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RESOLVES OF 1962, —  Chapter 138
C h a p . 1 3 8 . R e s o l v e  p r o v i d i n g  f o r  a  s t u d y  b y  a  s p e c i a l  u n p a i d  c o m m i s s i o n

RELATIVE TO TH E LAW S RELATING TO CONVALESCENT OR N U R SIN G  H OM ES, 

AND TO TH E STANDARDS AND COSTS THEREOF.

Resolved, That an unpaid special commission, consisting of three m em bers  
of the senate, five m em bers of the house of representatives, and three persons 
to be appointed by the governor, is hereby established for the purpose of m ak
ing a study of the laws governing convalescent or nursing homes, and the 
medical and nursing care of recipients o f public aid, the standard of care 
which should be provided to such recipients, the cost of such care, the com 
parative cost to the taxpayer of convalescent or nursing hom e care in private 
convalescent or nursing hom es and in public institutions, the administration  
and operation of said convalescent or nursing homes, the qualifications of the 
personnel employed therein, and such other m atters as m ay be necessary to 
provide better nursing care and attendance, and reducing the costs thereof.

Approved, July 21, 1962.
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FOREWORD

In creating this commission, the General Court intended that 
seven specific areas of study be considered with the end view being 
“to provide better nursing care and attendance, and reducing the 
costs thereof.”

As indicated in the authorizing resolve, these study areas are:

1. The laws governing convalescent or nursing homes;
2. The medical and nursing care of recipients of public aid;
3. The standard of care which should be provided to such recip

ients;
4. The cost of such care;
5. The comparative cost to the taxpayer of convalescent or 

nursing home care in private convalescent or nursing homes 
and in public institutions;

6. The administration and operation of convalescent or nursing 
homes;

7. The qualifications of personnel employed therein.

An eighth area authorized, embraces “such other matters as may 
be necessary.”

It is the intention of the commission to cover all of these areas 
briefly in this interim report so that the members of the General 
Court will at least become acquainted with the magnitude of the 
problem and the pressing need for a stricter public regulation of 
the nursing home business in this Commonwealth. A later report 
of this commission will develop specific recommendations relating 
to the substandard operations and practices in the nursing home 
field which have been discovered and enumerated herein.

This commission was activated at mid-October of 1962 and with
in two months, seven plenary sessions were held. Soon after its or
ganizational meeting the commission contacted all other states for 
the dual purpose of examining their statutes and regulations, and



evaluating their experience in the nursing field. At the same time 
contacts were made with many agencies at the federal, state and 
local level, and with professional people, whose experience has 
been considered of value.

Numerous conferences and discussions have been held with the 
Division of Hospital Facilities of the State Department of Public 
Health. This Division, charged with the responsibility of establish
ing standards for nursing home care, is also the licensing authority. 
The Director of the Division has, on several occasions, testified 
before this commission and has provided much assistance in the 
way of professional advice, statistical information and an appraisal 
of the regulatory problems related to the administration of nursing 
home laws. At the request of the commission, the Division has sub
mitted recommendations and suggestions for correction and im
provement of the present regulatory operation. Some of this in
formation is appended to this report.

In addition, we have had the benefit of consultation with and the 
associated endeavor of the experts who serve either on the com
mission itself or on its staff of invited specialists. We would be 
remiss if we did not gratefully acknowledge the efforts of Dr. 
Charles D. Bonner, Director of Rehabilitation, Holy Ghost Hospi
tal in Cambridge; Mr. John Carroll, former Chairman, Boston 
Housing Authority; Mr. Arthur J. Champigny, formerly Food 
Service Director at Union Hospital, Lynn and presently Assistant 
Food Director at Merrimack College, North Andover; Dr. Maurice 
I. Cowin, a member of the State Welfare Advisory Board; 
Allan Robinson, Esq., Counsel; Professor Robert Morris of Brandeis 
University; Mrs. Hazelle Ferguson, Clinical Instructor and Super
visor, Boston Sanatorium, and a member of the State Board of 
Registration in Nursing; Mr. Robert D. Webb of the Legislative 
Research Bureau; and Mr. Ernest Stansfield, Special Investigator.

In the near future, we expect to have the benefit of advice from 
Doctors Leon J. Taubenhaus and James E. C. Walker, eminent 
authorities in the field of inquiry.

In compliance with the mandate of the Legislature, a compre
hensive, we may truthfully say, exhaustive inspection, survey and 
sampling of almost 60 nursing homes has been made to date. Some 
of the homes inspected were chosen because of complaints received



from public and private sources. The remainder were selected at 
random but with consideration as to location, construction, patient 
population, and nature of ownership. A compilation and analysis 
of the results of our inspections are appended. Almost all of the 
major complaints were conscientiously investigated, during which 
the principals and such other persons who might subsequently 
become material witnesses in executive session or elsewhere were 
interviewed. Each day new leads appear for investigation and 
possible development of correction and improvement of the sub
ject matter. Time could help immeasurably in evaluating the con
tent of new material.

In the Bibliography of this report we list those organizations 
and individuals who have so unstintingly given of their time, talent, 
literature and files to the workday and aims of this commission, 
hoping that in the process none are overlooked or unappreciated; 
we freely and gratefully acknowledge that we have adopted, in 
some instances, generous segments thereof for this Interim Report.

CHAPTER I. THE GROWTH OF NURSING HOMES:
A  NATIONAL CHALLENGE

A National Problem

Our research and analysis of the information and data that 
we have gathered from various sources throughout the nation 
clearly establish the fact that in the nursing home field there 
exists a major problem national in scope, confined to no particular 
aspect of the industry but permeating the whole. The conditions 
prevailing in nursing homes in this Commonwealth are strikingly 
similar to those existing in nursing homes located elsewhere. Like
wise, the deep public concern in this Commonwealth that has been 
bred by such conditions is shared by responsible agencies and 
authorities in other states with whom we have corresponded.

Of one thing we are certain: If present conditions in this field 
are allowed to continue, our anxiety will not abate. Instead, we ex
pect that, without corrective action, public apprehension will mar
shal far sterner measures than we now contemplate to be necessary.



For the simple fact is that almost every family in (he country has 
been, is now, or conceivably could be in the foreseeable future, 
affected in some way by a nursing or convalescent home. We shall 
discuss at some length the reasons for this effect.

Function of a Nursing Home

First, however, the pertinent question to be answered is: What is 
a nursing or convalescent home?

For the purpose of definition, in Massachusetts it is held to be:
“A ny institution, however named, whether conducted for charity or for 

profit, which is advertised, announced or maintained for the express or 
implied purpose of caring for three or more persons admitted thereto for 
the purpose of nursing or convalescent care.” (Sec. I -B -l , Dept, of Public 
Health Rules and Regulations.)

By comparison, the Public Health Service of the United States 
Department of Health, Education and Welfare, and other compa
rable state agencies seemingly prefer the following:

“ The term  ‘nursing hom e’ for the purposes of this Directory, means a 
facility designated, staffed, and equipped for the accommodation of individ
uals who are not in need of hospital care, but who require nursing care and 
related medical services, which are prescribed by or performed under the 
general direction of persons licensed to provide such care or services in ac
cordance with the laws of the State where the facility is located.”

While one may lean to the fuller description, the difference, it 
seems, is one of semantics.

In some jurisdictions, a distinction is made between nursing 
homes and convalescent homes, but here in Massachusetts, the 
terms “nursing homes” and “ convalescent homes,” are synonymous 
as to definition and treatment.

In general, a “nursing home” provides such personal care as 
help in walking, getting in and out o f bed, assistance with bathing, 
help with dressing or feeding, preparation o f special diet, super
vision o f medications which can be self-administered, services
which require some nursing skill beyond that which an ordinary 
untrained person can adequately administer, such as full bed baths, 
enemas, irrigations, catherizations, applications of dressing or



bandages, administration of medicines by any method ordered by 
a physician such as hypodermic or rectal in addition to oral, and 
carrying out other treatments prescribed by the physician which 
involve a like degree of complexity and skill. Such services may be 
provided by a registered professional nurse, or a licensed practical 
nurse under supervision.

Growth Pattern and Factors Responsible

Growth of Homes. The nursing home is a relatively new institu
tion in American life. Few such homes existed before 1930. From 
1934 to 1954 the number increased twentyfold. A 1939 study re
ported about 1,200 nursing convalescent and rest homes in the 
United States, with approximately 25,000 beds. The 1954 inventory 
of nursing homes and related facilities (for the most part proprie
tary as distinguished from non-profit) compiled by the United 
States Public Health Service, showed that the number had in
creased to an estimated 25,000 homes with 450,000 beds. In our 
state, the rise from 1949, the initial year of state regulation, to 
1961, has been meteoric; over 100% in twelve years. Figure 1 
dramatically demonstrates this rapid expansion of facilities. The 
Director of the Division of Hospital Facilities recently testified 
that in the 12-month period ending in mid-December 1962, there 
had been an increase of 2,000 beds in Massachusetts nursing 
homes.1

Growing Percentage of Aged in Total Population. Several 
factors have contributed to the growing need for nursing home 
care. A basic factor is old age, fashionably titled “geriatrics” in 
our time. Both the total number and the percentage of aged 
persons in the population have increased and continue to increase.

Heretofore, we have been inclined to employ the expression 
“Population Explosion” in connection with the phenomenon of 
childbirth, but now it could very well be extended to include the 
phenomenon of old age.

1 Testim ony before Division of Hospital Costs and Finances, Public Hearing, 
Gardner Auditorium, December 11, 1962.
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Some of us have looked upon the passage, “ the years of Man 
shall be as threescore and ten,” merely as a well-turned phrase or 
cabalistic formula, but in the study of nursing homes one some
times pauses to re-examine this passage and marvel at its sagacity. 
The average age in a nursing home in this state, as in most of the 
states, is more apt to be near eighty. But octogenarians are not 
uncommon in the patient population and there are more in the 
age ninety group than one would suppose. We wish we could re
port this is a happy attainment in life, but we really cannot, con
sidering the conditions under which many of the patients live or 
exist.

Since 1900, the number of persons 65 and over in the United 
States has quadrupled while the total population has doubled. In 
1900, only one person in 25 was aged 65 or over, but by 1950, the 
ratio had grown to one in 12. More than 900,000 Americans in 
1960 were aged 85 or over —  a phenomenal increase in the last 40 
years. The average life expectation has increased 18 years since 
1900.

In prolonging life, in cooperation with the Maker, of course, one 
wonders sometimes whether we are producing a blessing or a 
scourge. By 1980, it is suggested by astute observers and students 
of the problem, there will be 30 million Americans over 65, where
as today there are 17,500,000. Many o f these will be candidates for 
nursing homes. Whether this will be an occasion for rejoicing or 
cause for condolence will depend largely on how much improve
ment can be brought about in a presently distressing situation.

Currently, it is estimated that over 90% of individuals in pro
prietary nursing homes are beyond the age of 65. The average age 
of nursing home patients for the nation is 80. Most of them can
not walk alone, and over 20.4% are bedfast. One fourth lack both 
bladder and bowel control. Further, 65.6% are suffering from 
cardiovascular disorders, 56.1% are mentally confused, and 5.8% 
suffer from paralytic diseases. Arthritic and rheumatic conditions 
are rife. A number are afflicted with cancer and similar terminal 
ailments. One out of 30 patients is totally blind. We hardly need 
stress the fact that the typical nursing home patient is so aged



and infirm that he is helplessly dependent upon others. One of the 
“others” is Government. Government has, and increasingly wiU 
have a responsibility to protect him from exploitation, neglect or 
abuse.

Changing Social Conditions. The presence of other factors serves 
only to point up more sharply the plight of many old people and 
the need of a sheltering wing for their protection as well as a 
definite and enforceable assurance, legal, if necessary, of a digni
fied and tolerable existence.

An example of one o f these other factors is the changing role 
of the family. Families today live in smaller houses and move more 
frequently than in the past, making it more difficult to care for 
an aged relative in the home. It must be apparent to all of us that 
the pattern of family life in the United States has been undergoing 
a period of transition. The large, Victorian, three-generation home 
is now a rarity. In such a home grandparents could be cared for 
with comparative ease. In fact, they could often make a contribution 
to the family through caring for children or doing some chores. 
The responsibilities o f the older person could be adjusted to his 
capabilities, and space in the home was not at a premium.

In contrast, today most of the population live in small urban 
and suburban houses or apartments, and families move about more 
frequently. As a result, grandparents often cannot be assimilated 
into the family home and retired relatives tend to be an economic 
drain on an already strained budget. Families depend on cash 
income and put less labor into meeting their own needs in the 
home or on the farm. Like government, the average family runs 
a tight race between income and expenditures.

Social Attitudes. Attitudes and social programs have not kept 
pace with this changing situation. Both public and private housing 
developments have lagged in providing suitable housing for the 
older single person or couple. Children frequently feel a sense of 
guilt in sending an elderly parent to a nursing home. Parents often 
feel that their children have failed them when the children place 
them in a nursing home and that they are simply being “put away 
to die.”



The descriptions above are based to a considerable extent on in
dividual circumstances. Unfortunately, many aged persons are not 
indulged much consideration or display or degree of conscience. 
They are the ones who are obliged to live in nursing homes because 
of indifference or outright abandonment on the part of their chil
dren or relatives.

Another cause of increased need for nursing homes may be 
traced to the effects of the national economy, national attitudes 
and industrial practices. With arbitrary retirement upon the at
tainment of a certain age limit, the opportunities for other or con
tinued employment of the older worker have become much more 
limited. The worker is left with several years of retirement, 
usually on a restricted income, and with little opportunity to con
tribute to the productive process. Under such circumstances, the 
maintenance of the family home or even an apartment or comfort
ably furnished room, becomes much more difficult. In such inac
tivity the seeds of degeneration find fertile ground.

Economic Factor. Frequently, because their own children have 
to be educated, taxes are so devouring and the cost of living to 
maintain the “American Way of Life” so demanding, both hus
band and wife in a family go out to work at their respective or 
even multiple jobs and so find themselves incapable of caring for 
their aged parents.

Advances in Medical Science. In a search for causes and effects, 
no study of this nature could be complete unless it contained the 
vital information that the advance of medical science probably is 
the largest single factor contributing to the present need for nurs
ing homes.

At the turn of this century, the diseases responsible for the ma
jority of deaths were those which usually occurred early in life, 
caused immediate severe illness, and killed rapidly. These illnesses 
included diphtheria, smallpox, typhoid fever, dysentery, pneu
monia, and other acute infectious diseases.

Environmental sanitation, immunization, and other similar 
public health techniques have in large measure brought most acute 
infectious diseases under control. As a result, the leading causes 
of death today are diseases of the heart, arteriosclerosis, cancer, 
nephritis, and other long-term diseases.



Chronic diseases occur predominantly among persons in the 
middle and later years of life. Characteristically, they begin 
slowly, progress gradually, and terminate only after months or 
years of slowly increasing disability.

This change in the chief causes of illness and death clearly has 
increased the need for personal care and skilled nursing services. 
More people are suffering for longer periods from chronic dis
eases, which drastically curtail their ability to care for themselves.

Significantly a disproportionate number of elderly persons are 
affected by a chronic disability. More than 11 million individuals, 
or more than three-fourths o f all persons aged 65 or older who 
were not in institutions, had some kind of chronic condition, and 
of the persons 75 or older, 83 percent had one or more such con
ditions.

The increasing coincidence of chronic conditions with advancing 
age and the greater need for health care are accompanied by a 
generally lessened financial ability to meet the costs of such care. 
While the economic situation of the aged has improved during the 
past ten years, the median income of all persons 65 and older was 
less than $1,000 in 1959, according to the Bureau of Census. But 
persons in this group spend nearly twice as much per capita for 
medical care as the general population.

The success of the medical profession in dealing with infectious 
diseases gives hope that similar progress may eventually be at
tained with respect to chronic disease. In the meantime, the 
nursing home will remain a vitally necessary facility for the care 
of the chronically ill, and especially the old age group.

CHAPTER II. STATE REGULATIONS AND 
COMPLIANCE BY NURSING HOMES

State legislatures long ago enacted laws protecting sick and help
less people against exploitation or abuse. Public health programs 
have been developed to protect children in institutions, patients in 
medical facilities, and inmates of mental hospitals. All branches 
of the healing arts are rigidly regulated in the public interest. In 
the same manner, practically all state legislatures have acted to 
regulate nursing homes.



In Massachusetts, the Division of Hospital Facilities in the State 
Department of Public Health has, under statutory authority, 
promulgated “Rules and Regulations for the Licensing of Conva
lescent or Nursing Homes” (see Appendix for copy). This code 
originated in 1948 and has been amended on several occasions, 
most recently on October 25, 1960, effective January 1, 1961. It 
follows quite closely and faithfully the “ Nursing Home Standards 
Guide” published by U. S. Department of Health, Education and 
Welfare. Essentially, it is a sound code. Historically, it is con
sidered the first of its kind and the Director of the Division has 
asserted that many states have substantially copied its format for 
their own regulatory provisions. A  painstaking study of the 
statutes, regulations and related material o f at least two-thirds of 
the states confirms this substantially, although in some respects 
their codes are superior to ours. But as often happens with regu
latory bodies, the inadequacy does not lie so much with legislation 
as it does with administration or enforcement. This will be dealt 
with subsequently.

There are twenty pages in the “ Regulations” brochure. Some 
of its provisions are discussed below with comment, commenda
tion or criticism as the case may be.

Licensure

General Laws, Chapter 111, ss. 71-73 authorizes the Department 
of Public Health to issue a nursing home license for a term of two 
years. Most states have deemed it better practise to have a one 
year term only. We agree that annual licensing would be more 
desirable. We think such a change would have a salutary effect 
on discipline, especially in view of the frequent turnover of owner
ship in the nursing home field.

Under Section I-A -l of the Rules licenses are issuable to any per
son whom the Department deems “ suitable and responsible” . What 
criteria are used to measure suitability and responsibility? The 
Division declares itself to be sole arbiter as to interpretation of 
this clause. It is fair, then, to ask: what investigation in depth is 
made prior to original issue, renewal or transfer of a license? On 
the basis of our investigation, the Commission is obliged to con
clude none, or very little. Some states provide that applicants for



a license submit proof of financial ability and stability and em
phasis is properly placed upon past good credit.

Penalties

Section I-A-5 of the Regulations provides penalties for violation 
of any provisions of the Licensing Act. There is a penalty for a 
first offense and another penalty for subsequent offenses. This is 
all to the good but not sufficient. Unlike codes in most states, a 
very impressive element is lacking. We have no provision for a 
continuing day to day fine until the violation is corrected. Vir
tually every other state has seen the wisdom of such enactment. 
In our judgment, this omission waters down the effectiveness of 
enforcement.

According to the Director of the Bureau of Hospital Facilities, 
the so-called penalty clause has been reserved “ only for situations 
where there is actual criminal neglect or action on the part of the 
operator. . . ” One nursing home operator has been fined $500 for 
infraction of narcotic regulations. From inception of regulatory 
authority to this day, as nearly as we can discover, this has been 
the only criminal prosecution requested by the licensing authority 
for a serious infraction o f the rules. Censure is ordinarily re
stricted to revocation or suspension of license. This Commission 
submits that further study of this area is indicated.

Enforcement

Section I-F, “ Change of Ownership and/or Location,” provides 
among other things for a provisional license for a period of three 
months in the event o f a transfer of a facility. In our investiga
tion, instances have been uncovered where no licenses whatsoever 
were issued for excessively prolonged periods of time (two and 
three years). Whatever the reasons for this practice, it is dis
criminatory, however unintentional, against the law-abiding opera
tors and the public.

Fire Protection

While this aspect of regulation (S.II-A-2) is primarily within 
the domain of local authorities, we maintain that ultimate respon
sibility must be shared by the licensing authority. A  variety of



violations have been uncovered in a number of homes. Some of 
these transgressions were obvious to the untrained naked eye. For 
example, Section II-A-2-b requires fire extinguishers to be re
charged and labelled as recharged at least once a year. We found 
extinguishers in one home unchecked over a four-year period; 
others contained extinguishers not recharged for two years. In 
other cases, while no specific regulation was violated, the degree 
of fire protection was marginal at best. One home, harboring 64 
patients, most of whom are dischargees from mental hospitals, all 
very old, infirm and well advanced in senility, had no direct line to 
a fire station, no sprinkler system (this is not required by law 
until 1965) and no fireproof escape from the second floor. Many 
of the second floor patients in this home are bedfast.

In another home, a fire door, supposedly installed for checking 
the spread of any conflagration into patients’ rooms, was so badly 
stuck that a maintenance man had to be summoned to force it 
open for further inspection.

In other cases, although possessing comparatively good fire pro
tection, the homes insisted on keeping the least ambulatory pa
tients and non-ambulatory patients on floors above street level 
with inadequate escape devices.

In addition, it was found that narrow, winding stairs without 
non-slip surfaces and the absence of fire doors are fairly common
place, particularly in the older, converted homes.

During the course of inspections, a tragic fire occurred on De
cember 20, 1962, at the St. Jude’s Nursing Home in Hudson, tak
ing the lives of nine elderly patients. Subsequently, two more 
nursing homes experienced fires but fortunately without the loss 
of life.

Anticipating such possibilities, this Commission, at the direction 
of its chairman, Senate President John E. Powers, had alerted the 
office of the State Fire Marshal on October 29, 1962 to the effect 
that the Commission had been activated, setting forth its mandate 
and objectives, and its concern with adequate fire protection and 
inspection. Following the Hudson fire, the concern o f the Com
mission was reiterated and the Fire Marshal’s office was requested 
to make an immediate and independent full scale inspection of all



nursing or convalescent homes in the Commonwealth and a dis
closure o f the fire evacuation plans of each such home. In our 
investigation, we have found such plans non-existent in most 
homes, even though required by published regulations of the De
partment of Public Safety. Even in the few cases where such 
plans did exist, the management confessed that no rehearsals or 
drills had ever been held and that on certain shifts the limited 
personnel could not in fact execute a plan.

Another fire protection regulation that is conspicuously violated 
is S.II-A-2-1 which requires “ at least one telephone on each floor 
where patients reside,” and that, “All telephones shall be available 
for use in any emergency. . . ” Even the better homes sometimes 
disregard this rule. In fact, our investigators have found tele
phones padlocked.

We have reported violations to the administrators of these 
homes and to the licensing authorities. The latter agree that the 
situation is not satisfactory but point out that their investigation 
forces are inadequate to fully and properly cope with fire protec
tion infractions and with other violations.

Because of the cost involved in creating adequate safeguards 
against fire hazards, it is our conviction that in the absence of 
criminal prosecution by the licensing authorities, little will be done 
by the operators to rectify departure from good standards.

Toilet and 'Washroom Facilities

In Section II-A -3-e-(l), it is provided that “ adequate toilet, 
handwashing and bathing facilities shall be provided on each floor 
in a reasonable ratio according to the number and sex of patients 
and personnel in the home;” and in the following sub-section (2) 
the requirement is that “ toilets, baths or shower compartments 
shall be separated from all rooms by solid walls or partitions. Ade
quate provisions to insure patient privacy shall be made.”

In one home we found 19 persons using the same bathroom.
In other homes, we found men and women using the same toilet 

facilities indiscriminately, without the slightest regard or safe
guard for privacy. “ Solid walls or partitions” exist on paper only, 
and invasion was the rule. The effect on sensitive people can only



be one of shameful humiliation. This is a prime example of the 
lack of recognition of the human dignity of the individual. From 
a safety standpoint, handrails or grab bars, so essential for elderly 
people, were lacking in number.

The Physical Plant

Section II-A-4 concerns the Physical Plant (Household and Prop
erty). Contrary to what is required by sub-section b, we did not 
find in our sampling of homes, a condition of “ good repair, neat, 
clean and free from all accumulation of dirt and rubbish and foul, 
stale or musty odors.” The opposite is true. We have found 
homes which many persons would consider unfit for human habi
tation. A goodly percentage could stand a good scrubbing and 
general “clean-up” campaign. In at least one place, the stench 
from bedfast patients was overpowering.

Laundry and Storage of Linen

With respect to Section II-A-5, —  “ Laundry,” we found some 
homes excellent in their conformity. In others, there was a lot of 
room for improvement.

In some homes, in contravention of the rules, we found no 
closets on each floor for the storage of clean linen, but we did find 
“clean” linen in all kinds of places, sometimes in the basement, in 
a locked room, thrown together with every conceivable item of 
clutter — including the personal clothing of patients. Sub-para
graph “h” of this section reads: “ Laundry personnel shall be prop
erly clothed so as to prevent contamination of clean linen.” Our 
investigators have not encountered any laundry personnel.

Food Sanitation and Dietary Services

Section II-A-6 concerns “ Food Sanitation” . In some homes con
ditions were found to be of such a nature in respect to food and 
good sanitation as would do credit to any hotel in the country. 
Others failed to conform even remotely to the irreducible 
minimum.

The same may be said in respect to Dietary Services and Facili
ties (Section II-A-7).



Equipment and Food Services

Section II-A-7-d regulates “Equipment” . Here again we are 
confronted by ancient and homely truths: There are those who
are good housekeepers and there are those who are not; some 
people take pride in their possessions while others are content with 
what is unkempt and shabby. Our inspections produced some 
pleasant surprises, for some operators make a real effort to have 
decent equipment; yet in other homes equipment is both poor and 
unacceptable.

Sub-section d (2) provides: “ Food shall be prepared and served 
so that hot food shall be hot and cold food shall be cold when 
served to the patients.” In too many instances we found exactly 
the opposite to be true.

Section II-A-7-e concerns “Food.” In sub-section (1), the regu
lations provide “There shall be an adequate supply of food of good 
quality on hand at all times to meet the needs of the home. All 
food shall be served attractively in dishes.”

In our sampling pattern, some houses had an adequate supply of 
good quality food on hand at all times to meet the demands of 
the home. Brands were good, generally of first quality, and there 
was an effort to serve it attractively. The cuisine was excellent. 
Others were just the opposite. Buying was from hand to mouth; 
food was kept in dirty receptacles; odds and ends of food products 
were scattered about, and the preparation and service left much 
to be desired.

Sub-sections e (2) and (3) state that —  “Meals for the patients 
shall be of adequate quantity, well-planned, well-balanced and suf
ficiently varied. Weekly diet menus shall be maintained” — “ Spe
cial diets when prescribed must be prepared and served, etc.” In 
some homes these requirements are observed. In others, they are 
a mockery. Bologna is a favorite masterpiece o f the culinary 
arts, varied with frankfurts or cold cuts of the picnic lunch 
variety. We have found a serious lack of fresh fruits and vege
tables and insufficient protein.

Many nursing homes apparently do not believe in special diets 
and one can only guess as to the reasons why. Thus diabetics 
suffer; other patients are sometimes dehydrated and their partic



ular afflictions multiplied and magnified by failure to recognize or 
provide a prescribed regimen.

There are, of course, other reasons for this apparently callous 
treatment. From our investigation it would seem to stem in some 
cases from a philosophy held by some nursing home operators that 
these people are “ terminal cases and are going to die anyway.”

Most of the patients in nursing homes are on public welfare. 
The going rate for food per diem is pretty well standardized for 
such a class of people at about 85c a day. Obviously, proper diets 
cannot be provided for such paltry sums. By all the foregoing, we 
do not mean to convey the impression that patients should expect 
nursing homes to be run with the spit and polish of a military 
academy, or that patients may expect to be served delicacies that 
the average person rarely sees. We do believe that they are en
titled to decent quarters, enough wholesome food considerately 
prepared to sustain them, and to particular variations in food to 
meet their peculiar needs and conditions. Even on 85c per day, 
we have no doubt that most nursing homes could do a far better 
job in preparation and serving of meals.

Dining Facilities

New nursing homes must have dining rooms, but that require
ment does not extend to those homes already in existence (Sec
tion II-A-8).

The sad fact is that few nursing home operators would dream 
of converting into a dining area space not utilized for beds. Every 
bed means more income. To most operators, a dining room is 
wasted space and money. The result is that in most nursing homes, 
even ambulatory patients eat all meals off trays. Dining amenities 
are unknown.

Accommodations

Section II-B-5-e provides: “Each home shall make adequate pro
visions to insure reasonable privacy at time of death.”

We regret to report that complaints received and cases we our
selves have investigated, support the macabre indictment that 
some homes do not respect this requirement. They do not in some 
cases even have “terminal rooms.” In some instances, it has been
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reported that patients have been dead for hours before being dis
covered by nursing home personnel.

Medical Care

We come now to the all-important aspects of admission, medical 
supervision, supervision and care of medications, nursing person
nel, other personnel, equipment and facilities for nursing proce
dures, patient transfer or discharge, records and responsibilities 
of the licensee; in other words to “medical care” , which most dis
tinguished authorities declare to be the core of the relationship 
between nursing or convalescent home and patient.

There is an abundance of literature on this subject. We have 
delved as deeply as we could in the time allotted to us in the bibli
ography and body of the subject matter, and as previously stated 
have been advised by other sources, so that we could become rea
sonably knowledgeable and reportorial. Some of the ground al
ready has been covered earlier in this report, but bears repetition 
in selected instances, for the sake o f its importance.

In this subject, our research has focused on our own Common
wealth.

The appended 1961-1962 report of the Bureau of Hospital Fa
cilities discloses that at last count, there were 731 homes in the 
state, having a total of 23,234 beds. Only 1,986 beds are in homes 
offering fire resistant construction and considered acceptable. 
Thirty-nine of these 731 homes are charitably incorporated or 
non-profit organizations, the rest belonging in the “proprietary” 
or profit motive classification.

The homes that are charitably incorporated or non-profit organ
izations do not, as a rule, present any problem. Our concern is 
with the residue.

On December 1, 1961, the Director of the Bureau testified before 
the U. S. Senate Special Committee on Aging at Boston. This 
testimony, for the sake of identification, will be entitled “The 
Nursing Home Program of the Massachusetts Department of Pub
lic Health” and is found in the Appendix. We will comment upon 
it, later.

Inspection Inadequate. Without doubt the Division of Hospital 
Facilities has problems. In personal appearances before our Com



mission the Director has acknowledged, however, that conditions 
need remedying and that inspection has been inadequate. He 
attributes the latter to lack of funds and personnel. Theoretically, 
the Division now has 16 registered nurses assigned to this duty. 
However, these 16 nurses comprise the total personnel available 
for inspection of all facilities (of which nursing homes is only one 
within the jurisdiction of the Division of Hospital Facilities). 
There are no segregated assignments. Therefore, any one of these 
16 inspectors selects for inspection whichever facility suits her 
best. Apparently, hospitals are the preferred subjects of inspec
tion. The Director has suggested that a specific section be set up 
in his Bureau which will investigate nursing homes only. To ac
complish this he requests legislative action in terms of financial 
assistance to hire six additional registered nurse inspectors who 
will function as a unit without fear of lease-lend or defection to 
other branches of inspection. At present, with nine inspectors at 
most to inspect nursing homes, facilities are seen twice a year at 
maximum, usually less often. Other states provide for at least 
four inspections a year; some make monthly inspections. We 
think additional inspectors would be helpful and are indicated, for 
we, ourselves, confess that nursing home inspection is a tiring ex
perience. It is of interest, however, that several states, (Cali
fornia, Texas and Pennsylvania, in particular) do not require in
spectors to be registered nurses. Instead, other people like public 
health inspectors are authorized to act. If such a practice would 
result in more inspections, more frequently, at less cost and release 
valuable nursing services to the field where they belong, this alter
native bears further study. Moreover a nurse inspector’s natural 
interest is in nursing care. It is probable that other aspects of 
regulation do not receive equal attention on all occasions. As 
things stand now, the problem is acute and should be remedied, 
under one system or another or a combination of the two, for the 
benefit of the patients.

Other Problems. Among other regulatory problems of the Di
rector of Hospital Facilities are: Nutrition and Diet, Nursing 
Care, Sanitation and Medical Records.

1. Nutrition and Diet. Our own experiences in some of the 
homes have been reported on preceding pages. Many specific com



plaints have been investigated and a considerable number con
firmed. To summarize the situation it may be said, on the one 
hand that many homes live up to a high standard in this field; on 
the other hand, a substantial number fail to meet even the min
imum standard. In the latter homes, food is poorly prepared and 
unattractively served. Menus are monotonous and often provide 
a poorly balanced diet. In some cases, where food has been found 
to be reasonably good there were insufficient servings. Many homes 
provide evening snacks only on request and we have found milk 
served in four-ounce paper cups.

Special diets pose a problem and in many homes the personnel 
is inadequate to the task of developing the proper diet required by 
certain patients. It is not unusual to find a home with no one 
having the proper training or background to prepare special diets 
requested by referring physicians or hospitals. A hospital die
tician might send orders to a nursing home with no concept of 
the latter’s capability for meeting such orders.

2. Nursing Care. We are aware that the shortage of nurses is 
acute, that this deficiency extends even to hospitals which or
dinarily would get the best qualified nurses available. What then 
shall we expect in the case o f nursing and convalescent homes? 
Considering that a registered nurse is not required by law in a 
home except where there are 50 or more patients, (and even then 
the licensee has the option of employing a graduate nurse instead 
of a registered nurse, S.II-E-3) it will readily be seen that the 
great preponderance of nursing personnel are Licensed Practical 
Nurses, Practical Nurses, and “ Aides” . The first group popularly 
called LPN’s are to a great extent recruited from the ranks of 
practical nurses who were licensed under a “ grandfather” clause 
in 1957 legislation. That is, many in this group were licensed on 
the basis of experience and were not required to take an examina
tion (Acts of 1957, c. 595).

All LPN’s however, are not without formal training in a recog
nized nursing school. Today an applicant for designation as an 
LPN must complete a formal course in a school o f practical nurs
ing and pass an examination. The LPN’s who have not met these 
requirements are technically distinguished as LPN’s by waiver 
but on the surface this distinction is not apparent.



There is no question in our minds that in this group we have 
many individuals whose professional ability and devotion are 
above reproach. We have seen some in the course o f our inspec
tions. On the other hand, we have confirmed some alarmingly 
poor nursing practices in homes under the supervision or manage
ment of an LPN. Conspicuously absent are written, accessible, 
clearly defined nursing objectives that are specific, practical, at
tainable and sufficiently flexible as a guide for optimum patient 
care. Also absent are nursing procedure manuals, which suggests 
that the nursing staff is without proper guidance, review and 
orientation. The result is that the quality of nursing practices 
and patient care suffers.

Of paramount concern, however, is the classification of nursing 
personnel. There is absolutely no question that the image o f the 
registered nurse and the licensed practical nurse is grossly dis
torted, confusing both the patients and the public. Many of these 
homes are bedevilled with nurse-imposters, i.e., nurses aides who, 
encouraged by the management, masquerade as nurses in white 
uniforms, complete with the coveted nurse’s cap and often with 
the accompanying band.

Some of the part-time aides who have been observed during our 
inspections are rehabilitation subjects from schools for retarded 
people who live in and work for low pay under good and bad con
ditions.

Our survey findings also include instances of aides giving medi
cation, nurses giving medical treatment, and retarded aides feed
ing patients. In one home an unattended patient was burned while 
bathing in hot water, in another home an unattended patient 
slipped while bathing and fractured a hip. It has been reported to 
us by a responsible source that in one home two aides, untrained 
to recognize symptoms of approaching death, forced a dying pa
tient to get up from bed and then forced food into him. Person
nel were also found to be untidy, indifferent and unkind; for ex
ample, we have investigated and confirmed a complaint that in one 
nursing home a female patient was left to lie in her own filth for 
several hours, despite repeated pleas to the nursing staff to care 
for her. In another home, we found physical abuse of a patient 
recovering from open heart surgery. One owner compelled a fe



male patient to use a folding cot as a bed, so as to use the space 
otherwise during the day. Many homes, particularly on certain 
shifts, were badly understaffed.

This is only a partial picture of the type of individual who is 
generally providing nursing care. There are even worse examples 

to cite but rather than resort to sensational descriptions, the fore
going serves to illustrate the low quality care the public is re
ceiving.

3. Use of Drugs. Most people in nursing homes receive medica
tion of some type; many receive more than one medication. Gen
erally, these drugs are ordered from a local pharmacist on a pre
scription basis. It has been observed that in most homes visited, 
one pharmacy has a virtual monopoly on the nursing home phar
maceutical needs. Since prescriptions are written by various phy
sicians and patients are supposedly free to select any pharmacy in 
the area, the repeated incidence o f one pharmacy supplying vir
tually all of the drug needs would appear to be more than coinci
dental. This area bears further investigation.

Some homes keep their medication and drug records in perfect 
order. In others, the picture varies from carelessness to near crim
inal neglect. One home, checked by a state inspector in January, 
1963, was visited shortly thereafter by our chief investigator who 
discovered more than 30 bottles of surplus narcotics in the un
locked desk drawer of the supervisor. The law specifically requires 
the double precaution of keeping narcotics in a locked compart
ment within a locked cabinet. (S.II-D-4).

In another home a cabinet was discovered to be bulging with 
non-narcotic medication that had accumulated over a two-year 
period, belonging to former patients of the home. The Regulations 
specifically require non-narcotic drugs “ be disposed of as directed 
by the hospital inspector” (S.II-D-15-b). The foregoing finding 
implies either non-conformance with the law by the nursing home, 
or no inspection and direction over that two-year period.

Other findings made during our inspections reveal that large 
amounts of discontinued narcotics have accumulated in some 
homes. In some cases too large an order is originally placed and 
a subsequent transfer, death, or change of prescription sometimes 
results in a large surplus and loss.



4. Further examples of Misfeasance and Nonfeasance. In some 
instances we found patients who had been injured in accidents 
within the nursing homes, with the accidents not reported to rela
tives. Several cases have been called to our attention where rela
tives were not seasonably or reasonably notified of impending or 
actual death of a patient.

Of general interest, however, are certain records of vital im
portance to the patient, the public and the sustaining agency, not 
directly concerned with nursing care, but which are inseparably 
concerned with his coincidence of residence in a nursing or con
valescent home.

We refer particularly to those patients being aided under the 
Medical Assistance for the Aged (MAA) program. Nursing homes 
are paid directly by local welfare departments for food, lodging 
and care in all such cases. However, included in the monthly 
budget of each such patient is an item of $15 for clothing and per
sonal needs. This amount is sent by separate check to each patient 
monthly.

We have received complaints that patients often never see these 
checks, and we are convinced that these complaints are well 
founded.

In our own inquiry our investigators have found insufficient 
records of these checks. In some instances, no records were kept. 
In other instances, we have detected outright evasion. Excuses 
offered have been varied but usually the explanation has been 
that such records were in the hands o f either the owner or ac
countant who were not immediately available.

In some instances, nursing home personnel have argued that pa
tients have endorsed their checks and voluntarily turned them 
over to the management to cash and buy them personal needs.

In this connection, one case bears relating here. A supervisor 
of a home operated by a “ chain owner,” stated that patients under 
her supervision did endorse their checks and turned them over to 
her for handling “to the best advantage o f the patient.” Instead 
of handing each patient the proper cash amount, a notation o f the 
transaction was entered in the supervisor’s book. The endorsed 
checks, as it turned out, were sent periodically to an executive of 
the chain operation. In turn, the chain’s office, from time to time,



would dispatch certain sums of cash for the patients’ use, charge
able against the supervisor’s transmission. The result was that an 
apparently substantial balance has been constantly in the hands 
of management.

Most of the 60 patients in this home are in such a senile condi
tion that this Commission strongly doubts that they understood 
the significance of their endorsements, if they were in fact en
dorsers at all. This operation could be described as a rotating 
fund for the benefit of management, continuously supported by 
involuntary contributions.

The Commission cannot help having a genuine fear that a 
traffic is going on in this state in the conversion of money which 
belongs exclusively to the patient.

Although state regulations elsewhere spell out in clear language 
severe penalties for the commission of such acts, we can find no 
comparable protection in our regulations. In fact, the Public 
Health Department intimates this area is not a part of its respon
sibility. This Commission believes that the Departments of Pub
lic Health and Public Welfare should act jointly to ensure constant 
patient protection on this matter. Rules governing disposition of 
MAA personal needs funds should be made part of the records re
quirements if nothing else, with closer surveillance by inspectors. 
Meanwhile, we intend to continue our investigation in this area.

Goals of Regulation

The Commission’s primary aim in this Interim Report is to ap
prise the General Court o f its findings based on several weeks of 
intensive investigation, research and analyses of conditions in nurs
ing homes throughout the Commonwealth.

Before we discuss the means of meeting the existing problems, it 
is in order at this point to summarize the goals of nursing home 
regulations. The many examples of non-compliance with state 
regulations set out in the foregoing pages amply demonstrate that 
regulations are worthless without enforcement.

We favor rigid state regulation. We like the following admoni
tion by the Ohio Association o f Nursing Homes to the Division of 
Social Administration in the Ohio Department of Public Welfare:



“Finally the Ohio Association of Nursing Homes urges the 
Division to enforce its regulations strictly and uniformly 
throughout the state, without regard for the immediate hard
ships such enforcement might occasion in a few individual cases. 
The nursing home industry has a momentous job to do and it 
must raise itself up to a high level of service in order to do it. 
Without the aid of a hard-nose state regulatory policy the rais
ing up will be considerably more difficult to accomplish. Every 
instance of enforcement laxity in the interest o f today’s ex
pediency is an ultimate set-back for the industry as a whole.1” 

We feel that any dilution of such a goal of regulation is a compro
mise with mediocrity and a surrender to a clamorous bloc more 
likely to be devoted to money than to morality.

This Commission wishes very much that the Rules and Regula
tions of our own State were more rigidly enforced.

Broadly speaking, the purpose of nursing home regulation is to 
assure for all patients safe and wholesome living conditions, hu
mane treatment, adequate nutrition, and the level of personal care 
or nursing care which the individual requires, provided by qualified 
personnel.

As already stated, the nursing home is a substitute home for 
persons who are no longer able to live in their own homes. Insofar 
as possible, the nursing home should combine the professional and 
sanitary standards of a hospital with the atmosphere of a private 
home.

A simple thing the nursing home can do, and which is so con
spicuously lacking in many nursing homes, is to help prevent or 
reduce the needless tragedy of inactivity. Too often nursing home 
personnel is willing to let the patient sit or lie, for long periods of 
time, without movement. Getting him up for a little walk, or out of 
bed for a while appears to be a chore. The consequences are inevi
table. The following quotation illustrates how needless and tragic 
inactivity can be:

“Most individuals and particularly an elderly individual cannot maintain  
a status quo. They either progress or they regress and pne physiological 
concomitant o f inactivity is deterioration. I f  you put an elderly ill person

1 Nursing and Rest H om es In Ohio, Staff Report N o. 31, Ohio Legislative 
Service Commission, 1959, p. 8 .



in a situation where his m ovem ent is considerably restricted, he will progres
sively get worse w ithout any worsening of the underlying disease process 
And anybody who visits the traditional nursing home can see this demon 
strated over and over and over again.

“W h at happens? Sim ply inactivity, and I am  speaking as a physiologist 
now. There is no question about what this means socially and behaviorally 
but sim ply from  the physical point of view, what happens?

. “ ° ne' there is a severe disturbance in protein metabolism which results 
in a w asting of muscles, a thinning of bone, and a general weakening of 
functional capacity of the skeletal and muscular system on disuse alone no 
disease process. '

Secondly, if a patient remains in one position and particularly an elderlv 
individual, w hether that be lying or sitting incessantly, the range of move
m ent of the joint itself becomes severely restricted so that real disability 
develops, and real disability that is extrem ely difficult to treat, contracture 
o the joints. I f  you sit long enough and don’t walk, you will be unable to 
w alk because you can’t stand up again. And the same thing is true of pro- 
onged bed rest. Because of the subtle changes of aging which do occur 

w ether we like it or not, older people are different, behaviorally and physi
cally, than younger people. This is a fact of life and a fact of biological aging.

Prolonged inactivity results in incontinence and inability to control the 
bowel or the bladder, soiling of the bed, soiling of the clothes, but more im
portant, in a large num ber of cases the breakdown of skin and the develop
m ent of complicating ulcers which m ay pose a very serious problem in their 
m anagem ent and indeed m ay result in loss o f life .”i

The patient in a nursing home is also entitled to a high degree of 
protection from fire and other hazards. Because of his age and 
disability, these safety standards must obviously be higher than for 
a typical private home.

As a lelatively helpless human being, the nursing home patient 
is entitled to kind, humane, and courteous treatment. His behavior 
at times may tax the patience of the staff, but the home is being 
paid to care for him because of his advanced age and illness which 
may make him a difficult patient at times.

Indeed the State of Oregon specifically recognized the existence 
of such a behavior pattern and its treatment so important that it 
has seen fit to regulate as follows:

"A ll  personnel directly involved in caring for resident aged persons in 
homes duly licensed shall be of suitable tem peram ent and understand the 
needs of aged persons.”

i  Daniel Feldman, Director, Division of Rehabilitation Medicine, Stanford Uni
versity School of Medicine, in an article entitled “The Needless Tragedy of 
Inactivity” , Professional Nursing H om e, January 1963.



We could wish for comparable recognition and regulation in our 
own Commonwealth.

Another goal of nursing home regulation is to assure a high level 
of performance in the nursing and medical services required by the 
individual patient. All nursing personnel should be qualified, and 
provision should be made for adequate medical supervision. The 
patient is also entitled to an adequate diet, adapted, if necessary, to 
his own special needs.

We insist that nursing and convalescent homes should function 
on the premise that the service they render should demonstrate 
their belief in the dignity and worth of every individual. To that 
end, they should provide a homelike, cheerful, friendly and, above 
all, hopeful atmosphere, so that they will contribute to the promo
tion and preservation o f the personal integrity of each individual. 
Moreover, they should make available and utilize those services 
necessary for the emotional, physical, social and spiritual enrich
ment of the patient.

The Commission cannot improve upon the precise language de
scribing the object of the stringent new nursing home code just 
adopted by the City of New York: “The dignity and individuality 
of the patient shall be respected at all times.”

It has not been the intent of this Commission to deal in minutiae 
or to burden the Legislature with a ponderous tome. But the Com
mission considers it its duty to report some of its observations. The 
foregoing do not by any means constitute all the violations of the 
Regulations that have been noted. Indeed, almost every home in
vestigated was guilty of violation at the time in some respect; some 
naturally in no great degree; others were of serious aspect and im
port. The Commission sincerely feels better laws and better en
forcement should help materially in erasing or ameliorating these 
and future infractions. Certainly, this Commission has not the 
slightest desire to alarm the populace or to do injustice to that seg
ment of the nursing home industry which operates with care a7id 
consideration.

CHAPTER m. MEETING THE PROBLEMS

It is quite apparent that considerable room for improvement 
exists in the vital area of nursing home care.



Let us then honestly try to get some answers which are at once 
hopeful and helpful.

Nursing Shortage

To meet the problems presented by the shortage of professional 
nurses in nursing homes, the Director of Hospital Facilities advises 
that under the Hill-Burton Act, which we will discuss below, an 
attempt is being made to build new nursing school facilities. This is 
bound to be of some help. The Director also would like to see the 
expansion of the existing schools of nursing and to use Federal 
funds to pay the students while they are learning. He believes 
vocational schools of practical nursing in the Boston area could 
increase their total numbers by 100 students. Other avenues of 
assistance would be the setting up of in-service training programs 
for practical nurses who are not licensed or for licensed practical 
nurses who are licensed by waiver. It was announced in December, 
1962, that a $1 million school of practical nursing building at the 
Holy Ghost Hospital in Cambridge will be under construction by 
mid-1963, doubling the capacity of the present school when com
pleted.

Other Nursing Home Personnel

Still other needs can be met by the continuation o f seminars at 
Northeastern University for nursing home administrators, refresh
er courses for LPN’s, and lectures on nutrition and environmental 
sanitation, some of which are already in progress. Finally, the Di
rector believes the impact of the Kerr-Mills Act will be beneficially 
felt in our state, as additional programs in rehabilitation and recre
ation become an integral part of nursing home care. Nursing home 
operators will become entitled to additional reimbursement through 
Federal grants to compensate them for the cost of such programs.

Perhaps a current survey of nursing home care in Massachusetts 
financed by a grant from the National Institutes of Health will 
supply some of the answers. We can only wait and hope for im
provement, but no immediate relief is in sight.

The Commission cannot leave this discussion of nursing staff 
needs without making some observations based on its own inspec
tions. A major obstacle to improved nursing home care is the nurs
ing home industry itself. Better care will come about when the



owners and administrators of these establishments face up to the 
fact that they must provide the proper incentives to attract better 
trained and better qualified personnel. For the most part, there is 
no incentive on the part of professional nurses of high calibre to 
seek employment in this important and growing field of nursing 
care. Salaries, in general, are below the levels offered by hospitals. 
Nor is there an existing attractive fringe benefit program to draw 
the interest of prospective help, possessing superior qualifications. 
Vacations, sick leave, paid holidays, group insurance loom in the 
minds of most job seekers today and in the nursing home field 
these items do not compare favorably with competitors for the ser
vices of the better qualified nursing and administrative help.

Without even scratching below the surface it is apparent that 
many nursing homes are committed to hiring personnel who are 
willing to accept the bare minimum in both wages and fringe bene
fits. The result is obvious: For the most part, only those who can
not meet the qualifications demanded by hospitals or other medical 
facilities find their way into these homes. True, there are some 
highly competent professional nurses working in nursing homes but 
the statistics we have compiled indicate that these few serve in a 
supervisory capacity and can give little or no bedside nursing. The 
Commission has already pointed out that considerable bedside 
nursing is given by those unqualified for the task.

Also of concern to this Commission is the quality of management 
found in some homes. The daily administration of a nursing home 
should be in competent hands. We have experienced the opposite in 
some homes visited. Some managers know only those aspects of the 
business which the absentee owner is willing to disclose. Some are 
mere purchasing agents and then of only certain selected items 
which would become a nuisance for the owner to handle. How effi
ciently can these persons perform administrative tasks when they 
operate on only a partial knowledge of the operation of the home? 
We found one home operating under a license which had expired 
several months prior to our inspection, yet the manager alleged 
ignorance of this fact (which was evident to any visitor by merely 
reading the posted license) and ignorance as to whether the owner 
had possession of a renewal provisionary license. If management 
of these homes is to improve, it is the responsibility of the owners •



to place trained administrators in these positions; otherwise, the 
trend here may well be to follow the lead of other jurisdictions and 
require that these people too, either meet licensing requirements or 
at least minimum professional requirements qualifying them for 
such work.

These shortcomings and many other are among the items that 
have been considered in detail by the National Council for Ac
creditation of Nursing Homes and Related Facilities, Inc., in a pro
gram that is a good step in the right direction. We hope to make 
recommendations in this area in our final report.

Medical Care

With regard to medical services, the problem is almost oversim
plified. A private patient who can afford to pay for it can almost 
always get a doctor. One on public assistance, as a rule, can get 
emergency service. Routine, regular visits and check-ups, are 
something else again. There, visits may be annually, semi-annually, 
or at best quarterly. There are records which show a patient or 
patients have not been seen by a doctor for as long as 18 months. 
On the other hand, there is the opposite extreme. Some doctors 
visit patients who are not seriously ill, as often as twice a week. 
There is, then, a real need for a better balance in medical calls.

The area of medical care is further complicated by the inclina
tion of some local welfare agents or a local administrative official 
to put a premium on price for facilities rather than on the need for 
the patient’s health care. For example, there are instances when a 
patient would be better off in a chronic hospital than in a nursing 
home, and a physician so certifies. However, either the social work
er, or some other local official, sometimes rejects the recommenda
tion or even the mandate. The reason is simple: It costs more 
money to keep the patient in a chronic hospital than it does in the 
nursing home. Result: The patient loses. In these circumstances 
what appears to be needed are strong teeth in the regulation of the 
field operation. This Commission is considering recommendations 
that a quicker appellate procedure than now exists be set up where
by there can be an immediate adjudication against officials who 
make arbitrary decisions based on the economics of their depart
ment, and overturn the recommendation of the physician. While it



may be argued that there is no official policy of a Welfare Depart
ment sanctioning the commitment of a public assistance patient 
to a less expensive facility, there is evidence that some social work
ers give more weight to the financial factor than the compassionate 
care of the patient.

Hill-Burton Program. The question naturally comes to mind: If 
most of the patients in a nursing home are long-term, and the 
homes are mostly proprietary with the patients in many instances 
being victimized, why doesn’t government do something about it?” 
The answer is government has acted, by enacting legislation at the 
federal level, commonly known as “ The Hill-Burton Program” . To 
understand it, a brief historical discussion is necessary.

Prior to 1946, hospital expansion in the United States was uneven, 
with little or no planning in relation to real need. The result was 
overbuilding in many communities and a complete lack of facilities 
in others. At the peak of expansion in 1928, there were as many as 
1,200 counties, having a total population of 15 million, with no hos
pital facilities. During the depression years, new hospital construc
tion practically ceased and, during World War II, continued only 
at a minimum. With the end of the war, growing demands for hos
pital care focused national concern on the need for increasing the 
supply of hospital facilities.

In 1942, the trustees of the American Hospital Association, after 
a study of the hospital situation, recommended that an independent 
Commission on Hospital Care be organized to conduct a compre
hensive hospital survey. Financial support for the project was ob
tained from the Commonwealth Fund, the W. K. Kellogg Founda
tion, and the National Foundation for Infantile Paralysis. The 
U. S. Public Health Service, also concerned in the field of hospital 
service, collaborated in the fact-finding phase of the study. This 
was an unique endeavor in that a governmental and a voluntary 
agency jointly participated in studying and analyzing a public 
problem.

In August 1946, recognizing the increasingly urgent need for 
hospitals and related health facilities, Congress passed the Hospital 
Survey and Construction (Hill-Burton) Act.1 Its major purposes

1 Title V I of the Public Health Service Act.



were twofold: (1) to assist the states in inventorying their exist
ing facilities, surveying their needs for additional facilities, and 
developing comprehensive plans for the construction of such facili
ties; and (2) to provide the necessary incentive through financial 
assistance to the states for the construction of long-needed public 
and other non-profit hospitals and public health centers.

In 1954, the Congress amended the Hill-Burton Act to emphasize 
the need for care of the long-term patient. Funds were specifically 
authorized for the construction of public and voluntary non-profit 
nursing homes, together with chronic disease hospitals and other 
types of medical facilities for long-term patients. Federal appro
priations for the construction o f all of these facilities totaled $21 
million annually for the fiscal years 1955-58, and $35 million for 
the fiscal years 1959-61. The appropriation for fiscal 1962 is $59.7 
million, of which $20 million is available for chronic disease hos
pitals, $18.5 million for nursing homes and the remainder for re
habilitation, diagnostic and treatment centers. This substantial in
crease in the 1962 appropriations largely resulted from funds made 
available under the recently enacted Community Health Services 
and Facilities Act o f 1961.

By June 30, 1961, a total of 33,489 long-term care beds had been 
approved for construction under the Hill-Burton program. Of 
these 11,109 beds were in chronic disease hospitals; 16,414 beds 
were in skilled nursing homes and 5,966 beds were in chronic dis
ease units of other types of hospitals. Exclusive of the latter 
category, the total cost amounted to $349 million and the Federal 
Government share was $102 million. Altogether, the number of 
long-term care beds that were approved for construction had more 
than quadrupled between mid-1955 (when the 1954 amendments to 
the Act became effective) and mid-1961.

State Participation in the Hill-Burton Program. To participate 
in the Hill-Burton Program, each state is required to designate a 
single state agency for the administration of the program. This 
agency, in accordance with provisions of the Federal act, is re
sponsible for developing a state plan for hospital and related health 
facility construction. These plans, revised annually and submitted 
to the Surgeon-General of the U.S. Public Health Service for final



approval, are used as a basis for evaluating applications for Fed
eral construction grants.

Each plan includes an inventory of all existing civilian in-patient 
and out-patient facilities. In-patient facilities are classified accord
ing to four major categories of services provided (1) general; (2) 
mental; (3) tuberculosis; and (4) long-term care, including beds 
in chronic disease hospitals and skilled nursing homes. Facilities 
for out-patient care include public health centers, out-patient de
partments of institutions, diagnostic and treatment centers, and 
rehabilitation facilities.

The inventories must distinguish between acceptable facilities 
and those not acceptable for long-range planning on the basis of 
health and safety hazards. The state plans also include long-range 
programs for meeting additional needs in each of the specified 
categories of facilities. Bed ratio formulas are prescribed in the 
Hill-Burton legislation as upper limits on the availability of Fed
eral aid for the construction of facilities. However, sound planning 
principles embody the use of data relating to the availability and 
utilization of existing facilities, population distribution and charac
teristics, specified area needs, and other related factors.

Insofar as our own state participation in the plan is concerned, 
the reader is referred to the comprehensive “Annual Report of 
Hospital Survey and Construction, 1960-1961” in the Appendix to 
this report. We recommend its reading.

To date, only five nursing home projects have been approved by 
the state agency since the inception of the program.

In agreement with the state agency we should like to see more 
sponsors of projects where the nursing home beds will be operated 
in close cooperation with the operation of a hospital. There have 
been successful applications of this locally, where the hospital pos
sesses the necessary resources. This is a step in the right direc
tion, and we should hope the trend would continue. The Commis
sion on Chronic Illness in the United States expressed it thus: “On 
the basis of its studies, the Commission believes that the develop
ment of nursing homes as elements of general hospitals is one of 
the best ways to raise the standards for nursing home care, and 
that “when outright affiliation is impossible, a close and active 
working relationship should be maintained.” Unfortunately, man



agers and trustees o f general hospitals have not demonstrated an 
interest in sponsoring the construction of nursing home facilities. 
Where interest has been manifested, results are not always encour
aging. The Director of the Division of Hospital Facilities has cited 
to this Commission the experience of the Ware Hospital in Ware, 
Massachusetts. That hospital built a 40-bed nursing home on hos
pital grounds, then found that the Welfare Department would pay 
only $6.85 per day for patient care, a rate that did not cover the 
operational costs. Facing the alternative of adopting a discrimina
tory policy of accepting only non-public assistance patients so as 
to meet costs, or giving up the nursing home operation, the hos
pital chose the latter and subsequently converted the facility into 
a part of its regular hospital operation. Until time mellows the 
thinking of these administrators and governing bodies, we conclude 
the rank and file of patients will be without the benefit of such 
progressive action.

Costs of Care. Whatever the degree of care, it nevertheless 
must be paid for. In view of the vast preponderance of welfare 
patients in nursing homes, it is immediately obvious that govern
ment is the largest single purchaser of nursing care. In this role, 
the state and national government have a responsibility to assure 
that its levels of payment for care are compatible with the stand
ards of performance required in the homes. Administrators of 
homes must cooperate if this objective is to be attained.

Not only is Government the largest purchaser of nursing care, 
but it is also the regulatory authority. Massachusetts, like most 
other states, has designated the Department of Public Health 
rather than the Department of Public Welfare, as its regulatory 
agency. Healthwise, the reasons are obvious. Otherwise, it is 
argued that the State Department of Public Welfare, being the 
largest single purchaser of nursing care, should not regulate the 
homes from which it buys services. The assumption is that a wel
fare agency is interested in buying nursing services as economically 
as possible for public assistance recipients. On the other hand, the 
regulatory agency must be concerned with bringing nursing homes 
up to the health and safety standards prescribed by law and regu
lation. A welfare agency might be inclined to condone lower 
standards in order to keep costs down.



Both legislators and welfare administrators have an obligation 
to the general public to know the level of care public assistance re
cipients actually receive and the fair cost of that care. The legis
lative mandate to this Commission carries with it the obligation 
to ascertain both. Having discussed to some extent the level of 
care we now propound the question “WHAT PRICE NURSING 
HOME CARE?”

House Order, No. 3004 of 1957, adopted on August 7, 1957, au
thorized the Joint Committee on Public Welfare to sit in recess 
“for the purpose of making . . .  (a) study of . . .  per diem rates for 
persons in nursing and convalescent homes who are recipients of 
public aid; and o f . . .  minimum weekly rates for persons in nurs
ing and convalescent homes who are recipients of public aid.”

On January 22, 1958, the Committee on Public Welfare filed an 
excellent report (House, No. 2779 of 1958) “ Relative to Persons 
on Public Assistance in Nursing Homes” . The report was con
cerned exclusively with nursing homes which gave nursing home 
care to recipients on public assistance programs.

The Committee recognized as we do that the welfare of people 
on public assistance in nursing homes is a major problem for two 
main reasons:

“The first is economic. It concerns tax monies paid for these patients. 
Payments for board, room, drugs, doctor care and personal needs for these 
citizens have skyrocketed and the com m ittee has evidence that some nurs
ing home patients are not receiving the care to which, in its opinion, local, 
state and federal funds entitle them  W ith  the great increase expected of 
patients in nursing homes and chronic hospitals in the next two decades a 
serious economic situation could become a tragic one in term s of state 
government financing.”

Equally important,
“The second is humanitarian. It concerns the standards of care for nurs
ing home patients now and in the future. Although the com m ittee found  
that some homes in Massachusetts give good care to their public assistance 
patients, it visited marginal nursing hom es that w ere giving substandard 
care, and found that few  nursing hom es with patients on public assistance 
have standards at the level recommended by the N ational Com m ittee on 
the Aging of the National Social W elfare  Assem bly. F or this reason we  
believe that the standards set by the State should be further studied to as
certain if they are clear, definite and high level.”

W e  found that the number of hom es giving licensed nursing hom e care 
in our State since 1949 has nearly doubled, and from  Decem ber 1952, to D e



cember, 1956, an average of three newly established nursing homes per 
m onth have been licensed, m aking a total of approximately 600 private and 
charitable nursing homes. Since 1952, beds in licensed nursing homes have 
grown from  9,781 to 14,890 —  an increase of 52 percent in those four years.” 
[Compare these figures with graph in Appendix],

“ W e  also found that in 1949 there were approximately 4,000 citizens on 
public assistance program s receiving nursing home care each month. This 
had jumped in 1957 to over 9,000 persons, which is an increase of 125 per
cent in the past nine years. This expansion of nursing homes care parallels 
the large increase in our elderly population in relation to overall population 
in the last ten years. Because of this and the greater —  indeed phenom
enal —  acceptance of the nursing hom e as a m ajor method for their care, 
it is predictable that the num ber of persons on public assistance in nursing 
hom es w ill rapidly increase as w ill the number of nursing homes.” [House, 
No. 2779 of 1958],

Tabulations for actual monies spent on nursing home care, not 
including drugs and doctors’ care were taken in Massachusetts for 
the first time in 1954. In that year approximately $9,000,000 of 
federal, state and local funds were spent for patients on public as
sistance in nursing homes. In 1957, it had burgeoned to $17,500,- 
000. We are presently garnering the latest statistics along this 
line. Considering the numerical expansion of nursing homes since 
December 1956, the present cost is expected to be substantially 
higher.

But the operators of nursing homes are not satisfied. They con
tend the per diem rate of $6.85, which compares quite favorably 
with other states, (see schedule appended), is inadequate. Re
cently, they went on record asking for an increase to $7.50 per 
day. They argue that if the per diem rate goes up, so do standards.

It is our mandate to be interested in this subject matter to a 
close and conclusive degree. This Commission bears no precon
ceived animosity toward owners and operators. However, we are 
not naive and unrealistic with respect to the world about us. This 
Commission has neither the powers nor intent to conduct an in
quisition. But we do want the facts and if, in the public interest, 
it becomes necessary we will be heard.

It has been argued by nursing home spokesmen that Government 
cannot on the one hand require nursing homes to maintain high 
standards and on the other hand fail to raise the rates to meet 
such standards. We submit that there are obvious flaws in their 
premise. It does not necessarily follow that if Government raises



rates, standards will automatically be raised. Proceeds from an 
increase in rates can easily be used as a dividend rather than be 
used for operational costs. The standards set by Government may 
be high, but those of too many homes are not, nor will they, in our 
opinion, be higher with the increase.

By statutory provision, the law of the Commonwealth on rates is 
as follows:

“The director of hospital costs and finances shall, after hearing, determine 
at least as often as annually, the per diem rate or rates to be paid to con
valescent or nursing homes . . .  and m ay establish fair and reasonable classi
fication or classifications of such rate or rates. Such rates shall be ade
quate and reasonable and shall include a fair return on invested capital . . .

“Each convalescent or nursing home . . .  shall file with the director, from  
time to time, on request, such data, statistics, schedules or inform ation as 
he may reasonable require to enable him  to determine the rate or rates. 
The director shall have the power to exam ine the books and accounts of 
any such convalescent or nursing hom e . . .  if in his opinion such exam ina
tion is necessary to determine such rates.” (G .L. c. 7, s. 30L ).

In our considered opinion, there is no sound accounting basis in 
the nursing home field or industry for the determination o f any 
rate. We have uncovered no evidence which would contradict the 
following findings of the Joint Committee on Public Welfare in its 
1958 report on nursing home rates:

“A. Accounting —  The lack of adequate cost accounting in hom es which  
receive tax monies for nursing hom e care was studied extensively by the 
committee. W e  feel adequate cost accounting in each hom e is important 
in order to determine a fair daily rate for an individual on public assist
ance. Chapter 696 of the acts of 1956 concerning rate setting for nursing  
home care s t a t e s . . . ” (1956 Statutory language om itted).

“To set a rate under this statute we found that the Division of Hospital 
Costs asked 588 nursing homes to report their costs for a previous year. 
Only 207 replies were usable. W h en  personnel o f this division visited homes 
to check records they found that only 10 percent kept any books.l Our 
Committee feels that on the basis of this type of inform ation and the lim 
ited number of personnel that the Division of Hospital Costs has to work  
with, it is difficult to set a fair rate or to establish rates which will give 
fair return on invested capital. In addition, in setting the rate all hom es 
were treated uniformly based on average costs. Thus we feel under the 
present situation that the citizens of M assachusetts cannot be sure that gov
ernment funds devoted to nursing hom e care are being utilized to best ad
vantage. It is impossible to determine which nursing hom es are being effi
ciently operated and which are being operated on a m arginal basis. In our

1 The 1958 Committee reported that it visited 90 homes.



recommendations we have included techniques which will establish an actual 

cost accounting system . I f  such a system  is set up the Director of Hospital 

Costs has assured us that a separate rate will be set for each nursing 
hom e.” (pp. 8 -9 ).

In direct pursuance of its recommendations, that Committee did 
draft proposed legislation which will be found in the appendix. 
From our own investigation, we can categorically state that scant 
notice of these legislative proposals has been taken by the nursing 
home owners and operators even though they were made largely 
for the good of the industry.

This self-disinterest which the nursing home industry has chosen 
for itself is not confined to Massachusetts. It is a national condi
tion; the State of Ohio serves to illustrate the point:

“A  simple cost data questionnaire to nursing homes and rest homes was 
prepared as a part of this study. Operators of homes were told that all 
data about individual hom es would be kept in the strictest confidence. They 
w ere also advised that the purpose of the inquiry was to provide factual 
data for the General Assem bly to consider in m aking appropriations for 
nursing care. Only 20 percent of the Ohio homes responded.

‘‘This wholesale failure to provide financial data could result from one of 
two possible m otivations: (1 ) fear that analysis of the services actually
provided would result in reduced fees for care or (2 ) the operators’ re
luctance to m ake w hat they consider private financial data available to the 
state. In either case the state’s ability to compute a fair compensation for 
care of public assistance recipients is severely restricted.” [Nursing and 
Rest Hom es in Ohio, Staff Report No. 31, Ohio Legislative Service Commis
sion, January, 1959, pp. 8-91.

Today, although our statutes permit the Division of Hospital 
Costs and Finances to order cities and towns to cut off purchase of 
care if reports are withheld, getting reports still is a problem. We 
reassert that we are not satisfied that uniform cost accounting has 
been achieved or that adequate inspection of books has been ac
complished.

One of the best expositions on the subject of nursing home 
financing is a recent paper presented to the American Nursing 
Home Institute which we feel is of such cogency that we reprint 
it in full in the Appendix to this report.

But we think some portions of this paper of such interest they 
bear quoting here. The author, Dr. Leslie W. Knott, Chief, Divi
sion of Chronic Diseases, U.S. Public Health Service, made these 
frank statements:



“In many cases, nursing home administrators do not even have sufficient 
data to make an intelligent guess as to their costs.

“It is difficult to decide how to pay for som ething when the seller cannot 
tell you what it will cost, and w hat this cost includes in term s of the  
quantity and quality of services provided.

“Nursing homes will do well to profit from  the m istakes made by hos
pitals in the p a s t . . .  Once . . .  (hospitals) . . .  came to uniform  reporting of 
accounting data, they found they had much less difficulty in convincing. . .  
governmental agencies that they should pay at least the costs of care for 
their beneficiaries.

“Until nursing homes can supply sufficient data regarding operating costs, 
it is safe to assume that payments under this system  w ill continue to be 
arbitrary in nature.

“W hether the payment is adequate or not will, to a large extent, depend 
on whether nursing home administrators can supply data on costs that are 
realistic, accurate, and uniform .”

We believe there are many estimable, dedicated people in the 
nursing home business but we are inclined to believe that among 
too many nursing home owners, the primary concern is their own 
pecuniary gain and economical survival rather than unimpeachable 
standards for their charges. We think, for one thing, that they 
are remiss in not thoroughly checking the qualifications of their 
associates. Elegantly framed certificates and accreditations of 
membership in the entrance halls of many homes are frankly de
ceiving. Beyond those halls lie patients in such circumstances that 
only a Charles Dickens could adequately describe.

By all this we do not wish to appear ignorant or blind to the 
existence of that necessary commodity, money. Money is not an 
evil word, nor is profit motive malum in se.

In our own state, as we have previously noted, per diem rates to 
be paid to nursing or convalescent homes “ shall be adequate and 
reasonable and shall include a fair return on invested capital.” 
[G.L. c. 7, s. 30L].

This provision of the laws may very well be a serious flaw in the 
structure of nursing home regulations. Invested capital can be 
anything. It may be in the best interests of the public as well as 
the industry, to qualify this phraseology so that some limitation is 
put on what “ invested capital” may be considered in the setting of 
rates.

We think the citizenry of Massachusetts will be surprised, if not 
shocked, to learn what “ invested capital” means to one segment of



nursing home ownership and management, and how it affects the 
profit motive and rate fixing attitude in the business.

It is fast becoming common knowledge that the nursing home 
field is a magnet which is attracting a variety of investors whose 
motive is far removed from compassionate care of the patient pop
ulation. We earlier pointed out that here was a comparatively new 
industry with a minimum capital investment in this state of about 
$100,000,000. This figure is based on a patient load of more than 
22,000, with investment costs ranging from $3,000 to $9,000, or 
more, per bed, depending on the project. The total investment 
figure is by no means static in view of the growth of the industry 
in recent years. With at least two-thirds of the patients on public 
assistance, an income is guaranteed. For the profit-seeking, ex
perienced financial operator, this is, in effect, an open invitation 
to capitalize on a golden opportunity —  and the invitation has 
been accepted.

The Emergence of Syndicate Operations. Those who have 
money of their own, work out their own financial requirements. 
With many others, especially in the “ chain” operations, the story 
is altogether different. Let it be understood that nursing and con
valescent homes are not considered a good banking proposition in 
Massachusetts. Today one does well to get a first mortgage. The 
conventional bank or banker feels that the industry is not yet 
“ cleaned up” , and that nursing home owners are notoriously poor 
bookkeepers. They are right on both counts. So, the problem of 
finance sifts down to “ other sources” , which means second and 
third mortgages, and even perhaps a fourth. Rates come higher 
for such financing.

Where easy profit is the motive, nursing home financing is the 
perfect stage for manipulation by either an individual investor 
with adequate resources or a syndicate or clique. Assume one 
wants to buy a nursing home for $100,000. It is quite possible, if 
not comparatively easy to get what is called “ total” financing 
either by a new first mortgage, or beyond an existing first mort
gage, even up to the limit of the purchase price from the sources 
enumerated, without, in some instances investing a penny of one’s 
own money. But that financing is going to cost the purchaser 
from one to two percent a month. This figure is conservative; in



ordinately high rates have been uncovered. We have learned of an 
authentic instance where an operator borrowed approximately 
$1,300,000 but actually received only $700,000 as net proceeds from 
the loan. In other words, it cost him $600,000 to get but $700,000. 
In another case, an operator paid a flat rate of 10% each 90 days, 
or at an annual rate of 40%! Of course, if payments on account 
of principal have to be made periodically, and they generally are, 
the rate for interest realizable to the money lenders goes up even 
more.

The buyer then forms a corporation with such a designation as 
is required by the Department of Public Health, gives his mort
gages to the group or syndicate and begins to operate. But at the 
rates of interest he has to pay, it is obvious that he is nearly in
solvent at the threshold of his operations. The truth is that the 
real owner of the project is the syndicate; the mortgagor, the per
son who has borrowed the money is little more than a manager. 
What more than a manager’s salary is left in such a business trans
action? The syndicate sits greedily astride the project all the way, 
and can almost always foreclose at will. If “John Doe,” the bor
rower, gets a weekly paycheck and can amortize the mortgage 
structure into equity, he is something of a financial wizard himself.

The syndicate’s role does not end here however. When the whole 
plan is worked out the syndicate takes its portfolio of paper, that 
is to say, Mr. Doe’s mortgages, to Government, insurance com
panies or other large-scale operators and because it, itself, is well- 
known with a good endorsing signature, gets new money in lieu 
of and to cover the money it lent to Doe, depositing Doe’s paper, 
as collateral, but on markedly different terms: about 5 ^ -6 %  as 
a rule. This makes for a handsome recovery, —  a tidy profit of 
everything over 5y2% and practical control of the nursing home, 
besides.

Sometimes the device is varied: the syndicate will buy a proj
ect outright and itself go through the mortgaging, incorporation 
and refinancing described above. Or sometimes it will go into 
chains of homes, but employing the same mechanics to each or 
multiple units in the chain operation; employing the same or dif
ferent managers and corporate designation. It is predictable that 
these competing titans could soon be warring or merging with



each other, if they don’t over-extend and collapse beforehand. 
These developments may not be for the best interests of Massa
chusetts.

Thus, when nursing home operators raise the hue and cry for 
better per diem rates based on a fair return to invested capital, or 
when they even dare to talk about invested capital, this Commis
sion would like to have the opportunity of finding out just what is 
the capital structure of every nursing home, and to what extent in
terest payments, for example, influence per diem costs, and if 
granted the means, will endeavor to do so. In the meanwhile, it 
has reported conscientiously what already has come to its attention.

Again we state, one may reasonably predict that if rates are 
raised, the patient will not be the direct beneficiary. A few more 
benefits in a relatively minor number of facilities, perhaps; but 
hardly more. The operator could be the chief gainer, that is, 
through a faster and broader amortization of his mortgage debt or 
debts with a resultant boost in his equity. It may be argued by 
the owner-operators that by reducing their obligations to the 
money lenders, the nursing home will thereby become more attrac
tive to banks as sources for capital, but this cynical thesis is cold 
comfort to a defenseless, friendless and hopeless patient. More
over, why should the public or government, in its regulatory ca
pacity tolerate shoestring operation? It is strange reasoning that 
on the one hand pleads that at best, profits from the business are 
marginal, yet on the other hand finds present operators expanding 
and more entering the field.

The complicated financing described above is a true picture of a 
substantial segment of the nursing home industry in Massachu
setts. As recently as Feb. 18, 1963, testimony to this effect was 
presented at the Hearing of the Division of Hospital Costs and 
Finances in the Gardner Auditorium by the industry itself.

Our inquiry into the bases on which the operators of nursing 
homes in this Commonwealth have asked for an increase in per 
diem public assistance rates will continue until we are satisfied 
as to their justification. Separate hearings were held by the Divi
sion of Hospital Costs and Finances at the State House on Decem
ber 11, 1962 and February 18, 1963, on petitions o f nursing home 
proprietors for a per diem increase of 65c. If allowed, it would



result in an annual addition of $4 million in public assistance ap
propriations. At the latter hearing, this Commission formally re
quested, in the following letter, that the Director withhold his de
cision on a new rate until this report is offered as further evidence 
to be considered by the Director in making his decision.

F e b . 1 8 , 1 9 6 3 .

M r . T h e o d o r e  F a b i s a k , D i r e c t o r  
D iv i s io n  o f  H o s p it a l  C o s t s .

Dear Mr. Fabisak:

It is the consensus of the Special Commission to Study Convalescent and 
Nursing Homes created by Chapter 138, Resolves of 1962, that a serious respon
sibility rests upon the Director of Hospital Costs and Finances to proceed with  
the utmost deliberation and caution in the determination of a per diem rate for 
the next year, assigning as reasons, am ong others, the follow ing:

1. There is a total lack of a uniform  cost accounting system  in convalescent 
and nursing homes, contrary to the recommendations of a prior investigatory  
commission of our Com m onwealth; and the highest authorities within the 
industry itself.

2. The inability of the Division of Hospital Costs and Finances, because of 
limited staff, to frequently inspect in the field all or a substantial part o f such 
homes.

3. The inability of the Division, because of limited staff, to fully audit the 
books of such homes.

4. The voluntary acknowledgments of nursing hom e owners and operators 
or their associations, that they cannot get financing from  banks but m ust 
resort to second and third m ortgages to cover loans from  m oney lenders; 
with attendant high rates of interest and other burdensome conditions.

5. The justifiable concern of the Director of the Division in respect to the 
nature and terms of such encumbrances as affecting alleged cost of care.

6 . The justifiable concern of the Director and the Division of Hospital 
Facilities that people are going into the nursing hom e business “on a gam ble” .

7. The justifiable concern of the Division of H ospital Facilities that chain 
ownership and operation of homes is burgeoning, “and this m ay not be good 
for Massachusetts.”

8 . That a substantial percentage of hom es already investigated by us do not 
meet the minimum standards established by the licensing authority.

9. That there is reason to doubt that an increase in the daily rate will 
result in improved quality of nursing care beneficial to patients.

10. That there is reason to believe a grant o f the higher rate requested 
could reach a figure as high as $4,000,000. per year in additional public aid to 
convalescent and nursing homes, and that this load would have to be carried 
by increased taxes.

11 That from  the foregoing and common knowledge, a conclusion is w ar
ranted that m any convalescent and nursing hom e owners and operators are



so beset by prohibitive interest paym ents and reductions on account of prin
cipal, their prime concern rests to a high degree on a self-centered intention 
to “keep their heads above w ater” to avoid foreclosure, while enriching their 
equity rather than on any desire on their part to m eet their prime responsi
bility, nam ely, the care of aged and convalescent patients.

This Commission therefore respectfully requests the Director of the Division 

of H ospital Costs and Finances to withhold decision on the determination of 
a per diem rate until this Commission submits its Interim Report to the 
General Court, which we expect w ill be in a m atter of a few  days, so that 
said report m ay be included am ong the evidence to be considered by the 
Director.

The Commission thanks the Director for the opportunity to appear at this 
H earing, and to m ake this statem ent which it respectfully requests will be 
inserted in the perm anent record of these proceedings.

Sincerely,

Senator John E. Powers, Chairman 
Special Com m ission to Study Convalescent 

or Nursing H om es.

We are convinced that more investigation in the area of finance 
is indicated for the general welfare of this Commonwealth.

According to the testimony of the Director of the Division of 
Hospital Costs and Finances before this Commission, he alone has 
the exclusive rate fixing power over facilities valued at more than 
$200 million. He is the sole and exclusive arbiter of rates in respect 
to nursing or convalescent homes. While there is provision in the 
statutes for an appeal from any rate he may set, or may not set, 
the sole and exclusive power in the first instance is vested by law 
in him. This discloses an astonishing and alarming investiture of 
authority. There is a concentration of power here which would 
appear to be second to none in the entire Commonwealth, and a 
fearful potential for abuse. The Commission feels this is an area 
the Legislature may well wish us to further explore.

CHAPTER IV. CONCLUSION

The general public considers most nursing homes inadequate 
and hopeless. Notoriously low esteem seems to attach partic
ularly to the proprietary homes. Yet these comprise the vast ma
jority of all nursing homes.

Our own appraisal of a substantial percentage of the proprietary 
nursing homes is not a complimentary one. Out of our own



sampling pattern it is true that the preponderance of such nursing 
or convalescent homes could be classified as satisfactory,1 but the 
poor ones were poor indeed. Practices uncovered and discovered 
have not served to soften this image. Too many nursing or con
valescent homes are simply not fit for one’s loved ones.

Virtually every responsible jurisdiction in the Union has stringent 
laws against cruelty or indifference to the welfare of patients. 
Yet, abuses do exist, and probably will continue to exist. The age, 
separation from their families, and disabilities of the victims make 
them easy prey to unscrupulous people and petty tyrants.

While there are exceptions, in general, the abode of a nursing 
home patient is drab; his whole existence is drab. His entire 
milieu is ideal for the propagation of hopelessness.

When one first enters the typically poor quality home, reaction 
is apt to be one of shock. He is too suddenly transported from a 
world of youth, opulence, activity and optimism to an antithetical 
hell populated by shabby, senile decay. Hopelessness pervades all. 
That is what one notices mostly, the despair.

Some of these unfortunates do not have friends or relatives. If 
they do have kin, visits are few, generally at Easter and Christmas. 
For nearly all, time stretches into oblivion. One exception is when 
children or relatives appear at check time to claim the $15 per 
month personal needs allowance previously referred to.

We have confirmed complaints of cases where patients are 
thrown in with people having alcoholic problems, or borderline 
cases transferred to the home from mental hospitals. Those who 
have sufficient retention of faculty to flash a smile of gratitude for 
a slight pleasantry or manifestation of interest leave an indelible 
mark on a visitor’s memory. Until an aroused society does some
thing more for its fellow man, we are left with this horrible “public 
image.” We say again it is so poor in respect to the undesirable 
type of home as to demand some remedial action from nursing 
home owners, administrators, or the regulatory power.

In the city of New York, a code establishing very rigid stand
ards for proprietary homes was recently adopted. The cries of

1 See compilation and analysis in Appendix. The term  “ satisfactory” means 
satisfactory in the opinion of the Chief Investigator who used the State’s 
Rules and Regulations as a guide in m aking such a judgm ent.



anguish that arose from the ranks of the owner operators in New 
York City have reached to all corners of the nation. They con
tend that the new code is unrealistic and ruinous, and will serve 
only to close many homes and throw helpless old people into the 
street. We do not know whether this is so; on the other hand, it 
could be an appeal by the owners to pressure the regulatory 
agency into expedient compromise.

While we do not pass upon the merits of the instant controversy 
in New York, we repeat our stand for strict licensure laws, in ac
cordance with the following credo of the American Nursing Home 
Institute:

“We heartily endorse, support, and recommend strict 
licensure laws. Many of our State Associations have carried 
the fight to the state legislature in support of a state agency 
request for higher standards. It is imperative that we have 
high standards.”

The Commission, since its creation has concerned itself pri
marily, of course, with the mission for which it was created. It 
has, in the accomplishment o f such mission, become collaterally, 
and even surprisingly involved to an appreciable extent, in the 
fields of health, education and welfare at the federal, state and mu
nicipal level; geriatrics; medical and hospital care; nursing care; 
pharmacy; chronic disease and other types of hospitals; long-term 
illness; the Hill-Burton and Kerr-Mill Plans; hospital facilities and 
rates; nursing home inspection, rates, costs and accounting prac
tises; public assistance in all its pertinent ramifications; food; nu
trition; diet; hospital equipment; construction of hospitals and 
nursing homes; fire prevention, public housing; public safety; 
sanitation; plant maintenance; rehabilitation, recreation, and sev
eral other fields and areas o f activity which are in affinity with 
nursing and convalescent homes, and with which it was necessary 
or important for us to become acquainted.

A considerable amount of time, effort and application, on the 
part of everyone connected with the Commission already has gone 
into the study with gratifying results to date. It would not be 
exaggeration to say any one of the collateral areas could in its own 
right be the subject of a study by a commission. Much more re
mains to be done to achieve the round result to which the Legisla



ture, our citizenry and this Commission are entitled. The gains in 
terms of humanitarianism, and economy in respect to state, fed
eral and other public aid could be inestimable.

The public interest in the mandate and scope of this study is sig
nificant. It is sincerely felt that out of our complete research, not 
only will the state, its inhabitants and the operators benefit by cor
rection where needed, but Massachusetts may well become the 
prototype for the best type of nursing and convalescent home ad
ministration in the country. It would, in our considered opinion, 
be a tragedy to falter or fail in the completion of this quest.

As previously indicated, the Commission does not at this time 
recommend specific legislation, but will defer such proposals for 
its final report.

STATEMENT OF COMMISSIONER MORRIS

While concurring heartily with the major aspects of the Interim 
Report, I register dissent from the implications of the statement on 
page 44 which suggests that all welfare agencies by their nature 
depress standards. In this view I am joined by Dr. Charles Bonner 
and Dr. Maurice Cowin, advisors to the Commission.

Respectfully,

ROBERT MORRIS, 
Commissioner.



APPENDIX A

tTIje (Cmtuttmtuu'alllt nf fHtumari}U0rttu

In the Year One Thousand Nine Hundred and Sixty-Three.

R e s o l v e  r e v i v i n g  a n d  c o n t i n u i n g  t h e  s p e c i a l  u n p a i d  c o m m i s 

s i o n  ESTABLISHED TO M A K E  A STUDY OF TH E  LAW S RELATING TO 

CONVALESCENT OR N U R SIN G  H O M E S, AN D  TO TH E  STANDARDS AND 
COSTS THEREOF.

1 Resolved, That the unpaid special commission established
2 by chapter one hundred and thirty-eight of the resolves of
3 nineteen hundred and sixty-two is hereby revived and con-
4 tinued.



APPENDIX B

REPORT TO THE SPECIAL LEGISLATIVE COMMISSION TO 
STUDY CONVALESCENT OR NURSING HOMES

from
H a z e l l e  G. F e r g u s o n ,  R.N., Chief Investigator

SUMMARY REPORT OF COMPLAINTS 

Nov. 1, 1962 - Jan. 31, 1963

Number of Nursing H om es v i s i t e d .................................................... 55

Number of Nursing H om es included in report . . .  51

Size o f Nursing H om e

Smallest . . . . 1 0  patients
L a r g e s t  121 “
Average . . . . 3 5  “

Total number of patients in hom es v i s i t e d ................................................1737

Location of Nursing H om es

U r b a n ....................................................................37
S u b u r b a n ..........................................................12
R u r a l .......................................................................6

Source of Complaints

Patients, patients’ relatives, the public and employees in 
Nursing H om es

Individual form al c o m p l a i n t s ............................................................ 100
Complaints i n v e s t i g a t e d ......................................................................... 30
Complaints v a l i d .............................................................................................. 25

In the 51 H om es included in this report, complaints proved to be valid upon 
investigation in 49%  of them.

Nature of Complaints

A. Food

1. Poorly prepared 6 . Lack of fresh fruits and vegetables
2. Inadequate servings 7. Insufficient protein
3. Poorly balanced diet 8 . Monotonous menus
4. Special diets, when ordered, 9. H ot foods served cold

not received 10. Evening snacks, only on request
5. Unattractively served 1 1 . M ilk served in 4-oz. paper cups



B. Patient care
1. Physical abuse 6 . Boredom
2 . N eglect 7. Loneliness
3. Poor personal hygiene 8 . Lack of recreation

program 9. Fear of intimidation
4. Lack of privacy and 1 0 . Inadequate supervision,

indifference especially at night
5. Continuous inactivity

C. Physical environment

1. Interiors, drab, dull, dark 4. Flooring in need of repair
w alls 5. Ceiling leaks

2. Unattractive atmosphere 6 . Lim ited areas for walking outside
3. Poor furnishings

D. Personnel

1. Untidy, indifferent and 4. Unqualified staff
unkind 5. Dept M ental Health rehabilitation

2. Inadequate staff subjects giving patient care
3. Boisterous staff

E . Owners

1. Absentee ownership, no personal interest in patient care
2. Lack of communication
3. Infrequent visits by owners
4. Qualifications of ownership challenged in two situations

F . Inspectors, Dept. Public H ealth

1. Lack of patient contact and communication
2. Infrequent visits

G. Sanitation

1. Offensive odors 5
2. Soiled dishes 6

3. Poor storage for soiled linen 7
4. D irty Bathroom s

H . Accounting

1. M ism anagem ent of patient’s allowance checks
2. Patients billed for bed, unoccupied, while transferred to hospital for 

treatm ent or study
3. Fam ilies billed for supplies norm ally supplied by facility

Restatem ent —  Complaints validated in 49%  of hom es visited 

Other Findings During S urvey

A. Licensure

1. Som e hom es unlicensed

. Poor housekeeping, dirty homes 

. Shortage of paper towels 

. Shortage of toilet tissue and 
absence of same



B. Records
1. Incomplete registers
2. Poorly kept progress 

notes

3. Missing patients’ checks, shampoo 
and bath records

4. Disorganized, no filing facility, 
illegible

C. Nursing objectives
1. Planned written, accessible, clearly defined objectives that are spe

cific, practical, attainable and sufficiently flexible for attainm ent as 
a guide for optimum patient care, com fort and safety are conspic
uously absent

D. Job descriptions
Absence of this procedure results in:

1. Nurse administering hypodermoclysis
2. Orderlies assigned to dressings
3. Aides giving medications
4. Aides and maids perform ing in dual roles

E. Nursing procedure manual
1. Absence of a manual in nursing homes challenges the degree of

guidance, review and orientation of staff and consequent quality of 
nursing practices. Poor techniques observed in m any homes

F. Patient care assignment plan
1. Absence of this accepted procedure questions the effectiveness of

G. Educational Plan

1. In-service training, education or orientation unplanned in the

H. Classification of personnel

1. The image of the professional R .N . and L .P .N . is grossly distorted, 
confusing the public and patients. Nurses Aides are encouraged by 
management to m ask as nurses in white uniform s complete with the 
coveted nurses cap and often the accom panying band.

I. Linen

1. Poor storage of clean linen
2. Rags used for incontinent patients
3. Unironed sheets

J. Medications

1. Discontinued narcotics accumulate in very large am ounts in some 
homes

2. Large accumulation of drugs with consequent waste of public funds 
in the following areas:

New  prescriptions partially used and unused ■—  patient was 
transferred to another facility, died or was allergic

patient care

m ajority of homes



K . Safety

1. Poor lighting in m any patients’ rooms

2. Pull cords throughout in one home

3. Light socket without bulbs and within reach of patients

4. Poor snow rem oval (one exit am ong m any clear) this in the wake 
of the tragic Hudson N ursing Hom e fire

5. N o sanding on part of owner —  on part o f city

E xits:

1. Stuck, difficult to open

2. Locked from  outside

3. Personnel unaware of Are alarm  location in one home

4. Supervisor unaware of extinguisher locations in one home
5. Uncovered rubbish in m any kitchens

6 . M any basements cluttered

7. Basem ent exit obstructed with rubbish

8 . M any hom es without a folding stretcher

L. Patients’ Property

1. Funds of deceased patients rem ain in nursing home for undue 
period

2. Personal clothing loss quite high

M. Utility Room s

1. Som e inadequate and in violation of Dept, rules and regulations

N . Furnishings

1. V ery poor patient furniture in m any instances

2. Shortage of com fortable chairs prompted nurse to supply a few
3. Patients bring own bed, chest and chair to the nursing home in a 

few  instances

4. Folding cot used for one elderly fem ale patient. Cot stored during 
the day and her room  serves as a com m unity parlor.

O. Patient Placem ent

1. The second floor seems to be the popular area for the physically 
handicapped and the severely m entally confused patients

2. M any patients expressed a desire for nursing hom e placement with
in their community

3. M any patients in nursing hom es who have unsupervised off-premises 
privileges and who are not on medication m ay be served satisfac
torily in som e other facility

P. Pets

1. One nursing hom e has several cats unrestricted to deter the mice
2. Dogs were in others



REPORT OF THE CHIEF INVESTIGATOR 

on
INVESTIGATIONS CONDUCTED IN NOVEMBER-DECEMBER,

1962

Objectives of Investigation
1. To evaluate nursing care of recipients of public aid

2. To evaluate the medical care of recipients of public aid in nursing homes
3. To evaluate qualifications of personnel employed in nursing homes

4. To evaluate methods of improving patient care in nursing hom es
5. To investigate areas of violations of m inim um  standards for nursing homes

6 . To investigate specific complaints from  patients and the public pertaining 
to patient care

Objective N o. 1. To evaluate nursing care of recipients of public aid 
The quality of nursing care in any facility is related to the ratio o f licensed 
competent nurses. This is the m ost important single yardstick by which nurs
ing service is measured. M eeting the total needs o f the patient in the nursing 
home is vital.

In this study involving twenty-five nursing hom es with a total o f eight hun
dred and sixty-two (862) patients,

Registered Nurses numbered . 16
Licensed Practical Nurses . . 76
Practical Nurses . 16
Graduate Nurses . . . . . 5
Nurses Aides . . . . . 80

193
Examples causing concern relating to the quality of nursing care are as

follows:

1. Lack of orientation plan or method for new employees.
(A ll N ursing H om es)

2. Lack of job description. (A ll N ursing H om es)

3. Lack of daily patient care assignment. (A ll N ursing H om es)

4. Nurses’ Aides alone at night and giving medication. (24 )*  (7)

5. Retarded persons in Dept, of M ental H ealth  Rehabilitation Program  giv
ing direct patient care. (6 )

6 . Medications measured and left for N urse’s Aide against accepted nursing 
practice. (7)

7. Patient following open heart surgery being physically abused by owner.

* Parenthetical number refers to investigator’s code num ber for nursing hom e 
inspected.



8 . Practical Nurse alone from  6 -11 :00  P .M . with 48 patients on two floors.
9. Consistent lack of space for term inal care of the patient.

10. Owner-supervisor on tw enty-four hour duty Saturday and Sunday with 
only one maintenance employee.

11. Untidy employee functioning in triple role, (cook’s helper, maid, nurse’s 
aide) w riting nurses notes.

12. N o bath basins.

13. Because of poor elimination patient takes own remedy without knowledge 
of nurse.

14. Patient has new arch supports, size 10, for shoes size 8 .

15. Nurse concerned over patient problems and condition since doctor would 
rather not be called at night.

16. In nine hom es where patient acceptance of m arginal treatment and at
mosphere was apparent, the usual com m ent was “ to complain would make 
matters worse.”

17. Tendency in general to serve feeding problems when meal was usually 
cold. (H alf of all nursing hom es)

18. Sterilizer unavailable to nurses when supervisor not on duty.

19. Unsupervised off grounds activity resulting in accidents, patients wander
ing and getting lost, patients frequenting bars and package stores, re
turning to the hom e and disrupting routine and morale.

20. Unattended patient during a bath, fracturing hip.

21. A  m ale patient ninety years of age fracturing his leg while hanging out 
his personal laundry.

22. Patient transferring from  one hom e to another for “lack of nursing care."

23. Patient injuring another, requiring hospitalization for fractured hip.

O bjective N o. 2. To evaluate medical care of recipients of public aid in 
nursing homes, (in preparation)

O bjective N o. 3. To evaluate qualifications of personnel employed in nursing 
homes.

1. Shortage of registered nurses is very apparent in nursing homes.

2. Few  of the sixteen registered nurses give direct nursing care. Four 
m anage and supervise the facility w ithout giving nursing care; four are 
available on a part-tim e basis only and eight give bedside and supervisory 
service.

3. F ew  of the licensed practical nurses have had theoretical or clinical ex
perience in schools approved by the state. Tw enty-five percent of prac
tical nurses are from  approved schools, seventy-five percent licensed by 
waiver.

4. It is evident that much of the actual nursing care is being administered by 
nurses’ aides.

5. Only ten percent of the nurses’ aides had pre-em ploym ent preparation, for 
exam ple, hom e nursing course or hospital nurse-aide course.



6 . The image of the professional nurse is being destroyed by aides in nurses’ 
uniforms complete with cap.

7. Excluding licensed personnel in supervisory position, the rem aining num 
ber of licensed employees in this survey render .50 hours of nursing 
service per tw enty-four hour day per patient.

8 . Including graduate nurses and practical nurses with licensed employees 
this group renders .70 hours of nursing service per patient, per tw enty- 
four hour day.

9. Nurses’ aides render .61 hours of nursing service per patient, per tw enty- 
four hour day. This percentage is estimated since aides as indicated per
form in dual and triple roles in the nursing home.

Objective N o. 4. To evaluate methods of im proving patient care in nursing 
homes, (in preparation)

Objective No. 5. To investigate violations of m inim um  standards for nursing 
homes.

Housekeeping

1. Soiled linen piled on cellar floor up to ceiling.

2. Linen closet being used to store clean linen and patients’ clothing.

3. Discarded plumbing fixtures, pieces of furniture, thrown into rear yard in 
view of patients.

4. Offensive odors in toilet rooms.
5. Utility room door opening directly into patients’ room.
6 . Kitchen door opening directly into patients’ room.

7. Owner’s pet dog tied in kitchen.

8 . Basement exit partially blocked by a half-dozen uncovered rubbish con
tainers.

9. Badly stained coffee cups (plastic).
10. Floors unswept at 2 P.M .

1 1 . No floors swept on Sunday —  established policy.

12. Steps unsanded under slippery conditions.

13. Inadequate separation of soiled linen from  clean in laundry area.
14. Four homes, dirty throughout.

15. One home, extrem ely poor kitchen facilities, kitchen exceedingly dirty.

16. Basement in three homes, haphazard storage of surplus and old equip
ment.

17. Patients’ furniture in very poor condition.

Patients’ Accommodations

1. In general, first floor sitting rooms m ore spacious and attractive than  
second floor sitting area.

2. In general, placement of bedfast patients on second floor and absence of 
fire escape plan or available stretchers.

3. Personnel bedroom adjacent to patient’s room  without privacy.
4. Four homes very drab and unattractive.



5. E xit door locked from  outside.

6 . E xit door had to be forced open, stuck with paint.

7. Light fixtures w ithout bulbs accessible to patient’s reach.
8 . Leaking roofs.

9. H ole in bathroom  floor.
10. O xygen tank unsecured.

D iet

1. In general, diets unplanned in advance.
2. Last posted diet, Decem ber 1961.

3 . In some cases, special diets unobserved. On vegetable dinner day, no pro
tein for high-protein diet. (2) Corn beef served to those on low salt diet.

4 . Supper prepared at 2 P .M . for 4 : 3 0  serving consisting of one-half slice of
bologna, one slice of cheese, one wilted salad.

5. E gg  salad sandwich, fruit and beverage, complete supper for all patients 
regardless of appetite.

6 . Patient doesn’t recall when m eat was last served.

7. Fresh vegetables very limited, “ too m uch work for cook” .

8 . Patient buys his own m ilk with personal allowance check.

M edications

1. A  large tw o-year accumulation.
2. A  one-year accumulation.

Records

1. In general, little standardization.

2. Recent change in m anagem ent, records chaotic.

3 . Recent change in m anagem ent, im portant records unavailable.

4 . In general, m any records not up-to-date and poorly filed.

O bjective N o. 6. To investigate specific complaints
Ten of the homes visited w ere to follow  up complaints, some of which 
were justified, justification of others pending.

1. In general, complaints of loneliness, (being shut in for 5-8 years) reason
able and understandable.

2. Recording and expenditures of personal allowance checks, a common com
plaint followed up in this survey.

3 .  Disorderly methods of recording.

(a) Lack of records for which the hom e is responsible when the resident 
is senile, incoherent and unable to m anage funds in the absence of 
relatives.

(b) Books recording patients personal checks non-existent. (2)

(c) Long established homes recorded checks for the past three months 
only.

(d) M any records of personal checks not available, records off the 
premises.



(e) No receipts for checks given to relatives.
(f) Checks of deceased accumulated, m anager wants to give them  to 

Salvation A rm y, deceased has no relatives. F urther stated the 
deceased had a disgracefully shabby funeral as a recipient of pub
lic aid.

(g) Large m onthly amounts, $300. to $500. sent by Nursing H om e su
pervisor to central office of nursing hom e firm. Policy of record
ing same not clear.

(h) Nursing home supervisor cashed thirty checks for holiday shopping 
for patient, unrecorded.

(i) Envelope system  of accounting for personal checks carelessly  
operated.

(j) Personal checks accumulate in various am ounts in the nursing 
home books, $60.00 to $314.00.

(k) No clear statement of what the nursing hom e offers the patient 
beyond room, board and care. Patients purchase items like 
dermassage, powder, steri-pads, barber comes in to shave patient 
every third day, and in one hom e patient buys m ilk frequently.

B y

H A Z E L L E  F E R G U SO N , R .N .



PROGRESS REPORT
SUMMARY OF ACTIVITIES AND FINDINGS — 

NOVEMBER 1 - DECEMBER 14, 1962

Nursing H om es included in Sum m ary (all proprietary homes) . 
Nursing H om es with a Fire or Disaster P la n ....................................................

25
1

T yp es of Nursing H om es Visited

Location
City
Suburb
Rural

Size
Sm allest 

Appearance 
Exterior 
Interior 

General Housekeeping 
Overall Atm osphere  
Patient’s Equipment 
Patient’s Furniture

13
9
3

10 Patients

22 Satisfactory  
21 Satisfactory  
19 Satisfactory  
21 Satisfactory  
17 Satisfactory  
24 Satisfactory

largest 63 Patients

7 Fair 
4 Fair

Fair
Unsatisfactory
Unsatisfactory
Unsatisfactory
Unsatisfactory
Unsatisfactory

The Patients 
M ale  
Fem ale  
Total
Private Patients 
Publicly Assisted  
A ge Range  
Average Age  
Am bulatory  
Chair and Bed 
Bedfast

Bedfast on Floor 1: 
Bedfast on Floor 2 

Cardiovascular Diseases 
M usculoskeletal Diseases 
Diabetics
Nervous System  Diseases 
Blindness .
Am putations  
Fractures .
Decubitus Ulcers 
M ental Visitations 
Colostomies

30
34

290 
572 
862 
127 
735

30 yrs. to 105 
74 

557 
241 

64

430
121

75
50
19
25
17

3
52

9



Apparent overall attitude: 
Satisfied .
Dissatisfied

Mental Status (estim ated): 
Alert-oriented  
Senile-confused  
Feeding assistance . 
Incontinent 
Injectible-Medication

Accident R ate:
Homes having low rate . 
Homes having high rate

Level of Nursing Skill and Care 
Registered Nurses 
Licensed Practical Nurse  
Graduate Nurse 
Nurses’ Aide . . . .

16 H om es 64%  
9 H om es 36%

598
273

84
169

78

22
3

16
76

5
80

Total

Other Personnel
Cooks ....................................................
M a i n t e n a n c e ..........................................
Others, full-tim e . . . .
Others, part-time . . . .
Dept. Mental H ealth Rehab, workers

Total

177

25
31
19
15

7

97

274

Records Satisfactory Unsatisfactory N ot Available
Daily r e g i s t e r .......................................... 24 1

Nurses’ n o t e s .......................................... 2 1 4
Bath l i s t ..................................................... 17 8

Shampoo l i s t .......................................... 1 2 13
E l i m i n a t i o n .......................................... 2 1 4
Medication . . . . . 2 1 4
N a r c o t i c s .................................................... 23 2

Accumulation of medication 2 2 2

Patients’ personal allowance checks 13 6

By

H A Z E L L E  F E R G U SO N , R .N .

Chief Investigator
Special Legislative Commission to
Investigate N ursing Hom es



REPORT ON CONFERENCES AT CITY OF BOSTON 
WELFARE DEPARTMENT 

NURSING HOME DIVISION,

January 29, 1963

Conferences with Miss Zilg, Chief Social W orker, and 
M iss Laffy, Nurse Supervisor

Nursing H om e Policies

1. Patient or relative selects nursing hom e.
2. Patient or relative selects doctor.

3. Hospital referral — • if patient is from  a teaching hospital, referral form 
attached with complete inform ation,— eliminates admission visit by doctor.

4. Evaluations —  (form  attached) on every patient every six months, also 
need for nursing hom e care should be stated.

5. Medical visits —  questionable excessive visits referred to Dr. Lynch by 
medical social worker.

6 . Nutritionist —  none, nurses counsel, and refer to State Department of 
Health Nutritionist.

7. Drug cost —  price list of proprietary drugs of reputable firm.

8 . Chiropodist —  visits upon request of medical doctor —  usually for diabetics
and A SD .

9. Fees —  C h i r o p o d i s t ...................................................1st. visit $3.00

2 nd. visit 2 .0 0

D o c t o r ...............................................................1st. visit 5.00

2nd. visit 4.00
10. Personal Allowance Check

Social W orkers responsibility for follow -up;
Recipient (patient, relative, friend) signs book.
N ursing Hom e keeps itemized account of expenditures.

11. Transfers —  no fee for bed held for patient transferred to hospital for 
D X  or R X .

12. Complaints —  approxim ately ten or m ore from  patients or relatives, per 
m onth.



SENATE — No. 760. 

APPENDIX C

RULES AND REGULATIONS FOR THE LICENSING OF 
CONVALESCENT OR NURSING HOMES IN 

MASSACHUSETTS

SECTION I

A. LEGAL AUTHORITY

1. General Laws, Chapter 111, Sections 71 to 73, inclusive, 
authorizes the Department of Public Health to issue, for a 
term of two years, a license, subject to revocation by it for 
cause, to any person whom it deems suitable and responsible, 
to establish or maintain a convalescent or nursing home 
which meets the requirements of the Department, estab
lished in accordance with its rules and regulations.

2. Convalescent or nursing homes conducted in accordance 
with the practice and principle of the body known as the 
Church of Christ, Scientist, shall be licensed and subject to 
the provisions for local board of health, fire, wire and zon
ing approval. The only inspection to be made in such homes 
by the Department of Public Health shall pertain to sani
tation. The regular license fee is required.

3. In accordance with the authority granted by General Laws, 
Chapter 111, Sections 71 to 73, inclusive, the Department 
of Public Health herewith adopts the following rules and 
regulations for the conduct and supervision of convalescent 
or nursing homes.

4. Penalty for Establishing or Maintaining a Convalescent or 
Nursing Home without a License. Whoever establishes or 
maintains, or is concerned in establishing or maintaining a 
convalescent or nursing home, or is engaged in any such 
business, without a license granted under General Laws, 
Chapter 111, Section 71, shall for a first offense be punished 
by a fine of not more than five hundred dollars, and for a



subsequent offense by a fine of not more than one thousand 
dollars or by imprisonment for not more than two years.

5. Penalty for Violation of Any Provision of Licensing Act 
(General Laws, Chapter 111, Sections 71-73 inclusive) or 
any of the rules and regulations made under Section 72. 
Whoever, being licensed under Section 71 of the General 
Laws, Chapter 111, violates any provision of Sections 71 to 
73, inclusive, of Chapter 111 o f the General Laws or any rule 
or regulation made under Section 72, shall for a first offense 
be punished by a fine o f not more than five hundred dollars, 
and for a subsequent offense by a fine of not more than 
one thousand dollars or by imprisonment for not more than 
two years.

B. DEFINITIONS
1. A  convalescent or nursing home is defined as any institution, 

however named, whether conducted for charity or for profit, 
which is advertised, announced or maintained for the ex
press or implied purpose of caring for three or more persons 
admitted thereto for the purpose of nursing or convalescent 
care.

2. A registered nurse is one who is currently registered by 
the Commonwealth of Massachusetts, Board of Registration 
in Nursing, to practice as a registered nurse.

3. A graduate nurse is one who has graduated from an ap
proved school of nursing or a school o f nursing which was 
approved at the time the nurse was graduated.

4. A licensed practical nurse is one currently licensed by the 
Massachusetts State Board o f Registration in Nursing to 
practice as a licensed practical nurse.

5. A graduate practical nurse is one who has satisfactorily 
completed the prescribed course o f training in an approved 
school of nursing for practical nurses or a school of nurs
ing for practical nurses currently approved or approved at 
the time the nurse was graduated or in a hospital approved 
prior to July 1, 1956, by the Joint Commission on Hospital



Accreditation or its predecessor, the American College of 
Surgeons. Proper credentials to certify the nurse as a grad
uate practical nurse shall be presented by the nurse.

6. An undergraduate nurse is one who has satisfactorily com
pleted, in an approved school of nursing or a school of nurs
ing which was approved at the time the nurse was in train
ing, sufficient time during which the nurse would have 
received theory and instruction comparable to that required 
for a graduate practical nurse. Proper credentials to certify 
the nurse as an undergraduate nurse shall be presented by 
the nurse.

7. The term “Department” as used in these regulations shall 
mean the Massachusetts Department of Public Health.

8. The term “Department of Public Safety” shall mean the 
Massachusetts Department of Public Safety.

9. The term “ licensee” shall mean the individual or individuals, 
corporation, trust or governmental unit legally responsible 
for the conduct of the home.

10. The terms “ local board of health,” “ local fire chief,” “ local 
wire inspector” and “local zoning authority” shall mean the 
individual or agency so designated in the city or town in 
which the convalescent or nursing home is located.

11. All adjectives and adverbs such as accessible, adequate, ap
proved, attractively, clean, competent, good, proper, quali
fied, reasonable, reliable, reputable, responsible, safe, sani
tary, satisfactory, sufficiently, and well, used in these rules 
and regulations to qualify a person, equipment or building 
shall be as determined by the Department.

C. PROCEDURE FOR LICENSURE OR LICENSE RENEWAL
1. Issuance of License or License Renewal

a. Request for an application shall be made in writing to 
the Department.

b. Application for a license or license renewal to establish 
or maintain a home shall be made in writing and sub-



mitted to the Department upon the application forms 
secured from the Department.

c. Structural changes in a proposed or existing home shall 
not be undertaken until notification has been made to 
the Department and plans for said structural changes 
have been approved by the Departments of Public Health 
and Public Safety.

d. Two copies of the completed application shall be returned 
to the Department.

e. Written zoning approval on a form provided by the De
partment is a prerequisite for an original license.

f. Local board of health certification on a form provided 
by the Department that said convalescent or nursing 
home is suitable for this purpose is a prerequisite for 
licensure.

g. A certificate of inspection of the egresses, the means of 
preventing the spread of fire and the apparatus for 
extinguishing fire issued by an inspector of the Division 
of Inspection of the Department of Public Safety is a 
prerequisite for licensure.

h. The local wire inspector shall certify in writing on a 
form provided by the Department that, from his inspec
tion of the premises, there is compliance with the local 
wiring codes; the corrected minor deficiencies shall be 
listed. In towns having no local wire inspector, the De
partment shall arrange with the state wire investigator 
for the same service and report. No license shall be 
issued or renewed without signed approval by the local 
wire inspector or state wire investigator.

i. A  certificate o f inspection issued by the head of the 
local fire department certifying compliance with the local 
ordinances is a prerequisite for licensure.

j. A check or money order for the license fee payable to 
the Commonwealth of Massachusetts shall be forwarded 
to the Department when requested.

k. The applicant shall be a suitable and responsible person.



2. Name of Home
Every convalescent or nursing home shall be designated by 
a permanent and distinctive name which shall appear on the 
application for license and which shall not be changed 
without first notifying the Department. The term “ con
valescent home” or “nursing home” shall appear in the 
name. The term “rest home” cannot be used.

3. Quota
a. Each license issued by the Department o f Public Health 

shall specify the maximum allowable number of beds 
on each floor in the home, which number shall not be 
exceeded. The number of beds allowed on each floor 
shall be determined by the Department of Public Health 
and shall so appear on the license issued by said Depart
ment.

b. Requests for quota increase shall be made in writing to 
the Department. No increase will be granted without 
written approval of the Director or the Chief Hospital 
Inspector of the Division of Hospital Facilities of the 
Department and the building inspector of the Department 
of Public Safety.

4. Occupancy
a. Rooms below grade level shall not be used for patient 

occupancy.
b. Occupancy of rooms above the second floor shall be re

stricted to employees and members of the immediate 
family of the licensee.

c. Rooms without basement foundations shall not be used 
for patients unless there is proper heating and insulation.

D. POSTING OF THE DEPARTMENT LICENSE AND DE
PARTMENT OF PUBLIC SAFETY CERTIFICATE OF IN
SPECTION

The license issued by the Department of Public Health and the 
inspection certificate issued by the Department of Public Safety 
shall be framed and posted conspicuously on the premises.



E. RETURN OF LICENSE

The license issued by the Department of Public Health shall be 
returned immediately by registered mail to the Department on:
1. Receipt of renewal license
2. Revocation
3. Change of location
4. Change of ownership
5. Change of name
6. Change of quota
7. Voluntary closure o f a home
8. Change of classification
9. Demise of licensee

F. CHANGE OF OWNERSHIP AND/OR LOCATION
The Department shall be notified immediately in writing of 
any proposed change in location, name or ownership of the 
home. A new application must be submitted at once in the 
instance of a change of location or ownership. A license cannot 
be transferred from one individual to another or from one 
location to another.
In the case of transfer o f ownership, the application of the 
new home owner for a license to maintain a convalescent or 
nursing home shall have the effect of a license for a period of 
three months when acknowledged by the Department of Public 
Health. The quota granted to the former licensee shall not be 
exceeded until approved by the Director or Chief Hospital In
spector o f the Division of Hospital Facilities of the Depart
ment and the building inspector of the Division of Inspection, 
Department of Public Safety, assigned to that district.

G. RESTRICTIONS

1. No home in which part of the premises is utilized for tenant 
occupancy or for business or professional purposes, including 
a commercial laboratory, shall be approved for licensure.



2. Office space is not permitted in the home for physicians, 
dentists or podiatrists or for physiotherapists or other 
paramedical persons.

3. Nursing services or medical treatment shall not be admin
istered to non-residents.

4. Alterations and structural changes to the premises cannot 
be made until plans for proposed changes have been sub
mitted to and approved by the Departments of Public Health 
and Public Safety.

H. RIGHT OF APPEAL
1. A licensee or an applicant aggrieved by the decision of the 

hospital inspector shall have the right of appeal to the 
Chief Hospital Inspector or the Director, Division of Hos
pital Facilities.

2. Any person aggrieved by the refusal of the local board of 
health to certify that the convalescent or nursing home is 
suitable for the purpose may, in writing, appeal to the 
Director, Division of Hospital Facilities, Department of Pub
lic Health, for a public hearing. The Department shall hold 
said hearing and thereafter may modify, affirm or reverse 
the action of the local board of health.

3. Any applicant for an original license who is aggrieved by 
rejection of his application by the Department of Public 
Health on the basis of written disapproval by the head of the 
local fire department or by the inspector of the Division 
of Inspection of the Department of Public Safety may, 
within thirty days, make an appeal in writing from 
such refusal to a board of review. The board shall, within 
twenty days of the receipt o f such appeal, give the parties 
in interest an opportunity to be heard and shall, within 
thirty days after such hearing, render a decision, which shall 
be a matter of public record.
Within thirty days after action by the board of review, a 
person who is aggrieved by the refusal of said board to ap
prove his application may bring a petition in the district 
court within the judicial district where the premises on



which the application was based are located, addressed to 
the justice of the court, praying that the action of the board 
in refusing to approve his application may be reviewed, and 
after such notice as said court shall direct to all parties 
interested a hearing may be had before the court at an 
early and convenient time fixed by it, or the court may 
appoint three disinterested persons conversant with the sub
ject matter of the controversy to examine the matter and 
hear the parties. The decisions of said court or the written 
decision under oath o f a majority of those appointed by the 
court filed in the office of the clerk of courts in said county 
within ten days after such hearing may annul or affirm 
such refusal. Such decision, or a certified copy thereof, shall 
have the same authority, force and effect as an original 
refusal or approval by the board. If such decision results 
in the approval of an application for a license which the 
board has denied, the court shall order said license to be 
issued.

4. Upon written request by an applicant who is aggrieved by 
the refusal to renew such a license, or by a holder who is 
aggrieved by the revocation o f such a license, as the case 
may be, the Commissioner of Public Health and the Public 
Health Council shall hold a public hearing after due notice 
and thereafter may modify, affirm or reverse the action of 
the Department.

REVOCATION OF LICENSE

A license to operate a convalescent or nursing home may be 
revoked by the Department in accordance with General Laws, 
Chapter 111, Section 71 to 73, inclusive, as amended for any of 
the following reasons:

1. Violation of the provisions o f the licensing act or of the 
standards, rules or regulations o f the Department adopted 
thereunder.

2. Permitting, aiding or abetting the commission of any illegal 
act in such home.



SECTION n
A. GENERAL REGULATIONS FOR CONVALESCENT OR

NURSING HOMES

1. A MANAGER OR OTHER PRINCIPAL REPRESEN
TATIVE SHALL BE DESIGNATED BY THE LICENSEE
FOR EACH LICENSED CONVALESCENT OR NURSING
HOME.

2. Fire Protection
a. Employees of the home shall be instructed by the head 

of the local fire department or his representative as to 
their duties’ in case of fire.

b. Fire extinguishers shall be recharged and so labeled at 
least once a year.

c. Where sprinkler systems are installed, the water pressure 
shall be checked weekly by the individual in charge of 
the home.

d. Lighting facilities shall be available in all common halls 
and inside and outside stairways.

e. Emergency lights shall be checked weekly by the in
dividual in charge of the home.

f. All exits shall be clearly identified by exit signs, ade
quately lighted, and shall be free from obstruction.

g. Gas dryers shall be inspected by the proper authorities.
h. All fires involving patients, personnel or property shall 

be reported to the Department.
i. There shall be at least one telephone on each floor where 

patients or personnel reside. All telephones shall be 
available for use in any emergency, for both incoming 
and outgoing calls.

j. Smoking is prohibited in all rooms, wards and adjacent 
areas where oxygen is being administered or in rooms 
where oxygen is stored.

k. Carriers for oxygen tanks must be provided when oxygen 
is used.



1. Signs indicating that oxygen is available, currently in use 
or store shall be conspicuously posted.

m. Oxygen tanks must be safely stored and labeled when 
empty.

. Sanitation
a. Water Supply

(1) The water shall be of sanitary quality and shall be 
obtained from a source approved by the Department.

(2) There shall be sufficient water pressure to meet the 
sanitary needs of the home at all times.

(3) If the water is not from a municipal system, said 
supply shall meet the approval of the Department.

b. Milk Supply
(1) Milk and cream shall be pasteurized and shall be de

livered to the home and stored in the home in con
tainers approved by the Department.

(2) All milk and cream products used for patients and 
employed personnel shall be made from pasteurized 
milk.

c. Ice Supply
Ice which comes in contact with food or drink shall be 
delivered, stored, handled and dispensed in a sanitary 
manner.

d. Sewage Disposal
All sewage shall be discharged into a municipal sewerage 
system where such is available; otherwise, the sewage 
shall be collected, treated and disposed of by means of 
an independent sewerage system approved by the De
partment.

e. Toilet, Handwashing and Bathing Facilities
(1) Adequate toilet, handwashing and bathing facilities 

shall be provided on each floor in a reasonable ratio 
according to the number and sex of patients and 
personnel in the home.



(2) Toilets, baths or shower compartments shall be sep
arated from all rooms by solid walls or partitions. 
Adequate provisions to insure patient privacy shall 
be made.

(3) Toilets for patients’ use may not be located off the 
kitchen.

(4) Toilet, handwashing and bathing facilities must be 
kept in good repair, and the floor area surrounding 
the toilet must be maintained in a sanitary manner 
and in good repair.

(5) Handrails or grab bars shall be provided near show
ers, tubs and toilets.

f. Waste Disposal
(1) All accumulated soiled dressings and other waste 

shall be stored, indoors and out of doors, in covered, 
sanitary, fireproof containers and subsequently dis
posed of at proper intervals in a manner to prevent 
fire hazard, contamination and nuisance.

(2) All homes shall provide facilities for proper disin
fection of these containers at all times of the year.

g. Garbage Disposal
(1) Suitable sanitary facilities shall be provided for the 

collection, storage and disposal of garbage.
(2) Garbage shall be stored, indoors and out of doors, 

in clean, watertight containers with tight-fitting 
covers.

(3) All homes shall provide facilities for proper disin
fection of these containers at all times of the year.

4. Physical Plant —  Household and Property
a. All buildings not previously licensed by the Department 

of Public Health as convalescent or nursing homes shall 
be of new construction and designed specifically for the 
purpose of operating a convalescent or nursing home.

b. The buildings, equipment and surroundings shall be 
maintained in a condition of good repair, neat, clean and 
free from all accumulation of dirt and rubbish and foul,



stale or musty odors. The type of construction shall be 
in conformity with existing local and state building, elec
trical and plumbing codes. All plumbing, including pipes 
carrying water for drinking and culinary purposes and 
all pipes installed for the disposal of sewage and wastes, 
shall be in accordance with the rules of the city or town 
having jurisdiction over such installations. In the ab
sence of such rules relative to plumbing, these installa
tions must conform to the rules established in accord
ance with G.L. Ch. 142, Section 21. The entire building 
shall be open without prior notice to authorized agents 
of the Department of Public Health and Department of 
Public Safety.

c. The floors of the following areas shall be waterproof, 
grease-proof and resistant to heavy wear:

Kitchens (main and auxiliary)
Food preparation and food storage areas 
Bathrooms and toilets 
Utility room 
Laundry

d. The walls of the following areas shall have a waterproof, 
glazed, painted or similar surface which will withstand 
washing:

Kitchens (main and auxiliary)
Food preparation area and areas where food is served 
Bathrooms and toilets 
Utility room

e. Adequate provision shall be made for the storage of 
housekeeping supplies and equipment, separate from any 
toilet or utility room. This area shall be adequately 
lighted and ventilated. A slop sink shall be provided.

f. The premises shall be maintained in such a manner as to 
prevent infestation by rodents and insects.

g. Screens, Doors and Windows
(1) Outside doors, windows and openings shall be pro

tected against flies and other insects by the seasonal 
use of screens.



(2) Weather stripping shall be used on windows and 
doors when necessary to avoid drafts.

(3) All windows, including combination windows, shall 
be washed inside and outside at least twice a year.

h. Heating
(1) Adequate heating shall be provided in all rooms used 

by patients in order to maintain a minimum tem
perature of 78°F. in cold weather.

(2) The heating system shall be in conformity with the 
rules and regulations outlined by the Department of 
Public Safety under Chapter 148, as amended.

i. Lighting and Ventilation
(1) Each patient’s room shall have direct outside ex

posure with adequate unobstructed natural light and 
adequate ventilation.

(2) Adequate artificial lighting shall be available in all 
rooms, stairways and hallways of buildings. Night 
lights shall be provided in all patients’ rooms and in 
all hallways, stairways, bathrooms and front and 
back porches.

(3) No electric bulb under 40 watts shall be used for 
illumination for patients’ use. Night lights for hall
ways, stairways and bathrooms shall be at least 15- 
watt bulbs.

(4) Kitchens and other areas when located below grade 
level and used for the preparation and serving of 
food shall have direct access to the outside by means 
of suitable windows. Otherwise, ventilation shall be 
provided to permit an air supply and exhaust of at 
least ten air changes an hour. Ventilating units 
shall be maintained in a sanitary manner and kept 
in good repair.

(5) All main kitchens shall be provided with a mechani
cal ventilator.

(6) Kitchens (main and auxiliary), food preparation 
and food storage areas, bathrooms, toilets and utility 
room shall have adequate artificial lighting, which



shall be maintained in a sanitary manner and kept in 
good repair.

(7) Bathrooms, toilets and utility room shall have direct 
access to the outside by means of suitable windows 
or a forced system of exhaust, which shall be main
tained in a sanitary manner and kept in good repair.

5. Laundry
a. Location

The laundry shall be situated in an area separate and 
apart from any facility used for the storage, prepara
tion or serving of food.

b. Physical Facility
The laundry area shall be well lighted and ventilated 
and adequate in size for the needs of the home and shall 
be maintained in a sanitary manner and kept in good 
repair.

c. Commercial Laundries
When adequate facilities are not available on the prem
ises for the proper and sanitary washing of linen and 
other washable goods, the services of a commercial 
laundry or laundry rental service shall be utilized.

d. Equipment
(1) All homes must provide set tubs equipped with hot 

and cold running water in the laundry.
(2) Automatic washers and drying and ironing facili

ties shall be provided to meet the needs of the 
home.

e. Handling of Soiled Linen
(1) All soiled linen shall be placed in a bag and stored 

in a manner to prevent contamination and odors.
(2) All soiled linen shall be collected and transported to 

the laundry in the washable containers in which it 
was collected, in a sanitary manner.

(3) Handwashing facilities shall be available in the 
laundry area where soiled linen is handled and/or 
sorted.



(4) Soiled linen shall be handled and stored in such a 
manner as to prevent contamination of clean linen.

(5) Facilities used to collect, transport and store soiled 
linen shall not be used for the handling of clean 
linen.

(6) Adequate facilities shall be provided for the proper 
and sanitary washing of linen and other washable 
goods.

f. Handling of Clean Linen
(1) Clean linen shall be sorted, dried, ironed and folded 

in a sanitary manner in a specified area.
(2) Clean linen shall be transported, stored and dis

tributed in a sanitary manner.
(3) Closets conveniently located shall be provided on 

each floor for the storage of clean linen, and shall 
not be used for any other purpose.

g. Personal Laundry
(1) Patients’ and personnel’s laundry shall be collected, 

transported, sorted, washed and dried in a sanitary 
manner.

(2) Personal laundry shall not be washed with bed 
linens.

h. Laundry Personnel
(1) Laundry personnel shall be properly clothed so as 

to prevent contamination of clean linen.
(2) Adequate closet space shall be provided for the stor

age of their street clothing.
6. Food Sanitation

a. There shall be adequate facilities and equipment for the
proper storage of all food supplies, for both patients and
personnel, maintained in a sanitary manner and kept in
good repair.

b. Refrigeration
(1) All perishable food, including milk and milk prod

ucts, shall be adequately refrigerated, stored in a 
sanitary manner and properly spaced for adequate 
refrigeration.



(2) There shall be a reliable thermometer in each re
frigerator and storeroom used for perishable foods.

(3) All foods shall be dated before being stored in a deep 
freeze.

c. Dishwashing
All dishes, including glasses and utensils used for eating, 
drinking, preparing and serving food and drink, shall be 
cleansed and sanitized after each usage. If a dishwash
ing machine is provided, a single-section sink is accept
able; otherwise, double-section sinks are a requirement. 
If dishes are washed by hand, the temperature of the 
wash water shall be between 110° and 120°F. This 
shall be followed by immersion in racks in water at a 
temperature of 170°F. for thirty seconds. If a dish
washing machine is used, the temperature of the wash 
water shall be between 140° and 160°F., with a final 
rinse at a temperature of 170°F. or higher. After sani
tization, all dishes shall be allowed to drain and dry in 
racks or baskets on a nonabsorbent surface.

d. Handwashing Facilities for Food Handlers
There shall be adequate handwashing facilities with soap 
or detergent, running hot and cold water, and an ade
quate supply o f individual disposable towels in all 
kitchens, and in washrooms used by food handlers.

7. Dietary Services and Facilities
a. Kitchens

(1) The main kitchen shall be located in a suitable area. 
There shall be adequate work space for the prepara
tion and serving of meals for the patients and per
sonnel, in accordance with the size o f the home.

(2) There shall be adequate sanitary storage facilities 
provided for all equipment used for the preparation 
and serving o f food.

b. Auxiliary Kitchens
Auxiliary kitchens shall be provided and adequately 
equipped when the size o f the home or the physical plant 
indicates the need, as determined by the Department.



Dumb-Waiter
A dumb-waiter when provided for the transportation of 
food shall be suitably located and used exclusively for 
the transportation of food. It shall be cleaned daily and 
kept in good repair.
Equipment
(1) Stoves, sinks, counters, cabinets, shelves, tables, re

frigerating equipment and all other equipment neces
sary for the preparation and serving of food shall be 
provided in accordance with the size of the home. 
This equipment shall be so constructed that it can 
be easily cleaned, maintained in a sanitary manner 
and kept in good repair.

(2) Food shall be prepared and served so that hot food 
shall be hot and cold food shall be cold when served 
to the patients.

(3) There shall be an adequate supply of trays, glass
ware, dishes and silverware for individual patient 
use. Discolored, chipped or cracked dishes or glass
ware shall not be used. Silverware that is o f good 
quality shall be provided and kept in good condition.

(4) Food shall be transported from main kitchens to 
auxiliary kitchens in suitable containers and/or 
conveyors.

(5) Trays
(a) Individual tray service shall be provided for 

patients.
(b) Trays shall be washable and of a type that can 

be sanitized.
(c) No tray shall be served without a washable or 

disposable tray cover.
(d) Trays shall be large enough to accommodate all 

of the dishes necessary for a complete meal, 
served attractively.

(e) Clean napkins shall be provided for all patients 
at all meals or between-meal nourishment.



(f) All trays set up in advance of meal time must 
be adequately covered to prevent contamination.

(g) Suitable tray racks shall be provided.
(h) At the main meal, the main course shall be 

served on a standard-size dinner plate.
e. Food

(1) There shall be an adequate supply of food of good 
quality on hand at all times to meet the needs of 
the home. All food shall be served attractively in 
dishes.

(2) Meals for the patients shall be of adequate quantity, 
well planned, well balanced and sufficiently varied. 
Weekly diet menus shall be maintained.

(3) Special diets when prescribed must be prepared and 
served under competent supervision. These menus 
shall be posted conspicuously.

(4) Breakfast shall not be served before 7:00 a.m. Sup
per shall not be served before 5:00 p.m. Night 
nourishment shall be provided as indicated.

f. Kitchen Waste and Garbage
Kitchen waste and garbage shall be emptied after each 
meal, and the containers and covers shall be washed, 
dried and aired before being returned to the kitchen.

8. Dining Room
a. Dining room is optional for nursing homes presently in 

existence.
b. Dining room for patients is required for all homes not 

previously licensed as a convalescent or nursing home.
c. Dining room facilities, when provided, shall be:

(1) Suitably located in a well-lighted, ventilated and 
heated area, and attractive.

(2) Equipped with tables of sturdy construction with a 
hard-surfaced, washable top.

(3) Equipped with comfortable chairs o f sturdy con
struction and of a sanitary type.

(4) The dining room floors shall be covered with a 
waterproof and greaseproof covering.



9. General Maintenance and Housekeeping
a. The home shall be kept in good repair, clean and sani

tary at all times, and in a manner so as to prevent the 
entrance and harborage of rats, other rodents, vermin 
and insects.

b. There shall be separate facilities and equipment provided 
for housekeeping of the following:
(1) Basement
(2) Laundry
(3) Kitchen
(4) Each floor

c. Equipment shall include an adequate supply of:
(1) Wet and dry mops (improvised mops shall be pro

hibited)
(2) Mop pails
(3) Radiator brushes
(4) Cleaning supplies.

d. Nonskid floor wax shall be used.
e. A vacuum cleaner shall be provided for each home, and 

kept in good repair.
f. All housekeeping equipment and cleaning supplies shall 

be kept in good condition, maintained in a sanitary man
ner and stored in suitable storage areas. Such equip
ment shall not be stored in lavatories, bathrooms, utility 
rooms or halls or on stairs.

g. Wet mops shall be laundered daily.
h. Dry mops, if washable, shall be laundered twice a week.
i. Dusters and cleaning cloths shall be laundered daily.
j. All facilities and equipment in the home shall be main

tained in a safe manner.

B. PATIENTS’ ACCOMMODATIONS AND EQUIPMENT
1. Floor Area

For licenses in existence on the effective date o f these regu
lations:
a. Single rooms shall have a minimum of 60 square feet of 

floor area.



b. Multi-bed rooms shall have a minimum of 60 square feet 
of floor area per adult bed, with at least 3 feet between 
beds.

2. Floor Area
a. For all homes presently in existence, upon change of 

ownership or classification:
(1) Single rooms shall have a minimum of 100 square 

feet of floor area.
(2) Multi-bed rooms shall have a minimum of 70 square 

feet of floor area per bed, with at least 3 feet be
tween beds.

b. For all nursing homes not previously in existence and 
all additions to existing nursing homes:
(1) Single rooms shall have a minimum of 110 square 

feet of floor area.
(2) Multi-bed rooms shall have a minimum of 80 square 

feet of floor area per bed, with at least 3 feet be
tween beds.

3. Quota Increase
Any increase in quota must provide in the room or rooms 
under consideration:
a. Single rooms must have a minimum of 110 square feet of 

floor area.
b. Multi-bed rooms must have a minimum of 80 square feet 

of floor area per bed, with at least 3 feet between beds.

4. Window Area
For new licenses issued after the effective date of these 
regulations, the minimum window area shall be at least one- 
eighth of the floor area.

5. Rooms for Patients
a. All rooms or wards used for patients shall be outside 

rooms.
b. No room or ward off a kitchen shall be used for patient 

care unless another acceptable means o f entrance to this 
room is provided.



c. A well-lighted and ventilated sitting room with direct 
outside exposure shall be provided for ambulatory 
patients.

d. All two-story homes not previously licensed as a nursing 
home shall provide at least one sitting room on each 
floor.

e. Each home shall make adequate provisions to insure 
reasonable privacy at time of death.

f. Washable window curtains or draperies shall be provided 
for all patient bedrooms and shall be kept clean and in 
good condition.

6. Equipment
a. Beds of household height or hospital beds shall be used 

and spaced 3 feet apart. Beds shall be arranged so as 
to avoid drafts, heat from radiators and other discom
forts. Cots and folding beds are not permitted.

b. Each patient shall be provided with:
(1) A comfortable bed, bed spring and mattress, which 

shall be maintained in a sanitary condition and kept 
in good repair. The mattress shall be protected by a 
cover and/or pad.

(2) An adequate number of bed pillows o f good quality 
for each patient, maintained in a sanitary condition 
and in good repair.

(3) An adequate supply of bed linen, bed rubbers, 
blankets, bedspreads, washcloths and towels of good 
quality for each patient, maintained in a sanitary 
manner and kept in good condition.

(4) An adequate number of bed rails of a standard type, 
maintained in a sanitary manner and kept in good 
repair.

(5) A bedside cabinet with a hard-surface, washable top 
adequate for individual patient needs, maintained in 
a sanitary manner and kept in good repair.

(6) A comfortable chair suited to individual patient 
needs, maintained in a sanitary manner and kept in 
good repair.



(7) Footstools according to patients’ needs, maintained 
in a sanitary manner and kept in good repair.

( 8 )  Adequate artificial lighting in each room to m eet in
dividual patient needs, kept in good repair.

(9) A  bureau or other adequate provision for the stor
age of patients’ clothing, maintained in a sanitary 
manner and kept in good repair.

(10) An individual mouthwash cup, a toothbrush and 
dentifrice, and containers for the care of patients’ 
dentures, maintained in a sanitary manner.

(11) An individual soap dish and bar of soap.
(12) Individual bedpans, urinals, hand wash basins, bath 

basins and emesis basins, maintained in a sanitary 
manner and kept in good condition, identified and 
stored in such a manner that they may not be inter
changed between patients.

(13) Commode chairs when provided shall be of a sani
tary type, maintained in a sanitary manner and 
kept in good repair.

(14) A  signal system or a hand bell at each patient’s bed
side, in bathrooms and in sitting rooms. The 
method used for signaling shall be approved by the 
Department.

c. Individual sputum containers of a sanitary type shall be 
provided when needed and maintained in a sanitary 
manner.

d. All stairways used by ambulatory patients shall be well 
lighted and provided with hand rails on both sides.

e. Washable bedside curtains or portable screens shall be 
provided in all multi-bed rooms to insure patient privacy.

f. Grip bars, properly placed, shall be in all bathrooms, 
toilets and showers used by patients.

g. An adequate number of wastebaskets of a sanitary type 
shall be provided in each patient’s room and sitting room 
and maintained in a sanitary manner.



C. MEDICAL SUPERVISION
1. Each patient or his guardian or the agency responsible for 

his care shall on admission designate the name and address 
of a physician registered to practice medicine in Massachu
setts to be responsible for his medical supervision, including 
periodic checkups.

2. Each patient on admission shall have a completed medical 
referral form or shall have a physical examination within 7 
days after admission. The physical findings with the treat
ment to be carried out shall be recorded and signed by a 
physician registered to practice medicine in Massachusetts.

3. No patient shall be transferred or discharged from the home 
without a dated, recorded, signed statement of patient’s 
physical condition made by the attending physician at the 
time of the patient’s transfer or discharge.

4. All medical and psychiatric consultations shall be dated, re
corded and signed by the examining physician at the time 
of examination.

5. No medication, treatment or therapeutic diet shall be ad
ministered to a patient except on the written order of a 
physician registered to practice medicine in Massachusetts. 
(Exception: In an emergency the nurse in charge may carry 
out the verbal order of the physician provided that the or
der is entered in the Doctor’s Order Book and indicates the 
patient’s name, the date, the name o f the prescribing phy
sician and the signature of the nurse who takes the order. 
Furthermore, the prescribing physician must sign said 
order within 48 hours.)

D. SUPERVISION AND CARE OF MEDICATIONS
1. A medicine cabinet or closet of a type approved by the De

partment shall be provided for the proper storage of all pa
tients’ drugs.

2. The medicine cabinet or closet shall be located in an area 
that is inaccessible to patients or visitors.

3. The medicine cabinet or closet shall be well lighted, shall 
have running water easily accessible and shall be provided 
with a suitable lock and kept locked at all times.



4. There shall be a separate locked compartment within the 
locked medicine cabinet or closet for the proper storage of 
prescribed narcotics and sedatives.

5. Poisons and medications for external use only shall be kept 
separate and apart from internal medications in a locked 
compartment.

6. A  responsible, qualified person shall be in charge of and ad
minister all medications to patients.

7. The custody o f the key to the medicine closet shall be as
signed to a responsible person at all times.

8. All medications shall be accurately recorded and accounted 
for at all times.

9. No medication for a specific patient shall be administered 
to another patient.

10. Medications shall not be stored in patients’ rooms.
11. Medicines shall not be removed from their original con

tainers.
12. Prescription labels shall not be defaced.
13. Medications having a specific expiration date shall not be 

used after the date of expiration.
14. Medicines shall be properly refrigerated when required.
15. Following a patient’s transfer or discharge, all drugs pre

scribed for said patient if not transferred with the patient 
shall be disposed of as follows:
a. Narcotics and sedatives shall be destroyed in the home

in the presence of the hospital inspector and the fact
duly recorded, dated, timed, signed and witnessed in the 
Narcotic and Sedative Book (see K-2c).

b. All other drugs shall be disposed o f as directed by the 
hospital inspector.

16. Upon the death of a patient, all drugs prescribed for said 
patient shall be disposed of as follows:
a. Narcotics and sedatives shall be destroyed in the home

in the presence of the hospital inspector, and the fact
duly recorded, dated, timed, signed and witnessed in the 
Narcotic and Sedative Book.



b. All other drugs shall be immediately disposed of as di
rected by the hospital inspector.

17. The medicine cabinet or closet shall be used exclusively for 
the storage of medications and equipment required for their 
administration. This cabinet or closet shall be maintained 
in a sanitary manner.

18. Rubbing alcohol shall be stored in a locked cabinet when not 
in use.

E. NURSING PERSONNEL
1. A registered nurse, a graduate nurse, a licensed practical 

nurse, an undergraduate nurse or a graduate practical 
nurse shall be at all times responsible for the supervision of 
the nursing service and patients’ care in the home.

2. There shall be adequate qualified nursing personnel at all 
times, including vacation and other relief periods.

3. Nursing homes having 50 or moi’e beds shall employ a reg
istered nurse or a graduate nurse.

4. A sufficient number of trained personnel shall be employed 
to give adequate care to all patients at all times. Adequacy 
of personnel shall be as determined by the Department.

5. Ancillary workers providing nursing care shall be super
vised by qualified nursing personnel at all times.

6. The qualifications of the following personnel shall be veri
fied as follows:
a. The Massachusetts registration number of all registered 

nurses
b. Training of all graduate nurses
c. Training of all undergraduate nurses
d. Massachusetts license of all licensed practical nurses
e. Training of all graduate practical nurses
f. Experience of unlicensed practical nurses who did not 

complete the prescribed course in an approved school for 
practical nurses.

g. Diplomas or certificates from correspondence schools of 
nursing are not acceptable.

7. The Department shall be promptly notified in writing of the



resignation of any qualified nursing personnel and of the 
name and qualifications of the new appointee.

F. OTHER PERSONNEL
1. There shall be a qualified person employed for the super

vision of the dietary service in accordance with the size of 
the home.

2. There shall be adequate auxiliary personnel to keep the 
home in good repair, clean and sanitary at all times. These 
individuals shall not administer patient care.

G. EQUIPMENT AND FACILITIES FOR NURSING
PROCEDURES

1. Complete facilities and equipment according to the number 
and type of patients in the home shall be provided for the 
administration of routine and special nursing care as pre
scribed by the attending physician. All facilities and equip
ment shall be maintained in a sanitary manner and kept in 
good condition.

2. Basic equipment shall include all facilities necessary for the 
administration of routine nursing care.

3. Special equipment shall include equipment fo,r:
a. First aid
b. Intravenous therapy
c. Blood pressure recordings
d. Urinalysis
e. Bladder irrigations, colonic irrigations and colostomies

4. Other equipment shall include:
a. Flashlights
b. Mouthbites
c. Carrier for oxygen cylinder when oxygen therapy is 

ordered
d. Rubber rings, hot water bottles and ice caps
e. Sandbags and other orthopedic equipment
f. Standard scale for weighing patients
g. Wheel chair



5. Adequate facilities and equipment shall be provided for the 
proper disinfection o f :
a. Beds
b. Bed springs
c. Mattresses
d. Bedsides
e. Bed pillows
f. Bed rubbers

6. Adequate facilities and equipment shall be provided, for the 
proper sterilization o f :
a. Glassware
b. Enamelware, monelware and stainless steel
c. Instruments
d. Syringes and needles
e. Rubber goods

7. Technique for the care and cleansing of mouth and rectal 
thermometers shall be approved by the Department.

8. Adequate facilities for the proper storing o f the following 
shall be provided:
a. Patients’ towels and washcloths when not in use
b. Beds, bedsides, bed springs, mattresses, bed pillows, 

blankets and rubber sheeting when not in use
c. Patients’ clothing, personal effects and valuables
d. Glassware, enamelware, instruments, syringes and 

needles, rubber goods, mouth and rectal thermometers
e. Oxygen cylinders

H. UTILITY ROOM
1. A utility room physically partitioned from any toilet 

and/or bathing facility for patients and/or personnel with 
a separate entrance directly from a corridor shall be pro
vided in homes with 10 or more patients.

2. Nursing homes of one-story construction with 40 or more 
beds must provide two utility rooms.

3. Nursing homes of two-story construction must provide at 
least one utility room on each floor.

4. A minimum of 35 square feet of floor area must be pro
vided for utility rooms in existing facilities and a minimum



of 60 square feet of floor area for new construction or 
homes not presently in existence.

5. The utility room shall provide the following facilities:
a. Slop sink with gooseneck faucet and hot and cold run

ning water
b. Adequate cupboard and work space
c. Adequate facilities for the storage of clean equipment 

used in the administration of patient care
d. Adequate space for the storage of individual patient 

equipment
e. Adequate facilities for the cleansing, disinfection and 

sterilization o f individual patient equipment
f. Adequate facilities for emptying, cleansing and disinfect

ing bedpans and urinals
g. An instrument sterilizer
h. Adequate facilities for the proper storage of all rubber 

goods, such as hot water bottles, ice caps, rectal tubes, 
catheters, rubber gloves, rubber air rings, etc.

i. Handwashing facilities with hot and cold running water.

ADMISSIONS
1. No convalescent or nursing home shall admit or care for 

persons who are suffering from insanity or persons who are 
addicted to the use of narcotics or stimulants.

2. Persons released from any institution under the control of 
the Massachusetts Department of Mental Health and recov
ered, self-sustaining patients under the supervision of a 
psychiatric social worker of a mental hospital for at least 
one year after release may be admitted provided prior ap
provals have been received from the department of Public 
Health.

3. No convalescent or nursing home shall admit a person suf
fering from a contagious disease or a person requiring pre
natal or maternity care.

4. Admission of children under 16 years of age to a conva
lescent or nursing home caring for adults shall be subject 
to the approval of the Department.

5. No shock therapy shall be administered in the home.



J. PATIENT TRANSFER OR DISCHARGE
No licensee shall arrange for the transfer of a patient from one 
home to another or for his or her discharge without either the 
written permission of the patient, a responsible individual or 
relative, or a responsible public or private agency.

K. RECORDS
1. Each home shall provide a suitable area, conveniently 

located, for the recording and storage of patient records. 
The following equipment shall be provided:
a. Desk and chair
b. Adequate lighting and ventilation
c. File cabinets for storage of active and inactive records

2. Required record material for each home shall include:
a. A standard-type bound Patient Register Book for the 

recording of admissions, transfers, discharges and deaths
b. A bound Doctors’ Order Book with a stiff cover and 

numbered pages
c. A bound Narcotic and Sedative Book with a stiff cover 

and numbered pages
d. A bound Day and Night Report Book with a stiff cover 

and numbered pages
e. Heavy cardboard folders for filing of individual patient 

records
f. Record forms for all pertinent medical and nursing data 

as required by the Department
g.. Record forms for listing patients’ clothing, personal 

effects and valuables at time of admission
3. All records shall be permanent, either typewritten or legibly 

written with pen and ink (no record shall be written in pen
cil) . No erasures or ink eradicator shall be used. No pages 
shall be removed from bound books.

4. A complete and accurate record shall be maintained for 
each patient from the time of admission to the time of dis
charge. This record shall be kept in an individual folder 
filed in chronological order and shall include all medical and 
nursing data. This record shall be filed in a manner ap
proved by the Department and kept in the convalescent or



nursing home for not less than five years following the pa
tient’s discharge, transfer or death.

5. The following records shall be maintained in a form and 
manner acceptable to the Department:
a. Daily census
b. Personnel file on all employees
c. Patients’ day and night report

6. Patients’ records shall include:
a. Identification data

Date and time o f admission, patient’s name, previous 
address, age, sex, color, race, marital status (married, 
separated, divorced or widowed) and religion; name and 
address of referring physician or hospital; name and ad
dress of attending physician; name, address and tele
phone number o f person or agency responsible for 
patient

b. Medical records
(1) A statement of the patient’s physical and mental 

condition and diagnosis at the time of admission, 
transfer or discharge, dated and signed by the at
tending physician and incorporated in the patient’s 
record.

(2) A record o f physical findings and patient progress, 
dated and signed by the attending physician at the 
time of each visit and at the time of periodical 
physical examination.

(3) All medical and psychiatric consultations shall be 
dated, recorded and signed by the consulting physi
cian and incorporated in the patient’s record.

(4) All doctors’ orders, including medications, treat
ments and diets, shall be dated, recorded and signed 
in the Doctors’ Order Book by the attending phy
sician. These orders shall be reviewed by the at
tending physician at least every six months and, if 
indicated, renewed.

(5) A record of all accidents occurring to patients in the 
home, including the date and time o f accident, 
physical findings and treatment prescribed. This



record shall be signed by the attending physician 
and incorporated in the patient’s record.

(6) All orders for restraining patients shall be specif
ically defined, dated, recorded in the Doctors’ Order 
Book and signed by the attending physician.

(7) Statement with recommendations for discharge, 
reason for discharge and the patient’s physical and 
mental condition at time of discharge shall be dated 
and signed by the attending physician and incor
porated in the patient’s record.

c. Nursing records shall include:
(1) Admission data

(a) How admitted, by ambulance or ambulatory, re
ferred by whom and accompanied by whom

(b) Date and time of admission
(c) Complete description of patient’s condition upon 

admission, including weight of ambulatory pa
tients, recorded and signed by admitting nurse

(d) Date and time attending physician was notified 
of patient’s admission

(2) All physicians’ orders for medication, diet, activity, 
etc., copied from the Doctors’ Order Book by the 
nurse and incorporated in the patient’s record on an 
approved form

(3) Date, time, dosage and method of administration of 
all medications administered; date and time of all 
treatments

(4) The signature of the nurse administering treat
ments or medications

(5) An accurate report of all factors pertaining to the 
patient’s condition, including the monthly weight of 
ambulatory patients

(6) A report of all accidents occurring to patients, date, 
time, circumstances involved, patient’s symptoms 
and nurses’ observations, time doctor was notified, 
and subsequent treatment given

(7) A list of the patient’s clothing, personal effects and



valuables shall be entered at time of admission on a 
form approved by the Department, and dated and 
signed by the patient or responsible person and wit
nessed, copy of which shall be given to the patient 
or other responsible person

(8) Discharge or transfer data
(a) Date and time of discharge or transfer
(b) Reason for discharge or transfer
(c) Condition of patient at time of discharge or 

transfer
(d) Address to which discharged or transferred
(e) Accompanied by whom

(9) An individual narcotic and sedative record shall be 
maintained for each narcotic or sedative prescribed 
for each patient. This record shall be kept in a 
bound book with numbered pages in a manner ap
proved by the Department, and shall include:
(a) Patient’s name
(b) Name o f physician prescribing the medication
(c) Name of medication and strength of dosage 

prescribed
(d) Amount of medication received
(e) Date received, prescription number and name of 

pharmacy dispensing medication
(f) Date, time, dosage and method of administra

tion and the signature of nurse who adminis
tered the medication to the patient

(g) There shall be a recorded, dated narcotic and 
sedative count checked by the nurse going off 
duty on each shift in the presence of the nurse 
reporting on duty. The count shall be signed 
by both individuals.

(10) There shall be a record kept on all drugs transferred 
with a patient at the time of discharge or transfer. 
This record shall include:
(a) Date, name and new address o f patient
(b) Name of patient’s physician
(c) List and amount of medications



(d) Prescription numbers
(e) Name of pharmacy that dispensed medications
(f) Signature of person taking medication from the 

home
(g) Witnessed signature of the responsible indi

vidual on duty in the home at the time of dis
charge

L. RESPONSIBILITIES OF THE LICENSEE
1. To insure humane, understanding care of the patients. Their 

personal and spiritual rights and privileges shall be re
spected at all times by all employees.

2. To provide a form so that all applicants for employment 
shall submit the following:
a. All pertinent information regarding identification 

(maiden name included)
b. Social Security number
c. Qualifications and experience. Professional employees 

shall identify school of nursing, date of graduation and 
name at time of graduation. If registered nurse: Massa
chusetts registration number and year of original regis
tration. If licensed practical nurse: Massachusetts 
license number and year of original licensure. Signature 
shall include full title.

d. Written confirmation of the professional qualifications 
of all professional employees shall be obtained by the 
licensee when the employee cannot present his bona fide 
credentials.

e. All employee data shall be on file for inspection by the 
Department.

3. To accurately report all accidents occurring to patients to 
the Department. This report shall include:
a. Date, time and circumstances involved in the accident
b. Attending physician’s name
c. Attending physician’s report, including physical findings 

and treatment prescribed
d. Patient’s prognosis



e. Name of nurse on duty at time of accident and names of 
witnesses, if any

4. To arrange with responsible persons or agencies for the 
provision and maintenance of the following patient neces
sities:
a. Proper clothing, night attire and footwear, legibly 

marked and for seasonal wear
b. Eye examinations and eyeglasses
c. Ear examinations and hearing aids
d. Dental care and dentures
e. Prosthetic devices and braces

5. To arrange with the Division of the Blind of the Massachu
setts Department of Education for the provision of recrea
tional therapy for blind patients and for patients with im
paired vision.

6. To provide adequate rehabilitation facilities for patients, as 
prescribed by the attending physician.

7. To notify the hospital inspector promptly in writing of the 
resignation of any qualified nursing personnel and of the 
name and qualifications of the new appointee.

8. To supervise all personnel strictly as to cleanliness of person 
and clothing. Food handlers shall wear caps or hair nets 
and shall be suitably clothed. Facilities shall be provided 
for the storage of street clothing for non-resident personnel 
when employed.

9. To report immediately by telephone the occurrence of epi
demic disease and poisoning, including food poisoning, to the 
Department. On week-ends or holidays, call State House, 
Capitol Police. (This verbal report is to be confirmed in 
writing within 24 hours.)

10. To report as soon as possible in writing all fires involving 
patients, personnel or property.

11. To submit an annual report. This form, which shall be fur
nished by the Department, is to be filled out for the calendar 
year January 1 through December 31, and returned in dupli
cate not later than January 15 of each year.

12. To instruct all personnel as to their duties in cases of fire 
or other emergencies. A first-aid kit shall be provided.



13. To provide adequate storage facilities for the following:
a. Patients’ towels and washcloths
b. Clothing during all seasons of the year, personal effects 

and valuables
c. Beds, bed springs, mattresses, bed pillows and blankets 

when not in use
14. To provide adequate facilities for the proper disinfection of 

of beds, bed springs, mattresses and bed pillows.
15. To provide adequate facilities and equipment for the proper 

sterilization of equipment as needed.
16. To assure the patients’ punctual attendance at clinics, out

patient departments and physicians’ offices when such ap
pointments have been made.

17. To arrange for religious benefits for patients of all denom
inations, if desired.

18. To check and identify patients’ medications and personal 
belongings at time of change of ownership of the home.

19. That a complete narcotic and sedative count shall be made 
by the licensee and the new owner at change of ownership. 
This count shall be recorded in the Narcotic and Sedative 
Book and shall be signed by the licensee and the new owner.

20. Pets
a. Pets shall not be allowed in any of the following areas:

(1) Patient facilities
(2) Kitchens and areas used for preparation, serving or 

storage of food
(3) Laundries

b. No commercial breeding of pets shall be allowed in the 
home.

c. All pets shall be fed and maintained in a sanitary 
manner.

SECTION HI —  REHABILITATION

A. OCCUPATIONAL THERAPY

1. Homes contemplating the establishment of an occupational 
therapy unit shall submit to the Director, Division of Hos



pital Facilities, Massachusetts Department of Public Health 
in duplicate, the following information:
a. Name and address of the home
b. Date license was issued and number of beds
c. Name, address and qualifications of the registered occu

pational therapist to be employed
d. A floor plan of the home identifying the proposed loca

tion o f the unit to be used for occupational therapy
2. This unit shall be well lighted, ventilated and heated, and 

shall be separate and apart from rooms used for patient 
facilities. There shall be a bell or signal system to summon 
aid in an emergency.

3. A prescription for patient participation in occupational 
therapy shall be recorded, dated and signed in the Doctors’ 
Order Book by the attending physician. This prescription 
shall state specifically all details regarding the type of occu
pational therapy prescribed.

4. A  record shall be kept o f the physical progress made by 
the patient and his reactions to the occupational therapy 
prescribed. This shall be incorporated in the patient’s indi
vidual record.

5. The occupational therapy program shall be supervised by a 
registered occupational therapist.

6. All storage and unit facilities shall be maintained in a sani
tary manner and kept in good repair.

B. RECREATIONAL THERAPY
1. Homes contemplating an organized recreational therapy 

unit shall submit to the Department a floor plan of the home 
identifying the specific area to be used. The Department 
reserves the right to disapprove the location of the unit 
when indicated.

2. This unit shall be well lighted, ventilated, heated and 
equipped with a bell or signal system to summon aid in an 
emergency.

C. PHYSICAL THERAPY
1. No home shall be permitted to establish a physical therapy 

unit for treating patients without the approval of the Direc-



tor of the Division of Hospital Facilities, Department of 
Public Health.

2. The request for such approval shall be written in duplicate, 
signed by the licensee, and shall include:
a. Name and address of home
b. Date license was issued and number of beds
c. Name and address of licensee
d. Name, address and qualifications of the registered 

physical therapist who will administer physical therapy
e. A floor plan of the home, identifying the specific area 

to be used for administering physical therapy and/or for 
the storage of the equipment. The Department reserves 
the right to disapprove the location.

3. This unit shall be well lighted, ventilated and heated, and 
handwashing facilities shall be separate and apart from 
rooms used for patient occupancy or other patient facilities.

4. This unit shall be used exclusively for the administration of 
physical therapy treatments to resident patients.

5. Equipment used for physical therapy shall be approved by 
the American Medical Association.

6. All physical therapy equipment shall be serviced at least 
annually by a qualified person. No repairs shall be made 
except by a qualified person.

7. The following basic equipment shall be provided for the 
physical therapy unit:
a. Treatment table, footstool and chairs
b. Adequate linen supply
c. Supply closets
d. Sanitary waste containers
e. Hamper for soiled linen
f. Disposable towels
g. Curtains or cubicles to assure privacy
h. Desk or table and chair for clerical use
i. Bell or signal system to summon aid in an emergency

8. A prescription for the administration of physical therapy 
shall be recorded, dated and signed by the prescribing phy
sician in the Doctors’ Order Book. This prescription shall



state specifically the type of treatment to be given and all 
details regarding the treatment.

9. The physical therapist shall record, date and sign all per- 
tinent data pertaining to the treatment. This shall be incor
porated in the patient’s individual record.

10. No patient shall be unattended while receiving physical 
therapy treatments.

1 1 . Physical therapy shall be administered by a qualified 
person:
a. A  physician registered to practice medicine in Massachu

setts, or

b. A  physical therapist currently registered in Massa
chusetts

12. All equipment and facilities shall be maintained in a sani
tary, safe condition and kept in good repair.

13. All plumbing and electrical installations required for the ad
ministration of physical therapy shall be inspected and 
approved by the appropriate local or state authorities.



APPENDIX D

NURSING HOMES AND LICENSEES IN MASSACHUSETTS 

1962 LICENSEE —  HOME —  ADDRESS
[Source: Mass. Bureau of Hospital Facilities]

A B IN G T O N

Mildred Alford Nursing Home, Inc. 
81 Birch Street, North Abington

Bennett, Mrs. Sally S.
Acton Nursing Home 
21 Central Street, So. Acton

A C T O N

A C U S H N E T
Moorelande Nursing Home, Inc. 
127 So. Main Street

Jelley, Mrs. Gladys M.
The Rest Haven Nursing Hom e  
395 Columbia Street

A D A M S

Adam s N ursing H om e, Inc. 
17 Com m ercial Street

A M E S B U R Y

Belaire Manor Nursing Hom e, Inc. 
Adams House, Maple Street

Belaire Manor Nursing Hom e, Inc. 
Baker House, Maple Street

Bowley, Antoinette 
Parkside Nursing Home 
56 Sparhawk Street

W ebster, M rs. V irginia H. 
M acLeod N ursing H om e  
49 W est Greenwood Street

Schiller, Mrs. Catherine D. 
Hillside N ursing Hom e  
29 Hillside Avenue

A M H E R S T

Barstow, Mrs. Zelda
Town and Country Nursing Hom e
Montague Road

Tiffany, Julia E .
Pioneer V alley N ursing H om e  
74 North Prospect Street

Kane Nursing Home, Inc. 
10 Lessey Street

Chandler, Kathleen F . and 
Milligan, Augusta H.
Coles Nursing Home 
10 Summer Street

Ross, Mrs. Catherine A. 
Abbott Nursing Home 
15 Park Circle

A N D O V E R

Lukas, Mrs. Theodora  
Randolph Nursing H om e  
102 Burnham  Road

A R L IN G T O N

McDonald, Mrs. M ary J. 
Earl Jan Nursing Hom e  
8 W ellington Street



A R L IN G T O N  (Continued)
Alessandroni, M rs. Angiolina and 
Alessandroni, Nicholas J.
Park Avenue Nursing H om e
146 Park Avenue, Arlington Heights

Alessandroni, Nino 
Arlington N ursing H om e  
129 Lake Street

R ing Sanatorium, Inc.
Jefferson N ursing H om e  
149 Hillside Avenue

M acDonald, Mrs. Enid M.
M acDonald N ursing H om e  
129 Pleasant Street

Munroe Nursing Home, Inc.
178 Oakland Avenue

Harding Nursing Home, Inc.
118 Hillside Avenue

County-Vista Nursing Home, Inc. 
163 Hillside Avenue

Stockdale, Mrs. Irene M.
Chester Nursing Home  
66 Sutherland Road

A S H F IE L D

A S H L A N D

A S H B U R N H A M
Poitras, Mrs. Barbara  
Collins N ursing H om e  
Lawrence Street

Ryder, Mrs. Reta M.
Green M eadow Nursing H om e

M ilm an, Mrs. Sabina K .
M ary Jane Nursing H om e  
25 Central Street

Ducharme, Aurore and 
Baril, Regina
Providence Cliff N ursing H om e  
648 Pleasant Street

Richter, M rs. M arjorie  
Ellis Nursing H om e  
154 Pleasant Street

Rogers, Mrs Edna G.
Rogers Nursing Hom e  
574 New port Avenue

A U B U R N
Furey, Mrs. Lena J.
Auburn M anor Nursing Hom e  
76 Bancroft Street

B A R N S T A B L E
Fraser, Mrs. Virgie Ann R yan Enterprises, Inc.
The Fraser Nursing Hom e of Hyannis “Resthaven” N ursing H om e  
349 Sea Street, Hyannis 82 School Street, Hyannis

A T H O L
Fleetw ood Nursing Home, Inc. 
Daniel Shay H ighway

A T T L E B O R O
Pleasant M anor Nursing Home, Inc. 
195 Pleasant Street

Tucker, Mrs. Ruth  
Tucker’s N ursing Hom e  
177 South M ain Street

Hyannis Nursing Home, Inc. 
583 Main Street, Hyannis



B A R R E
Danahy, Mrs May E.
The Christian Hill Nursing Hom e  
Christian Hill

B E L M O N T  
Mary Anthony Convalescent H om e, Inc.
220 Lexington Street

B E V E R L Y
Soban, Inc.
Beverly Farms Nursing Hom e  
918 Hale Street

Ocean Street Convalescent Hom e, Inc. 
30 Ocean Street

D’Ornellas, Joaquin F., Jr.
Billerica Mount Pleasant Nursing 

Home, Inc.
Mt. Pleasant Street, North Billerica

Finnigan, Marion E., R .N.
Finnigan Nursing Home 
Wvman Hoad

Colonial N ursing H om e of Beverly, Inc. 
78 M cK ay Street

Blueberry H ill N ursing H om e, Inc 
Blueberry Hill Nursing H om e  
Off 75 Brim bal Avenue  

B IL L E R IC A
M arshall, Mrs. Lucy A .
Lucy M arshall N ursing H om e  
15 Call Street, N orth Billerica

Simmons, M rs. Bertha  
Simmons Convalescent Hom e  
317 Boston Road

The Albion Company, Inc.
Mary Murphy Nursing Hom e  
70 Rockview Street, Jamaica Plain

Armenian W om en’s W elfare  
Association, Inc.

Armenian W om en’s W elfare  
Association, Inc. Nursing Home  

431 Pond Street, Jamaica Plain

Towers Nursing Home, Inc.
Towers Nursing Home 
49 Parley Avenue, Jamaica Plain

B O STO N
The Boston H om e, Inc. 
2049-2061 Dorchester Avenue, 

Dorchester

Bayside Manor Nursing Home, 
Bayside Manor Nursing Hom e  
45 Coffey Street, Dorchester

Inc

Biggs Nursing Home, Inc. 
Ashmont Nursing Home  
10 Atherstone Street, Dorchester

Auburn House, Inc.
Auburn House Nursing Home 
9 Revere Street, Jamaica Plain

Eliot Discount Corporation 
Bell Nursing Home 
672-674 Massachusetts Avenue

Boston N ursing H om e, Inc.
534 M assachusetts Avenue

Bradley Nursing H om e, Inc.
492 W aln u t Avenue, Jam aica Plain

Penn Oziel
New ton N ursing H om e  
50 New ton Street

Cabot N ursing H om e, Inc.
85 Vernon Street, Roxbury

The E state of Virginia Carlton
Carlton N ursing H om e
232 Townsend Street, Roxbury

Carver, Joseph
Hancock Nursing H om e
131 H ancock Street, Dorchester

Carm elite Sisters for the Aged and 
Infirm  

Marian M anor
40 Old H arbor Street, South Boston



B O STO N  (Continued)

Carm elite Sisters for the Aged and 
Infirm  

M arian Villa
4 Old H arbor Street, South Boston

Carm elite Sisters for the Aged and 
Infirm  

St. Patrick ’s M anor 
333 Com m onwealth Avenue

Carney, M rs M arta D.
Beatrice Marie N ursing H om e  
337 Neponset Avenue, Dorchester

Connolly, Mrs, K athryn L.
Johnson Nursing H om e
46 W ren  Street, W . Roxbury

Centre M anor N ursing H om e, Inc. 
45 Centre Street, Roxbury

Chestnut H ill N ursing H om e, Inc. 
35 Chestnut H ill Avenue, Brighton

Crawford N ursing H om e, Inc.
123 Crawford Street, Roxbury

Crestwood N ursing H om e, Inc.
74 Howland Street, Roxbury

Cushing M anor N ursing H om e, Inc. 
20 Cushing Avenue, Dorchester

Daley, Mrs Kathleen G.
Gardner House N ursing H om e
47 Centre Street, Roxbury

Derderian, Mrs. Lucille H.
W indsor M anor Nursing H om e  
31 Moultrie Street, Dorchester

Allis, Eleanor M., R .N .
Allis Nursing Hom e  
4 Park Lane, Jamaica Plain

Codman Square Nursing H om e, Inc. 
3 Aspinwall Road, Dorchester

Dudley M anor Nursing H om e, Inc.
31 Moreland Street, Roxbury

Dunn, Ruth M. and 
Dunn, Francis A., Jr.
Ackroyd Nursing Home
1841 Columbus Avenue, Roxbury

Duplex Nursing Home, Inc.
12 Harris Avenue, Jamaica Plain

Dwyer, Miss Helen C.
Dwyer Nursing Home
599 Cambridge Street, Allston

Dyott, Mrs. M ary
Alm ieda Nursing Home
69 Robeson Street, Jamaica Plain

Hicks, John E.
Haven Nursing Home
44 Peter Parley Road, Jamaica Plain

Echlov, Dr. Theodore G.
The Regent Nursing Home 
74 Corey Road, Brighton

Eliot Square Nursing Home, Inc. 
159-161 Roxbury Street, Roxbury

E lm  H ill Nursing Home, Inc.
241 W aln u t Avenue, Roxbury

E lm  Hill Nursing Home, Inc.
E lm  Hill Nursing Home, Inc., Annex 
237 W alnut Avenue, Roxbury

Englewood Manor, Inc.
Englewood M anor Nursing Home 
77 Englewood Avenue, Brighton

Ennis, Mrs. Kathleen S.
Connor Nursing Hom e  
16 Pelton Street, W est Roxbury

Essex, Joseph E.
Harris Avenue Convalescent Home 
7 Harris Avenue, Jamaica Plain

Essex, Joseph E.
Robert Lewis Nursing Home  
32 M oultrie Street, Dorchester

Fairm ount N ursing Hom e, Inc.
172 Fairm ount Avenue, Hyde Park

Francis M anor Nursing Home, Inc. 
27 Howland Street, Roxbury

Frank W ood Convalescents Home, Inc, 
1135 M orton Street, Dorchester



B O STO N  (Continued)

Gamble, Mrs. Opie E.
Donald Leslie Memorial Nursing Home  
13 Algonquin Street, Dorchester

Gerard Nursing Home, Inc.
Gerard Nursing Home 
62 Rockview Street, Jamaica Plain

Gideon, Miss Annie E.
Gideon Nursing Home
126 Englewood Avenue, Brighton

Glynn Nursing Home, Inc.
9 Virginia Street, Dorchester

Parley Vale Nursing Home, Inc.
3 Parley Vale Street, Jamaica Plain

Greene, Mrs. Marion
Beatrice MacDonald Nursing H om e
47 Ocean Street, Dorchester

Hartford Nursing Home, Inc.
6 Hartford Street, Dorchester

Hebrew Home for Aged  
21 Queen Street, Dorchester

Highlands Nursing Home, Inc.
516 Warren Street, Roxbury

Hodgdon Nursing Home, Inc.
95 Moreland Street, Roxbury

Home for Aged W om en  
201-5 South Huntington Avenue 
Jamaica Plain

Houde, Ruth E.
Rodger Nursing Home
54 Bowdoin Street, Dorchester

Howland Nursing Home, Inc.
55 Burroughs Street, Jamaica Plain

Hyde Park Convalescent Home, Inc. 
113 Central Avenue, Hyde Park

Jamaica Management, Inc.
Elms Convalescent Home 
72 Robinwood Avenue, Jamaica Plain

Jewish W om en’s Health Association 
The Recuperative Center 
1245 Centre Street, Roslindale

Kalen, Mrs. Anna J.
A nn ’s Nursing H om e  
66  Bowdoin Avenue, Dorchester

Kayser, M argaret A . and 
McGregor, M ary L.
Grampian N ursing H om e  
33 Grampian W ay , Dorchester

L il-M ar N ursing H om e, Inc.
176 Hum boldt Avenue, Roxbury

Lorim er, Thom as
Robinwood N ursing Hom e
15 Robinwood Avenue, Jam aica Plain

J. G. M artin, Inc.
Rockview N ursing H om e  
40 Parley Avenue, Jam aica Plain

Clairmont Nursing H om e, Inc.
61 Robinwood Avenue, Jam aica Plain

M elville N ursing H om e, Inc.
3 M elville Avenue, Dorchester

M ilton View  Nursing H om e, Inc.
150 R iver Street, M attapan

M ontebello Nursing H om e, Inc.
62 M ontebello Road, Jam aica Plain

M ulvey, K aren M.
Bradshaw N ursing H om e
64 Bradshaw Street, Dorchester

Murphy, Earl I.
Franida House N ursing H om e
65 Glen Road, Jamaica Plain

Murphy, Thom as
Jamaica Nursing Hom e
93 Sedgwick Street, Jamaica Plain

O’Connor, Mrs. Catherine J.
E llen James Nursing Hom e  
42 E lm  H ill Avenue, Roxbury

Oxrider, Mrs. Caroline C.
Algonquin N ursing Hom e  
15 Algonquin Street, Dorchester

Parkview  M anor N ursing Hom e, Inc. 
489 W aln u t Avenue, Jam aica Plain



B O STO N  (Continued)
Princeton-Shelby N ursing H om e, Inc. 
Princeton-Shelby N ursing Hom e  
321 Princeton Street, E ast Boston

Haring, Mrs. Louise M.
Barbara D outhett N ursing H om e  
52 Alban Street, Dorchester

R am sey House N ursing H om e, Inc.
11 Revere Street, Jamaica Plain

Colum bia N ursing H om e, Inc.
87 Robinwood Avenue, Jamaica Plain

Tudor House N ursing H om e Corp.
81 South Huntington Avenue, 

Jamaica Plain

Rose Finkle N ursing H om e, Inc.
Rose Finkle Nursing H om e  
149 Strathm ore Road, Brighton

Ross Corey, Inc.
Ross Corey Nursing H om e  
249 Corey Road, Brighton

St. Luke’s H om e for Convalescents 
149 Roxbury Street, Roxbury

St. Thom as Nursing H om e, Inc.
157 Hum boldt Avenue, Roxbury

Shay, M argaret J., R .N .
Hillside Nursing Home  
40 Sawyer Avenue, Dorchester

Sherwin Nursing Home, Inc. 
Magnolia Nursing Home 
46 Magnolia Street, Dorchester

Brighton Nursing Home, Inc.
29 Chestnut Hill Avenue, Brighton

Society of St. M argaret
St. M onica’s Home
125 Highland Street, Roxbury

Sons of Divine Providence, Inc.
Don Orione Nursing Home  
111 Orient Avenue, East Boston

Theodore, Sauvas E., M.D.
Abide Nursing Hom e  
20 Parker Hill Avenue, Roxbury

W est Roxbury Nursing Home, Inc. 
W est Roxbury M anor Nursing Home 
5060 W ashington Street, W . Roxbury

W ilson, Elizabeth B.
Chives N ursing Hom e  
16 W yom in g Street, Roxbury

B O U R N E

H igh Tow er N ursing H om e, Inc. 
365 County Road  
M onum ent Beach

Mission H ill by the Sea, Inc. 
Cape Cod N ursing Hom e  
Lewis Point (Buzzards Bay)

B O X F O R D  
Richardson, Mrs. Annie C. Belle, R .N . 
Richardson N ursing H om e  
Main Street, W est Boxford

B R A IN T R E E

Braintree M anagem ent Corporation  
Braintree M anor N ursing Hom e  
1116 W ashington Street

Elihu W h ite  House N ursing H om e, Inc. 
Elihu W h ite  House N ursing Hom e  
95 Com m ercial Street

Houde, R uth E .
Resthaven N ursing Hom e  
155 Quincy Avenue, E ast Braintree

The John Scott House Nursing Home 
233 Middle Street

M onafiquot Convalescent Home, Inc. 
640 W ashington Street

Norfolk M anagem ent Corporation
Franklin Nursing H om e
149 Franklin Street, So. Braintree

Kelspride N ursing H om e, 
Franvale N ursing H om e  
20 Pond St., So. Braintree

Inc.



B R ID G E W A T E R

B r id g e w a t e r  Managem ent Corporation 
Bridgewater Nursing Hom e  
16 Pleasant Street

B R IM F IE L D

Willis, Mrs. Phyllis M.
Brimfield Nursing Home  
Brookfield Road

Waverly Nursing Hom e, Inc.
17 Waverly Street 

A & N Nursing Home, Inc.
Eleanor Nursing Home 
25 Simmons Avenue

Bowden, Mrs. Virginia D.
Leslie Convalescent Home  
137 North Pearl Street

Green Oak Manor, Inc.
Green Oak Nursing Hom e  
947 No. Main Street

The Bonnie View Nursing Hom e, Inc. 
Del-Bon Nursing Hom e  
1362 So. Main Street

Cummings, Mrs. Marion E .
Hillberg Nursing Hom e  
81 Hillberg Avenue

Lutheran Home of Brockton, Inc. 
Lutheran Nursing Home of Brockton  
896 No. Main Street

B R O C K T O N
H arris N ursing H om e Company, Inc. 
15 Chester Avenue

Braem oor Nursing H om e, Inc. 
Braem oor N ursing H om e  
34 North Pearl Street

N orth, Katherine F ., R .N .
N orth Convalescent H om e  
53 W eston  Street

The Madalawn N ursing H om e, Inc. 
1130 M ain Street

Sil-D alia Nursing Hom e, 
Sil-Dalia N ursing H om e  
227 W est E lm  Street

Inc.

Silver N ursing H om e, Inc.
596 Sum m er Street

Poor Sisters of Jesus Crucified and 
of the Sorrow ful Mother, Inc.

St. Joseph’s M anor N ursing H om e  
261 Thatcher Street

B R O O K F IE L D

Fredette, Roland G. W arner, Mrs Marie A .
Quaboag Lodge Nursing Hom e W arn er N ursing Hom e
30 Main Street, W est Brookfield 5 Lincoln Street

Aspinwall Nursing Home, 
61 Sewall Avenue

Beth El Nursing Home, Inc.
24 Winthrop Road

Brentwood Convalescent Home, 
34-36 Francis Street

Chamberlain Nursing Home, Inc. 
123 Gardner Road

B R O O K L IN E  

Inc. Lewis, M ae S., R .N .
Lewis Nursing H om e  
29 Gorham  Avenue

M eval Nursing H om e, Inc.
N ew  Coolidge Nursing Home  

Inc. 4 1  Coolidge Street

Jewish W om en ’s Convalescent Hom e  
Association  

218 K ent Street



B R O O K L IN E

Cohen, Mrs. Sarah D., Cohen, E arl M.
and Cohen, H enry I.

David M em orial Nursing H om e  
61 Park Street

Connolly, Mrs. K athryn L.
Littell Nursing H om e  
42 Alton Place

Longwood Nursing H om e, Inc.
23 Sum ner Road

Mason Terrace N ursing H om e, Inc.
12 M ason Terrace

M cGlynn, Mrs. Ethel G.
Naples N ursing H om e  
54 Naples Road

Muse, Mrs. M ary  
Beacon H all N ursing H om e  
74 Green Street

Nelson, M rs. Priscilla F .
Nelson N ursing H om e  
30 Englewood Avenue

(Continued)

Levy, David A . M .D.
Sewall Nursing Home  
75 Sewall Avenue

Brookline Nursing Home, Inc. 
769 W ashington Street

Sturtevant Nursing Home, Inc. 
1243 Beacon Street

Sum m it Nursing Home, Inc.
232 Sum m it Avenue

VanderKlish Hall, Inc.
The Marion Park Nursing Home 
62 Marion Street

Vuley, E li J.
V uley Nursing Hom e  
1842 Beacon Street

Kilduff, Mrs. M argaret A.
The K im ball Nursing Home 
215 Babcock Street

Zion Annex Nursing Home, Inc. 
34 Green Street

Zion N ursing H om e, Inc.
40 Green Street

C A M B R ID G E

Bancroft M anor N ursing H om e, Inc. 
Bancroft M anor N ursing Hom e  
100 Upland Road

Regina N ursing H om e, Inc.
Chester M anor N ursing H om e  
10 Chester Street

Clem ents M anor, Inc.
Clements M anor N ursing H om e  
24 Highland Avenue

St. Camillus Institute  
House of St. Camillus 
7 Chester Street

M arybeth Convalescent H om e, Inc. 
136 M agazine Street

M cC arty’s N ursing H om e, Inc.
273 H arvard Street

M arybeth Convalescent Home, Inc. 
M arybeth Convalescent Home Annex, 

Inc.
134 M agazine Street

Mullen, Mrs. Elizabeth A .
The W illiam  Francis Nursing Home 
11 W oodbridge Street

Exeter House, Inc.
Exeter House N ursing Home, Inc.
6  Prentiss Street

Pallotta, Joseph G.
Vernon H all Nursing Home  
8  Dana Street

Greenhalgh, Mrs. Ellen M.
Ellen W ard N ursing & Convalescent 

Hom e  
5 Frost Street



Sleeper, Mrs. Edna, R .N .
Sunny Nook Nursing Hom e  
Brooks Street

Courtney, Mrs. Eldora, R .N . and 
Bryant, Mrs. Nellie H . 
Meadowbrook Nursing Hom e  
Holmes Street

C A R L ISL E

C A R V E R

Eaton, Mrs. Merle A .
Sunny Acres Nursing Hom e  
250 Billerica Road

C H E L M SF O R D

M artell, Mrs. A lm a R.
Serenity N ursing H om e
146 Tyngsboro Road, North Chelmsford

Alpine Nursing Home, Inc.
Alpine Nursing Home
83 Middlesex Street, North Chelmsford

C H E L S E A

Bikur Cholom of Chelsea Shaw m ut N ursing H om e, Inc.
Chelsea Jewish Nursing H om e for 148 Shaw m ut Street

Chronically 111 
17 Lafayette Avenue

C H IC O P E E

Chicopee Management Corporation E lm s M anor Nursing Hom e, Inc.
Hampden Nursing Home E lm s M anor N ursing Hom e
180 Beauchamp Street 269 M oore Street

Chicopee Nursing Home, Inc.
12 Dallaire Avenue, Chicopee Falls

Birch M anor N ursing Hom e, Inc.
44 N ew  Lom bard Road, Chicopee Falls

C L IN T O N

Fallon, Mrs. Marguerite B., R .N . M cAuliffe, Tim othy J.
Fallon Nursing Home Clinton N ursing H om e
88 Walnut Street 330 Church Street

South Shore Nursing Home, 
Ripley Road Nursing Home 
25 Ripley Road

Sleeper, Mrs. Edna S. 
Thoreau Nursing Home  
92 Thoreau Street

Ashe, Mrs. Elizabeth, R .N . 
The Elms Nursing Home 
680 Main Street

C O H A SSE T  
Inc. Twom ey, Mrs. N ora T.

Ravenscraig Nursing H om e  
711 Jerusalem  Road

CO N CO RD

M aple Haven N ursing H om e, Inc. 
Lexington Road

D A L T O N
Lam ont, Beatrice, R .N .
Lam ont Nursing H om e  
83 Curtis Avenue



D A N V E R S

Scribner Nursing Home, Inc. 
11 Sylvan Street

Fitzler, Mrs. Frances V . 
Twin Oaks N ursing H om e  
63 Locust Street

Potter, Mrs. Josephine 
Potter Nursing H om e  
127 Locust Street

D A R T M O U T H
Harborview M anor N ursing H om e, Inc. Frascatore, John 
Sm ith N eck Road, South D artm outh

House of Hope N ursing H om e, Inc. 
D artm outh M anor Nursing H om e  
70 State Road, N orth Dartm outh

Hillcrest Nursing Home 
567 Dartm outh Street

Sol-e-M ar Nursing Home, Inc 
Sol-e -M ar Nursing Home  
Sol-e -M ar St., So. Dartmouth

D E D H A M
Darcy, Mrs. H elene L .
Dedham  Nursing H om e  
963 W ashington Street

Hillside Nursing H om e, Inc.
North Hillside Road, South Deerfield

D E E R F IE L D

D IG H T O N

Dighton N ursing & Convalescent H om e, Inc. 
907 Centre Street, N orth Dighton

Glowienski, Mrs. Sophie 
Glowienski Nursing H om e  
5 Arlington Street

Savastano, Mrs. Alice H . 
Duxbury M anor N ursing H om e  
Old Route 3

D R A C U T

D U X B U R Y

E A S T H A M
Horton, Mrs. Muriel C.
N auset Nursing and Convalescent H om e  
Meeting House Road, N orth Eastham

E A S T H A M P T O N

Glendale Rest Haven Nursing H om e, Inc.
246-248 Main Street

E A S T O N

Johnson, Toini A .
The Village Nursing Hom e  
22 Main Street, North Easton

Powell, Mrs. Clarabel A ., R .N . 
Lakeview  N ursing H om e  
231 M ain Street, N orth Easton



E V E R E T T
W oodlaw n M anor N ursing H om e, Inc. 
W oodlaw n M anor N ursing H om e  
289 E lm  Street

Everett, Inc.
Parkway Manor Nursing Home 
21 School Street

Murdoch, Mrs. Mildred D. 
Murdoch Nursing Home  
24 Winthrop Street

Costa, Mrs. Stasia K .
Colonial Nursing Home 
84 Green Street

McCormack, Mrs. Evelyn S. 
McCormack Nursing Home  
88 Fort Street

F A L L

The Catholic Memorial Hom e  
Catholic Memorial Home  
2446 Highland Avenue

Clift Haven Nursing Hom e, Inc.
745 Highland Avenue

Cliff Heights Nursing Home, Inc.
635 Rock Street

Cliff Lawn Nursing Home, Inc.
851 Highland Avenue

Cliff Manor Nursing Home, Inc.
431 Rock Street

Clifton Nursing Home, Inc.
391 Hanover Street

Fall River Jewish Hom e for the Aged  
199 Hanover Street

Tilden Manor Nursing Home, Inc.
547 Highland Avenue

Robert Appleton N ursing H om e, Inc. 
153 Linden Street

Our Lady’s H aven of Fairhaven, Inc. 
Our Lady’s Haven  
71 Centre Street

Greenview Conv. Hom e, Inc.
109 Green St.

R IV E R
Hillhouse Convalescent H om e, Inc.
309 French Street

Hom e for Aged People in Fall River 
1168 Highland Avenue

Kim berly Nursing Hom e, Inc.
423 Middle Street

Kirby, Lillian A.
Highland Convalescent Hom e  
761 Highland Avenue

The Servants of R elief for Incurable  
Cancer, Inc.

Rose Hawthorne Lathrop Free Hom e  
for Cancer 

W oodm an and B ay Streets

Gens M anagem ent Corp.
Gertrude M anor Nursing H om e  
447 Highland Avenue

F A IR H A V E N
Sunny K noll N ursing H om e, Inc. 
583 W ashington Street

F A L M O U T H
Callahan, Mrs. Paula S. Fraser, Virgie Ann, R .N .
The Royal Megansett Nursing H om e The Fraser N ursing Hom e  
21 County Road, North Falm outh Pine Road, North Falm outh

FIT C H B U R G
Silver Management Corporation Leonard, Mrs. Alice
Burke Nursing Hom e High Street N ursing H om e
222 South Street 69 H igh Street



F ITC H B U R G  (Continued)
Robichaud, Kenneth J. Roncone, Mrs. Rita M.
M agnolia N ursing H om e Grand View  Nursing Home
159 Sum m er Street 55 Garnet Street

Hillcrest N ursing H om e, Inc.
. T . „  W right Nursing Home, Inc.Hillcrest Nursing H om e

94 Sum m er Street
10 Prospect Street 

FO X B O R O
Van-D ora Corporation  
V an-D ora N ursing H om e  
67 Central Street

F R A M IN G H A M

K atz, Mrs. Sarah M . and Thayer M anagem ent Corporation
M ilm ah, Mrs. Sabina Fram ingham  Nursing Home
The Clearview N ursing H om e 517 W inter Street
162 Old Connecticut Path

Am paul, Inc.
Fram ingham  M anor Nursing H om e, M eadowbrook M anor Nursing Home 

Inc_ M eadowbrook Lane

Fram ingham  M anor N ursing H om e Paul Charles Manor. Inc
228 Concord Street Paul charfes Manor> Inc > Nurs-ng

O’Grady, Mrs. M argaret c . *
, ,  , . .  • j  „ 3 4 0  W inter StreetMaple Cliffs Nursing and Convalescent

Hom e Countryside Nursing Home, Inc.
4 Stearns Street Countryside Nursing Hom e
Saxonville 132 W in ter Street, Framingham Center

F R A N K L IN
DelSignore, Mrs. Vera Ober, Estate of Anna G.
Franklin Nursing H om e Hillcrest Convalescent Hom e
45 Union Street 338 Sum m er Street

G A R D N E R
Parker Hill Nursing H om e, Inc. W aller, Janet P., R .N .
Hospital Road W aller  Nursing Hom e

43 M ill Street

G L O U C E ST E R
Cardinal Cushing Villa, Inc. L aFlam , N ina G.
190 W estern Ave. Colonial Nursing H om e

, . .  . TT T 28 Eastern Point RoadGloucester M anor Nursing Hom e, Inc.
Gloucester M anor Nursing H om e ,
„„ „  0 , , V illa Atlanta, Inc.
46 Sum m er Street . . .  ’

V illa A tlanta Nursing Hom e
Katon, Mrs. Ruth E., L .P N . Shore Road and Oakes Avenue,
Hillcrest Nursing H om e M agnolia
374 W ashington Street



G R A F T O N
K eith H ill N ursing H om e, Inc.
44 Old Upton Road

Stone, Mrs. Laura E .
South Grafton Convalescent H om e  
153 M ain Street, Fisherville

Terrien, Donald H.
Edgewood Nursing Home  
23 North Brigham Hill Road, North  

Grafton

Grafton Manor Nursing Hom e, Inc.
20 Crescent Avenue

G R A N B Y
Yarber, Mrs. Dorothy, R .N .
Heritage Acres Nursing Hom e  
202 West Street

G R E A T  B A R R IN G T O N  

Great Barrington Nursing H om e, Inc. Maple M anor Nursing H om e, Inc. 
148 Maple Avenue M aple M anor Nursing H om e

M aple Avenue

Bryant, Mrs. Vera Z. 
Bryant Nursing Home 
148 Montague City Road

G R E E N F IE L D

Stewart, Mrs. Laura B. 
Chestnut H ill N ursing Hom e  
2 Chestnut H ill

G R O TO N
Hale, Mrs. Lula E.
Hale’s Convalescent and Nursing Hom e  
24 Main Street, W . Groton

H A D L E Y
MacFarlane, Mrs. Em ily V .
Shady Lawn Nursing Hom e  
90 Middle Street

Levine, Mrs. Arlene 
Mary Lyon Nursing Hom e  
West Main Street

Muise, Mrs. Anna L.
Hilltop Nursing Home  
31 Prospect Street, Gilbertville

Barrett, Mrs. Mildred L. 
Whitehall Nursing Hom e  
125 Arlington Street

H A M P D E N

H A R D W IC K

Pierce, Arlene, R .N .
Hardwick M anor N ursing H om e  
Main Street

H A V E R H IL L

Peck, M rs. Josephine G. 
Hillcrest R etreat Nursing Hom e  
186 N orth Avenue

DeMarco, Mrs. Beulah I.
Washington Heights Nursing Hom e  
572 Washington Street

Havolyn Nursing Hom e, Inc.
126 Monument Street

Pentucket Convalescent H om e, Inc.
76 Sum m er Street

Pentucket Convalescent H om e, Inc. 
Pentucket Convalescent H om e, Annex  
6  Maple Avenue



H A V E R H IL L

Matterson, David A , II, and 
Foley, M rs. N ora E .
Pleasant View  N ursing H om e  
11-13 Park Street

Harrop, F rank J.
The Charles N ursing H om e  
390 W ater Street

Shattuck M anagem ent, Inc. 
Kenoza N ursing H om e  
87 Shattuck Road

Deering Nursing H om e, Inc.

1192 Main Street

B al-M or N ursing H om e, Inc.
45 South Franklin Street

Stone House N ursing H om e, Inc. 
Stone House N ursing H om e  
Stone H ouse H ill Road

Fair Oaks N ursing H om e, Inc.
84 E lm  Street

Buckley M anor N ursing H om e, Inc. 
197 Linden Street

Filos, Dolorose 
Filos Nursing Hom e  
1913 Northam pton Street

Earl, Mrs. Pauline, R .N . 
Graceland Convalescent H om e  
14 Adin Street

Hudson M anagem ent Corporation  
St. Jude Nursing Hom e  
53 Church Street

Ready, Marjorie H . Gillis 
Ipswich Nursing Hom e  
6 6  County Road

(Continued)

Plekavich, Louis E.
Lenox Nursing Home  
378 South Main Street

Stone, Joseph 
Highland Nursing Home

7 Richmond Street

Pentucket Conv. Manor, Inc. 
Pentucket Conv. Hom e Manor
8  Maple Avenue

H IN G H A M

Stonecrest Nursing Home, Inc. 
35 H ull Street

H O L B R O O K

H O L D E N

H O L L IS T O N

H O L Y O K E

H artnett, Bride C.
H artnett N ursing Hom e  
214 E lm  Street

Buckley Nursing Hom e, Inc.
223 Linden Street

H O P E D A L E

Howes, Mrs. M aitland T. 
Oakledge M anor N ursing Home 
34 Adin Street

H U D SO N

IP S W IC H

Stephen Caldwell M em orial 
Convalescent H om e, Inc. 

16 Green Street



K IN G S T O N

Baker, Blanche L.
Jones River Nursing Home 
162 Main Street

L A K E V IL L E

DeJesus, Mrs. Ora M. Tolies, Grant
Meadow View Nursing Hom e Island Terrace N ursing H om e
18 Crooked Lane Long Point Road

L A N C A S T E R

Bowen Mrs. Vera C. ECS M anagem ent Corp.
Fairview Nursing Hom e Resthaven Nursing H om e, Inc.
Main Street, South Lancaster Ballard Hill

L A W R E N C E

Muller, Thelma A. The Incorporated Protectory of M ary
Muller Nursing Home Im m aculate
598 Haverhill Street Protectory of M ary Im m aculate

189 M aple Street
Murphy, Mrs. M ary D.
Mari-Clare Nursing Home Zappala, Nunzio
567 Haverhill Street M t. Vernon N ursing Hom e

148 M t. Vernon Street

L E IC E S T E R
Iandoli, Mrs Caroline G.
Pleasant Nursing Home 
901 Pleasant Street, Rochdale

L E N O X

Crestwood of Lenox, Inc. Edgecom be N ursing H om e, Inc.
Crestwood Nursing Home Edgecom be N ursing H om e
76 Cliffwood Street 40 Sunset Avenue

L E O M IN S T E R

Cho, James S. Fairlaw n Nursing H om e, Inc.
Campbell Nursing Home 370 W est Street
17 Orchard Street „ „ „  mW illruth, Rosemarie, R.N.
Keystone Nursing Home, Inc. Fairlaw n N ursing Hom e
Keystone Drive 297 W est Street

L E X IN G T O N

Grey Nuns Charities, Inc. Fairlaw n Nursing H om e, Inc.
Maryvale Rest and Convalescent 265 Low ell Street

Home 
6 Eliot Road

L IN C O L N
Massachusetts General Hospital 
Storrow House 
Baker Bridge Road



Beaconcrest Nursing H om e, Inc.
122 Eleventh Street

Casserly, Mrs. M ary E .
M ethuen N ursing H om e  
246 M ethuen Street

D ’Ornellas, Joaquin F ., Jr.
Glenside Nursing H om e  
270 W ilder Street

Crockett, F lora E . and 
Crockett, Gardner J.
F ort H ill Nursing H om e  
440 H igh Street

Greenan, M ary E., R .N . and 
McCabe, M artha, R .N .
H arvard N ursing H om e  
6  H arvard Street

Grey Nuns of the Cross, Lowell, 
D'Youville M anor N ursing H om e  
981 Varnum  Avenue

Oozoonian, Rose 
Rose Convalescent H om e  
1280 Middlesex Street

Baran, H elen R., R .N .
Linwood M em orial N ursing H om e  
328 W ilder Street

Princeton House N ursing H om e, Inc. 
94-100 Princeton Boulevard

L O W E L L

Gifford, Edna and Garrity, Doris G. 
Gifford Nursing Home 
377 W ilder Street

Delaney, Sally P., R.N.
Delaney Private Nursing Home 
19 Varnum  Street

Gagnon, Em ile P., R .N.
W illow  Nursing Hom e for Men 
365 W ilder Street

Rice, Ralph R.
M errim ack Valley Nursing Home 
360 Pawtucket Street

Redden, Mrs. Ruth M.
Ruth M. Redden Nursing Home 
494 W estford Street

Reimers, Mrs. Doris 
M ass. c h e n e y  Allard Convalescent Home 

25 Eleventh Street

Shattuck, Mrs. Dorothy Rose 
K im berly Ann Nursing Home 
213 Branch Street

Town & Country Nursing Home, Inc. 
915 W estford Street

W illiam s, Elliot C.
Colonial Nursing Hom e  
945 Middlesex Street

L Y N N

Avalon Nursing H om e o f Lynn, Inc. 
Avalon Nursing H om e  
24 Baker Street

Baker Manor, Inc.
Baker M anor Nursing Hom e  
16 Baker Street

Chapulis Nursing Hom e, Inc.
30 Nahant Place

Crestview Manor, Inc.
Crestview M anor Nursing H om e  
72 N ahant Street

Rose Manor, Inc.
Rose M anor N ursing H om e  
161 N orth Com m on Street

Lynn M anagem ent Corporation 
Alden M anor N ursing Hom e  
94 Franklin Street

Nordstrom  N ursing H om e  
54 Tudor Street

Natco, Inc.
Park N ursing H om e  
12 Park Street



L Y N N  (Continued)

Ingram, Mildred R. and 
Rossetti, Verne H. 
Atlantic Nursing Home 
60 Atlantic Street

D uKatz, Albert
Lawrence M anor N ursing Hom e  
26 H enry Avenue

Kessler, Joseph L. and Kessler, Oscar Turkowski, Stasia F ., R .N . 
Phillips Nursing Hom e Lakeside N ursing H om e
28 Linwood Road 4 Rockdale Avenue

Margaret Pariseau Nursing H om e, Inc.
66 Johnson Street

L Y N N F IE L D
Cook, Mrs Marjorie R.
Danforth House Nursing Hom e  
165 Summer Street

M A L D E N
Bartlett Manor Nursing Hom e, Inc. 
Bartlett Manor Nursing Hom e  
180 Summer Street

Carewell Manor, Inc.
Carevvell Manor Nursing Hom e  
203 Summer Street

Wiseblatt, A. Carl, M.D.
Forest St. Nursing Home 
342 Forest Street

Brenvvall Company, Inc.
Pleasant Nursing Home 
490 Highland Avenue

Churchill, Mrs. Rosamond B. 
Churchill Nursing Home  
53 James Street

Greystone Manor Nursing Home 
31 Greystone Road

Malden Nursing Home, Inc.
Malden Nursing Home 
255 Clifton Street

Marsolais, Mrs. Elizabeth E. 
Sum m er Street N ursing H om e  
127 Sum m er Street

Buchanan N ursing H om e, Inc.
190 Sum m er Street

Glenwood N ursing H om e, Inc.
209 Sum m er Street

Prosser, Mrs. Beulah  
Prosser N ursing H om e  
12 Oak Terrace

M acKinnon, Mrs. R eta C.
Mansion N ursing Hom e  
14 Rockland Avenue

W arw ick, Mrs. Eleanor K .
W arw ick N ursing H om e  
14 Earl Street

W ebster M anor N ursing H om e, Inc. 
W ebster M anor N ursing H om e  
69 W ebster Street

Oakwood Nursing Home, Inc. 
Oakwood Nursing Home 
601 Summer Street

Mahoney, Claire F., R.N. 
Brookhouse Nursing Home 
201 Humphrey Street

M A N C H E S T E R

M A R B L E H E A D

Lafayette Conv. H om e, Inc. 
25 Lafayette Street



M AR LBO R O U G H

Lanoue, Mrs. Exilda P.
Pleasant View  N ursing H om e  
234 Pleasant Street

Elizabeth Fairfield House, Inc. 
Fairfield Pines Nursing H om e  
Route N o. 3

Turcotte, Mrs. Elizabeth R. 
M attapoisett N ursing H om e  
North Street

Medfield N ursing H om e, Inc. 
M ed-V ale N ursing H om e  
519 M ain Street

E m ery N ursing H om e, Inc.
34 Grove Street

Cole, Raym ond A .
Hastings Lane N ursing H om e  
8  Hastings Lane

Dauphinee, E lla M.
Dauphinee Convalescent H om e  
16 Boston Avenue, W est M edford

Ennis, Mrs. Sally J.
Ennis Convalescent H om e  
558 Riverside Avenue

Forest M anor of M edford, Inc. 
Forest M anor Nursing H om e  
220 Forest Street

Marques, Mrs. Louise M.
H all Avenue Nursing H om e  
25 H all Avenue

N ew ell Nursing Hom e, Inc.
67 Magoun Avenue

W est M edford Nursing H om e, Inc. 
121 M ystic Street

Palm er, Mrs. Blanche 
Blue Haven Nursing Home 
2 Concord Road

Peoples, W allace L.
Rest Haven Nursing Home  
96 M ystic Street

Ring, M orrill S.
Ring Nursing Hom e of W ater Street 
26 W ate r  Street

Ring, M orrill S.
Ring N ursing Hom e  
264 High Street

Ring, M orrill S.
R ing N ursing H om e of Central Avenue 
2 Central Avenue

Stow e M anagem ent Corporation 
M edford Orthopedic Nursing Care 

H om e  
82 Brooks Street

Peoples, M rs. M ary Ann  
M ary Ann Nursing Hom e  
29 College Avenue

Conway, M ary L. and 
Zani, Richard
M agoun M anor N ursing Home 
6 8  M agoun Avenue

M A R S H F IE L D

M A T T A P O IS E T T

M E D F IE L D

M E D F O R D

M E D W A Y
Connors, M arguerite 
M ary-Land Nursing Home 
61 Holliston Street



M E L R O SE

Colborne, Orland S. 
Colborne Nursing Home 
288 Main Street

Leonard, Launcelot J. 
Elmhurst Nursing Home  
743 Main Street

Boutin, Alice A.
Capitol Nursing Home 
204 Lowell Street

Blenwood Nursing Home, Inc. 
302 Broadway

Broadway Nursing Home, Inc. 
281 Broadway

M acKenzie Nursing H om e, Inc. 
24 Vine Street

Melrose N ursing H om e, Inc. 
Tuell N ursing H om e  
92 Franklin Street

M E T H U E N

M cGowan N ursing H om e, Inc.
489 Prospect Street

H enry C. Nevins H om e for Aged and 
Incurable, Inc.

110 Broadway

M ID D LEB O R O U G H
Shadow Lawn Nursing Home, Inc. 
14 East Grove Street

Green Pastures Nursing Home, Inc. 
Marion Road

Hannah B. Griffith Shaw Hom e for 
the Aged, Inc.

1000 Wareham Street

Stoddard, Charlotte, R .N . 
Colonial Cottage N ursing Hom e  
98 South M ain Street

W ood, Virchel
Cedar Vale Nursing H om e
Pleasant Street

Purdy, Dorothy G., R .N. 
Eventide Nursing Home  
155 North Main Street

Howes, Mrs. Maitland T. 
Claflin Hill Nursing Home 
20 Claflin Street

Resseguie, Mrs Kathryn  
Kay’s Nursing Home 
20 Wilson Road

Pine Grove Villa Nursing Hom e  
Rhodes and W est Main Street

M ID D L E T O N

M IL F O R D

M IL L B U R Y

Smith, Mrs. Florence A. 
Sm ith’s N ursing Hom e  
29 N o. Main Street

Cullen, Mrs. Irene A. 
Cullen’s Nursing Home 
Central Street

M IL L V IL L E



M IL T O N
Bent, Em eline H ., R .N .
The Rachael Reed N ursing H om e  
386 Highland Street

M O N T E R E Y  
Berkshire H ills Nursing H om e, Inc.
Route # 2 3

M O N T G O M E R Y  
Mountain View  N ursing H om e, Inc.
Mountain V iew  N ursing H om e  
R .F .D . # 1 , W estfield

Rockledge Manor, Inc.
Rockledge M anor Nursing H om e  
162 W illow  Road

N A H A N T

Jesmonds Nursing Home, Inc. 
271 N ahant Road

N A T IC K

Sprague, Jean
W h ite  Gables Nursing Home 
50 Pleasant Street, South Natick

Spurling, Mrs. E va F.
Lakeview  Nursing Home 
45 Lakeview  Avenue

N atick N ursing H om e, Inc.
34 Lincoln Street

Irving, Thelm a L.
Hanson Nursing H om e  
30 Pleasant Street, South N atick

Irving, Thelm a L.
Phillips Nursing H om e  
10 Phillip Street, South N atick

N E E D H A M
N eedham  Convalescent H om e, Inc. Central, Inc.
N eedham  Convalescent H om e The Ham ilton House Nursing Home
47 Alfreton Road 141 Chestnut Street

N E W  B E D F O R D

B elm ar Nursing H om e, Inc .
717 County Street

Gudewicz, Mrs. H elen  
H elen’s Convalescent H om e  
875 Plainville Road

N ew  Bedford Nursing H om e, Inc. 
713 Shawm ut Avenue

Rom ano, Frank C., M .D.
St. John’s Nursing H om e  
397 County Street

Vaillancourt, Mrs. Lauretta  
M argaret-M ary Fairview  

Nursing Hom e  
106 W ashington Street

McGregor, Francis A., and Astor, 
Rudolph  

Tabor Street Nursing Hom e  
19 Tabor Street

Sacred H eart H om e  
359 Sum m er Street

Savoy Convalescent H om e, Inc.
670 County Street

Spadafora, Mrs. Odette R.
Bristol Nursing & Convalescent Home 
9 Pope Street

M cCorm ick, Mrs. Florence 
Florence N ursing H om e  
31 Seventh Street



N E W B U R Y P O R T

Colonial Manor Nursing Hom e, Inc. W orcester Park Nursing H om e, Inc.

77 High Street

Huntley, Fannie R. C., R .N .
Mount Rural Nursing Hom e  
14 Toppans Lane

Baptist Home of Massachusetts 
66 Commonwealth Avenue

Melia, John F.
Washington Park Nursing Hom e  
73 Washington Park, Newtonville

Mt. Ida Nursing Home, Inc.
32 Newtonville Avenue

Consales, Peter A . M.D.,
Chetwynde Nursing Hom e  
1660 Washington Street

Elizabeth Manor, Inc.
Elizabeth Manor Nursing Hom e  
11 Washington Street

Keon, Mrs. Ann T. and 
Mueller, Mrs. Margaret M.

Elliot Manor Nursing Hom e  
25 Mechanic Street

MacGregor, Mrs. Elizabeth 
Garland Nursing Home 
217 Bellevue Street

Sears Manor Nursing Home, Inc. 
129 Chestnut Street, W est Newton

W orcester Park N ursing H om e  
3 5 1  High Street

N E W T O N
Doyle, Mrs. Eileen  
Busw ell Park Nursing H om e  
7 Buswell Park

Duffy, Alice C., R .N . and 
Davis, Beatrice L.

W edgew ood N ursing H om e  
7 Parker Street

Muller, M rs. Frances F .
Blair Nursing H om e  
45 Pelham  Street, N ew ton Centre

Millen, Maurice, M .D.
Cedarhurst N ursing Hom e  
610 Centre Street

VanderKlish H all of N ew ton, Inc. 
VanderKlish H all N ursing H om e  
929 Beacon Street, N ew ton Centre

Voll, W alter C.
V oll Nursing H om e  
14 New tonville Avenue

W exler, M rs. M ary  
M essenger Nursing H om e  
399 N ew tonville Avenue

Dargie, Mrs. Eva 
Homestead Nursing Home 
215 E. Main Street

McDowell, Mrs. Helen P.
Blue Spruce Nursing Home 
496 W est Main Street

Holloway, Mrs. Nellie Graham  
Pine Rest Nursing Home 
5 Franklin Street

N O R T H  A D A M S
Richardson, Mrs. Maude 
Richardson N ursing H om e  
767 South Church Street

Ring, Morrill Stone, R.N. 
Northeast Manor Nursing Home 
Easthampton Road, Route # 1 0

N O R T H A M P T O N

Ryder, Mrs. R ita M., R .N . 
Mrs. R yder’s Nursing H om e  
159 Pine Street, Florence



N O R TH  A N D O V E R

Crockett, Annella A ., R .N . Pariseau, Mrs. Margaret M.
Pine Crest Nursing H om e Sheltering Arm s Nursing Home
Great Pond Road 163 Turnpike Road

Shady K noll Nursing H om e, Inc.
140 Prescott Street

N O R TH B O R O U G H

W hitm an, K athryn E . W estern Managem ent Corporation
The Granger N ursing H om e Green Acres Nursing Home
112 W est Main Street 9 Rice Avenue

Northboro Nursing H om e, Inc.
258 W est M ain Street

N O R T H B R ID G E

Beaum ont N ursing H om e, Inc. Osterman, Mrs Constance
Beaum ont Nursing H om e Inglewood Nursing Home
M ain Street Sutton Street

W ayside M anor N ursing H om e, Inc.
2356 Providence Road

N O R T H F IE L D

deVeer, Bessie, R .N . and 
Bellinger, Lottie M. 

deVeer M em orial N ursing H om e  
Old W arw ick Road

N O R T O N

Country H aven Nursing H om e, Inc. Devlin, Mrs. Catherine 
Country H aven Nursing H om e Old Colony Road Nursing Home
Mansfield Avenue Old Colony Road

N O R W E L L

Shepard, Mrs. Catherine J. Stetson Hall, Inc.
Accord Pines Nursing H om e Stetson H all Convalescent Home
W ashington Street Barstow Avenue

Smith, Alice B.
Smith Nursing H om e  
W ashington Street

N O R W O O D

Denny House Nursing Hom e, Inc. Fitzpatrick, D orothy; Griffin, Rose E.
8 6  Saunders Road and W ail, Florance K .

Victoria Rest H aven Nursing Home 
Etter, Mrs. M erriel F . 1 3 7  Nichols Street
Goodrich House Nursing H om e
80 Vernon Street Ornstedt, Mrs. Signe K .

Healthland Convalescent Home  
Norwood Nursing Hom e, Inc. 3 0 5  W alpole Street
767 W ashington Street



P E A B O D Y

Center Nursing Home, Inc.
70 Franklin Street

James Management Corporation 
Crystal Lake Nursing and 

Convalescent Home  
Lowell and Goodale Streets,

West Peabody

Muse, Mrs. Ann J.
Muse Nursing Home 
100 Lowell Street

Farnsworth N ursing H om e, Inc. 
Farnsworth N ursing H om e  
28 Bowditch Street

Peabody N ursing H om e, Inc.
45 W ashington Street

Rainbow H ealth H om e of 
Peabody, Inc.

Rainbow N ursing H om e  
210 Low ell Street

P E M B R O K E

Del Prete, Edmund
North River Nursing Home
Washington Street, North Pembroke

Elizabeth Fairfield House, Ina. 
Elizabeth Fairfield House N ursing  

H om e
W ashington Street, N orth Pem broke

Elliot, Mrs. Esther 
Freeman Nursing Home 
Main Street

Renzi’s Nursing Home, Inc.
312 South Street

Skole Nursing Home, Inc.
15 Buel Street

Bertha M. Young Estate 
Bertha M. Young Nursing Hom e  
261 South Street

P E P P E R E L L

Park M anor N ursing H om e, Inc. 
13 Park Stret

P IT T S F IE L D

Springside N ursing H om e, Inc. 
Springside N ursing Hom e.

W est Branch  
255 Lebanon Avenue

Springside N ursing H om e, Inc. 
793 N orth Street

Springside N ursing H om e, Inc. 
800 North Street

Rogers, Mrs. Grace 
Rogers Nursing Home 
62 South Street

Antoniotti, Mrs. Charles 
Maplecrest Nursing Home 
276 Sandwich Street

Allerton Nursing Home, Inc.
146 Court Street

Breen, Lois B., R .N.
Princeton Manor Nursing Hom e  
Mountain Road

P L A IN V IL L E

P L YM O U TH

Latosek, Clara G. 
M eadowcroft N ursing H om e  
Off Stafford Street

Plym outh Nursing H om e, Inc. 
35 W arren  Avenue

P R IN C E T O N



Q U IN CY

Dora, Mrs. Lucille  
M aplewood N ursing H om e  
53 Butler Road

Clinton, M rs. Helen, R .N .
Crestview N ursing H om e  
8 6  Greenleaf Street

Forbes House N ursing H om e, Inc. 
38 Edgem ere Road

Friel N ursing H om e, Inc.
58 Beach Street, W ollaston

Elm wood Nursing H om e, Inc.
210 Arlington Street, W ollaston

Presidential M anor N ursing  
Hom e, Inc.

430 Old Colony Avenue

The Terrace N ursing H om e, Inc. 
356-358 W ashington Street

Ucello, Mrs. Georgiana
Snug Harbor M anor Nursing H om e
49 St. Germ ain Street

Weinstein, Zarah  
Seaver Nursing Home  
24 South Street

W hitten, Mrs. Adelaide F. 
W hitten Nursing Home  
17 Park Street, Wollaston

W ill, Mrs. Ethel
W ill Nursing Home
215 Safford Street, Wollaston

W illiam  B. Rice Eventide Nursing 
H om e  

215 Adam s Street

W illiam s, John B.
John Adam s Nursing Home 
211 Franklin Street

W ollaston Nursing Home, Inc.
445 Quincy Shore Boulevard

Perette, Mrs Esther D.
Furnace Brook Nursing Home 
1144 Furnace Brook Parkway

R A N D O L P H

Randolph M anor N ursing H om e, Inc. H ollyw ell Nursing Home, Inc. 
M yles Nursing H om e 975 No. Main Street
490 North Main Street

Coleman Nursing H om e, Inc. 
149 Sum m er Avenue

Doughty, Dorothy A. 
Gardenvue Nursing H om e  
93 W alnut Street

N es-P ak Foods Co., Inc. 
Reading Nursing H om e  
245 Sum m er Avenue

R E A D IN G

Marino, Loretta  
Pickfair N ursing Hom e  
6 6  W est Street

Masella, Anna, R .N .
Daniels Nursing Hom e  
59 Middlesex Avenue

Coleman Nursing H om e Annex, Inc. 
141 Sum m er Avenue

R E V E R E

M cDonough, M argaret L.
The Annem ark Nursing Home  
133 Salem  Street

Moriarty, Irene C., R .N . 
Resthaven Convalescent H om e  
214 Endicott Avenue



MacPhail, Mrs. M ary  
Linden Nursing Home 
167 West W ater Street

Rockland Manor, Inc.
Laneview Nursing Hom e  
24 South Union Street

Seaview Retreat, Inc.
Seaview Convalescent and 

Nursing Home 
Ox Hill Pasture

Anne Cadegan Nursing Hom e, Inc. 
95-97 Federal Street

Hickey, Mrs. M. Ruth  
Dearborn Medical Nursing Hom e  
35 Dearborn Street

R O C K L A N D
Rocrest N ursing H om e, Inc. 
Rocrest N ursing H om e  
384 Union Street

W hite, M rs. Gertrude  
Lawrence N ursing H om e  
115 Union Street

R O W L E Y

Newhall Manor, Inc.
Newhall Nursing Home 
7 Carpenter Street

Campetti, Mrs. Catherine 
New Boston Convalescent and 

Nursing Home  
Route # 8  
River Road

Fraser, Mrs. Virgie A.
The Fraser Nursing Hom e  

of Sandwich 
Main Street

Cook, Emily G., Estate of 
Riverside Nursing Home  
9 Mt. Vernon Street

S A L E M
Phillips, Mrs. Shirley A ., R .N . 
Ivy  M anor Nursing H om e  
204 Lafayette Street

Spring, Mrs M iriam  
Spring N ursing H om e  
115 M ason Street

H enley Nursing H om e, Inc. 
136 Federal Street

S A N D IS F IE L D

S A N D W IC H

SAU GU S
Ellis Convalescent and Nursing  

H om e Inc.
8 6  Hesper Street

S C IT U A T E
Murphy, Allan J.
Harbor Haven Nursing Home 
44 Elm Street

S H E L B U R N E
Sellars, Mrs. Helen K . Reed, Mrs. Louisa E . N .
The Anchorage Nursing Home Reed Nursing H om e
Mohawk Trail, Route # 2  4 5  W ate r  Street, Shelburne Falls

LaBelle, Mrs Janice M.
LaBelle’s Nursing Hom e  
3 High Street, Shelburne Falls



SH R E W S B U R Y  
The M aster, W ardens and Members 

of the Grand Lodge of Masons in
Mass.

M asonic Convalescent H om e  
65 Prospect Street

SO M E R V IL L E

Alessandroni, Nino  
Adam s N ursing H om e  
26 Adam s Street

Correr, Joseph
W in ter H ill Nursing H om e
50 Evergreen Street

Chandler M anor, Inc.
Chandler M anor N ursing H om e  
38 Chandler Stret

Clarendon H ill Nursing H om e, Inc. 
Clarendon Hill Nursing H om e  
1323 Broadway

M acN evin, Mrs. Olive B. and 
M acN evin, Gordon B.
H ighland N ursing H om e  
21 Highland Avenue

Professional N ursing Hom es, Inc. 
M ary Ellen N ursing H om e  
170 Highland Avenue

Prospect H ill Manor, Inc.
Prospect H ill M anor Nursing  

Hom e, Inc.
37 Munroe Street

Em bassy Nursing Home, Inc. 
College Avenue Nursing Home 
97 College Avenue

Fitzgerald, Esther H.
Hillcrest M anor Nursing Home 
26 Sum m it Avenue

Healy, Mrs. M ary B.
H ealy Nursing Home  
9 Kidder Avenue

O ’Brien, Mrs. M ary E .
Mrs. O ’Brien’s Nursing Home 

J)42 Bow  Street

Reagans Convalescent Home, Inc. 
Reagan’s Convalescent Home 
174 Morrison Avenue

Spreadby, Mrs. Ina 
Spreadby Nursing Home
182 Central Street

W aite  Nursing Hom e
183 Central Street

Spring H ill Nursing Home, Inc. 
17 M onm outh Street

SO U T H B R ID G E

Southbridge M anagem ent Corp.
Southbridge Nursing Hom e  
69 Dresser Street

SO U TH  H A D L E Y  

Blood, Mrs. Ellen M . Coopee, Yvette J., R .N .
Cotter Nursing H om e Falls N ursing Hom e
55 North Main Street, 18 H artford Street,

South H adley Falls South H adley Falls

S P E N C E R

Menard, Claire A . Evans, A rthur H.
Lincoln H ill M anor Nursing H om e Evans M anor N ursing H om e  
53 Lincoln Street 500 Main Street



S P R IN G F IE L D
A n th o n y ,  Mrs. Elaine L.
Ingersoll Grove Nursing H om e  
29 Ingersoll Grove

Babineau, Mrs. A lm a  
Babineau's Nursing Hom e  
1063 Worthington Street

G u s ta fs o n ,  Mrs. M argaret L.
Hilltop Convalescent Hom e  
103 Bowdoin Street

Hillcrest Nursing Hom e  
Hillcrest Nursing Hom e  
14 Northampton Avenue

Joseph, Joseph M.
Maple Hill Nursing Hom e  
156 Mill Street

Nathans, Sydney, M .D., M .B .A .
St. James Ave. Nursing Hom e  
890 St. James Avenue

S T O N E H A M

Edwards, Clebern S.
Pond View  N ursing H om e  
34 South Street

Stone, M arjorie E ., R .N .
Stone N ursing H om e  
7 Linden Street

S T O U G H TO N

W oodbury N ursing H om e, Inc.
239 Pleasant Street

John F . Darcy N ursing H om e, Inc. 
1613 Central Street

S T U R B R ID G E  
Village Nursing H om e, Inc.
Farquhar Road

S U N D E R L A N D
Bednarski, Mrs Christine 
Cozy Corner Nursing Hom e  
Amherst Road

S W A N S E A
Purdy, Mrs. Evelyn H.
Evelyn H athaw ay Purdy Nursing  

Home
924 Gardner’s N eck Road

McDonald, Frank and 
Rivers, Clarence M. 
Norfolk Nursing Hom e  
94 Prospect Street

Cook, Marjorie R., R .N .
Arnold House, Nursing H om e  
490 William Street

Domina, Mrs. Keturah B., L .P .N . 
Sunshine Nursing Hom e  
12 Benton Street

Preedom, Mrs. M arion A . 
Buscall Nursing H om e  
235 Pine Street

Ring, M orrill S., R .N .
R ing N ursing H om e  
26 Ridgewood Terrace

R ing M orrill S., R .N .
Ring Nursing H om e, Annex  
42 Ridgewood Place

Springfield Jewish H om e for 
Aged, Inc.

44 Copley Terrace

Springfield Infirm ary, Inc. 
B elm ont Nursing H om e  
89 B elm ont Avenue

Stone Acre N ursing H om e, Inc. 
120 M ill Street



Jardin, M rs. Gloria 
Rosewood N ursing H om e  
291 Trem ont Street

Longm eadow  N ursing H om e, Inc. 
6 8  Dean Street

Mocker, M ary M ., R .N .
Prospect Nursing H om e  
47 Prospect Street

TA U N T O N
Simmons, Mrs. Josephine M. 
Simmons Nursing Home 
1150 Middleboro Avenue, 

East Taunton

Tyson, Katherine V., R.N. 
The Tyson Nursing Home 
237 W inthrop Street

T E M P L E T O N  
The H ospital Cottages for Children 
Baldwinville N ursing H om e  
Bridge Street, Baldwinville

T E W K S B U R Y
Marques, Mrs. Louise M.
The Castle N ursing H om e  
553 North Street

TISB U R Y  
Vineyard H aven N ursing H om e, Inc.
Edgartow n Road

U P T O N
Know lton M anor N ursing H om e, Inc.
Main Street, W est Upton

U X B R ID G E
Resthaven Nursing H om es, Inc. Resthaven Nursing Home, Inc.
Highland Park N ursing H om e Annex Highland Park Nursing Home
5 Parkis Avenue, Linwood Highland Park Avenue, Linwood

E. M. Brawn, Inc.
The Kirkwood Nursing H om e  
202 Main Street

E. M. Brawn, Inc.
Lakeside Nursing H om e  
226 Main Street

Forest Manor, Inc.
Forest M anor Nursing Hom e  
8  Parker Road

Guardian Nursing Hom e, Inc. 
105 Chestnut Street

W A K E F IE L D
Harrington, M argaret 
Harrington Nursing Home  
50 Bennett Street

Oosterman, Greitsen and 
Oosterman, Troy  

W akefield N ursing H om e  
706 M ain Street

Greenwoods, Inc.
The Greenwoods Nursing Home  
90 Greenwoods Street

Brown, Mrs. Leona D. 
Francona Nursing Home  
249 Plimpton Street

W A L P O L E
M cN ulty, Mrs. M argaret J. 
Bernard Nursing H om e  
793 M ain Street



Alessandroni, Joseph J.
Waltham Nursing H om e  
91 Summer Street

Bowden, Mrs. Catherine 
Bowden Nursing H om e  
15 Chestnut Street

Berk-Dale, Inc.
Dale Nursing Hom e  
90 Dale Avenue

Frances E. W illard H om es  
Ross-Worthen Hom e  
90 Worcester Lane

Fraser, Mrs. Lee M.
Piety Corner Nursing Hom e  
325 Bacon Street

Gehlen, Mrs. M artha M.
Gil-Mar Nursing Hom e  
26 Brigham Road

Hingey, Mrs. M ary W .  
Warrendale Nursing H om e  
21 Brigham Road

Hopkins, Ann M., R .N .
Hopkins, Nursing Hom e  
488 Lexington Street

Harrington, Francis J., L .P .N . 
The Reed Nursing Hom e  
56 Chestnut Street

Mapleview Nursing Hom e, Inc. 
Frost Road

O’Hara, Annie F . and 
O’Hara, Jeannette, R .N . 

Jeannette’s Convalescent H om e  
119 Palfrey Street

The River Manor, Inc.
The River M anor Nursing H om e  
318 Charles River Road

DePaolo, Mrs. M arguerite H . 
Cochituate Nursing H om e  
188 Commonwealth Road

W A L T H A M
Lim a, Vasco A ., Jr.
Prospect Hill Nursing Hom e  
31 W oodland Road

Lee N ursing Home, 
Lee Nursing H om e  
222 Bacon Street

Inc.

Lee Nursing H om e, Inc.
Varnum  Park N ursing H om e  
249 Bacon Street

M urray, M argaret M ary W ilson  
South Street Nursing H om e  
45 South Street

Morse, Mrs. Gwendoline W . 
Larchwood Lodge N ursing H om e  
221 W orcester Lane

Rose Hill M anor N ursing H om e, Inc. 
61 Rose H ill W a y

Sabean, Mrs. M yrna D.
Sabean N ursing H om e  
158 Dale Street

W alth am  M anagem ent Corporation  
Forest M anor N ursing Hom e  
50 Forest Street

W A R E

W A S H IN G T O N

W A T E R T O W N
Sm ith Convalescent H om e, Inc.
53 Spruce Street

Smith, Robert E . and Smith, Faye E . 
Sm ith Convalescent H om e Annex  
50 Lincoln Street

W A Y L A N D
K athryn Barton N ursing H om e, Inc. 
373 Com m onw ealth Road, Cochituate

R oycroft Nursing H om e Corp.
12 Pem berton Road, Cochituate



W E B S T E R
Colcombe, Mrs. Agnes J. W ebster Nursing Home, Inc.
The Joyce N ursing H om e W ebster Nursing H om e’
Thom pson Road 749 School Street

W E L L E S L E Y
W ellesley Manor, Inc.
W ellesley M anor Nursing and 

Convalescent Home 
878 W orcester Street

W E S T  BO YLSTO N
Andriski, Antoinette C.
Oakdale Nursing H om e  
North M ain Street, Oakdale

W E S T F IE L D
W estfield  N ursing H om e, Inc.
6 6  Broad Street

W E S T F O R D
Rice, Ralph R . Graniteville Nursing Home, Inc.
W estford  N ursing H om e Graniteville Nursing Home
15 M ain Street 17 Main Street, Graniteville

Anderson, M rs. Louise V . 
W ebb House N ursing H om e  
617 W ashington Street

W E S T O N
W eston Convalescent Center and 

N ursing H om e, Inc.
135 North Avenue

W E S T  S P R IN G F IE L D
Riverdale Gardens N ursing  

H om e, Inc.
42 Prospect Avenue

Briarwood N ursing H om e, Inc.
188 Sum m er Street

Brookbend Nursing H om e, Inc.
27 Front Street

Carey, Robert W .
South Shore N ursing H om e  
493 Middle Street

Grosse, John W arren  
Gables Convalescent H om e
28 Front Street

Devlin, John J.
Devlin Nursing Hom e
696 M ain Street, South W eym outh

W E Y M O U T H
Pope Nursing Hom e, Inc.
Pope Nursing Home 
140 W ebb Street

Sunset M anor Nursing Home, Inc. 
W ey-M an or Nursing Hom e  
46 Union Street

W hite, Mrs. M arguerite M.
Villa Maria N ursing Hom e  
109 Com m ercial Street

W ichert, Mrs. Christine D. and 
Callaghan, Monica 

W icherts Nursing Home  
24 Burton Terrace



W H IT M A N
Whitman Managem ent Corporation Reddy, M rs. Elizabeth M.
Brae Burn Nursing H om e Pleasant M anor N ursing H om e
146 South Avenue 70 Pleasant Street

W IL L IA M S T O W N

Hickey, Dorothy B., R .N . 
Sweet Brook Nursing Hom e  
Woodcock Road

McDevitt, Mrs. Elizabeth N . 
McDevitt Nursing Hom e  
14 Chestnut Street

Gingras, Mrs. Alfred M. 
Pleasant View Nursing H om e  
271 High Street

W IL M IN G T O N

W IN C H E N D O N
Sm ith, M rs. Edith A .
Open A rm s N ursing H om e  
163 Brow n Street

W IN T H R O P
Mount’s Convalescent H om e, Inc. 
Mount’s Nursing Hom e  
104 Highland Avenue

Seskin, Joseph 
Mayflower Nursing Hom e  
39 Grovers Avenue

Glendale Nursing H om e of 
Woburn, Inc.

Glendale Nursing Hom e  
171 Cambridge Road

Bastille, John G.
Castle Park Nursing Hom e  
22-24 King Street

Bastille, John G.
Elmwood Manor Nursing Hom e  
21 Catharine Street

Chatham Nursing Hom e  
81-83 Chatham Street

Murphy, Mrs. Alice E.
Winter Hill Nursing Hom e  
24 Chester Street

Dalton N,ursing Hom e, Inc.
453 Cambridge Street

Dame, Alice L.
Dame’s Nursing Hom e  
1215 Pleasant Street

Seskin, Joseph
W inthrop Convalescent H om e  
142 Pleasant Street

Sohn, M rs. Frances E .
B ay V iew  Nursing H om e  
41 W ashington Avenue

W O B U R N
Salter, Gershon  
W oburn N ursing H om e  
18 Francis Street

W O R C E S T E R
Dodge Park M anor Nursing  

H om e, Inc.
101 Randolph Road

H am m ond H aven N ursing H om e, Inc. 
H am m ond H aven Nursing H om e
18 H am m ond Street

H illtop Nursing H om e, Inc.
23 M ay Street

Jewish H om e for Aged of W orcester  
County, Inc.

1029 Pleasant Street

LaFrenier, Clifton N.
Evans M anor Nursing H om e  
27 Tirrell Street

M aple H all N ursing H om e, Inc.
19 K in g Street



W O R C E S T E R  (Continued)

Lutheran Social Service, Inc. 
Lutheran H om e for the Aged  
26 H arvard Street

M arion Nursing H om e, Inc.
710 Pleasant Street

Lincoln N ursing H om e, Inc.
299 Lincoln Street

M oberly, Ernest E., Estate of 
M oberly Nursing H om e  
56 M oore Avenue

Odd Fellow s H om e of M assachusetts 
104 Randolph Road

Roberge, M rs. Frances L.
Beechaven N ursing H om e  
133 Paine Street

Shattuck N ursing H om e, Inc.
9 Shattuck Street

W arner, Mrs. M arie A .
Schussler N ursing H om e  
1 Schussler Road

Indian Lake Nursing H om e, Inc. 
A rm strong N ursing H om e  
19 Forest Street

W orcester N ursing H om e Corp. 
W orcester N ursing H om e  
116 Houghton Street

Kenwood Convalescent and 
Nursing Home, Inc.

34 Kenwood Avenue

Am erican Nursing Home, Inc. 
Burncoat Plains Nursing Home 
572 Burncoat Street

Clark M anor Nursing Home, Inc. 
Clark M anor Nursing Home 
1350 M ain Street

H arvard Nursing Home, Inc.
14 John Street

Kessler, Mrs. Alice B.
Catharine W indsor Nursing Home 
25 Catharine Street

Meadowbrook M anor Nursing 
H om e, Inc.

856 M ain Street

835 M ain Street, Inc.
Pleasant View  M anor Nursing Home 
835 Main Street

Six States M anagem ent Corporation 
P ark H ill M anor Nursing Home 
5 Gorham  Street

Forest Nursing Hom e, Inc.
Forest Nursing H om e  
121 Forest Street

W R E N T H A M

Capachin, Mrs. Caroline F . Serenity H ill Corporation
M aples Convalescent H om e Serenity Hill Nursing Hom e
24 Com m on Street 655 Dedham  Street

Sheldonville Nursing H om e, Inc.
Sheldonville N ursing H om e  
1022 W est Street, Sheldonville

Y A R M O U T H

Barrington, Inc.
Boxwood M anor Nursing H om e  
Som m er Street, Yarm outhport

Dowd. Mrs. Florence C. 
Yarm outh Nursing H om e  
M ain Street, So. Yarm outh



APPENDIX E

NURSING HOME PROGRAM OF THE MASSACHUSETTS 
DEPARTMENT OF PUBLIC HEALTH 

DIVISION OF HOSPITAL FACILITIES*

41 Mt. Vernon Street, Boston, Massachusetts

In Massachusetts the responsibility for the licensure of medical 
care facilities, including nursing homes and rest homes, is the func
tion of the Division of Hospital Facilities of the Department of 
Public Health under sections 71-73 of Chapter 111 of the General 
Laws. Prior to 1948 a program of hospital licensure by the Depart
ment of Public Health had been in existence in the Commonwealth 
since 1941, and it was not until 1948 that this law was amended 
to establish a program for the licensure o f nursing homes and 
to transfer the licensing of boarding homes for the aged, currently 
designated as rest homes, from the Department o f Public Welfare 
to the Department of Public Health. Since 1948 there has been a 
tremendous expansion in the number of nursing homes throughout 
the Commonwealth. At the present time, there are 731 nursing 
homes with 23,234 beds and 482 rest homes with 7,693 beds. 
Standards in nursing homes in the Commonwealth have improved 
at a fairly constant rate in spite of insufficient inspectional person
nel and also bearing in mind the financial limitation set by the 
rate of reimbursement for public assistance patients as established 
by statutory requirements.

When the Department assumed responsibility for the licensing 
of nursing homes and rest homes it soon became apparent that 
this was to be no easy task. Although there were a number of 
good homes, many were obviously poor. Among the more pressing 
problems in such homes were shortages of personnel, poor sanita
tion and patient accommodations, inadequate medical supervision, 
nursing care, nutrition and equipment. There were those who felt 
that lack of adequate facilities for rehabilitation was a serious

* Testimony of A . Daniel Rubenstein, M .D ., M .P .H . Deputy Commissioner of 
Public Health, delivered before the U.S. Senate Special Com m ittee on A ging  
on December 1, 1961 at Gardner Auditorium , State House, Boston, M assa
c h u s e t t s .



inadequacy in such homes. While this was true in general it 
became apparent to the staff of the Division that, since the average 
age o f patients in nursing homes and residents in rest homes was 
in the vicinity of 70 years, rehabilitation in the sense of physical 
restoration for job training and employment was an unrealistic 

goal; therefore, emphasis was directed toward promotion of self- 
help and prevention of further disability.

While there was an acute need for better recreational facilities 
and diversional activities in these homes the most urgent need 
was to improve the environment and to provide a clean, com
fortable home with adequate nutritious, well-balanced diet, good 
medical supervision and nursing care and a pleasant, happy, 
homelike environment. The achievement of this goal became the 
immediate objective o f the staff o f the Division of Hospital Facili
ties.

When it was established by study that 60 per cent of the persons 
in nursing homes and rest homes were cared for by public assist
ance and that many homes would accept but a small proportion of 
public assistance patients because of the low rates paid for their 
care, difficulties in this regard became apparent. If standards were 
to be pushed too rapidly by the Department of Public Health, 
greater limitations on the number of public assistance patients 
would have been imposed by some home owners.

When the General Court enacted legislation requiring licensing 
of city and town infirmaries by the Department of Public Health 
this soon constituted a considerable portion of the Division’s 
activities. Prior to 1953 the Department of Public Welfare could 
only make recommendations to local welfare boards regarding 
these infirmaries. Rarely were this Department’s recommendations 
carried out. If the status o f nursing and rest homes in 1948 were 
to be described as poor, then conditions, with very few exceptions, 
in city and town infirmaries in 1953, utilizing the same standards 
would have to be considered deplorable. It is difficult to put into 
words the sorry conditions found in many of these infirmaries. 
In one such institution erected early in the nineteenth century, 
bricks falling from a crumbling wall constituted a hazard not only 
to the residents of the home but to persons passing by in the 
neighborhood while falling ceilings were observed in the residents’



rooms and wards. In some instances the Department of Public 
Safety had refused to issue certificates of inspection indicating 
compliance with minimum standards in regard to fire and egress. 
In one community the local board of health had made violent 
protests to the welfare department in regard to the continued 
occupancy of the local infirmary by human beings. No attention 
had been paid to the pleas o f the board of health because no licen
sing law was in effect. Life in many of these institutions may 
properly be described as a bare existence.

When the Division became responsible for the licensing o f these 
infirmaries many closed and, as time went on, 30 city and town 
infirmaries, or slightly more than 50 per cent, ceased to operate 
either as a result of action instituted by the Department of Public 
Health or by voluntary closure. Currently in operation are 27 
infirmaries with 1,769 beds and 14 public medical institutions with 
1,327 beds.

Improvement in all phases of nursing and rest home operation 
has become apparent during the past 12 years. This has been most 
marked in areas where the staff has been concentrating its activi
ties, namely, in medical supervision, nursing care, dietary service, 
records, patient accommodations and equipment, housekeeping 
and general maintenance. It is expected that recent revisions of 
nursing home regulations will result in additional improvement in 
nursing home care, equipment and facilities. Increase in the rate 
of payment for public assistance patients has been o f considerable 
value in bettering conditions in many o f these homes.

In general, the program of the Division of Hospital Facilities has 
had two facets, one regulatory and the other educational. Examples 
of the kinds of educational activities carried on by the Division 
are the following:

1. Seminars at the annual m eetings of the M assachusetts Federation of 
Nursing H om es and at their regional chapter meetings.

2 . Institutes for nursing home personnel conducted in cooperation with  
universities, colleges, local hospitals and nursing hom es throughout the 
State.

3. Institutes and refresher courses in cooperation with schools o f nursing 
and schools for practical nurses in Massachusetts.

4. On a demonstration basis to improve rehabilitative and restorative  
services in a limited num ber of nursing hom es in certain areas of the 
State.



Through the years, however, it has been extremely difficult to 
offer sufficient services in this area commensurate with the growth 
of the nursing home movement. The Division’s program has been 
very definitely limited by insufficient personnel, both professional 
and clerical. Since it has been the responsibility of the Division 
of Hospital Facilities to carry out its legal mandate, first con
sideration had to be given, o f necessity, to the regulatory phase 
of the program while maintaining as much activity as possible in 
the educational phase. It soon became apparent that nursing 
home administrators were extremely interested in all educational 
activities offered by the Division. For example one institute, one 
day a week for ten weeks which was to be limited to fifty persons, 
finally, because o f the great demand, was made available to 100 
nursing home operators by scheduling a second session. Similar 
situations prevail when other institutes, workshops or educational 
opportunities are arranged.

It is expected that as the immediate result of additional funds 
made available to the Department of Public Health by the U.S. 
Public Health Service for the improvement of nursing home care, 
the Division’s program aimed at raising standards in nursing 
homes will be considerably improved. With these additional funds 
one additional inspector and three clerks have been provided and 
greater attention will be given to the educational phase of our 
program. These additional personnel, together with our revised 
regulations will raise even to a greater degree the level of nursing 
home care in the Commonwealth.

It must be emphasized at this point that nursing home licensure 
is a relatively new activity for most health departments. We in 
Massachusetts are fortunate that our program which has been in 
existence since 1948 has progressed more rapidly than in most 
other states. However, it wasn’t until this year, actually 1961, that 
any federal funds have been specially earmarked for nursing home 
programs. It is in this area that the states can use additional 
assistance from the federal government and the Public Health 
Service. Additional federal funds are urgently needed to support 
the licensure program.

In cooperation with the Boston College School o f Nursing a 
federal grant has been assigned to the latter institution to study



'  intensively standards of nursing care in nursing homes in Massa
chusetts. It is anticipated that when these standards have been 
defined it will be possible for an agency, definitely established for 
the purpose, and with broad representation of physicians, hospitals, 
nurses, and regulatory agencies to formulate a voluntary joint 

- accreditation program for nursing homes similar in function to the 
Joint Commission on Hospital Accreditation. Such an accreditation 
program will supplement the activities of the State agency as well 
as that of the Massachusetts Federation of Nursing Homes.

It is my definite impression that standards of nursing home care 
and operation in Massachusetts, because of our long, established 
program, have been many years ahead of similar programs in most 
other states. It is hoped that by the use of additional funds 
previously mentioned and increased professional and clerical staffs 
that the level of nursing home care and operation will progress 
even more.

In Massachusetts the rate o f reimbursement of care for public 
assistance patients is established by the Division of Hospital Costs 
and Finances in the Commission on Administration and Finance 
in accordance with the statutory requirements. As standards are 
raised it follows, naturally, that costs of operation will rise pro
portionately. Similarly, it is to be expected that the rate o f re
imbursement will reflect the increased costs of operation. As 
additional programs in rehabilitation and recreation become an 
integral part of nursing home care, nursing home operators will 
be entitled to additional reimbursement to compensate for the 
cost of such programs. Under the Kerr-Mills legislation which is 
being implemented in Massachusetts, the federal government will, 

. of course, underwrite a substantial portion of this care. It is my 
opinion that within the next few years standards of care will rise 
as a result of the joint activity o f state and federal programs in 
the field of nursing home care and operation.

Considerable confusion has arisen from material published 
in the State Plan for the Administration of the Hill-Burton Pro
gram that there are more unacceptable beds in nursing homes in 
Massachusetts than in many other sections o f the country. In 
setting up criteria for unacceptable beds in nursing homes the 
recommendation of the United States Public Health Service was



adopted in this connection, namely, that all frame buildings be 
considered as unacceptable. Since most nursing homes in Massa
chusetts, as well as everywhere else in the country, were converted 
frame residences, it is obvious that the problem of unacceptable 
beds is no greater in Massachusetts then it is in other parts of the 
country. However, it must be borne in mind that no nursing home 
license is issued or renewed in Massachusetts unless all required 
safeguards against fire hazards have been observed by nursing home 
operators. This includes proper certification by the State Depart
ment of Public Safety, approval by local fire departments and local 
wire inspectors. In Massachusetts there is the additional safeguard 
required by law; namely, that each nursing home must be inspected 
and approved by the local fire department four times a year. It 
is apparent from this that legislators in Massachusetts have sup
plied nursing homes with as many safeguards as possible in this 
important area of medical care activity. It is anticipated that 
within the next few years a statewide law will be enacted requiring 
sprinkler systems in nursing homes. Such safeguards are already 
endorsed in several large cities o f the Commonwealth as a result 
of local ordinances. It is apparent that Massachusetts is better 
off in this respect than most other states in the country.

Another problem in this area has to do with placement of patients 
in medical care facilities by some welfare departments. A small 
number of medical care facilities have been classified by the 
Department of Public Health as particularly suited for care 
of patients requiring more than average nursing care, and 
have been given the classification, “ chronic hospital.” The 
Division of Hospital Costs and Finances has set a higher rate for 
public assistance patients admitted to these facilities. However, 
when physicians and social workers in general hospitals have 
designated certain patients for care in these institutions, some 
welfare departments have refused to pay the additional costs and 
have reclassified candidates for admission as typical nursing home 
patients at the usual rate of reimbursement, thereby defeating 
the primary purpose of our plan. Clarification of this problem is 
necessary since under the Medical Assistance to the Aged Program 
the federal government could participate in the extra costs for 
care o f such patients.



There are two additional federal programs which have an impact 
on nursing home care. One is the Wolverton portion of the hospital 
survey and construction program in which federal funds are avail
able for the construction of nursing homes operated by voluntary 
or governmental agencies. Thus far, the bulk of these funds in 
Massachusetts have been used by existing voluntary agencies 
engaged in nursing home operation. Many voluntary groups have 
been slow in applying for grants under this program, primarily 
because of lack of funds. Such groups not having the advantage 
of accumulated reserves to assist in the operation do not find it 
practical to engage in nursing home activities. At the currently 
established rate of reimbursement for public assistance patients 
it would not be practical to accept patients on public assistance for 
nursing home care and such groups would have to limit their 
activities to private patients, thereby defeating one of the primary 
purposes of this legislation; namely, to provide care for all patients 
including those on public assistance.

It is hoped that in the future the U.S. Public Health Service will 
continue to support by additional funds both regulatory and edu
cational programs for nursing homes. By these established mech
anisms the U.S. Public Health Service is recognizing the fact that 
supervision of medical care facilities and activities, although a 
relatively new responsibility of public health departments, is a 
rapidly growing and tremendously important one. It is apparent 
that national and state legislatures and the medical and allied 
professions are gradually learning the lesson that better medical 
care, including better medical care for the aged, means, in the long 
run, better public health.



APPENDIX F

EXCERPT FROM 13th ANNUAL REPORT OF 
MASS. BUREAU OF HOSPITAL FACILITIES

CONVALESCENT OR NURSING HOMES
A s of June 3 0 ,1 9 61 : Total number of homes 732

Total number of beds 21,915

These figures indicate an increase of 54 homes and 2,750 beds 
during the past year.

Number o f licenses issued for fiscal year July 1, 1960 - June 30 
1961

Included among the new licenses was the Summit Nursing Home 
in Brookline, in the building which was formerly the Booth Me
morial Hospital. Included in the total number of licenses issued for 
nursing homes, 49 nursing homes were licensed contingent upon 
satisfactory evidence at the end of six months of compliance with 
the Department’s requirements for nursing personnel. The licens
ure of practical nurses by waiver has emphasized the need for 
additional activities on the part of the Bureau aimed at improving 
the services o f these practical nurses. We have continued our edu
cational activities in this area. In cooperation with Northeastern 
University and the Massachusetts Federation of Nursing Homes, 
courses for nursing home personnel have been given. Personnel of at 
least 100 homes throughout the State have participated. Similarly, 
in cooperation with the Shepard Gill School of Practical Nursing, 
222 Newbury Street, Boston, a series of seminars was given while 
the regular school classes were not held. At least 82 practical 
nurses received instruction during the course of these seminars. 
In addition, our educational activities have continued throughout 
the State, including lectures or short courses on various aspects of 
nursing home care, such as nutrition and environmental sanitation. 
At a recent survey it was established that during the year six 
brand new homes were constructed and licensed in Massachusetts

N ew  licenses 
License renewals

137
209

Total 346



with a total of 331 beds. Another significant aspect o f medical 
care for the aged in Massachusetts is the impact of the Kerr- 
Mills bill. Under this legislation, the Federal Government will 
share half the cost of patients receiving medical assistance. It is 
estimated that this will save Massachusetts taxpayers $11,000,000 
annually. Legislation on nursing homes was further clarified by the 
passage of Chapter 740 of the Acts of 1960 which defines more 
adequately a nursing home as an entity separate and distinct from 
a lodging house. This will make it impossible for communities such 
as Brookline to require a lodging house license in addition to the 
nursing home license. A series of meetings with representatives of 
the Fire Marshal’s office and the Board of Fire Prevention Regu
lations resulted, finally, in the rescinding of a requirement which 
would have made it mandatory to provide personnel nursing 
coverage on all floors of nursing homes, even those with eight beds 
or less. The licenses o f two nursing homes, were revoked during 
this fiscal year; namely, Babcock Manor Nursing Home, 215 Bab
cock Street, Brookline, and White Haven Nursing Home, 21 Win
chester Street, Brookline. During the course of the year 17 hear
ings were held on the revocation of license or denial of application.

An important aspect o f our nursing home licensure program 
was a major revision of our nursing home regulations. The major 
features of the revisions are as follows:

1. A ll buildings not previously licensed by the D epartm ent of Public 
Health as convalescent or nursing hom es shall be of new construction  
and designed specifically for the purpose of operating a convalescent 
or nursing home.

2. A  dining room for patients is now required for all new facilities.
3. N ew  floor areas have been established as follow s: (a) a single-bed  

room shall have a m inim um  of 1 1 0  square feet of floor area; (b) a 
multi-bed room  shall have a m inim um  of 80 square feet; (c) all two 
story homes not previously licensed as nursing homes shall provide at 
least one sitting room on each floor; (d) a nursing hom e of one story  
construction with 40 beds or m ore m ust provide two utility rooms.

It is expected that these regulations will raise, to a marked 
degree, standards of nursing home care in Massachusetts.



APPENDIX G

EXCERPT FROM ANNUAL REPORT ON HOSPITAL 
SURVEY AND CONSTRUCTION 1960-61 

MASS. DIVISION OF HOSPITAL FACILITIES

CHRONIC DISEASE FACILITIES

In spite of the vital need for more chronic hospital beds, there 
has not been much interest shown in Massachusetts for the con
struction of beds in this category. There is no question that one 
of the reasons for this lack of interest is due to difficult staffing 
problems which the two newest government-sponsored chronic 
facilities have had since opening their doors.

Only twelve projects were approved for chronic disease hospitals 
under Public Law 725 since the inception of the program in 1948. 
As in the past years sponsors for projects in this category are 
lacking. One project was approved this year for Lakeville Hospital 
in Middleboro. The construction of a three-story building which 
will provide 300 beds for adults and children and will replace the 
existing unacceptable facility of 227 beds.

One of the projects, sponsored by a city of about 250,000 (Spring
field), provided 463 beds for long-term chronically ill patients. 
This city has found the operation of this facility at a reasonable 
adequate standard financially burdensome. This raises the question 
as to whether an average-sized community has the financial re
sources to maintain a chronic facility in addition to carrying the 
burden of the acutely ill marginal patient and his family.

NURSING HOMES AND REST HOMES

A  current inventory of nursing homes in Massachusetts shows 
that there are 732 homes in the State having a total of 21,915 
beds. Thirty-eight o f these homes are charitably incorporated or 
non-profit organizations.

There are 493 rest homes in the State with accommodations for 
7,731 persons; twenty-six city and town infirmaries having 1,082 
beds and fourteen additional public medical institutions with 1,325



beds. Hospital service areas for nursing homes are identical with 
the service areas for general hospitals.

To date five nursing home projects have been approved by the 
State Agency since the inception of the program. Three of the 
projects have been completed, one was an addition to an existing 
nursing home which doubled the capacity of the home, another 
was for a nursing home which would be operated in close coopera
tion with a general hospital, and the third was for a new nursing 
home to replace an existing unacceptable facility. Two additional 
projects are now under construction. One is for a nursing home 
which will be physically connected to a general hospital and the 
other is for a large home of approximately four hundred beds to 
replace an existing unacceptable facility. This project is the He
brew Home for the Aged which will be located in Boston.

The State Agency would like to encourage more sponsors of 
projects similar to that in Ipswich and in Ware where the nursing 
home beds will be operated in close cooperation with the operation 
of the hospital. It is felt that this arrangement is mutually bene
ficial to both hospital and nursing homes. However, managers and 
trustees of general hospitals have not demonstrated an interest in 
sponsoring the construction of nursing home facilities.
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APPENDIX H

PRESENT AND PROPOSED STAFFING, 

Submitted By 

DIVISION OF HOSPITAL FACILITIES

P R E S E N T  S T A F F

Division Director 

Assistant Division Director 

Chief Hospital Inspector 

Senior H ospital Inspector (5) 

H ospital Inspector (10) 

Principal Clerk (2)

Senior Clerk-Stenographer (3) 

Senior Clerk-Typist 

Junior Clerk-Stenographer (2) 

Junior Clerk-Typist

PR O PO SED  AD D IT IO N A L  STAFF 
TO N U R SIN G  H O M E  SECTION

Assistant Chief Hospital Inspector

Nurse Consultant (4)

Hospital Inspector (7)

H ead Clerk

Senior Statistical Clerk 

Senior Clerk-Stenographer (3) 

Junior Clerk-Stenographer (2)



APPENDIX I

MAXIMUM DAILY FEES PAID BY STATES* 
1962 

30-Day Month

M onthly D aily M on th ly Daily

Alaska 5465.00 315.50 Louisiana $165.00 $5.50
California 425.00 14.17 N ew  Mexico 165.00 5.50

New York 280.00 9.33 N ew  Hampshire 165.00 5.50

Kansas 275.00 9.16 Ohio 160.00 5.33
Connecticut 255.00 8.50 Delaware 152.00 5.07
Minnesota 250.00 8.33 South Carolina 150.00 5.00

North Dakota 234.00 7.80 Virginia 150.00 5.00

Nevada 225.00 7.50 Indiana 135.00 4.50

Iowa 218.00 7.27 Maryland 135.00 4.50

New Jersey 208.00 6.93 Oklahom a 129.00 4.30
M ASSACHUSETTS 205.50 6.85 Alabam a 125.00 4.17
Utah 2 0 0 .0 0 6.67 Illinois 122.23 4.07

Colorado 195.00 6.50 K entucky 1 1 0 .0 0 3.67
Oregon 192.00 6.40 District of Colum bia 100.00 3.33
Washington 191.40 6.38 Florida 1 0 0 .0 0 3.33
Maine 190.00 6.33 Missouri 1 0 0 .0 0 3.33
South Dakota 190.00 6.33 W est Virginia 1 0 0 .0 0 3.33
Wyoming 190.00 6.33 Arkansas 90.00 3.00

Rhode Island 182.00 6.07 Arizona 80.00 2.67
Michigan 180.00 6 .0 0 M ontana 80.00 2.67
Pennsylvania 180.00 6 .0 0 Tennessee 80.00 2.67
Georgia 175.00 5.83 Texas 71.00 2.36
Idaho 175.00 5.83 Mississippi 40.00 1.33
North Carolina 175.00 5.83 Hawaii **

Vermont 175.00 5.83 Nebraska ***

W isconsin ***

Source: Professional Nursing H om e, June, 1962

* Does not take into account varying staff requirements or standard set 
up to govern am ount paid.

** Paym ent as prescribed by attending physician.

*** County sets no minim um s or m axim um s.



APPENDIX J

RECOMMENDATION OF JOINT COMMITTEE ON 
PUBLIC WELFARE TO ESTABLISH UNIFORM SYSTEM 

OF ACCOUNTING FOR NURSING HOMES, ACCOMPANYING 
ITS REPORT: HOUSE, NO. 2779 OF 1958.

PROPOSED LEGISLATION

©Ije (Cmttmnmuraltl? o f fHassarhusrttjs

In the Year One Thousand Nine Hundred and Fifty-Eight.

A n  A c t  r e q u i r i n g  n u r s i n g  a n d  c o n v a l e s c e n t  h o m e s  f u r n is h 

i n g  H O U SIN G  TO RECIPIENTS OF PUBLIC AID TO ESTABLISH A UNI

FORM SY ST E M  OF ACCOUN TIN G AND PROVIDING THAT THE LICENSE 

OF A N Y  SU C H  H O M E  FAILIN G TO F U R N ISH  CERTAIN DATA OR 

STATISTICS M A Y  BE REVOKED.

Be it enacted by the Senate and House of Representatives in 
General Court assembled, and by the authority of the same, as 
follows:

1 Section 30L of chapter 7 of the General Laws, inserted by
2 section 1 of chapter 696 of the acts of 1956, is hereby amended
3 by striking out the second paragraph and inserting in place
4 thereof the following paragraph: —  The director shall estab-
5 lish a uniform system of cost accounting for all such nursing
6 and convalescent homes and such homes shall forthwith
7 adopt such system. Each nursing and convalescent home shall
8 file with the director from time to time, on request, such data,
9 statistics, schedules or information as he may reasonably re-

10 quire to enable him to determine the rate or rates. The
11 director shall have the power to examine the books and ac-
12 counts of any such nursing or convalescent home, if in his
13 opinion such examination is necessary to determine such rates.
14 The department of public health, upon complaint of the di-



15 rector, shall revoke the license of any such home which fails
16 to file with the director data, statistics or information as
17 hereinbefore provided, or which falsifies the same, or which
18 fails to adopt the uniform system of accounting established
19 by the director. Such license shall not be restored except
20 after a public hearing by the commissioner o f public health
21 and the public health council of the department of public
22 health.



APPENDIX K

THE OVERALL ASPECTS OF FINANCING PATIENT CARE 
IN NURSING HOMES*

From a National Standpoint— Governmental and 
Non-Governmental

In any discussion of nursing homes one can usually get agree
ment on two points:

1. Nursing homes must offer their patients a high standard of 
care;

2. Nursing homes must receive adequate reimbursement for 
the care they give.
Once the discussion moves beyond these two general points all 
unanimity disappears. Basic disagreement appears on what con
stitutes a “ high level of care” and “ adequate payment.”

The Public Health Service realized the difficulties in these areas 
and set about to resolve some of them. The Nursing Home Stand
ards Guide, published in May of 1961 is an effort to bring some 
sort of uniformity to the various standard setting programs 
throughout the country. This guide contains what the Public 
Health Service feels are the basic standards relating to the con
struction and operation of nursing homes. These standards cover 
such subjects as: physician care, nursing care, food service, drug 
control and handling, and building construction. The guide was 
published after considerable study and after consultation with 
over 60 individuals and agencies having a concern or interest in 
nursing homes —  among them the American Nursing Home As
sociation and the American Hospital Association. This guide con
tains what the Public Health Service feels are basic minimums 
for licensure, accreditation or other forms of programs developed 
for approval purposes.

We realize that throughout the country there are a great many 
homes that exceed the standards cited in this guide. Administrators 
of these homes are to be commended for the fine care their facili

*Leslie W . Knott, M .D., Chief, Division of Chronic Diseases, 
U. S. Public H ealth Service Sept. 28, 1961.



ties give. Hopefully, they will receive recognition for their efforts 
through such activities as the American Nursing Home Association 
Program and the American Hospital Association Listing Program. 
It is our feeling that nursing homes that operate below the recom
mendations of the Nursing Home Standards Guide cannot be said 
to be providing safe and adequate care to their patients.

When we talk about “high level of care” we realize that the 
average age of nursing home patients is about 80 •—- a time of 
life when chronic illness and disability are highly prevalent. A 
certain portion of these patients are in the very terminal stages 
of an incurable illness and it is only a matter of a brief period of 
time when death will bring an end to their days of disability and 
suffering. For these patients we can only expect to provide as 
much comfort as we can in a safe and clean environment.

We should not permit this picture to dominate our minds or our 
actions, however, because age and chronic illness in the great 
majority of cases need not be associated with a life of bed rest, 
with increasing impairment o f muscle and joint and with progres
sive decay of mentality and personality. We know, for example, 
that 80% of surviving stroke patients can be restored to lives of 
usefulness and considerable independence; we know, too, that the 
earlier restorative care is applied to the stroke victim, the greater 
are his chances for regaining function in whole or in part. The 
same is applicable to many cases or arthritis. We know, too, that 
persons with congestive heart failure can be spared repeated epi
sodes given the proper diet and good management. Diabetic coma 
can be avoided with attention given to the quality and quantity 
of food intake along with insulin therapy. Depression, withdrawal 
and loss of motivation can be relieved or minimized in the presence 
of planned recreation and social activities including contact with 
the social and religious life of the community.

It is true that we do not have the means to prevent chronic 
illness, but experience increasingly shows that we do have the 
means to prevent or reverse much of the disability that results 
from chronic illness and the aging process. As study and research 
in these areas continue, we look forward to more effective means 
of improving the quality of living in these later years. The point 
is that much is now known; it is a matter of application not only



in nursing homes, but in the hospital, the patient’s residence or in 
the doctor’s office. High level of care then as applied to nursing 
homes means something more than domiciliary care in a clean, 
safe environment; it means as well a dynamic program to motivate 

and assist the individual in gaining and retaining the maximum 

use of his physical and mental abilities. The Standards Guide was 

prepared with this concept in mind.
You may well agree with all that has just been said, but you 

counter with the thought that this costs money. Yes, it does. The 
real question is how to finance such a program if we are willing to 
put forth the other requirements —  effort, imagination, a deter
mination to keep in mind the total interest of the patient’s well
being. And that brings us to our second point in need of clarifica
tion, what is cost and what is adequate reimbursement? Here we 
encounter a more difficult question to answer.

Certainly, adequate reimbursement should cover such things as: 
salaries and wages, food and supplies, building maintenance and 
upkeep, insurance premiums, taxes and other operating expendi
tures. What is the cost o f these items? In most cases, unfortu
nately, we do not know. In some few areas beginning efforts have 
been made to determine such costs. In the State of Georgia, for 
instance, cost data have been reported on a voluntary basis by 
nursing homes in and around Atlanta. These data are collected 
on a uniform basis by the Georgia Department of Health. They 
are then compiled and reported in their monthly newsletter “Nurs
ing Home Notes.” Those who have participated in this program 
have reported it to be helpful in understanding the cost picture.

Little has been done, however, to determine these figures on a 
nationwide or even regional basis. In many cases, nursing home 
administrators do not even have sufficient data to make an intel
ligent guess as to their costs.

Even after these basic costs have been derived, other questions 
need answering. What does the payee do about such things as: 
return on investment, depreciation, capital improvements, in
surance, bad debts, and dividends on stocks if any? Are these 
allowable costs? If they are allowable costs, then what should 
they be?



These are just a few of the problems that payment groups are 
wrestling with. Until nursing home administrators and other in
terested groups can supply some of the answers to these basic ques
tions little progress can be expected in the matter of financing 
patient care in nursing homes. It is difficult to decide how to pay 
for something when the seller cannot tell you what it will cost, and 
what this cost includes in terms of the quantity and quality of 
services provided.

Nursing homes will do well to profit from the mistakes made by 
hospitals in the past. Hospitals did very little to bring uniformity 
to their accounting methods until circumstances made it a neces
sity. Once they came to uniform reporting of accounting data, 
they found they had much less difficulty in convincing party pay
ment groups and governmental agencies that they should pay at 
least the costs of care for their beneficiaries. It is true that in 
some cases these payments are still far from adequate, but they 
are closer to reality than they would have been without uniform 
accounting. Most prepayment and welfare groups find it hard 
to refute an ever mounting accumulation of reliable and uniform 
data from the hospitals. These groups have welcomed the oppor
tunity to see and understand where their money is going. Many 
of the difficulties facing today’s hospital authorities might have 
been alleviated had hospitals of 20 years ago kept their books in a 
uniform manner and been willing to let the public know what it 
was costing to care for the sick and injured.

Realizing that the lack of adequate cost data was severely 
hampering programming in nursing homes, the Public Health 
Service with the endorsement o f the American Nursing Home As
sociation, developed a simplified yet accurate, cost accounting sys
tem for use in nursing homes. The purpose of this system is to 
develop not only daily cost data but also cost data on certain 
basic elements of nursing home care such as: nursing care costs, 
food service costs, medication costs, administrative costs and other 
departmental costs.

It was felt by those developing the manual that detailed in
formation regarding the various phases of nursing home operations 
was necessary. Payment groups have expressed a desire for more 
than cost per day. They feel that in order to adequately protect



their beneficiaries and accurately predict future cost trends, they 
need fairly specific information regarding services and their cost 
If such information is built into an accounting system at the begin
ning, a much truer picture o f a nursing home’s operation can be 
obtained than if it were built into the system at a later date.

During the coming year the Public Health Service, in cooperation 
with the American Nursing Home Association, will undertake a 
program of regional seminars to explain and apply this system. 
The first of these seminars will be held October 30th through 
November 3rd for the States in the Southwestern United States. 
It is our hope that those attending the seminars will return to their 
own States and explain the system to others and urge its use. Ad
ditional regional seminars will be scheduled in other areas of the 
United States at later dates.

If this system begins to be accepted then nursing homes through
out the country will be able to explain what their costs are on a 
more uniform basis. Third party payment groups will be able to 
understand these costs, combine them with the care standards 
expressed in the Nursing Home Standards Guide and the accredita
tion program for nursing homes, and be able to decide what level 
of care they can afford to finance and how they intend to finance 
this care. Uniform accounting will also help the agencies respon
sible for programming in nursing homes to understand better and 
evaluate the impact that their efforts are having on the cost of 
care.

Once the payment group has determined the cost of a particular 
type of service or care, it must then find the best means of financ
ing this care. This financing can be done in one of three ways:

1. A  person or persons can be employed as part o f the staff of the 
financing group to render the care; the financing group then becomes 
the purveyor of service;

2. A  facility or group can be contracted with, to give the care;

3. The patient can be given a sum  of m oney and told to purchase the 
care w herever he wants.

Group health plans, by and large, use the first method of providing 
care to their beneficiaries. Under these plans, the subscriber pays 
a certain fee and the plan agrees to furnish him certain types of 
care in return for his fees. They employ the necessary individuals



to supply care in certain categories. Examples of such plans are: 
The Health Insurance Plan of Greater New York, The Kaiser-Per- 
manente Medical Care Plan, and the United Mine Workers Health 
and Welfare Plan.

The second method of financing nursing home or medical care 
differs from the first in that the paying body negotiates a contract 
with a facility or a group to provide the necessary services on a 
cost or fixed rate basis. In order to receive the necessary services 
the patient must go to a facility or group with which such a con
tract has been negotiated. Most Blue Cross Plans and a number of 
welfare programs use this method of providing care to their bene
ficiaries.

It has been most difficult, however, to use the contract form of 
care payment in nursing homes because of the inability of most 
nursing homes to provide the necessary cost data. Where this 
method has been used for payment of nursing home care, the pay
ment rate has had to be an arbitrary one. Until nursing homes 
can supply sufficient data regarding operating costs, it is safe to 
assume that payments under this system will continue to be ar
bitrary in nature.

The third method of payment is called the indemnity method. 
Under this method, the patient is guaranteed a certain amount of 
money when he is sick. With this money he is expected to pur
chase his care wherever he can. Most commercial insurance com
panies and many welfare plans use this method of financing the 
care given to their recipients. Under this plan, it is fairly easy 
for the insurer to predict his expense because the total benefits are 
predetermined. It is, however, not very easy to determine the 
scope of care received or the quality of such care because the mat
ter of selecting the care is left to the patient.

Most financing groups agree that the first and second methods 
are the best for assuring that the patient will receive a certain 
level of care. The paying group, under these methods, reserves a 
right to set up any controls or standards of care it feels are desir
able or necessary. Unless specified conditions are met, the paying 
group can refuse to pay for the care. The group providing the 
care, on the other hand, has to accept a certain amount o f control



to assure payment. The adequacy of payment under these systems 
depends on the adequacy of cost data supplied.

Exactly who will be paying the bills for nursing home care in 
the future remains to be seen. It is fairly evident, however, that 
these bills will be paid. Whether the payment is adequate or not 
will to a large extent depend on whether nursing home adminis

trators can supply data on costs that are realistic, accurate, and 
uniform.

The way in which these bills will be paid is also indefinite. It 
is safe to assume, however, that the party paying the bills will want 
assurance that its beneficiaries are receiving the amount and 
quality of care they are paying for. Whether the payees will con
tract for the services, give the money to the patient to pay for the 
services, or will choose to provide the services themselves, will to 
a great extent depend on whether or not you, as nursing home ad
ministrators, can assure them of a high level of care at a reason
able cost.

The Public Health Service, as the agency having considerable 
responsibility for the nation’s health, has a great interest in nurs
ing home care and its financing. Its activities are designed to 
study nursing home operations for purposes of developing ways and 
means of improving service; to provide consultation to States, local 
agencies and professional organizations that have an interest in 
effective patient care in nursing homes; and to assist in developing 
educational and training programs for nursing home personnel.

In this respect I should like to bring to your attention a new 
piece of legislation that has just passed the Congress and now 
awaits the President’s signature. This is known as the Community 
Health Services and Facilities Act of 1961 —  a congressional re
sponse to a Presidential health message presented to the Congress 
early this year and relating to Community Services for the aged 
and chronically ill. The American Nursing Home Association was 
among the many professional and voluntary groups endorsing this 
bill.

Specifically the Act provides, among other items, 3 means to im
prove community services, that are of particular interest to this 
audience.



First, it provides a system of formula grants allotted to State 
Health Departments based on the size, age composition and income 
of State populations. These funds are to be matched in part by 
State monies. The purpose of this item is to assist States in de
veloping community, primarily out-of-the-hospital programs aimed 
at the prevention of disability and the appropriate care of long
term illness. It includes such activities as health care services in 
the patients’ homes —  nursing, homemaker, and in some cases 
medical, dental, and therapist care; it includes efforts to coordinate 
the many fragmentary, isolated health services that exist in many 
communities and to provide centralized information and referral 
programs for the benefit of patients, physicians and health institu
tions and agencies.

These formula grants may also be used by States to improve and 
expand their nursing home activities. Implementation and en
forcement of licensure laws and regulations is only a part o f this 
picture. Police action is necessary for the few, but we encourage 
that States provide to an increasing extent the technical assist
ance and consultation that will help nursing home operators to 
improve the scope and quality of services and to administer their 
homes more effectively. In addition, the States may provide train
ing courses to improve the competencies of the various kinds of 
nursing home staff personnel. Another possible State use is the 
provision of grants to promote closer cooperation between hospitals 
and nursing homes in regard to services, facilities and personnel. 
Generally speaking formula grants will assist States and their com
munities in applying known methods for improving the health care 
of chronic illness and the aged.

By way of contrast, a second item in the Community Health 
Services and Facilities Act provides for special project grants to 
private non-profit and governmental agencies to carry out studies, 
demonstrations and experiments in developing new ways of provid
ing services or improving existing health care, particularly for the 
chronically ill and the aged. Details regarding procedures for 
project grant application and the criteria and methods for select
ing those meriting a grant award, are now being developed and will 
be publicized in the near future.



A third section of the Act raises the current nursing home au
thorization under the Hill-Burton program from $10 million to $20 
million annually. Hopefully, this will create an additional 3,000 
public or non-profit nursing home beds each year.

When we consider that there is shortage of at least 500,000 
nursing home beds in the nation today, I think you will agree that 
there is room enough for high quality nursing homes of the pro
prietary as well as the non-profit type.

We look upon the Community Health Services and Facilities Act 
as another important tool that will help us in the Public Health 
Service to be of greater assistance to State and Local governments 
and to professional organizations such as yours. Our role is that 
of a co-worker and although we do not operate nursing homes, we 
continually strive to understand the problems of nursing home 
care so that we along with you can help to achieve standards of 
health services that are both adequate and reasonable. It is for 
this reason that we welcome the opportunity to participate in to
day’s institute. And we shall continue to assist in every way pos
sible in furthering the goal that has been adopted as the specific 
mission of the Division of Chronic Diseases — PREVENT THE 
OCCURRENCE AND THE PROGRESSION OF DISABILITY 
CAUSED BY ILLNESS.
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