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PREFACE

Federal support of long-term care for the elderly has, within a
decade, climbed from millions to hillions of dollars.

What 1s the Nation receiving for this money ?

This report explores that, and related questions.

It concludes that public policy has failed to produce satisfactory
institutional care—or alternatives—for chronically ill older Ameri-
cans.

Furthermore, this document—and other documents to follow—de-
clare that today’s entire population of the elderly, and their offspring,
suffer severe emotional damage because of dread and despair associ-
ated with nursing home care 1n the United States today.

This policy, or lack thereof, may not be solely responsible for pro-
ducing such anxiety. Deep-rooted attitudes toward aging and death
also play major roles.

But the actions of the Congress and of States, as expressed throngh
the Medicare and Medicaid programs, have in many ways intensified
old problems and have created new ones.

Efforts have been made to deal with the most severe of those prob-
lems. Laws have been passed ; national commitments have been made;
declarations of high purpose have been uttered at national conferences
and by representatives of the nursing home industry. .

But for all of that, long-term care for older Americans stands today
as the most troubled, and troublesome, component of our entire health
care system.

It is costly and growing costlier.

1t is increasing in numbers, already providing more beds than there
are beds in general hospitals. :

And there is every reason to believe that many more beds will be
needed because the population of old persons in this Nation continues
to grow faster.than any other age group.

Nursing home care is associated with scandal and abuse, even though
the best of its leaders have helped develop vitally needed new meth-
ods of care and concern for the elderly, and even though—day in and
day out—underpaid, but compassionate, aides in many homes attempt
to provide a touch of humanity and tender care to patients who,
though mute or confused and helpless, nevertheless feel and appre-
ciate kindness and skill.

This industry, which has grown very rapidly in just a few decades—
and most markedly since.1965, when Medicare and Medicaid were
enacted—could now take one of three courses:

It could continue to grow as it has in the past, spurred on by
sheer need, but marred by scandal, negativism, and murkiness
about its fundamental mission.

(1I71)
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It could be mandated to transform itself from a predominantly
proprietary industry into a nonprofit system, or into one which
takes on the attributes of a quasi-public utility.

Or it could—with the informed help of Government and the
general public—move to overcome present difficulties, to improve
standards of performance, and to ﬁFt)', itself more successfully into
a comprehensive health care system in which institutionalization
'is kept to essential minimums.

Whatever course is taken, it is certain that the demand for improve-
ment will become more and more insistent. :

Within the Congress, that demand has been clearly expressed in
recent years. But often congressional enactments have been thwarted
by reluctant administration, or simply have been ignored. Now, facing
the prospect of early action upon a national health program for all
age groups, the Congress must certainly consider long-term care a
major part of the total package. Wisely used, the momentum for a
total health care package could be used to insure better nursing home
care.

Within the administration, there has been drift and unresponsive-
ness to congressional mandate since 1965. Theré are 'signs, however,
that rising costs and rising public concern have aroused certain mem-
bers of the executive branch to see the need for long-term care reform
more clearly-than before. Their actions and initiatives are welcome,
but it is essential that the Department of Health, Education, and
Welfare take far more effective, well-paced action than it has thus
far.. ‘ U

Everywhere, the demand for reform is intensifying. People know
that a nursing home could be in everyone’s future. = - ’

They ask why placement in such a home should be.the occasion for
despair and desperation, when it should be simply a sensible accom-
modation to need. L C .

The Subcommittee on Long-Term Care of the Senate Special Com-

mittee on’ Aging continually has ‘asked the same question. = |

, Care for older persons in need. of long-term attention should be
one of the most tender and effective services'a society can offer to its
people.” It will be needed more and more, as the humber-of elders
increases and as the number of very old among them riseseven faster.
" ‘What, is needéd now 2-As already indicated, the forthcoming debate
over a national health program will offer opportunity for building
good long-term care into a comprehensive program for all Americans.,

‘But the issues related to the care of the chronically ill are far from
siiriple. Tangled and sometimes obscure, technical questions related.
to such matters as reimbursement, establishment of standards, en-
forcement, and recordkeeping, often attract the attention of policy-
makers, to the exclusion of other questions, such as: o

" Could nursing homes be avoided for some, if other services
. _were available? ‘ _ . -

., What assurance is there that the right number of nursing homes
" are being built where they are most needed? =~ - . ‘
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What measures can Government take to encourage providers
then;selves to take action to improve the quality of nursing home
care?

What can be done to encourage citizen action and patient ad-
vocacy at the local level ?

Such questions intrude even when the best of care is given. In other
settings, however, scandal and calamity enter the picture; and dark
new questions emerge.

The subcommittee, in this report and succeeding Supporting
Papers, recognizes the importance of the nursing home industry ; and
it pledges every effort to continue communication with representatives
of the industry and with members of the executive branch.

For these reasons, the subcommittee has devised an unusual format:
After publication of the Introductory Report, a series of follow-up
papers on individual issues will follow; then we will publish a com-
pendium of statements invited from outside observers; after this will
come our final report. In this way, the subcommittee can deal with
the many parts needed to view long-term care as a whole.

Testimony from many, many days of hearings and other research
have been tapped for this report, which is extensive and heartfelt.
Concern about people has been at the heart of this effort. The sub-
committee has, therefore, been especially dependent upon responsive
staff effort. Mr. Val Halamandaris, associate counsel for the Senate
Special Committee on Aging, deserves specific mention for his role in
assuring that subcommittee inquiries remained directed at their real
target: to wit, people in need of good care. Mr. Halamandaris has
had the primary responsibility for directing the subcommittee’s hear-
ings: he is responsible for the excellent research on data and for writ-
ing this report. He is more than a skilled and attentive attorney; his
investigatory skills are rooted in concern and, when necessary, out-
rage. He has made it possible for this subcommittee to compile and
offer more information and insights into the nursing home industry
than the Congress has ever had before.

He has been helped considerably by other committee personnel. Staff
- Director William Oriol has provided guidance and consultation lead-
ing to the design and special points of emphasis in this report. Com-
mittee Counsel David Affeldt has given generously of his legislative
expertise, as well as painstaking attention to detail.

Particularly fortunate for the subcommittee was the fact that a pro-
fessional staff member, John Edie, had special qualifications for mak-
ing a substantial contribution to this effort. Mr. Edie, an attorney,
formerly served as counsel to a program on aging in Minneapolis,
Minn. When the subcommittee went to that city for intensive hearings
on scandalous shortcomings in nursing home care there, Mr. Edie testi-
fied and then continued his efforts on behalf of reform. In the prepara-
tion of this report, he has worked closely and at length with Mr.
Halamandaris and his associates.

The subcommittee also stands in debt to a select group in the nursing
home industry and within the executive branch. Usually without much
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attention or:emcouragement, these public servants have stubbornly re-
fused to ‘compromise their:goal, seeking: high, but reasonable, stand-
ards of care. R

-+ With the publication of the Introductory Report. the subcommittee
begins a final exploration of issues. We will publish responsible com-
ments on findings expressed in this document and the Supperting
Papers which precede and will:follow. And we will, in our final report,
perhaps 8 to 10 months from now, make every effort to absorb new
1déas or challenges to our findings. The care of chronically ill older
Ammericans -is too serious a topic for stubborn-insistence upon fixed
positions. Obviously, changes are needed. Obviously, those changes will
occur only when public understanding and private conscience are
stirred. far. more than is now the case.
T e : . Fraxg E. Moss,
oot -Chatrman,; Subcommittee on Long-Term Care.
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NURSING HOME CARE IN THE UNITED STATES:
FAILURE IN PUBLIC POLICY

——

SUPPORTING PAPER NO. 4

NURSES IN NURSING HOMES: THE HEAVY BURDEN
(THE RELIANCE ON UNTRAINED AND UNLICENSED

PERSONNEL)
ABOUT THIS REPORT

To deal with the intricate circumstances and governmental actions
associated with nursing home care in this Nation, the Subcommittee on
Long-Term Care of the U.S. Senate Special Committee on Aging is
issuing several documents under the general title of Nursing Home
Care in the United States : Failure in Public Policy.

An Introductory Report, published in November, declared that a co-
herent, constructive, and progressive policy on long-term care has not
;y;fat been shaped by the Congress and by the executive branch of this
Nation.

Examining the role of Medicare and Medicaid in meeting the need
for such care, the report found that both programs are deficient.

Further, it raised questions about current administration initiatives
originally launched personally by President Nixon in 1971.

These shortcomings of public policy, declared the report, are made
even more unfortunate by the clear and growing need for good quality
care for persons in need of sustained care for chronic illness. It called
for good institutions and, where appropriate, equally good alterna-
tives, such as home health services.

(A more detailed summary of major findings from the Introductory
Report appears later in this section of this report.)

Supporting Paper No. 4 is in three parts. .

Par 1 examines the heavy burden on the nurses working in to-
day’s nursing homes and examines the effects of reliance on untrained
and unlicensed personnel.

Part 2 contains an important new report prepared by the Amer-
jcan Nurses’® Association at the request of Subcommittee Chairman
Senator Frank E. Moss. ANA’s Committee on Skilled Nursing Care
conducted 10 regional hearings and called 3 national conferences at-
tended by 22 organizations most involved with the care of the aged.
The report examines national policy with respect to long-term care,
alternatives to institutionalization and the role of nurses and other
health care workers in long-term care.

(IX)
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Part 3 contains recommendations by the Subcommittee on Long-
Term Care.

THE FACTUAL UNDERPINNING OF THIS STUDY

Fifteen years of fact-gathering preceded publication of this report.
In 1959, the Senate Committee on Labor and Public Welfare estab-
lished a Subcommittee on Problems of the Aged and Aging. Findings
from subcommittee reports and hearings have been evaluated. That
subcommittee acknowledged in 1960, as this report acknowledges in
1974, that nursing homes providing excellent care with a wide range
of supportive services are in the minority.

With the establishment of the U.S. Senate Special Committee on
Aging in 1961, additional hearings were conducted. The most recent
phase began in 1969 with hearings on “Trends in Long-Term Care.”
Since 1969, 22 hearings were held and some 3,000 pages of testimony
were taken, as of October 1973. i

These hearing transcripts have provided valuable information and
expert opinions, as have several supplementary studies by the sub-
committee staff, the General Accounting Office and private groups
such as Ralph Nader’s Study Group on Nursing Homes in 1971. The
Library of Congress and other congressional committees, as well as
professional organizations such as the American Nursing Home As-
sociation, have also been helpful. Finally, a’great portion of the data
is from the Department of Health, Education, and Welfare and other
administrative or independent agencies, sich as the Securities and
Exchange Commission. The assistance of State officials proved es-
pecially helpful. '

ORGANIZATION OF THIS STUDY

The Introductory Report and this Supporting Paper will be fol-
lowed by other Supporting Papers to be published at approximately
monthly intervals over the next few months. Each will deal with a
fairly specific issue, and each of these issues will be examined in the
detail needed for understanding, not only by legislative and health
specialists, but by laymen. . .'

A study of this'magnitude would be incomplete without reaction
by the nursing home industry and by representatives of the execu-
tive branch. Accordingly, national organizations.and appropriate
governmei:tal units will be invited to submit statements within 2
months after publication of the final Supporting Paper. Finally,
the subcommittee will issue a concluding .report intended to up-
date earlier information and to analyze the situation at that time.

The format is unusual, perhaps unprecedented. But the nursing
home industry is too vital a part of our health system and of the
national scene for lesser treatment, '

MAJOR POINTS OF THIS SUPPORTING PAPER

There are few nurses in the Nation’s 23,000 nursing homes. Of
the 815,000 employed registered nurses (RN’s) in the Nation, only
65,235 can be found in U.S. long-term care facilities. :
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There are many reasons why thisis true:

© There is a general nurse shortage. The U.S. Department of
Labor estimates the need for 150,000 more RN’s. Others claim it
is simply a matter of maldistribution or that the 400,000 RN’s
presently out of the work force could be induced into service—
given better wages and working conditions. Still others assert that
if there is a shortage it is because nurses are required to spend
their time with administrative duties and paperwork rather than
with patients.

@ Few nurses are required by law. At present the Federal
standard requires only the 7,300 Skilled Nursing Facilities in the
United States to have an RN as their highest nursing officer—
and this only applies to the day shift. The 8,200 Intermediate Care
Facilities are required to have only a licensed practical nurse in
charge—again only during the day shift. The remianing 7,500
facilities need have ne “licensed” nursing officer at all. To make
matters worse, there are no requirements for ratios between
nurses and patients in Federal regulations. By contrast the State
of Connecticut requirés one RN for every 30 patients on the day
shift, one for every 45 on the afternoon and one for every 60 in the
evening.

@ Poor working conditions. RN’s working in nursing homes do
not have the support of physicians and trained personnel that
they find in hospitals. Many nursing homes are poorly adminis-
tered and there is a lack of authority vested in the nursing
service department. A very real problem is the fact that nursing
homes are isolated from other health care facilities.-

© Nursing homes have a poor image. “Hospitals have their pick
while nursing homes take what they can get,” is a commeon state-
ment among nursing home employees. An RN who goes to work
in a nursing home will often be asked, “Why are you here? Where
did you foul up?”

©® Wages and fringe benefits are low. The consensus is that nurs-
ing homes do less well in compensating nurses than other health
care entities. Many nursing homes also lag behind in fringe bene-
fits, stimulating nursing personnel to seek work elsewhere. '

® Nurses have little training in geriatrics and the needs of
nursing home patients and are therefore unprepared to work in
long-term care facilities. Of the over 1,000 schools of nursing
surveyed by the Subcommittee, enly 27 responded that they hada
program wherein geriatrics was treated as a specialty.

® There are no graduate programs in geriatic or gerontology
nursing. Federal government programs likewise neglect geri-
atries. In 1970 there were 144 programs for the training of nurses
and health care personnel administered by 13 agencies. None of
these programs emphasized geriatrics.
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It goes without saying that the few nurses working in nursing
homes are grossly overworked. Because they are overworked or
simply not present in significant number, the result is the reliance
on aides and orderlies to provide 80 to 90 percent of the care in
nursing homes.

" ® Only one-half of the 280,000 aides and orderlies are high
school graduates. Most have no training. Most have no previous
- experience. They are grossly overworked and paid the minimum
‘wage. It is little wender that they show a turnover rate of 75
Ppercent a year. Put simply the absence of RN’s and the reliance
on untrained aides and orderlies result in poor care. Poor care
runs the gamut from essential tests not being performed to negli-
gence leading to death and injury.

@ In Illinois, an investigator sought employment as a nursing
home janitor. Within 20 minutes he was hired, not as a Jjanitor,
but as a nurse; he carried the keys to the medication and narco--
tics cabinet on his belt and distributed drugs to patients. His
references were never checked. He never represented that he had
any prior experience. . - .

® In Minnesota, aides were instructed how to distribute drugs
“in case of an emergency.” The “emergency” began the next day;
aides continued distributing drugs even though this constituted a -
violation of Federal regulations and Minnesota law.

® A recent national HEW study notes that some 37 percent of
the patients taking cardiovascular drugs had not had a blood
pressure reading for more than a year. More than 25 percent of
this number who were receiving heart medication -had no diag-
nosis of heart disease on their charts. Some 35 percent of those
taking tranquilizers which might lower the bleod pressure
markedly had not had a pressure reading in more than a year.

The solution for these problems lies in greater emphasis on
geriatrics in schools of nursing and in government programs
training health care personnel. Funds should also be provided for
the in-service training of nursing home personnel.

"This paper also contains a major report analyzing the role of
nurses in long-term care facilities prepared by the Committee on
Skilled Nursing of the American Nurses’ Association. See high-
lights, Part 2, pages 385-417.

* “MAJOR POINTS OF INTRODUCTORY REPORT .-
(Issued November 19,1974)
Medicaid now pays about 50 percent of the Nation’s more than
_$7.5 billion nursing home bill, and Medicare pays another 3 per-
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cent. Thus, about $1 of every $2 in nursing home revenues is
publicly financed.*

There are now more nursing home beds (1.2 million) in the
United States today than general and surgical hospital beds
(1 million).

In 1972, for the first time, Medicaid expenditures for nursing
home care exceeded payments for surgical and general hospitals:
34 percent to 31 percent.

Medicaid is essential for growing numbers of elderly, particu-
larly since Medicare nursing home benefits have dropped sharply
since 1969. Average Social Security benefits for a retired couple
now amount to $310 a month compared to the average nursing
home cost of $600. Medicaid (a welfare program) must be called
upon to make up the difference.

The growth of the industry has been impressive. Between 1960
and 1970, nursing home facilities increased by 140 percent, beds
by 232 percent, patients by 210 percent, employees by 405 percent,
and expenditures for care by 465 percent. Measured from 1960
through 1973, expenditures increased almost 1,400 perecent.

Despite the heavy Federal commitment to long-term care, a
coherent policy on goals and methods has yet to be shaped. Thou-
sands of seniors go without the care they need. Others are in
facilities inappropriate to their needs. Perhaps meost unfortunate,
institutionalization could have been postponed or prevented for
thousands of current nursing home residents if viable home health
care and supportive services existed. Although such alternative
forms of care may be more desirable from the standpoint of
elderly patients—as well as substantially less expensive—the
Department of HEW has given only token support for such
programs.

Despite the sizable commitment in Federal funds, HEW has
been reluctant to issue forthright standards to provide patients
with minimum protection. Congress in 1972 mandated the merger
of Medicare and Medicaid standards, with the retention of the

*The Committee’s Introductory Report, as released on November 19, 1974, incorporating
the latest statistics from HEW reported that total revenues for the nursing home industry
in 1972 were $3.2 billion and $3.7 billion for 1973. Subsequent to publication of this
report the Social Security Administration released new estimates for 1974. Total expend-
itures are estimated at $7.5 billion. This change reflects spending for the Intermediate
Care program, which until recently was a cash grant program to old age assistance
reciplents. With its change to & vendor payments program such expenses are properly
countable as nursing home expenditures. ‘Consgequently, changes were made in this report.
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highest standard in every case. However, HEW then watered
down the prior standards. Most leading authorities concluded at
subcommittee hearings that the new standards are so vague as
to defy enforcement.

There is no direct Federal enforcement of these and previous
Federal standards. Enforcement is left almost entirely to the
States. A few do a goed job, but most do not. In fact, the enforce-
ment system has been characterized as scandalous, ineffective,
and, in some cases, almost nonexistent.

The Prééident’s program for “nursing home reform” has had
only minimal effect since it was first announced in 1971 and actions
in 1974 fall far short of a serious effort to regulate the industry.

The victims of Federal policy failures have been Americans who
are desperately in need of help. The average age of nursing home
patients is 82; 95 percent are over 65 and 70 percent are over 70;
only 10 percent are married; almost 50 percent have no direct
relationship with a close relative. Most can expect to be in a
nursing home over 2 years. And most will die in the nursing
home. These patients generally have four or more chronic or
crippling disabilities.

Most national health insurance proposals largely ignore the
long-term care needs of older Americans. Immediate action is
required by the Congress and executive branch to improve past
policies and programs which have been piecemeal, inappropriate,
and short lived.

MAJOR POINTS OF SUPPORTING PAPER NQG. 1
(Issued December 17, 1974)

“THE LITANY OF NURSING HOME ABUSES AND AN
EXAMINATION OF THE ROOTS OF CONTROVERSY”

The subcommittee’s Supporting Paper No. 1 reveals the follow-
ing were the most imperiant nursing home abuses:
' Negligence leading to death and injury;
"Unsanitary conditions;
Poor food or poor preparation;
Hazards to life or limb;
Lack of dental care, eye care or podiatry;
Misappropriation and theft;

- Inadequate control of drugs;

‘Reprisals against those who complain;
Assault on human dignity; and
Profiteering and “cheating the system.”

eeoe0cedce
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The inevitable conclusion is that such abuses are far from
“isolated instances.,” They are widespread. Estimates of the
number of substandard homes (that is, those in violation of
one or more standards causing a life-threatening situation) vary
frem 30 te 80 percent. The subcommittee estimates at least 50
percent are substandard with one or more life-threatening con-
ditions.

These problems have their roots in contemporary attitudes
toward the aging and aged. As Senator Frank E. Maess, chairman
of the Subcommittee on Long-Term Care, has said:

It is hell to be old in this country. The pressures of living
in the age of materialism have produced a youth cult in
America. Most of us are afraid of getting old. This is
because we have made old age in this country a waste-
land. It is T. S. Eliot’s rats walking on broken glass. It’s
the nowhere in between this life and the great beyond. It
is being robbed of your eyesight, your mobility, and even
your human dignity.

Such problems also have their roots in the attitudes of the
elderly toward institutionalization. Nursing home placement often
is a bitter confirmation of the fears of a lifetime. Seniors fear
change and uncertainty; they fear poor care and abuses; loss of
health and mobility; and loss of liberty and human dignity. They
also fear exhausting their savings and “going on welfare.” To
the average older American, nursing homes have become almost
synonymous with death and protracted suffering before death.

However, these arguments cannot be used to excuse nursing
home owners or operators or to condone poor care. Those closest
to the action rightly must bear the greatest portion of respon-
sibility.

To deal with the litany of abuses, action must be taken imme-
diately by the Congress and the executive te: (1) Develop a na-
tional policy with respect to long-term care; (2) provide financial
incentives in favor of good care; (3) involve physicians in the
care of nursing home patients; (4) provide for the training of
nursing home personnel; (5) promulgate effective standards; and
(6) enforce such standards.

MAJOR POINTS OF SUPPORTING PAPER NO. 2
(Issued January 17, 1975)

“DRUGS IN NURSING HOMES: MISUSE, HIGH COSTS,
AND KICKBACKS”

The average nursing home patient takes from four to seven
different drugs a day (many taken twice or three times daily),
Each patient’s drug bill comes to $300 a year as compared with
387 a year for senior citizens who are not institutionalized. In
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1972, $300 million a year is spent for drugs, 10 percent of the
Nation’s total nursing home bill.

Almost 40 percent of the drugs in nursing homes are central
nervous system drugs, painkillers, sedatives, or tranquilizers.

Tranquilizers themselves constitute almost 20 percent of total
drugs—far and away the largest category of nursing home drugs.

Drug distribution systems used by most nursing homes are in-
efficient and ineffective. An average home of 100 beds might have
850 different prescription bottles and 17,000 doses of medication
on hand. Doctors are infrequent visitors to nursing homes. Nurses
are few and overworked. All too often, the responsibility for ad-
ministering medications falls to aides and orderlies with little
experience or training.

Not surprisingly, 20 to 40 percent of nursing home drugs are
administered in error.

Other serious consequences include: the theft and misuse of
nursing home drugs; high incidence of adverse reactions; some
disturbing evidence of drug addiction; and lack of adequate con-
trols in the regulation of drug experimentation.

Perhaps most disturbing is the ample evidence that nursing
home patients are tranquilized to keep them quiet and to make
them easier to take care of. Tragically, recent research suggests
that those most likely to be tranquilized sometimes may have the
" best chance for effective rehabilitation.

Kickbacks are widespread. A kickback is the practice whereby
pharmacists are forced to pay a certain percentage of the price
of nursing home prescription drugs back to the nursing home
operator for the privilege of providing those services.

The atmosphere for abuse is particularly inviting when reim-
bursement systems under Federal and State programs allow the
nursing home to act as the “middle man” between the pharmacy
(which supplies the drugs) and the source of payment (private
patient, Medicare, or Medicaid).
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Kickbacks can be in the form of cash, long-term credit arrange-
ments, and gifts of trading stamps, color televisions, cars, boats,
or prepaid vacations. Additionally, the pharmacist may be re-
quired to “rent” space in the nursing home, to furnish other
supplies free of charge, or to place nursing home employees on
his payroll.

The average kickback is 25 percent of total prescription charges;
over 60 percent of 4,400 pharmacists surveyed in California re-
ported that they had either been approached for a kickback or
had a positive belief that kickbacks were widespread; these same
pharmacists projected $10 million in lost accounts fer failure to
agree to kickback propesals.

In order to lower costs to meet kickback demands, pharmacists
admitted numerous questionable, if not illegal, practices such as:
billing welfare for nonexistent prescriptions, supplying outdated
drugs or drugs of questionable value, billing for refills not dis-
pensed, supplying generic drugs while billing for brand names,
and supplying stolen drugs which they have purchased.

Congressional action in 1972 to make kickbacks illegal has had
little effect. HEW has yet to announce regulations to implement
this law.

MAJOR POINTS OF SUPPORTING PAPER NO.3
(Issued March 3, 1975)

“DOCTORS IN NURSING HOMES: THE SHUNNED
RESPONSIBILITY”

Physicians have shunned their respensibility for nursing heme
patients. With the exception of a small minority, doctors are infre-
quent visitors to nursing homes.

Doctors avoid nursing homes for many reasons:.

O There is a general shortage of physicians in the United States,
estimates vary from 20,000 to 50,000.

© Increasing specialization has left smaller numbers of general
practitioners, the physicians most likely to care for nursing home
patients. i

© Most U.S. medical schocls do not emphasize geriatrics to any
significant degree in their curricula. This is centrasted with
Europe and Scandanavia where geriatrics has developed as a
specialty.

© Current regulations for the 16,000 facilities participating in
medicare or medicaid require comparatively infrequent visits by

50-127—75——2
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physicians. The some 7,200 long-term care facilities not participat-
ing in these programs have virtually no requirements.

® Medicare and medicaid regulations constitute a disincentive
to physician visits; rules constantly change, pay for nursing home
visits is comparatively low, and both programs are bogged down in
redtape and endless forms which must be completed.

@ Doctors claim that they get too depressed in nursing homes,
that rursing homes are unpleasant nlaces to visit, that they are
reminded of their own mortality.

® Physicians complain that there are few trained personnel in
nursing homes that they can count on to carry out their orders.

® Physicians claim they prefer to spend their limited time tend-
ing to the younger members of society; they assert there is little
they can do for the infirm elderly. Geriatricians ridicule this
premise. Others have described this attitude as the “Marcus Welby
Syndrome.”

The absence of the physician from the nursing home setting
leads to poor patient care. It means placing a heavy burden on the
nurses who are asked to perform many diagnostic and therapeutic
activities for which they have little training. But there are few
registered nurses (65,235) in the Nation’s 23,000 nursing homes.
These nurses are increasingly tied up with administrative duties
such as ordering supplies and filling out medicare and medicaid
forms. The end result is that unlicensed.aides and orderlies with
Little or no training provide 80 to 90 percent of the care in nursing

omes.

It is obvious that the physician’s absence results in peor medical
and to some degree in poor nursing care. Poor care has many
dimensions, it means:

® No visits, infrequent, or perfunctory visits.

® The telephone has become a more important medical instru-
ment in nursing homes than the stethoscope.

© No physical examinations, pro forma or infrequent examina-
tions.

® Seme patients receive insulin with no diaenesis of diabetes.

® Significant numbers of patients receive digitalis who have no
diagnosis of heart disease.

@ Large numbers of patients taking heart medication or drugs
which might dangerously lower the blood pressure, do not receive
blood pressure readings even once a year.

® Some 20 to 50 percent of the medication in U.S. nursing homes
are given in error.

® Less than 1 percent of all infectious diseases in the United
States are reported—a special problem in nursing homes where
patients have advanced age and lessened resistance. This fact was
graphically proven in 1970 when 36 patients died in a Salmonella
epidemic.in a Baltimore, Md. nursing home.
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O Physicians do not view the bodies of patients who have died in
nursing homes before signing death certificates.

The need for physicians to exercise greater responsibility for
the 1 million patients in U.S. nursing homes is abundantly clear
from these and other facts. Until doctors take a greater interest
the litany of nursing home abuses will continue, the majority of
America’s nursing homes will be substandard, and the quality of
patient care will be unacceptable.

MAJOR POINTS OF FORTHCOMING SUPPORTING
PAPERS

Supporting Paper No. 5

“THE CONTINUING CHRONICLE OF NURSING HOME
FIRES”

In 1971, there were 4,800 nursing home fires; 38 persens were
killed in multiple death fires and some 500 more in single death
fires. An estimated $3.5 million loss was directly attributable to
nursing home fires.

Nursing home patients are especially vulnerable to fires. Many
are under sedation or bound with restraints. Physical infirmities
and confusion often cause resistance to rescue.

There is reason to believe the number of nursing homes failing
to meet fire safety standards is actually increasing.

In 1971, the General Accounting Office reported that 50 percent
of U.S. nursing homes were deficient in regard to fire safety.
A January 1974 study by the U.S. Office on Nursing Home Affairs
said that 59 percent of skilled nursing facilities are certified with
deficiencies, HEW spokesmen indicated that in excess of 60 per-
cent of intermediate facilities do not comply with existing
standards. The reguirements are on the books, but they are not
heeded. Even more dramatically, the GAO 1974 study indicates
72 percent of U.S. nursing homes have one or more major fire
deficiencies.

Supporting Paper No. 6

“WHAT CAN BE DONE IN NURSING HOMES: POSITIVE
ASPECTS IN LONG-TERM CARE”

It is unjust to condemn the entire nursing heme industry. There
are many fine nursing homes in America. A growing number of
administrators are insisting upon positive approaches to therapy
and rehabilitation, innovations in physical structure of the physi-
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cal plant; employee sensitivity trairing and cooperative agree-
ments with lecal schools of nursing; and even self-government
and other activities for the patients. )
“Ombudsmen” programs have been established by Presidential
direction and are making some headway. In some States, the
nursing home industry has launched an effort to upgrade its
facilities by establishing directories, rating systems, and a “peer
review” mechanism. These efforts offer the prospect of improving
nursing home conditions if conducted in a vigorous and effective
manner. In Chicago, nursing homes have a “cool line” telephone
number for relatives, visitors, or patients who have complaints.

Supporting Paper No. 7

“THE ROLE OF NURSING HOMES IN CARING FOR
DISCHARGED MENTAL PATIENTS”

Thousands of elderly patients have been transferred from State
mental institutions to nursing homes. The number of aged in State
mental hospitals decreased 40 percent between 1969 and 1973 ac-
cording to subcommittee data, dropping from 133,264 to 81,912.
This trend is caused partially by progressive thinking intended to
reduce patient populations in large impersonal institutions.
Another powerful reason, however, may be cost and the desire to
substitute Federal for State dollars. It costs the States an average
of $800 per patient per month to care for mental patients in State
hospitals while these same individuals can be placed in boarding
homes at a substantially reduced cest. Charges of “wholesale
dumping” of patients have been made in several States. Acute
problems have been reported, most notably in California, Illinois,
and New York.

Supporting Paper No. 8
“ACCESS TO NURSING HOMES BY U.S. MINORITIES”

Only 4 percent of the 1 million nursing home patients in the
United States are members of minority groups, even though their
health needs are proportionately greater. Part of the problem is
caused by cost obstacles or lack of information about Medicaid.
Discrimination is the greatest obstacle to greater utilization by
blacks. But discrimination need not be overt; often relatives are
made to feel that their parent or grandparent would not be made
comfortable. In the case of Asian-Americans and Spanish-speak-
ing Americans, language barriers often cause insurmountable
difficulties. Cultural and other problems, including rural isola-
tion, cause problems to American Indians.

Members of minority groups at subcommittee hearings have
been sharply critical of the Nixon administration’s nursing home
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“reforms.” They protested the “arbitrary and punitive” closing of
a few minority owned nursing homes that do exist and the absence
of assistance to help upgrade standards.

Supposting Paper No. 9

“PROFITS AND THE NURSING HOME: INCENTIVES IN
FAVOR OF POOR CARE”

Profits by nursing homes have occasioned serious and persistent
controversy. Nursing home administrators say that Medicaid
reimbursement rates are low and that they can hardly become
the basis for profiteering. Critics say that the economics of nursing
home operation, supported in such large measure by public funds,
should be examined more clesely and publicly than they now are.

On the basis of available evidence, including a subcommittee
survey made in 1973-74, the subcommittee has found that the 106
publicly held corporations controlled 18 percent of the industry’s
beds and accounted for one-third of the industry’s $3.2 billicn
in revenue (as of 1972). Between 1969 and 1972 these corporations
experienced the following growth:

® 122.6 percent in total assets;

@ 149.5 percent in gross revenues; and

® 116 percent in average net income.

One recent HEW study, however, shows marginal rates of
return in a sample of 228 nursing homes. Thus, the issue is far
from settled. But a joint study—conducted by the General Ac-
counting Office and the subcommittee—suggest significant in-
creases in total assets, revenues, and profits for individual
operators as well.

Two final documents will be issued as part of this study: A
compendium of statements by national organizations and admin-
istration spokesmen, and a final report by the Subcommittee on
Long-Term Care. :
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NURSING HOME CARE IN THE UNITED
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NURSES IN NURSING HOMES: THE HEAVY BURDEN
(THE RELIANCE ON UNTRAINED AND UNLICENSED
PERSONNEL)

—Ordered to be printed

Mr. Moss, from the Special Committee on Aging,
submitted the following

REPORT
INTRODUCTION

Nursing homes, as seemingly implied by their very name, might be
expected to place major responsibility for patient care upon nurses.

But the name is misleading.

One government survey says that 80 percent of care in long-term
institutions is provided by aides aiid orderlies. Nurses were said to
perform only 17 percent of all tasks, and there is reason to believe that
even this overstates the case.

Throughout the nation, only 65,235 nurses are on duty in the 23,000
nursing homes now caring for'1 million patients.

And this number must be divided by three : the morning, afternoon,
and night shifts needed for 24-hour cave.!

As was seen in Supporting Paper No. 3, Doctors in Nursing Homes:
The Shunned Responsibility? there ave complex reasons for the
paucity of physicians in nursing homes.

The same is true of nursing.

This Supporting Paper explores those reasons.

! This division is not precisely equal. Government standards permit fewer nurses on
afternoon and night shifts. One expert witness commented : “The regulations seem to
suggest that at 3 p.m. every day, through 7 a.m. the following morning, skilled nursing
facilities suddenly become less il ‘and therefore less in need of the services of a registered
nurse (p. 2564, “Trends in Long-Term Care’).

2Issued on Mareh 3, 1975,
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It concludes that part of the problem arises from the early history
of nursing homes. Originally, they were viewed as secondary institu-
tions to which “chronic” hospital patients could be transferred. Physi-
cians tended to overlook patients transferred from hospitals to the
nursing homes, which began to proliferate slowly in the 1930’ and
markedly after World War I1. Lack of interest and close attention by
%octors forced heavy burdens on those nurses who were in nursing

omes.
_ Those nurses, even in the face of the remarkable growth in the nurs-
ing home field since passage of Medicare and Medicaid in 1965,
still face major difficulties:

—They must struggle against negative attitudes toward nursin
home care. The general public and fellow professionals tend to mgarg
their work as uninteresting, depressing, and even second-rate.

—They are saddled with more and more administrative responsi-
bilities, cutting down on the time they can devote to actual patient
care.

—They are hampered by a nursing shortage which tends to place
a low-priority on training nurses for care of the chronically ill, a field
receiving scant attention at most nursing schools.

—They face poor wages and working conditions in many institu-
tions. Scandals and persistent reports of abuses discourage even dedi-
cated nurses who have committed themselves to long-term care.

—They encounter fluctuating standards and regulations for nurs-
ing care in the Medicare and Medicaid programs. Despite persistent
Conlggessional'eﬁorts to upgrade these standards, the issue is far from
settled. -

These factors and others have made it difficult, if not impossible in
many cases, for the nurse in today’s nursing home to give the skilled,
professional, and motivated care historically associated with that
profession.

Fortunately, the American Nurses Association is taking positive ac-
tions to change this situation. One of their major initiatives was made
in response to an invitation by this subcommittee. ANA’s report,
“Nursing and Long-Term Care : Toward Quality Care for the Aging,”
is printed in this paper.

Buit it is essential that the Congress and the Administration should
do their share, as well. Confusion and stalemate on essential issues—
such as Federal support for nurses’ training, ratios of skilled person-
nel needed per nursing home patient, standards for inspection of nurs-
ing 'care, and upgrading of training for aides and orderlies—should
be overcome at the earliest possible date. _

Nursing homes should be places in which the nurse can proudly per-
form her (or his) essential, professional, and compassionate service to
humanity. :



PART 1

NURSES IN NURSING HOMES: THE HEAVY
BURDEN

The origin of present-day nursing homes in the United States can
be traced to the Social Security Act of 1935. In those years there was
a great public reaction against the public poor houses that were prev-
alent during the depression era. Accordingly, Congress mandated
that old age assistance funds could not go to persons in public insti-
tutions. However, these payments could go to the aged in private
boarding homes.

What naturally followed was a tremendous expansion in the num-
ber of boarding homes throughout America. In time these homes
began hiring nurses to take care of the infirm aged, and, soon there-
after, the term “nursing home” became widely used.

At that time, and even today, the term “nurse” was used to deseribe
a broad spectrum of nursing home employees. In reality, there are
three kinds of nursing personnel in nursing homes:

The professional, or registered nurses (hereinafter referred to as
RN) must complete a minimum of two years of education at an ac-
credited school of nursing.

The licensed practical nurses (or LPN) must complete one year of
instruction in a school of nursing or vocational training. In some cases
these nurses must first pass State equivalency exams before they can
claim the LPN title. :

No training, experience, or license is generally required to become
an aide or orderly. Whatever training they receive is usually in the
form of, in-service, or learn-by-doing, programs conducted in nursing
homes. In a few cases States have special training programs for these
employees. .

What functions are performed by these categories of employees?

THE ROLE AND DUTIES OF A REGISTERED NURSE

Registered nurses might be thought of -as. the axis of the nursing
home wheel. Ideally, they should provide much of the patient care.
They also should supervise other nursing home personnel and carry
out various administrative duties. , '

In describing patient care, it is important to differentiate between
medical care provided by physicians and nursing care provided by
nursing personnel. Physicians, and physicians alone. ate allowed to
diagnose disease and prescribe drugs and therapies designed to ame-
liorate the illness. Nurses have traditionally received guidance from
physicians in establishing a plan of treatment and for carrying out
such a plan.

(357)
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Some of the functions which RN’s perform include:
Dressings of all kinds
Clysis
Catheter insertion and changes
Impactions
Tube feeding
Oxygen therapy
‘Infravenous injections
Intramuscular injections
Dispensing medications
.Subecutaneous injections .
"Ostomy irrigations—all kinds
Ostoniy care . o
Urological irrigations—all kinds
-Ear and eye irrigations a ’ C
‘Lavage and gavage - C - o
Isolation '
Assistance with thoracentesis and paracentesis -
Suctions™ i , i e
Registered nurses are quick to stress that some of the funétions men-
tioned above should be performed only by a professional nurse; or,
put another way, they should not be performed by aides and orderlics.
They also stress that nurses have considerable room for independent
decisions with respect to patient care. One RN put it this way:
Nursing has been defined as a profession and, therefore, nurses do
have areas of independent judgment and action in the care of the
sick person. Bedsores, contractures (stiffening of muscles and joints)
and many of the horrendous conditions afflicting patients in nursing
homes are the direct reslt of inadequate professional nursing care—
mot inadequate medical care® = ‘ -
As important as these functions are, still other responsibilities oc-
cupy much of the time of a nursing home RN. Paul de Preaux, Ad-
ministrator of Church Homes, Inc., Hartford, Connecticut and former
President of the Connecticut Association of Homes for the Aged, com-
piled a partial list of such supervisory activities as follows:

DUTIES AND RESPONSIBILITIES OF A NURSING-
SUPERVISOR o

1. Development and maintenance of nursing service objectives.

2. Standards of nursing practice. . _

3. Nursing policy and procedure manuals. o :

4. Written job-descriptions of each level of nursing personnel.

5. Methods for coordination of nursing services with other patient
services. :

3 Letter to Senator Moss from R. ‘Allen, San .Franci'scd, Calif., dated October 5, 1971;
in committee files. - . Co. L -
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6. Recommending number and levels of nursing personnel {o be
_employed. )

7. Dispensing medications and rendering treatments.

& Supervising nursing personnel. S

9. Hiring and terminating nursing personnel.

10.” Indoctrination lectures. :

11. In-service training. ' . -

12. Making out time card and assignment sheets.” -

'13. Checking housekeeping and dietary personnel. - -

14. Maintaining patient’s records. ' ce

15. Consulting with:

Physicians Social workers
Patients Program directors
Patient’s families Bookkeepers’
Administrator Speech therapist
Dietician Physical therapist
Dentist Community services
Podiatrist Outside Professional
' Groups
16. Member of:
Utilization Review Com- Restorative Services
nmittee Group
Pharmacy Committee Infection Control Com-
Patient Care Policies mittee
Committee In-Service Training
Social Services Com- Committee
mittee

17. Documenting all the above.?

These heavy burdens place in proper perspective the present Federal
Medicare and Medicaid requirement which requires only one regis-
tered nurse for every participating nursing home on the day shift
and the minimum of an LPN on each of the other two shifts. (Fed-
eral requirements discussed in part 1, p. 378 of this Supporting Paper.)

THE ROLE OF LICENSED PRACTICAL NURSES

As implied from the last paragraph, LPN’s are functioning in the
stead of the RN. They are in charge of nursing in the absence of an
RN. They must perform all the supervisory functions listed above, the
care-giving and the administrative function. It is important to re-
emphasize that LPN’s generally are in charge of the 3 p.m. to 11 p.m.
afternoon shift and the 11 p.m. to 7 a.m. evening shift.

In addition to these functions. nurses are often asked to perform
administrative duties such as ordering supplies, answering the tele-
phone, and showing relatives or visitors around the nursing home.

ﬁl(‘zchtter to Senator Moss from Paul de Preaux dated October 12, 1973, in committee
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“ AIDES AND ORDERLIES

Aides and orderlies work under the direction of an RN or an LPN.
They are responsible for helping patients get out of bed and dressed
in the morning; they help wash the patient, make the beds, and clean
the rooms; they bring meals to the patients and feed them if they
are unable to feed themselves. They are often called upon to help
administer treatments, or distribute medications. Supporting Paper
No. 15 reports some of the disastrous results caused by untrained
aides providing treatments. Supporting Paper No. 2, in part, de-
scribes the results of allowing them to set up and pass medications.
Certainly not all aides and orderlies are incompetent, but far too many
receive little training, and consequently they should not be allowed
to perform certain duties. : :

I. HOW MANY RN’S; LPN’S, AIDES AND ORDERLIES ARE
-~ IN U.S. NURSING HOMES?

The table on page 361 provides an inventory of nursing home per-
sonnel. These figures clearly indicate the heavy reliance upon un-
licensed aides and orderlies in U.S. nursing homes.

The number of nursing home employees increased by 405 percent
from 1960 to 1970. In.1970, some 215,000, or 43 percent were aides and
orderlies (280,000 in 1972) ; 7 percent were professional nurses; and 8
percent were licensed practical nurses. Nursing home employees have
an average yearly turnover rate of 60 percent.®

In terms of the total U.S. health industry, nursing homes have a
disproportionate number of aides (26 percent of the 830,000 total).

. They account for few LPN’s (10 percent of 870,000) and for a
~miniscule number of the nation’s RN’s (.05 percent of 700,000) in 1970.

S See pages 169-204 of Supporting Paper No. 1, issued December 17, 1974.

¢See p. 2, White House Fact Sheet issued on August 18, 1971. This reference is re-
printed in ‘“Trends In Long-Term Care,” Part 18, hearing by the Subcommittee on Long-
Term Care, Washington, D.C., October 28, 1971, pp. 2017-19 ; “Nurging Homes and Related
Health Care Facilities,” U.S. Department of Labor, Manpower Administration. Industry
Manpower Surveys, No. 116, 1969, pp. 3-6 : Health Resources Statistics 1972-78, Depart-
ment of Health; Education, and Welfare, Health Services and Mental Health Administra-
tion, National Center for Fealth Statistics, p. 401: and ‘“‘A Business and Financial
Analysis of the Long-Term Care Industry (Interim Final Report),” U.S. Department of
Health,- Education, and Welfare, Health Resources Administration, National Center for
Health Statistics, prepared for the Office of Nursing Home Affairs (May 31, 1974).

Cd
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Occupational Composition of Employment

in Surveyed Nursing Homes and Related
Health Care Facilities.
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PROFESSIOVAL NURSES

In 1974 65,285 registered nurses were in nursing homes. They made
up 20 percent of all’ personnel in Connectlcut ang 3 percent in Okla-
homa and Arkansas, ' :
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. Registered nurses received $3.75 an hour on the average in 1970.
" They show a vacancy rate of § percent and a turnover rate of 71
percent a year.’

LICENSED PRACTICAL NURSES

There were some 40,000 licensed practical nurses employed in nurs-
ing homes in the United States in 1970. Twenty-five percent were
licensed by waiver (that is, by past experience rather than on the basis
of formal education). Licensed practical nurses received about $2.60
an hour for their work. They had a vacancy rate of 14 percent and a
turnover rate of 35 percent.®

AIDES AND ORDERLIES

Unlicensed personnel comprise 43 percent of the staff, and most are
women. The 215,000 aides and orderlies received an average of $1.70
an hour in 1970 for their work. They had a job vacancy rate of 4
percent and a turnover rate of 75 percent a year.’

RATIO OF EMPLOYEES TO PATIENTS

All in all, there were 5.3 nursing home employees for every 10
nursing home patients in 1971. General and surgical hospitals by
contrast average 26 employees for every 10 patients.’

The fact that there ave few RN’s in nursing homes is just as obvious
from testimony received by the Subcommittee as from statistics.

EARLY TESTIMONY ON NURSING SHORTAGES

In 1960 the Subcommittee on Problems of the Aged and Aging of
the Senate Committee on Labor and Public Welfare concluded :
Nursing home personnel lack the proper experience and training
to render skilled nursing.™
This factor, along with the shunning of responsibility for nursing
home patients by the medical profession, were the two most important
explanations for the Subcommittee’s charge that the quality of care in
America’s nursing homes was “generally inadequate.” ** The report
noted that only 18 percent of the nursing homes in Ohio had an RN
as their highest nursing officer with 74 percent having an LPN in that
position.*- :
The poor quality of nursing home care and the paucity of licensed
and professional nurses was a consistent theme in the Sugcommittee’s

T “Nursging Homes and Related Health Care Facilities,” U.S. Department of Labor, Man-
power Administration, Industry Manpower Surveys, No, 116, 1969, p. 8 ; see also: “Facts
‘About Nursing,” p. 7, American Nurses Association.

8 See footnote 7, pp. 10-11.

3 See footnote 7, p. 13. There were 280,000 aides and orderlies employed in 1972. Aldes
today average $2.00 per hour—the minimum wage.

10 Agssuming there are 1.1 million nursing home patients and 583,974 full-time employees
in 1971, the ratio would be .53 employees per patient. See footnote 6, White House Fact
Sheet, p. 2, indicates 900,000 patients in 1970 and 505,031 employees for a ratio of .67
for 1970. See also February 16, 1971, New York Times, pp. Al and 27. HEW advises that
there were 6.6 full time equivalent (FTE) employees for every 10 nursing home patients.
in 1973, while hospitals average 32.3 (FTE) employees for every 10 patients.

1 “The Aged and the Aging in the United States: A National Problem,” Subcommittee
on ]Pxéoblems of the Aging and Aged, U.S. Senate Committee on Labor and Public Welfare,.

"1z’ Source cited in footnote 11, p. 131.
18 §ource cited in footnote 11, p. 138.
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1965 hearings on nursing home problems.”* In Portland, Maine, the
Subcommittee heard that 32 percent of the nursing homes in that
State had no RN or LPN.** In Indiana 27 percent of the homes were
not adequately statfed; 20 percent had neither RN nor LPN.* The
Boston hearings followed newspaper charges that unlicensed personnel
working in nursing homes were responsible for reprehensible
conditions.?”

The Subcommittee in 1965, based on hearings and other studies,
concluded that 45 percent of America’s skilled nursing homes had no
registered nurse available.

“TRENDS IN LONG-TERM CXRE,” HEARINGS: 1969-73

More recent hearings by the Subcommittee on Long-Term Care have
focused on the question of whether there is a general nurse shortage
in the United States as well as a particular shortage in nursing homes.

The U.S. Department of Labor estimates that there is a shortage of
some 150.000 nurses in the United States.*® This problem is multiplied
by maldistribution, with severe shortages in some rural areas and too
many nurses in some urban areas. However, some people challenge the
notion of a nurse shortage with respect to nursing homes.

Dr. John Mason of the American Lutheran Church told the Com-
mittee that good nursing homes have no difficulty attracting nurses
even in rural areas where they would be in the shortest supply.?®

Mary Shaughnessey, testifying for the American Nurses’ Associa-
tion told the Subcommittee that about 400,000 RN’s have dropped out
of the work force.?” Reportedly, they have abandoned their nursing
careers for many reasons; some, of course, wish to raise families;
others because of dissatisfaction with their work role. Some claim
there are “inadequate definitions of the nurses’ role in the organiza-
tion, poor communication and coordination and unreasonable work
pressures.” Nurses more and more are demanding a larger role in
health care and no longer wish to see themselves as the “physician’s
technical assistant” or the “patient’s servant.” 2t

This search for greater responsibility, freedom of action and greater
approval could conceivably have the paradoxical effect of bringing
nurses into nursing homes. Clearly the nursing home offers the perfect
setting for the RN to perform in an expanded role, perhaps as a nurse
practitioner.?

A recent study in the publication Nursing Homes provides more
perspective on the question of whether there 1s a nurse shortage with-
in the specific context of nursing homes.

1 “Conditions and Problems in the Nation’s Nursing Homes,” Hearings by the Sub-
committee on Long-Term Care.

15 Source eited in footnote 14, p. 816.

16 Source cited in footnote 14, p. 7.

17 Boston Record American, August 3, 1965,

8 Letter to Senator Moss from Paul J. Fasser, Jr., Deputy Assistant Secretary for
Manpower and Manpower Administration. U.S. Dept. of Labor dated October 19, 1971.

1 “Trends in Long-Term Care,” Hearings by the Subcommittee on Long-Term Care, Part
1, July 30, 1969, p. 74.

20 Kource cited in footnote 19, p. 63.

# Source cited in footnote 19, p. 2086.

20n June 22, 1973 Senator Frank ‘Church and Senator Frank E. Moss introduced
legislation to provide funds to schools of nursing for the training of nurse practitioners.
The bill was numbered 8. 2052. Similar legislation was introduced by Senator Moss on
March 18, 1975 as S. 1160, passed Senate as an amendment to S. 60 on April 10, 1975.
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) The author cites time and motion studies conservatively indicat-
ing that nursing home RN’s spend an alarming 54 percent of their
time on non-nursing activities.

The study reports that administrative and clerical work such as
ordering supplies, preparing forms, and answering telephones con-
sumed 40 percent of the RN’s time. Other nursing tasks, many of
which could be performed by nurses aides, such as making beds and
bathing patients, accounted for 3 percent of the nurses time; and non-
work activity such as socializing, reading non-nursing magazines, eat-
ing meals and attending to personal hygiene accounted for 14 percent
of her time. In short only 43 perfent of the time was spent with tasks
properly performed by the registered nurse, such as administration
and recording of medications, preparing nurses’ notes, and instructing
or supervising other nursing personnel.*® :

These facts demonstrate that there are comparatively few RN’s
in nursing homes and that the ones who work in nursing homes
are generally overworked and burdened with administrative
duties. The general nurse shortage and the discontent with the
nurse’s traditional role may be part of the reason why there are
so few in nursing homes. Other reasons are examined in the fol-
lowing section. :

II. WHY NURSES AVOID NURSING HOMES

There are many reasons to explain the limited number of profes-
sional nurses in nursing homes. To begin with, Federal regulations
require registered nurses only in America’s 7,300 skilled nursing facili-
ties; even then only one RN is required 7 days a week (exceptions are
made in rural areas). Some nursing home operators, intent on limiting
costs.and increasing profits, have refused to hire more than the mini-
mum number of nurses required by law. Instead they seek to “make
do” with unlicensed aides and orderlies whom they need. pay only the
minimum wage. Other reasons more directly explain the comparative
absence of nurses. These include: the poor image of nursing homes,
poor. working conditions, low job satisfaction, low wages, and few.
fringe benefits. At the same time U.S. Schools of Nursing and Fed-
eral government programs have -failed to stress geriatrics in nurse
training programs. There is also a general dissatisfaction with the role

of nurses in the nursing home setting.

THE POOR TMAGE OF NURSING HOMES:
LOW WAGES AND FEW BENEFITS

Nurses, like doctors, want to feel that they are useful and contribut-
ing to the well-being of humanity. It is a commonly held opinion that
there is satisfaction associated with seeing patients improve and re-
turn home.from the hospital; conversely, such satisfaction is not
thought to be available in nursing homes. Dr. Victor Kassel, geriatri-

cian from Salt Lake City, Utah, put it this way:

_The nursing home is the low rung on the-ladder. Nurses
who have been in the hospital will not accept a job in a

28 “Tg There a Nurse Shortage?”, Nursing Homes, August 19, 1969, p. 17.
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nursing home even if you pay them a good salary. If they do
take a job, somebody will ask, “Why are you in a nursing
home; where did you foul up #” 2

In testimony before the Subcommittee, Mary E. Shaughnessey, RN,
speaking for the American Nurses’ Association, and Lois Knowles,
Assistant Dean of the University of Florida School of Nursing, ex-
plained why registered nurses by-pass nursing homes:

1. Nursing homes have a poor image as far as nurses are
concerned ;

2. The average nurse is ill-prepared to meet the needs of elderly
people with long-term, complex, medical problems without sup-
plementary training;

3. The difficulties of practicing safe nursing care according to
accepted standards of practice are very great because of restricted
policies or lack of policies in many of these institutions;

4. The lack of authority vested in the nursing service depart-
ment makes it very difficult to carry out the kind of care that is
required ;

5. The isolation of the nursing home from other health facili-
ties makes it an unpopular place to practice;

6. There is a lack of stimulation and support from nurses,
physicians, and other health workers; and

7. The poor overall administration of many of the facilities
prevents well prepared nurses from continuing to work in them.

Dean Knowles highlighted one of the less obvious reasons there are
few nurses in nursing homes: the design of long-term care facilities
and the delivery of services to their residents. Historically, nursing
homes evolved as sort of “junior hospitals” following the small hospi-
tal design with little thought as to what kind of services were needed
and if such a design would be the most appropriate means of reaching
those ends.?” Ms. Shaughnessey described this as the dilution of the
kind of services provided in a hospital by two-thirds or one-half.2¢
Both experts stressed that some attention should be given to clarifying
the product which nursing homes are to offer and to designing long-
term care services accordingly.

Ms. Shaughnessey and other witnesses before the Subcommittee have
reported a special dissatisfaction in some quarters of the nursing pro-
fession. Such unrest stems from the traditional perception of the
nurse’s role as one who works for and under the supervision of a phy-
sician. More and more nurses are coming to insist that they be given
credit for the wide degree of judgments they must make, and for
which, they are legally responsible. In addition to independent judg-
ment, many nurses believe that, with additional training, they could
perform many of the routine examination functions performed by
physicians. Registered nurses with such additional training would be
called nurse practitioners. Legislation has been introduced by Sena-
tor Frank Church, Chairman of the Senate Committee on Aging, and
Senator Frank I. Moss, Chairman of the Subcommittee on Long-
Term Care, would provide funds to schools of nursing to train nurse

2 Hearings cited in footnote 19, part 7, Salt Lake City, Utah, February 14. 1974,-p. 560.-
% Hearings cited in footnote 19, Part 2, St. Petersburg, Fla., january g, 1970, pp. 226-7.
* Hearings cited in footnote 19, Part 1, Washington,lD.(’)., July 30, 1969, .

50-127—75 3
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practitioners in geriatrics with the thought that they could provide
primary care in nursing homes.” ’ ] ] )

Despite the negative attitudes so often associated with nursing care
in nursing homes, it can be argued that special demands are made on
those who give such care. Patients often have three or four different
diseases at the same time, requiring sophisticated, as well as pro-
longed, attention. Sudden and marked changes in condition can occur
at any time of day or night. And, if the goal really is “restorative
nursing,” the challenge is even greater. o

Sister Marilyn Schwab, testifying on behalf of the Division of
Geriatric Nursing of the ANA, gave this view of that challenge
testimony in 1973.

ANA believes that guiding the innumerable activities
which constitute restorative nursing requires broad nursing
knowledge and skills, the exercise of sensitive clinical judg-
ments, persistence when progress seems halted, and the ability
to guide patients in forming positive attitudes and abandon-
ing old habits. One of the most important prerequisites of a
functioning program in restorative nursing is the capacity to
plan and direct the work of all members of the nursing care
team. Registered nurses are prepared by education to guide
and direct the work required to meet nursing care needs.”

U.S. SCHOOLS OF NURSING SHORTCHANGE
GERIATRICS

In early hearings conducted by the Subcommittee, it was a common
assertion that schools of nursing did not stress the care of the aged.
The same was true at the Subcommittee’s 1969-1973 hearings, where
the lack of training in geriatrics was given as one reason for the com-
paratively few professional nurses in nursing homes.

In order to document the degree to which schools of nursing empha-
size geriatrics, Senator Moss in November 1971 directed a question-
naire to all 1,072 U.S. schools of nursing, asking:

—Does your program now include or are you planning to make
geriatrics a specialty in your curriculum ?

—Do you have a program whereby students or interns can fulfill
requirements by working in nursing homes? .
—Does your nursing program in any other way serve nursing
homes?

Of the 512 returns received only 27 answered the first question in
the affirmative ; 274 answered that geriatrics was included in their cur-
riculum as part of a more general course on human development ; and
only 135 answered that they had a program whereby students worked
with nursing homes. '

Assuming that those who had programs in geriatrics would have
been the most likely to return the questionnaire, the result confirms
that comparatively few schools of nursing emphasize geriatrics to a
significant degree.

Largely as a result of leadership provided by the American Nurses
Association from 1971 through the present, however, the care of the

27 See footnote 22.
% Hearings cited in footnote 19, Part 21, Washington, D.C., October 10, 1973, p. 2576.
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aged has received greater prominence in many schools of nursing since
1971. But attention is still far short of what 1s required. For example,
there are presently no graduate programs for gerontological nursing.

WORKING CONDITIONS AND FRINGE BENEFITS

Until recently, literature in the field of Aging has tended to by-pass
all these explanations and assigned poor wages as the reason for the
high turnover of professional nurses in nursing homes. (Studies in-
dictate a turnover rate from 40 to 71 percent.) However, two sociolo-
gists assert, as a result of their extensive study,” that conditions and
fringe benefits may be the most important elements in the decision.
The study reported that for-profit nursing homes have twice the turn-
over rate of non-profit homes, while wages were about the same.

It added:

In other areas, however, the gap between the two types of
homes was marked. Almost all non-profit homes, for instance,
provided for paid vacations, sick leave, paid holidays, and
hospitalization insurance. Among the proprietaries, however,
only 85 percent were allowed sick leave, 22 percent holidays,
and 12 percent hospitalization.

The authors concluded that an even more important factor in the
turnover of nurses was “proprietary homes’ scanty services”:

Although all the homes retained a staff physician, many
lacked provision for dental care, radiologic services, a dieti-
tian or clinical librarian. Only half of the proprietaries had
an occupational or speech therapist, and only three of ten a
physical therapy program. Less than half had a recreational
area and only 12% had a library. All of these shortages, detri-
mental as they are to the level of care that can be provided,
the sociologists pointed out, meant that the nurses had to
carry a heavier load. “It may be that the nurses’ indication
upon leaving employment that the pay is too low does not
present the entire picture.

“What they may really mean is that the pay is too low con-
sidering the conditions in which work must be performed.”
Physicians involved with nursing home administration would
be better off to concentrate on improvement of facilities and
services rather than on attempting to raise salaries, the soci-
ologists conclude.®

TRAINING PROGRAMS IGNORE GERIATRICS

As of 1970 there were 144 separate programs administered by 13
separate agencies for the training of nurses and health care personnel.
Some 94 of these programs were exclusively for the training of nurs-
ing personnel. These 94 programs together received a total of $1.1
billion in fiscal 1970. Because it is impossible to separate the portion
of the other 50 programs that went for the training of nurses it 1s

» “Why Nurses Leave Nursing Homes,” Medical World News, March 28, 1973, p. 65.
Study by Robert Pecarchick of Penn. State University and Barden H. Nelson, Jr. of St.

Lawrence University.
® Source eited in footnote 29.
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impossible to tell exactly how much money is being spent to help train
nurses.*

Up until the present time there has been little utilization of these
programs to train personnel specifically for nursing homes and there
has been little emphasis on geriatric nursing generally.

However two programs now offer great promise:
® The Nurse Training Act of 1972 as sponsored by Senator Harrison

Williams included amendments which will allow nurses who elect

to work in proprietary health facilities to be eligible for the loan

forgiveness provisions of the act. Students who work in nonprofit
facilities, in theory, had been exempt in the past. The forgiveness
provisions apply only if nurses are willing to work in areas desig-
nated by the Secretary of HEW as “high need” areas.**

® The Comprehensive Manpower Training Act of 1971 provides spe-
cial project grants to schools of medicine, osteopathy, dentistry,
veterinary medicine, optometry, pharmacy and podiatry for several
purposes including: experimental teaching programs, new tech-
niques in the delivery of health care services, interdisciplinary train-
ing programs among schools of the health profession, other innova-
tions in education including traineeships in family medicine,
pediatrics, internal medicine or other health fields designated by
the Secretary. This is another program of potential benefit, and
hopefully geriatrics and geriatric nursing will receive the requisite
attention they deserve.®

Two other experimental programs deserve mention. The MEDIHC
(Military Experience Directed Into Health Careers) program admin-
istered by the National Institute of Health of HEW’s Public Health
Service in 1971 trained and placed 4,800 individuals into health careers
and an additiohal 7,200 returning servicemen in 1972.

The MEDEX (Medical Extension) program began with five ex-
perimental projects in medical schools in the following cities: Seattle,
Washington: Hanover, New Hampshire; Los Angeles, California;
Grand Forks, North Dakota; and Birmingham, Alabama. The pro-
gram consists of phases 1) university training and 2) on-the-job train-
g (preceptorship). Special emphasis in the MEDEX program is
placed on pediatrics, geriatrics, history taking, physical examination
and transition from military to civil medical practice. By June of 1973,
495 independent duty trained medical corpsmen had been enrolled and
120 were beginning their preceptorships.

III. CONSEQUENCES: POOR PATIENT CARE

British expert Dr. Lionel Z. Cosin, Clinical Director of the United
Oxford Hospital Geriatrics Unit in London, England, observed that
the absence of sufficient numbers of professional nurses trained in

3 Tnventory of Federal Programs That Support Health Manpower Training, 1970, Bureau
of, Health Manpower, National Institute of Health, Public Health Service, HEW, page III.

2 The Nurse Training Act of 1974, H.R. 17085, essentially an update and extenslon
of the original legislation was passed in December only to be vetoed by President Gerald
i‘ord. 1'.(F)he198%nate passed bill was reintroduced as S. 66 which passed the Senate on

pril 5 75.

33 The 1atest extension-of this program was in December 1974 through The Emergency
Job and Unemployment Assistance Act, Public Law 93-567. . . L

3 On March 18, 1975, Senator Moss introduced S. 1158 to extend the_MEDFfX program.
%\Jledical corpsmen trained in geriatrics could then assume much. of the byrden in, nursing

omes. s
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geriatrics is a primary reason for the problems in the American system
of long-term care.®® He and other experts have stressed that this ab-
sence results in the failure to perform necessary nursing services and
the heavy reliance upon aides and orderlies.

FAILURE TO PERFORM ROUTINE NURSING
SERVICES

Throughout its investigation the Subcommittee has received much
testimony and other evidence which pinpoints the nurse’s role in poor
patient care. Perhaps most serious are disclosures that routine medical
and nursing procedures intended to insure the maintenance and well-
being of the patient are not carried out. Perhaps most significant in
this respect was the 1971 study of 75 nursing homes conducted by the
Department of Health, Education, and Welfare. In that study, HEW
found that:

87% of the patients taking cardiovascular drugs (digitalis or
diuretics or both) 2ad not had a blood pressure reading in over a
year; and for 25% of these there was no diagnosis of heart disease
on the chart.

35% of the patients on phenothiazines had not had a blood
pressure recorded in more than a year. Some were taking two and
often three phenotriazine drugs concurrently.

Most of the patients reviewed were on one to four different
drugs; and many were taking from seven to twelve drugs; some
were on both psychotropic uppers and downers at the same time.

A third of the patients being treated for diabetes mellitus had
no diagnosis of diabetes on their charts; and over 10% of those
receiving insulin or oral hypoglycemic agents were not on dia-
betic diets; and a large number of these had not had a fasting
blood/sugar test in more than a year.

Revised treatment or medication orders had been written in
the past 30 days for only 18 percent of the patients.

40% had not been seen by a physician for over three months.

In the full year preceding reviews:

® Only 6% of the patients had had follow-up physical ex-
aminations

® Only 28% had had follow-up urinalyses

@ Only 20% had had follow-up hemoglobin/hematocrit
tests. ’

8% of the patients had decubitus ulcers; and 15% were visibly
unclean.

89% of the patients reviewed were inappropriately classified
and placed.

No nursing-care plans existed with respect to diets and fluids
for 19% ; personal care for 23% ; activities for 14% ; and individ-
ual treatment needs for 18% of the patients.

In-service staff training programs were conducted by only 39%
of the homes.®

% Hearing cited in footnote 19, Part 14, Washington, D.C., p. 1395.

% “Implications of Medical Review of Long-Term Care Facilitles,” bv Carl Flath,
consultant to the Health Services and Mental Health Administration, DHEW, October
1971, reprinted in Supporting Paper No. 2. p. 302.
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"The study eniphasizes: “These findings are neither isolated nor
atypical in terms of the rest of the country.”

RELIANCE ON UNTRAINED AND UNLICENSED
PERSONNEL

In order to understand the consequences of relying upon unlicensed
aides and orderlies, it is important at this point to take a closer look
at what they are. ~

What. is a nurse’s aide and what do they do?

The most comprehensive study on nurse’s aides available * describes
the following duties for nurses’ aides: . . .

They are responsible for bathing, dressing, feeding, toilet care,

- grooming, making beds, cleaning nightstands, passing trays and

fresh water, and generally observing the well-being of [the] resi-
dents. In some homes aides specialize: one may do all the groom-
ing; one may do skin care and treatments. In other homes experi-
* enced aides are “team leaders” and carry out these and other duties
with overall supervision by nurses. In still other homes, aides are
directly responsible to floor or unit charge nurses or to the director
-of nursing. Other activities, such as running a bingo game, shop-
ping for vesidents, or setting and styling ladies’ hair, are also
within the scope of the aide’s job.

Male nurses’ aides who perform these identical duties are usually
called “orderlies”. Other salient facts: -

. 1.-Most nurses’ aides and orderlies receive no training for their
jobs; 53 percent of those applying have no previous experience.®®

2. Aides have little formal education; only one-half of the 280,000
U.S. aides and orderlies are high school graduates. :

3. The turnover rate for aides is 75 percent a year.*® This leads some
operators to assert that there is no use in training people who will
stay only-a few days and then moveon. - ‘

4. Tt is very easy to obtain a job as a nurse’s aide or orderly in a nurs-
ing home. The ease in obtaining employment may attract drug addicts
and those with criminal records because references are seldom
checked®® - s .

5. The pay is low. Starting pay is usually the minimum wage of
$2.00 an hour or about $80 a week. The study adds: )

" To dramatize the importance of these poor wages, our data

show 38 percent of aides reporting themselves as the main support

" -'of their houseliolds, Job benefits are typically few, days off are

_ irregular and include only one or two weekends a month. Many

* aides report-that they are often called and persuaded to work on

their -days off. Several have told us they would like a ‘policy of
providing aides with two consecutive days off.4*

a1 “Nursing ﬁome Research Project—Report on Nurse Aides,” by Len Gottesman, Phila-
delphia Geriatrics Center, Spring 1972, p. 3.

3 Page 2760. Part 22, hearings cited in footnote 19. Profile of the Nurses Aide, An
Argument for Expanding Her Role as Psycho-Social Companion to Nursing Home Residents,
+ Susan SteHar Handschu and Leonard Gottesman, January 1972, >
-, 89 See statistics, p. — this report. Do T T B i

® See statistics, p. 362 this report. . o R T Lo

40 Hearings cited in footnote 19, Part 2. St. Petersburg, Fla.,, January 9, 1970, p. 184,

also Part 15, Chieago, Iil., September 15, 1971, p. 1456,
4 Source cited in footnote 37, p. 10.
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6. The work is very hard, undesirable and unpleasant. Few people
relish employment calling for cleaning up after the abandoned mem-
_ bers of society, many of whom are incontinent.

7. There is little hope for advancement. The chances for promotion
are slim and wages will never get much beyond the minimum wage.

The study sums up:

Tt would be difficult to find in our society a working role more
deserving of recognition and less recognized. We assign to this
group of workers the role and the functions of family members.
They give the care which relatives and friends are not available
to give. We believe that most often they do it with gentleness and
compassion. Yet we fail to define the role or develop it by means
of even the most minimal requirements.*?

To experts like Dr. Victor Kassel these facts speak volumes. He
insists that the level of patient care in nursing homes is dependent
on the training and competence of nurse’s aides.**

Miss Mary Shaughnessey, testifying for the American Nurses As-
sociation in the 1969 hearings, said :

Too long have we relegated the care of the long-term pa-
tient to persons least qualified to meet his needs. At this
moment in time we do not know how many nurses or what
kinds of nurses can best meet the needs of the long-term
patient. We do know that effective nursing service can only be
derived from the needs of patients and that the identification
of nursing needs requires clinical knowledge and expertise.*

"Lallie Lloyd, a member of the Nader Task Force on nursing home
problems, testified in December 1970:

Aides do all the work around the home. Everything but
medication. We do the baths, laundry, meals, dressing, clean-
ing, etc., and we don’t even get paid minimum wage. There-
fore, it’s to the home’s advantage to have lots of aides and
only one nurse.*?

Dr. Charles Kramer, President of the Kramer Foundation and
Clinical Director of the Plum Grove Nursing Home, told the
Committee:

What I am trying to say is that most of the patient care
is given by people with the least education in the psychology
of people, the sociology of old age, and the dynamics of inter-
personal relationships in the institution. This means that if
you are going to give patients the kind of care they need,
you have to train everyone in the institution.*

Reporters Mike Richardson and Peggy Vlarebome of the S¢. Peters-
burg Times, working in many Pinellas County (Florida) nursing
homes. prior to writing a series on nursing home problems, were

42 Source cited in footnote 37, p. 9.

43 Hearings cited in footnote 24, p. 560,

4 Hearings cited in footnote 19, p. 38.

+s Hearings cited in footnote 19, p. 881, Part 11,
4 Hearings cited in footnote 19, p. 1445, Part 15.
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critical of the “learn-by-doing” method for training aides, provided
this list of “Dos and Don’ts” for Nurse’s Aldes:

Don’t make trouble for your fellow employees. This means
yeu don’t report that the only nurse on the 3 p.m. to 11' p.m.
shift is not licensed in Florida. “She is a good nurse,” the
11 p.m. to 7 a.m. nurse tells you. .

Don’t do anything you don’t have to do. “The other shifts
don’t do any work, so why should we-" ) .

If you discover a wet bed at 2:30 a.m., don’t change it until
5:30, “so we don’t have to do it twice,” a nurse advised.

Don’t use cups or utensils used by patients; “you don’t
know what you might get from them.”

Don’t touch a runny bedsore because you might get a staph
infection. Let the other shifts worry about the patients get-
ting staph infections. .

Don’t waste your time talking to patients. “They’re so senile
they don’t know what you’re saying anyway.”

When you do talk to patients, talk as if they were children;
don’t ask if they have to go to the bathreom, ask, “De you
have to pee-pee?”

Don’t spend a lot of time feeding patients who can’t feed
themselves; they won’t know the difference.

If you have a headache, just ask the nurse for aspirin and
she will give you some of a welfare patient’s “and let someone
else pay for it.”

Don’t change the top sheet unless it is really soaked as the
patient will be charged extra for it. Presumaby the patient
would rather be wet and get a urine burn.

If patients “get in the way,” strap and lock them in their
chairs by day and their beds by night. Don’t bother checking
on them “vigilantly” as required by State law—a law un-
known to most caretakers and ignored by the others.

If you have a patient who uses a catheter, “irrigate it when
you get a chance” instead of every eight hours as required, a
nurse said. Do it when you can—right or wrong.*”

Dr. Raymond Benack, founder of the American Association of Nurs-
ing Home Physicians, and President of the Maryland Association of
Physicians in Chronic Disease Facilities, contends that 90 percent of
the medical care in Maryland and the United States is being given
by untrained and poorly educated aides and orderlies.** Dr. Benack
1s not alone in this view. He is supported by a report from the Surgeon
General of the United States and by an October 1970 HEW study
which notes:

Eighty-one percent of the nursing care tendered to patients was
given by ancillary personnel (74 percent by aides and 7 percent by
others, principally relatives) ; the LPN gave 12 percent and the
RN 7 percent. The report goes on to comment that the 7 percent
figure for RN’s is somewhat lower than expected but is explained

47 Hearings cited in footnote 19, p. 206, Part 2.
¢ Baltimore Sun, January 21, 1971.
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by the fact that the role of the RN in the nursing home is pri-
marily one of administration and supervision of the nursing staff.**

THE END RESULT: PATIENTS SUFFER

The heavy reliance on untrained and unlicensed personnel predict-
ably results in poor patient care. Through trial and error some of these
employees become very competent, but many do not. The work is dif-
ficult and unpleasant and attracts only those from the lowest rungs
of the economic ladder. Understandably, some take their work less
than seriously. For example:

Mrs. Ida Mae Dentler, Chairman of the Citizens Committee HELP
(Helpless Elderly Lonely People) in Houston, Texas, after several
years of investigation in Texas nursing homes concludes “that 50 per-
cent of the complaints against nursing homes in her State were caused
by unlicensed, uncontrolled health care workers.” 3 Mrs. Dentler pro-
vides a list of complaints against aides compiled from her records
including:

® Drinking on the job

G Sleeping on duty

®© Abusing patients

O Stealing patient’s belongings

© Showering individuals in hot or cold water as punishment
@ Eating patient’s food

O Stealing medications %

Most of the complaints received by the Subcommittee relating to
the failures of aides and orderlies fell into the following categories:
drug problems, theft and negligence.

EXAMPLES OF POOR CARE: DRUGS

Mrs. Daphne Krause of the Minneapolis Age and Opportunity Cen-
ter whose staff worked with the Committee in preparation of the
Minneapolis hearing in November 1971 provided the following sum-
mary and examples of abuse from sworn affidavits presented to the
Committee :

We will see that the responsibility for nursing care falls pri-
marily on the nurse’s aides and orderlies, hired literally off the
street and paid the minimum wages, at the same time asked to
undertake one of the most difficult jobs imaginable. Because the
aides are untrained, perhaps unschooled, overworked, and poorly
paid, poor care results. Nurse’s aides on their own initiative pre-
scribe drugs for patients and even assess the cause of death to be
recorded on death certificates.

For the beleaguered nurse’s aides tranquilizers are a happy solu-
tion. If patients are sedated, they cause the staff few problems.

4 Nursing Home Research Study, Quantitative Measurement of Nursing Homes. October
1970, HEW, Public Health Service, National Institute of Health, Bureau of Manpower
Education, prepared by Eleanor M. McKnight, p. 19 : see also p. 358 this report.

5 Jetter to Senator Moss dated January 12, 1972, in committee files.

61 Source cited in footnote 50.

52 §ee Supporting Paper No. 1, “The Litany of Nursing Home Abuses and An Ex-
amination of the Roots of Controversy.”
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The administrator is happy, too, because bed-bound patients bring
the highest rate of reimbursement.

From the affidavit of nurse’s aide Barbara Lace, re the David
Herman Nursing Home : :

There is a heavy use of tranquilizers on our floor. We had
a discussion about, this once and I got kind of angry and told
the nurse. There have been times when they woke the pa-
tients in order to give them tranquilizers so that the patients
would stay out of their hair. By keeping the patients drugged
up, they are being turned into vegetables. Many of these pa-
tients are having psychological problems that they are not
being treated. They are medicated so that we don’t have to
deal with them.

From the affidavit of L.P.N. Kay Schallberg, re the Crystal
Lake Nursing Home:

This nurse would also deliberately increase the dosage of a
sedative much higher than the prescription in order to quiet
down patients, but then she would put on the chart that she
had administered the required dosage. She would take seda-

t%lves from the prescriptions of other patients in order to do
this.

HFrom the affidavit of orderly Dan Henry, re the 2200 Park Nursing
ome:

My impression was that they would hire anyone off the
streets who would come and could stand the conditions and
would accept the wages they offered.

I was given absolutely no training whatsoever in the pass-
ing of medication; however, I did this on a regular basis.
Nurse’s aides would also pass medications, and they did not
have training in the effects of medications. All the nurses,
nurse’s aides, and orderlies had access to the narcotics cabinet.
It was very common when there were drugs left over from a
patient who had left or had died to re-use these drugs.s

Doris Allemand, RN, writing in the November 16, 1969, edition of
Hospitals, notes that drugs are stored in nursing homes without the
continuing presence of the pharmacist. She describes a serious prob-
lem in nurses—or even aides—accepting unwritten orders from physi-
cians to dispense drugs. She notes the possibility the drug prescribed
will not be compatible with those the patient is already receiving. She
states that some employees feel it is wasteful to destroy drugs belong-
ing to dead and discharged patients. “Employees may build up stock-
giles yhich may be the source of improper or the illegal use of

rugs.” 54

In Chicago, Mr. Bill Recktenwald, Chief Investigator with the Bet-
ter Government Association which helped the Committee with its
Chicago inquiries, testified that he applied for a job as a janitor in one
Chicago nursing home : although he clearly stated he had no experience
except janitorial he was hired as a nurse’s aide and within a short time

53 Hearings cited in footnote 19, pp. 2097-8, Part 194,
5t Hospitals, November 16, 1969, p. S6.
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was on the home’s third floor administering medications with the keys
to the medication and narcotics cabinet on his belt.>s

He also testified that during an investigation of Chicago nursing
homes with the Chicago Tribune Task Force he learned that one of
Chicago’s “flea bag” hotels was the recruitment center for nursing
home orderlies. He investigated and found the story true. Residents
were told that if they would board a nearby bus and agree to serve as
orderlies at a nearby nursing home for a month that they would have
their board and room plus $40 and a bottle of wine at the end of the
month.®® _ )

Mrs. Krause provided numerous other examples of aides having
access to medications and narcotics cabinets including :

(a) From the affidavit of L.P.N. Kay Schallberg, re the Crystal
Lake Nursing Home :

On my shift an aide would work the first floor and had the
key for the medications. This aide would set up the medica-
tions and pass.them, and then would set up the medications
for the morning shift.

(b) From the affidavit of nurse’s aide Barbara Lace, re the
David Herman Nursing Home:

The setting up of medications should be done by an RN,
but on weekends, the key to the medications room and the
narcotics cabinet 1s given to aides. T have seen a nurse stealing
meds.

(c¢) From the affidavit of Occupational Therapist Assistant
Sandra Dhar, re the White Bear Lake Nursing Home:

I have seen aides training aides to set up medications for
passing. In direct violation of State regulations.

(d) From the affidavit of L.P.N. Nancy Fox, re the Woods
No. 2 Nursing Home:

Medications have already been meted out onto trays by the
night aide, Here, aides pour and administer medications, 1n
spite of the fact . . . that they have no idea what they are giv-
ing or why. Digitalis is shoved down throats, pulses are never
taken.

(e) From the affidavit of nurse’s aide Gladys Danielson, re
the Bryn Mawr Nursing Home:

There is a constant problem with the giving out of medi-
cines. There is an aide who has no nursing training who
occasionally gives insulin injections. On one occasion she gave
one diabetic patient an injection of insulin in the morning
and did not mark it up in the day book. Later that morning
an L.P.N. gave her another injection, and I had to feed her
sweets all day long.

Medications are often set up by aides, only occasionally by
R.N.’s. They make mistakes often. They mix up the pills or

55 Fearings cited in footnote 19, p. 1456, Part 15.
56 Hearings cited in footnote 19, p. 1032.
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leave some out, and the aides do not check to be sure the pills
are taken. Many times my sister has found pills of my
mother’s on the floor at night.®

Further evidence of the lack of control on nursing home drugs
and the effect on patient is contained in Supporting Paper Number 2.
Given the fact that untrained and unlicensed personnel have access
to the medication room in many U.S. nursing homes and because they
-set up and pass drugs and sometimes even prescribe drugs and tran-
quilizers on their own initiative there is little wonder the incidence
of drugs administered in error may be as high as 40 percent.”® The
consequences to the patient are severe and sometimes tragic.

THEFT

Mrs. Daphne Krause told the Committee of the frequent occur-
rences of theft in U.S. nursing homes, providing the following from
her collection of sworn affidavits: .

There are also numerous examples of misappropriation and
theft in the nursing homes. It seems that anythin% is worth steal-
ing. On the other hand, some things merely get lost because the
staff can’t keep track of the personal effects of patients. In other
instances, money belonging to patients, whether in cash or checks,
has been apparently appropriated to their own use by unserupu-
lous operators. Here are some examples.

From the affidavit of relative Ruth Lehman, re the Crystal
Lake Nursing home:

Money was stolen from Mrs. Eight while she was in this
home. Mrs. Eight had a little money in her billfold. Bud
would see to it that she always had a little money to spend
1f she needed it. She got $9 a month from the welfare and
he’d always give her a little bit more in case she wanted to
get a permanent or something. At one point she had about
$50 in her billfold because she wanted to get her hair fixed
and buy a few things. So Bud wanted to make sure she had
enough money so that on the weekend she could do what she
needed to do. But Mrs. Eight never did get a chance to go
down to do that at that point, and a few days later she told
Bud that she didn’t want to keep that much money around
and would he please take $35 out of there and leave her $15.
Bud said OK and went over to get the money and it was all
gone, someone had taken it. . .. She had unfortunately no
place to lock this money up, and at one point someone stole
over $100 from her. She was so upset from this that she didn’t
sleep for a week. : '

‘From the affidavit of orderly J ohn Marotz, re the Capitol View
Nursing Home:

O_fte_n they will leave the home without their teeth, without,
their rings, watches, and without any personal effects which

67 Hearings cited in footnote 19, p. 2098. Part 194, ) '
58 See pp. 250-56, Supporting Paper No. 2, “Drugs in Nursing Homes: Misuse, High
Costs, and Kickbacks.”
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they had come in with. One patient bought a brand-new suit
because he knew he was going to die before too long. When he
died he left the home without that suit. It was never found.
* * * Employees regularly take food and groceries from the
home. One time a 50-pound roast disappeared.

Trom the affidavit of nurse’s aide Barbara Lace, re the David
Herman Nursing Home:

Of the welfare money allotted to the patients, they are
allowed to keep $2 with them on the floor. Al}y more than
that is kept in the office. If they go to the hairdresser, the
transaction is then carried through the business office. How-
ever, there was a woman who received $5 for a Mother’s Day

resent. They talked her into putting the money in the office.
IS)he agreed and was assured that she could get the money any
time she wanted. When she wanted to send it to a grand-
son, someone went down to get it and they were told that
the $5 had been taken because the husband owed the nursing
home $25. Now he owed them only $20.5

NEGLIGENCE

Committee files are full with examples where the neglect of aides
and orderlies has resulted in the death and injury of patients. There
were numerous examples in the Chicago hearings where a patient
was allowed to both smoke and drink in bed, dropped a2 match and
became a human torch.®® Another example related to the mother of
a patient who faced an amputation of her leg due to the negligence
on the part of the staff in leaving early gangrene unattended despite
repeated pleas from the daughter.®* Other examples relate to patients
contracting infectious disease because of the lack of proper hygiene.

All of these examples and many, many more can be found through-
out the Committee hearings and records. Each of these examples are
rather extreme. An even more common occurrence is negligence in the
performance of essential tests. Several studies have indicated that
essential tests are not being performed on about 40 percent of the
patients.

In one study 37 percent of the patients taking cardiovascular drugs,
such as digitalis, had not had their blood pressure taken for more than
a year prior to the taking of these drugs; 35 percent of patients taking
drugs which might have lowered their blood pressure markedly did
not have their blood pressure reading taken for over a year.®®

In short, the results which flow from the reliance on untrained aides
and orderiies to provide 80-90 percent of the care offered in today’s
nursing homes is predictable. Put simply, it means no care or poor care
and in all too many cases, negligence and abuse.®®

@ Hearings clted in footnote 19, p. 2107, Part 19A,

@ In committee files dated December 31, 1970,

61 Hearings cited in footnote 19, pp. 999-1002, Part 12.
o2 Hearings cited in footnote 19, p. 317, Part 3.

63 See p. 370, this report.
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IV. MEDICARE AND MEDICAID: FEDERAL NURSE
COVERAGE REQUIREMENTS

Medicare and Medicaid standards for skilled nursing facilities were
unified in 1972. Some 7,300 of the 23,000 U.S. nursing homes partici-
pate in one or both programs offering skilled nursing care. A second
level of care called intermediate care is offered under the Medicaid pro-
gram where some 8,500 homes participate. The remaining 7,200 homes
are largely personal care homes offering minimal nursing services.
There are Federal nursing standards with respect to skilled nursing
and intermediate care facilities as set forth below. There are no Fed-
eral standards for personal care homes; if there are regulations at all,
they are State regulations.®*

" SKILLED NURSING FACILITY STANDARDS

Every Skilled Nursing Facility (whether participating in Medicare
or Medicaid) must have the minimum of one registered nurse in charge
of nursing on the day shift, 8 hours a day, 7 days a week. In.add