157

7.9

269

11.7

45

1.3

0

0

Bed pan and/or urinal:
Occasionally
606
Frequently or
routinely
IL, 972

7.2

269

13.5

247

10.7

90

2.5

0

0

C

23.3

1,165

58.4

605

26.2

202

5.7

0

0

02

11. Take pulse or temperature

3,093

36.5

852

42.7

874

37.9

1,188

33.5

179

28.5

12. Take respiration

2,779

32.8

808

40.5

785

34.0

1,030

29.1

156

24.9

13. Take blood pressure

3,093

36.5

942

47.2

874

37.9

1,076

30.4

201

32.1

246

2.9

67

3.4

45

1.9

134

3.8

0

4,997

59.0

1,255

62.9

1,322

57.3

2,017

56.9

403

66.4

3,002

35.4

694

34.8

919

39.8

1,277

36.1

112

17.9.

16. Retention catheterization

134

1.6

134

6.7

0

0

0

17. Catheterization (other
than retention)

134

1.6

112

5.6

0

0

22

18. Dressings or bandages
Complex end/or extensive 112
Other
537

1.3
6.3

90
134

4.5
6.7

22
135

0
246

14. Clinitest
15. Oral medications
Routine
Critical, observation
necessary

0

1.0
5.8

0

0

0

0

.6

0

0

0
6.9

0
22

0
3.5

02

TABLE II-8:

SERVICES NEEDED BY PUBLIC ASSISTANCE RECIPIENTS IN LICENSED PRIVATE NURS:NG HOMES (AND PROVIDED BY
STAFF OF HOME WITECH ADDITIONAL CHARGE) BY CLASS OF CARE, DECEMBER 1959 _#- CONTINUED
Class of care
II
Percent Number
Number
Percent Number
of
of
of
of
of
recipients total
recipients total
recipients
Total

Service

I

19. Parenteral medications
Subcutaneous
Intravenous
Intramuscular

58l
22
605

6.9
.3
7.1

246
22
202

12.3
1.1
10.1

20. Administration of oxygen

200

2.4

156

7.8
3.4

receiving
III
IV
Percent Number
Percent
Percent Numi er
of
of
of
of
of
recipients total
total
reci pients total
3.5
0
0

157
0
224

6.8
0
9.7

156
0
179

4.4
O
5.1

22
0
0

22

1.0

22

.6

0

0

0

0

0

0

0

O

67

.8

67

1,746

20.6

582

29.2

425

18.4

695

19.6

44

7.0

23. Extra care or supervision because of
(other) eccentricities
2,218
of behavior

26.2

426

21.4

739

32.0

896

25.3

157

25.0

24. Other

13.0

359

18.0

314

13.6

359

10.1

67

10.7

21. Aspiration
22. Extra supervision because of confusion

1,099

0
92

Based on expanded sample of OAA, AB, DA and Continuing GA cases. Class of care re: ere to class of care
recipient receiving.
g' Forced to balance total.
Y Since for this group of services some recipients required one type of service rout:.nely or frequently and
another type occasionally, the sum of the components may exceed the net count of calses requiring service.
#

t-D
CAD

TABLE II-9:

ABILITY OF PUBLIC ASSISTANCE RECIPIENTS IN LICENSED PRIVATE NURSING HOMES TO
PURCHASE OWN CLOTEING AND PERSONAL INCIDENTALS, DECEMBER 1959 XJ

Ability to purchase clothing
and personal incidentals
Total

Number
of cases

Percent of
total 3/

8,471

100.0

Able to manage money and purchase own clothing
and personal incidentals

1,546

18.2

Able to manage money but unable to purchase
clothing and personal incidentals, total

2,533

29.9

Purchases made by Relative
Friend
Operator and/or staff of nursing home

1,412
269
852

16.7
3.2
10.1

4,392

51.8

2,017
224
2,151

23.8
2.6
25.4

Unable to manage money, total
Money managed and purchases made by Relative
Friend
Operator and/or staff of nursing home

w

o

/ Based on expanded sample of OAA, AB, DA and Continuing GA cases.
Of Because of rounding, detail does not necessarily add to totals.

2

TABLE II-10:

LER3TE OF TIME IN PRESENI M

Percent distribution by length of
time in present nursing home 21
75, less 85 years
Less
or
than 75 than 85
All
over
years
ages years

All
ages

Number
Less
than 75
years

of cases
75, less
than 85
years

65 years
or
over

8,471

2,397

4,079

1,995

:>00.0

100.0

100.0

100.0

3,474

1,120

1,637

717

41.0

46.7

40.1

35.9

874
1,165
1,435

269
403
448

471
560
t606

134
202
381

10.3
13.7
16.9

11.2
16.8
18.7

U.5
13.7
14.9

6.7
10.1
19.1

One year, less than 3

2,734

762

1,389

583

32.3

31.8

34.0

29.2

1 year, less than 2
2, less than 3 years

1,703
1,031

538
224

874
515

291
N 292

20.1
12.2

22.4
9.3

21.4
12.6

14.6
14.6

1,277

336

627

314

15.1

14.0

15.4

15.7

896
381

202
134

515
L1Z

179
y135

10.6
4.5

8.4
5.6

12.6
2.7

9.0
6.8

986

179

426

381

11.6

7.5

10.4

19.1

0

Length of time in
present nursing home
tN

1RSI1G
ROME BY AGE OF RECIPIENT, DECEM4BER 1959 Y

Total
Less than one year
Less than 3 months
3, less than 6 months
6 months, less than one year

3, less than 5 years
3, less than 4 years
4, less than 5 years
5 years or more

Co

W

0
(1

_Y Based on expanded sample of OAA, AB, DA and Continuing GA cases.
_I Because of rounding, detail does not necessarily add to totals.
N Forced to balance total.

-J

TABLE II-l1:

ESTIMATED PERIOD FOR WHICH RECIPIENT WILL RBEUIRE NURSING HOME CARE #

Estimated period recipient will
require nursing home care
Total
Indefinite period Y
Less than one year
Less than 3 months
3, less than 6 months
6 months, less than one year
One year or more

Number of
recipients

Percent of
total 31

8,449

100.0

8,135

96.3

202

2.4

112
45
45

1.3
.5
.5

112

1.3

0
Ri

02

y

Based on expanded sample of OAA, AB, DA and Continuing GA:cases.
Excludes cases for
which information not available or not reported.
2/ Because of rounding, detail does not necessarily add to totals.
Y Includes all cases in which care is expected to be terminal as well as all cases in
which care, though not necessarily terminal, is expected to continue for an indefinite
period.
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HOMES

Cost Study

Selection
of homes

Nursing home care in the State of Washington is provided by
three types of private agencies:
(1) those that, with the possible
exception of an occasional board and room case, provide only nursing
home care;
(2) hospitals;
(3) retirement homes. The first group represented 64
percent of the private agencies caring for public assistance nursing home patients
during 1959 and provided 87 percent of all public assistance patient-days.
Because
of the predominance of this group of agencies and because of the cost allocation
problems involved for hospitals and retirement homes, the cost study to determine
rates was restricted to homes providing only nursing home care. 2Y
With the exception of certain exclusions, all hcmes providing only
nursing home care during 1959 were requested to participate in the study. The
exclusions were based on objective criteria that were applied "across-the-board".
The bases of exclusion and the reasons therefore are:

2.

Facility open during 1959 but closed at the time of the study.
Reason:
1959 financial data not available and home no longer
providing care.

3.

Change of operator during or subsequent to 1959.
financial data incomplete or not available.

4.

Facility not in existence as of July 1, 1958.
Reason: To avoid
cost distortion due to atypical costs during first year of operation.

5.

Home judged "marginal" by the Washington State Department of Health 3
Reason: To avoid downward distortion of costs due to substandard
operation.

6.

Public assistance recipients represented less than 40 percent of
capacity during 1959.
Reason: To avoid possible upward distortion
of costs due to "luxury operation.

7.

Home not classified by the Department during part of 1959.
Reason: Since home not eligible for public assistance payments during
part of 1959, not properly within sphere of study; also to avoid cost
distortion due to possibility of "luxury" or substandard operation.

8.

Home not classified by the Department at the time of the study.
Reason: Since home no longer eligible for public assistance payments,
not properly within sphere of study; also to avoid possible cost
distortion due to "luxury" or substandard operation.

Reason:

1959

Y Because of the considerable interest in "multiple-function" institutions,
selected hospitals and retirement homes were requested to complete cost schedules
parallel to those used in the basic study. These institutions are, however,
excluded from the present report.
3/ The Department of Public Assistance requested that the Department of Health in
making its determinations consider only those currently licensed homes as marginal to which written notices of substantive violations of law, rules and/or
regulations had been sent during the period January 1, 1958 to the time of the
Health Department review. Trivial or temporary and accidental violations were
not to be included.

278

NURSING HOMES

Schedules were sent to all of the 184 homes that met none of the above
criteria for exclusion from the study. All of these homes completed and returned
schedules.
Seven of these schedules were not received in time to be included in
the data processing and in four additional cases, despite the cooperation of the
operators involved, the cost records of the home were too incomplete to warrant
inclusion. Thus of a possible 184 homes, 173 or 94 percent are included in the
analysis. #
Assuring
accuracy
of reported
data

Fundamental to the validity of the study was reasonable
assurance that the reported cost data were complete and accurate.
Three steps were taken to achieve such assurance:
1.

The basic cost schedule was required to be acknowledged not only
by the operator but by a public accountant.

2.

In meetings with representatives of the nursing home industry
the reasons for requesting certain information were explained
and discussed and the importance of accuracy was stressed.

3.

The schedules were reviewed carefully by the Department for
inconsistencies, arithmetic errors and apparently unreasonable
entries (e.g., level of payroll taxes relative to payroll).
Any
error or question was referred back for correction or explanatiob:
Because of the care in editing and the cooperation of the individual nursing homes in reviewing their reports on request, it
would appear that recording errors and inadvertent omissions or
duplications were minimized.

Determining
cost
breakdowns

In order to facilitate future adjustments of the current
findings to avoid without repetition of a full-scale cost study, consideirable cost detail was desirable. On the other hand, the practical
limitations inherent in a variety of accounting systems and the expense involved in re-allocating the costs of a past accounting period necessitated
some modification of the theoretical ideal. In general, the cost breakdowns
adopted provedworkable. In particular, the reporting of payroll by type of
personnel as well as the additional information on both wages and hours for
selected months proved invaluable.
Adjustment
for underutilization
of capacity

Since a low ratio of patients to capacity would artificially
increase the per diem costs of a home, an adjustment was made for
underutilization of capacity.
On the average, the homes operated at
93 percent of capacity, an average that was remarkably stable among
the different classes of homes. (Table III-1) Since 80 percent of
all homes operated at 85 percent of capacity or more, the adjustment for underutilization of capacity consisted of increasing reported days care to 85 percent
of capacity for those homes operating below this level. In determining per diem
costs the separate cost items were related to capacity-days, days care or adjusted
days care as appropriate, e.g., taxes, depreciation and rent on land, building and
equipment were related to capacity-days since these costs can be considered fixed
irrespective of occupancy; food for patients was related to patient-days with no
adjustment for underutilization of capacity; housekeeping and maintenance costs
were related to adjusted days care.
Jj

la two instances the accounts of two separate homes under the same ownership
were merged so that only consolidated reports could be submitted.
Thus the
count of "homes" in this report balances to 171 rather than 173.
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Since return on invested capital is a legitimate cost of

operation, the data requested in the basic cost schedule included
gross investment in land, building and equipment, accumulated depreciation, mortgage interest and outstanding mortgages. Gross investment was defined as acquisition cost to present owner plus special local improvement assesments, expenditures by present owner for permanent improvements and/or
betterments and allowances for the unpaid labor of owner and family in connection
with original construction, permanent improvements and/or betterments. Y Since
invested
capital

the current rates of return permitted to utilities by the Washington Public

Service Commission ranges from 5.9 to 6.5 percent of acquisition cost, the return
on invested capital used in the cost study was mortgage interest plus six percent
of unmortgaged net investment.
Forty homes included in the cost study had a paid adminis(Table
trator only, i.e., had no unpaid administrative services.
III-2) These homes represented 23 percent of all homes in the study
hut 54 iereent of all homes with 50 beds or more and 32 percent of all
'*1
homes with 25 beds or more. Weighting by beds, the average awnilaances
Since this
trative salary cost was about $8.20 per bed per month.
average was unduly influenced by a few very large homes and since the average cost
was $9.40 both for homes with 50 but less than 80 beds and for homes with 25 but
less than 50 beds, a base administrative salary allowance of $9.40 per bed per
month was used. V
Administrative
salary

Each operator reported the number of unpaid hours of own
and family labor by type of function. The nursing hours were further
broken down into Ea time, LPN time and time of unlicensed personnel.
Wages and hours for paid employees were also reported by personnel
category for April and December 1959. On the premise that family
labor typically assumes more responsibility than a paid employee
(e.g., the operator-nurse would usually act as charge nurse), the third quartiles
of the relevant wage rate distributions for December 1959 were used, together with
reported hours, to determine for each home the base costs of unpaid family labor.y
(Tables III-3 and III-4) The wage rate distributions used were those for
(1) registered nurses, (2) licensed practical nurses, (3) unlicensed nursing
personnel and (4) personnel other than nursing personnel and administrator.
December 1959 data were used to allow for wage rate changes during the calendar
year.

Allowances
for other
services of
operator
and family

X

The Department recommended that in computing these allowances, the going rates
be used for unskilled and semi-skilled work and 80 percent of the going rate
If not practicable or if special circumstances existed (e.g.,
for skilled work.
if the individual were a membermof the skilled trade involved), the method used
was to be indicated. Most homes with such unpaid family labor used the recommended method.
gf The $9.40 was a base allowance in the sense that a subsequent adjustment was
In computing base allowances, a "ceiling'
made for salary changes since 1959.
of $940 per month per home was used but because of the small number of homes
with more than 100 beds, the average costs for the industry were not affected.
B Base costs in the sense that subsequent adjustments were made for changes in
wage rates since December 1959.
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Allocation
of costs
emong
different
classes
of care

Most nursing homes in the State of Washington provide more
than one class of care. Although only 22 Class II homes were included in the study, 102 study homes provided Class II care.
Similarly, of the 153 homes providing Class III care, only 68 were
Class III homes and the rest were Class I and II. Of the 86 homes
providing Class IV care, only 2 were Class IV homes. Forty-one
percent of the Class III end IV patient-days provided by the study
homes during 1959 were provided by Class I and II homes.
Allocation of costs among the different classes of care poses a particularly difficult problem. Allocation according to days of care provided can be
considered inequitable since more complex and extensive care (e.g., Class I) is
presumably more costly than lighter care (e.g., Class III). No defensible
a priori formula is available. For exemple, weighting care by existing rates of
payment not only implies that en existing rate structure, even though evolved by
negotiation, accurately reflects cost differentials but perpetuates a given
structure into the indefinite future regardless of changes in the content and
relative cost of different types of care.

Findings of the Characteristics study were used in allocating the costs
of nursing personnel among different classes of care. A committee composed of
nursing home operators (representing Class I, II and III homes respectively) and
two representatives from the Department's Division of Medical Care (both of whom
were registered nurses) assigned relative weights to characteristics and services
included in the schedule used in the Characteristics study. _Y In developing the
weights consideration was given both to the length of time required by the various
conditions and services and to the level of skill involved. The relative weights
were multiplied by the number of recipients in each class of care having the
specified characteristic or requiring the specified service N and average servicepoints per recipient were computed for each class of care. (Tables III-5 and III-6)
The costs of nursing personnel in any home were allocated in proportion to patientdays weighted by average service-points. Other costs were allocated in proportion
to unweighted patient-days. It is hoped that prior to the next adjustment in ratestructure further refinements can be made in the methods of cost allocation.
Determining
adjustments
for changes
in taxes,
prices and
wage rates

Since the data on the schedules referred to calendar year
1959, it was necessary to update costs. Payrolls were first brought
to the December 1959 level by applying the wage rates reported for
December 1959 to estimated hours for the January-June period. N The
wages of nursing personnel were adjusted to a 1960 level on the basis
of wage rate changes between 1959 and 1960 for the same categories of
personnel in hospitals in the State. The increases used were five
percent for registered nurses and licensed practical nurses and six percent for
unlicensed personnel. Wages for other than nursing personnel and administrator
were adjusted on the basis of changes in average gross hourly earnings in "service
and miscellaneous industries" as reported by the U. S. Bureau of Labor Statistics.

y A table of the relative weights by characteristics and service is given in the
Appendix.
To minimize conscious or unconscious bias neither the nursing
home operators nor the Department's nurses had been given the results of the
Characteristics study at the time the weights were assigned.
/ Data from the Characteristics Study.
[ Hours were estimated by dividing January-June payrolls by April wage rates.
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The increase used was four percent. Although the base earnings reported by the
BIS were not dissimilar to the 1959 wage rates in the nursing home cost study,
the former refer to the U. S. d a whole and hence are of limited applicability
to Washington. Prior to the next rate adjustment, it is hoped that wage rates for
this type of personnel can be obtained by the Ehployment Security Department for
hospitals and nursing homes in the Seattle area. Such information will permit
more precise updating of costs.
Since no uniform pattern in changes in the salaries of hospital adminietrators in the State is presently apparent, administrative salary allowances were
sdjusted upward by four percent, i.e., by the lover limit percentegevise of the
other wage rate increases -- a choice which appeared appropriate in view of the
higher base salary level.
Although no completely satisfactory index was available for price
changes other than wages, the Consumers Price Index for the City of Seattle
appeared most practicable to use. On the basis of 1959-1960 changes in the
components of the index, food costs were increased by 0.8 percent and no cnanges
were made in other items.
Prior to the next rate adjustment it is hoped to review
the changes in certain costs, e.g., property taxes, and their relative importance
in more detail.
It was also necessary to adjust the findings of the study for increases'
in the business and occupation and sales taxes during the course of 1959 and for
the increase in Social Security tax effective January 1, 1960. Because of the
cost breakdowns used in the schedule, these adjustments involved only arithmetic
rather than methodological problems.
of
results

The median costs for each class of care as well as the breakdown by type of cost are shown in Tables III-7 through III-10. By class
of care median per diem 1960 costs (1959 reported costs adjusted for tax,
wage rate and price level changes during and since 1959) totalled:
I
II
III
IV

$6.07
5.27
4.66
4.14

On the assumption that prices and wages will change at the same rate as between
1959 and 1960 median per diem costs as of July 1962 will be:
I
II
III
IV

$6.38
5.51
4.86
4.29

For comparison the per diem rates in effect prior to January 1, 1961 were:
I
II
III
IV

$6. 3
5.23
4.25
3.42

The smaller cost differentials between classes of care as compared to the 1960
rate structure reflect in part the extent to which the homes provide multi-level
cere and in part a "hard-core" of maintenance and service costs involved in providing any class or nursing home care.

TABLE III-1:

DAYS CARE AS PERCENT OF CAPACITY BY CLASS OF ROME, 1959

tbD
00
Class of home

Days care as
percent of capacity

<

AU
classes

I

II

III

IV

171

79

22

66

2

24
11
23
42
52
19

8
7
7
23
27
7

1
2
4
5
7
3

14
2
12
14
17
9

1
0
0
0
1
0

100.0

100.0

100.0

100.0

100.0

14.0
6.4
13.4
24.6
30.4
11.1

10.1
8.9
8.9
29.1
34.2
8.9

4.5
9.1
18.2
22.7
31.8
13.6

20.6
2.9
17.6
20.6
25.0
13.2

50.0
0
0
0
50.0
0

93

93

92

92

Number of homes
Total
Less than 80
80, less than
85, less than
90, less than
95, less than
100 or over

85
90
95
100

Percent of total

X/

Total
Less than 80
80, less than
85, less than
90, less than
95, less than
100 or over

85
90
95
100

Medi,

J

Because of rounding,

detail does not necessarily add to totals.

-

2

N
w

TABLE III-2:

EOMES WITH PAID AIKINISRATOR ONLY:
BY SIZE OF ROME, DECEMBER 1959

Size of home
Total

AVERAGE ADMflISTRATIVE SALARY PER BED PER M0NME

Homes with boid administrator only
I verage administrative salary
Number
ler bed per month #
40

$8.18

5

5.'15

50, less than 80

14

9.40

25, less than 50

20

9.40

1

5.26

80 beds or more

Less than 25 beds

J2

0

YJ Each

bed veighted equally.

00
CAD

TABLE III-3:

MEDIAN AND THIRD QUARTILE HOURLY wAGE RATES PAID TO NURSING PERSONNEL BY CLASS OF HOME,
APRIL AND DECEMBER 1959
All
classes

I

$1.80
1.88

$1.83
1.89

Licensed practical nurses:
April
December

1.24
1.28

Unlicensed personnel:
April
December

bo
Go

Class of home
II

III

IV

$1.80
1.83

$1.68
1.83

-

1.25
1.31

1.24
1.24

1.24
1.25

-

1.00
1.03

1.02
1.04

1.03
1.05

.98
1.00

-

Registered nurses:
April
December

1.98
2.00

1.99
2.05

1.98
2.00

1.96
1.90

-

Licensed practical nurses:
April
December

1.38
1.41

1.38
1.41

1.30
1.28

1.43
1.45

-

Unlicensed personnel:
April
December

1.08
1.12

1.07
1.10

1.13
1.15

l.OS
1.10

-

Median
Registered nurses:
April
December

-

Third auartile

-

0

TABLE III-4:

MEDIAN AND THIRD QUARTILE HOURLY WAGERATES PAID TO nBER TEA1NNRBIU3
PERSONNEL AND ADMINISMTATOR BY CLASS OF HIOWE,APRIL AND DECEMBER 1959
All
classes

Class of home

I

II

III

IV

Median
April
December

1y

$1. U
1.15

11.oa
1.12

$1.02
1.08

1.22
1.25

1.23
1.25

1.21
1.23

Third quartile
April
D~eenber

*i

* $1.22
1.24

No' ccmputed.
02

0

Cnt

TABLE III-5:'

TOrAL SERVICE-POINTS BY CONDITION, 8ERVtCE AND CLASS OF CARE y

7

Class of care.
II
III

I

IV

A. Mental condition
1.

Always clear
Confused:
2. Mildly confused only
3. Seriously disoriented but without
eccentric behavior
4. Seriously disoriented with
eccentric behavior At

5. Mentally retarded

0

0

0

1,545

2,286

4,437

402

2,667

1,099

1,883

315

6,720

7,840

7,850

670

720

0

896

360

1,478

5,382

1,164

895

1,570

0

3,231

2,817

0

4,664
4,480

1,432
450

360
0

0
1,210
1,690
1,072
900

0
90
220
0
0

0
986
0
720
440

0
90
0
0
0

0

B. Mobility within nursing home
1.

Walks alone or with no more help
than cane or crutch
44
2. Moves himself about with a mechanical
aid such as a walker or wheelchair
335
3. Able to walk or move in wheelchair
only with help of attendant
810
Unable to walk or be moved about in wheelchair:
4. Able to turn and/or sit
on bedside
by self
3,224
5. Helpless, maut be turned or lifted
14,120

C

]

C

C. Continence
Bladder:
1. Always continent
2. Occasionally incontinent
3. Dribbling
4. Frequently incontinent
5. Always incontinent

0
896
335
1,616
10,310

0
896
1,235
2,872
1,790

Bowel:
1. Always continent
2. Occasionally incontinent
3. Dribbling.
4. Frequently incontinent
5. Always incontinent

-O 0
494
0
1,792
9,640

896
0.
2,688
1,790

TABLE III-5:

TOTAL SERVICE-POINTS BY CONDITION, SERVICE AND CuASS

F CARE My(CONTINUED)
Class of care

I
D.

II

III

IV

Services needed by recipient and provided
-by staff of home
Washing face, hands, teeth and/or dentures:
1. Supervision only
2. Some assistance, e.g., help to and
from wash basin, collecting and
carrying toilet articles
3. Face, hands, teeth and/or dentures
washed by attendant
Care of fingernails:
4. Superwision only
5. Nail care by attendant
Care of feet and toenails:
6. Supervision only
7.
Routine nail care by attendant
8. Special podiatric care
Care of hair:
9. Combing
10. Washing

157

381

784

44

336

2,151

2,082

0

12,236

e,748

1,722

0

22
7,708

U2
E,068

90
10,308

0
984

0
13,020
220

66
12,218
440

66
21,021
1,120

66
2,667
450

8,290
9,410

6,275
10,645

5,270
13,450

0
1,345

Shaving:
U.
Supervision only
12. Some assistance, e.g., help to
end from wash basin, collecting
and carrying toilet articles
13. Shaved by attendant

22

22

0

45

0
2,958

360
3,090

0
3,360

0
0

Dressing (clothing, nightwear, appliances):
14. Supervision only
15. Help with difficult items only
16. General help
17. Completely dressed by attendant

0
402
1,746
6,950

314
2,694
3,630
E,510

852
4,032
2,154
3,130

0
402
0
0

M

0

2
00

TABLE III-5:

TOtAL SERVICE-POINTS BY CONDITION, SERVICE AND CLASS OF CARE

Y

(CORVIMUD)

<

Class of care
D.

(Continued)

I

Feeding and diet:
18. Tray in room
19. Help in cutting food
20. Fed some food(s) or meals
21. Fed all meals
22. Intravenous feeding
23. Dietary requirements (other than
"normal" diet)
Bathing:
24. Help in or out of tub or shower only
25. Back'and/or feet washed
26. General help needed
27. Shover or chair bath, unable to help
28. Bed bath
Toilet:
29. Help to
30. Commode,
31. Help to
32. Bed pan
33.
34.
35.
36.
37.

and from toilet
no help
and from commode
and/or urinal

Take pulse or temperature
Take respiration
Take blood pressure
Catheterization (other than retention)
Retention catheterization

Dressings or bandages:
38. Complex and/or extensive
39. Other
Oral medication:
40.
Routine
41. Critical, observation necessary

II

1,434
1,614
2,688
7,170
220
Y

2,466
2,622
1,206
1,120
0

III

IV

2,376
1,884
534
0
0

180
0
0
0
0

Y

44
135
672
4,030
10,353

404
807
4,302
4,480
5,642

1,926
2,688
5,646
2,910
1,092

404
471
132
220
0

670
0
1,074
7,170

2,130
267
3,096
4,260

2,465
471
540
1,460

0
0
0
0

2,826
1,120
1,340

2,622
0
0

3,228
220
0

603
0
0

900
670

220
675

0
1,230

0
110

2,510
4,164

2,644
5,514

4,034
7,662

806
672

±1

z
0

TABLE III-5:

TOTAL SERVICE-POINTS BY CONDITION, SERVICE AND CLASS OF CARE Y

'lass of care
*1III

I
D.

45.
46.
47.
48.
49.

Administration of oxygen
Aspiration
Extra supervision because of confusion
Extra care or supervision because of
(other) eccentricities of behavior
Other

Recipient currently moribund

Total service-points
Averase service-points per recipient
Index of average service-points
(Class I - 100.0)

/
/
B

IV

(Continued)
Parenteral medications:
42. Subcutaneous
43. Intravenous
44. Intramuscular

E.

(CONTINUED)

1,476
220
1,616

S42
0
1,792

936
0
1,432

132
0
0

1,248
603

176
0

176
0

0
0

1,680

1,.35

1,565

225

70

20

0

0

±1

176,462
88.5

155,(41
67.5

147,876
41.7

13,739
21.9

100.0

76.3

47.1

24.7

M
4

0
%
1'i

DEed on (1) condition and service veights of 0 to 10 and (2) December 1959 counts of recipients
in each class of care having the specified condition or requiring end receiving the specified
service without additional charge.
Includes canes not incontinent but disoriented with respect to to' let facilities.
Not weighted. Costs included in items other than nursing personnel.
' icluded in weights for other services and conditions.

0

00
CO

TABLE III-6:

SUMMARY OF AVERAGE SERVICE-POINTS PER RECIPIENT BY CONDITION, SERVICE AND CLASS OF CARE y

Condition and service
Total 2
Index XClass I - 100.0)
Mental condition
Mobility within nursing home
Continence, bladder
Continence, bowel
Recipient currently moribund
Washing face, hands, teeth end/or dentures
Care of fingernails
Care of feet and toenails
Care of hair
Shaving
.
Dressthi
etng,
nightwer, appliances)
Feeding
cnd
diet
Bathing
Toilet
Take blood pressure
Catheterization (other than retention)
Retention catheterization
Dressings or bandages:
Complex and/or extensive
Other
Oral medications:
Routine
Critical, observation necessary
Parenteral medications
Subcutaneous
Intravenous
Intramuscular
Administration of oxygen
Aspiration
Other

M
g

Class of care0
II
III

I

IV

88.5
100.0

67.5
76.3

41.7
47.1-

5.8
9.3
6.6
6.0
N
6.4
3.9
6.6
8.9
1.5
4.6
6.6
7.6
4.5
1.4
.6
.7

4.9
6.4
2.9
2.5
f
4.0
3.5
6.8
7.3
1.5
6.6
3.2
6.8
4.2
1.1
0
0

4.3
3.3
1.4
.7
0
1.3
2.9
6.3
5.3
.9
2.9
1.4
4.0
1.4
.9
.1
0

2.8
2.4
.5
.3
0
.1
1.6
5.1
2.1
.1
.6
.3D
2.0
0
1.0
0
0

.5
.3

.1
.3

0

0

1.3
2.1

1.1
2.4

.7
.1
.8
.6
.3
.8

.3

.3

.2
0
0
0
0
.4

.8
.1

.4
0

.5

m

.2
1.3
1.1

0

0

21.9
24.7..

1.1
2.2

.4
0

.4

b0

Based on (1) condition and service weights of 0 to 10 and (2) December 1959 counts of recipients in
each class of care having the specified condition or requiring and receiving the specified service
without additional charge.
Because of rounding, detail wili not necessarily add to totals.
Less than 0.1.

111-7: MEDIAN COSTS, CLASS I CARE

TABLE
I

1959

0

PER

COSTS

PER DAY

TOTAL
RETURN ON INVESTMENT
SIX

(MORTGAGE INTEREST PLUS
PERCE"T ON UIG4ORTGAGED MET INVESITCNT)V

PER MONTH

$5.86

$178.29

5/.21

2/6.39

5/.27

ADMINISTRATION AND GENERAL

CAPITA

ADJUSTMIIETS 'o
CHAGES SINCE 1995
CHANGES IN
PRICE OR
TAN
CHANGES
WAGE LEVEL

11

2/8.21

3/

-

0

5% INCREASE
sus3Ecss

(ST IHATED
1960 P
CAP IVTA

COSTS 2/

PCR DAY

PER NORTH 3/

-

$6.07

$184.80

0

/.
21

W6 39

IN

5/8.30

°/.27
0

TAXES

TAXES, DEPRCCIATION AND RANT ON LAND,
BUILDINGS AND C uipmCHTr-

5/

37

,/11.26

0

0

5/

37

5pi.26

+0.17% INCREASE ro.
FOOD

FOR PATIENTS

FOOD FOR STAFF

AND GUESTS

UTILITIES (INCLUDING FUEL OIL)

3/

40.8%

2/.62

5J 18 7b

.04

1.23

5/.61

5/18.56

.04

1.22

5 /.18

a55.48

0

5/. i8

36

10.95

0

.36

10.97

+4.0%

.58

17.78

+4.0%

21.32

29.81

+5.0%

.89
.39
i.66

26.95

INCRO. SALES

TAX

N0.8%

/5.49

0
OTHER OPERATING

COSTS OTHER THAN PERSONNEL §/

40.5%

SALARICS AND SALARY ALLOWANCES
FOR OTHCR THAN NURSING PERSONNEL

1J.56

1/170o4

5/.31

5/9 43

R94S

|/.84

1/25.55

LPN'S

11.37

n

1/1.56

V 11.26
1J47.46

.18

5.48

0

AND ADMIN STRATOR

ADHINISYRATIVE

NURSIMG

SALARY ALLOWANCES

PERSONNEL:

UNLICENSED PERSONNEL

OTHER PERSONNEL COSTS
RACED
UNCLESS OTNCRJISE SPECIFIED,
Or CAPACITY CONSISTS oF INCREA3I
31

t

Or WAGES Of
PAID PERSONNEL FOR

SS TAX INCRCASE
0
40.5%
PAID

Of

WAGES

or

PERSONNEL (SS)

+50%

+6.0%
0

11.86
50.54

.18

5.248

ADJUSTHENT FOR UNDERUTILIZATION
DAYS CARE AND ADJUSTED FoR UNDERUTILIZATION or CA'ACITY.
THE DAYS CARE TO 85 PERCENT Of CAPACITY roR NOmES
O
wRATINe
BELOW THIS LEVEL
4

0

1959 PER CAPITA COSTS PLUS ADJUSTMENTS FOR CHANGES SINCE 1959.

YJ

BASED ON CAPACITY-DAYS.
BASED oN 30. 2-DAY 400TH.
HO ADJUSTMENT FOR UNOEnUTILIZATION Or CAPACITY - NOT RELEYANT.
S9UPLIES, REPLACEMEdTS AND MAINTCMAUICC. MAINTCE"AACE
COMPUTED ON BASIS or 1957-1959 AVERAGE. I/
1959 PER CAPITA COSTS ADJUSTED TO REFLECT ECcemBCR1959 WAGE RATES. SALARY
ALLOWANCES FOR UXPAiD FAMILY LABOR COMPUTED ON BASIS or THIRD QUARTILES or DECEMBER 1959 WAGo RATE DIsTRIBUTIONS.

ci)

iii-8:

TABLE

MEDIAN COSTS,

CLASS

to

11 CARE
1959 PER CAPITA

,

COSTS I/

TOTAL
RETURN ON INVESTMENT (HORTRAGE INTEREST PLUS
SIX PERCENT ON UIOIRTGAOECO ET INVESTMENT)

ADMINXISTRATION AND GENERAL
TAXES,

DEPRECIATION

RUILOINGS

AND

9/

J

PER DAY

PER NORTH 3/

$5.10

$155-14

2/.20

2/6.08

ADJUSTMENTS FOR
CHANCES SINCE 1QSQ
CHARGES IN
TAX
.
PRICE OR
CHANGES
WAGE LEVEL

ESTIHATED
1960 PER CAPITA

COSTS
PER

DAY

CO
ND

2/
PER MONTH 31

_

-

$5.27

$160.33

0

0

21.20

216.08

0

2.26

28.oo

0

2/*34

2/10.34

21.64

2/19.34

. 04

1.23

5% INCREASE IN

2.26

217.91

1-34

5/ 10.34

US3INES3 TAXES

RENT ON LAND,

AND EQUIPHENT !/

0
40.17%

FOOD FOR PATIENTS

FOOD VOR

STAFF AND GUESTS

UTILITIES (INCLUDIG

FrUELOIL) !!

OTHER OPERATING COSTS OTHER THAN PERSONNEL
SALARIES AND SALARY ALLOWANCES
FOR OTHER THAN NURSING PERSONNEL
AND ADMINISTRATOR

ADMINISTRATIVE SALARY ALLOWANCES

21.63

5219.16

.o4

1.22

5y.18

215.48

.36

10.95

INCREASE FOR
INCRD. SALES TAX

+o.8%

.40..8%
0

2J.18

0

.36

51.31

1I17- 34

10.97
0

PAID PERSONNEL FOR
SS TAX INCREASE

19.143

0

.60

18.10

21.32

219.81

+5.0%

.60

18.29

+5.0%

*33

9.94

+6.0%

1.22

37.26

.18

5.48

+11.0%

+0.5% or WAGES OF
NURSINO

PERSONNEL!

RNIS

11-57

LPNIS

1/.31

PAID PERSONNEL

7117-34

LINLICENSED
PERSONNEL

111.15

119.43
1134.98

OTHERPERSONNEL COSTS

.18

5.48

/

2

(SS TAX)

H

0

C

15.1149

+0.5% Of WAGES or

/.-57

z

0

UNLESS OTHERWISE SPECIFIED,
RASED ON DAYS CARE AND ADJUSTED FOR UNOERUTILIZATION or CAPACITY.
ADJUSTMENT FOR UNDERULITIZATION
or CAPACITY CONSISTS or INCREASING THE DAYS CARE TO 85 PERCENT or CAPACITY FOR HONES OPERATING RELOW THIS LEVEL.
1959 PER CAPITA COSTS PLUS ADJUSTMENTS FOR CHANGES SINCE 1959.
3/ SAsED ON 30.42-DAY NONTH.
BASED ON CAPACITY-DAYS.
NO ADJUSTMENT FOR UNDERUTILIZATION Or CAPACITY - NOT RELEVANT.
B SUPPLIES, REPLACENENTS AND
MAINTENANCE.
MAINTENANCE

3J

CONPUTED ON NAS3S Of 1957-1959 AVERAGE.
V 1959 PER CAPITA COSTS ADJUSTED TO REFLECT DECENBER 1959 WAGE RATES.
ALLOWANCES FOR UNPAID FA*ILY LABOR COMPUTEOON RASIS Or THIRD QUARTILES GrOcECEmER 1959 WAGE RATE DISTRIRUTIONS.

SALARY

IT

MI

TABLE

111-9:

NEDIAN COSTS, CLASS III CARE

EST IMATED

1959 PER CAPITA
COSTS 1i

TOTAL
INTcREST, PLUS
RETURN ON INVESTMENT (MORTGAGC
T
SIX PERCENT ON UNMORTCAGEDNET INVEOTMEIIT)

PER DAY

PER MONTH 3/

$4.52

$137.51

5/-Ig

a515 78

CHANGED IN
PRICC OR
WAGE LEVEL

TAx
CHANCES

0

.

0

5%
ADMINISTRATION

TAXES, MEPRECIATION AND RENT
BUILDINGS AND ECUIPHEI.T

FOOD FOR

PATIENTS

FOODFOR

STAFF AND GUESTS

(INCLUDING

UTILITIES

FUEL

OTHER OPERATING COSTS

~~~~~-

SALARIES
AND

5/7.00

5/.23

AND GENERAL V
OH LAND,

51.33

OlL) !J

OTHER THAN PERSONNEL

5/20.08

.04

1.22

5.218

5 .48

.29

8.82

0

+0.17%

INCREASE

INCRO.

SALES

1.68

ADMINISTRATOR

1/20.69

5/ 31

SALARY ALLOWANCES

NURSING PERSONNEL:

PER DAY

PER MONTH y

$4. 66

$141-73

19

5/ 5- 78

1 -23

J7. o6

5/

W .33

5/ lo 04

40.8%

5/.67

520.27

4. 8%

.04

1.23

.298

85.839

.25t

8.83

0

0

SS

TAX

(J
Or
FOR

INCREASE

0

5/9 j43

0.0

-

CAPITA

2/

Co5sr

roDI

TAX

or WAGCS
PAID PERSONNEL

^ t. D------ "--

0
0

+0.5%

AND SALARY ALLOWANCES

ADHINISTRATIVE

INCREASE IN
BUSINESS TAXES

5/l.ool

5/.66

1960 PER

ADJUSTMENTS PIN

+4.10%

.71

21.57

+4.0%

5/ 32

5/9.81
10.27

PWAESU

RN'S

1 .32

119 73

45.0%

.34

L!'IIS

V1.29

118.82

+5H%

,31

9.30

125.55

+6.0%

.89

27.21

16

4.87

.8184

UNLICENSED PERSONNEL

b.87

,t6

OTHER PERSONNEL COSTS

PAID PERSONNEL (Se)

0

0

.

ADJUSTMENT FOR UNDERUTILIZATION
or CAPACITY.
/UNLESS OTHERISE S. PECII ECD, BASED ON DAYS CARC AND ADJUSTED FOR UNDERUTILIZATION
PERCENT or CAPACITY FOR HOPES OPERATING BELOW THIS LEVCL.
OP CAPACITY CONSISTS Or INCREASING THE DAYS CARE TO
/ BASED ON 30.42-DAY HONTN. V BASCD OH CAPACITT.:AYS.
PER CAPITA COSTS PLUS ADJUSTMENTS roR CHANGES SINCE 1959.
NAINTE.ANCE
REPLA.CENETS AND MAINTENANCE.
SUPPLIES,
OF CAPACITY - NOT RELEVANT.
NO ADJUSTMENT FOR UNDERUTILIZATION
SALARY
1959 PER CAPITA COSTS ADJUSTED TO REFLECT tECEN9ER 1959 WAGE RATES.
COMPUTED ON BASIS or 1957-1959 AVERAGE.
WAGE RATE DISTRIBUTIONS.
19'9
DECEMBER
Or
QUARTILES
THIRD
Or
BASIS
ON
COMPUTED
LABOR
FAMILY
UNPAID
ALLOwANCES FOR

85

2J 1959

11

CD

CO

TABLE 111-10:

MEDIANCOSTS, CLASS IV CARE
1959 PER CAPITA

AOJUST"MNTS roR
C
_
SN
:CHANE
1959
CHANGESf IN
TAX
PRICE ON
CHANGES
WAGE LEVEL

COSTS P1

PER DAY

TOTAL
RETURN ON INVESTMENT (HORTOAGE INTEREST PLUS
SIX PERCENT ON UNMORTGAGCDMET INVESTMENT) B

ADMINISTRATION

3/

AND GENERAL

TAXES, DEPRECIATION ANDRBET
BUILDINGS AND EQUIPRHT

3/

MONTH

PEN

$4.03

$122.59

21.19

15-.78

W.21

16-.39

3/

0

UTILITIES

21*3'

AND GUESTS

(INCLUDING

ruEL

PER MONTH

$4.14

*125.87

0

5/.19

215.78

0

21.21

516.44

3/

BUSINESS TAXES

ON LAND,

PATIENTS

FOOD FOR STArr

PER DAY

5% INCREASE IN

519-.43

0

40.17%
FOOD FOR

(ST IHATED
960 Pea CAPITA
COSTS 21

OIL)

3/

OTHER OPERATING COSTS OTHCR THAN PERSONNEL
SALARIES AND SALARY ALLOWANCES
FOR OTHER THAN NURSIHO PERSONINEL

AND ADMINISTRATOR

ADMINISTRATIVE SALARY ALLOWANCES

5/.69

2120.99

.04

1.22

.17

215-17

.27

8.21

INCRD.

.31

INCREASE ror
SALES TAX

.8%

5J.70

.8%

.04

219-.43
2121.20
1.23

0

2/.17

5/5.18

0

.27

8.22

.94

28.52

2.32

2/9.81

0

40.5% Or WAGES or

V/.90
21-31

PAID PERSON-K

V 27-38

Ss

roR

+4.0%

TAX INCREASE

29.143

HURSIOG PERSONNEL:

+4.o0%

0
10.5% Of WAOES

or

PAID

RNS

1.17

V/5.17

+5.0%

.18

LPNIS

11-17

7/5.17

+5.0%

.18

5.45

UNLICENSED PERSONNEL

V/.46

1/13.99

+6.0%

.49

14.90

.14

4.26

.14

4.26

OTHER PERSONNEL COSTS

W

PERsoNNEL

(SS TAX)

0

0

5.145

UNLESS OTHERWISE SPECIFIED, BASED ON DAYS CARE AND ADJUSTED FOR UNDERUTILIZATION Or CAPACITT.
ADJUSTMENT FOR UNDERUTILIZATION
or CAPACITY CONSISTS oF INCREASING THE DAYS CARE TO 85 PERCENT oF CAPACITY
FOR HOMAE OPERATING BELOW THIS LEVEL.

/

1959
g PER CAPITA COSTS PLUS ADJUSTMENTS roR CHANGES SINCE 1959. 3/ BASED ON 30.42-oAY MONTH.
BAscD ON CAPACITY-DAYS.
NO ADJUSTMENT FOR UNODRUTILIZATION oF CAPACITY - NMT RELEVANT.
/ SUPPLIES, REPLACEMENTS AND MAINTENANCE.
MAINTENANCE
COMPUTED ON BASIS or 1957-1959 AVERAGE. V/ 1959 PER CAPITA COSTS ADJUSTEO TO REFLECT DECEMBER 1959 WAGE RATES.
SALARY
ALLOWANCES FOR UNPAID FAMILY LABOR COrPUTCO OR BASIS OF THIRD GUARTILES Or DECEMBER 1959 WAGE RATE DISTRIBUTIONS.

0
LX
m1
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NURSING HOMES

CHARACTERISTICS OF CASES IN LICENSED PRIVATE NURSING HOMES,
DECEMBER 1959
Section I.
A.

Case number
Co

B.
C.

Identification

Program

Name of Recipient

.
_._
Last

Basic No.
.
First

_

_

Middle

Name of nursing home
Section II. Characteristics of Recipient

v.

vate

or

Dircn
Month

E.

Year

Sex and race (circle one)

Male:

Female:

1. White

3. White

2. Nonwhite

4.

Nonwhite

F. Major impalrmentts).. (Circle all applicable codes. Consider only impairments
contributing to recipierit's need for nursing home care and/or affecting the type
of care required)
1. Nonparalytic stroke or late effects
thereof

10.

(Other) genitourinary disease or
impairment

2. Paralytic stroke or late effects
thereof

11.

(Other) gastrointestinal disease.
or impairment

3.

12.

Asthma or bronchitis

4. Other heart or circulatory disease

13.

Blindness

5.

Fracture of hip

14.

Deafness

6.

Other fracture

15.

Debility

7.

Arthritis or rheumatism

16.

Senile behavior disorders

8.

Diabetes

17.

Other behavior disorders

9.

Cancer or other neoplasms

18.

Other (Specify:

Other paralysis or palsy

-

296

0.

NURSING HOMES

Mental condition (Circle all applicable codes. For each of codes 2 - 5 circled,
enter a corresponding check in column 1 or 2 )

1
Part of
the time
1.

Always clear

Confused:

6.

H.

2.

Mildly confused only

3.

Seriously disoriented
but without eccentric
behavior

4.

Seriously disoriented
with eccentric
behavior

5.

Not incontinent but
disoriented with
respect to toilet
facilities
Mentally retarded

Bed status (circle one)
Bedridden:
1. All of the time

4.

2.

Most of the time

3.

Part of the time

Not bedridden

/

2
Most or all
of the time

297

NURSING HOMES

.I. Mobility within nursing home (Circle all applicable codes.
circled, enter a check in column 1, 2 or 3)
Part of
the
time
1.

For each code

Most of
the
time

All of
the
time

Walks alone or with no more help than
cane or crutch

Moves himself about with a mechanical
aid such as walker or wheelchair
Able to walk or move in wheelchair
only with help of attendant

2.

3.

Unable to walk or be moved about in
wheelchair:
4. Able to turn and/or sit on
bedside by self

5.

Helpless, must be turned
or lifted

J

Continence (Enter one check in each column)*

(1)
Bladder

*

1.

Always continent

2.

Occasionally incontinent

3.

Dribbling

4.

Frequently incontinent

5.

Always incontinent

(2)
Bowel

Incontinence refers to involuntary elimination only. Voluntary elimination
but with confusion as to location is not to be considered incontinence
(Cross-reference Item G-5)

.K. Services needed by recipient and provided by staff of home.
(Circle the appropriate code for each service
needed by recipient and provided by staff of home without additional charge to the recipient. A code is not
to be circled if the recipient is self-dependent in the specified function or if the service, though provided
by the home, is In fact unwarranted by the recipient's condition. If -- and only if -- a code is circled, a
check is to be entered in each of Sections A and B.)
Section A

Section B

Service needed by
recipientt ______________
Frequently or
Occasionally routinely
1
2
Washing face, hands, teeth and/or dentures:
1. Supervision only
2. Some assistance, e.g., help to and
from wash basin, collecting and
carrying toilet articles
3. Face, hands, teeth and/or dentures
washed by attendant
Care of finger nails:
4. Supervision only
5.
Nail care by attendant
Care of feet and toe nails:
6. Supervision only
7. Routine nail care by attendant
U. Special podiatric care
Care of hair:
9. Combing
10. Washing
Shaving:
11.
Supervision only
12. Some assistance, e.g., help to
and from wash basin, collecting
and carrying toilet articles
13. Shaved by attendant
Dressing (clothing, nightwear, appliances):
14. Supervision only
15. Help with difficult items only
16. General help__
17.
Completely dressed by attendant

I

_

a:
00

I

Maximum self-help encouraged
by staff of home?
Not
Yes
No
Unknown applicable
4

I_

,

.
I

_

_

_

_

_

41'
02

K.

Services needed by recipient and provided by staff of home (Continued)
Section A
Service needed by
recipient:
Frequently or
routinely
Occasionally
2
1

Feeding and diet:
18. Tray in room
19. Help In cutting food
20. Fed some food(s) or meals
21. Fed all meals
Intravenous feeding
22.
23. Dietary requirements (other than
"normal" diet):

Section B
4aximum self-help encouraged
y staff of home?
Yes

3

No

Unknown
5

applicable
6

__
_
_

_

_

_

X
Co
C,

zC]
Bathing:
24.
25.
26.
27.
28.
Toilet:
29.

Vo
Help in or out of tub or shower only
Back and/or feet washed
General help needed
Shower or chair bath, unable to help
Bed bath

Help to and from toilet
Commode, no help
31. Help to and from commode
32. Bed pan and/or urinal
33. Take pulse or temperature (specify
frequency
34. Take respIration (specily frequency

30.

35.: Take blood pressure (specify frequency

___
_

_-

CC
CC

K.

Services needed by recipient and provided by staff or home (Continued)

Section A
Service needed by
recipient
Frequently or
Occasionally routinely
2

36.

_

37.

Catheterization (other than retention)
Retention catheterization
Dressings or bandages:
38. Complex and/or extensive (speciry
number per day

__ _ _

39.

CA
0
Section B
Maximum self-help encouraged
I by Starr or home
yes

no

Unknown

Not
applicable

4i

__ii=

)

Other (specify number per day:

zC.

Oral medications:
40. Routine
[41. Critical, observation necessary
Parenteral medications:
42. Subcutaneous (specify frequency

______

02
C]

43.

Intravenous

44.

Intramuscular (specify frequency

$
Mo
02

(specify frequency

45.

Administration or oxygen (speciry frequency

46.
47.

Aspiration (specify frequency.
.
Extra supervision because or
confusion
Extra care or supervision because or
(other) eccentricities of behavior
Other (speciry___

48.
49-

50.
-

)

None
Code 37 is to be circled only in cases in which retention catheters are used because or medical order.
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L.

Personal care, nursing or recreational services needed by recipient and
provided by or within nursing home but at extra charge to recipient (Specify
service, frequency of need and charge. Indicate whether charge refers to time
period, e.g., per month, or to each occasion service rendered, e.g., per shampoo).
Frequency with
which service
needed (e.g., daily,
weekly, monthly)

Service

M. Recipient's usual activities.

Charge

(Circle all appropriate codes)

1.

Listens to radio and/or TV

2.

Reads newspapers,

3.

Does handiwork or arts and crafts

4.

Takes part in games and/or group activities in home

5.

Helps with work In home (specify:

6.

Goes off the grounds alone or with others (to visit, shop, walk, church, etc.)

7.

Receives friends and/or relatives

8.

Other (specify:

9.

None of above

magazines and/or books

_

N. Ability of recipient to purchase clothing and personal incidentals (circle one)
1. Able to manage money and usually able to purchase own clothing and
personal incidentals
2.

Able to manage money but usually unable to purchase own clothing and
personal incidentals (specify person usually making purchases

3.

Unable to manage money (specify person(s) managing money and making
purchases

302
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Class of care (last) certified for recipient (circle one)
1.

I

2.

II

3.

III

4.

IV

Date of (last)

certification
Month

Q.

Year

Class of care recipient currently receiving (Class of care for which nursing
home being paid)
(Circle one)
1.

I

2.

II

3.

III

4.

IV

R.

Date recipient last entered this nursing home (Disregard absences of less than
30 days regardless of purpose and absences because of hospitalization regardless
of length)
Month
Year

S.

Change in recipient's condition since date of last entry into this nursing
home (circle one)
1.

Substantial improvement

2.

Slight improvement

3.

Condition static

Deterioration,

6.
T.

recipient not moribund:

4.

Slight deterioration

5.

Substantial deterioration

Deterioration, recipient currently moribund

Date recipient last seen by attending physician
Month

U.

Year

Estimated period for which recipient will require nursing home care (Circle one.
Code 1 is to be used for all cases in which care is expected to be terminal as
well as for cases in which care, though not necessarily terminal, is expectedto continue for an indefinite period)
1.

Indefinite

4.

6 months, less than one year

2.

Less than 3 months

5.

One year or more

3.

3,

less than 6 months

NURSING HOMES

Comments:

Person completing schedule
Date schedule completed _
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SOCIAL CHARAC"SRISTICS OF CASES IN LICFNSED. FRTVATE NURSING HOMES,
DECE4FCR l9:,3

Section I.
A.

_
Program

Case number
CO

B.

Basic No.

Name of recipient
Last

C.

First

Name of nursing home

Section II.

of

Personal Characteristics of Recipient and Spouse

Date

E.

Sex and race (circle one):

birth
Month

Male:
1
2

Middle

_

D.

F.

Identification

White
Nonwhite

Year

Female:
3
4

White
Nonwhite

Marital status (circle one)
I

Never married

2

Widowed

3

Married, spouse living, not estranged

4

Divorced or otherwise estranged

SOp 472-A
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G.

Customary living arrangements of recipient during six months prior to entering
this nursing home (circle one)
Note:

Consider person to have been in own home (a) If person and/or spouse had
equity In the home regardless of the respcns'b14lty ass-cd for houzehold management or (b) if person lived In rented or free quarters with
cooking facilities and person and/or spouse had primary responsibility
for management of the home.

In own home:
1

Alone

2

With spouse (other persons may or may not have been present)

3

With other related person(s),
flot'cflflmssovlnn

4

o*or haou

spouse not present (nonrelated

hoo.,rnon

v\t

With nonrelated person(s) only

5 In home of son or daughter
6 In home of other relative
7

In boarding home or home of nonrelated person

8

In nursing home (specify name of home

)

9

In

)

10

H.

other institution

(specify

Other (specify

Age of spouse (circle one)
1

Not applicable -- recipient single, widowed or estranged

2

Under 50

3

50, under 65

4

65, under 70

5

70, under 75

6

75, under 80

7

80, under 85

8

85 or over

SOF 472-A
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I. Present living arrangements of spouse (circle one)
Note:
1

See Note, Item 0 for definition of own home.

Not applicable -- recipient single, widowed or estranged

In own home:
2 Alone
3

With related person(s) (nonrelated persons may also be present)

4 With nonrelated person(s) only

5 In home of son or daughter
6

In home of other relative

7

In boarding home or home of nonrelated person

8

In nursing home

9

In other institution (specify

)

Other (specify

)

10

Section III.
J.

)

(specify name of home

Assistance Fistcry

Date public assistance last authorized for recipient (Disregard transfers
between programs and closings or suspensions of three months or less)

Year

Month
K.

Date Recipient first known to SDPA

L.

Total number of months for which any assistance received since date recipientfirst known to the SDPA (circle one)

Month

Year

1 Less than 3 months

2

3, less than 6 months

3

6 months, less than 1 year

4

1 year, less than 2 years

5

2, less than 4 years

6

4, less than 6 years

7

6, less than 8 years

8

8,

9

10 years or more

less than 10 years
SOP 472-A
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M.

Income (other than public assistance) budgeted to recipient for December 1959.
(circle all applicable codes and indicate monthly amounts)
1 None
2

OASDI

3

Military-connected income $-

$

-

4 Contributions from spouse $5 Contributions from children $6

Contributions from parents $-

7

Contributions from other relatives $_

8

Rentals $-

9

Payments on contracts $

10

Other property income (specify type

11

Other (specify _

)

$

$

N. Other resources of recipient (Circle all applicable codes and specify
approximate value of resource. If property is owned Jointly or in common,
specify only value of recipient's share)
1

None

2 Equity in home $
3

Equity in other real estate $-

4 Cash or securities $Life insurance:

7

*

5

Face value $-

6

Cash surrender value $_

Other *(specify

_

)

$

Exclude items, e.g., personal effects, for which the CO makes no
dollar evaluation.
SOP 472-A
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0. Income of spouse for December 1959 (Circle all applicable codes and indicate
monthly amounts. Exclude amounts budgeted to scheduled recipient)
Not applicable:
1 Recipient single, widowed or estranged
2

Not estranged but spouse has disclaimed financial responsibility

Public assistance:
3 OAA $4 AB

$

5

ADC $-

6

DA

$-

7

GA

$-

8

OASDI

9

Military-connected income $-

$

10

Contributions from children $-

11

Contributions from other relative(s) $-

12

Wages or income from self-employment $

13

Rentals $-

14

Payments on contracts $-

15

Other property Income (specify type

) $-

16

Other (specify

) $-

SOP 472-A

12/59

Section IV.
P.

(Tte entries on line 1 are
Chronology of recipient's care in licensed private nursing homes.
to refer to the recipient's first admission to care in a licensed priiate nursing home.
Information on subsequent admissions to nursing home care, including transfers between homes,
is to be entered chronologically on the following lines. All relevant information available
to the CO Is to be reported even though incomylete or approximate. Limitations on the data
1 F.m
._A vA w s A^ssefAvi s ^ tho
.^.1 th1
--- 1.
are ED be LndlUeu

=TE
DATE

or

AODHEI

HOSPITAL

SH

Nursinr Home History

I

_1

NURSING OWN
HOHE
HOME

uoIIenIs

-

.I..

c.ls

ADULT
CHI LO

-

.OAR.I.S
OTHERI
HONE

-n

Itn
)

C±5
O.a
113AoF

DAE

CARE AT
ADMISSION

or
DISCHARGE

AThW
.O.

TJTFC
HOSPITAL

HUSIN
HOlE

OWN
SHOH

ADULT
CHILD

______

__
OOARDINC
HONE

OTHER

1.

x

2.

c2

M
C

3.

0

4.

5.

(P
6.

Comments:

CC

Vr
-;

C3
10

-n*For

definition, see Note, Item G.

C0
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Section V.

Events Contributing to Nursing Home Placement

In Section V enter a brief narrative describing, to the best of the CO's
knowledge, the complex of events that resulted in placement in a nursing home,
e.g., recipient had stroke 1/58, only partial recovery, cared for at home by spouse
until 10/58 when spouse died, cared for in home of daughter until daughter became
ill 6/59 when recipient placed in nursing home.

Person completing schedule
Date schedule completed

SOF 472-A

12/59
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STATE OF
WASHINGTON

DEPARTMENT
OF
PUBLIC ASSISTANCE

CONFIDENTIAL
CLASSIFICATION,

NURSINGHOWECOST STUDY
SCHEDULC A
CAPACITY AND PUBLIC ASSISTANCEPATIENT-DAYS

SCHEDULE
A IS TO BE COMPLETED
BY THE STATEDEPARTMENT
OF PUBLIC ASSISTANCE.
IIfORMATION WILL BE TRANSMITTED
TO THE NURSINGHOME.

A. NAMEOF NONE

A DUPLICATEOF THE

B. LICENSE NO.

C.

ADDRESS
OF HOME

D.

CLASSIFICATION OF NOW AS OF DECEMBER
31, 1959. (MAKE ONEENTRY IN ITEM D-A.
If CLASSIFICATION
WASCHARGED
DURING1959, ALSO INDICATE PREVIOUSCLASSIFICATION AND DATEOF CHANGEIN ITEM D0-.)
D-A

D-s

CLASSIFICATION AS OF 12/31/59:
1

I

3

III

4

IV

PREVIOUS CLASSIFICATION (CHANGED EFFECTIVE

)
MONTH

E.

2

11

3

III

I

IV

DAY

YCAR

LICENSEDCAPACITY AS OF DECEMBER
31, 1959. (IF LICENSED CAPACITY WAS CHANGED
DURING1959, ALSO
INDICATE PREVIOUSCAPACITYAND DATEOF CHANGE.)
PRESENT CAPACITY
PREVIOUS CAPACITY

CHANGED EFFECTIVE
MONT.

F.

DAY

YEAR

DAYSOF CAREPROVIDEDTO PUBLIC ASSISTANCERECIPIENTS DURING 1959. ( IN COMPUTING
PATIENT-DAYS
INCLUDETHE DAY THE PATIENT ENTEREDTHE HOMEBUT EXCLUDETHE DAY THE PATIENT LEFT THE HOME. IF
THE PATIENT DIED ON DAY OF ENTRY, ONEDAY OF CARE IS TO BE COUNTED. IN ALL OTHERCASES IN WHICH
THE PATIENT ENTEREDAND LEFT ON THE SAMEDAY, NO DAYIS CARE IS TO BE COUNTED.)
PATIENT-DAYS

CLASSOF CARE

TOTAL

JANUARY
THROUGH
JUNE

JLLY THROUGH
DECEMBER

Il

III
IV

TOTAL

SOF489
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STATEOF
WASHINGTON

DEPARTtENTOF
PUBLIC ASSISTANCE

CONFIDENTIAL

NURSINGHOMECOSTSTUDY.
SCHcOUmi S.

SECTICNd 1.
A.

NAMEOF HOE

S.

ADDRESS
OF HOME

C.

HOME OPERATED BY:

PROPRIETORSHIP

2.

PARTNERSHIP

3.

PROFIT CORPORATION

NAME OF

.

(CIRCLE ONE Coot)

1.

W. NONPROFITCORPORATION
(RELIGIOUS,
D.

-

IDENTIFICATION OF HOE

FRATERNAL
OR BENEVOLENT
AUSPICES)

OPERATOR
(PROPRIETOR,PARTNERS OR CORPORATION)

SECTION 1L

NURSINGHOMEPATIENT-DAYS

INCLUDEALL DAYS CAREPROVIDEDTO PRIVATE-PAY AND PUBLIC ASSISTANCE NURSINGHOE PATIENTS.
EXCLUDEDAYS CAREPROVIDEDTO HOSPITAL PATIENTS AND BOARDAND ROOMCASES.
IN COMPUTING
DAYSOF CARE INCLUDETHE DAY THE PATIENT ENTEREDTHE HOE BUT EXCLUDETHE DAY
THE PATIENT LEFT THE HOME. IF THE PATIENT DIED ON DAY OF ENTRY, ONE DAY OF CARE IS TO BE CCUNTED. IN
ALL OTHERCASES IN WHICHTHE PATIENT ENTEREDAND LEFT ON THE SAMEDAY, NO DAYIS CARE IS TO BE COUNTED.
E.

DAYSOF CARE PROVIDEDTO NURSINGHOMEPATIENTS DURINGCALENDARYEAR 1959 BY SIX-MDNTH PERIODS:
JANUARY THROUGH JUNE
JULY THROUGH DECEMBER

SECTION IIl.
F.

TANGIBLE FIXED ASSETSAS OF DECEMBER
31,

1959

LANDAND BUILDINGS USED AND USEFUL IN NURSING HOMEOPERATIONINCLUDING EQUIPMENT(SUCH AS HEATING
EQUIPMENT) ATTACHED TO AND PART OF BUILDING.
(CIRCLE COOK 1 OR MARC A-ROPRIATC ENTRICS IN
ITImS

2 THROUGH I.|

1.

NOT RELEVANT- LAND AND BUILDINGS RENTEDOR LEASED.

2.

COSTOF LAND AND BUILDINGS. (INCLUDE (A) ACQUISITION COSTTO PRESENT
OWNER,(a) SPECIAL LOCAL IMPROVEMENT
ASSESSMENTS
LEVIED ON PRESENT
OWNERFROMDATEOF PURCHASE
THROUGH
DECEMBER
31, 1959, AND (C) EXPENDITURESBY PRESENTOWNERFROMDATEOF PURCHASE
THROUGH
DECEMBER
31, 1959
FOR PERMANENT
IMPROVEMENTS
ORBETTERMENTS. EXCLUDEGOODWILLAND ALLOWANCESFOR UNPAID FAMILY LABOR.) (SEE ITEM F-3) ............................

3.

ADJUSTMENT
(ALLOWANCES)FOR WPAID LABOROF OWNERAND/ORFAMILY IN CONNECTIONWITH ORIGINAL CONSTRUCTION,
PERMANENT
IMPROVEMENTS
AND/OR
BETTERMENTS.(IN COMPUTING
ALLOWANCES
IT IS RECOMMENDED
THAT IF PRACTICABLE, THE GOINGRATESBE USEDFOR UNSKILLED AND SEMI-SKILLED WORKAND
80 PERCENTOP THE GOINGRATESBE USED FOR SKILLED WORK. IF NOT PRACTICABLE, E.G., IF RECORDS
00 NOT PERMIT, OR IF SPECIAL CIRCLUSTANCES
EXIST (E.G., IF AN INDIVIDUAL IS IN FACT A MEMBER
OF THE SKILLED TRADE
ONANY REASONABLE
BASIS AND INDICATE
INVOLVED), COMPUTETHE ALLOWANCES
THE BASIS USED IN THE SPACE PROVIDED.)
BASIS OF

$

.....................................

COMPUTATION:

SOP489-s 5/'6o
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F.

(COTrINUED)

I.

G.

DEPRECIATION RESERVE(SUM OF (A) TOTAL ACCUMULATED
DEPRECIATION
FROMDATEOF PURCHASE
THROUGH
DECEMBER
31, 1959 OF ACQUISITION
COSTTO PRESENTOWNEROF BUILDINGS AND ATTACHD EQUIPMENT,AND
(a) TOTAL ACCUMULATED
DEPRECIATION THROUGH
DECEMBER
31, 1959 OF
EXPENDITURES
BY PRESENTOWNERFOR PERMANENT
IMPROVEMENTS
AND
BETTERMENTS,
AND (C) TOTAL ACCUJLLATED
DEPRECIATION THROUGH
DECEMBER
31, 1959 OF ADJUSTMENT
REPORTEDIN ITEM F-3.
DEPRECIATI ON ON THE ADJUSTMENT
IS TO BE COMPUTED
ON THE SAME
BASIS USED IN CLAIMING DEPRECIATION UNDERTHE FEDERALINCOME
TAX.) ..........

OTHERDEPRECIABLE
TANGIBLE PROPERTY
USED AND USEFULIN NURSINGHOW OPERATION
(EXCLUDEREAL ESTATE).
IF ALL EQUIPMENTIS LEASED, CIRCLE CODEI AND MAKENO FURTHERENTRIES.
IF SOME WUT
NOT ALL EQUIPMENTIS LEASED, EXCLUDELEASED EQUIPMENT
FROMTHE ENTRIES IN ITEMSG-2 AND G-3.
ALTHOUGH
A THREEFOLD
BREAKDOWN
OF OTHERDEPRECIABLE
TANGIBLE PROPERTY
IS REQUESTED,
IT IS RECOGNIZED
THAT SUCHA BREAKDOWN
MAYNOT BE PRACTICABLEFOR ALL HONES. REGARDLESS
OF
THE METHODS
OF BOOKKEEPING,ENTRIES ARE TO BE MADEIN ITEM G-2. TO THE EXTENTTHAT THE METHODS
OF BOOKNEEPING
PERMIT. ONE ORMOREENTRIES ARE ALSO TO BE MADE IN ITEM GCA.
1.

NOT RELEVANT-- ALL EQUIPMENTRENTEDOR LEASED

2.

TOTAL:

3.

A.

ACTUALCOSTTO PRESENTOWNER...........................................

A.

TOTAL ACCUMULATED
DEPRECIATION THROUGH
DECEMBER
31,

1959 ...............

BREAKDOWN:
A.

D.

c.

NURSING, MEDICALOR THERAPEUTIC
EQUIPMENT:

(1)

ACTUALCOST TO PRESENTOWNER......................................

(2)

TOTAL ACCUMULATED
DEPRECIATION THROUGH
12/31/59 ...................

CULINARY EQUIPMENT:

(1)

ACTUALCOST TO PRESENTOWNER......................................

(2)

TOTALACCUMULATED
DEPRECIATION THROUGH
12/31/59 ...................

OTHEREQUIPMENT:
(1)

ACTUALCOSTTO PRESENTOWNER......................................

(2)

TOTAL ACC1J4ULATED
DEPRECIATION THROUGH
12/31/59 ...................
SECTION ILV OPERATING COSTS (OTHER THANSALARIES. WAGESAND OTHER
PERSONNEL
COSTS)FOR YEAR ENDEDDECEHMER
11. 1)9Q

FOR EACH ITEM IN SECTION IV, COSTSREFERTO NET EXPENDITURES,I.E., ANY REVENUEOBTAINED
FROM(EXTRA) CHARGES
FOR THAT ITEM IS TO BE DEDUCTED
FROMGROSSCOSTS. EXAMPLES
OF SUCHREVENUEARE
CHARGES
TO STAFF OR GUESTSFOR MEALS, REIMBURSEMENT
OF TELEPHONE
CHARGESBY PATIENTS OR FAMILIES AND
PAYHENTBY PATIENTS OR FAMILIES FOR PERSONALITEMS ORMEDICINE CHESTSUPPLIES. THE VALUESOF DONATED
ITEMS ARE NOT TO BE REPORTED
AS COSTS IN SECTION IV.
FOR EACH ITEM, THE TOTALENTRY IS THE SLIMOF THE SEPARATE
COST ITENS.
IF FOR ANY ITEM THE NATUREOF THE OPERATIONOR THE METHODS
OF BOOKIEEPING ARE SUCHTHAT
SCOECOSTS CANNOTBE ITEI12ED AS REQUESTED,
USEA BREAKDOWN
AS CLOSELYCOMPARABLE
AS PRACTICABLEAND
INDICATE THE NATUREOF THE DIFFERENCEIN THE MARGINOR ON AN ATTACHEDSHEET.

SOF "9-
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ADMINISTRATION AND GENERALEXPENSES
FOR YEARENDEDDECEMBER
31, 1959.
1.

STATIONERY,OFFICE SUPPLIES, POSTAGE,TELEPHONE,TELEGRAPH,
ADVERTISING, PUBLIC RELATIONS
...............................................

2.

BUSINESSTAXES (EXCLUDEREAL ESTATE, PERSONALPROPERTY
AND
PAYROLLTAXES AND FEDERALINCOMETAX.) ....................................

3.

PURCHASE
OF ACCOUNTING,AUDlTING AND LEGAL SERVICESFROM
OUTSIDE FIRMS OR SELF-EMPLOYED INDIVIDUALS

4.

.................................

INSURANCE:
A.

GENERAL LIABILITY AND MALPRACTICE ......................................

*.

BUSINESS

c.

FIRE AND BOILER ........................................................

D.

OTHER(EXCLUDE-PAYMENTS
ON INDUSTRIAL,

INTERRUPTION .........................

,.,.,.,.:

SICKNESS,

HOSPITALIZATION OR LIFE INSURANCE FOR EIWLOYEES.)

5.

TOTAL,

1.

ADMINISTRATION AND GENERAL ....................

TAXES, DEPRECIATION EXPENSEAND RENTON LAND AND BUILDINGS USEDAND
USEFUL IN NURSINGNOMEOPERATIONFOR YEAR ENDEDDECEMBER
31, 1959.
1.

REAL ESTATEAND PERSONALPROPERTY
TAXES.
ASSESSMENTS FOR PROPERTY IMPROVEMENT.)

(EXCLUDESPECIAL

.....................................

2.

DEPRCCIATION EXPENSE .......................................................

3.

RENTFOR LAND AND/ORBUILDINGS NKOTOWNED...................................

TOTAL,

J.

.....................

OTHER(INCLUDE BUSINESS INTERESTOTHERTHAN INTERESTON
MORTGAGES
AND CONTRACTS. EXCLUDEBAD DEBTSAND ALLOWANCES
THEREFOR. ENTERTOTAL AND SPECIFY ITEMS INCLUDED.) ........................

LAND AND BUILDINGS ...........................

DEPRECIATION
EXPENSEAND RENTFOR (DEPRECIABLE)TANGIBLE PROPERTY
(OTHERTHAN THAT INCLUDEDIN
ITEM I) USED AND USEFUL IN NURSINGHOMEOPERATIONFOR YEAR ENDEDDECEMBER
31, 1959.
REGARDLESS
OF THE METHODS
OF BOOKKEEPING.ENTRIES ARE TO BE MADE IN ITEM J-1.
TO THE
EXTENTTHAT THE METHODS
OF BOOKKEEPING
PERMIT, ONEOR MOREENTRIES ARE ALSOTO BE MADEIN ITEM J-2.
1.

2.

TOTAL:
A.

DEPRECIATION EXPENSE ...................................................

e.

EQUIPMENT RENTALS .....................................................

BREAKDOWN:
A.

B.

c.

NURSING, MEDICALOR THERAPEUTIC
EQUIPMENT:
(1)

DEPRECIATION EXPENSE ..............................................

(2)

EQUIPMENT RENTALS .................................................

CULINARY EQUIPMENT:
(1)

DEPRECIATION EXPENSE .............................................

(2)

EQUIPMENT RENTALS .....

_...........................................

OTHEREQUIPMENT:
(1)

DEPRECIATION EXPENSE ..............................................

(2) EQUIPMENT RENTALS .................................................
soF 489.B
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K.

PLANTOPERATIONAND MAINTENANCE
COSTSFOR YEARENDEDDECEMBER
31, 1959.
1.

UTILITIES, TOTAL. (ENTERTHE SUYOF FUEL OTHERTHANELECTRICITY.
ELECTRICITY, WATER,GARBAGEAND SEWERAGE. IF ThE METH0DSOr BOOK.
KEEPINGPERMIT, ALSOHAKEENTRIES IN ITEMS K-1-A THROWH K-I-c)
.)..
A.

I
S___......

FUEL OTHERTHANELECTRICITY ...........................................

a.

ELECTRICITY .........................................................

c.

WATER, GARBAGE
AND SEWERAGE
...........................................

2.

SUMOF (A) PURCHASED
SERVICES FROY OUTSIDEFIRMS OR SELF-E*mLOYED
INDIVIDUALS FOR MAINTENANCE
AND REPAIR OF BUILDING AND EQUIPMENT,
(a) MAINTENANCE
AND REPAIR SUPPLIES AND (C) ADJUSTMENT
(ALLOWANCES) FOR UWNAIDLABOROF OWNERAND/ORFAMILY ON MAINTENANCE
AND REPAIR OF BUILDING AND EQUIPMENT. (EXCLUDESERVICESAND
SUPPLIES FOR IMPROVEMENTS,
ENLARGENENTS
OR MAJORREPLACEMENTS.
ALLOWANCES
FOR UNPAID LABORARE TO BE CONPUTED
ON THE SAMEBASES
AS IN ITEM V-3.) ..........................................................

-1

1NA""

NOTE: SINCE CONSIDERABLE
YEAR-TO-YEAR FLUCTUATIONMAYOCCURIN THE COSTSOF
rAIN,

'w

COqAKANLL

IMUMAQ.I

IUN1

-A4J N.WUL41LD ic

I

IF THE FACILITY WASUNDERA DIFFERENT OPERATIONIN ONEOR BOTH OF THES YEARS,
ENTRYIS TO BE MADEFOR THE YEARCS) INVOLVED. IF THE FACILITY WASUNDERTHE SAME
OPERATORIN 1957 AND 1958 BUT THE METHODS
OF BDOKKEEPING
ARE SUCHTHAT IT IS NAT
PRACTICABLETO REPORTTHI REQUESTED
INFORMATION,ENTER'NOT AVAILABLE'.

3.

A.

1958 ......

D.

1957...........................

....

PURCHASED
SERVICESFROMOUTSIDE FIRMS OR SELF-EMPLOYED
INDIVIDUALS
................................................
FOR MAINTENANCE
OF GROUNDS

TOTAL, PLANT OPERATIONAND MAINTENANCE
..............
L.

DIETARY COSTSFOR YEARENDEDDECEMBER
31,
1.

2.

1959

FOOD. ( IF NO FOODOR NEGLIGIBLE AMOUNTFOR PATIENT USE WASHOWtPRODUCED,
ENTER ZEROIN ITEM L-I-&.
IF THE ENTRY IS OTHERTHANZERO,
INDICATE THE METHODOF ESTIMATING THE COSTOF HONE-PRODUCED
FOODIN
ITEM AA, PAGE 68.)
A.

PURCHASED
FOOD........................................................

S.

COSTOF HOME-PRODUCED
FOOD............................................

OF SERVINGHEALS, I.E.,
OTHERCOSTS(EXCLUSIVE OF PERSONNEL)
REPLACEMENTS
(OF DISHES, UTENSILS, ETC) AND KITCHEN SUPPLIES.
( INDICATE-WHETHER
THE ENTRY. N THIS ITEM ALSO INCLUDES
LAUNDRYAND CLEANINGSUPPLIES:

I

I )

OTHERSUPPLIES INCLUDED
OTHERSUPPLIES EXCLUDED)

TOTAL, DIETARY ......................................
3.

NUMBER
OF FREEMEALSSERVEDTO OWNERS,STAFF AND/ORGUESTSDURING
CALENDAR
YEAR 1959. (IF EXACTDATAARE NOT READILY AVAILABLE,:.
ENTERAPPROXIMATE
NUMBERAND WRITE *ESTIMATE- IN MARGIN.)
A.

TO OWNERSAND/ORFAMILIES

a.

TO STAFF

c.- TO GUESTS

SOF 489-B
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HOUSEKEEPING,LINENS AND LAUNDRYCOSTSFOR YEARENDEDDECEMBER
31,

REPLACEMENTS
OF LINEN, BEOOING EXPENDABLE
EQUIPMENT,ETC .................

2.

SUPPLIES OTHER THAN REPORTED IN

3.

PURCHASE
OF LAUNDRYSERVICE, LINEN SERVICEAND/OR CLEANING
SERVICE FROMOUTSIDEFIRMS OR SELF-EMPLOYED
INDIVIDUALS.
(NOTE INSTRUCTIONSAT BEGINNING OF SECTION IV RE DEDUCTING
REVENUEFROMGROSSCOSTS.) ................................................

TOTAL,

N.

ITEM L-2 ..................................

HOUSEKEEPING, LINENS AND LAUNDRY .............

COSTSOF NURSING,PERSONALCAREAND RECREATION
EQUIPMENT
AND SUPPLIES
FOR YEAR ENDEDDECEMBER
31, 1959
1,

REPLACEMENTS
(EXCLUDEEQUIPMENTACCOUNTED
FOR IN ITEM I) ..................

2.

SUPPLIES (OTHERTHAN REPORTED
IN ITEMS L AND M) ...........................

TOTAL,

SECTIONV.
0.

1959

1.

NURSING, PERSONAL CARE AND RECREATION ........

SALARIES,

WAGESAND OTHERPERSONNEL
COSTSFOR YEAR ENDED
DECEMBER
31, 1959

TOTAL WAGESPAID TO NURSINGPERSONNEL,JANUARYTHROUGH
JUNE AND JULY THROUGH
DECEMBER
1959.
INFORMATIONIS REQUESTED
FOR A FOURFOLD
BREAKDOWN
OF NURSINGPERSONNEL. IF A FOURFOLD
Is
PRACTIC E.
FBREAK
WAGESMAYBE REPORTED
FOR A TWOFOLD
BREAKDOWN.
VIZ.. LICENED AND
NLICENSED PERS EL. I
S HOPEDTHAT WHENEVER
FEASIBLE THE FOURFOLDBREAK
WILL BE USED.
SINCE THE MINIMUM WAGELAWMAYHAVEALTEREDTHE LEVEL AND STRUCTURE
OF WAGERATES,
WAGESARE TO BE REPORTED
BY SIX-MONTH PERIODS.
INCLUDEPAYROLLDEDUCTIONS. EXCLUDE(1) COMPENSATION
OTHERTHANCASH, (2) INDUSTRIAL,
SICKNESS, HOSPITALIZATION OR LIFE INSURANCE
AND (3) PAYROLLTAXES (I.E., EMPLOYER
S SHAREOF
F. I.C.A., WORKMENIS
COWENSATION, MEDICAL AID AND UNEMPLOYMENT
INSURANCE).
EXCLUDEUNPAID LABOROF PROPRIETOR,PARTNER(S)AND/ORFAMILIES.
ALSOEXCLUDE'SPECIAL' EMPLOYEES,I.E., PERSONS
ON TERMINALLEAVEFROMA STATE SCHOOL
FOR THE MENTALLYRETARDED
AND EMPLOYED
UNDERSPECIAL TERMSAND CONDITIONS ONLY.
INCLUDESALARYALLOWANCES
FOR MEMBERS
OF' RELIGIOUS ORDERSIF SUCHALLOWANCES
ARE
CARRIEDAS COSTS IN THE HOME'SBOOKS. NO (OTHER)SALARYALLOWANCES
FOR DONATED
SERVICESARE
TO BE REPORTED.
ENTERINFORMATIONON SHIFT DIFFERENTIALS

IN THE SPACEPROVIDED.
TOTAL
MONEYWAGES

A.

JANUARYTHROH JUNE 1959
1,

2.

LICENSED PERSONNEL,TOTAL
(A)

REGISTERED NURSES

(a)

LICENSED PRACTICAL NURSES

$

-

UNLICENSED
PERSONNEL,TOTAL
(A)

(1

AIDES
mRELIE-
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0.

(CONTINUED)
TOTAL
MONEYWAGES
B.

JULY THROUGH
DECEMBER
1959
1.

L ICENSEDPERSONNEL.
TOTAL

(A) REGISTEREDNURSES
(al LICENSED PRACTICAL NURSES
2.

l

UNLICENSEDPERSONNEL,
TOTAL

(A1 AIDES
(o)
c.

_

ORDERLIES

SHIFT DIFFERENTIALS IN HOURLY
RATES. (CIRCLE ONECODE. IF CODE2 IS CIRCLED,
AMOUNTOf THE SHIFT DIFFERENTIALS IN RATES IN THE SPACEPROVIDED.)

2.

SHIFT DIFFERENTIALS
OVERDAY SHIFT)

IN HOURLY
RATES. (INDICATE

AMOUNTOF DIFFERENTIAL

EVENING OR PM

INDICATE THE

IN HOURLYRATES

NIGHT

RN
LPN
AIDE
ORDERLY
P.

WAGESAND HOURSFOR NURSINGPERSONNEL,
APRIL AND DECEMBER
1959
INFORMATION
ON HOURSAS WELL AS WAGESIS BEING REQUESTED
FOR TWOMONTHSONLY, VIZ.,
APRIL AND DECEMBER. THE INFORMATION
IS TO REFERTO WAGESPAID FOR HOURSWORKEDIN APRIL AND
DECEMBER,NOT TO WAGES
PAID IN APRIL AND DECEMBER
FOR HOURSWORW0 IN OTHERMONTHS.
INCLUSIONS, EXCLUSIONSAND THE DEFINITION OF WAGESARE THE SAMEAS FOR ITEM K. COLUMN
(2) REFERSTO HORS THE CASH COMPENSATION
FOR WHICH IS REPORTEDIN COLUMN(1).
INCLUDEPAID
VACATIONAND SICK LEAVE IN THE COUNTOF HORS.
(1)
TOTAL
MONEYWAGES
A.

(2)
TOTAL
HOURS

APRIL 1999
1.

LICENSED PERSONNEL.
TOTAL

l

(A) REGISTEREDNURSES
(a) LICENSED PRACTICALNURSES
2.

UNLI CENSEDPERSONNEL,
TOTAL

(A) AIDES
is}
S.

ORDERLIES

DECEMBER
1959
1.

2.

LICENSED PERSONNEL,TOTAL
(Al

REGISTERED
NURSES

(a)

LICENSED PRACTICALNURSES

UNLICENSEDPERSONNEL.
TOTAL

1.1 AIDES
--- ---t "

np-a

J.
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WAGES,OTHERPERSONNEL,JANUARYTHROUGH
JUNE AND JULY THRDUGH
DECEMBER
1959
INFORMATIONIS REQUESTED
FOR A FOURFOLDBREAKVOWN
OF OTHERPERSONNEL. tF A FWRFOLD
OR
I1 NOT PRACTICABLE.WAGESMAY BE REPORTED
FOR A TVOFOLDBREAKDt VIZ.1
BREAKDOWN
ORMANAGERANDOTHER
ISOEDT
WHEEVE FESIB T
F
DBREAKDOWN
WILL BEUED.
DEFINITIONS,

INCLUSIONS AND EXCLUSIONSPARALLELTHOSEFOR ITEM 0.

IF AN EMPLOYEEIS
FUNCTIONSARE DIVIDED BETWEEN
OCCUPATIONAL
GROUPS.HIS OR HERWAGESARE
TIME.
DISTRIBUTION OF THE EMPLOYEE'S
TO THE (APPROXIMATE)PERCENTAGE
TO BE ALLOCATEDACCORDING
TOTAL
MONEYWAGES
JANUARY
THROUGH
JUNE 1959
1.

ADMINISTRATOR OR MANAGER

2.

OTHER. TOTAL
A. OTHERADMINISTRATIVE
ORCLERICAL
8.
KITCHEN, LAUNDRYAND
LINEN SERVICE,
I NG
HOUSEK'EEP
c. PLANTOPERATION
AND MAINTENANCE,
GROUN5S

JULY THROUGH
DECE-MER1959

R.

1.

ADMINISTRATOR
OR MANAGER

2.

OTHER, TOTAL--A.
OTHERADMINISTRATIVE
OR CLERICAL
e.
KITCIEEN,LAUNDRYAND
LINEN SERVICE,
HOUSEKEEP
ING
C. PLANT OPERATION
AND MAINTENANCE,
GROUNDS

1959
WAGESAND HOURS,OTHERPERSONNEL,APRIL AND DECEMBER
SEE INSTRUCTIONSFOR ITEM P.

(2)

(1 )
TOTAL
MONEYWAGES

TOTAL
HOURS

APRIL 1959
1.

ORMANAGER
ADMINISTRATOR

2.

OTHER.TOTAL
A.
OTHERADMINISTRATIVE
OR CLERICAL
S. KITCHEN, LAUNDRYAND
LINEN SERVICE,

_

HOUSEKEEPING

c.

PLANT OPERATION
AND MAINTENANCE,

SOF 489-B
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R.

(CONTINUED)

()
TOTAL
MONEYWAGES

DECEMBER1999

T(2)
TOTAL
HOURS

1. AO41NISTRATOR OR MANAGER
2.

_

OTHER. TOTAL
A. OTHERADMINISTRATIVE
OR CLERICAL_
*. KITCHEN, LAUNDRYAND
LINEN SERVICE,

HOUSEKEEP
INC_

C.
S.

PLANT OPERATIONAND
MAINTENANCE,
GROUNDS

SPECIAL EMPLOYEES
ITEM S REFERSONLYTO PERSONS
ON TERMINALLEAVE FROMA STATE SCHOOLFOR THE MENTALLY
RETARDED
AND EMPLOYED
UNDERSPECIAL TERMSAND CONDITIONS.
IF NO SUCHEMPLOYEES
WEREON STAFF
DURING1959, ENTERNA (NOT APPLICABLE) IN ITEM S-1.
1.
2.
3.

TOTALCASH WAGESPAID DURING 1959, (INCLUDE PAYROLLDEDUCTIONS.
EXCLUDEEMPLOYERIS
PAYROLLTAXES.) .................
..
.....................
NUMBEROF PERSON-IMNTHS
REPRESENTED
BY CASHWAGESIN ITEM S-1.
{MULTIPLY EACHEMPLOYEE
BY THE NUMBEROF MONTHSON STAFF
DURING1959 AND ENTERTHE SUMOF THESEPRODUCTS.).........................
CDFPENSATION
OTHERTHAN CASH. (CIRCLE ALL APPLICABLE CODES)
A.

BOARDAND ROOM

a.

LAUNDRY

C. OTHER(SPECIFY:

)

T.

TOTALPAYROLLTAXES, YEARENDEDDECEMBER1, 1959. (ENTER GRANTTOTALOF
EMPLOYER'SSHAREOF SOCIAL SECURITY (F. I C.A.), UNEMPLOYMENT
COMPENSATION,
INDUSTRIAL INSURANCE
(LABOR AND INDUSTRIES OR PRIVATE) AND MEDICAL AID.). ......

U.

OTHERPERSONNEL
COSTS, CALENDARYEAR 1959. (EXCLUDECOSTSREPORTEDIN
PREVIOUSITEMS, VIZ., MONEY
WAGES,PAYROLLTAXES, FREEMEALSAND
COMPENSATION
TO SPECIAL EMPLOYEES.)...........................................

V.

1.

SICKNESS, HOSPITALIZATION AND LIFE INSURANCE
PAYMENTS
FOR
EMPLOYEES
......
.
..
.

2.

OTHER(SPECIFY:

.

_.,_,_..,,_......._..._..

UNPAID NURSINGSERVICESPROVIDEDBY PROPRIETOR, PARTNER(S) AND/ORFAMILIES,
JANUARYTHROUIHJUNE AND JULY THROUGH
DECEMBER
1959.
ENTERAPPROXIMATE
TOTAL HvURSBY 6-MONTHPERIODS.
IF NOUNPAID FAMILY NURSINGSERVICESWEREPROVIDED.ENTER'NA'

JANUARYTHROUCH
JUNE 1999

1,

RBeI TBRD NUS

2.

LICENIED PRACTICAL NURSE

1.

4-.

-AIDE

ORDERLY

OTHER
UNPAID
PARTNERB
FAMILY
SELF
I
SPOUSE LABOR
(3)
(4
5

PROPRIETOR
OR PARTNERA
SELF
SPOUSE
(1)
2)

I

=

=

IN THE MARGIN.

=

____-

_____

I__I

__

I __

I__I

__

I

_

_

_ _

_

_

_

_

_

_ _

I___

_

_

_
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(CONTINUED)
^
p^RT"FR
bDfnDDrt^D ro
_______
-__ _K
____
-_ ___
SPOUSE
SELF
(2)
(1)

P^RTNERB
SPOUSE
ELF
(4)
(3)

.

DECEMBER
1959
JULY THROUGH
1.

W.

REGISTEREDNURSE

I

I

-4
i^

iw

3.

1 Itrueen oo^esIosl ssr>r
- I
..
Ct5t
I`-- I PRAC
AI'DE

4.

ORDERLY

I

III__

7

OTHER
UNPAID
FAMILY
LABOR
(5)

I

OTHERUNPAID SERVICESPROVIDEDBY PROPRIETOR,PARTNER(S)AND/ORFAMILIES, JANUARYTHROUGH
JUNE
DECEMBER
1959.
AND JULY THROUGH
FULL-TIME EQUIVALENTEMPLOYEE
COUNT,
FOR ADHINISTRATOR OR MANAGER,ENTERAPPROXIMATE
WORKED
FULL-TIME AS ADMINISTRATOR
OR MANAGERENTER'1" IN ROW1, COLUMN1;
E.G., IF PROPRIETOR
IF HE WORKED
APPROXIMATELY
HALF-TIME AS ADMINISTRATOR,ENTER'1/2'
ETC.
TOTAL HOURSBY SIX-MONTH PERIODS. IF PREFERRED,
FOR OTHERSERVICES, ENTERAPPROXIMATE
APPROXIMATE
FULL-TIME EQUIVALENTEMPLOYEE
COUNTMAYBE ENTEREDIN LIEU OF HOURS.
EXCLUDETIME FOR WHICHCOST ALLOWANCES
HAVEBEENENTEREDIN ITEMS F AND K.
IF NO UNPAID FAMILY SERVICES WEREPROVIDED,ENTER'NA'

PARTNERB
FI_ _ l8
SPOUE
5tM
(4)

PROPIETOR OR PARTNER A

rnr~~~~;

(2)

(I)

IN THE MARGIN.
OTHER
UNPAID
FANI LY
|I LABOR
(5)

JUNE 1959
JANUARYTHROUGH
AC MANAGER
-HtU15yRVfQ

2.

OTHER.TOTAL
A.
B.

___________

KITCHEN, LAUNDRY
AND LINEN SERVICE,
HOUSEKEEP
I NG
I
PLANT OPERATIONAND
b -^"t -u

.A. n _._.-.
.-.I

-I---,--

_

I

_

I

I

JULY THROUGH
DECEMBER
1959
1.

ADMINISTRATOR OR MANAGER
A

-A

A

2

-O
OTHE
-,~~~ `
_
KITLEN
A.

4

t

---

SEVLAUI

I
=

AND L INEN SERV ICE,
1VUS.ELLKIE
EP I N

a.

PLANT OPERATIONAND
MAI NTENANCE

GROUNDS

.J
I
A
_______
COSTS(OTHERTHANFOOO) INCLUDEDIN THIS SCHEDILETHAT APPLY TO THE PERSONAL
USE OF PROPRIETORS,
PARTNERSAND OTHERFAMILY MEMBERS. (CIRCLE ALL APPLICABLE CODESAND ENTERNUMBEROF FAMILY
ITEMS.)
MEMBERS,INCLUDING PROPRIETOR,RECEIVING SUCHMAINTENANCE
_______________

X.

PERSONS

IRECEIVI O
0.

NOTRELEVANT- NO
MAINTENANCEITEMSWITHDRAWN

1.

LODGING(SPECIFY NUMBEROF ROOMS

2.

LAUNDRY

3.

OTHER(SPECIFY:
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SECTION VI.
Y.

MISCELLANEOUS

BASIS ONWHICHOPERATINGCOSTSREPORTED
(CIRCLE ONECODE).
1.

CASH

2.ACCRUAL
Z.

DAYSOF CAREPROVIDEDDURING1959 To PATIENTS OR CLIENTS OTHERTHANNURSINGHOW
PATIENTS.
(IF
REPORTED
COSTS INCLUDECOSTSOF CAREFOR OTHERTHAN NURSINGNOE PATIENTS, E.G.,
AN OCCASIONAL
BOARDAND ROOMCASE, ENTERTHE DAYSOF CAREFOR SUCHPERSONS. DAYSCF CARE
ARE DEFINEDAS FOR
ITEM E. IF NO CAREOTHERTHAN NURSINGHOMECAREWAS PROVIDED,ENTERZERO.)
JANUARYTHROUGH
JUNE
JULY THROUGH
DECEMBER

AA.

METHOD
OF ESTIMATING COST OF HOME-PRODUCED
FOOD. (CIRCLE CODEI OR INDICATE HETHOCIN ITEM 2.)
1. NOT RELEVANT,NO COSTSREPORTED
IN ITEM L-I.
2.

8B.

OUTSTANDING
MORTGAGES
AND/ORCONTRACTS
ON FIXED ASSETSAS OF DECEMBER
31, 1959:
1. LANDAND BUILDINGS |INCLUDING EQUIPMENTATTACHEDTO AND PARTOF BUILDING)
2.

CC.

METHOD
OF ESTIMATING COST:

*

OTHERDEPRECIABLE
TANGIBLE PROPERTY
$

INTERESTEXPENSEON OUTSTANDING
MORTGAGES
AND/ORCONTRACTS
ON FIXED ASSETS FOR YEARENDED
DECEMBER
31, 1959.
1.
2.

LANDAND BUILDINGS (INCLUDING EQUIPMENT
ATTACHEDTO AND FORMINGPART OF BUILDING) *I
OTHERDEPRECIABLE
TANGIBLE PROPERTY
*

ACKNOWLEDGEMENT
OF NURSING HOMEOPERATOR
1, THE UNDERSIGNED
OPERATOR
OF THE
NURSINGHNOEDO HEREBY
AFFIRM THAT I HAVEREAD THEABOVEREPORTAND THAT TO THE BEST OF MYKNOWLEDGE
AND BELIEF THE IWORMATION REPORTED
IS TRUE AND CORRECT
AND IN KEEPINGWITH THE INSTRUCTIONSFOR ITS PREPARATION.
DATED

SIGNED

ACKNOWLEDGEMENT
OF PUBLIC ACCOUNTANT
1, THE UNDERSIGNED,
DO HEREBYAFFIRM THAT I HAVE PREPARED
THE ANSWERS
TO THE ABOVEREPORTACCORDING
TO THE INSTRUCTIONSAND THAT THE ANSWERS
GIVEN, WHEREVER
APPLICABLE, ARE IN RECONCILEMENT
WITH THE
FEDERAL INCOMETAX RETURNFILED BY THE NURSINGNOE OPERATOR
FOR THE SAMEPERIOD.
_______________

SIGNED
51_

LICENSE NUMBER
SOF I89B
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btCUiENT Or
PUBLIC ASSI SANCE

STANr OF
WASH
INGTON
CONFIDENTIAL

NtRS INS
W

tE COSTSTUDY

S"DuLc C
SCHEDLLEIS TO OBTAIN
SINCE POLICIES VARYAMCOGNOES, THE PFOSE OF THIS SUPPLEMENTARY
IN OPERATING
COSTS.
IWONMATION NEEDEDIN INTERPRETINGDIFFERENCES
A.

POLICIES WITH RESPECTTO SWPPLYINGCERTAIN ITEMSAND SERVICESTO PUBLIC ASSISTANCENURSINGHOE
OST OR AN IjEM 00 NOT APPEARIN
1 . (ENTERONECHECKIN EACHRVO.
PATIENTS
a
)
OPERATINQ
COSTS
I . THE S
ITE SWPLED
T SEW D
THEAS
FIRM
VI THOUT
WUF
NOT
SUPPLIlED
(1)
CLOTHING

A.

a.

1.

HDSPITAL GOWNS

2.

OTHER

AT EXTRA
CHARGE

~~~~(2)

EXTRA
CHORG

3

PERSONALCARE ITEMS
1.

TOILET SOAP

2.

TOI LET T I SSUE

A.

CLEANSINGTISSUES

4.

TOOTHSRUSH

5.

DENTIFRICES

6.

Co.

7.

RAZORBLADES

8.

SHAVING SOAP

9.

SHAVINB BRUSH

10.
c.

--

BOBBYPINS. ETC.

IENOING SUPPLIES rOR
PATIENTIS OWNCLOTHING

PERSONALCARE SERVICES
1.

HAIR CUT

2.

SNAHAIOO

A.

SHAVE

I.

CAREoF F I NGERNA
1LS

-.

CARE OF TOENAILS5

6.

HENDINGOF PATIENT'S
OWNCLOTHING

7.

SHOPPINGSERVICE

8.

TO
TRANSPORTATION
PHYSICIAN

SOF489-c
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A. (CONTINUD)

I
IIDT
SUPPLIED
(1
D.

MEDICINE CHEST ITEMS
1.

ASPIRIN AND
ASPIRIN CORPOUNDS

2.

LAXATIVES

3.

RUBBINGLOTION,
RUBBING ALCOHOL
DISLIrECTANTS AND
BANDAGES
FOR MINOR

4I.

1

suPPL IED

AT EXTRA
CHARGE
(2)

EXTRA
CHIARGE

(3)

CUTS AND ABRASIONS
5.

C.

CLINITEST TABLETS

LAUNDRYO
1. HOSPITAL OWNS

2.

NICHTGOWNS.
PAJAMAS

'.

ROSES
ORESSES.BLOUSES
D4

8.

r-

SHIRTS

6.

UNDERCLOTHES

7.

HANKIES

8.

SOX. STOCKINGS

RECREATIONALITEMS AND SERVICES
I.

TRANSPORTATION
TO
-ut>-> C1-ln

2. USE OF TV
1. USE OF RADIO
4.

USE OF GAMES

9. USEOF MAGAZINES
6.

USE OF NEWSPAPERS

7.

OTHER(SPECIFY:

___________________________________________

sor 489-C

78681 0-62 (pt. 2)

13
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(CONTINUED)
SUPPLI ED
NOT
SUPPLI ED
(1)

AT EXTRA
CMARGE
(2)

EXTRA
CHARGE
(3)

RELATED TEMS AND
SERVICES NOTSC
D IN
A THROUGHp

.OTHR

______________________

B.

I.___________

J___________

.5

DISTINCTION IN ACCODMMDATIONS
BETWEEN
PRIVATE-PAY AND PUBLIC ASSISTANCENURSINGNOHEPATIENTS
(CIRCLC

ONE cooel.

1. NONE

C.

2.

OCCASICNAL
(SPECIFY:

3.

CUSTOMARY
(SPECIFY:

DISTINCTION IN SERVICES BETWEEN
PRIVATE-PAY AND PUBLIC ASSISTANCENURSINGHNW PATIENTS
(CIRCLE

ONc COOD).

1.

NONE

2.

OCCASIONAL(SPECIFY:

3.

CUSTOMARY
(SPECIFY:

D.

YEARFACILITY FIRST ESTABLISHED AS NURSINGHOWE. (DISREGARD CHANGESIN OPERATORS.)

E.

HISTORYOF FACILITY (CIRCLC ONE):
1.

AS NURSINGHONE
ENTIRE FACILITY INITIALLY CONSTRUCTED

2.

PARTOF FACILITY INITIALLY CONSTRUCTED
AS NURSING HOWE,PART CONVERTED
FRCMOTHERUSE

3.

ENTIRE FACILITY CONVERTED
FROMOTHERUSE.

SOF 489-C
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OF NURSIMG HOE OPERATOR
ACKNOWEDGECENT
OPEAT R OF THE __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
I, TME UN ER IGNEDr
M =E
A RH THAT I HAVE READTHE ABOVEREPORTAND THAT TO THE BEST OF MY
NUNSINM iCE DO HEREBYAFI
AND IN KEEPINGWITH THE INSTRUCTIONSFOR ITS
IS TRUEAND CORRECT
AND BELIEF THE INFORMATIONREPORTED
PREPARATION.
DATED

.

.

.

.

SIGNED

SOF 489-C
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RELATIVE WEIGHTS ASSIGNED TO CHARACTERISTICS
AND SERVICES FOR ALLOCATING COSTS AMONG
CLASSES OF NURSING HOME CARE

1

A.

2

131717

1 81 910

Mental condition
I

Alwavs clear

X

Confused:

X

2 Mildly confused only
3

Seriously disoriented
but without eccentric

behavior

__

4 Seriously disoriented
with eccentric
* behavior_
5

__ ___

X

_

_

___

_

Not incontinent but
disoriented with
respect to toilet
facilities

6
B.

X

-

Mentally retarded

X

-__

Mobility within nursing home
1

Walks alone or with no more
helo than cane or crutch
2 Moves himself about with a
mechanical aid such as walker

or wheelchair

.__

___

_

X_

__

X

3

Able to walk or move-in wheelchair only with help of
attendant
Unable to walk or be moved about in
wheelchair:,
4
5

Able to turn and/or sit on
bedside by self_
Helpiess, must be turned
or lifted

X

_

x
I

X
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C.

Continence, bladder
1

Al1vs

c

nt

2

Occasionally incontinent

3

Dribbling

4

Frequently incontinent

5

Always incontinent

Continence,
1

.

o 1
.

.

2

.

3 14 151

I

I

I

6 17

1 8

.

.

.

9

I 10

x

X
X
X
X

bowel

Always continent

2

Occasionally incontinent

3

Dribbling

4

Frequently incontinent

5

Always incontinent

X
X
x
X
x

Services needed by recipient and
provided by staff of home
Washing face, hands, teeth end/or
dentures:
1 Supervision only
2 Some assistance, e.g., help
to and from wash basin,
collecting and carrying
toilet artisept
3 Face, hands, teeth and/or
dentures washed by attendant
Care of fingernails:
4 Supervision only
5 Nail care by attendant
Care of feet and toenails:
………_
6
upervision only
7 Routine nail care by attendant
8 SpecialWpodiatric care
……
Careof hair:_
9 Combing
10 Washing
Shaving:
11 S
eriion
only
12 S= e assistance, e.g., help…
to and from wash basin,
collecting and carrying
toilet articles
13 Shaved by attendant
…X

X

x
X
X
X
X
x
_
_X

X
_

_

_
_
X
I

x

X

_
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0

1 a 2 131 41 51 6
.
.
.
-- .

_

=

Services needed by recipient and
provided by staff of home (Cont'd)
Dressing (clothing, nightwear,
appliences):
14 Sunervisinr
-nlvr
15 Help with difficult items
only
16 Generalkhelp
17 Completely dressed by

7

8

I

9

_
X

attendant
Feeding and diet:
18 Trav in room
19 Help in cuttin food
20 Fed soe food a) or meals
21 Fed anL meals
22 Intravenous feeding
23 Dietary requirements (other
than 'normal" diet):

10

X
X
X

-

X
-_
=

=_

X
X

==

Inalud d e Lsev xere

Bathing:
24
25
26
27

Help in or out of tub or
shover onIly
Back and/or feet washed
General helP needed
Shower or chair bath, unable

_
_

_

_

XI
_
_

_

X

28

Bedhbeth

_

_

_

_

_

_

29 Help to and from toilet
30 Commode. no help
31 Help to and from commode
32 Bed en e-d/or urinal
33 Take pulse or temperature
34 Take respiration
35 Take blood pressure
.
36 Catheterization (other then
retention)
37 Retention catheterization
Dressings or bandages:
38 Complex and/or extensive
39 Other
Oral medications:
40 Routine
41 Critical, observation
necessary

_

X
X-_________

_

_
X
-

_

_
-

_

X
X
I
X
X
X
X
X
X
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D.

-

-

-

-

-

|

v

l

l

-9
-

in

s

zv

Services needed by recipient and
provided by staff of home (Cont'd)
Parenteral medications:
42 Subcutaneous
43

X

Intravenous

X

43 Intramenuscua
45 Administration of oxygen
46 Aspiration
47 Extra supervision because
of confusion1
Extra
care or supervision
because of (other)
eccentricities of behavior
Other

X

48

Vi
-

7 1A
-

0-en

-4--

nt---nivm

----

-".-

n

ls 'h re

licluled
)
|

I

I

I

I

I

I

i

I
Y
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SOCIAL CHARACTERISTICS OF PUBLIC ASSISTANCE CASES IN LICENSED PRIVATE NURSING HOMES,
TABLE B-i: MARITAL STATUS BY SEX y

Marital status

Both sexes
Percent of
Number
of cases total i/

DECEMBER 1959

Sex of recipient
Male
Percent of
Number
of cases total 2/

Female

Number
of cases

Percent of
total N

8,471

100.0

3,249

100.0

5,222

100.0

829

9.8

515

15.9

314

6.0

7,642

90.2

2,734

84.1

4,908

94.0

Widowed

4,706

55.6

N 851

26.2

3,855

73.8

Never married

1,681

19.8

3 1,278

39.3

403

7.7

Divorced or otherwise estranged

1,255

14.8

605

18.6

650

12.4

Total
Married, spouse living, not estranged
Widowed, single or estranged, total

y Based on expanded sample of OAA, AB, DA and Continuing GA cases.
3/ Because of rounding, detail does not necessarily add to totals.
3 Forced to balance total.

C]

0

SOCIAL CHARACTERISTICS OF PUBLIC ASSISTANCE CASES IN LICENSED PRIVATE NURSING EOMES, DECEMBER 1959
TABLE B-2: CUSTOMARY LIVING ARRAIIGENTS ELURING SIX MONTHS PRIOR TO ENTERING FRESENT NURSIII3 MEM,

Customary living arrangement
Total
In own home, total
Alone
With spouse
With other related persons (spouse
not present)
With nonrelated persons only
In home of relative, total
Son or daughter
Other relative
In boarding home or home of nonrelated person
In other nursing home

Both sexes
Percent of
Number
of cases total 3

Sex of recipient
Male
Number
Percent of
of casel total 3

BY SEX

/

Number
of cases

Female
Percent of
total 3/

8,471

100.0

3,249

100.0

5,222

100.0

3,675

43.4

1,457

44.8

2,218

42.5

2,577
650

30.4
7.7

1,031
314

31.7
9.7

1,546
336

29.6
6.4

269
179

3.2
2.1

112

3.4

157
179

1,569

18.5

426

13.1

1,143

21.9

1,031
538

12.2
6.4

N 135

4.2

291

9.0

896
247

17.2
4.7

403

12.4

314

_ 492

15.1

N 1,099

21.0
8.6

717
1,591

8.5
18.8

0

0

In other institution

762

9.0

314

9.7

448

Other

157

1.9

157

4.8

0

3.0
3.4

6.0

0
02

a

0

_y Based on expanded sample of OAA, AB, DA and Continuing GA cases.
Because of rounding, detail does not necessarily add to totals.
Forced to balance total.

3
Y

CAD

SOCIAL CHARACTERISTICS OF PUBLIC ASSISTANCE CASES IN LICENSED PRIVATE NURSINS HOMES, DECENBER 1959
TABLE B-3: AGE OF SPOUSE BY SEX OF RECIPIENT Y

Age of spouse

Eoth sexes
Number
Percent of
of cases totally

Sex of recipient
Male
Number
Percent of
of cases total ]J

Ls

Number
of cases

Female
Percent of
total 27

Total

829

100.0

515

100.0

314

Under 65, total

112

13.5

112

21.7

0

0

0
112

0
13.5

0
112

0
21.7

0
0

0
0

269

32.4

179

34.8

90

28.7

65, under 70
70, under 75

157
112

18.9
13.5

112
67

21.7
13.0

45
45

14.3
14.3

75 or over, total

448

54.0

224

43.5

224

71.3

75, under 80
80, under 85
85 or over

202
gf 156
90

24.4
18.8
10.9

157
67
0

30.5
13.0
0

45
189
90

14.3
28.3
28.7

Under 50
50, under 65
65, under 75, total

y Based on expanded sample of OAA, AB, DA and Continuing GA cases.
g
B

living and not estranged.
Because of rounding, detail does not necessarily add to totals.
Forced to balance total.

100.0

Tabulation confined to cases vith spouse

0

SOCIAL CHARACTERISTICS OF PUBLIC PSSISTANCE CASES IN LICENSED PRIVATE NURSING ROMES, DECEMBER 1959
TABLE B-4: PRESENT LIVING ARRANGEMENTS OF SPOUSE BY SEX OF RECIPIENT Y

Living arrangements of spouse
Total
In own home, total
Alone
With related persons
With nonrelated persons only

Both sexes
Number
Percent of
of cases total 3/

Sex of rucinent
Mele
Percent of
total

Number
of cases

829

100.0

515

100.0

314

100.0

403

48.6

291

56.5

112

35.7

381
22
0

46.0
2.7
0

269
22
0

52.2
4.3
0

112
0
0

35.7
0
0

In home of relative

o

0

0

0

In boarding home or home of nonrelated
person

0

0

0

0

In nursing home

Female
Number
Percent of
Of
o cases total g/

t382

46.1

l180

35.0

0

0

0

0
64.3

22

2.7

22

4.3

0

0

Other

22

2.7

22

4.3

0

0

living and not estranged.
I Because of rounding, detail does not necessarily add to totals.
y
Forced to balance total.

<

0
202

In other institution

/ Based on expanded sample of OAA, AB, DA and Continuing GA cases.

Z

K

tmj

(12

Tabulation confined to cases with spouse

CAD

SOCIAL CHARACTERISTICS OF PUBLIC ASSISTANCE CASES IN LICENSED PRIVATE NURSING ECMES, DECEMBER 1959
TABLE B-5: TIME LAPSE BETWEEN DATE PUBLIC ASSISTANCE LAST AUIEORIZED AND DECEMBER 1959 BY SEX _#

Time lapse between last

authorization and December 1959
Total
Less than one year, total
Less than three months
3, less than 6 months
6, less than 9 months
9 months, less than one year
One year, less than 5 years, total
One year, less
2, less than 3
3, less than 4
4, less than 5

than 2 years
years
years
years

5 years or more, total
5, less than 10 years
10 years or more

YJ

Both sexes
Number
Percent of
of cases total ?J

Number
of cases

Sex
Male
Percent of
total _1

Female
Number
Percent of
of cases total N

8,404

100.0

3,205

100.0

5,199

100.0

1,524

18.1

852

26.6

672

12.9

291
538
314
381

3.5
6.4
3.7
4.5

134
247
Y 292
179

4.2
7.7
9.1
5.6

157
291
22
202

3.0
5.6
.4
3.9

2,398

28.5

784

24.5

1,614

31.0

829
583
538
448

9.9
6.9
6.4
5.3

269
314
112
Y 89

8.4
9.8
3.5
2.8

560
269
426
359

10.8
5.2
8.2
6.9

4,482

53.3

1,569

49.0

2;913

56.0

1,479
3,003

17.6
35.7

493
1,076

15.4
33.6

986
1,927

19.0
37.1

0

Based on expanded sample of OAA, AB, DA and Continuing GA cases.
date of last authorization was not reported.
g
Because of rounding, detail does not necessarily add to totals,
B( Forced to balance total.

Tabulation excludes cases for which

W

1959
SOCIAL CHARACTERISTICS OF PUBLIC ASSISTANCE CASES IN LICENSED PRIVATE NURING ECS, DECEMBER
ASSISTANCE
TABLE B-6: TIME LAPSE BETWEEN DATE RECIPIENT FIRST ENTERED A NURSING HOME AND DATE PUBLIC
LAST AUIYPORIZED BY SEX #
Ae,
Male
5CX55
Both
Female
Mal(
Both sexes
Percent of
Number
P rcent of
Number
Percent of
Number
of cases total 3/
V
of cases tttal
of cases total i
Time lapse
8,404

100.0

3,205

100.0

5,199

100.0

3,406

40.5

1,435

44.8

1,971

37.9

One year or more

1,210

14.4

583

18.2

627

12.1

Less than one year, total

2,196

26.1

852

26.6

1,344

25.9

224
336
1,636

2.7
4.0

112
157
583

3.5
4.9
18.2

112
179
1,053

2.2
3.4
20.3

Total
Entered a nursing home prior to last
authorization Of assistance, total
Time lapse between first entering a
nursing home and last authorization:

6 months, less than 1 year
3, less than 6 months
Less than 3 months
Assistance last authorized Prior to
first entering a nursing home, total

19.5

0
4,998

59.5

1,770

55.2

3,228

62.1

696

8.3

247

7.7

449

8.6

157
135
404

1.9
1.6
4.8

45
45
157

1.4
1.4
4.9

112
247

2.2
1.7
4.8

4, 302

51.2

Y 1,523

47.5

2,779

53.5

CI

Time lapse between last authorization
and first entering a nursing home:
Less than one year, total
Less than 3 months
3, less than 6 months
6 months, less than 1 year
One year or more

Based on expanded sample of OAA, AB, DA and Continuing GA cases.
was not reported.
N/ Because of rounding, detail does not necessarily add to totals.
Y Forced to balance total.
i

90

Excludes cases for which the information

COn

C,'

CZ
SOCIAL CARACTEBISTICS OF PUBLIC ASSISTANCECASES IN LICENSED PRIVATE NURSMIG I!O'ES, DECEMBER 1959
TABLE B-7: TIME LAPSE BEMEEN DATE RECIPIENr FINST ENTERED A NlURSING COME
AND DECElBER 1959 BY SEX j#
Both sexes
Number
Percent of
of cases total 3/

Time lapse
Total
Less than one year, total
Less than 3 months
3, less then 6 months
6, less than 9 months
9 months, less than one year
One year, less than 5 years, total
One year, less
2, less than 3
3, less then 4
4, less than 5

than two years
years
years
years

Five years or more, total
S, less than 10 years
10 years or more

Female
Number
Percent of
of cases total N/

8,449

100.0

3,227

100.0

5,222

100.0

1,928

22.8

829

25.7

1,099

21.0

426
695
381
426

5.0

5.5

5.0

179
269
157
224

8.3
4.9
6.9

247
426
224
202

4.7
8.2
4.3
3.9

z

4,459

52.8

1,569

48.6

2,890

55.3

0

1,344
1,076
1,053
986

15.9
12.7

18.7

12.5
11.7

605
359
314
291

9.0

f 739
717
.y 739
695

14.2
13.7
14.2
13.3

2,062

24.4

829

25.7

1,233

23.6

1,614
448

19.1

650
179

20.1
5.5

964
269

18.5
5.2

8.2
4.5

5.3

Based on expanded sample of OAA, AB, DA and Continuing GA cases.
was not reported.
_ Because of rounding, detail may not necessarily add to totals.
_ Forced to balance total.

i

Sex
Male
Number
Percent of
of cases total Nt

11.1

9.7

Excludes cases for which the information

T0
2

SOCIAL CIIARACTERISTICS OF PULLIC ASSISTANCECASESIN LICENSED PRIVATE NURSINGHOMES,DECEIBEF 1959
OF INCOMEBY SEXiS
TABLE9-6t SOURCES
-- -

OF INCOME
SOURCE

AV. INCOME
PER CASEWITH
SPECIFIED
NUMBER PERCENT SOURCE
OF CASES OF TOTAL OF INCOME
8,471

WTAL

-

3,249

100.0

_

5,222

100.0

1,815

3.810

5,625

66.4

y2,846

33.6

$54

YI1,434

55.9
44.1

_
$60

412
lI,

73.0
27.0

283

57

1,210

37.2

62

1,188

22.7
2.6

No INCONE
INCOME,ALL SOURCES

100.0

AVG. INCOHE
AVG. INCOHI
CASEWITH
PER
PER CASEV TH
SPECIFIED
SPECIFIED
NUMBER PERCENT SOURCE
NUNBER PERCENT SOURCE
OF CASES OF TOTAL OF INCOHE
OF CASES OF TOTAL OF INCOME

CASOI
MILITARY-CONNECTEO
INCOC

2,398
224

2.6

72

90

2.8

86

134

FROM
CONTRIBUTIONS
YPtlSE

45

.5

32

145

1.4

32

0

0

FROM
CONTRIBUTIONS
CHILDREN

67

.8

16

o

o

67

1.3

CWITRIBUTIONS FROMOTHER
RELATIVES

22

o

0

22

22

.3
.3
6.1

8

PAYIENTS ON CONTRACTS

10

22

10

0

44

291

vrHER

515

o
.7
9.0

51

224

.4
0

4.3

$17
51

:z

62
0

i6

0
02

8
0

35

SAMPLEOF OAA, AB, DA AND CONTINUINGGA CASES.
1/ BASEDON EXPANDED
COUNTBY SOURCEEXCEEOS
C COUNTOF CASESWITH INCOME. SINCE SOMERECIPIENTS HAD MORETHANONESOURCEOF INCOC THE CASE
NET
THE NET COUNTr.
WA
Co3

-1

00
SOCIAL CHARACTERISTICS
OF PUBLIC ASSISTANCE
CASES IN LICENSEDPRIVATE NURSINGHOMES, DECEMBER
1959
TABLEB-9: AMOUNTAtN TYPES OF RESOURCES
BY SEX /

BOTH
SEXES

RESOURCE(S)
TOTAL
NORESOURCE
RESOURCES,
ALL TYPES
EQUITY IN HOME
EQUITY IN OTHERREAL
ESTATE
CASHOR SECURITIES
LIFE INSURANCE
BURIAL INSURANCE
CEMETERY
PLOT
OTHER

g

J

IFLMAtLE

AVG. AMOUNT
AVG. AMOUNT
Of RESOURCE
OF RESOURCE
PERCASEWITH
PER CASEWITH
NUMBER PERCENT SPECIFIED TYPE NUMBER PERCENT SPECIFIED TYPE NUMBER PERCENT
OF CASES OF TOTAL OF RESOURCE OF CASES Of TOTAL OF RESOURCE OF CASES Of TOTAL

V

31

3,2249

100.0

471.

_

1,905

52.9

31

44

359

11.0

*2, 500

1.4

2, 750

0

133

1,838

35.2

672

12.9

8,471

100.0

3,989
1,4
482
695

82

$2,1483

45

.5

2,750

2,578

30.14

120

941

448

5.3
21.2

134

1.6

45

740
269

11.1

1,793

Vi,3

134
36

366

1171
22

5,222

100.0

58.6

2,0884

39-9

41.4

I3,138

60.1

22.8

Y

8.3
4.1
14.5

.7

91

336

6.4

AVG. ANOUNT
Of RESOURCE
PER CASEWITH
SPECIFIED TYPE
Of RESOURCE

31

31
*2.1464

0

314

6.o

1,322

25.3

112

2.1

115

34

31
4121

B
BASED
ONEXPANDED
SAMPLEOf OAA, AS, DA ANDCONTINUINGGA CASES.
NET COUNTOF CASESWITH RESOURCES.SINCE SOMECASESHADMORETHANONETYPE OF RESOURCE,
CASECOUNTBY TYPE EXCEEDS
NET COUNT.
NOT AVAILABLE.
THE AVERAGE
FACEVALUEOf LIFE INSURANCE
WAS $573 FOR MALESTO $364 FOR FEMALES. THE AVERAGE
CASHSURRENDER
VALUEWAS$307 FOR
MALESAND $271 FOR FEMALES.

z
0

I

I
0

1959
OF PUBLIC ASSISTANCECASESIN LICENSEDPRIVATE NURSINGIO4S, DECEMBER
SOCIAL CHARACTERISTICS
OF INCOMEOF SPOUSEBY SEXOF RECIPIENT !J
TABLEB-10: AHOUNTAND SOURCE

1

___

t-

SODRCE(S)OF' INCOME
CF SPOUSE
TOTAL
PUBLIC ASSISTANCE
OLD AGE ASSISTANCE
AID TO BLIND
AID TO DEP. CHILDREN
GENERALASSISTANCE
OASDI

I NCC*E
NIL ITARY-CONNECTED

SEX OF--ECIPIENT

AVG. INCOME
PER SFOUSE
WITH SPECINUMBER PERCENT FIED SOLRCE NUHBER PERCENT
OF CASES OF TOTAL OF INCOME OF CASES OF TOTAL

!1762
694
53Z
667

100.0
91. 1

72°6
88

?J 448

100.0

79

426

95.1

79

314
22

70.1

74

45

10.0
10.0

247

55.1

$108

120

74

381

50.0

48

22

2.9

66

FROMRELATIVES
CONTRIBUTIONS

22

2.9

36

WAGESOR INCOMEFROHSELFEHPLOYMENT

22

2.9

80

4.9

$106

268

85.4

82

0

87

82
82

224
0
22
22

7.0
7.0

58

40

77
73
120

42.7

62

22

7.0

66

X

0

0*

22

7.0

36

E9
0

22

11.9

80

0

0

50

0

0

102

2.9

50

22

INCOCE
OTHERPROPERTY

22

2.9

102

22

4.9

10

100.0

134

22

17.7

V314

$09

0

RENTALS

135

AVG. INCOHE
PER SPOUSE
WITH SPECINUHBER PERCENT F ED SOURCE
OF CASES OF TOTAL OF INCCHE

0

41.9

OTHER

_

AVG. INCO
PER SlOUSE
WITH SPECIFIED :OUICE
OF INIEAC

90

20.1

10

0
45

02

0
111.3

11

CASESIN WHICHRECIPIENT WAS SINGLE,
SAMPLEOF OAA, AB, DA AND CONTINUINGGA CASES. TABLLATION EXCLUDES
!/ BASEDON EXPANDED
OR SPOUSEHAD DISCLAIMED FINANCIAL RESPONSIBILITY.
WIDOWED,ESTRANGED
EXCEEDSNET COUNT+
OF INCOHE,COUNTBY SOURCE
?/ NET COUNT. SINCE SOMESPOUSESHADMORETHANONESOURCE

CA)
CAD
co

SOCIAL CHARACTERISTICS OF CASES IN LICENSED PRIVATE NURSING EOMES, DECEMBER 1959
TABLE B-li: CARE BY RELATIVES PRIOR TO ENTERING SHELTERED CARE BY SEX OF RECIPIENT y
Sex of recipient

Care by relatives

Both sexes
Percent of
Number
of cases total 3/

Male

Number
of cases

Female

Percent of
total N

Number
of cases

Percent of
total 31

8,471

100.0

3,249

100.0

5,222

100.0

3,765

44.2

1,075

32.4

2,690

51.5

897
2,219
224
560
404

10.6
26.2
2.6
6.6
4.8

426
269
157
269
202

13.1
8.3
4.8
8.3
6.2

471
1,950
67
291
202

9.0
37.3
1.3
5.6
3.9

No relatives

493

5.8

224

6.9

269

5.2

Unwilling to be cared for by relatives

179

2.1

45

1.4

134

2.6

Not relevant, transferred from mental
hospital

516

6.1

247

7.6

269

5.2

Total
Cared for by relatives, total A/
Spouse
Child(ren)
Parent(s)
Sibling(s)
Other relative(s)

z
02

Information on care by relatives not
available or not reported

3,518

41.8

N 1,658

51.7

1,860

Based on expanded sample of OAA, AB, DA and Continuing GA cases. Sheltered care is defined as care in a
boarding home, nursing home not subject to state licensing or licensed nursing home.
At Because of rounding, detail does not necessarily add to total.
Y Net count. Since some recipients received care from mote than one relative either consecutively or
simultaneously, case count by relative providing care exceeds net count.
S Forced to balance total.
#

04
02

35.6

SOCIAL CHARACTERISTICS OF PUBLIC ASSISTANCE CASES IN LICENSED PRIVATE NURSING ECMaE2,DECEMBER 1959
TABLE B-12: REASONS FOR REMOVAL OF RECIPIENT FROM RELATIVES' CARE BY SEX OF RECIP::13M Y
Sex of rect.i ent

Reason for removal

Both sexes
Percent of
Number
of cases total J

Female

Number

Pcrcent of

of cases

total

yJ

Number
of cases

Percent of
total ?/

3,765

100.0

1,075

100.0

2,690

100.0

Deterioration of physical and/or mental
condition of recipient

2,667

72.6

740

68.8

1,927

74.1

Illness (including aging) of relative or
other member of household

1,053

28.7

336

31.2

717

27.6

Death of relative or other member of
household

425

11.6

134

12.4

291

11.2

Employment of relative(s)

246

6.7

22

2.0

Total Y

Child care responsibilities of relatives
Other
Reason for removal not reported

90

2.4

762

20.7

90

_

0
202
0

224

8.6

0

90

3.5

18.8

560

21.5

90

.y Based on expanded sample of OAA, AB, DA and Continuing GA cases. Tabulation includes only cases known to
have been cared for by relatives.
N Excludes cases for vhich reason for removal not reported.
N Net count. Since in some cases there were several reasons for removal, case ccant by reason exceeds
net count.

0

02

SOCIAL CHARACTERISTICS OF PUBLIC ASSISTANCE CASES IN LICENSED PRIVATE NURSING HOMES, DECEMBER 1959
TABLE B-13: TYPE OF PHYSICAL AND/OR MENTAL CHANGE IN CONDITION OF RECIPIENT IMMEDIATELY PRECEDING
INITIAL NURSING HOME PLACEMENT J

Type of change
Total

Both sexes
Number
Percent of
of cases total 3/

Sex
Male
Number
Percent of
of cases total 3/

Number
of cases

Female
Percent of
total 2

8,471

100.0

3,249

100.0

5,222

100.0

Sudden change or medical emergency

3,384

42.5

1,367

43.9

2,017

41.7

z

Gradual deterioration only

4,572

57.5

1,748

56.1

2,824

58.3

0

Not reported

515

-

134

-

381

-

w2

Based on expanded sample of OAA, AB, DA and Continuing GA cases.
if Detail may not add to total due to rounding.
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Exhibit C - ANALYSIS OF INCREASE IN NURSING HflIE CASELOAD, OLD AGE ASSISTANCE, 1953-1958

State of Washington
Department of Public Assistance
Research ann Statistics Unit
January 1961
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Y

Increase in
nursing home
patients, both
private-pay
and public
assistance

From July 1953 to July 1958 the estimated number of
patients in licensed private nursing homes in the State of
Washington Increased by 3,900 or 51 percent,
(Table 1)
Classifying the patients by source of funds from which nursing
home care is paid, it is estimated that the number of Old Age
Assistance patients increased by 50 percent during this fiveyear period as compared with increases of 25 percent for other
public assistance patients and 61 percent for private-pay patients. Old Age
Assistance recipients represented 60 percent of all nursing home patients in both
1953 and 1958.

TABLE 1:

ESTIMATED NUMBER OF PATIENTS IN LICENSED PRIVATE NURSING HOMES,
STATE OF WASHIMNTON, 1953-1958 ?)
Public assistance recipients 31
Old Age
Total
Assistance y
Other N

All
patients
Number of patients
July
July
July
July
July
July

1953
1954
1955
1956
1957
1958

7,733
8,705
9,276
9,887
10,747
-1,646

4,651
5,139
5,616
6,025
6,512
6,996

5,547
6,092
6,589
7,019
7,578
8,118

Percent distribution by source of nursing home payment
_

July
July
July
July
July
July

1953
1954
1955
1956
1957
1958

.

100.0
100.0
100.0
100.0
100.0
100.0

,

71.7
70.0
71.0
71.0
70.5
69.7

-1-

60.1
59.0
60.5
60.9
60.6
60.1

896
953
973
994
1,066
1,122

Privatepay
patients

2,186
2,613
2,687
2,868
3,169
3,528

Y
11.6
10.9
10.5
10.1
9.9
9.6

28.3
30.0
29.0
29.0
29.5
30.2
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TABLE 1:

ESTIMATED NUMBER OF PATIENTS IN LICENSED PRIVATE NURSING HOMES,

STATE OF WASEIGTON, 1953-1958 Y (CONTINUED)
Public assistance recipients _N
Old Age
Assistance N
Other B

All
patients

Total

Privatepay
patients

Patient count as percent of July 1953
July
July
July
July
July
July

1953
1954
1955
1956
1957
1958

100.0
112.6
120.0
127.9
139.0
150.6

100.0
109.8
118.8
126.5
136.6
146.3

100.0
110.5
120.7
129.5
140.0
150.4

100.0
106.4
108.6
110.9
119.0
125.2

100.0
119.5
122.9
131.2
145.0
161.4

y

Under the change in policy effective July 1, 1957, approximately 310 nursing
home patients were transferred from the Medical Indigent program to OAA. To
avoid a consequent distortion in the trend in utilization of nursing homes by
OAA recipients, the 1953-1956 counts of Old Age Assistance cases and of Old Age
Assistance cases in licensed private nursing homes have been adjusted on the
assumption that the policy in effect since July 1, 1957 was in fact effective
throughout the 1953-1958 period. Unadjusted caseload figures are given in
Table 1, footnote 4.
J Data refer to total patients served during the month.
a
Includes Medical Indigents.
y Both Old Age Assistance caseload and Other assistance caseload have been adjusted
on the assumption that the July 1, 1957 change in policy was in effect throughout
the 1953-1958 period. The unadjusted estimates are:

July
July
July
July
J

1953
1954
1955
1956

Public assistance recipients
Total
OAA
Other
5,547
4,567
980
6,092
5,010
1,082
6,589
5,462
1,127
7,019
5,776
1,243

Because of rounding, detail does not necessarily add to totals.

Increase in
percentage
of OAA cases
in nursing
homes

The general character of the upward trend in the number of
nursing home patients suggests the operation of common social,
medical and economic forces affecting both the financially independent and the dependent aged. Particular interest, however, attaches
to the increase in the number of Old Age Assistance patients since
it occurred during a period when total OAA caseload was falling.
From July 1953 to July 1958 the total number of OAA cases dropped by 9,400 or 15
percent. The combination of decreasing total caseload and increasing nursing home
caseload has resulted in a steady and substantial increase in the percentage of OAA
cases in licensed private nursing homes.
By 1958, 13 out of every 100 OAA recipients
were receiving nursing home care as compared with 7 of every 100 in 1953. (Table 2)
The purpose of this analysis is to evaluate, on the basis of such evidence as is
available, the reasons for the increasing number and proportion of OAA cases in
licensed private nursing homes.
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TABLE 2:

ESTIMATED NUMBER OF OAA NURSING ROME CASES PER 100 OAA RECIPIENTS,
1953-1958
Total OAA
cases Y

July
July
July
July
July
July
#

1953
1954
1955
1956
1957
1958

64,245
61,912
58,798
56,593
55,739
54,824

QAA cases in
licenscd private
nursing homes y
4,651
5,139
5,616
6,025
6,512
6,996

Number of OAA
nursing home anzes
per 100 OAA recipients
7.2
8.3
9.6
10.6
11.7
12.8

Both total OAA caseload and OAA cases in licensed private nursing homes have been
adjusted on the assumption that the July 1, 1957 change in policy with respect to
-o 1n tf.?1.
.- h1
Ah. l~qA-Sq~ no tM
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PART II.

CHARACTERISTICS OF AGED POPULATION

Increase in
total aged,
relatively
greater increases in
females sad
in the very
old

From 1950 to 1958 the aged population in the State of
Washington increased by approximately 48,000 or 23 percent. (Table 3)
The relative increase was greater for females than for males and for
the older than for the "younger" aged. While in 1950 there were 104
males 65 or over for every 100 females, by 1958 there were 103 females
for every 100 males. Over the same period the ratio of persons 75 or
over to persons 65 through 74 increased from 44 to 51 per 100. By sex
and specific age-group the relative increase over the 8 years ranged
from 3 percent for males aged 65 through 69 to 51 percent for females
in the age groups 75 through 79 and 85 or over.

Changes in
Washington
similar to
national
pattern

Although the ratio of aged males to females is higher in the
State of Washington than in the nation as a whole, the age distribution
of the total population 65 and over was markedly similar to the national
pattern in both 1950 and 1958.
(Table 4) Moreover the most noteworthy
nationwide changes in the aged population over this period, viz., the
relatively small increase in the number of men 65 through 69 and the
disproportionately large increase in the number of-vomen 75 or over, were even more
marked in the State of Washington.
Increasing
incidence of
disability
with age

The increasing number and proportion of aged persons has
occasioned a complex of social and economic problems.
Both within
the total population and within the population 65 or over, the
incidence of disability increases with advancing age.
It has been
estimated that almost half the aged population have chronic diseases
or impairments _Vand that approximately 16 percent suffer from long-term disability
as compared with 3 percent of the age group 14 through 64. N
U.S. Dept. of Health, Education and Welfare, Social Security Administration,
Division of Research and Statistics, Health Costs of the Aged, Report #20, May 1956.
f "Estimated Prevalence of Long-Term Disability, 1954" Social Security Bulletin, June
1955. The long-term disabled were defined as persons who because of physical or
mental disease or impairment had for more than 6 months been unable to work or to
follow other normal activities, e.g., keeping house. Since a permanently disabled
person whose incapacity had existed for less than 6 months was excluded by
definition, the 16 percent cited in the narrative must be regarded as a minimum
estimate.

y

3:

TABLE

ESTIMATED AGE-SEX DISTRIBUTION OF POPULATION

65

YEARS OR OVER, STATE OF WASHINGTON,

1950

AND 1958

y
00

1958
NUMBER
TOTAL
TOTAL,

65

PERCENT OF TOTAL
FEMALE

TOTAL

1oo.o 49.2

4

MALE

50.8

211,700

260, DOo

128,000

132,000

70

94, ooo

47,000

47,000

36.2

18.1

87,200

LESS THAN

75

78, ooo

80

52,000

39,000
25, 000

39,000
27,000

30.0 15.0 15.0
20.0 9.6 10.4

59, 400

LESS THAN
LESS THAN

85

22,000

11,000

11,000

OR OVER
ESS THAN

70,

75,
80,

OR

PERCENT OF TOTAL g

NUMBER
TOTAL,

MALE FEMALE

PERCENT INCREASE
1950-1958

FEMALE

TOTAL

MALE FEMALE TOTAL MALE FEMALE

108,100

103,600

100.0

51.1

48.9

22.8

18.4

27.14

45,100
Ao4oo
18, ooo

41,700

141.2

21.5

19.7

7.8

3.3

12.7

29,000

28. 1 14.4

9,600

9,700

YEARS

65,

85

MALE

1950

14, o0o

OVER

6,DO0

8,coo

8.5
5.4

18.1

4.2

2.3

4.2

3.1

35,900
19, 300
9,900

4,6o0

17,900
5,300

17.0

9.1
4.7

8.5

13.7 31.3

28.3 34.5

8. 5 44.8 38.9 50.8

4.5

4.6 14.o 14.6

2.2

2.5 41.4

13.4

30.4 50.9

It

0

I4I

Y

CD

SOURCES:

1950 - U. S. DEPARTMENT
1958 - WASHINGTON STATE

4 BECAUSE

OF

ROUNDING

OF COMMERCE, BUREAU OF CENSUS, 1990 CENSUS OF
DEPARTMENT OF HEALTH
DETAIL DOES NOT NECESSARILY ADD TO TOTALS.

POPULATION

TABLE 4:

ESTIMATED AGE-SEX DISTRIBUTION OF POPULATION

65

YEARS OR OVER,

1950

1958
PERCENT OF TOTAL ?J

NUMBER
TOTAL
TOTAL, 65 YEARS
.OR OVER

1950 AND 1958 y

CONTINENTAL UNITED STATES,

PERCENT OF TOTAL

NUMBER
TOTAL

MALE

TOTAL

FEMALI:

TOTAL

MALE FEMALE

6,854,000 8,187,000

100.0

45..6 54. 4 12,194,700 5,767,1400 6,427, 300

MALE

FEMALE

/

PERCENT

INCREASE

1950-1958

MALE FEMALE TOTAL MALE FEMALE

LESS THAN

70

5,642,ooo 2,669,000 2,972,000

37.5

17.7

19.8

4,928,100 2,395, 000 2,533,14)0

47.3 52-7 23-3 i8.8 27.14
40.14 19.8 20.8 14.5 11.4 17-3

70, LESS THAN

75

4,228,000 1,948,000 2,280,000

28. 1 13.0

15.2

3, 411,900 1,628,800 1,783,1)0

28.0

13. 4

4.6

23-9

19.6

27-9

80

2,881,000 1,265,000 1,617,000

19.2

8.4

10.8

2,128,1400

992,500 1,135,9 0

17-5

8. 1

9.3

35.4

27-5

42.4

20.7

30.14

48.2 44.1

65,
75,

80,
85

LESS THAN
LESS THAN
OR OVER

85

15,041,000

1,449,ooo
841,0ooo

621,000
351,0ooo

828,000
490,ooo

9.6
5.6

4.1
2.3

5.5
3-3

100.0

1,1149,1400

5114,300

635,1Do

9.14

4.2

5.2

26.1

576,900

236,800

340,1Do

4.7

1.9

2.8

45.8

02

U. S. DEPARTMENT OF COmmERCE, BUREAU Of THE CENSUS, CURRENT POPULATION REPORTS
BBECAUSE Of ROUNDING DETAIL DOES NOT NECESSARILY ADD TO TOTALS.

1/ SOURCE:

SERIES

P-25,

#193.
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Higher incidence of
multiple impairments and
more severe
disability
smong the
"older aged

The incidence of multiple impairments is higher and the
extent of disability more severe among the "older" than among the
"younger" aged.
of persons receiving Old Age Assistance in the
State of Washington in May 1953, 8 percent of those aged 80 or
over and 4 percent of those aged 75 through 79 were bedridden
because of chronic illness or infirmity as compared with 2 percent of the age groups 65 through 69 and 70 through 74.
(Table 5)
Recipients who, although not bedridden, required considerable care
from others because of their physical and/or mental condition represented 7 percent of the age group 65 through 69 but 29 percent of the group 80
or over. Sixteen percent of the recipients aged 75 through 79 and 38 percent of
those 80 or over were unable to care for thesselves in the activities of daily
living (eating, dressing, moving about the home) as compared with 8 percent of
the recipients 65 through 69 and 10 percent of those aged 70 through 74.
TABLE 5:

PHYSICAL AND MENTAL CONDITION OF OLD AGE ASSISTANCE RECIPIENTS BY
AGE GROUP, STATE OF WASHINGTON, MAY1953

Age of recipient
Total
65, less than 70
70, less than 75
75, less than 80
80 or over

All
recipients I

Physical and mental covdition ]J
Not bedridden but requiring considerable care from others
Due primarily Due primarily
Bed,
to physical
to mental
ridden Total condition
condition

Able
to care
for self

100.0

3.9

14.5

12.2

2.3

81.6

100.0
100.0
100.0
100.0

1.6
1.6
3.6
8.5

6.8
8.2
12.5
29.3

6.8
6.8
10.9
23.6

0
1.4
1.5
5.7

91.6
90.2
83.9
62.2

y A recipient was considered bedridden only if confined to bed because of chronic
illness or infirmity. A recipient was considered as able to care for self if
able to. eat, dress and move about his home without assistance and not requiring
care because of mental condition, i.e., if able to care for self insofar as
activities of daily living were concerned.
I Because of rounding, detail does not necessarily add to totals.
A 1954 nursing home study by the U. S. Public Health Service indicates
that on a national basis the incidence of nursing home care among persons over
65 increased sharply with age group and that for each of these age groups, the
nursing home rate was higher for females than for males. y Although physical disability was found to be severe for nursing home patients regardless of age,
incontinence and mental confusion were more extensive among the "older" aged. While
32 percent of the patients aged 65 through 74 were incontinent and 50 percent were
confused at least part of the time, nearly 40 percent of the patients 85 or over
were incontinent and 65 percent were confused. A diagnosis of senility was reported
for 41 percent of the patients 85 or over as compared with 15 percent of those aged
65 through 74.

M

U. S. Department of Health, Education and Welfare, Public Health Service,
Nursing Homes, Their Patients and Their Care.
Public Health Monograph No. 46,
March 1957.
The larger proportion of aged women than of aged men in nursing homes is
associated with the higher incidence of widowhood among women.
i.6.

TABLE 6:

ESTIMATED DISTRIBUTION OF POPULATION 65 YEARS OR OVER BY TOTAL MONEY INCOME, STATE OF WASHINGTON, 1953 AND 1958
1953

1958

NUMBER
MONEY INCOME
TOTAL

LESS THAN $1,000
LESS THAN 500
500, LESS THAN 1,000

*1,000,

LESS THAN 2,000

1,000, LESS THAN 1,500
1,500, LESS THAN 2,000

*2,000 OR MORE
2,000, LESS THAN 3,000
3,000, LESS THAN 5,000
.i5,000
OR MORE

TOTAL

MALE

y

PERCENT

NUMIER

PERCENT gi

FEMALE

TOTAL

MALE

FEMALE

TOTAL

MALE

FEMALE

TOTAL

MALE

FEMALE

231,000

116,400

114,600

100.0

100.0

100.0

260,000

128, )00

132,000

100.0

100.0

100.0

146,500

53,900

92,600

63.4

46.3

8o.8

145,200

46,500

98,700

55.8

19,200
34 700

51,600
41,000

30.6
32.8

16.5
29.8

45.0
35.8

51 200
94000

8,'00
38, 300

43,000
55,700

19.7
36.2

36-3
6. 4

74.8

70 800
75,700
39,700

26,500

13,200

17.2

22.8

11.5

55,100

35,)00

20,100

26,000
13,700

17,200
9,300

8,8oo
4,400

11.3
5.9

14 8
8.o

7
3

35a700
19, 00

22,
12, 300

44,800

36,000

8,800

19.4

30.9

7-7

59,700

i6,6oo

12,500
15 000
1500

4,100
2:g
1 00

7.2
7
5

10.7
1
7-3

3.6
2

20,400
23,800
15,500

17000
10,300

42.6

29.9

~2. 2

21.2

27.3

15.2

13 500
6 600

13.7
7.5

17.3
10. 0

10.2
5.0

46, 5o0

13,200

23.0

36. 3

10.0

i4, 00
19g wo
12,f00

6,200
4,200
2,800

7.8
9.2
6.0

11.1
15.3

9.9

4.7

0

3.2

2. 1

0
tj

.j

/

ESTIMATES BASED ON ASSUMPTION THAT CHANGES IN INCOME OIStRIBUTION
SIMILAR TO THE NATIONAL CHANGES.
BECAUSE or ROUNDING, DETAIL DOES NOT NECESSARILY ADD TO TOTALS.

FOR

THE

AGED IN THE

STATE

)r WASHINGTON

HAVE SEEN

C43
C"t
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Problems of
disability
complicated
by high
incidence of
widowhood

The problems of illness and disability among the aged
are complicated by the high incidence of widowhood, particularly
among women in the older age-groups. The presence of a spouse,
particularly a younger spouse, can mean care at home for the ill
or disabled person as well as the possibility of supplementary
earned income for meeting medical expenses.
On a nationwide
basis 15 percent of the males aged 65 through 74 and 38 percent
of those 75 or over were widowed as of March 1958. 1/ The percentages widowed were
markedly higher for females both because of their greater longevity and because
men typically marry women younger than themselves. Forty-six percent of the
females 65 through 74 and 72 percent of those 75 or over were widowed. Grouping
the single, separated or divorced with the widowed aged gives a closer count of
those without a marriage partner to aid in time of illness. A startling 81 percent of all females aged 75 or over and 48 percent of all males in this age group
had no spouse or the spouse was not present. The percentages for the "younger"
aged were lover but still
substantial. Twenty-six percent of the males 65 through
74 and 57 percent of the females were without the presence of a spouse.
Washington
63 percent
spouse was
those aged

Available data on Old Age Assistance recipients in the State of
indicate a similar pattern. Of the cases receiving OAA in May 1953,
of the males and 79 percent of the females had no spouse or the
not present. Recipients without a spouse ranged from 66 percent of
65 through 69 to 81 percent of those 80 or over.

High percentage of
single and
widowed aged
living alone
or with
nonrelatives

Although a significant percentage of the non-institutional
aged without a spouse live with adult children, nationwide some
40 percent of the females and 50 percent of the males live alone
or with nonrelatives. 3I Among non-institutional assistance
recipients the percentages are even higher. It is estimated that
in the State of Washington in May 1953, some 70 percent of the OAA
recipients without a spouse and not in hospitals, nursing homes or
other institutions were living alone or with nonrelatives. N
Individuals in such living arrangements are not only more likely to need some
form of institutional care in the event of acute or chronic illness than are
persons living with relatives but their need would typically be more immediate.
Even among the aged living with children need for sheltered care may be relatively frequent since adult children, because of family and Job responsibilities
of their own, are in general less able and willing then a spouse to furnish nursing
care and/or economic support in the event of disability.

@ U. S.

Department of Commerce, Bureau of the Census. "Marital Status and
Family Status", Current Population Reports, Series P-20, #87.
NJ Steiner, Peter 0. and Dorfman, Robert The Economic Status of the Aged.
University of California Press, 1957.
[I Since the percentage of OAA recipients living alone or with nonrelatives was
higher in the State of Washington than nationwide, it is possible that the
relatively high percentage of recipients in such living arrangements is
associated with the absence of a relative responsibility law in this state.

-8-
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Finally the heavy incidence of illness and disability
among the aged occurs during that period of adult life when the
individual typically is least able financially to assume the costs
of medical care. Despite the substantial improvement in the income
of persons 65 or over during the past decade, the aged, particularly
the "older" aged, remain a low-income group. Nationwide, of the
persona 65 or over mad not in institutions in 1957, 66 percent of the males and 93
percent of the females had money income of less than $2,000 a year. y More than a
third of all aged males and approximately 80 percent of the females had annual money
incomes of less than $1,000. The overall statistical exaggerate the economic wellbeing of the "older" aged since earnings of the employed and typically "younger"
and healthier aged are included.
In 1957 about one-fifth of the men 65 or over and
4 percent of the women were employed on a full-time basis with median incomes of
$3,430 and $2,010 respectively. Median incomes of the other aged were $1,420 for
males and $740 for females. From another standpoint, considering only the aged
living alone or with nonrelatives and thus without access to the potential medical
resources (e.g., nursing care, supervision, assistance in daily activities) implied
by the presence of relatives in the household, median 1956 money income ranged from
40 nken tic
,l occ .-A 4een -+4-1- tans-A .e
.,n.hntnt a aouse.
Low income
of the aged,
particularly
the older
aged

Recent data on income by age are not available for the State of
Washington.
However, assuming that the changes in income distribution for aged
males and females respectively have been similar to the national changes, it is
estimated that 56 percent of the aged persons in the State had incomes of less
than $1,000 in 1958 as compared with 63 percent in 1953.
(Table 6) Particularly
in view of the increase in the aged population, the number rather than the percentage of aged persons with low incomes is more relevant for the purposes of this
analysis.
It is estimated that 145,000 aged persons in the State had incomes of
less than $1,000 in 1958 as compared with 146,000 in 1953. The estimated number
of females in this income-group actually increased from 93,000 in 1953 to 99,000
in 1958. An estimated total of 200,000 aged had incomes of less than $2,000 in
1958, an increase of 14,000 or 8 percent over the five-year period.
Large percentage of
aged with
no liquid
assets of
insurance

The economic position of the aged is not appreciably
improved when liquid assets and insurance holdings are considered.
As of 1951 the relative number of aged with no liquid assets ranged
from 42 percent of couples with husband aged 65 or over to 62 percent of the males and 67 percent of the females with no spouse
present. J Among the aged couples, 44 percent of the husbands
carried no life insurance and another 32 percent carried less than
$1,200. Medical and hospitalization insurance is also a limited resource for the
aged partly because of the unwillingness of many companies to issue or continue
policies for older persons and partly because the limited incomes of many aged
preclude purchase of coverage.
In 1952, only 26 percent of the aged population not
in nursing homes or other institutions had hospitalization insurance. Coverage by
#
@

"Money Income of Aged Persona: A 10-year Review, 1948 to 1958", Social Security
Bulletin, June 1959.
Steiner, Peter 0. and Dorfman, Robert, op. cit More recent data on asset
holdings of OASI beneficiaries are available and are cited on Page 13. Since,
an compared with the total aged population, the "younger" males and "older"
females are underrepresented among OASI beneficiaries, the 1951 material though
dated, is considered more suitable than beneficiary data in a discussion of the
total aged population.
-9-
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age group ranged from 36 percent of those 65 through 69 to 15 percent of those 75
or over. Y A 1957 survey of OASI beneficiaries indicates that 43 percent had some
form of hospitalization insurance with coverage ranging from 50 percent of those
65 through 69 to 26 percent of those 80 or over. N Not only is coverage for
currently insurable medical risks severely limited but a relatively large part of
the medical budgets of the aged consists of expenses not currently insurable, e.g.,
In view of the limited financial and medical resources of many
nursing home care.
of the aged, the possibilities of credit for medical emergencies or chronic care
must also be regarded as limited.
PARC III.

CHANGES IN TO'AL OLD AGE ASSISTANCE CASELOAD.

1953-1958

Despite the growth in aged population during the fiveyear period covered by this Study, the number of Old Age Assistance
recipients in the State of Washington fell from 64,245 in July 1953
to 54,824 in July 1958. Approximately 21 out of every 100 aged
persons in the State were receiving OAA in mid-1958 as compared
Had the 1953 recipient
with 28 out of every 100 in mid-1953.
rate by age-group continued, some 74,000 aged persons in the State would have
been receiving OAA in 1958. Thus while the absolute number of OAA cases dropped
by 9,400 over the five years, because of the growth in aged population the decrease
in potential caseload attributable to the decline in the recipient rate is approximately 19,000. N
Decrease in
number and
percentage
of aged receiving OAA

Increase in
number of
aged receiving OASI
and increase
in average
benefits

The decrease in the number and proportion of aged persons
receiving OAA has been primarily due to the increase in the number
of aged persons receiving Old-Age and Survivors Insurance and to
the increase in the level of OASI benefits. Although some of the
caseload decrease is also due to the growth in other public retirement programs (Railroad retirement, Government employees' retirement,
Veterans' compensation and pension) and the increased prevalence
of private pension plans, these other retirement programs are

U.S. Department of Health, Education and Welfare, Social Security Administration,
Division of Research and Statistics, Health Costs of the Azed, Report No. 20,
May 1956.
?/ "Aged Beneficiaries of Old-Age and Survivors Insurance: Highlights on Health
Insurance and Hospitalization Utilization, 1957 Survey", Social Security Bulletin
December 1958.
The difference in coverage indicated by the 1952 report on total aged
population and the 1957 report on OASI beneficiaries represent in part a growth
in v luntary health insurance over the period but also reflect differences between
the characteristics of OASI beneficiaries and the remainder of the aged population.
Had the recipient rate not declined, the 7,000 nursing home cases receiving OAA
as of July 1958 would have represented 9 percent rather than 13 percent of the
total OAA caseload.
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quantitatively small relative to OASI. # Since there has been a long-run decrease
in the percentage of men 65 or over in the labor force and, of those employed, an
increase in the percentage working less than full-time, earnings from employment
have probably had a negligible effect on the OAA caseload decrease. -4
The number of aged persons in the State of Washington receiving 0ASI
benefits increased from about 80,000 at the beginning of 1953 to more than 150,000
at the beginning of 1958. Even with the growth in the aged population, the number
of aged OASI beneficiaries per 100 peasons 65 or over increased from 35 in 1953 to
59 in 1958. Over the same period, the average monthly benefit increased from
$44.20 to $58.33. This increase in the number of aged beneficiaries and in their
average benefit represents an increase in total (OASI) funds available to the aged
in the State of about 46 million per month.
An exclusive focus on the over-all growth in the OASI program obscures
four factors crucial to the interpretation of the changing character of the Old
Age Assistance caseload:
(1) The "Older' aged are less likely to be eligible ror QASI benerlts
than are the "younger" aged.
(2) Those "older" aged who are eligible for OASI benefits receive, on
the average, lower benefits than do the "younger" aged.
(3) An aged widow entitled to OASI benefits by virtue of her deceased
husband's employment record receives, on the average, lover benefits than do
persons whose benefits are based on their own past earnings.
(4) Many of the aged persons receiving OASI benefits have no other
retirement income and negligible liquid assets for medical or other emergencies.
"Older" aged
less likely
to be eligible for
OASI

The "older" aged are less likely to be eligible for OASI
benefits because of the limited coverage of the insurance system
prior to the 1950 amendments.
Many were already out of the labor
1brce at the time coverage was expanded and are ineligible because
their past employment was exclusively or primarily in noncovered
industries. Many of the older women, never themselves employed,
were widowed prior to the establishment of QASI or prior to the expansion of
coverage. Assuming the age distribution of aged OASI beneficiaries in the State
of Washington is similar to that in the nation as a whole, the estimated number
of persons receiving OASI benefits in the State in 1958 ranges from 66 of every
100 aged 70 through 74 to 21 of every 100 aged 85 or over.
(Table 7)
It is estimated that nationwide approximately 58 percent of the population 65
or over received OASI benefits in 1958 as compared with 16 percent receiving
pensionsunderother public retirement programs and 8 percent receiving benefits
under private pension plans. Since about a third of the persons receiving benefits under other public retirement programs and probably even more of those receiving private pensions also receive OASI benefits, the dominance of OASDI as
a source of retirement income is apparent. See "Money Income of Aged Persons:
A 10-Year Review, 1948 to 1958", Social Security Bulletin, June 1959.
( Nationally, 47 percent of the men aged 65 or over had work experience in 1957 as
compared with 49 percent in 1950. Of those working 32 percent worked at parttime jobs in 1957 as compared with 24 percent in 1950. Although there has been
some increase in the percentage of older women in the labor force, as of 1957
only 15 percent had any work experience in the course of the year. See U. S.
Department of Commerce, Bureau of the Census, Current Population Reports, Labor
Force, "Work Experience of the Population in 1957, Series- P7
f6.
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TABLE 7:
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ESTIMATED NUMBER OF AGED OASI BENEFICIARIES PER 100 AGED PERSONS AND
ESTIMATED AVERAGE OASI BENEFITS BY AGE GROUP, STATE OF WASEINGTON,
DECEMBER 31, 1957
Estimated OASI
beneficiaries
per 100
population

Age in years

Estimated average monthly OASI benefit
Aged wife's Widow's
or
or
Old-age husband's
widower's Parent's

Total, 65 or over

59

$66.65

$35.56

$49.61

$50.79

65, less than
70, less than
75, less than
80, less than
85 or over

63
66
55
50
21

70.60
66.65
62.83
58.55
56.97

37.10
35.21
33.28
31.67
30.65

52.84
49.76
47.24
45.52
44.51

50.28
49.82
50.13
52.06
52.72

70
75
80
85

The "older"
aged eligible for OASI
receive lower
average benefits

Primarily because the earnings on which their benefits
are based were relatively low, those "older" aged eligible for
OASI benefits receive, on the average, smaller OASI benefits than
do the "younger" aged.
Not only were wage rates lower during the
period of their participation in the labor force but unemployment
was more widespread and prolonged. It is estimated that at the
end of 1957 approximately 72 percent of the aged OASI beneficiaries
in the State received old-age (OASI) benefits proper while 18 percent received
aged wife's or husband's benefits and 10 percent received widow's or widower's
benefits. Only a negligible number received survivor's benefits as aged parents.
With the exception of the latter quantitatively unimportant group, estimated
average benefits dropped consistently with age for each type of beneficiary. For
those receiving old-age benefits, the estimated average benefit dropped from
$70.60 for the age-group 65 through 69 to $56.97 for the age-group 85 or over.
For aged wives or husbands and widows or widowers, the comparable ranges were
from $37.10 to $30.65 and $52.84 to $44.51 respectively.
Sharp
decrease
in OASI
income on
death of
husband

Since probably no more than one percent of the aged
beneficiaries in the State who receive wife's or husband's or
or
widower's benefits are male, the problems of these
widow's
groups can be considered, for all practical purposes, to be
Since the OASI benefit paid on behalf
those of aged females.
of an aged wife is one-half that of her husband's benefit while
that paid to an aged widow is three-fourths of her deceased
husband's, the OASI income available to the "economic unit" is halved on the
death of the husband. Even assuming sufficient liquid assets and insurance to
meet the costs of the husband's terminal illness and burial, any such drastic
reduction in income involves substantial budgetary readjustments -- particularly
since the majority of widow beneficiaries receive OASI benefits substantially
below the maximum. As of December 31, 1957 with a maximum widow's benefit of
$81.40 per month, 89 percent of the widow beneficiaries in the State of
Washington received less than $70 and 51 percent received less than $50.
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4=fy OASI
beneficiaries
have no other
income and
negligible
liquid assets

Finally, many OASI beneficiaries are exclusively or
primarily dependent on OASI for money income and in addition,
have neglible liquid assets. Nationwide in 1957, 12 percent of
the beneficiary couples, 18 percent of the single retired workers
and 25 percent of the aged widows had no money income other than
OASI. Y Excluding income from temporary sources (e.g., earnings,
unemployment compensation) and supplementary income (e.g., public
assistance), 30 percent of the couples, 44 percent of the single retired workers
and 43 percent of the aged widow beneficiaries had no "retirement income" other
than OASI. N The median annual "retirement income" (other than OASI) was $176
for aged couples, $28 for single retired workers and $30 for aged widow beneficiaries.
Some 24 percent of the beneficiary couples, 44 percent of the single
retired workers and 40 percent of the aged widow beneficiaries had no liquid
assets Y and 30 percent of the couples and half the single retired workers and
widows had no life insurance. The median amount of liquid assets was $1,578 for
couples, $219 for single retired workers and $457 for aged widows.
Excluding
those aged beneficiaries without liquid assets, the median amount was $2,983 for
couples, $1,950 for single retired workers and $2,600 for aged widows. For those
wito Lize insurance toe memian race vaLue was *±,oLu, *vou anu wpsv ivr bcu.ficiary couples, retired workers and aged widows respectively.
OASI has
changed the
character
of the OAA
program

Through its differential effects on the aged population,
Old-Age and Survivors' Insurance has gradually altered the character of the Old Age Assistance caseload. Old Age Assistance has
become increasingly the resource of those aged who receive no
OASI benefits or relatively low benefits and of those whose OASI
benefits, though not necessarily low, are inadequate because of
special needs, notably for chronic medical care.
Since in general both groups
are correlated to an important extent with age and sex, the OAA caseload has
become increasingly one of the "older" aged, particularly of older females.
OAA caseload older
with increasing
percentage
of females

In mid-1958, 34 percent of the OAA cases in the State
Of Washington were 80 years or over as compared with 26 percent
in 1953.
(Table 8) While the number of cases under 80 years of
age decreased by 24 percent over this 5-year period, the number
aged 80 years or over increased by 12 percent.
At the extremes,
the number of male recipients aged 65 through 69 decreased by
53 percent while the number of female recipients aged 85 or over
increased by 24 percent.

J

"Income of OASI Beneficiaries:
Highlights from Preliminary Data, 1957 Survey",
Social Security Bulletin, August 1958.
-4 "Retirement income" is defined as income that beneficiaries could reasonably
expect to continue in the future at approximately the same amounts as in 1957.
"Retirement income" includes OASI, employer and union pensions, veteran's
pensions, annuities, rents, interest and dividends.
' "Assets and Net Worth of OASI Beneficiaries:
Highlights from Preliminary
Data, 1957 Survey", Social Security Bulletin, January 1959.
Liquid assets are defined as reserve money at home, bank checking and
savings accounts, postal savings, shares in savings and loan associations
and credit unions, mortgages and other money on loan and all types of stocks
and bonds.
-13-

TABLE 8:

ESTIMATED AGE AND SEX DISTRIBUTION OF OLD AGE ASSISTANCE CASELOAD,

STATE OF WASHINGTON,

1958
NUMBER OF CASES
TOTAL
ALL

54,824

AGES

MALE

21,052

1953
NUMBER OF CASES

PERCENT OF TOTAL
TOTAL

MALE

FEMALE

33,772

100.0

38.4

61.6

FEMALE

TOTAL
64,245

C4
cp

JULY 1953 AND JULY 1958

2]

PERCENT CHANGE
1953-1958

PERCENT OF TOTAL

MALE

FEMALE

TOTAL

MALE

FEMALE

TOTAL

MALE

27,818

36,427

100.0

43.3

56.7

-14.7

-24.3

- 7.3

8.1

11.6

-38.1

-52.6

-27.9

12.8

15.9

-26.9

-38.0

-17.9

-14.7

- 6.7

FEMALE

70

7,840

2,467

5,373

14.3

4.5

9.8

75

13,487

5,099

8,388

24.6

9.3

15.3

75,

LESS THAN 80

14,911

5,975

8,936

27.2

10.9

16.3

16,576

7,003

9,573

25.8

10.9

14.9

-10.1

80,

LESS

85

1o,965s

4,441

6,524

20.0

8.1

11.9

10,343

4,818

5,525

16.1

7.5

8.6

+ 6.o

- 7.8

+18.1

7,621

3,070

4,551

13.9

5.6

8.3

6,232

2,570

3,662

9.7

4-.

5.7

+22.3

+19.5

+24.3

65,

LESS THAN

70, LESS THAN

85

THAN

OR OVER

12,656

5,204

7,452

19.7

18,438

8,223

10,215

28.7

024

0
0

02

HI-

j

THE 1953
WAS
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CASELOAD HAS SEEN ADJUSTED ON THE ASSUMPTION THAT
E7FECT THROUGHOUT THE
PERIOD.

1953-1958
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1957
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OAA caseload atypical
of total aged
ponulation

Recipient rates by age and sex indicate the extent to
which the OAA caseload is atypical of the total aged population.
It is estimated that 21 out of every LOG persons aged 65 or over
were receiving OAA in the State of Washington in mid-1958.
(Table 9) By age-group the rate accelerated from 8 of every 100
aged 65 through 69 to 54 of every 100 aged 85 or over. For each age-group, a
higher percentage of females than of males were receiving OAA. At the extremes.
5 of every 100 males aged 65 through 69 were QAA recipients as compared with
nearly 60 out of every 100 females 80 years or over.

TABLE 9:

ESTIMATED NUMBER OF OLD AGE ASSISTANCE RECIPIENTS PER 100 AGED PERSONS
BY AGE GROUP AND SEX, STATE OF WASHINGTON, JULY 1958

Total
65, less than 70
7A

I...

th.n 7.R

75, less than 80
80, less than 85
85 or over

Total

Male

Female

21.1

16.4

25.6

8.3

5.2

U.4
21.5
33.1
59.3
56.9

17il

13.1

28.7
49.8
54.4

23.9
40.4
51.2

PART IV. EFFECT OF INCREASING AGE OF OLD AGE ASSISTANCE
RECIPIENTS ON NUMBER OF NURSING NME CASES
Increasing
average age
would tend
to increase
percentage
of cases in
nursing homes

Because of the association of advancing age with disability and widowhood, the increasing average age of the OAA caseload would, in the absence of offsetting factors, result in an
increasing percentage of cases in licensed private nursing homes.
Although over the five-year period covered by this Study there
was, for each age-group of OAA recipients, an upward trend in the
utilization of nursing homes, for any one year a definite
correlation exists between age and utilization rate. (Table 10)
In 1953, for example, the number of nursing home cases per 100 OAA recipients
ranged from 4 in the age-group 65 through 69 to 22 in the age-group 85 or over.
In 1958 the range was from 6 of every 100 recipients aged 65 through 69 to 29 of
every 100 aged 85 or over.
TABLE 10:

ESTIMATED NUMBER OF OAA NURSING HOMECASES PER 100 OAA RECIPIENTS
BY AGE GROUP, 1953-1958 _#
All
ages

July
July
July
July
July
July
y

1953
1954
1955
1956
1957
1958

7.2
8.3
9.6
10.6
11.7
12.8

65, less
than 70
3.7
4.1
4.5
4.8
5.2
5.5

Age in years
70, less 75, less
than 75
than 80
3.9
4.7
5.6
6.2
6.9
7.5

5.9
6.9
7.8
8.7
9.5
10.2

80, less
than 85
10.5
11.8
13.0
14.0
15.1
16.3

85 or
over
22.0
23.4
25.1
26.3
27.5
29.4

Estimates adjusted on the assumption that the July 1, 1957 change in policy
with respect to Medical Indigents was in effect throughout the 1953-1958
period.
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"Excess"
nursing
home caseload defined

The difference between the actual number of nursing
home cases and the number that would have been in nursing homes
had the 1953 nursing home rate per 100 recipients continued is
the "discrepancy" in nursing home caseload that this report is
designed to explain.
Basically this "discrepancy" is the number
of nursing home cases in excess of those attributable to changes in total OAA
caseload and increases from zero in the base year 195e to 3,000 in 1958. (Table 11)
Had the 1953 rate been maintained, OAA nursing home caseload would have fallen
from 4,700 in 1953 to 3,900 in 1958 rather than in fact increasing to 7,000.
TABLE 11:

July
July
July
July
July
July
y

g/

1953
1954
1955
1956
1957
1958

EST~IATED NU)BER OF OLD AGE ASSISTANCE NURSING HOME CASES IN EXCESS
OF THOSE ATTRIBUTABLE TO CHANGES IN TOTAL OAACASELOAD, 1953-1958 B/
OAA cases
in licensed
private
nursing homes

OAA nursing
home caseload
if 1953 rate per
100 recipients
had continued

"Excess"
OAA nursing
home
caseload @J

4,651
5,139
5,616
6,025
6,512
6,996

4,651
4,458
4,233
4,075
4,013
3,947

0
681
1,383
1,950
2,499
3,049

Estimates adjusted on the assumption that the July 1, 1957 change in policy
with respect to Medical Indigents was in effect throughout the 1953-1958
period.
Number of nursing home cases less number of nursing home cases if 1953 rate
per 100 recipients had continued.

The difference between the number of nursing home cases based on the
over-all 1953 rate and the number of cases that would have been in nursing homes
had 1953 utilization rates by age-group continued can be regarded as the part of
the total "discrepancy" attributable to the increasing average age of the OAA
caseload.
It is the difference between the theoretical number of nursing home
cases had a constant percentage relationship to total caseload been maintained
and the theoretical number of nursing home cases based on a constant percentage
relationship to caseload by age-group.
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Had 1953 recipient rates by age-group continued, the
number of OAA cases in licensed private nursing homes would have
remained practically constant over the five-year period, i.e.,
the decrease in total OAA caseload would have been substantially
offset by the increased concentration of caseload in the older
age-group. (Table 12) Although the number of nursing home cases
that can be attributed to increasing average age ranges from 126
in 1954 to 577 in 1958, the percentage of the total "discrepancy" or "excess'
thus explained is relatively stable. In general, about 20 percent of the total
"discrepancy" is due to the fact that recipients are, on the average, older and
some 80 percent is due to increased utilization of nursing home within age
20_percent
Of excess"
nursing home
caseload due
to increasing
average age

groups.

Y

PART V.

TRANSFER OF NON-PSYCEOTIC PATIENTS
FROM MENTAL HOSPITALS

In the fall of 1954 the State Departments or Health,
Institutions and Public Assistance began a cooperative program of
L.
transferring selected patients rrom state ment"a uospilm
nursing home
nursing homes. The patients were those primarily senile
caseload due
considered
suitable
and
(excluding those with senile psychosis)
to transfers
in behavior for nursing home placement. It is estimated that
from mental
as of July 1958 some 450 OAA cases in private nursing homes had
hospitals
been so released from mental hospitals. Thus approximately 15
percent of the "excess" nursing home caseload in 1958 is attributable to the
program of transfers from mental hospitals.
15 percent
of "excess"

PART VI. EFFECT OF INCREASINk MEDICAL CARE COSTS
OR THE NUMBER OF OAA NURSING HOME CASES
From August 1953 to August 1958 the Consumer's Price
Index for the City of Seattle increased by 8 percent and the
Exclusive focus on
component Medical Care Index by 18 percent.
this five-year period, however, understates the cumulative effect
of rising prices on aged persons with fixed and/or low incomes
and modest savings. By mid-1958 the Index for the City of Seattle had risen to
126 percent of its 1947-1949 average and the Medical Care Index to 148 percent.
A monthly annuity of $100 established in 1948 was equivalent in terms of general
purchasing power to only $79 a decade later. Savings of $500 accumulated by
1947-1949 for medical emergencies were, in terms of the Medical Care Price Index,
worth but $338 by 1958.

Increase in
price index
for medical
care

s

Only two breakdowns of the 1953 nursing home data are available: (1) by age
and (2) by sex. A breakdown by age by sex is not available and nursing home
utilization rates had altered too markedly over the period to warrant extrapolation. Examination of the available data indicates, however, that the increasing proportion of older aged in the OAA caseload is so highly correlated
with the increasing proportion of females that the additional amount of the
"excess" nursing home load (over and above that explained by increasing age)
that can be attributed to changes in the sex ratio is negligible.
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TABLE 12:

ESTIMATED PROPORTION OF "EXCESS" OAA NURSING HOME CASELOAD ATTRIBUTABLE TO INCREASING AVERAGE AGE OF THE TOTAL
OAA CASELOAD AND PROPORTItN ATTRIBUTABLE TO INCREASING UTILIZATION BY AGE GROUP 21

OAA NURSING HOME
CASELOAD IF 1953 RATES
PER 100
1953 RATE
RECIPIENTS
PER 100
RECIPIENTS BY AGE
GROUP HAD
HAD CONCONTINUED
TINUED

IC

"EXCESS" NURSING HOME CASELOAD

TOTAL

ATTRIBUTABLE
TO INCREASING
AVERAGE AGE
GF TOTAL OAA
CASELOAD ?/

ATTRIBUTABLE
TO INCREASING
UTILIZATION
BY AGE GROUP

PERCENT DISTRIBUTION OF "EXCESS"
NURSING HOME CASELOAD

TOTAL

ATTRIBUTABLE
TO INCREASING
AVERAGE AGE
OF TOTAL
OAA CASELOAD

ATTRIBUTABLE
TO INCREASING
UTILIZATION
BY AGE GROUP

JULY

1953

4,651

4,651

0

JULY

1954

4,458

4,584

681

126

555

100.0

i8.5

81.5

JULY

1955

4,233

4,509

1,383

276

1,107

100.0

20.0

80.0

JULY

1956

4,075

4,478

1,950

403

1,547

100.0

20.7

79.3

0

JULY

1957

4,013

4,513

2,499

500

1,999

100.0

20.0

80.0

0J

JIULY

1958

3,947

4,524

3, o49

577

2,472

100.0

18.9

81.1

]
?

FOR DEFINITION OF 'EXCESS" NURSING HOME CASELOAD, SEE TAEDLE 11, FOOTNOTE 2.
OAA NURSING HOME CASELOAD IF 1953 RATES SY AGE GROUP HAD CONTINUED LESS NURSING HOME CASELOAD
RATE HAD CONTINUED.

IF

1953

OVER-ALL
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larger increase in
medical exmenses of the
aged then in

More important, the increase in medical expenses incurred by aged persons has outdistanced the increase in the
Medical Care Price Index. It is estimated that from 1947 to
1957 while the index of medical care costs increased nationwide
by 58 percent, the median medical care expenses incurred by aged
Price Index
CASI beneficiaries increased by 90 percent for couples and 114
percent for nonmarried beneficiaries. Y Over the same period
beneficiary couples with annual medical costs of $300 or more increased from
15 percent of all beneficiary couples to 31 percent and those with costs of *500
or more from 6 percent to 16 percent. Fourteen percent of the nommarried aged
beneficiaries had medical costs of $300 or more in 1957 and 8 percent had costs
of at least $500.
Probable
reasons for
rapid increase in
medical ex-...

a of

Although information is not available to assess the
relative importance of the various factors, the sharp increase
in the medical expenses of the aged relative to increases in the
cost of medical care is probably associated with (1) the increasing average age of the population 65 or over, (2) differentlel

lncrpaspa in

the zrices of items dominant in

the medical

the aged

budgets of the aged, viz., drugs and hospitalization and (3)
increases in the quality and availability of medical care for
older persons. 3 Nevertheless, irrespective of the reasons for the divergence
between medical expenses and the over-all cost of medical care, the former is
the more valid measure of the real economic burden of illness and disability.
Even for the relatively short period covered by this study it is likely that the
average medical expenses of the elderly in the State increased by at least 25
to 30 percent as compared with the 18 percent increase indicated by the Medical
Care Price Index.
Distinction
between recurrent and

Measurement of the impact of rising medical expenses
is further complicated by the nonhomogeneity of the population
65 or over with respect to income and disability. Annual

nonrecurrent

medical expenses of $400 have different meanings for an aged

medical
expenses

person with $3,000 income and $5,000 savings and one with $1,000
income and $200 savings. Similarly, one-time medical expenses
of *400 per year have different economic implications than recurrent medical expenses of $400 annually. Data are not adequate to estimate the
proportion of the aged with high and recurrent medical costs but given the
y

3

"Medical Care Costs of Aged QASI Beneficiaries: Highlights from Preliminary
Data, 1957 Survey", Social Security Bulletin, April 1959; "Medical Care Expenditures of Beneficiaries in Three Cities", Social Seurity B
November
1951. Technically the data are not strictly comparable because (1) the early
sample was regional and the later sample national, :2) considerable changes in
the characteristics of the OASI beneficiary group occurred over the decade and
(3) the definitions of median medical expenses are not identical. However, it
is likely that the margin of error is not large and that any bias present is
a downward one, i.e., that the cited percentages do not overstate and may
understate the actual increase in medical costs.
It is relevant that the qualit, of medical care is usually beyond the patients'
control. An aged patient for whom more effective, if more expensive, medication and treatment are available is seldom given the alternative of cheaper
but outmoded therapy.
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association of age and such chronic impairments as heart disease, hemiplegia and
senility it is likely that many incur heavy expenses on a continuing basis. The
available information does indicate, however, that there is no
Medical exdefinite or consistent relationship between the money income of
penses of the
the aged and their expenditures for medical care. / Since liquid
aged apparently assets, medical insurance and the possibilities of credit are
not related to
positively correlated with income, it is probable that while the
income
higher-income aged may be in a relatively strong position to
assume medical bills, many, if not most, of those with low incomes
are unable to meet substantial medical costs independently. Although the lowincome aged with high but nonrecurrent medical expenses may be able to manage
without OAA, e.g., through help from relatives or use of the Medical Indigent
program, it is likely that those with such heavy recurrent costs as are involved in nursing home care must, for the most part, eventually resort to continuing public assistance.
Use of
assets by
the aged

Finally, it is difficult to relate depletion of assets
to increasing medical expenses in that assets can be and are used
by the elderly not only for medical and other emergencies but
also for current living. Although the data are fragmentary, it
appears that use of accumulated resources is a well-established part of the
economic pattern of the aged. It is estimated that in 1951 persons 65 or over
were, nationwide, dissaving at the rate of $1 billion per year. _1 Assets were
used during 1957 by more than 40 percent of the QASI beneficiary groups with high
medical costs. Y Nearly a third of the couples and a fourth of the nonmarried
beneficiaries with high medical costs used at least $500 of assets in the course
of the year. A decade earlier when both prices and incomes werelower, about half
the OASI beneficiary couples with medical expenses of $200 or more used assets
and it was estimated that at such a dissavings rate, half of the couples with
medical costs of $200 or more would, in one year or less, be left with no assets
or no assets other than real estate. N With the price level increases of recent
years, dissaving by the aged, at least for substantial or emergency expenditures,
has probably increased.
Certainly depletion of savings has become an increasingly
important reason for the opening of Old Age Assistance cases.
In the State of
Washington the number of OAA cases opened because of depletion of savings increased
by 43 percent between 1953 and 1958 with the rate per 1,000 open cases rising from
34 to 57. Whether the increasing consumption of assets is for current living or
medical costs cannot be determined or estimated.

y

3
t
y

"Medical Care Costs of Aged OASI Beneficiaries:
Highlights from Preliminary
data, 1957 Survey", Social Security Bulletin, April 1959; Steiner, Peter 0.
and Dorfman, Robert, The Economic Status of the Aged, University of California
Press, 1957; "Medical Care Expenditures of Beneficiaries in Three Cities",
Social Security Bulletin, November 1951.
Steiner, Peter 0. and Dorfman, Robert, op. cit.
Social Security Bulletin, April 1959. High medical costs were defined as
0or more for couples and $500 or more for nonmarried beneficiaries.
Social Security Bulletin, November 1951.
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Because of the paucity of the data, the complexity of the interrelationships and the broad range of assumptions involved, any estimate of the
effect of increasing medical costs on the number of Old Age Assistance nursing
home cases must be regarded as tentative. As noted earlier, y it is estimated
that as of 1956, some 145,000 aged in the State had incomes of less than $1,000
and an additional 55,000 had incomes of $1,000 but less than $2,0c0. # The
former group and perhaps the latter can in general be consdccred economic&!"y
vulnerable with respect to such heavy medical costs as are associated with prolonged hospitalization or long-term nursing home care.
Increase in
number of
low-income
aged with
high medical
costs

If it were assumed that the increase in the proportion
of aged persons with relatively high medical expenses has been
similar in the State of Washington to the estimated national
increase, probably some 24,000 aged in the State with income of
less than $1,000 had medical costs of $300 or more in 1958 as
compared with an estimated 14,000 in 1953. Since, depending on
class of care, minimum nursing home costs range from about $100 to
$200 a month, these persons with income of less than $1,000 a year or $84 per
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care. Thus the estimated five-year increase of almost 10,000 in the number of lowincome aged with relatively heavy medical expenses represents a corresponding
increase in "potential" OAA nursing home caseload.
In reality, probably some
12 percent of the increase or about 1,200 cases can be allocated to nursing home
care. Y Extending the concept of low-income aged to include those with incomes
of $1,000 but less than $2,000 would account for an additional 600
of-0 2ercent cases.
Since accelerated depletion of assets is subsumed in the
Of 'excess
present estimate, between 1,200 and 1,800 of the "excess" OAA
nursing home
nursing home caseload or between 40 and 60 percent can be attricaseload due
buted to increased medical costs.
to increased
medical costs
PART VII.

EFFECT OF SOCIAL FACTORS ON INCREASED
NUMBER OF NURSING HOME CASES

The residual "excess" OAA nursing home caseload, i.e., the 5-25 percent
not explicable by increases in age and medical expenses can be ascribed to the
increased availability of nursing home care, the increased acceptance of nursing
home care by the aged, their families and the community and to those "negative"
social pressures that often make difficult or impossible the care of the aged in
the home of children or other relatives.

y See Table 6, page 7.
2I Judging by information available only for aged OASI beneficiaries, it appears
that nationwide between 10 and 15 percent of the aged with medical costs of
$300 or more require long-term institutional care.
See "Medical Care Costs of
OASI Beneficiaries: Highlights from Preliminary Data, 1957 Survey" Social
Security Bulletin, April 1959.
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The estimated number of licensed private nursing home
beds in the State of Washington increased from 7,700 in July 1953
to 11,600 in July 1958, an increase of 3,900 or 51 percent. y
The extent to which the increased availability of beds is itself
a response to increased need is an academic question but it is
incontrovertible that the more than 11,000 persons in nursing homes as of mid-1958
could not have been cared for in the 7,000 - odd beds available in mid-1953.
Nursing home placement is hardly a moot question if nursing home beds are not
available.
Increased
availability
of nursing
home care

Increased
acceptance
of nursing
home care

Both the increased availability of care and the higher
standards of comfort and pleasantness in modern nursing homes as
compared with their predecessors have contributed to increasing
acceptance of nursing home care by the aged, their families and
the community. An elderly person is probably less reluctant to
enter sheltered care if he has already had friends or relatives comfortably cared
for in nursing homes than if he considers his experience to be an isolated one.
Similarly, relatives are probably more willing to accept nursing home placement
or willing to accept placement at an earlier stage of an illness if nursing home
care of the elderly is fairly common and does not occasion social opprobrium.
The "negative" social pressures that often make
difficult or impossible the care of the aged in the home of
children or other relatives are well known. Changes in housing
styles and characteristics have often made the three-generation
household or the home care of chronic illness impractical or
Secondly, the
undesirable because of lack of space and privacy.
increasing employment of married women means that often no one
is available in the home to give the nursing care required. In the spring of
1958, 30 percent of married women with at least one child under 18 were employed
as compared with 20 percent a decade earlier. Y Of married women with no child
under 18, 31 percent were employed in 1948 and 36 percent in 1958. Finally, the
high rate of mobility since World War II among families with head of working age
would operate against home care of the aged since movement of an elderly person
who Is ill or infirm may be impractical or impossible.
Some 39 percent of the
families with head under age 35 and 15 percent of those with head at least 35 but
under 55 move in the course of a year. Y Regardless of the net social desirability of recent housing changes, high labor force mobility and the employment
of women, these factors have undoubtedly accentuated the problems of the elderly
in our society. _

"Negative"
pressures
making care
of the elderly
at home
difficult

Y The discrepancies between the estimated number of beds and the estimated
patient count in Table 1 are apparent only. The patient count refers to
total served during the month whereas the estimated count of beds refers
to a point in time.
f "Facts about Families", Social Security Bulletin, May 1959.
f Ibid.
: A concise statement of the development of the nursing home in response not
only to medical needs but to other environmental and social factors is
given in Nursing Homes. Their Patients and Their Care (U. S. Public Health
Service, Public Health Monograph No. 46, 1957).
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SUMMARY

From 1953 to 1958 the estimated number of Old Age Assistance nursing
home patients increased by 50 percent while the total number of OAAcases dropped
by 15 percent. The increasing number and proportion of OAA cases in licensed
private nursing homes can only be explained in terms of the changing size and
characteristics of the aged population in the State. The decrease in OAA caseload
is primarily due to the increased number of aged beneficiaries of Old-Age and
Survivors Insurance and to the increased level of benefits.
However, the differential effects of the expansion of OASI on the aged population has altered the
character of the OAAprogram. OAA is becoming increasingly the resource of persons
with special needs, notably for chronic medical care and thus increasingly a
program of the "older" aged. Since the incidence of chronic impairments increases
with age, the increasing average age of the recipients has had an upward effect on
nursing home caseload.
It is estimated that 20 percent of the "discrepancy"
between the changes in total OAA caseload and OAA nursing home caseload is due to
the increasing average age of recipients, 15 percent to transfers of senile
patients from mental hospitals and between 40 percent and 60 percent to in-loooA
-tf
A4. .. 1 :=--+.
mt.
_ ,
*
;... i.
factors. The limitations of the available data make any such estimates tentative
and narrower limits cannot be presently ascribed. Because of the interrelationships and interaction among the various medical, social and economic factors it
may well be that even with additional information precise assignment of causality
will be an insoluble problem.
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INTRODUCTION
The present medical care program for old age assistance recipients
in the State of Washington is the result of long experience with various
methods of providing such care. The present program is of interest both
because of the comprehensive care it provides and the unusual administrative mechanisms it employs. Among its unusual features are these:
* The state contracts with a voluntary health insurance agency
for physicians' care of its assistance recipients. This care is
actually provided through a number of local, physiciansponsored medical care plans that give recipients free choice
of physician.
* The state contracts with a prepaid dental care agency for
dental services for assistance recipients, allowing them essentially free choice of dentist.
* The program supports very extensive use of nursing home
facilities by its old age assistance recipients. About one out
of six of these is a nursing-home patient.
* It provides recipients with virtually all needed health services - including physicians' home and office calls, prescribed drugs, appliances, and dental care and dentures.
This study, while not intended as an analysis in depth, presents the
essential features of the Washington program-its development, provisions, utilization, and costs-for those in other areas who are concerned
with providing health care for the aged and for other groups.
Special thanks are due Robert P. Hall, M.D., Assistant Director,
Department of Public Assistance, State of Washington, and his staff for
their generous cooperation in providing access to data and reports and
reviewing the final manuscript; also to John Bigelow, Executive Secretary of the Washington State Hospital Association for his review of the
manuscript and his helpful suggestions.
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1940 THE VOTERS of the State of Washington approved a
referendum (Initiative 141) establishing a full, statewide medical
care program for old-age assistance recipients. Initiative 141 assigned
administrative and fiscal responsibility for this program to the state
Department of Social Security, although the actual administration of
the program was to be borne by county welfare offices. The desired
scope of the medical care program was only suggested by the initiative:
". . . the department shall provide for those eligible for medical, dental,
surgical, optical, hospital and nursing care by a doctor of recipient's
own choosing, and shall also provide artificial limbs, eyes, hearing aids
IN

nnd nther neededd

nn1inrneq "

From 1941, when the statewide program went into effect, until
1947 the Department of Social Security assumed ultimate responsibility
for the program. In 1947 control of all assistance programs, including
medical care, was returned by the state legislature to the counties.
In 1949 a second referendum, Initiative 172, returned full responsibility for public assistance once again to the state. Initiative 172 set
the scope of the medical care program in some detail, although it did
not specify how care was to be provided, except for assuring free choice
of physician for the assistance recipient: "In addition to Senior Citizen
grants, each recipient who is in need of medical and dental and other
care to restore his health shall receive:
"(a) Medical and dental care by a practitioner of any of
the healing arts licensed by the State of Washington of
recipient's own choice.
"(b) Nursing care in applicant's home and hospital care
as prescribed by applicant's doctor, and ambulance service.
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"(c) Medicines, drugs, optical supplies, glasses, medical
and pharmaceutical supplies, artificial limbs, hearing aids
and other appliances prescribed as necessary."
The medical care program was first administered by the Department
of Social Security, then by the Department of Health. In 1955 the program was transferred again to the Department of Social Security, at
which time its name was changed to the Department of Public
Assistance.
As this summary indicates, the early history of the statewide medical care program was neither uninterrupted nor stable. Nevertheless,
both state and counties accumulated valuable experience in different
methods of providing health care. Most of the health programs now in
use were first attempted or tested in these earlier years. *
In 1955, when the medical care program for old age assistance
recipients (as well as for others receiving state assistance) was returned
to the Department of Public Assistance, the state initiated the present
organization for providing care. It carried over the Division of Medical
Care established in 1953 when the program was in the Department of
Health headed by a physician assistant director who, after the transfer,
then became responsible to the director of public assistance. At the same
time the state carried over a twelve-member "Welfare Medical Care
Committee" created to advise the assistant director. The assistant director was authorized to define the medical services to which recipients
of public assistance would be entitled, within this framework:
The division of medical care shall provide for necessary physicians' services and hospital care, considering the recommendations of the welfare medical care committee, and may
provide such allied services as dental services, nursing home
care, ambulance services, drugs, medical supplies, nursing
services in the home, and other appliances, considering recommendations of the welfare medical care committee, who
shall take into consideration the appropriationsavailable.
(Chapter273, 1955 Sessions Laws)
*The problems, issues, and experience of the state's medical program prior to 1948 were discussed
in two earlier studies by Dr. Anderson: Administration of Aledical Care; Problenms and Issues,
Bureau of Public Health Economics Research Series No. 2, School of Public Health, University of
Michigan (Ann Arbor, 1947) and Prepayment of Physicians' Services for Recipients of Public
Assistance in the State of Washington; Problems and Issues, Bureau of Public Health Economics
Research Series No. 4, School of Public Health, University of Michigan (Ann Arbor, 1949).
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One of the most important developments to follow was an agreement in 1956 with the Washington State Dental Service Corporation for
that dental prepayment agency to administer the state's public assistance
dental care program. From October, 1956, to mid-1958 several different
dental programs were operated experimentally in different parts of
Washington. Then, in June, 1958, Washington became the first state to
have a statewide prepaid dental contract for assistance recipients. It had
earlier been the first state to contract for physicians' services with a
prepayment plan.
Other developments in the medical care program since 1955 included the first cost analysis of Washington nursing home operation,
perrmuttmg payment rates basea on actuai cost averages, ilupruvuu iidibulu
and control between the division of medical care and physicians' furnishing services to its assistance recipients, revision of the list of drugs
which could be prescribed routinely, and improved hospital reimbursement methods to allow for the mounting costs of hospital care.
As noted later, problem areas remain in the Washington program
for old age assistance recipients, some of which will undoubtedly prove
difficult to solve. But the developments of the past five years have consistently been directed toward meeting the problems of a medical care
program - chiefly those of climbing costs and use of services - without
curtailing services believed necessary to the recipients. The broad, flexible program that has resulted deserves study.

THE PRESENT MEDICAL CARE PROGRAM
OAA Recipients About one out of five-48,000 of the estimated
260,000 -aged
people in the State of Washington receives old age
assistance (OAA). Almost 65 per cent of OAA recipients are women.
While the growth of Federal Old Age, Survivors, and Disability Insurance
rolls (OASDI) has lowered the number of people receiving state assistance, it has also changed the character of the state old age assistance
caseload. The OAA caseload has become increasingly one of the older
aged, particularly of older women. Almost 40 per cent of OAA cases
are 80 years of age or more; the average age of OAA recipients is
between 75 and 80.
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Eligibility for Assistance In Washington, people in need are
eligible for old age assistance if they are 65 or over and have resided
in the state for five of the past nine years and a full year before applying for assistance. To be eligible for assistance, applicants are limited
in resources to $200 in savings and a maximum of $500 in cash and life
insurance cash value.
The state sets no minimum or maximum assistance grants, paying
recipients "reasonable allowances for shelter, fuel, food, clothing, household maintenance and operation, personal maintenance, and necessary
incidentals." These allowances are determined from annual cost of living studies. Under "average conditions," the minimum grant is $75 per
month-less any income the recipient may have. The average grant,
including vendor payments, is now $90 per month.

Physicians' Services

In most of the state, physicians' services
are provided OAA recipients by physician members of the state's county
medical bureaus-Washington's unique, physician-sponsored independent prepayment plans. The Department of Public Assistance contracts
for these services through the Washington Physicians Service, an association of the independent county plans. Washington Physicians Service,
paid a flat $3.31 monthly payment per assistance recipient, distributes
this payment (less a small administrative charge) to the various county
medical bureaus according to the number of OAA recipients in each
bureau area. Coverage of assistance recipients under this contract begins
one month after they join the assistance rolls. During the first month,
care is provided under a direct fee-for-service arrangement.
An exception to the contract arrangement with Washington Physicians Service exists in urban King County (Seattle), the state's largest
county, which contains about a fourth of the state's OAA recipients.
Most medical care for indigents in King County is provided in the county
hospital, which is entirely supported by state funds. Limited physicians'
care is provided on a fee-for-service basis by physicians in private practice. The following description of the program for providing physicians'
services covers only the counties now in the program under the contract
between Washington Physicians Service and the State Department of
Public Assistance.
Under the terms of this agreement, physicians of the county bureaus
in all counties of the state except King County furnish old age assistance
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recipients all "needed" medical care, including surgery, home and office
visits, visits in a hospital or nursing home, diagnostic X-rays and laboratory tests, and specialist services. Medical services excluded are principally
those covered in direct payment by the Department to hospitals (X-ray and
radiation therapy, physical therapy, diagnostic X-rays and laboratory
procedures for hospitalized recipients, and the administration of anesthesia) and treatment of tuberculosis and mental illnesses beyond
diagnosis.
Each county bureau sets its own fee schedule for remunerating its
physician members for their services to OAA recipients. All the bureaus
pay their participating physicians on a fee-for-service basis for surgery
r_
e_
rcJe.
-, _ _ _
-Zp=-and _
or capitation fee for office, home, and nursing home visits, while the
remaining bureaus pay a fee-for-service for these calls.
Since the total amount received by each bureau for the care its
physicians provide is determined by the number of assistance recipients
in the bureau area rather than by the services given, the amount often
does not permit full payment of the fee set in the fee schedule established
for welfare recipient care by the bureau. Where this is the case, the
physicians receive only a part of the stipulated fee-the percentage
determined by how much the use of services exceeds that which could
be met by full payment of the fee schedule. The extent to which services
are given may, for example, allow payment of only 75 to 80 per cent of
the stipulated fee. At present the reported prorated fees paid to physicians in the various counties range between 65 and 100 per cent of
the local fee schedules.
The need for prorating payment when the use of physicians'
services exceeds the amount available for payment is believed to provide a strong incentive for local physicians to monitor the program in
their bureau area. Local physicians are assumed to help control the cost
of the program by influencing their colleagues to reduce non-essential
office calls and medical and surgical work so that each service provided
can be paid for at close to the established fee schedule. Since physicians
also determine hospital and nursing home admissions, as well as drug
prescriptions and the use of other medical services, this indirect control
is thought to hold other medical utilization to a minimum.
A second and more important control of medical services is provided by 35 screening physicians-well-known practicing physicians in
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each bureau who are employed by the Department of Public Assistance
to review the requests of attending physicians for surgery, hospitalization, or diagnostic workups, and to approve only those essential in the
treatment of a chronic, emergent, or acute condition. Screening physicians are paid on a part-time or full-time basis, depending on the
amount of the physician's time spent in screening work.
The local screening physicians are regarded as vital to the success
of the entire medical care program, particularly because, as already
noted, physicians' decisions affect many costs in the program besides
those of their own services. The screening physician in each bureau
applies controls at a level most readily acceptable to local physicians.
His presence avoids delays in questions about allowed treatment, and
avoids direct communications with the state department which physicians often consider burdensome.
Hospital Care Complete general hospital care in ward and/or
private accommodations is provided OAA recipients either in county
hospitals, as in King County and three other counties, or in any voluntary hospital in the remainder of the state. The Department of Public
Assistance pays each voluntary hospital a specific per diem rate based
on its reimbursable costs during the preceding year up to a limit set by
the department, on the basis of three groupings by size. The county
hospitals are paid the full cost of their operation.
Except for the priviso that hospitalization of OAA recipients must
be "necessary," no formal limits are set by the department on admissions or length of stay. In practice, however, both hospital admissions
and length of stay are reviewed by the screening physicians.
Nursing Home Care The Department of Public Assistance contracts directly with individual private nursing homes for care to OAA
recipients.* Almost all homes in the state - 320 of 334 licensed homes
comprising almost 14,000 beds - accept OAA patients. Nursing homes
are paid rates which depend on the classification of each patient
according to *the amount of nursing care he requires. Patients are
classified by assistance department screening physicians or classification
nurses into one of four groups. Most screening is now done by the
full-time classification nurses, with the aim of screening all patients at
*A small proportion - less than 10 per cent-of OAA recipients receiving nursing home care are
in hospitals which have nursing home beds or in retirement homes.
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intervals determined by the individual patient's condition. Patients
classified in "Group I" are bedfast and helpless, or either bedfast or
semi-ambulatory but requiring maximum care because of their physical
condition or mental confusion. For each OAA patient receiving Group
I care, the home receives $6.38 per day. Patients in Group II are
confined to bed or are semi-ambulatory but require moderately complex
nursing care. For each Group II patient the home receives $5.27 per
day. Patients in Group III, for whom the home receives $4.66 per day,
require bedrest or are semi-ambulatory or ambulatory with some
minor additional problem requiring nursing care. Patients in Group IV
($4.14 per day) are ambulatory or semi-ambulatory and require some
degree of supervision.
The homes themselves are also classified into four groups according to the amount and complexity of nursing care they are equipped
to provide. They can be paid only for the classification of patient care
they can provide in terms of the number of registered and licensed
practical nurses they employ. For example, a home which lacks the
required staffing for Group I classification is classified as a Group II
home provided stipulated licensed personnel for a Group II home are
employed. It can be paid only the rates for Group II, III, and IV
patients, even though it may provide care for some patients who
ordinarily would be classified in Group I. All the homes agree to accept
the compensation rate set by the department as payment in full for
OAA patients. Where patients have some income of their own, the
department determines what part of the allowed per diem payment is
to be made directly by the patient.
Nursing home payments do not include physicians' services, but
cover all nursing care, supervision of needed medications and treatment,
and attendance to patients' personal care, as well as promotion of their
self-help, providing them with a satisfactory environment, and safeguarding their personal possessions. Not covered are the cost of such
personal services as haircuts, laundry, long-distance telephone calls,
cigarettes, toilet articles, personal clothing, and the like, which are paid
for by the patient.
Drugs The medical care program covers the cost of all "essential"
drugs prescribed for OAA recipients by their physicians. Household
drugs which can be purchased without a prescription are not provided
in the program. Druggists are paid directly by the state for prescriptions
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they fill, at prices agreed to by the state pharmaceutical association.
These prices are somewhat lower than normal prescription prices.
Drugs prescribed in the hospital are included in hospital payments.
Drugs which may be prescribed without special authorization by the
local screening physician are listed in a limited "formulary." Drugs not
in the formulary and all single prescriptions costing more than $10
require prior authorization by the screening physician.
Dental Services The Department of Public Assistance contracts
with the Washington Dental Service Corporation, one of the few dental
care prepayment plans in the country, to provide dental services for
OAA recipients and all others receiving public assistance.* In most of
the state care is provided on a free-choice, fee-for-service basis by
dentists who have signed contracts with both the Department of Public
Assistance and the Dental Service Corporation. Any licensed dentist in
the state may participate, and over 60 per cent do. Participating dentists
are paid according to a fee schedule established by the department. In
Pierce County, which includes the city of Tacoma and contains about
10 per cent of the state's OAA recipients, care is provided in a closedpanel dental clinic associated with the Pierce County Hospital, under
the administration of the Washington Dental Service Corporation.
The program does not try to provide comprehensive dental care.
However, it does include the extraction of teeth, filling of decayed teeth
(if such treatment may prevent a future need for dentures), construction
of full dentures (when maximum use and benefit can be expected),
the repair of broken dentures, and X-rays.
As in the medical care program, screening dentists are used to
review requested dental care when the Chief of Dental Services directs.
Extraction of teeth (or palliative treatment) for the relief of pain,
and repair of broken dentures may be performed by participating
dentists without prior authorization. All other care requires prior
authorization by Washington Dental Service Corporation. Questions
about the treatment requested are referred by Washington Dental
Service Corporation to the community's screening dentist, who is paid
$3 for each case he screens.
'The dental program - including its development and experience - is fully described in "The
Dental Service Corporation in a Public Assistance Program: a Report from Washington State,"
(Public Health Service Publication No. 680), Washington, D. C., 1959.
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Other Health Goods and Services The Washington Medical
Care Program for OAA recipients also covers the cost of ambulance
service to and from health facilities, glasses (the cost of eye examinations is included in physicians' services), limited visiting nursing
services, and hearing aids and other appliances, which are generally
purchased by the Department of Public Assistance and loaned to
assistance recipients.

UTILIZATION AND COSTS
Despiite diuj s~iady decline ill dic uuuinbei ulf O
1Sp1
UoV'I
recent years, the cost of the Washington medical care program has
continued to rise. The. increased use of services by recipients, related to
their increased age, changes in the state program, and the increased
cost of health goods and services have more than offset the lowered
caseload.

Several special studies made in the past few years provide valuable data on the use of specific services by OAA recipients: The study
of the role of the dental service corporation mentioned earlier gives
data on the type of dental care used by OAA and other assistance
recipients. Two very recent studies of nursing homes made by the
department provide a wealth of data about the patient composition and
the health care needs of patients in the state's private nursing homes.
And an earlier study of drug utilization (discussed later) gave the
department data that enabled it to reduce the cost of its drug program.
With the exception of care in voluntary hospitals, basic data in other
areas of use and cost do not yet exist although -they might be valuable
for control of costs and projections of utilization. Studies of utilization
of services in the various counties would also reveal how closely the
specifications for care set by the state are followed - whether or not
OAA recipients in different parts of the state receive essentially the
same quality and quantity of care.
Physicians' Services Data have not been compiled on the use
of various kinds of physicians' services by OAA recipients, nor on the
per capita or total cost of different physicians' services. As Table I
shows, the per capita cost of physicians' services has risen from about
$32 in fiscal 1957 to $40 in fiscal 1960, but what this represents in
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Table I
Medical Care Cost per OAA Recipient by Type of Care
19561957*

%

19571958

%

19581959

%

$ 31.80

11.0

$ 38.16

11.9

$ 38.16

11.4

$ 39.72

11.1

71.08

24.6

73.47

22.9

72.83

21.8

84.65

23.6

0

154.78

53.6

187.77

58.5

203.02

60.7

210.55

58.7

L~1

26.36

9.1

17.36

5.4

16.59

5.0

17.41

4.9

Dental services

2.96

1.0

3.46

1.1

3.78

1.1

6.23

1.7

Appliances, etc.

1.68

.6

.82

.3

.28

.1

.24

.1

$288.69

100.0

$321.04

100.0

$334.66

100.0

$358.80

100.0

Type of Care

Physicians' services
Hospital care
Nursing Home care
Drugs

Total

*From July I to June 30.

19591960

%
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terms of either use or increased physicians' fees is not known. It is
certain, however, that the cost of physicians' services is understated
throughout because physicians' services provided in the county hospitals
particularly in King County Hospital - are included in hospital
costs rather than as the cost of physicians' services. However, what
part of the approximately $5 million paid to county hospitals for care
of OAA patients represents physicians' care it not known.
Hospital Care More data exist concerning hospitalization of OAA
recipients - at least for hospitalization in voluntary hospitals. While
the admission and readmission rates are not known, the average length
of stay of OAA patients in voluntary hospitals was 7.4 days in fiscal
i96u,
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as long as the average length of stay for the same age-group in the
general population. The average cost per day in voluntary hospitals was
$30.71, for an average cost per admission of $227.
As noted above, the per capita cost of hospital care includes
physicians' care in county hospitals, so that the actual cost is something
less than the $85 given for 1960- possibly between $75 and $80.
Nursing Home Care Nursing home payments now account for
close to 60 per cent of the total cost of the Washington medical care
program for OAA recipients. Recent analyses of the increasing nursing
home caseload and of nursing home costs and the characteristics of
nursing home patients provide excellent data on use and cost of this
type of care.*
From July, 1953, to July, 1960, the number of OAA recipients in
nursing homes increased 56 per cent - from under 4,700 to 7,300 while the total OAA caseload declined from 64,000 to 48,000. One
out of 14 recipients was a nursing home patient in 1953; one out of
six was a nursing-home patient in mid-1960.
While the increased use of nursing homes by OAA recipients
cannot be attributed to any single factor, research by the Department
of Public Assistance indicates that some five or six causes apparently
account for most of the increase.
"'Analysis of Increase in Nursing Home Caseload. Old Age Assistance, 1953-1958" January, 1961,
and "Nursing Home Cost Study," February, 1961. Both studies were prepared and issued by the
Research and Statistical Unit of the Department of Public Assistance.
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The first of these, it found, is the increasing average age of OAA
recipients, with the result that a higher proportion of them require
institutional care. The increased average age stems from the general
aging of the population (credited to increased longevity) and from
the loss of the "younger" aged from the OAA group as Federal OASDI
benefits have broadened (the "older" aged- in particular, older
women-are less often covered by OASDI, and when they are, the amount
they receive is generally lower). At present, over 60 per cent of OAA
nursing home patients are women; well over half of OAA nursing
home patients are at least 80 years old.
Increased medical care costs have also helped increase the OAA
nursing home load, the department study found. Aged people who
were financially independent while well, entered public assistance rolls
after their financial assets were depleted by payments for serious illness
requiring long-term hospital or nursing-home care. Additionally, many
aged who could otherwise still be self-supporting cannot pay for
nursing home care costing between $120 and $200 per month without
public assistance. Extended illness and the resultant depletion of their
resources have meant that a higher proportion of nursing-home patients
are now OAA recipients.
A third cause of the increased nursing-home load cited in the
department's study was a state decision in 1954 to transfer a number of
senile patients from the state mental hospitals to nursing homes. An
estimated 500 of these patients were transferred between 1955 and
1958.
Other probable causes of the increased nursing-home load are
discussed in the department study. The available number of nursing home beds in Washington has more than kept pace with the
increased use. The number of beds rose from 7,700 in mid-1953 to
over 13,000 in mid-1960. In most other sections of the country the
absence of adequate nursing home facilities restricts referrals to them.
In Washington, on the other hand, new home construction has resulted
in some surplus of beds. Slightly over 1,000 nursing home beds are
vacant, with most homes operating at about 93 per cent occupancy.
The construction of new attractive nursing home facilities and
the increasingly vigorous standards for them set by the state and their
own association have undoubtedly also increased the acceptability of
nursing homes by the aged, their families, and their physicians.
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The Department of Public Assistance study has estimated the
effects of each of the major causes of the "discrepancy" between the
nursing-home caseload that might have been projected from the
decreasing OAA caseload and the actual increase in nursing-home
caseload. It estimates that 20 per cent of this "discrepancy" is due to
the increasing average age of recipients, 15 per cent to the transfer of
senile aged from the state mental hospitals, between 40 and 60 per cent
to the increased costs of medical care, and tbheBafafice'- 5 to 25
per cent-to the greater acceptability of the homes and other social
factors.
Obviously, the use of nursing homes in Washington differs from
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think that the large proportion of OAA recipients in nursing homes
indicates that the homes are being used as boarding homes for the aged.
Most nursing-home patients require substantial care. Of all public
assistance recipients in nursing homes, 2,500 are Group I patients,
2,000 are Group II patients, 3,000 are Group III patients, and fewer
than 600 are in the minimal-care Group IV. The department's most
recent study of the characteristics of assistance recipients in nursing
homes reveals these striking facts:

.1

* Thirty per cent were bedridden most or all of the time;
another 10 per cent were bedridden part of the time.
* While 48 per cent were able to walk alone or with no
more help than cane or crutch, 37 per cent were unable,
at least part of the time, to walk or be moved in a
wheelchair.
* Only 26 per cent were always clear mentally. Thirty-seven
per cent were seriously disoriented at least part of the
time.
* Only 9 per cent had but one impairment requiring care.
Twenty-seven per cent had two impairments requiring
care, 25 per cent had three, and 39 per cent had four
or more conditions that required care.
* Including cases in which care was expected to be terminal,
96 per cent were expected to remain in nursing home care
for an indefinite period. Only 2 per cent were expected to
need care for less than a year.
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The increased cost of nursing home care is due principally to the
higher number of OAA recipients in nursing homes, not to any substantial increase in payments per patient to the homes. Nursing homes
have received only two special increases between 1953 and the end
of 1960- both requiring additional services. In 1957 the homes were
given an increase of 400 per patient per diem if they agreed to provide
cost data for the department's study of nursing home costs. In 1960
they received an increase of 70 per diem if they agreed to provide
routine household drugs to patients. As a result of the recently completed cost study, a new contract, with increased rates (particularly
for Group III and Group IV patients) has been instituted - the first
payment system for nursing homes in Washington and perhaps in the
nation based on actual per diem costs.
Drugs In 1955 the Department of Public Assistance compiled a full
list of drugs which could be prescribed for OAA recipients without
prior authorization. Over the two years following, drug expenditures
rose sharply. An intensive study by the department of drug costs
revealed that a major part of the rise was occasioned by widespread
prescription of tranquilizers and anti-hypertensives (costing an estimated $1/2 million per year in all welfare programs). The study also
showed great divergencies in prescribing practices. For example, in
two comparable nursing homes in the same city the cost per month
for drugs differed by $28 per patient. In 1957 the department curtailed
its drug expenditures by limiting the list of drugs which could be
prescribed without special approval to only the most "essential" and
frequently used drugs. As Table I shows, the per capita cost of drugs
has been about $10 a year lower in the past three years than it was
before 1957. A revised, somewhat liberalized drug formulary was
recently placed in effect (October, 1960) but it is not expected to
increase drug costs appreciably.
The present $17 per year "drug cost" per person does not include
drugs furnished hospitalized patients. These are included in hospital
costs. In addition, nursing homes furnish their OAA patients with common household preparations (aspirin, rubbing alcohol, milk of magnesia,
body lotions, etc.) without charge, for an amount included in their per
diem payment. Additionally, an unknown amount is expended by OAA
recipients themselves for medications not included in the program.
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Dental Services The most recent data concerning the use of
dental services by OAA recipients were those compiled between
October, 1956, and September, 1957, for the Department of Health,
Education, and Welfare pamphlet mentioned earlier. During that
period, only about 6 per cent of OAA recipients applied for dental
care (a substantially higher proportion of men than women). About
two-thirds of the applicants for care required full dentures, and most
of the remaining third required some other prosthetic services (relining, repair of broken plates, etc.). The average expenditure for each
recipient receiving dental service was $54.59.
The sharp rise in the cost of dental services in 1959-1960 (from
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fee schedule adopted July 1, 1959. At that time the maximum charge
for full upper or lower dentures (to cite the most common service
performed for OAA patients) rose from $75 to $90.
Comparison with Other Programs Because utilization of
physicians' services and some hospital care cannot be stated for the
Washington program, overall comparison with the utilization of other
groups is difficult. What data exist indicate that Washington OAA
recipients make unusually full use of nursing-home care and probably
less total use of hospital care than do comparable groups of aged in
other parts of the country as indicated by the extremely low length of
stay of Washington OAA recipients. A comparison of the number of
nursing home beds and general hospital beds to population in Washington state, the entire country, and a few selected states shows that
Washington has three times the number of nursing home beds of the
country at large and much higher than any state.* It is also comparatively well-supplied with general hospital beds. The combination makes
for a generous use of facilities compared with other areas. These
differences apparently reflect different regional patterns of medical
care, not merely differences in the particular assistance programs.
Some cost comparisons can be made with nationwide expenditures
for medical care and with the expenditures of other assistance pro'The article by Leslie M. Abbe. "Hospitals and nursing homes in the United States. 1959,"
Public Health Reports 74: 1089-1097, Dcc. 1959 provides data on nursing homes by state. As of
Jan. 1959 Washington was reported to have 4.34 nursing beds per 1000 population compared
with the United States 1.43, California 1.54, New York 1.02, and Colorado 2.43. For general
hospital beds derived from the American Hospital Association Guide for 1960 the number of
general hospital beds per 1000 in Washington is 3.34, United States 3.62, California 3.22, New
York 4.35, and Colorado 4.00.
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grams. In 1958 the nationwide per capita expenditure for insured
people 65 and over, was $214, not including expenditures for nursing
homes.* The comparable per capita cost of the Washington program in
1958-1959 was $132. Interestingly, the per capita cost of health care
for the aged in Colorado, recently studied by HIF, was almost identical
in 1959 ($133), although the Colorado program provides no dental
care, no prescribed drugs outside of hospital or nursing home, and
only limited out-of-hospital physicians' services. When expenditures
for nursing homes are included, the cost of the Washington program
far exceeds that of Colorado (a per capita total of $335 in 1958-1959,
compared with $222 in Colorado).
PROBLEM AREAS IN THE PROGRAM
As might be expected, the major problems in the Washington
program, both in the present and recent past, have arisen as direct
results of its continued rising costs. Even before the cost of the program
for the aged reached its present near-$20 million annual figure, the
program administrators and the state legislators were concerned over
the burden placed on the general population by the growing costs.
In the past several years, particular attention has been focused
on three parts of the medical care program: nursing homes, the
county hospitals, and drugs. The list of drugs was revised and special
authorization was required for expensive prescriptions and those not
part of the formulary. This revised list is assumed to enable the
prescribing of life saving drugs and those of clearly demonstrated
therapeutic value.
The special attention focused on nursing home costs resulted in
the full cost study already discussed. Nursing home payments are now
to be made on the basis of median costs for each of the different
classifications of patient care. The new payments represent the first
time that nursing-home payments have been related to known costs.
Despite this, of course, the total cost of nursing home care for old-age
assistance recipients (well over $10 million per year) continues to be
a source of concern. It has been suggested by some of those concerned
with nursing-home care in Washington that this state, in its more
'Data from the nationwide family survey by Health Information Foundation and National
Opinion Research Center to be published.
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extensive use of these facilities, has simply progressed further along
a road which all state or other medical care programs for the aged will
have to follow. They suggest that nursing home care, which already
accounts for over 60 per cent of the cost of the entire Washington
OAA medical care program, will continue to increase in importance
and that the "problem" of nursing home costs should focus merely on
assuring that payments reflect actual costs and the most efficient and
beneficial organization of this medical service.
The third area which has received particular attention-the county
hospitals -has not resulted in any program changes. The problem in
the relationship between the county hospitals and the program-in
particular, tbetween the King County hospital anci te program - has
been created by the fact that the county hospitals are entirely dependent for support on the state welfare programs and that their rising
costs have required them repeatedly to return to the state for deficiency
appropriations.
Besides those created by rising costs, the largest number of
administrative problems for the medical care program have stemmed
from questions rising between the different suppliers of health care
services and the plan administration. These are inevitable, but in the
case of the Washington program, they have been generally minor and
readily resolved. The disallowed treatment that has been requested
by a physician for his patient has probably been the major source
of this category of problem. Since treatment or hospitalization has often
already been given the assistance patient, the rejection of the request
means that the service is not reimbursable (and is generally not
collectible from the patient).

OBSERVATIONS

AND IMPLICATIONS

Since 1941 a comprehensive health program has been in operation in the State of Washington under the power given by a state
referendum. The mandate has been general, but for 20 years the
state has felt that nothing less than a comprehensive program was
intended. Further, no source of tax funds was ever earmarked, and
no statutory ceiling was ever set on expenditures. In general, expenditures have been allowed to reach their own level in accordance with
what appear to be the medical needs of the age-group of 65 years of

388

NURSING HOMES

age and over, the group with which this report is specifically concerned.
Certainly, no state in the union has supported a more complete
program or been more generous in providing funds. Obviously, the
program has a firm place among the services provided by the state,
and it would probably be impolitic to change its essential character.
A very interesting feature of the health program is the mixture of
methods by which the state fulfills the intent of the law authorizing it.
About 15 per cent of the expenditure is delegated to medical and
dental prepayment agencies under the control of the medical and
dental professional associations on a negotiated premium. This is the
explicit delegation of financial control but, naturally, the physicians'
influence pervades the entire program, outside of dental care. Physicians' services were first provided on a cost-plus basis, but after
several years of experience with expenditure levels, the medical bureau
felt able to negotiate the premium. Hospital care and nursing home
care payments are made directly to individual hospitals and nursing
homes on a per diem or average per diem basis. The unit price of
drugs was negotiated with the professional pharmaceutical association.
Appliances are purchased directly from the vendors, hearing aids on
a bid basis.
The health program for recipients of old-age assistance in the
state of Washington is thus geared to the current structure of the
health establishment. In this arrangement much responsibility has been
delegated to the medical profession. In addition to guaranteeing physicians' services, the medical profession provides an administrative
mechanism. The state is thereby freed of all direct administration and
supervision. The existence of the medical bureaus for many years has
made this possible. The prepayment agencies serve as buffers between
the state agency and physicians and permit administration to be
decentralized to the county levels. County welfare departments have
been able to divest themselves of complicated day-to-day administration
which many welfare administrators felt would greatly overshadow
other welfare activi -s for which they were responsible.
In this kind of a setting the health program for the aged has
developed to its present status. A review of its history shows that in
principle the program has remained the same, but two things deserve
attention. First, the screening physicians provided by the medical
bureaus in coordination with the medical director on the state level
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have been set up in an increasingly elaborate framework. It is unlikely
this would have been acceptable unless the physician's part of the
program was integrated in the county medical bureaus.
Second, the development of the nursing home program in a
relatively spontaneous manner shows other states contemplating a
similar program what to expect. Undeniably, the nursing home portion
accounts for a tremendous proportion of the total cost. There are no
data but it does not appear that the nursing home program has appreciably reduced the cost of hospital care despite the short hospital stay.
There is a great deal of concern in the state with the nursing home
program and there is talk of the need to establish home care programs
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was regarded as a means to take the pressure off the hospitals.
The recipients of old-age assistance appear to be receiving a
great deal of care, although the paucity of utilization data precludes
comparisons with other programs. The state could well require more
detail on the use of physicians' services from the county medical
bureaus, so that it would have more information on what it was buying.
Likewise, the county medical bureaus should know more about what
they are providing. A scarcity of information necessary for administrative evaluation has been chronic in the state of Washington, but
it apparently indicates that there is a good deal of trust between the
state government and the medical profession. Certainly, there is general
satisfaction with the program. Periodically, there is public concern with
the rising costs resulting in legislative and administrative soul searching,
but ultimately the funds are appropriated with admonitions to use the
money as efficiently as possible within the mandate the state has
accepted for the care of its indigent aged. So far, it can be said the
state has been generous. Other states contemplating a similar program
must not have any illusions about the cost of comprehensive services
for the aged.
a
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AMA's POSITIVE 10-POINT PROGRAM FOR 1961
(Submitted by Dr. Peter T. Brooks)
I. COSTS OF MEDICAL CARE

The American Medical Association's Commission on the Cost of Medical Care
is studying every aspect of medical care costs. When the study is completed,
the commission will report its findings and make appropriate recommendations
to the public as well as to the profession.
II. VOLUNTARY HEALTH INSURANCE AND PREPAYMENT

The AMA is conducting a series of conferences with the National Association
of Blue Shield Plans, the Blue Cross Association, the American Hospital Association, and the health insurance industry to accelerate the progress already achieved
and to insure effective cooperation between the prepayment plans, the health
insurance companies, and the medical profession. Special attention will be
given to coverage of the aged through plans and policies that fit their needs and
pocketbooks.
III. HELP TO THE NEEDY AND NEAR-NEEDY AGED

The AMA is working diligently to insure early implementation by the States
of the Kerr-Mills medical aid for the aged law which enables the individual States
to guarantee to every aged American who needs help the health care he requires.
IV. HEALTH OF THE AGED

The AMA dedicates Its efforts to promote positive health objectives for older
people through (1) flexible retirement policies: (2) improved nutrition; (3)
a changed mental attitude from dependency to self-reliance; (4) home care
programs and new nursing homes designed for the elderly, and (5) the utilization
of modern diagnostic and therapeutic techniques to advance the prevention of
chronic illnesses.
V. MENTAL HEALTH

Mental disease is still the Nation's No. 1 health problem. More than 50 percent
of all the Nation's hospital beds are filled with mentally ill patients. The AMA
will hold the first National Congress on Mental Health to bring together al the
Nation's talent and resources in a gigantic effort to help solve this enormous
problem.
VI. PHYSICIAN SUPPLY

The AMA is launching a $200,000-a-year student honors program, including
scholarships and loans, to attract more qualified students to medical careers.
About 250 outstanding college students will be named AMA honor scholars each
year, with approximately 50 of these receiving scholarships of $1,000 a year for
4 years, payable when they enter medical school. In addition, the AMA has
created a central security fund to guarantee loans made to medical students.
The AMA will step up its medical recruitment program, a concerted effort to
attract students into medical careers to assure a sufficient number of well-trained
physicians for the future. It will urge expansion of existing medical schools
and the creation of new medical schools.
VII. CONTINUING EDUCATION AND RESEARCH

The AMA's postgraduate educational programs are being markedly stepped
up in 1961. New mechanisms of communications are being reviewed and joint
projects with other medical organizations will be initiated.
In 1961 through the American Medical Research Foundation the AMA will
play a more active role in encouraging basic and long-range research in the
medical sciences. The AMRF is now sponsoring a research project designed
to provide detailed information on the births of 100,000 babies in 100 hospitals
and a study of over a million births a year is planned.
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VIII. INTERNATIONAL HEALTH

The health of all peoples is interrelated. A new program of International
health has been initiated by the AMA. Projects to assist medical missionaries
are underway and other programs are planned in cooperation with Federal
agencies, the World Medical Association and the World Health Organization.
Ix.

PRESERVATION OF THE FREEDOM OF PATIENTS AND PHYSICIANS

The AMA will continue its efforts to make sure that every person has access
to good medical care, no matter where he lives, and that care is available without regard to his ability to pay. The medical profession believes it is the basic
right of every American to choose the physician in whom he has the greatest
confidence, just as it is his right to choose his line of work and the church
he attends. The AMA will oppose vigorously all efforts to socialize medicine,
piecemeal or across the board, seeking always to preserve the freedom of the
health professions which have given this Nation the greatest medical care system
in the world.
X. HEALTH AND SAFETY EDUCATION
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emphasis on healthful living practices and physical fitness of our youth. It will
continue its programs urging the installation of lifesaving seat belts In all automobiles, proper labeling of potentially hazardous household products and other
ways to reduce accidental poisonings. It will continue to work to insure safety
of household chemicals and to reduce misleading advertising in public mass
media involving health care products. It will step up its activity in rural and
industrial health, preventive medicine, and military medicine.
SUPPLEMENTAL REPORT OF DR. ROBERT P. HALL
At the Hearing on Nursing Homes, November 10, 1961, Walla Walla, Wash.,
you requested a supplemental report regarding adequate staffing of group I
nursing homes. It is our understanding the reason for this request was due to
apparent conflict in testimony:
1. Mrs. Roxie Kendall, manager and supervising nurse, Blue Mountain Infirmary, testified she had been advised she employed more registered nurses than
needed for adequate care of the type of patients served by the infirmary.
8. Mr. Edmund Jacobs, executive secretary of the Washington State Nursing

Home Association, testified that the majority of group I nursing homes employ
registered nurses "around the clock."
Your request for a supplemental report on adequate staffing of group I nursing homes was directed to Mrs. Vera McCord, coordinator, hospital and nursing
home section, State department of health. However, Mrs. McCord has referred
your request to this department because: (1) the classification of nursing homes
is determined by staffing requirements; (2) classification of nursing homes is
the responsibility of the State department of public assistance; and (3) of the
334 licensed nursing homes, all but 22 are classified, i.e., 93.4 percent of licensed
nursing homes are classified by the State department of public assistance. In an
effort to clarify the apparent conflict in the testimony given at the hearing, we
make the following comments:

1. According to staffing reports from all licensed nursing homes (classified
and unclassified) received in this office during June and July 1961, the majority
of "heavy care" homes did not have registered nurses around the clock. Of the

141 group I homes as of July 1961, 51 (10.6 percent) had a registered nurse on
every shift for the week reported; 7 homes (5 percent) had all shifts covered
with a registered nurse except for 2 night shifts when the regular registered nurse
was relieved. by a licensed practical nurse; 71 homes (50.4 percent) had day and

evening shifts covered by registered nurses and all night shifts covered by

licensed practical nurses; 22 homes (15.6 percent) had registered nurses on
every day and evening shift, licensed practical nurse coverage on night shift,
except for 2 night shifts when the licensed practical nurse was relieved by a
registered nurse; an additional 23 homes (16.3 percent) had varying combinations of registered nurse and licensed practical nurse coverage; and 3 homes (2.1

percent) had 5 to 7 night shifts covered -with aids only (a situation representing
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serious noncompliance with classification requirements and violation of the nursing home contract which was corrected by a warning to the defaulting operator).
2. It is our considered opinion the majority of group I homes are usually in
compliance with minimum staffing requirements which stipulate registered nurse
coverage of day and evening shifts, with night shift covered by a licensed practical nurse. We have no basis for considering the staffing requirements for
group I homes to be too low. Classification nurses and screening physicians
seldom report instances of inadequate care in group I homes. The State department of health has the authority to require any nursing home to employ
more registered nurses than this department requires for classification, but the
department of health has never suggested that group I classification standards
be upgraded to require a registered nurse on all three shifts.
3. Blue Mountain Infirmary, although a licensed nursing home, is not classified
because it is not a vendor in the sense of proprietary nursing homes. The cost
of operation is met from an appropriation earmarked for county hospitals and
infirmaries, expenditures controlled by the division of medical care, State Department of Public Assistance. On two different occasions, patients in Blue
Mountain Infirmary have been screened by a classification nurse (not the same
nurse each time). Both nurses reported no essential difference in the type of
patients in the infirmary than in the average group I home. Mrs. Kendall,
manager and supervising nurse of the infirmary, would like to have more registered nurses than the operational budget permits. We have taken the position
the State cannot justify higher staffing standards in Blue Mountain Infirmary
than those required for the 141 group I proprietary nursing homes.
It is our opinion, the staffing requirements for group I classification of nursing
homes represent a minimum standard. Even though it might be desirable to
have every shift covered with a registered nurse, such a requirement would be
unrealistic. There is a well-recognized shortage of available registered nurses
in the State of Washington, and the hospital demand takes precedence over the
demand of nursing homes.
POST FALLS, IDAHo, November 16,1961.

DEAR SENAroa CHuRCH: Thank you for your kind invitation to testify. Having
emphysema, I could not make the trip and go into a crowded room, and get
up on my feet and speak. Our social security check amounts to $139.60 and out
of that comes $50 for my medicine. I send to Spokane for it and save 30 percent over Idaho drug prices, so you see the cost it would be buying in Idaho.
Also it doesn't leave much for living, as my wife finds the cost of groceries
rising all the time, and she doesn't buy any of these frozen foods, or package
mixes. If we didn't own our own little home r don't know how we would manage. I can't sign my home over to the State as that wouldn't be fair to my wife,
so no relief. If some help on medicine could be had for people in my category
it would be wonderful.
Two years ago I was in the hospital in Newport, Wash. No surgery, and they
charged me $50 per day, for the bed and just oxygen, so you see I can't afford
a hospital bill. I guess if we had no property everything would be furnished, so
you see there is a penalty for thrift I know of people who have never contributed a dime toward Idaho economy who get everything furnished. I hope
this will make my position clear and thank you very much.
Yours very sincerely,
MARTIN WILLIAMS.

WALLA WALLA, WASH.
DEAR SENAToR MORsE: Here is what I would have said at the hearing of your
subcommittee of the Special Committee on Aging if there had been time for
everyone to speak:
Why is it necessary to substitute another medical care plan for the aged in
place of the Kerr-Mills plan, which was passed last year by Congress? If the
present plan was thought worthy enough to become law, I think it should be given
a fair trial. I believe if all persons past the age of 65 thoroughly understood
the present plan, and the proposed social security setup, they would choose the

one we now have.

Not all persons past 65 are going to need assistance in the

form of medical aid and yet the plan you support will force everyone to use the
plan whether they need it or not if they come under social security. Many needy
aged will not benefit by your plan because they will not qualify.
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If the Kerr-Mills medical care plan is not a worthy one, why are so many
States already implementing it into their programs for care for the aged? I
think that decisions on who are deserving of medical care assistance can best be
decided on the local level rather than decisions and rules that will be made in
Washington, D.C.
Personally, I want to always be able to choose my doctor and hospital. When
I lose these two important privileges, I will have lost a sense of security.
Mrs. CHESTER C. MAXEY,
804 Bryant Avenue.
WALLA WALLA, WASH.

DEAR SENATOR MORSE: Here is what I would have said at the hearing of
your subcommittee of the Special Committee on Aging if there had been time
for everyone to speak:
Considering the projected growth of the population of the United States from
the present 180 million (an increase of 63 million in the past 70 years), to 700
million, a possible increase of 520 million in the next 70 years (source: RandMcNally Co.), it must be recognized that the first objective of our Government
should be the provision of low-cost facilities for the education of the large
number of men and women required and the expansion of less expensive hospital
facilities for patient care.
To increase requirements for services first can only lower the quality of
services and increase the costs for everyone individually and the government,
also.
The writer trusts that you will not vote for socialized medicine and will vote
to sustain the Kerr-Mills bill as favored by the medical profession.
A. CAMPBELL,
204 South Park Avenue.

ARTHUR

WALLA WALLA, WASH.

DEAR SENATOR MORSE: Here is what I would have said at the hearing of your

subcommittee of the Special Committee on Aging if there had been time for
everyone to speak:
I think that the Kerr-Mills bill, which was passed last year by Congress, will
provide adequate care for the needy aged. The proposed social security medical
aid plan, if passed, will discriminate against many old people who are not covered
by social security.
If there is an obligation on the part of the Government to give assistance to
those past 65, I think it should be handled locally, as provided in the KerrMills bill instead of from Washington, D.C.
Sincerely,
LLOYD M. PIPER,
814 Juniper Street.
WALLA WALLA, WASH.

DEAR SENATOR MORSE: Here is what I would have said at the hearing of your

subcommittee of the Special Committee on Aging if there had been time for
everyone to speak:
I am against the program of free medical care for the aged. The cost of
administration alone would make the cost of the program prohibitive.
At the present time the withholdings from one's paycheck is terrific. This
plan could not possibly be put into effect without further taxation or withholding.
My retired father lives with my husband and myself and I feel we could
much easier pay for any medical expenses he might have than to be further
taxed.
Mrs. EARL SANDERS,

Route 2, Bow 296.
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