
July 31, 1963

SENATE No. 970

©fye (Eammmtmealtlf of iKaasadjuarttu

SECOND

INTERIM REPORT

SPECIAL COMMISSION TO STUDY

CONVALESCENT OR NURSING HOMES
(Created by Chapter 138, Resolves of 1962)





Dignity begins with man’s spirit; destroy

his spirit, even though you provide him

with earthly comforts, and you have de-

stroyed his intrinsic worth.

Let this be our credo:

The Dignity of Man must not be invaded,

evaded or degraded.

THE COMMISSION



(Cnmmmmu'altlj of Masnarlfuaftta

I

Chap. 138. Resolve Providing for A Study by a Special Unpaid Commission
Relative to the Laws Relating to Convalescent or Nursing
Homes, and to the Standards and Costs thereof.

Resolved, That an unpaid special commission, consisting of three members
of the senate, five members of the house of representatives, and three persons
to be appointed by the governor, is hereby established for the purpose of mail-
ing a study of the laws governing convalescent or nursing homes, and the
medical and nursing care of recipients of 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 home care in private
convalescent or nursing homes and in public institutions, the administration
and operation of said convalescent or nursing homes, the qualifications of the
personnel employed therein, and such other matters as may be necessary to
provide better nursing care and attendance, and reducing the costs thereof.

Approved July SI, 1962.

RESOLVES OF 1962, C. 138
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Room 333, State House,
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July 31,1963

To the Honorable Senate and House of Representatives

We are pleased to submit this second interim report on con-
valescent or nursing homes in this Commonwealth.

Recommendations in this report are based in part on the find-
ings of fact appearing in our interim report of March 1, 1963
(Senate, No. 760 of 1963) and in part on subsequent information
we have obtained.

We expect to make further recommendations in a later report.

Respectfully,

Senate President JOHN E. POWERS,
Chairman

Vice Chairman
Sen. MAURICE A. DONAHUE
Sen. FRED LAMSON
Rep. LEO J. NORMANDIN
Rep. LINCOLN POPE, JR.
Rep. RALPH W. CARTWRIGHT, JR.
Rep. CHARLES E. LUKE DRISCOLL
JOHN CARROLL
ARTHUR J. CHAMPIGNY
ROBERT MORRIS

Rep. JOHN C. BRESNAHAN,

SPECIAL COMMISSION TO STUDY
CONVALESCENT OR NURSING HOMES



Senate President John E. Powers, Chairman
Representative John C. Bresnahan, Vice-Chairman

Senator Maurice A. Donahue Senator Fred Lamson
Representative Lincoln Pope, Jr. Representative Ralph W. Cartwright, Jr.
Representative Leo J. Normandin Representative Charles E. Luke Driscoll

Appointed By The Governor:

John Carroll, Former Chairman, Boston Housing Authority

Arthur J. Champigny, Assistant Food Director, Merrimack College

Dr. Robert Morris, The Florence Heller Graduate School for Advanced Studies
in Social Welfare, Brandeis University

LEGAL:
Allan Robinson, Esq., Counsel; Attorney at Law, 1 Court St., Boston
Benjamin Rosales, Esq., Special Counsel to the Governor on Nursing

Homes; Attorney at Law, 145 Tremont St., Boston
RESEARCH and EDITORIAL:

Robert D. Webb, Principal Research Assistant, Legislative Research Bureau
MEDICAL ADVISOR:

Charles D. Bonner, M.D., Director of Rehabilitation, Holy Ghost Hospital,
Cambridge

WELFARE ADVISOR:
Maurice I. Cowin, O. D., State Welfare Advisory Board

MANAGEMENT-PERSONNEL ADVISOR:
Cecilia Gashin, Harvard-Radcliffe Management Training Program;

Public Affairs Fellow, Tufts University
INVESTIGATORY:

Hazelle Ferguson, R.N., Chief Investigator; Member of State Board of
Registration in Nursing; Clinical Instructor, Boston Sanatarium

Ernest Stansfield, Special Investigator
SECRETARIAL:

Louise L. Giannini

MANUSCRIPT PREPARATION:
Ann Dziak Marguerite Aiken Frances Tully

Sip (Comuunuufalth of ittasiiadiusMta

SPECIAL COMMISSION TO STUDY
CONVALESCENT OR NURSING HOMES

THE COMMISSION

THE STAFF



SECOND

INTERIM REPORT

of the

SPECIAL COMMISSION TO STUDY CONVALESCENT
OR NURSING HOMES

CONTENTS

PAGE

Credo 3

Resolves of 1962, c. 138 4

Transmittal Letter to the Senate and House of Representatives
... 5

Membership of Commission 6
Foreword 9

CHAPTER I. INTRODUCTION 14

CHAPTER 11. A GENERAL LOOK AT THE PROBLEM .... 17
What Are the Sources of the Problems? 17
What are Nursing Homes? . .

. 19

CHAPTER 111. REGULATIONS AND RECOMMENDATIONS ... 24
Transfer of Authority 24
Inspection Personnel 27

Nursing Home Classification 28
Classification Level 29
Grading System 30
Accreditation 32
Penalties 34
Licensing Term and Fees 36
Suitability and Responsibility of Applicants 36

Fire Protection 38

Ventilation and Lighting 45

Communication System 46

Linen, Laundry, Storage 46

Toilet and Washroom Facilities 48
Food and Nutrition 50
Dining Space 51



PAGE

Medical and Nursing Care and Supervision 52

Patient Needs 53

Medical Care 54

Nursing Care .
. r. .

. .
. , 56

Nursing Care Standards and Functions 57
Staffing Problems 61
Developing Sources of Nursing Care 61

Personal Life and Welfare 64

Notice to Nearest of Kin or Sponsor 66
Policy Statement 7 66
Prepayment and Refunds . . . . 67
Privacy, Accommodations and Equipment 67
The Physical Plant. 68
Personal Needs Funds .

. . . . .68
Administration 69
Accounting Records 71
Rate Setting -74
Affiliation With Medical Facilities 80

Clarification of Terms 81
Related Statutes .

.
. * . ..... . .

. 82

CHAPTER IV. THE ISSUE AS SEEN BY THE COMMISSION ... 83

A. Nursing Definitions . 86

B. Comparative Educational Requirements for the Practice of
Professional and Practical Nursing in Massachusetts .... 87

C. Nursing Inventory, Nationwide and In Massachusetts .... 90

APPENDICES



1963.] SENATE —No. 970. 9
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Nearly nine months ago, this Commission embarked on a study
of the nursing and convalescent homes in this Commonwealth. Its
mandate was to explore the means of providing better nursing care
and attendance, and if possible, at reduced costs. Since that
autumn day, the labors of this Commission have become a sacred
trust. For its mission is rooted in a series of appalling circum-
stances reported by an alert and responsible press; circumstances
that were conceived in neglect and nourished in indifference by
those who now cry in anguish from the bitter lessons they have
learned.

It has not been an uneventful voyage. Soon caught up in a swift
current of interests, members of this body were carried through a
whirlpool of pressure and criticism by those persons whose only
hope lies in our foundering. But we have charted a true course
from which we have not deviated. We believe it will bring us
finally to the first harbor of refuge for the many helpless victims
of chronic illness we have met along the way who, in one sense,
have been left adrift as the human flotsam and jetsam of our
society.

Throughout our passage, marked first by a mounting ground
swell of opposition in the industry as shameful circumstances were
uncovered in numerous facilities, and then by the unleashing of a
violent attack upon this Commission’s Interim Report of March 1,
19631 in which we set forth our shocking findings, the membership
stood fast. Indeed, we could follow no other course and retain our
honor. Although a weather-beating experience, it is one we would
neither change nor avoid.

From the public and press has come overwhelming support for
our interim report, yet some of our critics have charged that our
course has been a negative one, that our interim report is an in-
dictment of all nursing homes, that we have smeared the entire
industry. Criticism of this character only reflects ignorance of
the conditions abroad in an industry these critics seek to protect.

The Massachusetts Federation of Nursing Homes, in adopting a
policy of downgrading public efforts to improve the situation in-

FOREWORD

1 Interim Report of the Special Commission to Study Convalescent or Nursing
Homes, Senate, No. 760 of 1963.
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vites only increased determination by the Commonwealth and
dwindling attention to the Federation. Indeed, the Federation
leadership, in its ostrichlike attitude toward revolting conditions,
no longer deserves to be taken seriously or even looked at crit-
ically. It speaks for itself.

If we are to move forward, let us remove ourselves from the
beaten tracks of their sterile thinking. We are, in fact, to the
dismay of many of our critics, emphasizing a positive approach.
Our fight is not so much against the substandard nursing home as
it is for the dignity and worth of human beings who are in bond-
age to the disabling effects of advanced age or chronic disease.
And in fighting for that latter objective we must necessarily be
against the policy of those nursing home operators who use their
patients as pawns for profit.

While our first task has been to stop the hemorrhage of human
dignity, the job is far from done. The shame of so many nursing
homes as confirmed by this Commission has galvanized a public
demand for remedial action. The work of housecleaning the in-
dustry has begun. Within the industry moves have been made to
counteract the gray image it has earned for itself. But theirs is
not a one-hundred percent effort. Under the surface, behind the
facade, remain the dregs of opposition and alarm.

While this Commission does not oppose the concept of the pro-
prietory nursing home, it does object when the primary aim is
pecuniary gain at the expense of the helpless, the infirm and the
aged. We cannot idly stand by while an irresponsible element in
the industry creates and perpetuates a Dickensian world for the
purpose of fattening their own coffers. Certainly, it is no smear
to point a finger of scorn at the incredibly bleak, the repulsive, the
hopeless, and the criminally offensive situations we have encoun-
tered.

We have already stated that the profit motive is not malum in se
but let us liken profits to the crust on a pie and the care of the
patients to the pie filling. When the crust is thicker than the fill-
ing, it is time we looked at the recipe. We repeat here our words
of March first:

“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.”!
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We know that some of the decent and responsible operators find
it difficult to believe that conditions we have reported exist within
their industry. This Commission, too, was doubtful until its in-
vestigators confirmed many of the most revolting allegations. Our
sympathy lies with the nursing home owners who operate decent
facilities and these are the majority. It is natural that they would
be disheartened by a governmental report that arouses so much
controversial discussion over the adequacies of an industry that is

,their life’s work. On the other hand, some operators, less naive,
but desirous of removing the stigma on their livelihood, have pub-
licly praised the Commission’s report and have come forward with
their program of action.

However, the nursing home industry, and we include the good
operators, has demonstrated that it cannot resolve this grave prob-
lem itself. Had it chosen to act so that the laws of this Common-
wealth were not flouted by a substantial element of its member-
ship, then the rights and dignity of all concerned would never be
an issue. We state, with emphasis, we are not unmindful that
many in the industry have labored long and hard with a full sense
of their responsibility. There are, indeed, many nursing home
owners deserving of a commendation for their devotion to those
entrusted to their care.

But this Commission has a solemn commitment from which it is
impossible to turn away. Our brows are moistened with uneasi-
ness and fear for what we have seen relating to the care and safety
of far too many nursing home patients.

There is a time for wise restraint in dealing with scandalous
developments but for those who bear the responsibility for what
has been discovered by this Commission, let it be known that the
forbearance of this Commonwealth is not inexhaustible.

This is a time of great social change in the nursing home in-
dustry. The tide of transition is no longer just approaching —it
is here. It has already begun its flow over a half-conscious indus-
try. It is engulfing the mediocre and substandard. Soon its force
will challenge all but the firmest foundations. Those who are to
survive must shape their pursuits accordingly.

1 Senate, No. 760 of 1963, p. 37.
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We are at the point of action. What is the course from this
point? Here is an industry that is growing so fast that neither
those who compose it nor those who regulate it have been able to
keep fully abreast of what is transpiring within it.

No sooner did this Commission bring to light the outrageous
operation of financial operators, than new and more subtle methods
were put into practice. These manipulations we shall expose in
the pages that follow.

The rapid growth of the industry intensifies an already acute
problem faced by alrpost every medical and nursing care facility:
adequate staffing. Recruiting and holding a sufficient number of
qualified personnel is perhaps the greatest single problem confront-
ing the nursing home owner. The problem is not limited to pro-
fessional nursing staff alone; it extends to all classes of non-pro-
fessional help as well. What steps can be taken to ameliorate this
critical situation? Without qualified nursing personnel, nursing
care will not improve. Without qualified administrators, nutri-
tionists, dietitians, cooks, aides, and housekeeping personnel, the
“home” aspect of the facility will forever be a sham.

Yet we do not place all the blame on the industry. There is the
other side of the coin. We have a state regulatory agency that
has established reasonably good, though by no means the best
standards to which nursing homes must adhere.

To the misfortune of the patients, that agency, the Division of
Hospital Facilities, has demonstrated neither the capacity nor the
will to enforce those standards. It can no longer have it both ways.
It cannot subscribe in principle and ignore them in practice. It
has deceived itself. We had concluded that regulation of this in-
dustry must be put in different hands. To our satisfaction, steps
to transfer such authority have already been taken by the Com-
missioner of Public Health.

As was the case with our interim report, we do not publish this
report without a realization that this Commission will become the
target of much abuse by the irresponsible persons and groups
within the nursing home industry. In the public interest we have
endured their slander and varnished fabrications. Despite their
canting, the truth is now known. We are grateful for support and
encouragement extended by the public, the press, radio and tele-
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vision. To our few detractors we say, there is a maxim in equity
that reads, “He who comes into equity must come in with clean
hands.” Let the protesting nursing home owners abide by that
maxim.

However, for those who demonstrate a just grievance there
should be an adequate remedy. This report contains our recom-
mendations on providing a scale of rates tailored to meet the level
of nursing care offered. But our firm position against the unjust

I enrichment of irresponsible operators is a position we shall not
modify.

In carrying out our mandate this Commission has been guided
by one paramount consideration already quoted above, “the dig-
nity and worth of every individual.”

What do we mean by “dignity and worth of every individual”
and how should we strive for that objective in Massachusetts? We
accept the principle that man is a rational animal who differs from
the lower animal species not only in his faculty to think but in his
possession of a noble spirit. History is replete with examples of
man’s ability to endure suffering, pain, and hunger without loss of
his dignity. Thus, to this Commission, the dignity of the indi-
vidual patient means more than a veneer of mundane comfort; we
do not equate human values with full dinner plates, attractive
rooms and clean linens. That is a concept of the materialist. So
for those patients in the poorer nursing homes (as well as for
those patients in the better nursing homes) who have been sub-
jected to physical adversity, substituting material comfort is not
enough.

We believe that dignity begins with man’s spirit; destroy his
spirit even though you provide him with earthly comforts, and you
have destroyed his intrinsic worth. And while no man is an island,
each man is an individual entitled to individual care and treatment
to meet his individual needs.

In short, human dignity and the individual nobility of man are
found in the spirit. This is an axiom we ask the nursing home
operators to recognize, to accept, and to live by.
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In our Foreword, it was indicated that the seeds of this investi-
gation were planted by negligence, apathy and unconcern on the
part of many nursing home operators toward the patients in their
charge. As conditions grew worse with no response by these op-
erators, unrest and concern spread among friends and relatives of
patients involved. Gradually the sorry image of particular homes
circulated throughout various communities. Soon the cause for
justice was assumed by a dedicated reporter, Jean Cole of the Bos-
ton Record-American, who, in a series of reports on nursing homes
in which she worked, revealed conditions of scandalous propor-
tions. Her reporting was eventually to win for her the coveted
Rudolph Elie Award of the Boston Press Club, but the immediate
outcome was to bring into being this special commission for the
purpose of examining the nursing home industry, determining if
any of the charges were true, and if so, to formulate recommen-
dations.

Specifically, the General Court singled out seven areas to study
in relation to the convalescent or nursing homes in this Common-
wealth. In the order of their designation they 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

recipients;
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;

Recognizing that these specific areas may not comprise all of
the existing problems in the nursing home industry, the Legisla-
ture added as an eighth area of study, “such other matters as may
be necessary.”

And so this Commission went to work in an atmosphere of pub-
lic anxiety, hostility on the part of many nursing home owners,
and a general air of watchfulness by the communications media.

7. The qualifications of personnel employed therein.

CHAPTER I. INTRODUCTION
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The Commission has been sitting regularly in closed hearings since
October 1962 and has had the benefit of testimony of numerous
witnesses who have appeared voluntarily either at the Commis-
sion’s request or at their own. Of added value were several con-
ferences between the Commission staff and representatives of
various public and private agencies, as well as individual private
citizens. More than 100 nursing homes in Massachusetts have
been visited, and of these, an intensive investigation of 66 was
carried out by the staff. A considerable volume of material from
national and local publications related to all aspects of nursing
home care has been collected, analyzed and digested by the staff
for Commission use.

As we indicated in our March 1, 1963 interim report, some nurs-
ing homes were selected for inspection on the basis of specific com-
plaints received from public and private sources. Most, however,
were selected at random although consideration was given to a
representative cross section by balancing such factors as location,
type of construction, patient population, and the nature of the
ownership. Although our investigators found the vast majority of
homes to be satisfactory, conditions in every fourth home in-
spected, much to our sorrow, not only supported the picture
painted by the press accounts but in several instances proved to be
even more shocking.

Because of the dramatic nature of the complaints which were
first reported in the press and which ultimately led to the creation
of this Commission, it has been the policy of the Commission to
conduct its entire inquiry in executive session. We have been
fervently dedicated to the position that this investigation should
not become a public carnival. Our concern is for the welfare of
human beings who are, for the most part, in the sunset of their
lives and who are afflicted with most of the infirmities of old age.
Our only departures from closed hearings have been (1) our ap-
pearance before the state Division of Hospital Costs and Finances
at a public hearing on February 18, 1963, for the purpose of coun-
selling the Director “to proceed with the utmost deliberation and
caution in the determination of a per diem rate for this next year”
and (2) our appearance before the Legislative Joint Committee on
Public Welfare on April 4, 1963, for the purpose of answering a
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slanderous attack upon this Commission’s Interim Report by the
Massachusetts Federation of Nursing Homes, Inc.

Of significance, as a result of these two public appearances, are:
(1) the petition for an increase in the per diem rate for public as-
sistance patients from $6.85 to $7.50 was rejected, at an annual
savings of at least $3.25 million to the Commonwealth, possibly
more; and (2) in one of the rarest departures from procedure, a
legislative committee in the conduct of a public hearing, gave a
standing ovation to the Chairman of this Commission upon com-
pletion of his testimony in defense of the Commission’s Interim
Report.

It is also noteworthy that no member of this Commission has
received any stipend for his time or services, or any reimburse-
ment for travel and meals expenses. The only funds spent by the
Commission ($10,000) have been for necessary legal, investiga-
tory and secretarial services. Staff advisory and research assist-
ance have been available at no expense to the Commission.

During the investigatory period the members of the Commis-
sion and staff were besieged with efforts from some of the most
unlikely sources to pry loose the findings and anticipated recom-
mendations. It was decided that the best approach was to publish
the Commission’s findings as a factual document and defer making
recommendations until later. In this way, the nursing home indus-
try would be given some time and latitude to put its house in order.
Thus the Interim Report of the Commission was released as a fact-
finding account of conditions in the industry and the state’s role
in regulating the operations. That report proved to be a bomb-
shell in many ways. Editorial writers on two of Boston’s news-
papers and the press of several other Massachusetts cities were
deeply moved by the conditions it divulged. Radio and television
stations devoted special programs for discussion of its contents.
The Chairman of the Commission was deluged with an avalanche
of mail overwhelmingly supporting the Commission’s report and
activities. Significantly, the only voice raised in opposition was
that of the Mass. Federation of Nursing Homes, Inc. representing
less than 300 of the nearly 750 nursing homes in the state. In an
unrestrained use of language, the Federation put itself on record
as opposed to this Commission’s actions. It is unnecessary to
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further answer the Federation here. The facts speak for us.
Further information in this report will increase the public’s loss
of confidence in the Federation.

Since the appearance of our Interim Report our investigations
have continued. There has been a noticeable improvement in most
nursing homes, according to testimony of state health inspectors.
Yet all deficiencies have not been corrected and for that reason we
feel that certain recommendations are in order. In the pages that
follow an attempt is made to present various aspects of the prob-
lem and to follow them with what we think is the most practical
solution.

One of the first conclusions drawn from our research and
analysis of the mountains of material and data gathered by the
Commission is that the problems besetting the nursing home in-
dustry are neither confined to any particular aspect of the indus-
try nor peculiar to any particular region of the country. We have
on our hands a challenge nationwide in scope. In every state how-
ever, there is a deep public concern in three specific areas: (1)
Personnel, for this affects the quality of care and treatment given
to the chronically ill and aged, (2) Fire protection, for this affects
the lives and safety of all nursing home occupants and (3) Financ-
ing, for this affects the ability of operators to give a proper degree
of care at reasonable costs.

What Are the Sources of the Problems?
In our interim report we discussed at length the general back-

ground and development of the nursing home industry as we know
it today. It suffices to repeat here only the highlights of that dis-
cussion.

Several factors are responsible for the growth of nursing homes
at a rate so rapid that the regulation of them has not been close
enough to prevent the appalling circumstances igniting this study.
There is first of all the factor of increased longevity due to ad-
vances in medical science. Life expectancy has increased nearly
20 years since 1900. More people are thus living longer than ever

CHAPTER 11. A GENERAL LOOK AT THE PROBLEM
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before. But accompanying a longer life span is an increasing inci-
dence of long term or chronic illness. This means a greater need
for health care. Yet, coupled with such increased need is a les-
sening financial ability on the part of the afflicted to meet the
costs of such care. The chronically ill and aged moreover are not
able to work to meet these costs and ironically this group spends
nearly twice as much per capita for medical care as does the gen-
eral population.

In addition to this population explosion among the aged, a group
with limited financial means, this nation has experienced a great
change in the pattern of family living. Whereas in former years
family homes were built large enough to accommodate three gen-
erations, the cost of such structures today is generally beyond the
means of the average American. The private housing boom fol-
lowing World War II saw millions of two and three bedroom homes
built, but these, many of which do not have even adequate dining
space, are now proving to be inadequate in living space for the four
or five member family. For the aging grandparents or other rela-
tives there is no room at all. Thus when an aged member of the
family becomes ill or in need of only custodial care, the responsible
relatives have no recourse but to seek some facility specializing in
nursing care or custodial care in which to place the aged or ill
person.

Third, our high standards of living are reflected in our high cost
of living. Many relatives of the chronically ill who have space to
care for the sick person in a private family home are locked in an
economic battle to meet the costs of their material wants. As a
result, both husband and wife are often found working full time
and thus unable to care for the aged parent or relative. There
are, of course, many persons who have time, space and means to
care for the ill at home but who simply will not accept that re-
sponsibility.

Given this increase in the aged population with its high inci-
dence of chronic illness, the inability of that group to be assim-
ilated into normal family life, its restricted income and high per-
centage of medical expenditures, and the effects of social attitudes,
it was inevitable that there would be a meteoric rise in the number
of facilities maintained for the purpose of caring for aging persons
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in need of some nursing or custodial care. In Massachusetts alone,
between 1949, the initial year of state regulation and 1961, the
number of nursing homes increased well over 100%, from less
than 350 to more than 730. All but a small fraction of these facili-
ties are proprietary homes, that is, homes operated for profit. That
it is a lucrative field is further emphasized by the fact that in spite
of this Commission’s intensive investigation of practices in the in-
dustry, and the adverse publicity the industry continues to attract

* investment.
’ It is apparent that with these factors cited above and the un-

broken expansion of the industry, every family in this nation has
cause to be concerned, for misfortune and malady know no favor-
ites. Every family either has been, is now, or probably will be
affected in some way by a nursing home.

Thus, we must face the uncomfortable fact that many of our
older citizens will soon be candidates for nursing homes, to be
added to the many thousands of patients already living in such
homes. A substantial number, two-thirds of the more than 23,000
nursing home patients in Massachusetts, depend on public assist-
ance. Of this group, many are so old and infirm as to be help-
lessly dependent on others. Where “others”, i.e. relatives, do not
or cannot assume responsibility for their proper care, government
must step forward. The Commonwealth therefore has an increas-
ingly responsible role to protect them from exploitation, neglect or
abuse.

It becomes important at the outset to be certain of the type of
facility which is the subject matter of this report. Each of the 50
states in the Union has its own definition of a nursing home. One
state may regard a nursing home as a facility providing skilled
nursing care 24 hours a day under the constant supervision of a
registered nurse. A sister state, however, may designate a nursing
home as a facility providing either nursing or custodial care under
the supervision of a licensed practical nurse.

In Massachusetts, the public hears references to “nursing
homes”, “convalescent homes”, “rest homes”, and “infirmaries”.
All of these facilities care for the aged but not all of them may
admit the chronically ill. Of these facilities this Commission is

What are Nursing Homes?
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authorized to consider only “nursing homes” or “convalescent
homes” in its investigation. These two terms, as far as Massachu-
setts law is concerned, are synonymous. “Rest homes” are in a
separate category and except to distinguish them from nursing
homes and cite the special and important role they play, we do
not consider them. Infirmaries likewise are a separate type of
facility and beyond the mandate of this study but they are reduced
to so few in number that they play no significant role in the health
care of the aged.

Under the General Laws, the State Department of Public Health
is charged with the responsibility of regulating nursing or con-
valescent homes (hereinafter called “nursing homes”). Since 1948,
when the Department assumed that added function, regulation of
the nursing home industry has been delegated to its Division of
Hospital Facilities. That Division drafted the “Rules and Regula-
tions For the Licensing of Convalescent or Nursing Homes In Mas-
sachusetts”,1 which are published by the Department of Public
Health. These Rules were used as a guideline by the Commission
in its course of inspections. In the Rules, a nursing home is de-
fined as:

“Any 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)

Many other state jurisdictions as well as the United States Pub-
lic Health Service lean to a slightly fuller description:

“The term ‘nursing home’ for the purposes of this Directory, means a
facility designated, staffed, and equipped for the accommodation of indi-
viduals 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 accordance with the laws of the State where the facility is located.”

However no definition so brief can adequately describe the func-
tion and services of a nursing home. In general, a “nursing
home” provides such personal care as help in walking, getting in
and out of bed, assistance with bathing, help with dressing or feed-
ing, preparation of special diet, supervision of medications which

i Reprinted as Appendix C, Interim Report of the Commission, Senate No. 760
of 1963, pp. 71-108.
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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, bandages, administration of
medicines by any method ordered by a physician such as hypo-
dermic or rectal in addition to oral, and carrying out other treat-
ments prescribed by the physician which involve a like degree of
complexity and skill. Such services may be provided by a regis-
tered professional nurse, or a licensed practical nurse under super-

| vision.
While occasional young and middle age patients are found in

nursing homes, mostly those convalescing from surgery or acute
illness, the fact is that the very elderly predominate among pa-
tients. The average age is said to be 80 although in the homes
we inspected it was closer to 75. In our investigation we found
that the vast majority were suffering from cardiovascular diseases,
and a sizeable number from musculoskeletal diseases, i.e., ar-
thritis, rheumatoid diseases, multiple sclerosis and the like. There
were a good number of diabetics. Many others had diseases of the
nervous system and not a few were suffering from minor mental
disorders. Females outnumbered males in a ratio of two to one.
Of the total number of patients in homes we visited, 65% were
ambulatory, 28% were bed and chair patients and the remaining
7% were bedfast.

The problem we face comes more into focus when we look at
statistics gathered by the U.S. Public Health Service. The aged
represent 9.3% of the United States population. In 1962, persons
aged 65 and older totalled more than 17 million, a fivefold in-
crease since 1900. At the last national census, over 600,000 of
them were in some type of institution. And the number of elderly
in the nation is now increasing at a rate of more than 1,000 a day.

Within the next two decades we expect that at current rates of
longevity and population growth the 17 million Americans now
over 65 years of age will have swelled to 25 million. Will this be
a blessing? Or will we rue the expanded term of life? Much de-
pends on what we do now in the way of meeting the existing prob-
lems and planning a proper preventive medicine and nursing care
program. Human fabric and national economy are involved here.
Rectification can save and preserve the bodies, minds and dignity
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of millions of our fellow citizens, not to mention the countless
milliops of public assistance dollars.

As recently stated by the President of the United States, the
.. increase in the life span and in the number of our senior citizens

present this nation with increased opportunities
... to draw upon their

skill and sagacity and ... to provide the respect and recognition they
have earned. It is not enough for a great nation merely to have added
new years of life —■ our objective must also be to add new life to those
years.”

For the great majority of the Nation’s older people the years of
retirement should be years of activity and self-reliance. A sub-
stantial minority, however, while still relatively independent, re-
quire modest assistance in one or more major aspects of their daily
living. Many have become frail physically and may need help in
preparing meals, caring for living quarters, and sometimes limited
nursing.

This group does not require care in restorative nursing homes
or in terminal custodial facilities. They can generally walk with-
out assistance, eat in dining rooms and come and go in the com-
munity with considerable independence. They want to have
privacy, but also community life and activity within the limits of
their capacity. They do not wish to be shunted to an institution,
but often they have used up their resources, and family and friends
are not available for support. What they do need most is a facility
with housekeeping assistance, central food service, and minor
nursing from time to time. The provision of such facilities would
defer for many years the much more expensive type of nursing
home or hospital care which would otherwise be required.

To meet the special needs of this group, facilities have been con-
structed in many communities, and many more should be con-
structed. Such buildings can be small, with facilities for group
dining, recreation, and health services; and they should be inte-
grated with the various community resources which can sustain
and encourage independent living as long as possible.

The conclusion arrived at by us and others is that “most elderly
have a strong preference for privacy and for maintaining inde-
pendent living arrangements rather than for living in an institu-
tion, even after they are unable to take care of themselves.” They



1963.] SENATE —No. 970. 23

I

will resist entry into a nursing, convalescent or rest home, until
they can resist no more.

If a “better standard of life and more active, useful and mean-
ingful role in a society that owes them much and can still learn
much from them”, were afforded them, the saving in human wear
and tear and dollar aid, plus benefit to the national economy would
be stratospheric.

Let us strive, then, to help our elderly folk with their perfectly
natural and understandable resistance movement and let us be
sympathetic to a conclusion that institutional living arrangements
should be limited to the old and very infirm who cannot live with
and be cared for by relatives or friends. Such arrangements
should be the last alternative.

And even when the inevitable arrives and one must conclude
that an elderly person should or must be placed in a facility in the
nature of a nursing home, let us take good note of the fact that
“studies have indicated that a considerable number of persons may
be in nursing homes who require less than skilled nursing home
care.”

In cases such as these, custodial, personal and shelter arrange-
ments are indicated and can very well or even better serve the
elderly patient than would a nursing home. In Massachusetts this
would signify residence in a Rest Home.

While, strictly speaking, our investigation does not concern itself
with the realm of rest homes, yet the regulatory agency with
which we are concerned, does; and the lines of cleavage between
nursing homes and rest homes still exist.

By definition a REST HOME now is: (G.L. c. 111, s. 71, as
amended by Chapter 285 Acts of 1963):

“... any institution, however named, which is advertised, announced or
maintained for the express or implied purpose of providing care incident
to old age to three or more persons over sixty years of age who are am-
bulatory but who need supervision or medical care, but do not need pro-
fessional nursing services.”

We daresay this definitionmay apply to many persons now mis-
placed in nursing homes. And we must in simple justice observe
that none of us should require the person who can carry out most
functions of normal life to be placed in an environment where for
the greatest part only the chronically ill are being cared for.
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We pass no opinion on Rest Homes. This is neither our province
nor our mandate. Our comment is solely confined to the classi-
fication of categories. If the image of the rest home will be im-
proved either by the enactment of the recent statute above cited,
new management in the Department of Public Health and the
serious efforts of that industry itself, all to the good. We could
hope for nothing better than to have people placed in the precise
facility where they belong. If it turns out that the correct oc-
cupancy shall be Rest Home rather than Nursing Home, so much
the better. Not only will our consciences be gratified but we shall
be happy for the saving to the taxpayer arising from the per diem
differential.

In the preceding pages we have seen that a number of factors
have contributed to a situation where members of a growing aged
population find themselves heavily dependent upon the arm of gov-
ernment to help them make their way along an increasingly diffi-
cult path to tread. In addition to financial support, they need pro-
tection, for at their age and in their social and economic condition,
they are too often at the mercy of those who live by a creed of
greed. In the nursing home industry, greed spawns abuse and ill
care. The reputation of this minority of Massachusetts nursing
home owners, operators and staff for mistreatment and cruelty
has been a stench in the nostrils of the Commonwealth. The litany
of abuses heaped upon defenseless people as recited in our first in-
terim report is too sickening to repeat. The reader who has not
yet read the first interim report should at least become familiar
with its principal findings so as to understand the need for some
of the sweeping changes we are about to recommend.

Now let us take up the heart of the matter. We begin with the
Commonwealth’s role, that of regulator in the public interest.

It had been the intention of the Commission to recommend first
the interdepartmental transfer of the regulatory power from the
present Division of Hospital Facilities to the Division of Cancer

CHAPTER 111. REGULATIONS AND RECOMMENDATIONS

Transfer of Authority
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and Chronic Diseases. This appeared both logical and necessary.
It appeared logical because nursing homes perform a task different
from that of hospitals and by now it should be abundantly clear to
the reader that nursing homes are closely tied up with chronic
illness. The Chronic Disease Division already has its own trained
medical staff with special emphasis given to geriatrics and long
term afflictions so prevalent with the elderly. Significantly, the
Division of Hospital Facilities not only lacks these advantages but
also is primarily interested in facilities for the acutely ill, and its
staff is oriented in that direction. It is necessary because, as we
have stated in our Foreword, the Division of Hospital Facilities
has demonstrated neither the capacity nor the will to enforce its
own Regulations. Much more can be said about the latter but it
now becomes unnecessary inasmuch as the Commissioner of Pub-
lic Health, to the complete satisfaction of this Commission, has
recently issued the following directive:

“A decision has been reached to transfer the responsibility for the
licensing and inspection program of nursing homes from the Division of
Hospital Facilities to the Division of Cancer and Chronic Disease. This
will not affect the employment rights of anyone now working on this
program. There will be new over-all direction of the program, but the
staff will continue with the same basic activities although there may be
change in emphasis towards nursing homes or towards hospitals.

The licensing of hospitals, the Hill-Burton Program, and area plan-
ning for hospital service will continue as the responsibility of the Divi-
sion of Hospital Facilities. This is a very important aspect of the De-
partment’s responsibilities and it is hoped that greater emphasis will be
given to this program by separating it from the nursing home program.

The Division of Cancer and Chronic Disease has at present the respon-
sibility for out-of-hospital services. A good deal of Federal money is
available for developing these services. It is felt that additional support
will be brought to the nursing home program by associating it with the
general problem of chronic illness.”

The transfer becomes effective October 1, 1963.
However, we do feel it necessary to state here the leading

reasons justifying this transfer. We do so because the policy of
the Division of Hospital Facilities in its 15 year reign over the
nursing home industry is the very basis of certain recommenda-
tions that immediately follow upon this discussion.

In our interim report, we published as Appendix E, a reprint of
the testimony of the Director of the Division of Hospital Facilities
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before the United States Senate Special Committee on Aging, on
December 1, 1961. It is entitled “Nursing Home Programs of the
Massachusetts Department of Public Health, Division of Hospital
Facilities.” This seven page transcript, provided by the Division
Director without amendments contained a history of the Divi-
sion’s nursing home activities and a policy outline of the Division.
Of interest is the following language:

“While there was an acute need for better recreational facilities and
diversional activities in these homes the most urgent need was to im-
prove the environment and to provide a clean, comfortable home with
adequate nutritious, well-balanced diet, good medical supervision and
nursing care and a pleasant, happy, homelike environment. The achieve-
ment of this goal became the immediate objective of the staff of the
Division of Hospital Facilities, (p.142)

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.”
(p. 145)

The Commission has formed a somewhat different impression of
our nursing home program. Our investigation has included an
examination, in depth, of the policies and personnel of the Division
of Hospital Facilities, as the licensing agency. The Commission
does not pass upon the activities of that Division insofar as they
relate to the hospital licensure program or to the Hill-Burton Pro-
gram in general. It has, however, in its close scrutiny of the nurs-
ing home section, been unpleasantly surprised by the autocratic
methods employed by the Division, the imperious attitude of cer-
tain personnel who exercise authority in the manner of dictators,
and the incredible policies of granting provisional licensure to
some of the chronic violators of regulations while concurrently
holding up for unreasonable periods the license applications for
planned new, modern facilities in areas where they are urgently
needed.

The Commission is unable to cite any outstanding achievement
of the Nursing Home Section as a whole. It has discovered con-
fusion, contradiction, condonation, intimidation, vacillation and
abdication. It has found stagnation rather than real amelioration;
arrogance and caprice instead of cooperation. One of the most
incredulous findings is the extraordinary and exclusive delegation
of authority to unqualified personnel to pass upon problems of de-
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sign, engineering and structural adequacy. The Commission finds
the Division guilty of unconscionable delay in the granting of
licenses to worthy and qualified citizens ready to construct im-
proved facilities so eagerly sought. No justifiable excuse for this
conduct has been given to the Commission. The serious and es-
sential duty of the Division to investigate in depth applicants for
licensure with regard to suitability and financial capacity has been
honored more in the breach than in the observance, if not entirely

foverlooked or ignored by the Division.

On the basis of early testimony of the Director of the Division
of Hospital Facilities before this Commission, we stated in our in-
terim report that additional inspectors are thought to be neces-
sary (p. 29). Since then we have interrogated every Division in-
spector in several hours of closed hearings as to her workload,
duties and experience. With this revealing testimony, we confess
that our reliance upon an administrator’s request for more help,
whether needed or not, was premature. The testimony of inspec-
tors brought out several interesting points. First, the disparity in
the workload of inspectors of equal rank is most obvious. Some
inspectors work within a confined, easily accessible geographical
area and a reasonable number of facilities to inspect. Others must
cover a large geographical area with a truly burdensome number
of facilities to cover. For example some inspectors are assigned
only 25 or 30 nursing homes while others have between 70 and
100. Second, there appears to be some favoritism in the assign-
ment of workloads and areas. Third, the thoroughness and firm-
ness of inspectors is not uniform, partly due to ambiguous and un-
defined language in the Regulations leaving it to the inspector to
make a strictly subjective determination, and partly due to per-
sonalities of the inspectors themselves.

There would be less unnecessary work for inspectors if they
could operate under clearer and unalterable rules, avoiding the
tedious and time-consuming pattern of follow-up inspections of a
marginally-operated facility. Either rules are conformed to or
they are not. They should not be so obscure as to allow one facil-
ity to operate because of one inspector’s interpretation while an-

Inspection Personnel
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other facility of the same description is subjected to a revocation
of license.

Personality-wise, every inspector is different; we do not suggest
that they be brain-washed into uniformity. Yet many misunder-
standings have arisen between the Division and the industry due
to the alleged severity of inspectors’ reports. We found in some
cases the complaining nursing home operator was deserving of the
most severe chastisement and we approved the action of the in-
spector. On the other hand, it appears that there are
where a change of inspectors, or an overruling of an
recommendations, were warranted. This is a problem where ju-
dicious decision must be left to the responsible agency head.

On the whole, we think that there are enough good inspectors
now employed to make it unnecessary to add any more, provided
their talents and experience are more wisely utilized than at pres-
ent. Since the reorganization plan of the Commissioner of Public
Health calls for a transfer of certain inspection personnel to the
Division of Cancer and Chronic Diseases, we anticipate that im-
proved inspection procedure will be a prime objective of that Divi-
sion. In any event, although we made no formal recommendation
in our interim report for additional inspectors, the implication was
that we would do so in a later report. We now reverse our earlier
view. It is our firm opinion that no additional field inspection
personnel are needed at present. However, under the reorganiza-
tion plan of the Commissioner of Public Health, certain positions
will be transferred and other vacant positions filled.

The Commission recommends that the Commissioner’s request
for sufficient funds to carry out the reorganization be favorably
acted upon by the General Court at the proper time. No funds
are requested at present.

The foregoing discussions of the history of nursing home
tions by the Division of Hospital Facilities lead us to our next
recommendation.

Nursing Home Classification
Despite a readily available means within the framework of the

Recommendation No. 1
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General Laws (c. 111, s. 72), no effort has ever been made by the
Division of Hospital Facilities to establish a system of nursing
home classification. The Commission feels strongly that the only
way to correct the current inequities in remuneration for the care
of public assistance patients is to set up a classified list of nursing
homes to form a sane basis for the setting of rates.

We have observed, in the course of our inspections, public assist-
ance patients in some sub-standard homes getting short-changed

|on care, treatment, and food because of the allegation that the
reimbursement of $6.85 per day is insufficient for proper care. On
the other hand we have seen public assistance patients in superior
homes receiving more in the way of nursing care and food than
$6.85 per day would permit. The latter homes are certainly en-
titled to an increase in the rate of remuneration. But to satisfy
these homes, we do not feel that the Commonwealth should bow
or bend to the persistent efforts of the Massachusetts Federation
of Nursing Homes to increase the rates uniformly for all and thus,
at the expense of the taxpayer, unjustly enrich the sub-standard
homes, some of which are Federation members. “He who seeks
equity must do equity.”

The Commission therefore recommends that the Commissioner
of Public Health establish in detail, and if necessary in such form
that may be enacted as legislation, a classification and grading
system for nursing or convalescent homes and to specify there-
under minimum standards for definition, classification and grade.

It is the opinion of this Commission that standards might differ
for nursing homes of markedly different bed capacity. For ex-
ample, except as to certain essentials where no variances should
be allowed, a home with 20 beds should not be held to the same
standards as a home with 100 beds. With respect to range of
beds, certain minimum standards should be set up. Thus a2O bed
home would operate according to minimum standards, 20+ x bed
home would have extra standards of conformance and a 20+y bed
home, still more. In other words a minimum set of standards

Recommendation No. 2

Classification Level
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should be spelled out in each group. Provisions allowing two or
more homes to work cooperatively in the sharing of certain serv-
ices should be included. Thus, two 20-bed homes could share the
services of a nutritionist or therapist or registered nurse as Direc-
tor of Nursing Care.

Above and beyond the foregoing CLASSIFICATION on the basis
of SIZE OR BED CAPACITY, the Commission favors and recom-
mends the establishment by the Commissioner of a GRADING
system, according to the level of nursing care, with an increase in
the public assistance rate to fit the category or grade of care. The
Commission does not suggest here any particular title for these
separate grades, except to state that it is emphatically opposed to
a “Grade A-B-C” identity, or “Grade 1-2-3.”

For purpose of discussion however, let us identify the home offer-
ing the highest degree of care as the Skilled Nursing Home. In
this grade would fall all nursing homes which place emphasis on
nursing skill, i.e., intensive nursing care with appropriately trained
personnel and featuring special restorative or rehabilitative
equipment.

A second level or grade would be the Personal Care Home with
some skilled nursing, i.e., the nursing home that offers skilled nurs-
ing care but not to the intensive degree of the nursing home in the
preceding discussion. In the personal care nursing home there
would be found a fairly equal balance between nursing care and
homelike care. This grade would receive less in the way of public
assistance than the first grade discussed but more than the third
grade which we shall identify as the limited nursing care home
where some skilled nursing care is available but where emphasis is
really on homelike care and neither special skills nor equipment
are provided.

In other words, higher rates should be awarded the facility that
awards the better patient care. Thus in the foregoing examples,
a 20 bed home with its own R.N. Director should get more than a
20 bed home that shares an R.N. Director with another home. A

Recommendation No. 3

Grading System
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home with skilled nursing personnel and/or offering special serv-
ices and treatment equipment should also get a higher rate pro-
vided the equipment and services are medically approved and ap-
plied by skilled personnel.

Without intending limiting lines, such factors as the following
would determine the category in which a home would be placed:

(a) the ratio of R.N. supervision (1 R.N. for every X number of beds)
(b) the ratio of L.P.N.’s to aides
(c) number of physicians visits to patients for routine examination
(d) doctor’s examining room (or at least every bed completely curtained

or screened)
(e) dining room facilities
(f) nutritionist consultant
(g) terminal care room isolation
(h) recreation supervision and facilities
(i) social worker consultant
(j) quality of food
(k) exercise area inside and outside
(1) space between beds and arrangement of beds in the rooms
(m) owner-administrator on the premises
(n) accountant or bookkeeper, and audit by a responsible auditor

It can be seen that a grade “ABC:” or “1-2-3” designation does
not really fit the three levels of care. The former suggests a de-
clining quality of service whereas our suggested grading is aimed
not only at quality but also at the degree or completeness of nurs-
ing care and various nursing homes are operated with a different
level of care as their prime purpose. With this system, the head-
aches and inequities under the current system of rate-setting can
be largely avoided. The Commission is not opposed to any similar
means of carrying this recommendation into effect. A merit and
demerit system, or point system, related to grading, has been sug-
gested. If it would help, we favor it.

The Commission is very much aware of the difficulties inherent
in such a system. It is no panacea. There is a potential for
serious abuse if proper precautions are not taken. We acknowl-
edge that there will be an increase in public-aid costs. Most new
homes and many older homes will probably qualify for top level
rating. They are already geared to provide that care at a healthy
net profit per bed under the present per diem rate. There will be
a natural tendency for relatives to seek the home with the highest
classification on the false assumption that lower levels would
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render inferior care. Physicians, whose medical reports will de-
termine what level of care welfare patients would receive, will be
under great pressure from families and friends to certify top level
care is indicated, regardless of the person’s condition. Unethical
practices are not unheard of in the medical profession. Some doc-
tors may be overcome by temptations that will almost certainly
appear. An accreditation program would help to offset this
problem.

The public and doctors must be educated to accept the level of
care best suited for the patient. Quality care will be available on
all levels and it is to the benefit of the patient to be in a home on
the lowest level if that is all the care he needs rather than be in
the highest classified facility where other patients might be in no
condition to make life cheerier for him. Environment is no small
factor in health care. Thus, we deem it essential for the Commis-
sioner of Public Welfare to participate in the establishment of the
proposed grading system so that matters affecting his department
can be discussed fully and the best ideas of both departments incor-
porated. A great deal of public funds are involved in this proposal.
We do not make it lightly. We are concerned that the rich will get
richer and the little operator squeezed out, if the system is not set
up with built-in safeguards. Yet we offer it with the intent and
hope that the patient will be better off for it.

Fully aware that our proposal to establish a classification and
grading system may, upon analysis, meet unforeseen practical dif-
ficulties as well as problems already noted, the Commission strongly
feels that as a minimum, an official accrediting program be estab-
lished.

Such a program would separate the superior facility from the
mediocre home which is conforming only to bare minimum stand-
ards. It would provide an incentive for all nursing homes, to
strive toward quality status. Accreditation rewards those who
consistently abide by higher than minimum standards. There
would be provided a basis for allotting a higher rate of public as-
sistance. In other words, a licensed home would get the minimum
rate for public aid patients while a licensed and accredited facility

Accreditation
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would get the higher rate. It is another approach to a grading
system.

It is not our intention to explain accreditation in detail. But a
brief discussion is useful. According to Webster, to accredit is “to
vouch for officially” or “to certify as of a prescribed or desirable
standard”. A nursing home accreditation program involves es-
tablishment of principles that constitute a basis for measuring and
improving nursing care. The vital element is the composition of
the accrediting agency.

Already much effort has been spent on various accreditation pro-
grams. On the national level at least three approaches to accredit-
ing nursing homes merit attention. There is a proposal to accredit
nursing homes by the Joint Commission on Accreditation of Hos-
pitals. That commission is composed of the American College of
Physicians, the American College of Surgeons, the American Hos-
pital Association and the American Medical Association. Sig-
nificantly, the nursing home industry is not represented.

A second approach is that of the National Council for Accredita-
tion of Nursing Homes and Related Facilities, Inc., a non-profit
organization which administers a program sponsored by the Ameri-
can Nursing Home Association (ANHA). The ANHA’s program
proposed a national committee of 13 voting members. The chair-
man, appointed by the ANHA would vote only to break a tie. Eight
votes were divided among regional representatives of the ANHA.
One vote each went to the American Medical Association, the
American Dental Association, the American Hospital Association
and the American Nurses Association. The latter four have with-
held decisions to participate. Obviously, the ANHA controls what
standards should be written.

A third approach is the Statement of Standards for Nursing
Care in Nursing Homes, adopted by the American Nurses Associa-
tion, in 1960. Some of these are recommended by this Commission
as a guide to strengthening our present regulations. The Nurses
Association favors the program of the Joint Commission on Ac-
creditation of Hospitals.

On the state level, an accreditation program is already in opera-
tion in California. The California Commission for the Accredita-
tion of Nursing Homes and Related Facilities is composed of
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eight commissioners as follow: two from the California Association
of Nursing Homes, two each from the California Hospital Associa-
tion, and the California Medical Association, and one each from
the California Dental Association, and Southern California State
Dental Association.

The California Commission is not a government agency. It
is a voluntary non-profit group, supported by its member organi-
zations. Two types of accreditation are granted, (1) full and (2)
provisional. The former runs for two years, on the basis that
a facility has met all requisites and is carrying them out accept-
ably. The latter is awarded to a facility in the process of meeting
all requirements and is good for one year, not subject to renewal.
Only the fully accredited facility gets a Commission certificate
which at all times remains the property of the Commission.

We believe that a good accreditation program by a well balanced
accrediting agency, including governmental and private repre-
sentation would promote the interests of the nursing home patient
as well as the nursing home facility. Whether one chooses to
call it a “badge of merit” or “emblem of honor”, the important
thing is that the public would have a reasonable guide in selecting
a quality nursing home on any level of care.

To a lesser degree than with a classification scheme, accredita-
tion presents the problem of reconciling a differential in public
assistance rates. Once again we urge that in any consideration
of an accrediting program, the Commissioner of Public Welfare
be a participant.

Penalties
We believe that a revision of penalty provisions is in order.

Specific penalties, extraneous to provisions of law, to fit specific
problems, should be established.

The Commission is dissatisfied with the present penalty stand-
ards. In our interim report we indicated that 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.
Since 1948 only one criminal prosecution has been requested by
the licensing authority for a serious infraction of the rules. The
policy of the Division is ordinarily restricted to revocation or
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suspension of licenses; a policy most reluctantly executed. From
what we have seen in our inspections, a “get tough” policy with
violators is long overdue. There will be no improvement in com-
pliance with regulations related to fire safety, sanitation, food
service, etc., as long as operators are treated with a tender,
solicitous slap on the wrist.

We know of no physician who is allowed to continue to practice
medicine after he has been found guilty of serious violations of
medical practice without first proving that he is ready to practice
in conformity to the laws of the state. A disbarred lawyer like-
wise cannot practice again until he has demonstrated to the
satisfaction of the Supreme Judicial Court his right to resume
his profession. A motor vehicle operator who loses his right to
operate because of serious violations of law is not given a pro-
visionary license and told to “go ahead and drive but try to
improve your skill.”

Yet we found in our investigation repeated instances of nurs-
ing homes where for periods of two, three and even four years,
the operation is so substandard that inspectors refuse to recom-
mend licensure. We have been into some of these homes and
we heartily concur with the inspectors. Nevertheless, month
after month, these facilities continue to operate, even accepting
new patients as others are discharged or die. The Commission
is not speaking of nursing homes with minor deficiencies it
refers to those with major defects.

1. Certain offenses, to be spelled out by the Commissioner, that
require an immediate revocation of a license, and the closing of
the offending home within a definite period of time.

2. Other offenses, to be spelled out by the Commissioner, that
require an immediate suspension of a license, and a posting on the
premises in a conspicuous place, notice that the home is being
operated on probation.

3. Other offenses, also to be spelled out, that require an auto-

The Commission therefore recommends that the Commissioner
of Public Health establish penalty provisions to cover the following
areas;

Recommendation No. 4
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The Commission further recommends that (1) the law be
amended to provide a continuing day to day fine for violations
that can be and are not corrected immediately, (2) where cir-
cumstances require a provisional operation, a limitation of six
months be placed on the life of a provisional licensee.

In connection with the foregoing penalty provisions, the Com-
mission believes it would improve the governmental oversight of
nursing home operations if licensing were on an annual basis
rather than the present biennial practice. In view of the frequent
turnover in ownership, annual licensure would also have a salu-
tary effect on discipline.

It is also our belief that the present license fee of $25 for a two-
year period is ridiculous.

The commission recommends a minimum annual license fee of
$25 for each facility be established with an additional $l.OO for each
licensed bed. This is not unrealistic for a lucrative industry that
invites and requires so much in the way of policing.

Yet another problem is related to licensing. Under the present
Rules (s. I-A-l) licenses are issuable to any person whom the
Department deems “suitable and responsible.” The Division of

matic demotion of the home in the rating schedule established
by the proper authority.

Adequate rights of appeal should be spelled out so that aggrieved
nursing home proprietors shall have their rights and privileges
safeguarded.

The Commission therefore recommends that G.L. c. 111, ss.
71-73 be amended to provide for annual licenses of nursing homes.

Recommendation No. 5

Licensing Term and Fees

Recommendation No. 6

Recommendation No. 7

Suitability and Responsibility of Applicants
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Hospital Facilities, in practice, has been the sole arbiter as to
interpretation of these terms. Brief in composition and seemingly
innocuous in content or import, this clause is perhaps the most
deceptive language we have examined in the Rules.

Let us take a close look at the facts related to licensing pro-
cedure in this Commonwealth.

Licensing of nursing homes in this state normally is to indi-
viduals, partnerships, and corporations. If there are trusts and
joint relationships, they are comparatively few. Many of the
licensees are corporations which quite often engage in chain opera-
tions. Pertinent language from G.L. c. 155, s. 2B is:

“Before approving articles of organization in connection with the pro-
posed incorporation of a ... convalescent or nursing home,... the state
secretary shall refer such articles or amendments thereto to the depart-
ment of public health, which shall immediately make an investigation as
to the applicants for incorporation, the corporation or the petitioners, as
the case may be, and the purposes thereof, and of all material facts, in-
cluding facts tending to show that the probable purpose is to cover any
illegal business, or that the applicants, corporation or petitioners are not
suitable persons from lack of financial ability or from any other cause,
and facts as to the present need for an organization .... After such hear-
ing, the commissioner of public health shall make findings of fact as to
such purposes, need and suitability, and in accordance therewith shall
approve or disapprove such articles, amendment or petition

These questions arise: 1. What criteria are used to measure
suitability and responsibility? 2. What investigation in depth
is made prior to original issue, renewal or transfer of a license?
3. Does this state, as do others, provide that applicants for a
license submit proof of financial ability and stability? 4. Is
emphasis properly placed upon past good credit?

These are the answers:
In the case of “chains,” each corporation within the syndicate

is superficially sovereign unto itself. This sovereignty is apparent
rather than real, for its corporate body and artificial soul belong
to the parent, i.e., the holding company which created it. The
holding company is the only one that knows (1) the actual finan-
cial operations of its chain, especially the financing and capital
structures of its combine, (2) the true owners and rulers of the
realm over which it holds sway, and (3) all of that necessary data
that the rate setting authorities, the Department of Corporations
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and Taxation and the Department of Public Health need and ought
to have but seemingly haven’t been able to get.

The holding company, because it is not a nursing home as such,
has succeeded thus far in frustrating the rate setting agency
in its attempts to get indispensable information, particularly with
respect to encumbrances and true ownership. The Department
of Public Health, until recently, has not, in our opinion, investi-
gated financial ability and stability of an applicant, corporate
or otherwise, or the past good credit of an applicant, as it is its
duty to do so under the law.

Some states provide that applicants for a license submit proof
of financial ability and stability and emphasis is properly placed
upon past good credit. We can do no less.

We recommend that the General Court by appropriate legisla-
tive action prescribe such procedures as will require applicants for
a license to operate a nursing or convalescent home, to furnish any
agency properly entitled thereto with all the information necessary
to enable the agency to make a clear finding as to ownership of the
home and all the financial implications involved. THE AGENCY
SHOULD BE EMPOWERED TO DEMAND THE MOST DE-
TAILED FINANCIAL STATEMENTS AND PERSONAL HIS-
TORIES.

Not only do we predict that the foregoing will help immeasur-
ably in the acquisition of vital information to assist the licensing
agency in qualifying or disqualifying an applicant but the identical
procedure will be equally if not more valuable in the elimination or
appreciable diminution of improvident financings of nursing
homes, harmful chain operations and improperly based petitions
for increase in per diem rates for patients publicly aided. This
proposition will find further expression later in this report.

Fire Protection

No single feature of nursing home regulation has brought as
much consternation to the members of the Commission as has that
of fire protection. In our interim report, we cited various examples

Recommendation No. 8
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of criminal negligence; we reported marginal safety conditions; we
recounted our anxiety over the adequacy of fire protection and in-
spection and the possibility of a serious conflagration occurring in
one of these homes a possibility that became a tragic fact on
December 20, 1962, when a fire in a Hudson nursing home claimed
the lives of nine elderly patients and injured three other patients
and two rescuers. That fire and loss of life was significant for a
number of reasons, as indicated in the reports of the State Fire
Marshal and this Commission’s special investigator. All of the
fatalities were ambulatory occupants of the second floor. Wall and
ceiling finish was of gypsum board or wood stud. All but one of
the room doors were hollow-core, consisting of two plywood panels
with plywood or cardboard separators in the air space between.
During the fire two patients remained in the only room containing
a solid core door, and they survived. There was an automatic fire
detection system which functioned and within 15 minutes of igni-
tion the fire was extinguished by the discharge of a fire depart-
ment single hose line. Nevertheless, there was no sprinkler system
and in that 15 minute period, the fire in the hallway reached a
temperature sufficient to melt light bulbs, burn paper covering off
the gypsum board wall and ceiling finishes, burn through the hol-
low-core doors, and ignite other combustibles in the hallway. Dense
smoke filled the second story before firefighters arrived, felling
occupants and hampering rescue efforts.

The lessons of that fire are obvious.
Despite the fact that within minutes of ignition the fire was

automatically detected, that an alarm was immediately transmitted
to the fire station, and that the fire was quickly extinguished by
only a single hose, there was a blaze of such intensity, and smoke
of such density, that two persons died at once and seven others
succumbed shortly afterward from effects of smoke inhalation.
Yet on the same floor two others were to survive because of su-
perior protection given to one room.

Had there been a sprinkler system in that home it is reasonable
to suppose that there would have been a minimum loss of life. Had
there been an outside balcony to which the patients could retreat
to escape the smoke filled corridor and rooms, and await rescue by
ladder, the loss of life could have been reduced. Had all doors
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been adequately fire resistant one wonders if any life would have
been lost.

The fire also proved that narrow corridors and stairways are a
menace and the practice of placing non-ambulatory patients on the
second floor, as is done in so many homes, is an invitation to dis-
aster in the event of a fire. Only two persons were on duty at the
Hudson fire, which occurred shortly after 4 a.m. How could they
have evacuated bedfast patients? Obviously, they could not, a
point this Commission stressed in its interim report when it stated
that in some homes personnel on certain shifts could not in fact
execute a fire evacuation plan even if one existed. There should
be no disagreement therefore, that as a basic principle, handi-
capped inmates, wherever they are, should always be protected by
the presence of able-bodied attendants, trained to act wisely and
quickly in case of fire. The most important single factor combat-
ting fire is the sending of an alarm; a slight delay is often enough
to give a fire fatal headway. Yet a national study by the National
Fire Protection Association (NFPA) shows that in 11% of fires
reported in facilities for the aging, staff people either neglected to
call the fire department or tried to fight the fire first before calling
the department, thereby delaying the arrival of trained firefighters
with rescue equipment.

It should also be stressed that more than half of fires reported
in facilities for the aged originate in service rooms where only
staff employees are found only 11%% originate in patients’
quarters.

The NFPA, a non-profit group, in its exhaustive study and re-
port, referred to above, of the causes of fires in facilities for the
aging, states that the primary causes of fires are the usual ones.
Careless smoking is responsible for one-fourth. (One of our staff
members observed a blind patient smoking in a second floor room
of one nursing home which had a faulty alarm system.) Another
one-fourth of fire causes were defective heating systems combined
with electrical faults. More than one-third of all fires in these
facilities occurred on upper stories, nearly one-fourth of all fires
were in patients’ rooms, and over 41% of the fires occurred be-
tween 5 p.m. and 6 a.m., i.e., when most personnel were off duty
and off the premises.
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Interestingly, the NFPA reports that 49 facilities in their study
had a sprinkler system. In 30 of these the sprinklers extinguished
the fire, in another eight it controlled the fire. In seven homes the
system was not a factor. Only in four homes did the system fail
and in one of these the fire originated in an unsprinklered area,
while the water supply failed in two others.

During nearly 50 years of record keeping by the NFPA on
automatic sprinkler performance it is a fact that in sprinkler
equipped hospitals and institutions the control of fires is nearly
perfect. In 79% of the recorded cases, sprinklers extinguished
the flames; in another 19.4% sprinklers satisfactorily checked
fires until protection arrived. In other words, fires were satisfac-
torily checked or completely stopped in 98.4% of all reported cases.

In commenting on the Hudson, Mass, nursing home fire, the
NFPA states:

“This fire showed that manual fire fighting and rescue cannot assure
the life safety of elderly occupants, even where fire discovery is prompt.
For such occupancies, the only adequate fire protection is a complete
automatic sprinkler system.”

These sobering statistics and observations by a non-profit group
dedicated to public safety sharply contrast with the language of
the lobbyist for Massachusetts nursing homes. In a report to the
March 2, 1960 meeting of the Massachusetts Federation of Nursing
Homes Board of Directors, he stated:

“Though there never has been a death from fire in a nursing home
that could have been prevented if the home had sprinklers, it is difficult
to get anybody to say that sprinklers aren’t necessary. These pressures
from fire chiefs will continue..

He then, in the same report, following his unsupported claim
that sprinklers never saved a life, made the admission that he had
not yet studied the problem and was only beginning to seek the
facts:

“It will be necessary for the Federation to do some deep studying of
the whole problem. We are beginning to get the facts by consulting
with the New England Board of Fire Underwriters.” (emphasis added)

We suggest, if the fire underwriters have not already done so,
that the Federation Counsel be introduced to the 1963 publication
of the National Fire Protection Association, “Homes For the Aged”
which discusses actual fires in 50 nursing homes throughout the
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nation. There he will find the sorry death record from fires in
numbers of homes having no sprinkler system and the accounts of
several facilities in which fires were extinguished by automatic
sprinklers without staff or patients even aware of a fire until the
detection system’s automatic alarm had sounded.

Installation of sprinkler systems of course is a major expense
and legislative proposals to require them in nursing homes have
met consistent opposition over the years from the Massachusetts
Federation of Nursing Homes on the basis that higher public as-
sistance rates must be forthcoming to help meet such costs. For
example, in 1956 the lobbyist for the Federation appeared before
the Joint Committee on Public Safety to oppose a bill (House, No.
2290 of 1956) filed by former Rep. Harry Coltun of Chelsea. The
bill would have required the installation of sprinkler systems in
nursing homes. It had the support of the Director of the Division
of Hospital Facilities. As reported in the press on February 17,
1956, the Federation lobbyist stated, “If the sprinkler bill is passed
‘the Federation wants assurances from the local and state welfare
departments that they will agree to increased rates for welfare aid
patients.’ ”

No record of any refutation of this account has been brought to
our attention. Nor would we expect to find any. For despite Rep.
Coltun’s sincere concern for the safety of the nursing home pa-
tients and his urgings that the State act more responsibly in de-
manding greater protection from fire hazards, the Federation
quietly managed to successfully steer the Coltun bill into a state of
limbo and it was never heard from again. No sprinklers were re-
quired in 1956.

As recently as 1960 the Federation again blocked a compulsory
sprinkler bill (House, No. 2226) by asking that it be detoured to
another “study.” It was. The study commission never got off the
ground. In its March 2, 1960 GeneralBulletin to its members, the
Federation, with tongue in cheek, stated, “It all adds up to safety
in nursing homes being a matter on which the Federation will have
to devote much thought. We will need to plan carefully.” (em-
phasis added)

But Federation resistance was crushed in 1962 when separate
bills filed by Rep. James Condon of South Boston and Rep. Allan
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Jones of Barnstable for Fire Chief Leighton Peck of Falmouth
formed the basis of the new compulsory sprinkler law (Acts of
1962, c. 630). The statute provides that sprinklers shall be man-
datory beginning Jan. 1, 1965. Still, the statute is not airtight.
Alternative devices to sprinklers are allowed under certain condi-
tions. The Department of Public Safety has the final say.

We have dwelt at length with the Federation and its spokesmen
on this discussion of fire prevention. We think it necessary for
theirs is a history of opposition, lethargy, corner cutting, half
loaves and do nothing until the whip is cracked in the public in-
terest. They will oppose this report and its varied recommenda-
tions if not openly, then surely quietly with all the diligence
they can muster. The General Court and the public should be on
guard so as not to be “persuaded” by this interest group to bury
these recommendations in a “further study.”

As to use of construction materials this Commission has no
quarrel with the fiberboard or plywood industry but we are im-
pelled to report relevant findings from fire tests and experience.
It is no secret that the flashpoint of combustible fiberboard and
plywood is such as to directly contribute to serious and fatal fires.
The NFPA has stated:

“Fire tests and fire experience have shown that flames spread rapidly
over the surface of combustible fiberboard and plywood, yet frequently
we find these materials used in abundance in nursing homes rather than
plaster, plasterboard or some other noncombustible interior finish. Where
combustible fibreboard or plywood is used the flame-spread hazard may
be retarded or reduced by a flame retardant paint treatment applied by
the manufacturer,” which, nevertheless, must be approved.

We indicated in our interim report that of 23,234 nursing home
beds in Massachusetts, only 1,986 were in facilities of fire resistant
construction according to federal standards.

Recommendation No. 9

1. All buildings used for nursing home purposes shall be of
Type I, fireproof construction and shall be of incombustible ma-
terials in all structural parts; their exterior bearing walls and
frames shall be of four-hour-fire resistive construction and their

With respect to Nursing Home Fireproof Construction The
Commission Recommends:
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floors and roofs shall be of three-hour fire resistive construction
and shall furnish protection of three-hour fire resistive rating
against the spread of fire.

2. All partitions or non-bearing walls which form an integral
part of a finished building or structure shall be of at least two
hour fire resistive construction; and any openings in a fire pro-
tected wall, partition, or ceiling, shall be protected by a door or
window of an equivalent fire resistive rating.

3. The foregoing shall be consistent with the overall fireproof
specifications and subject to the approval of a qualified person
designated by the Commissioner of Public Health. Said person
should have in his possession, and be completely familiar with, the
Table of Minimum Fire Resistive Requirements appearing on pp.
6-7 of the Regulations for the Uniform Enforcement of G.L. c. 143,
ss. 15-22 applicable to Buildings, published by the Department of
Public Safety, May 25,1961.

4. All presently existing nursing homes requiring major re-
pairs, alterations or additions thereto, shall make the same in ac-
cordance with the fireproof regulations recommended above deal-
ing with new nursing homes and they shall not be performed with-
out the prior approval of the qualified person referred to in para-
graph three above.

In substance, the foregoing recommendations mean that any
fire in a nursing home built in accordance with these recommenda-
tions could not penetrate an interior wall until such wall had been
exposed to constant flames for at least two hours. Likewise, ceil-
ings and floors built in accordance with our recommended speci-
fications could resist flames for at least three hours, and outside
walls, four hours.

The Commission believes that if the fireproof requirements
recommended above are adopted and rigidly enforced, the need for
expending large sums of money on sprinkler systems in new homes
can be largely eliminated.

Direct Effect of Foregoing Recommendations

Indirect Effect of Foregoing Recommendations
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a. That every home have at least two entrances, at least one
of which shall provide access to the entire street floor of the home
without using a stairway either inside or outside the entrance.

b. That there shall be no dead end corridors; that all corridors
shall have alternate means of egress remote from each other; that
no corridor shall extend more than 150 feet without a legal means
of exit; that handrails, firmly anchored, shall be provided on both
sides of all corridors.

c. That doors and corridors he wide enough for beds to be
wheeled out.

d. That older and sicker patients not be placed above the first
floor.

e. That each home provide for second floor balconies.
f. That portable room heaters be prohibited; that heating fix-

tures be shielded for patient safety; that each heating source be
equipped with hand controls unless an individual automatic room
control is provided.

g. That no person be permitted to smoke or carry a lighted
cigar, cigarette, pipe or match or use any spark, flame or other
fire producing device IN ANY nursing or convalescent home, ex-
cept in an area designated by the Commissioner of Public Health.

Ventilation and Lighting

Recommendation No. 10

In connection with ventilation and lighting the Commission
recommends:

a. That rooms and spaces without outside windows, used by
patients or personnel, be provided with forced or other approved
ventilation to change the air at least once in six minutes.

b. That electric lighting be provided throughout the home in
accordance with the latest recommended levels of the Illuminating
Engineering Society.

c. That the use of candles, kerosene oil lanterns, or other open
flame methods for illumination be prohibited.

d. That lighting be designed for comfortable and efficient see-

In addition the Commission recommends;



[JulySENATE —No. 970.46

ing, with maximum brightness ratios between tasks and adjacent
surroundings of three (3) to one (1).

e. That in addition to the general lighting, night lighting be
provided in corridors, toilet and similar areas to provide a lighting
level of not less than five (5) foot candles; that night lighting in
patients’ rooms be not less than one (1) foot candle.

f. That all spaces used by patients have light switches located
within reach of wheelchair patients unless the lights are on con-
tinuously.

g. That emergency lighting be provided for boiler room, exits,
stairs, patient corridors and nurses’ stations that each home have
an emergency generator or a battery, with a capacity sufficient to
supply and maintain the total emergency lighting load for a period
of at least four (4) hours. This emergency lighting should be im-
mediately available when required and continuously maintained in
proper working order.

Communications System

Recommendation No. 11

With respect to a communications system, the Commission
recommends:

That an electrical call system, approved by the Commissioner, be
provided at each patients’ bed. This system should register above
the door to the room where the call originates and at the nurses’
station, utility room and that there be, in addition, an emergency
electrical call system from all toilets, baths, and shower enclosures.
In these locations, the activating device must be accessible to pa-
tients. This emergency call system should register at the nurses’
station, a signal distinctly different from that of the signal from
patients’ rooms.

Linen, Laundry, Storage

Recommendation No. 12

With respect to linen and laundry the Commission recommends:
a. That a home have at all times, in use and in the laundry, a

quantity of linen for patients’ use (essential for proper patient
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care) equal to at least twice its bed capacity. In addition, a home
should have in reserve at all times a quantity of clean, essential
patient linen equal to at least one-half (%) its bed capacity.

b. That soiled linen and clothing be stored separately in suit-
able bags or containers in properly located areas approved for such
purposes by the Commissioner.

c. Prohibit the sorting, laundering, rinsing or storing of soiled
laundry in bathrooms, patients’ rooms, kitchens or food storage
areas.

d. Prohibit the accumulation of soiled laundry in the home so
as to create unsanitary conditions.

e. That the drying of laundry be permitted only in areas ap-
proved for such purposes by the Commissioner.

Recommendation No. 13

With respect to laundry, general storage, and storage of linen,
the Commission recommends:

a. ' That the home’s laundry have sufficient capacity to process
seven days’ laundry in a work week.

b. That laundry equipment be provided with all necessary
safety appliances.

c. That all laundry dryers be equipped with removable lint
traps.

d. That floors and walls to a height of five (5) feet from the
floor be waterproof.

e. That ventilation be by mechanical systems, adequate to
change the air once in six (6) minutes. This system and the vents
from the drying equipment to discharge the air above the main
roof or fifty (50) feet from any window.

f. Prohibit the drawing of air from dirty linen areas through
clean linen areas for air circulation in the laundry.

g. That location, space allocation, equipment and operation be
approved by the Commissioner.

Recommendation No. 14

As to storage areas, the Commission recommends:
a. That in addition to other storage facilities required, there be
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provided general storage space amounting to twenty (20) square
feet per bed.

b. That in addition to other clothing storage facilities, there be
provided, in each patient room, a closet, wardrobe or locker space
at least thirty (30) inches wide, eighteen (18) inches deep and
sixty (60) inches high for each patient housed in that room, this
storage area to include some shelf space.

c. That storage space be provided close to each nurses’ station,
for wheelchairs, stretchers and walkers, this equipment not to be
stored in corridors.

d. That there be provided, on each nursing unit, a cupboard or
closet in which the linen required by that unit be stored, the key
at all times be in the possession of the nurse in charge of the nurs-
ing unit.

Toilet and Washroom Facilities

Our interim report included a discussion of the inadequacies of
toilet and washroom facilities among several nursing homes in-
spected. These homes had no regard for the safeguard or privacy
of the individual patient.

Recommendation No. 15

The Commission recommends that toilet and washing facilities
for staff and visitors shall be separate from those used by patients.

a. FACILITIES FOR PATIENTS
1. If centralized toilets are provided, there shall be on each

patient floor at least one enclosed water closet and one lavatory
for each eight beds on that floor.

2. Of this number there shall be provided on each floor at
least one enclosed water closet and one lavatory designed for each
sex, if both sexes are to be accommodated on the same floor.

3. In new homes, there shall be provided close to all patient
areas other than nursing areas, at least one enclosed water closet
and one lavatory for patients of each sex. In other than new
homes, existing toilet facilities close to these areas may be approved
by the Commissioner.

4. Of the total patient toilets, at least one toilet per sex per
floor shall be built for use by patients confined to wheelchairs; the
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toilet enclosure shall be at least five feet wide by six feet deep and
shall have a curtain instead of a door. The lavatory basin shall be
at least two feet, ten inches from the floor and shall be wall-hung
to provide for easy access. The front edge of the lavatory shall be
set not less than twenty-two inches from the wall to which it is
attached.

5. There shall be provided on each floor at least one bathtub
or shower for each ten beds on that floor.

6. Where showers are provided, at least one shower en-
closure shall be at least four feet square. The shower stall shall
contain a rustproof, sturdy chair with openings for the bathing of
a patients’ rectal and back areas. The shower floor shall be flush
with no curb and may be slightly sloped to drain. Mixing valve
and controls shall be outside the shower stall.

7. All tubs, showers and toilet enclosures shall be equipped
with grab bars at least one inch outside diameter, mounted with at
least five inches clearance between bar and wall.

(a) Each water closet shall have grab bars on each side
approximately one inch to one and one-half inch outside diameter
by twenty-four inches long, mounted approximately thirty-two
inches above and parallel to the floor.

(b) Each tub shall have a grab bar at one end approxi-
mately thirty-two inches above and parallel to the floor.

(c) Each shower shall have one grab bar approximately
thirty-two inches above the floor, easily accessible to patients while
stepping into the shower. Each shower shall also have one grab
bar fourteen inches long and mounted approximately thirty-two
inches above and parallel to the floor on the wall with the shower
controls.

(d) Water closets shall be directly accessible from bed-
rooms without entering the general corridor.

(e) Toilet room door openings where required shall be
not less than two feet eight inches in width and arranged to swing
out. Hardware on such doors shall be operable from the outside.

(f) Lavatories shall be supported on brackets to allow
wheelchairs to slide under.

8. All exposed heating pipes, hot water pipes and drain pipes
shall be covered or insulated.
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9. All hot water outlets shall be supplied with water which
is thermostatically controlled to provide a maximum water tem-
perature of one hundred ten degrees Fahrenheit at the fixture. The
thermostat control shall be locked.

There shall be provided at least one water closet and one
lavatory for each fifteen persons or part thereof working at any
one time. Where feasible, these should be located close to the fol-
lowing facilities:

Kitchen Administrative Offices

With respect to Food and Nutrition, the Commission has ex-
pressed itself in clear terms in its interim report (pp. 24-25). We
reaffirm our belief that in addition to decent quarters, patients are
entitled to enough wholesome food considerately prepared to sus-
tain them, and if their digestive apparatus and physical condition
warrant, a sufficient and particular variation to meet their peculiar
needs and conditions.

Some homes hire cooks who are not qualified to prepare menus
which will give patients a balanced diet and adequate nutrition.
Often, patients who should have special diets or food prepared for
easy digestion are ignored.

No nursing home can meet the physical, mental, emotional and
spiritual needs of its residents without giving serious attention to
proper food service management.

Leading gerontologists claim that proper diet contributes as
much as 50% to the therapeutic objectives for the geriatric pa-
tient. We note that trends in progressive areas of nursing home
food service management indicate professional personnel for this
specific job.

Employees Dining Employees dressing rooms and lounges
Room

c. PUBLIC FACILITIES
Every home shall have at least one conveniently located pub-

lic water closet and lavatory for each sex. In larger homes, the
Commissioner may require additional public toilet facilities.

b. FACILITIES FOR STAFF

Food and Nutrition

Nurses Station Laundry
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Nursing homes unaccountably have failed to help themselves in
this subject area. Nutritionally well balanced meals are of great
importance in maintaining satisfied patients. They contribute to
good public relations and if properly approached can be attained
at reasonably low cost. But if food service management is to meet
patients’ needs as well as fit the budget of the home’s adminis-
trator, it requires a trained person.

Many other factors in the nursing home operation are influenced
by good food service management. Good nutrition promotes
health, repairs tissues, prevents deterioration and disease. A well
nourished patient presents fewer nursing problems, weight prob-
lems can be minimized and there is a slower degeneration of brain
cells a contributing factor to senility.

Food is the most vital concern of most nursing home patients.
Meal time is their social hour the hour of fulfillment. Poor
food destroys what should be a happy hour. A professional nu-
tritionist, however, with the knowledge, skills, talents, education
and understanding, can recognize the individual differences of
patients as they relate to diet therapy and nutritional needs.

Recommendation No. 16

The Commission therefore feels and recommends that it would
be in the best interest of the patients if the following were made
mandatory.

2. All menus to be filed with the state regulatory agency for
evaluation and review by the state nutritionist; or conform-
ance to a state master menu be required.

3. A state master plan of food service management be published
as a guide.

4. All homes which do not have electrically heated food carts to
provide individual food warmers.

5. A policy relating to patients who require feeding assistance
be clearly written.

Dining Space

We pointed out in our interim report that in most nursing homes

1. Current regulations relating to posting of menus be strictly
enforced.
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converted from previous dwellings, dining space is unknown.
Patients eat all their meals off trays served in their quarters. It
has been argued that many patients prefer this. Probably some
do. We feel, however, that dining at a common table has certain
advantages, no small one among them being the tendency to get
patients into a new setting during the day, stimulate group con-
versation and defeat some of the loneliness and isolation that is
difficult to avoid in their environment.

Under present law, new nursing homes must have a dining
room. Such a facility is optional, however, for older converted
dwellings. The Regulations do not cover the converted dwelling
thatbuilds a sizeable addition.

The Commission recommends that the Commissioner weigh a
requirement that present facilities which are subsequently allowed
to add new, connecting, structures provide a dining room in either
the original or new facility.

In our interim report we indicated at some length and with cita-
tions of specific examples the low quality of care given to patients
in some of the poorer nursing homes. Instances of neglect, mis-
treatment, even cruelty, were set forth to illustrate the severity of
the problem. These homes were found to contain, for the most
part, public assistance patients. The proprietors of these homes
receive from the government the same rate of remuneration as
does the honest nursing home operator who treats both public as-
sistance and private patients with the same degree of human care.
This discrimination favoring the sub-standard home is not only
unfair, it is morally wrong.

We have already recommended that nursing homes be classified
according to the level of care given. This is in accordance with
the consensus of medical advice consulted by the Commission.
Eminent medical specialists such as Dr. Alfred Frechette, Com-
missioner of Public Health, Dr. Leon J. Taubenhaus of the Brook-
line Health Department, Dr. James E. C. Walker of Peter Bent

Recommendation No. 17

Medical and Nursing Care and Supervision
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Brigham Hospital, and Dr. Charles Bonner of the Holy Ghost Hos-
pital all concur on this general point.

It is their belief that a method of payment based on quality of
medical and nursing care rendered should be the basis of remu-
neration for care of public assistance patients. They believe that
the current method of flat per diem rate penalizes the home doing
the better job. The States of Washington and Connecticut have
shifted to a payment on the basis of units of care rendered. This
of course requires placement of patients in nursing homes on the
basis of medical criteria. Leaving the selection of a nursing home
to non-medical persons, such as welfare personnel, probably will
continue to lead to placement of many patients in poorer and less
expensive facilities.

Patient Needs

In line with this medical opinion is the belief of our consultant,
Dr. Bonner, and Commission member, Professor Robert Morris of
Brandeis University, that there should be liaison of the highest
order among state agencies closely concerned with patient needs.
That such closer knit cooperation is needed has long been apparent
to the Commission.

The Commission strongly favors an addition to the present
Regulations that would place the following responsibility on the
State Department of Public Welfare:

a. That it become more knowledgeable on all aspects of pa-

We recommend that an advisory committee to determine patient
needs be established, composed of the following membership:

a. A representative from the cost payment division, i.e., the
agency that fixes the rate of payment.

b. A representative from the State Department of Public Wel-
fare, i.e. the agency that makes the payment.

c. A representative from the State Department of Public Health,
i.e., the agency that sets the standards.

Recommendation No. 18

d. A lay individual who can look at the problem objectively.

Recommendation No. 19
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tient care involving public assistance patients. It should know par-
ticularly what level of care each patient is getting and if the case
falls below minimum standards, it should have authority to revoke
the right to reimbursement.

b. That it establish quicker and easier methods of appeal from
the ruling of a local welfare official or agent if the recommenda-
tions of a physician are not carried out.

Presently, anytime a physician recommends nursing home or
hospital care for a public assistance patient, a copy of that recom-
mendation must go to the State Welfare Department. In addition,
the Department should also be informed subsequently as to the
disposition of that case, i.e., did the patient go where the doctor
recommended? In other words, the Welfare Department should
at all times know (1) what was recommended, and (2) where the
patient was subsequently placed, so that it can act promptly to
rectify wrongs on appeal.

Medical Care
Our investigation has also brought to the fore several practices

in the area of medical care that we do not find satisfactory. These
include (1) failure to notify a physician in cases of emergency or
rapid deterioration of a patient’s condition, (2) lack of oxygen on
the premises for emergency use, (3) lack of complete medical rec-
ords, (4) absence of medical attention, and (5) insufficient use of
laboratory test results. With respect to the absence of oxygen, the
Commission is aware that the policy of many nursing homes is
that if a patient is sick enough to require oxygen he or she is im-
mediately removed to a hospital. Still, the time lapse in trans-
fering a patient may very well contribute to a patient’s sinking
into an even more critical condition. For this reason we include
among the recommendations below that at least an emergency
supply of oxygen be readily available.

Recommendation No. 20

a. Whether public-aided or otherwise, the patient’s physician
shall be called in an emergency, including accidents reportable to
the Department, or when there is a significant change in the pa-

The Commission recommends:
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tient’s physical or mental condition. If the patient’s physician or
alternate is not available, it shall be the duty of the person in
charge of the home at the time to secure the services of another
physician. When a physician does not respond within a reasonable
time or the patient’s condition deteriorates, the person in charge
shall call for an ambulance.

b. There shall be available at all times, at least one (1) tank
containing an emergency supply of oxygen together with a func-
tioning face mask, regulator and a flow meter.

c. Following each visit the physician shall enter a progress note
in the patient’s medical chart. He shall write legible orders for
any changes in the patient’s management involving medications,
nursing care, treatment, diet, laboratory tests, x-ray examinations,
medical referrals and consultations which are indicated. Orders
concerning medications and treatments shall be in effect for the
specified number of days indicated by the physician, but in no case
shall they exceed a period of thirty days, unless reordered by the
physician.

d. Every physician, who attends patients in a home, shall ar-
range for medical coverage for his patients during his absence or
illness. He shall enter a note to that effect in his patients’ records
and notify the administrator of those arrangements.

e. When a home receives reports of tests, consultations or treat-
ments, the licensed nurse in charge and on duty shall advise the
appropriate physicians by telephone of these reports and make en-
tries to that effect in the patients’ charts. These entries shall in-
clude the recommendations of the physicians.

f. The physician shall follow up all patient referrals for treat-
ments, tests or consultations outside of the home. The patient’s
physician at the time of his next visit shall see that the results of
these referrals are entered in the patient’s medical record and
acknowledge this by an entry in the progress notes.

Some authorities theorize that a major obstacle to better care
for patients in nursing homes is the historic isolation of these
homes from the mainstream of medical care. We do not intend to
offend the medical profession when we report some doctors avoid
nursing homes like the plague. It is felt by these authorities that
until hospitals, private physicians and health agencies extend their



SENATE —No. 970. [July56

sphere of responsibility to include patients in nursing homes, it is
unrealistic to expect better patient care in these facilities. They
further contend that nursing homes need help and professional
guidance and this is a community responsibility.

On the other hand, many local public welfare departments have
had their troubles with a small minority of physicians who seem to
make it a habit of “visiting” several nursing home patients at the
same time, and submitting blown-up bills for their services.

Obviously, every nursing home should have available the serv-
ices of a competent, reliable physician, or should, at least, enlist
the services of its local health department whenever warranted.

We are gratified to state that our inspections prove that most
operators, as far as we can observe, make no distinction in nursing
care between public assistance and private patients, once the pa-
tient is admitted. Of course, getting a public assistance patient
into a particular home is another thing. But it should be made
clear to those who do not render the same quality of care for the
public assistance patient as is given to the private patient that
their position is untenable, if a recent court decision affecting hos-
pital care can be applied to nursing home care.

That decision of the Supreme Judicial Court of Massachusetts
states:

“We would be slow to attribute to the Legislature an intention that
lower standards of what is appropriate medical, surgical, and diagnostic
attention are to be applied to persons receiving or needing either tem-
porary or long-term public assistance than to persons insured for, or able
promptly to pay for, necessary hospitalization.” (Massachusetts General
Hospital v. City of Revere, 1963 Adv. Sh. p. 829).

In our interim report we dwelt at some length on the vital prob-
lem of nursing care. We stated earlier in this second report that
finding adequate nursing home personnel is perhaps the greatest
single problem facing the industry. As indicated in our first re-
port, the great preponderance of nursing personnel in nursing
homes are licensed practical nurses, practical nurses, and aides.
Most of the LPN group are those who were licensed by waiver,
i.e., those practical nurses who acquired their proficiency by ex-
perience only, rather than formal schooling and subsequent state

Nursing Care
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examinations. By the process of attrition, these nurses will grad-
ually fade from the scene.

The discovery of alarmingly poor nursing practices in many of
the homes inspected deeply disturbed the Commission. It was
equally disturbed by the large numbers of nurse-imposters it en-
countered. Nurses’ aides, dressed in nurses’ uniforms or so cor-
respondingly close thereto that appearance-wise the public assumes
them to be nurses, are a fraud on the patients and the public and
an insult to a large group of professionally trained women in a
noble calling. Significantly, in most of the patients’ complaints
about treatment by these aides the reference was inevitably to
“that nurse” or “the Nurses” thus gravely distorting the image of
both the registered nurse and the licensed practical nurse.

While aides are indispensable to the operation of a nursing home,
the reputation of the nursing profession is at stake here.

We recommend that regulations require that aides be forbidden
to wear professional nursing uniforms; that an inexpensive, clearly
distinguishable garment such as that worn by student nurses be
required of those aides who wear uniforms. Regulations should
set forth an identification scheme for levels of nursing; white uni-
forms for licensed personnel; striped or colored uniforms for aides.

Nursing Care Standards and Functions
One of the first steps to mitigate the nursing situation is for the

nursing homes to adopt basic policies of good nursing care. We
pointed out some of their deficiencies in our interim report which
are substantially the same as those appearing some months later
in the findings of the Boston College School of Nursing which con-
ducted a two-year study of nursing care in nursing homes financed
by a federal grant of $107,000. We regret we cannot state how
closely their findings match ours since for unknown reasons this
publicly-financed report has been withheld from the Commission.
Our information on it comes from newspaper accounts.

This much seems certain, however, nursing homes lack writ-
ten, accessible clearly defined nursing objectives that are specific,
practical, attainable and sufficiently flexible as a guide for optimum

Recommendation No. 21
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patient care. They lack nursing procedure manuals and this re-
flects a nursing staff without proper guidance, review and orien-
tation.

Recommendation No. 22

Certainly one of the reasons for the absence of these basic needs
is the limited number of professional nurses* in the nursing homes
of the Commonwealth. Of 583 nursing care personnel in 66 homes
encountered by our Chief Investigator, only 50 were registered
nurses. There were 206 licensed practical nurses (109 by waiver),
98 practical nurses, 18 graduate nurses and 211 aides.

In the homes referred to above there were 2,627 patients. This
means that there was only one registered nurse for every 52.5 pa-
tients. LPN’s, with a ratio of one to every 12.7 patients and aides,
one to every 12.4 patients, provide the bulk of nursing care.

Recommendation No. 23

In order to safeguard the welfare of all patients in nursing homes
throughout the Commonwealth, and to aid and guide the nursing
home owner, administrator and nursing staff, as to the need for
changes and improvements in this fairly new and still emerging
institution, the Commission favors the Statement of Standards for
Nursing Care in Nursing Homes (devised by the American Nurses’
Association, and adopted August 1960) as a guide for recommen-
dations (listed below).

Several states have followed these recommendations.
In another decade the number of nursing homes and nursing

home patients will be doubled, according to expert opinion. There-
fore, it is urgent to look toward the future, and pave the way for
these necessary and attainable standards:

1. Skilled nursing care (including its preventive, curative, and
rehabilitative aspects) is a necessity in a nursing home. There-
fore, the nursing home should provide direct (preferably on the

We recommend that the foregoing written objectives and proce-
dure manuals, approved by the state regulating agency, be required
of all nursing homes.

* See Appendix for distinction between professional and practical nursing.
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premises 24 hours a day) supervision of nursing care by a regis-
tered professional nurse.

2. The registered professional nurse in charge should preferably
have had training beyond her basic nursing education in care of
the aged and chronically ill, in patient rehabilitation, and in man-
agement and leadership.

3. There should be a registered professional nurse or a licensed
practical nurse on duty at all times. The number and type of nurs-
ing personnel on duty should depend upon the number and condi-
tion of the patient population.

4. The registered professional nurse, who is responsible for the
kind and quality of nursing care, has an obligation to protect the
public by not delegating to a person less qualified any service
which requires the professional competence of a nurse. However,
certain aspects of the daily patient care may involve or be dele-
gated to other personnel.

5. The registered professional nurse in charge should partici-
pate in the planning and budgeting for nursing personnel, equip-
ment and facilities.

6. The registered professional nurse in charge should have re-
sponsibility for the selection, orientation, supervision, evaluation
and employee development of professional and allied nursing per-
sonnel; this responsibility to be discharged in conformity with the
functions, standards, and qualifications for practice as established
by the American Nurses’ Association.

7. The registered professional nurse in charge should coordi-
nate and conduct the total nursing program. This would involve
interpretation of medical orders, and provisions for restoration of
the patient to his optimum physical, mental, emotional and social
potential.

8. The registered professional nurse in charge should partici-
pate in the screening of prospective patients in terms of kinds of
care available in the institution.

9. There should be a nursing care plan established for each pa-
tient. In the development of the nursing care plan it is necessary
to have a written statement by the physician, regarding the nature
of the illness, the condition of the patient, and the treatment pre-
scribed.
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10. There should be a nursing record for each patient and the
registered professional nurse should be responsible for this and the
accuracy of the reporting and recording of the patient’s symptoms,
reactions, and progress.

11. The registered professional nurse in charge should make
rounds with the physician and confer with him concerning the pa-
tient’s nursing needs.

12. The policies relating to the control of prescribed medicines
and treatments should be in writing, defining frequency of medical
review, and the recording and renewal of orders. These policies
should have the approval of the consulting physician or responsible
medical group.

13. All medical orders should be in writing and signed by the
physician.

14. There should be written nursing policy and procedure
manuals which are kept in line with currently approved nursing
practices.

15. There should be written personnel policies, job description,
planned for orientation for new staff, and provisions for in-service
education. Employment standards should be consistent with those
recommended by the State Nurses’ Association.

16. The nursing staff should be provided opportunity to attend
professional organization and other educational meetings.

17. The registered professional nurse in charge should be re-
sponsible for defining the activities of volunteer workers as related
to patient care and in guiding the volunteers in carrying out their
activities.

a. That concerted efforts he taken to encourage community par-
ticipation in nursing home programs, particularly in the areas of
recreation, diversional therapy, and occupational therapy.

b. That concerted efforts be taken to encourage spiritual leaders
in the local communities to organize and develop a rotating plan of
visitation to promote fulfillment of the patients’ spiritual needs.

c. That all employees, upon employment, present a certificate of
good physical and mental health.

We further urge

Recommendation No. 24
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Attempting to reach the root cause of conditions, the Commis-
sion has conferred with leading registered nurses in the Common-
wealth. We were shocked to learn that of more than 56,000 regis-
tered nurses on the rolls of the Commonwealth, only about 16,800,
slightly more than one-fourth, are actually practicing nursing. As
recently as 1960 a concerted effort was made to induce inactive
nurses to return to their calling by offering attractive wages and
fringe benefits at a large, modern state hospital, easily accessible
in a large population center. Every registered nurse in the state
was contacted. The response was negligible.

If hospitals have staffing problems, what can be said of the nurs-
ing homes? One objection of R.N.’s to nursing homes is that there
is no security in working in the average one. Furthermore, even
if an R.N. is well paid in a supervisory capacity, she soon discovers
that she is more than a nursing director she pays bills, hears
complaints, runs errands, etc. This is still more evidence of the
need for written nursing care standards. The lack of a definition
of nursing duties is traceable to a lack of communication between
the owner and nurse supervisor. The general uncomplimentary
reputation given to the entire industry by the many substandard
homes is enough to keep otherwise prospective, interested nurses
away as a matter of professional pride.

Developing Sources of Nursing Care
What is basically needed is a program to attract more registered

d. That Rules and Regulations (State) of Nursing Homes be
reviewed periodically with the staff, and be available to the staff.

e. That nursing homes have a patient index, or floor plan,
posted.

f. That fire and disaster plans be written, posted, and reviewed
at stated intervals with the staff.

g. That each patient have an identification card on his bed.
h. That patients over 70 have a daily afternoon rest period, on

the bed, with shoes off.
i. That each nursing home employee wear an identification

nameplate on his or her uniform.

Staffing Problems
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nurses as well as licensed practical nurses from the ranks of nurs-
ing school graduates to nursing homes. Presently little more than
2% of active R.N.’s are employed in nursing homes. With larger
nursing home facilities being built, many of which offer treatment
calling for knowledge and training on use of health appliances,
there is opening a field of growing opportunity for trained per-
sons in this class. We don’t expect the initiative in offering decent
wages and benefits to come from operators who refuse to cut their
percentage of profits but there are many good nursing home op-
erators who are willing to meet all wage and benefit scales. They
have recruiting problems, however. They need the help of the
nursing schools in stimulating greater interest in the student
group. This presents a challenge both to the schools and to the
State Board of Registration in Nursing. The Commission is grate-
ful for the help the Board has extended in outlining the academic
studies and clinical practice required of nursing students by the
Commonwealth. This material appears in the Appendix.

It is quite evident that the nursing home that does not have a
registered nurse on duty deprives itself of considerable knowledge
and skill. Of particular value, for example, is the R.N.’s clinical
experience in psychiatric nursing and broader academic back-
ground in the behavioral sciences, both of practical value in
dealing with the senile and set habits of the elderly. Without de-
tracting from the value or role of the licensed practical nurse, the
much richer store of nursing knowledge held by the R.N. enables
her to make a more vital analysis and evaluation of the problems
involved. This is a “judgment function” which the LPN is not
trained to perform.

The Commission is not unrealistic. Nothing has happened in
the past four months to change our opinion that no relief is in
sight to overcome the nursing shortage, i.e., the shortage of active
nurses. However, with the thousands of inactive registered nurses,
here is a source of professionally trained personnel the nursing
home could tap for at least part-time duty. But nursing home
owners must break down their resistance when it comes to a dis-
cussion of wages and benefits. They must be willing to pay realistic
wages, offer fringe benefits that were accepted long ago by man-
agement in almost every field of endeavor. The nursing home in-
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dustry has not yet caught up with 20th century employment prac-
tices. Until it does, it contributes directly to its own worst prob-
lem. During our investigation we reached an early conclusion that
many nursing homes are committed to hiring personnel who are
willing to accept the bare minimum in both wages and fringe
benefits. Salary, supervision, working conditions, vacation and
holiday leave, health insurance programs, etc. are of fundamental
concern to anyone in the labor market. To get qualified person-
nel in any field the employer has to face up to meeting certain
basic demands in these areas. Given a competitive market, the
less he offers, the lower the quality of help he’ll get. In the nurs-
ing home industry, it is quickly apparent to even the casual ob-
server that one of the basic drawbacks to improvement in the in-
dustry is the deliberate policy of many operators to hire a sub-
stantial number of their personnel at bare minimum wage levels.
The Commission has confirmed cases of full time help having
worked at salaries below minimum wage levels.

A great many of the aides and housekeeping assistants are
women who, for various reasons, are in need of extra cash. They
work periodically in these homes as their needs dictate. Some of
them are not reliable. Their knowledge of employers’ personnel
problems give them an air of independence; they “float” from one
facility to another and take advantage of every opening created
by an employer. It is a constant battle of nerves but many em-
ployers prefer this situation to a pacific relationship at the ex-
pense of higher salaries and lowered profits.

Under our proposed grading system, poor working conditions
will seriously penalize an operator. Under any accreditation pro-
gram worthy of the name, the same result would be true.

Except for the higher skilled nurses, nursing homes are in the
same labor market as hospitals for the services of RN’s, LPN’s,
aides, nutritionists, cooks, housekeeping staff, etc. At the profit
levels of a large number of these homes, it is no answer to plead
that they cannot compete with hospitals because of the current
public assistance per diem rate. They can. They simply will not.

Now is the time for the industry to demonstrate maturity. Will
the industry compete legitimately with others for the labor mar-
ket? Or will it be content with hiring substantial numbers of per-
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sons who cannot meet reasonable qualifications demanded by other
health care facilities? We note that in one leading jurisdiction,
California, the California Association of Nursing Homes, Sani-
tariums, Rest Homes and Homes for the Aged, Inc., recently
adopted a group health and accident program underwritten by an
insurance company.

According to the Association,
“This plan is available to the employees and administrators/owners of

the entire membership of the association. The most significant feature
of this plan is the recognition of the insurance carrier, for the purpose of
this program, to expand the definition of a licensed hospital to include a
nursing home or convalescent hospital that is licensed by the California
State Department of Public Health and accredited by this Commission.
Although this plan is available to the entire membership of the associa-
tion, hospitalization of an employee must be in a nursing home or con-
valescent hospital other than where the employee is employed. While
many members might already carry a similar plan for their employees,
we have been told that by the administering of this program through
your state executive office, the premiums are far below those being paid
by the individual facility dealing directly with an insurance carrier. There-
fore, all aspects of this program should be thoroughly investigated.
Further information concerning this program may be obtained from the
Executive Director, California Association of Nursing Homes, Sanitariums,
Rest Homes and Homes for the Aged, Inc., Suite No. 2, 451 Parkfair
Drive, Sacramento 25, California.”

This is the type of leadership nursing homes in Massachusetts
are lacking. The caliber of leadership from this point on will de-
termine whether or not Massachusetts nursing homes will catch
up to the pace set by imaginative leaders in other states who have
shown foresight and vision. Unless new policies are adopted we
may expect our proprietary homes to fall even further back among
the mediocre and “also-rans.”

With respect to Personal Life and Welfare of Patients, we stated
in our interim report that insofar as possible, the nursing home
should combine the professional and sanitary standards of a hos-
pital with the atmosphere of a private home.

Recommendation No. 25
We recommend the following:

Personal Life and Welfare
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(a) The home shall assist patients to maintain contact with
family and friends. It shall permit each patient as much freedom
of choice and opportunity to participate in activities in the com-
munity or in the home as is consistent with his safety and capa-
bilities. The administrator and his staff shall became familiar with
the services offered by local social agencies and voluntary organiza-
tions, establish working relationships with them, acquaint patients
and their families with these services, and encourage their use.

j (b) Patients shall be permitted as much personal freedom as
their physical condition and the orderly management of the home
permit. Patients, able to do so, shall be permitted to come and
go at reasonable hours.

(c) Provision shall be made for maximum ambulation commen-
surate with the patient’s condition. UNLESS A PATIENT IS
BEDFAST BY HIS PHYSICIAN’S ORDER, he shall be up and
out of bed each day as much as his condition shall permit.

(d) Visiting hours shall be prominently posted. As a minimum,
visiting shall be permitted six (6) days a week from twelve (12)
noon to eight (8) p.m. On the seventh (7th) day, visiting hours
shall be confined to two (2) hours in the evening to permit general
and heavy cleaning. Patients shall not be denied visitors unless so
ordered in writing, by their personal physicians. In the case of
critically ill patients, and at the discretion of the patients’ phy-
sicians, visiting shall be as often as the patients’ condition warrants.

(e) The home shall encourage individual and group activities
suited to the patients’ needs and interests. Each home shall have
suitable recreational areas as defined by the state regulatory
agency and patients shall have free access to these areas. Activi-
ties shall be provided for the bedfast. The personnel of the home
shall encourage all patients to participate in these activities to the
extent of the patients’ interest and capabilities. HOMES SHALL
MAKE EVERY EFFORT TO ENLIST THE PARTICIPATING OF

| OUTSIDE SOCIAL AND RECREATIONAL GROUPS AND CON-
TRACT OR OTHERWISE ARRANGE FOR THEIR SERVICES
WHEN DESIRABLE.

(f) Patients’ spiritual needs shall be provided for as requested.
Members of the clergy shall be permitted to see patients at all rea-
sonable hours. The home shall make it possible for patients to
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practice their religious beliefs and to consult with their clergymen
in private. Patients shall have the right to attend religious services
as they choose.

(g) Patients shall not be locked in their rooms at any time.
(h) Patients’ mail and packages shall be delivered intact and

promptly. Patients’ incoming or outgoing mail shall not be opened
unless otherwise authorized in writing by the patient or his au-
thorized representative.

(i) Patients’ clothing and personal effects shall be appropriately
marked and properly cared for.

(j) The home shall take care of and be responsible for all pa-
tients’ monies and valuables. A written record of such monies
and valuables shall be kept in the patient’s personal folder and a
written receipt for the same shall be given to the patient or his
sponsor. Patients’ monies and valuables shall be appropriately safe-
guarded and released at the request of the patient or his sponsor.

Notice to Nearest of Kin or Sponsor

Recommendation No. 26

With respect to notifying relatives or responsible friends when
developments make it necessary, the Commission recommends a
patient’s nearest of kin or sponsor shall be immediately notified in
the event of:

(1) Any accident which is reportable to the Department;
(2) Any sudden serious change in the patient’s condition;
(3) Death of a patient.

Except in emergencies, patients shall not be transferred out
of the home or discharged for any reason without prior notifica-
tion to the nearest of kin or sponsor... When the nearest of kin or
sponsor cannot be reached or refuses to co-operate, proper arrange-
ments must be made for the patient’s welfare before transfer or
discharge.

Policy Statements
Recommendation No. 27

The Commission recommends that the regulatory agency require
each nursing home to prepare a written statement, in language
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easily understandable to a lay person, of the policy of the nursing
home with respect to all facets of nursing care, costs, etc., and that
the person responsible for paying such costs be provided with a
copy of the same.

Recommendation No. 28

In conjunction with the preceding recommendation, the Com-
mission recommends:

Prior to admission, the home shall inform or make known in
writing to all prospective patients or their sponsors, the refund
policy of the home. When payment for care has been made in
advance, a full refund shall promptly be made of the excess amount
of the pre-payment in the event of death or when a patient is com-
pelled to leave the home for reasons beyond the patient’s control.

Recommendation No. 29

Although present regulations (s. 11-B-5-e) require each home to
adequately provide for reasonable privacy at time of death, we
have confirmed the macabre indictment that some homes ignore
this requirement.

We recommend its strict enforcement.

Recommendation No. 30

Investigation has revealed too high a number of homes which
do not even provide for screening of patients for examination or
other necessary functions. This is a flagrant violation of the regu-
lations too long condoned.

We recommend strict enforcement of those regulations.
It is ironic that these minimal requirements must be noted, asked

for and recommended in order to recognize and secure for man the
dignity that is due him in life or death.

Recommendation No. 31

Regulations governing patients’ equipment are violated. We

Prepayment and Refunds

Privacy, Accommodations and Equipment
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Regulations now provide that 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.

In the course of our inspections we found many homes in loca-
tions hardly conducive to a restful or peaceful atmosphere for the
aged and ill occupants.

Recommendation No. 32

That homes shall be so located, designed and operated as to
furnish at all times a safe, sanitary and pleasant environment for
all patients. Proximity to sources of noise greater than street level,
such as airports, railroads, and factories, shall be avoided. Homes
shall be located in areas accessible to public transportation and
reasonably free from noxious and hazardous smoke and fumes.
Suitable walks or space for outdoor recreation shall be made avail-
able to all ambulatory and wheel chair patients.

Some of the foregoing recommendations contain rather detailed
proposals for revision of the present regulations. The Commission
does not pretend that these rather lengthy proposals are the prod-
uct of original thinking over the past few months. We are in-
debted to the much longer labors of the City of New York which,
on January 23, 1963, put into effect a new, rigid nursing home
code*, after some two years of thoughtful study. One familiar
with the language of that code will recognize it as the source of
some of our suggestions related to tighter regulations governing
such areas as laundry, washroom facilities, ventilation and
lighting.

Personal Needs Funds

One of the more disturbing complaints brought during the Com-

recommend that failure to comply be construed as a demerit in
the grading of thehome.

As to general requirements, the Commission recommends:

The Physical Plant (Household and Property)

* City of New York, Board of Hospitals, Hospital Code Part 1. Proprietary
Nursing Homes.
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mission’s investigation was the alleged conversion of patients’ per-
sonal needs funds. Patients aided under the Medical Assistance
for the Aged program receive a separate monthly allowance of $l5
for clothing and other personal needs. This allowance is some-
times incorrectly referred to as “leisure time” money. Our interim
report included a discussion of how these checks were handled in
some homes: no records, insufficient records, possible forged en-
dorsements, endorsements by patients in such a senile condition as
to create strong doubt that they understood the significance of
their endorsement; and misuse of funds by management.

This money, by law, is inviolable. None but the patient may
have it. By government regulations, only the payee, his legal
guardian or designated relative, may have any right to endorse
the check. Of course, once the patient receives the check it is his
property and his right to use it as he sees fit. The Welfare De-
partment cannot tell him how to spend it. The problem arises,
however, with the patient who is not mentally alert enough to
recognize the subtle methods employed to separate him from his
money without an express violation of the law.

To counteract this type of abuse, the Commission recommends
that state and local welfare departments which disburse these funds
be required, to ascertain any possible misuse of such money, and to
take all necessary criminal or civil action to correct such abuses.

With an increase in the size, as well as in number of nursing
homes, growing importance attaches to the role of the business ad-
ministrator of the nursing home.

An administrator must direct the goals of the home, keep up the
morale, see that the facility runs smoothly and that the best pro-
ductivity is drawn from the staff.

This is a relatively new position in the nursing home industry.
Most homes do not now employ a trained administrator. Usually
the owner or an owner’s relative undertakes this function. In many
homes, the director of nursing, or one with an equivalent role, is
the administrator. This practice is unsatisfactory for two obvious

Recommendation No. 33

Administration
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reasons: (1) it deprives the nurse of full time performance in her
regular duties; (2) it places business administration in the hands
of a person not specifically trained for the task. With chain opera-
tions a manager with limited authority is employed, or the chief
nurse assumes that role in addition to her nursing duties.

This is a problem not unrecognized by the industry. At the re-
quest of several nursing home administrators, Northeastern Uni-
versity’s Center for Continuing Education established a curriculum
in 1961 devoted to the education of nursing home administrators.
Under the direction of Professor Francis Hurwitz the program
consists of seminars and workshops with its chief interest in what
happens on the administrative side of the nursing home operation
and its effect on the well being of patients. It is not concerned
directly with patient care.

According to Professor Hurwitz, its main objectives are to de-
velop sound management policies and practices for profitable op-
eration and to adopt procedures for meeting the demands of a
changing situation. The Commission has examined the program
material in some detail and is impressed by its professional ap-
proach and content.

All nursing homes in Massachusetts are aware of the program,
and each has received four or five notices advising them of the
basic workshop and in some instances of a rehabilitation work-
shop. The Center notifies all non-federation members and the Fed-
eration notifies its members, as to all of the scheduled workshops,
and their subject matter.

As of May 1963, the Center had conducted 31 workshop pro-
grams (this includes one in New York, 3 in Connecticut and 2 in
Maine. Of 300 participants in the New England area, one half
came from Massachusetts. The total number of participants from
Massachusetts is 157. Actually 146 administrators attended
mostly owners, all of whom had some type of supervisory job. Of
these 146, less than 30 embarked on a continuing education pro-
gram. About 120 attended one or two workshop seminars. In
other words, over a two year period, only between 15% and 20%
of the nursing homes in Massachusetts showed any interest in im-
proving their administration, and less than 5% any sustained in-
terest.
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Northeastern does not give college credits for this program, but
a certificate stating that the holder has participated in the pro-
gram is given to each participant. Thus, the limit or extent of
owners’ education is no barrier to taking advantage of the pro-
gram. The states of Vermont and Maine, through their depart-
ments of health, have been participating. Vermont pays one-half
of the cost of the proprietary owners who attend the workshops in
their region (actually these are federal funds which are used for
[health education purposes at the discretion of the Health Commis-
sioner). Vermont sent 11 persons to one workshop and four to
another.

For those with the proper background, sufficient time and funds,
George Washington University in Washington, D.C. has inaug-
urated a degree program for nursing home administrators.

In an earlier discussion in this report we have set forth our views
on a classification and grading system to improve the lot of the
patient and bring about a more equitable rate of reimbursement
for the nursing home owner who cares for public assistance
patients.

As a corollary to that recommendation, we urge that the Legis-
lature re-examine (a) the recommendations of its Joint Committee
on Public Welfare in 1958 (House, No. 2779 of 1958; reprinted in
Senate, No. 760 of 1963 as Appendix J) for establishment of a uni-
form accounting system and (b) the discussion on “Costs of Care’’
in our first interim report. (Senate No. 760 of 1963, p. 44 et seq.)

If equity is to be achieved by introducing a classification and
grading system, the state agency responsible for setting rates for
public assistance payments must have access to accurate financial
records. We have stated that there is no sound cost accounting
basis in the nursing home industry for the determination of a rate.
We are in full agreement with the Committee on Public Welfare
which, in its 1958 report, stated that “It is impossible to determine
which nursing homes are being efficiently operated and which are
being operated on a marginal basis.” In California, an accurate

Accounting Records

Recommendation No. 34
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“It is important that a bookkeeping system which accurately reflects
the details of business be used. Elaborate methods are not necessary,
but the system shall permit cost accounting to be carried on, so that the
administrator may be aware of the expenses entailed in the several aspects
of operation, e.g. salaries, food, materials, insurance, etc. Employment of
accountants for this purpose is encouraged. Permission to inspect the
system at the time of survey will be requested, not to reveal the profits
realized from operation of the facility, but to judge the effectiveness of
the accounting process from examination of a number of typical entries.
Where the bookkeeping and accounting records are maintained by an
outside agency, the Commission requires that the agency furnish the
administrator of the facility a monthly record of income and expenses.
The Commission feels this is necessary in order for the administrator to
keep abreast of the financial situation and the overall operation of the
facility.”

We shall not repeat here language of Dr. Leslie W. Knott, of
the U.S. Public Health Service’s Division of Chronic Diseases
strongly criticizing the nursing home industry’s failure to keep
sufficient data regarding operating costs. The reader may find his
words printed at length in our interim report. His remarks, how-
ever, were addressed to a nation wide situation. What of the local
picture? Here is an interesting report of testimony given at a
1958 public hearing:

accounting system is basic to accreditation. We note the following
language of the California Commission for Accreditation of Nurs-
ing Homes, published on March 1,1963:

Nursing Homes Pad Costs, State Agent Charges

Private nursing homes were accused yesterday by a state accountant
of submitting heavily padded expense accounts or refusing altogether
to reveal their operating expenses for the care of public-aid patients.

Irving Danis, accountant for the Division of Hospital Costs and Financ-
ing, made the charges at a hearing conducted by the division to determine
the rates for nursing and convalescent homes for public-aid patients.

Edward F. Connelly, representing the Massachusetts Federation of
Nursing Homes, asked for and was granted a continuance of the hearing
so that home owners could complete a study of costs.

The state rate is now $5.75 a day plus anything additional local
authorities may on an individual basis vote and an increase is being
sought.

Danis said his study showed operating costs to be $4.96 a day.
He said his study was started last February and that as of last Friday

only 378 of the state’s 590 nursing homes had provided any answers and
of these returns half were either incomplete or statements that nursing
home operators could not or would not provide the requested information.
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He based his estimate, he said, on the costs of operation of 151 homes.
The commonwealth pays several million dollars a year for the care of
public cases in private nursing homes.

Danis testified, 1. “Half of the nursing homes could not prove by their
records the number of days public-aid patients had stayed at the homes.”

2. In some cases, nursing home operators listed on the payroll relatives
who were not working. “Some even were away at school.”

3. Food costs as determined by the division was 89 cents a day per
patient. Some homes listed the cost as up to $2 a day. Some owners
bought food at wholesale then sold it at retail to the home to boost
expenses.

4. Drugs and medicines were listed as expenses even when the
owners had been reimbursed for the cost.

5. “Auto expenses were greatly exaggerated.” Owners bought large
cars stating they were needed for the home, listed the cost as from 535
to $65 a week “to cover one market-trip a week.”

6. Some home operators included their own life insurance and taxes
on their private homes as expenses.

7. Some rest home operators have formed separate real estate corpora-
tions of their own, which have title to the nursing home property. Then
they pay rental of up to $lOOO a month to the real estate corporation.

Source: Boston Globe, August 12, 1958.

The Commission has no evidence to suggest the industry has
eliminated these abuses. Fakery is still in fashion. According to
testimony of Mr. Danis before this Commission, accounting meth-
ods are still inadequate and unreliable.

The paid lobbyist for the Massachusetts Federation of Nursing
Homes who asked for and was granted a continuance of the hear-
ing in 1958 “so the home owners could complete a study of costs”
still represents that body, and in that capacity testified at a hearing
held April 4, 1963 before the Legislative Joint Committee on Public
Welfare on the acceptance of our Interim Report. A committee
member interrogated the witness generally and quoted from the
1958 news story in the Boston Globe relative to the padded costs.
He asked the witness what the Federation was doing about it or
had done. The reply was that there was nothing the Federation
could do except to ask people to keep honest books. The lobbyist
admitted there might be instances of fakery and that there was a
history of gouging but that the Federation as a rule “does not get
reports on such instances.” Curiously, the lobbyist could not
recall an instance where a home was expelled from the Federation
for such practices.

Our discussion of the needs for an adequate cost accounting
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system leads naturally to the next topic, the setting of rates of re-
imbursement for the care of public assistance patients.

In Massachusetts, 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. SOL).

Our first report pointed out that it is now common knowledge
that the nursing home field is a magnet which is attracting a
variety of investors whose motive is far removed from compas-
sionate care of the patient population. The industry has a mini-
mum capital investment in this state of about $100,000,000, based
on a patient load of more than 22,000, with investment costs per
bed, ranging from $3,000 to $7,000, or more, depending on the
project. We have received testimony to the effect that the reason-
ably smart operator in the industry expects and realizes an annual
profit of $l,OOO per bed.

The total investment figure is hardly 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.

Thus, for the experienced financial operator we have an open
invitation to capitalize on a golden opportunity. That the invita-
tion has been accepted is poignantly confirmed by many sources;
among them, the real estate editor of the Boston Sunday Herald
who wrote the following article on December 16, 1962.

“NURSING HOMES
NEW REALTY OPPORTUNITY

William E. Dorman, Real Estate Editor

Rate Setting

“If there is one real estate investment which offers an attractive finan-
cial return as well as the rewarding experience of contributing to the
comforts of the infirm, it is the nursing home, or as they are more
properly called today the nursing center.

“A nursing home is not an investment for the unsophisticated investor.
Though the returns are handsome 20 and 30 per cent on equity, it
takes a lot of know how to assemble the package and run the business.

“In fact, many realty investors are content to build the real estate and
lease to a medical group or individual with management skills. Now
there are national chains operating on this basis. Building for re-sale is
another trend.
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“And on leasing, the investor generally enjoys a 12-15 percent net on his
money leaving management cares to the doctor.

“A new 77-bed one story brick nursing home costing about $372,000
for everything, land, legal fees, architects and furnishings with 50 wel-
fare patients at $47.95 a week and 27 patients at $65 a week shows a
gross of $215,930.

“Deducting a 5 percent vacancy, you arrive at an effective gross of
$205,133.50.

“Operating expenses total $136,005.40 in this case I was studying. De-
preciation figured at 3 percent on building and 10 percent on furnishings
totaled $13,850.

“Interest on a $220,000 mortgage at 6 percent for 15 years amounted
to $7,611 a year.

“This investor figured his net profit at $61,517 with amortization off-set
by depreciation, although every investor has his own method of figuring
return and cataloging expenses, (emphasis added)

“In this conventional case the investor came up with about $lOO,OOO in
equity money. Those figures are not refined in each classification; but
they serve to show roughly what a new facility of this size is likely to
produce. Fifty-three thousand dollars were allowed for furnishings.

“F. Paul Morgan, head of a large downtown realty firm bearing his
name, has done quite a bit of pioneering in nursing home assembly and
construction.

“He stresses the security aspect of the investment through a balance of
welfare patients, and the extreme shortage of this type of property, a
shortage he says is not likely to lessen for some time because of medical
efforts in extending longevity and probable passage of medical legislation.

“Robert Allmon, assistant vice president of the Charlestown Savings
Bank . .

. said that . . . his board of investment takes better attitude to-
ward the (financing) proposal if the one-story building is designed for
possible remodeling to fit another use. This is an important lending con-
sideration these days when projects run into substantial cost and size.

“Nationally new nursing homes are being built at cost ranging from
$5,000 a bed to as high as $7,000 with a trend away from congested areas
to the suburbs.”

“Profit margins of nursing homes vary widely, naturally-depending
heavily on the type of clientele served and the services provided. As a
rule of thumb, however, the upper grade type of nursing home operation
can be expected to garner an average after taxes of anywhere from 15
to 25 percent of gross income.”

Financial wizardry, particularly in syndicate operations was cov-
ered at length in our interim report. Inordinately high interest
rates were stressed. We illustrated the case of one operator who

Another article of interest is “Nursing Homes: A New Lending
Opportunity” by Robert J. Teran, appearing in The Mortgage
Banker, July 1961 in which the author states:
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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. We cited another case, where
an operator paid a flat rate of 10% each 90 days, or at an annual
rate of 40%.

In the first case cited above it appears that it was acknowl-
edged by the lenders at the time of lending that because of the
magnitude of the weekly payment of principal required of the bor-
rower it was highly unlikely he could meet the terms of the loan.
He could not. The mortgages securing the loan were foreclosed
and subsequently the borrower went into bankruptcy losing even
his personal belongings. The Commission is informed that the
homes upon which he had borrowed have recently been sold by the
lenders to others at a profit of millions above the face of the orig-
inal loan. The industry itself freely acknowledged the existence
and prevalence of these practices.

These facts have shocked the citizens of the Commonwealth. The
usurers have not been wholly unaware of the public’s reaction
and have become alarmed. Accordingly, they “have gone under-
ground” and already evidence of their craft and chicanery has ap-
peared. One notable example is the ostensible sale of homes at
highly inflated prices, but fixing an annual interest rate at some
respectable figure such as seven percent; thus effecting a change
in “image” as to interest as well as gaining better depreciation.

Financial risks of this nature are still another blemish on an
industry that has a good share of trouble otherwise. The Com-
mission can neither ignore nor condone the evil practices of some
of the chains in respect to holding company concealment of their
true ownerships, indebtedness, usury saddled encumbrances, inter-
lockings and the like; as well as the revealed shortcomings of much
of the industry. Provision must be made for fair and complete
review, analysis and determination of all data to set a rate that
none may challenge or condemn. This requires, in our view, a com-
plete change in the present rate setting structure and the rate set-
ting authority.

At present the Director of the Division of Hospital Costs and
Finances has the exclusive rate fixing power over facilities valued
at more than $2OO million. He is the sole and exclusive arbiter of
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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 Commission has expressed its alarm
over this investiture of authority. The power concentrated in that
office would appear to be second to none in the entire Common-
wealth, and constitutes a fearful potential for abuse.

The Director has left no doubt on the minds of this Commission
that his normal work load is such that to deprive him of the nurs-
ing, convalescent and rest homes element would not in any way
distress him. On the contrary, he leaves us with the conviction
he should be relieved.

We are aware of his burdens which are further complicated by
insufficient personnel.

Thus we propose and recommend, that a Board of Bate Setting,
be set up de novo, separate and distinct from any hitherto existing
body, authority or agency, expressly to execute the mandate of the
statute that per diem rates to be paid to nursing and convalescent
homes “shall be adequate and reasonable and shall include a fair
return on invested capital” in its truest, fairest and fullest sense.

As a guide we suggest a structure substantially as follows:

(See Next Page Please)

Recommendation No. 35
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It will immediately become apparent that common sense and
good judgment dictate that such a triumvirate is best suited and
most capable to give us the solution we seek. Each member is
vitally concerned with our subject matter and should be heard.
From the decisions of the trio, equity should flow.

PROPOSED
THREE MEMBER BOARD OF RATE SETTING
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As further guidelines we may suggest and recommend that the
Board may have the power to employ a salaried Executive Secre-
tary or Director and other necessary personnel, to assist in the
due and proper administration of the duties and tasks of the
agency; to establish rules and regulations, not inconsistent with
law, necessary or incidental to the performance of its duties and
powers; to have the power of subpoena, general or duces tecum, to
take testimony and require proofs concerning all matters within
its jurisdiction and to make findings, subject to proper procedures
of appeal, which will be binding upon all parties concerned.

We respectfully urge the recognition and employment of full in-
quiries as outlined in our recommendation related to ascertain-
ment of suitability and financial responsibility of applicants for
licenses. (Recommendation No. 8 p.38 supra).

Too long has there been a lack of total collaboration among the
three principals recommended for board membership. The im-
portant objective of the proposed board is the adjudication of true
and honest capital investment which will enable the industry to
fairly compete within itself or with any other legitimate operation
where capital investment is considered an indispensable factor to
reckon with.

Before we can close this discussion of rate setting, there is an-
other facet to comment upon.

We have related the involvement of exorbitant, if not prohibi-
tive and unconscionable rates of interest and terms of financing
which have wrought considerable havoc within the nursing home
business; and have figured so prominently in the interpretation
of the essential nature of “invested capital”.

The situation demands rectification.
One possible approach to providing economic assistance is under

the auspices of the Massachusetts Business Development Corpora-
tion, organized under Acts of 1953, Chapter 671, on July 7, 1953.
In general, this corporation, in its purposes, looks toward the de-
velopment of industry in Massachusetts and also the economic wel-
fare of Massachusetts (Section 4). The powers of the corporation
are extensive, and could readily incorporate a program to aid and
assist the financing of nursing homes in co-operation with the
Small Business Administration under Section 502.
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One would naturally expect that the SMALL BUSINESS AD-
MINISTRATION CONSTRUCTION PROGRAM which was inaug-
urated in August of 1956, would normally be the primary and most
widely used source for the type of business which now goes to the
“loan sharks”. Theoretically, it should, for it is intended to pro-
vide commercial loans to convalescent and nursing homes, for the
construction of new facilites; expansion or improvement of exist-
ing facilities, purchase of equipment, facilities, machinery, supplies
or materials and working capital, at very reasonable cost.

Those specialists in our area who are thoroughly conversant
with “S B A” operation say that contrary to expectation, and con-
trary, perhaps, to S B A provisions as well, little has been done via
this medium because the borrower just can’t show enough contri-
bution of his own toward the project; and the authority is under-
standably reluctant to advance money on a single purpose security.
“Single purpose” simply means that if the home goes out of busi-
ness for any reason, it cannot, because of its very nature readily
be used for another business or purpose. In other words, the se-
curity is destroyed or diminished. Most of the homes in Massachu-
setts today are single purpose. Some authorities insist that new
homes hereafter constructed should be dual or multi-purposed in
design. We are considering the arguments pro and con but have
reached no final decision.

All the foregoing tends to confirm our previous findings that
speculation is rife; and that speculators have a taste for shoe-
string operation and would rather get mixed up with precarious
financing than put up money of their own.

There is also availability for the financing of homes through
the Area Redevelopment Act, but this piece of legislation, admir-
able as it is, provides for economic development in “redevelop-
ment areas,” only and thereby limits the extent of participation to
such a degree as to make it unfeasible for our consideration.

Affiliation with Medical Facilities
Although nursing homes are generally considered “outside the

mainstream of medical care” it is noteworthy that medical institu-
tions can learn much from the well-operated nursing home. U. S.
Public Health Service Studies in nine states indicate that nursing
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homes were able to help hospitals in such areas as (a) handling
of “bedsores”, (b) control of incontinent odors, (c) care of cataract
patients, (d) patient remotivation, (e) facility construction and
(f) handling of senility.

On the other hand, nursing homes benefit from consultation with
hospital personnel in such areas as (a) nutrition, (b) medical rec-
ords, (c) housekeeping, (d) administration, (e) maintenance, (f)
physician services, (g) physical therapy, (h) laboratory and X-ray
and (i) nursing care.

Generally, whenever and wherever a hospital-nursing home
affiliation agreement has been worked out there has been mutual
benefit through improved care in both types of institutions. Re-
grettably, such an affiliation has had limited experience in our
Commonwealth. A notable success is a worthy arrangement between
Peter Bent Brigham Hospital and the Brookline Health De-
partment carried on by Doctors James E. C. Walker and Leon
Taubenhaus. In the areas of recreational therapy a concerted
effort is being conducted for nursing home patients in Worcester
under the direction of a committee chaired by Dr. Samuel
Bachrach.

Here is a promising development, yet except for the isolated
examples cited, no major effort has been made by the state, the
hospitals or the nursing home industry to encourage it on a wider
scale. As the Division of Chronic Disease becomes more familiar
with the nursing home problem, we hope it will be able to expend
some of its effort on furthering an affiliate relationship beneficial
to both hospitals and nursing homes.

One of the handicaps under which public health inspectors have
worked in their evaluation of nursing homes is Section I-B-ll
which empowers the Department of Public Health to determine
the meaning of all nebulous adjectives and adverbs such as “ade-
quate”, “competent”, “good”, “safe”, “clean”, etc. There appears
at times to be too subjective an application of this Section in the
enforcement of the regulations. What is “good” and “safe” to one
inspector is “poor” and “dangerous” to another. We also ex-
perienced a similar problem in the evaluation of “suitability” and

Clarification of Terms
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“responsibility” of an applicant for a nursing home license. These
terms require specific definition.

Two statutes that bear further study have come to the attention
of the Commission. G.L. c. 17, s. 1, restricts the power of the
Commissioner of Public Health by giving administrative responsi-
bility to the Commissioner and the Public Health Council. There
is an explanation for this departmental structure in the law,
the Department of Public Health is defined as the “Commissioner
and the Public Health Council.” This came about as a result of
the predecessor to the Department, the State Board of Health,
having had administrative powers which the “Department” as-
sumed. Thus, when the Board was transformed into a “Depart-
ment” nearly a half century ago, the reorganization statute,
whether by design or inadvertence, did not give the Commissioner
exclusive administrative responsibility. A proposal now pending
(Senate 84 of 1963) would continue the policy making function of
the Public Health Council but would center administrative respon-
sibility in the Commissioner.

The Commissioner favors such legislative changes as are neces-
sary to give the Commissioner of Public Health proper powers to
carry out efficiently his administrative responsibilities.

The other questionable statute is G.L. c. 112, s. SOB, part of the
“Nurse Practice Act”. This law, which defines “professional nurs-
ing” and “practical nursing”, has the following exception in sub-
section (5).

“Neither ‘professional nursing’ nor ‘practical nursing’ shall mean
or be construed to prevent . . . the performance of any nursing
service for any patient in any institution licensed by the common-

The Commission therefore recommends that the regulations be
revised to permit the Commissioner of Public Health to define de-
scriptive terminology in as specific language as is possible.

Recommendation No. 36

Related Statutes

Recommendation No. 37
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wealth or maintained by the federal government, the common-
wealth or any subdivision thereof, given by any person employed
in such institution... ”

The effect of this exception, strongly opposed by the Board of
Registration in Nursing, is to permit unqualified personnel to
render nursing service in any licensed institution. It is a perfect
defense for the sub-standard nursing home operator, although its
effect extends to hospitals and other nursing care facilities.

The Commission favors a revision of language in this subsection
to provide a better degree of protection for the public against un-
qualified nursing practitioners.

#* # *

Our recommendations have covered a wide field of activity in
connection with the nursing home industry and its regulation.
Favorable action upon these proposals will surely result in neces-
sary expenditures of large sums of money by nursing homes, par-
ticularly the smaller, older homes. If higher standards are made
mandatory, the rates for public assistance payments will certainly
have to be raised to offset their costs.

Thus, in any discussion of recommendations calling for higher
standards and improved facilities, the State departments most
affected should not only be alert to these facts but also be pre-
pared to work together to facilitate administration and enforce-
ment. This calls for a close, cooperative effort, especially between
the Departments of Public Health and Public Welfare. They should
begin now making joint plans and preparations. In the public in-
terest there should be no isolated approach to the problems.

Nursing and convalescent homes are here to stay. They are
necessary and become more necessary every day. Since this com-
mission was activated last October 1,636 new beds have been
licensed. The preponderance of homes is good; their owners are
worthy and dependable. The facilities represent large investments,

Recommendation No. 38

CHAPTER IV. THE ISSUE AS SEEN BY THE COMMISSION
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large payrolls, heavy tax revenue and money potentials in every
direction. They are as deserving of protection and consideration
as any legitimately conducted business.

Our function has been to root out the minority of sub-standard
operations, expose the abuses, exploitation, and degradation, and
formulate recommendations for their correction. We regret that
this task, honestly carried out, has caused furor among the good
nursing home operators. As one editorialist expressed it, “Perhaps
the Powers committee report temporarily will damage the reputa-
tion of even our good nursing homes. But that would be a rela-
tively small price to pay for the improvements in nursing home
conditions that further work by the Powers committee can stim-
ulate.”

The editorialist was concerned with the long-range needs of the
nursing home business and the public. Our concern is no different.
When viewed in this perspective it is indeed a small price to pay.
Some damage there has been, but it is not irreparable and the cer-
tain gainers in the nursing home business are those who operate
the decent facilities. Their status, their image, their economic
position will all be improved as a result of this investigation.
Public confidence in the industry will be restored. The only ones
who can possibly defeat this progress are the operators themselves.

We have the ardent support of the public, the press, radio, tele-
vision, the nursing profession and the medical profession. Only
recently, Dr. Robert W. Buck, Secretary of the Massachusetts Med-
ical Society, expressed this vote of confidence in the Commission.

“The admirable purpose of the President of the Senate to improve the
standard of services rendered by nursing homes in Massachusetts will be
unanimously approved by all who have at heart the welfare of the aged,
the helpless and the convalescent in this State. The physicians of the
Commonwealth are wholeheartedly behind all efforts to maintain a high
and efficient level of patient care in these institutions, and will support
measures leading to the accomplishment of this purpose. They will co-
operate to the utmost in the elimination of inefficiency and neglect,
whether due to inadequate medical, nursing or sanitary supervision. The
owner and director, whether layman or physician, of any nursing home
that fails to conform to proper standards of ethical, medical or nursing
care should be subject to regulatory or disciplinary procedures that will
correct the deficiency.”

The choice is with the industry. It can join with us and work



1963.] SENATE —No. 970. 85

'I

toward a nursing home industry that will be the model and envy
of the nation. It is within our joint power; only a lack of will or
desire can defeat it.

But if the industry choice is one of opposition, let it be clear
that the Commonwealth is committed to the protection of the
health and safety of those affected. This is the solemn duty that
the members of the Commission are bound to perform. And per-
form it we will.
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Registered Nurse An applicant who furnishes satisfactory proof that she
is at least twenty, of good moral character and a graduate of a school for
nurses approved by the board shall, upon payment of ten dollars, be ex-
amined by the board, and if found qualified, shall be registered, with a
right to use the title registered nurse and to practice as such, and shall
receive a certificate thereof from the board, signed by its chairman and
secretary.

Professional Nursing —• Shall mean the performance for compensation of any
of those services in observing and caring for the ill, injured or infirm, in
applying counsel and procedures to safeguard life and health, in adminis-
tering treatment or medication prescribed by a physician or dentist, or in
teaching or supervising others, which are commonly performed by
registered nurses and which require specialized knowledge and skill such
as are taught and acquired under the established curriculum in a school
for nurses duly approved in accordance with this chapter.

Licensed Practical Nurse An applicant who furnishes satisfactory proof
that he is at least nineteen years of age, of good moral character and a
graduate of a school for practical nurses approved by the board shall,
upon payment of ten dollars, be examined by the board and, if found
qualified, shall be licensed, with the right to use the title licensed prac-
tical nurse and to practice as such, and shall receive a certificate thereof
from the board, signed by its chairman and secretary.

Practical Nursing —■ Shall mean the performance for compensation of any
of those services in observing and caring for the ill, injured or infirm in
applying counsel and procedures to safeguard life and health, in admin-
istering treatment or medication prescribed by a physician or dentist, or
in teaching or supervising others, which are commonly performed by
licensed practical nurses and which require specialized knowledge and
skill such as are taught and acquired under the established curriculum
in a school for practical nurses duly approved in accordance with this
chapter.

Appendix A

NURSING DEFINITIONS
MASSACHUSETTS BOARD OF REGISTRATION IN NURSING



1963.] SENATE —No. 970. 87

.

COMPARATIVE EDUCATIONAL REQUIREMENTS
FOR THE

PRACTICE OF PROFESSIONAL AND PRACTICAL NURSING
IN MASSACHUSETTS

Appendix B

The Board of Registration in Nursing is delegated authority to establish
minimum curriculum standards for schools of nursing and schools of practical
nursing.

The Board has informed the Commission that the need for revision of both
sets of standards has been recognized for a long time. Thus, revision of the
minimum curriculum requirements for schools of professional nursing was
recently completed. These standards became effective on July 1, 1963 and
represent the first revision by the Board of Registration in Nursing since 1944.

Revision of minimum curriculum standards for schools of practical nursing
is in process. The effective date of revised standards, however, has not yet
been determined. The current standards were issued in 1954.

Comparison of the legal statements of minimum curriculum standards for
the two types of nursing education programs poses a problem. Those for
professional nursing schools permit greater flexibility for curriculum develop-
ment than do those for practical nursing schools. Thus as shown in the chart
below the standards for the professional nursing schools involve three broad
areas with identification of courses to be included in each area. Specific
course hours are not stated. Rather, total hours for the area of instruction
and learning have been determined with a listing of understandings and
abilities to be developed, through each area.

Furthermore, the hours stated in area II C Art and Science of Nursing
represent the total number of hours that must be offered in both classroom
instruction and clinical practice.

In developing this comparative chart, the three broad curriculum areas of
the professional nursing school curriculum was used as the base. The courses
currently required by the Board of Registration in Nursing for practical
nursing schools have been fitted into this framework. Thus, all required
courses for both programs are contained in the chart. In addition, the weeks
of clinical practice as stated in the Minimum Curriculum and Syllabus for
Schools of Practical Nursing have been included. The weeks of clinical prac-
tice stated for schools of professional nursing represent current practice, al-
though they are not identified, as such, in the revised Minimum Curriculum
Standards.

In considering the educational preparation for the two groups of nurses, it
must be emphasized that the preparation of the professional nurse shall pro-
vide her with a background of knowledge and experience that enables her
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to analyze the nursing situation, evaluate the nursing needs of the patient,
determine the skills required in providing nursing care and meeting patient
needs and to assume responsibility for making nursing care assignments.
There are numerous procedures, such as the administration of medicines,
that may be executed by both registered nurses and licensed practical nurses.

Differentiation of functions cannot be based upon a list of procedures de-
signed to identify who does what or upon the medical diagnosis. Rather, dif-
ferentiation of function is dependent upon analysis of the nursing situation
and the nursing care plan that results from this analysis.

STATE REQUIREMENTS
Professional Nursing School Practical Nursing School

I. Length of Program:
State Requirement 2 academic years 15 Months
Average Length 3 calendar years 15 Months
Range 2-5 academic years 15-18 Months

11. State Required Courses:
A. Biological, physical and related sciences

Anatomy & Physiology Anatomy & Physiology
Microbiology Microbiology
Chemistry
Physics
Sanitation
Pharmacology Pharmacology
Nutrition Foods & Nutrition

(85 hrs. req.)
Total Hours .... 225 Total Hours .... 150

B. Social Behavioural & Related Subjects
Sociology Personal, Mental &

Psychology Social Hygiene
Human Relations
Growth & Development Personal & Human
Communication Skills Relations
Professional Skills
Professional Trends
History of Nursing

Total Hours .... 225 Total Hours .... 14
C. Art & Science of Nursing

Fundamentals of Nursing Care of Patient and
Patients’ Environment

Medical-Surgical Nursing
First Aid

Medical-Surgical Nursing
(includes Geriatric Nursing &

Disaster Nursing) Care of Aged
Care of Mothers & Newborn
Care of Child

Maternal & Child Nursing

Psychiatric Nursing
Total Hours .... 1060 Total Hours .... 141
(Includes clinical practice) (Clinical practice excluded)
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Professional Nursing School
111. Weeks of Clinical Practice

Practical Nursing School

Medical & Surgical Nursing
32 Weeks 16 Weeks

12 Weeks

4 Weeks

Maternity Nursing
12 Weeks

Pediatric Nursing
12 Weeks

Psychiatric Nursing
12 Weeks

Note: The above are only state requirements. Schools of Nursing may and
do require varied additional education and training.



SENATE —No. 970. [July 1963,90

The Commission finds the following figures significant in rela-
tion to recommendations:
*U.S.A. REGISTERED NURSES
Current total 734,138
Actively employed 464,138 63.2%
Not employed 231,834 31.2%
Not reported 28,430 5.2%
Predicted R.N. need in 1970 585,000
Present ratio of nurses 281/100,000
Desired ratio of nurses 300/100,000

INVENTORY (1956-1958 report)
R.N.’s employed in Nursing by field of employment .... 16,801

(License renewals 56,000)
Hospitals and other institutions, inc. Nursing Homes . 9,645 57.4%
Schools of Nursing 602 3.6%
Public Health (Inc. School Nursing) 1,298 7.7%
Private Duty 2,735 16.3%
Industrial 593 3.5%
Office 721 4.3%
Unknown 438 2.6%
Educational Programs in Massachusetts for professional nurses

Diploma Schools of Nursing under jurisdiction of hospitals . 49
Collegiate Programs 6
Junior College Programs 2

57
Student Enrollment 1961-62 1960-61

Diploma Program
.... 5592 5158

Collegiate 992 696
Junior College 77 53

Tuition Range
None 5 schools
$455.00 - $1550.00 balance

1961-62 CurrentPractical Nurse Program
Number of Schools

...
26 29

L.P.N.’s 1962
License renewed ....

14,468

First licensure 693
Practical nurse student enrollment in practical nurse programs

790
*A.N.A., Research & Statistic Unit Inventory 1962

**Mass. Board of Registration in Nursing

Appendix C

NURSING INVENTORY, NATIONWIDE AND
IN MASSACHUSETTS
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