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Statement by the 
Assistant Secretary for Health 

The quality of care being provided in the Na-
tion's skilled nursing facilities is quite properly a 
matter of serious concern to a grea't many individ-
uals, to the health professions, .and to agencies of 
Government that both regulate these facilities and 
channel vast amounts of public moneys to pay for 
their services. That concern, obviously, is height-
ened by disclosures of seriously deficient care, by 
sometimes tragic evidence of inadequate fire and 
safety protection, and by allegations of fraud the 
victims of which are not only the patients them~ 
selves but also the taxpayers whose dollars are 
supposed to be providing high quality care in 
safe, comfortable, and properly managed facili-
ties. 

In response to a Presidential initiative and to 
the will of the Congress as expressed in Public 
Law 92-603, the Department of Health, Educa-
tion, and ·welfare is engaged in a broad campaign 
aimed at improving the performance of long-
term care facilities. This report presents the re-
sults of a key element in the campaign, namely a 
survey of skilled nursing facilities that was con-
ducted to obtain a clearer picture of the care actu-
ally heing provided, the health status of patients 
and residents, and the physical environment and 
man.agerial setting as they affect both the quality 
and the cost of skilled nursing care. 

While the primary purpose of the survey was 
data collection, a purpose that has, I believe, been 
fully met, the longer range and more significant 
goal involves identifying the need for change in 
the roles and responsibilities of the Department 
and other agencies and organizations that have a 
legal or professional responsibility for the serv-
ices and care rendered in the Nation's skilled 
nursing facilities. 

The preparation and distribution of this sta-
tistical report and recommendations does not 
mark the end of the efforts underway. Validation 
surveys will continue through 1975 and will in 
fact be increased. Like the initial survey reported 
here, these validation site visits will be unan-
nounced. In addition, a departmental management 
information system is being designed so that in-
formation obtained either through surveys or 
through periodic certification inspections can 
quickly identify those facilities that are not in 
compliance with existing regulations. 

Obviously, the States carry the primary burden 
of monitoring the performance of skilled nursing 
facilities, thus the State surveyor has a critical 
and continuing responsibility to evaluate not 
merely the physical surroundings and facilities of 
nursing homes but also the health status of the 
people residing in them. For this reason the De-
partment has placed strong emphasis on the train-
ing, credentialing, and licensing of State survey-
ors and on the training of providers and health 
personnel at all levels. In addition, the nursing 
home ombudsman demonstrations that the De-
partment· has funded, and the results of which 
are now being evaluated, appear to offer nursing 
home residents a much-needed voice in the care 
and services being provided them. 

I hope that this report will receive wide circula-
tion both because the information it contains of-
fers a uniquely perceptive view of the health of 
persons residing in skilled nursing facilities, and 
more important because it can provide the basis 
for constructive cooperation among all of us who 
are seeking the best possible life for present and 
future residents of skilled nursing facilities. 

THEODORE COOPER, M.D. 
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Foreword 

"Nursing home care is a field with a brief past 
and an important future. 1Ve have come a long 
way in a short time." 1 

One fonrnrd step was accomplished when the 
President signed Public Law !:>2-603 to establish a 
common definition of care and mandate a single 
set of nursing home standards for health, safety, 
environment, and staffs in skilled nursing homes. 
These Federal standards ,rnre issued Jan nary 1D7 4. 

On June 21, mu, the Department announced 
the special long-term care improvement campaign, 
consisting of four projects. 

The first was a visit to a sample of skilled nurs-
ing homes across the Nation by teams from the 
Department's 10 regional offices and headquarters. 
The purpose was to identify the needs and deter-
mine where the Department's emphasis should be 
to impro,·e the quality of care and provide a safe 
environment in nursing homes. 

A second element of the campaign im·olvPd 
setting up a Long-Term Care Management In-
formation System with a rapid response capability. 
The system must be capable of responding to the 
steady demand for quick information about sur-
veys, certification status, Life Safety Code inspec-
tions and other matters. This system will link up 
the data-gathering apparatus at headquarters, re-
gional, and State offices. 

A third project will be to establish a monthly 
cost of care index for long-term care. The plan is 
to arrive at a national index and 10 reo-ional in-
dices-and one for Skilled and another for Inter-
m<.'diate facilities. The indices will ga1we aclmin-
. b 
1stration, nursing, food, and costs and will help to 
guide Federal and State reimbursement policies. 

Another project in this campaign will be to 
develop uniform inspections and uniform ratino-s 
f . b 
or nursmg homes. 

1 
Remarks by Under Secri>tary Frank C. Carlucci, De-

partment of Health, Education, and ·welfare, before the 
~~E>eting of State Surveyors, St. Petersburg, Fla., June 21, 
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Part of this plan will be to develop a uniform 
scorecard for grading nursing home care. An "A" 
would then mean the same thing in any State in 
the country. 

This report is limited to the presentation of the 
findings of the Long-Term Care Facility Im-
provement Study. The findings are different from 
those of other studies particularly because for the 
first time a patient assessment form specifically 
designed for long-term care facilities was used on 
a national basis. 2 Most existing survey forms cur-
rently used to survey nursing homes are designed 
for short term, acute care facilities such as hos-
pitals. Further, since the main purpose of the sur-
vey was fact finding no effort ,Yas made to utilize 
the survey findings for certification purposes. Only 
skilled nursing facilities were included in the 
survey. 

The staff of the National Center for Health 
Statistics provided continuing consultation and 
assistance in selecting the sample and in designing 
the sampling procedures. These are described in 
detail in the report. 

The Federal regulations governing Skilled Nurs-
ing Facilities published in the January 17 and 
October 3, 1D74, regulations were used as a basis 
for comparing the survey findings. These Federal 
regulations represent minimum standards and ap-
pear in appendix F. 

It ,ms not the intention of the survey to sub-
stantiate the common allegations made about lack 
of care in nursing homes. The survey process did 
not permit the collection of data and information, 
for example, about patients left sitting in chairs 
for extended periods of time nor the extent of use 
of .-arions types of physical restraints and locked 
rooms for patient control. No assumptions or 

• U.S. Department of Health, Education, and Wel-
fari>, Health Administration. Patient Classification for 
J,ong-Term Oare: Users Manual. DHEW Pub. No. (HRA) 
74-3107. (Washington, D.C.: U.S. Government Printing 
Office, December 1973). 
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judgments can be made about the physical and 
mental abuse of patients. A realistic picture of 
patient's needs for care associated with their 
pathophysiologic and psychosocial conditions and 
the related practice and service requirements to 
satisfy these needs was sought. 

In many cases, the social and economic needs of 
older people can be met much better through pro-
grams that permit self-sufficiency for older people 
in their own homes. It is important to make it pos-
sible for older people to keep functioning in their 
own homes. We have not yet begun to realize the 
full possibilities-human and economic-of ex-
panding home health services. Long-term care 

vi 

should be based on what the individual needs, and 
not be limited to institutional care. 

We are truly grateful to the large number of 
persons who contributed to this survey research 
project, especially the Department's Office of 
Nursing Home Affairs staff and the Regional Di-
rectors of the Offices of Long-Term Care Stand-
ards Enforcement. ( See appendix E.) 

FAYE G. ABDELLAH, 

Assistant Surgeon General 
U.S. Public Health Service. 
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CHAPTER 1 

Historical Overview of DHEW's Efforts 
in Long-Term Care 

In 1965, Congress passed Public Law 89-97 and 
established Medicare and Medicaid under Titles 
XVIII and XIX of the Social Security Act to 
help meet the health care needs of the over 65, and 
the poor. One of the benefits provided coverage of 
care rendered by a certified nursing home. Certifi-
cation was obtained by demonstrating compliance 
with Federal regulations directed toward assuring 
an acceptable quality of care. Since the mid-sixties, 
the regulations have gone through an evolutionary 
process-from ensuring safety to a greater focus 
on the need for achieving an optimum quality of 
life and car~keeping in mind the need to provide 
the technical assistance to States to suppo1t their 
efforts to upgrade nursing homes. In 1972, the 
Congress approved creation of unified standards 
and regulations governing skilled nursing facili-
ties under Titles XVIII and XIX. 

The Nursing Home Improvement Program, re-
sulting from President Nixon's August 1971 mes-
sage and subsequent administration interest and 
directiYes, has intensified and broadened activities 
already underway and initiated new activities 
where needed. Response to these priorities has 
focused on improving the quality of care and life 
through innovation, experimentation, evaluation, 
and technical assistance. 

One of the initiatives was to provide a Depart-
mental focal point for standards enforcement and 
facility improvement, and further development 
and coordination of long-term care policy in the 
Department. These responsibilities were assigned 
to th~ Office of Nursing Home Affairs (ONHA), 
Pu?hc Health Service. Additional responsibilities 
assigned to this Office have been expanded to in-
clude aging in the Public Health Service and 
Ho~e Health Services. The staff of ONHA co-
ordinates long-term care procrram aspects of 
age· th o ncies roughout the Department. In the same 
way that ONHA's original responsibilities have 
~xpanded, so have the other initiatives been modi-

ed to respond to continuing needs in the area of 

long-term care. A brief review of the accomplish-
ments are in the subsequent paragraphs. 

Development of uniform standards for skilled 
nursing facilities (SNFs) .-In January 1974, 
uniform Federal regulations governing partici-
pation of skilled nursing facilities in Titles XVIII 
and XIX were published, and interpretive guide-
lines for professional and consumer groups as 
well as instructional guidelines and forms for sur-
veyors were developed. The process by which these 
are developed seeks to assure that standards are 
reasonable, yet adhere to sound professional prac-
tice. The regulations provide a streamlined ef-
ficient mechanism for inspecting and certifying • 
nursing homes receiving Federal funds and places 
special emphasis on the health and safety of 
patients. 

On October 3, 197 4, additional standards were 
published in final -form after having heen pub-
lished as Notice of Proposed Rulemaking on May 1 
for comment. Requirements for medical direction, 
7-day registered nurse coverage, discharge plan-
ning and patients' rights were established. These 
four standards have been long awaited to en-
hance the quality of care and life that ONHA 
and the Department had made a commitment to 
improve. 

In January 1974:, the regulations governing ln-
temiediate Oare Facilities (ICF) were also pub-
lished, creating in response to congressional legis-
lation, a new level of care to be provided under 
the Medicaid program. 
• Working with DREW, the Department of 

Housing and Urban Development established a 
guaranteed loan program called for by Public Law 
93-204. Provisions of the program, published in 
the FEDERAL REGISTER of August 12, 1974, will as-
sist facility administrators to purchase and install 
fire safety equipment which would enable them to 
meet the Life Safety Code (LSC) requirements of 
the SNF and ICF regulations. 
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The Life Safety Code Suney training sessions 
were held for State and regional office personnel. 
Approximately 230 State people attended these 
sessions ,vhich were geared to improving interpre-
tation and documentation requirements and survey 
techniques. In addition, a contract has been en-
tered into with an outside consultant for the de-
velopment of an audiovisual training program 
,,hich can be used by State suney personnel to 
improve their understanding and application of 
LSC requirements. 

0 mbudsman demonstration.- 'The seven nursin o-
l' 

home ombudsman demonstration projects which 
were initiated follmYing the initiatives were trans-
ferred from the Public Hea,lth Service to the Ad-
ministration on Aging (AoA) in 1973. An assess-
ment of the experiences of the various models for 
resolving grievances of patients in nursing homes 
has been completed. The AoA plans to expand 
these units as part of its advocacy role for aging. 
Iri fiscal year 1976, AoA plans to assign one full-
time person to each State to provide leadership in 
developing an ombudsman program in that State. 

Surveyor training.-On August 7, 1974, Public 
Law 93-368 extended for 3 years (until June 30. 
1977) the 100 percent Federal funding of salaries 
and training of suneyors of long-term care facili-
ties which was provided for in the original intia-
tives. In accordance with recommendations, con-
tinued support was needed to ensure that States 
could complete inspections required to certify fa-
cilities and assist them to maintain compliance 
with regulations. Each region has a Health Fa-
cility Survey Improvement Program coordinator 
to identify specific need for surveyor training. 

ProvUe1· training.-Through contracts awarded 
by the Division of Long-Term Care, National Cen-
ter for Health Services Research, HRA, patient 
care personnel throughout the country, represent-
ing all categories, \'.ere provided with opportuni-
ties for short-term training. The total reached by 
such opportunities since this initiative was imple-
mented is over 100,000. Long-term care coordina-
tors ham been designated in all DHE"W regions 
and nine regions have identified a "center of excel-
lence" within their jurisdiction, a long-term care 
facility where onsite training can be given to inter-
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disciplinary teams from other facilities. Materials 
from earlier contracts have been produced for 
distribution. 

Research and development and data collection.-
Through contracts and grants, studies are being 
:onducted by the DREW in the areas of (1) qual-
ity of care; (2) assessment of alternatives to in-
stitutional care; and ( 3) data collection. ONHA 
coordinates these efforts throughout the Depart-
ment to avoid duplication. 

During 1974, the nationwide sample survey of 
nursing homes, their residents, and staff, was com-
pleted by the National Center for Health Statis-
tics. Data ( including cost data) based on a sub-
sample (nearly 300 of the 2,112 homes included in 
the survey) has been published. Surveys are 
planned on a continuing basis for every 2 years. 
This means that essential trend information as 
well as current estimates on this rapidly expand-
ing sector of the health care delivery system will 
be available for planning, providing, and estab-
lishing standards for long-term care. 

Several other data programs within the Depart-
ment include long-term care information from the 
Bureau of Health Insurance (SSA), Medical 
Services Administration ( SRS) as well as the Ex-
perimental Health Services Delivery Systems 
( HRA) . Attention will be given to consolidating 
these data at headquarters and regional offices. 

Section 2213 of P .L . 92-603.-Experiments and 
Demonstration Projects on Reimbursement. The 
Secretary was authorized to under•take studies ex-. ' • penmen'ts, or demonstration projects with respect 
to : Various forms of prospective reimbursement 
of facilities; ambula'tory surgical center; inter-
mediate and skilled care and homemaker services 
( wi,th respeot to the extended care benefit under 
Medicare) ; elimina'tion or reduction of the 3-day 
prior hospi'talization requirement for admission to 
a skilled nursing facility; determination of the 
most appropriate methods of reimbursing for the 
services of physicians' assistants and nurse prac-
titioners; provision of day care services to older 
persons eligible under Medicare and Medicaid · 

' and, possible means of makina- the services of 
clinical psychologists more ge~ierally available 
under Medicare. 

CHAPTER 2 

Survey Methodology 

On June 21, 1974, Under Secretary Frank C. 
Carlucci announced the Long-Term Care Facility 
Improvement Campaign, an accelerated project 
directed toward upgrading the quality of care pro-
vided in the Nation's nursing homes. A multi-
faceted effort, the campaign will ultimately ad-
dress a number of diverse issues relating to long-
term care, including development of a computer-
ized information system, development of a month-
ly cost of care index, and a nationwide uniform 
inspection and rating program for nursing homes. 
At that time, the importance of this project was 
emphasized, not only because of its immediate im-
pact, but even more importantly because of the 
role it will play in future planning for long-term 
care as the campaign progresses. 

SURVEY PURPOSE AND FORMAT 

To appreciate the purpose of the surveys, it is 
helpful to consider them in the context of the 
overall campaign. In order to achieve the cam-
paign's broad goal of upgrading nursing home 
services, it was deemed necessary to assess care-
fully and objectively the current status of this level 
of care. In short, baseline data were necessary to 
identify needs, develop programs to meet those 
needs, and measure the overall success of the initia-
tives undertaken. The role of the surveys was to 
collect this baseline data. • 

Using a scientific approach for data collection, 
steps were taken in accordance with established 
statistical and research principles to eliminate bi-
ases which might otherwise destroy the integrity 
of the surveys. For example, all visits were un-
announced to assure that a true profile of the 
home's normal operations was obtained ; homes to 
be ~urveyed were selected randomly on a regional 
basis and w·th • k • 1 no pnor nowleda-e concernmg 
tho f" ·1· • • 0 

se aci 1t1es ultimately selected. Orio-inally the 
total fi f • • 0 

' gure o 304 v1s1ts was selected as the mini-

mum number acceptable if the data collected were 
to be regarded as nationally representative. 

It is essential that the purpose of the campaign 
surveys be carefully distinguished from surveys 
conducted for the purpose of certifying homes for 
participation in the Medicare and Medicaid pro-
grams. The campaign surveys were conducted 
solely as a data collection process with no formal 
relation to the certification procedure. 

The suryey instrument used differed markedly 
in format, content, and underlying philosophy 
from previous instruments and particularly from 
those used for certification purposes under Titles 
XVIII and XIX. The underlying premise of the 
Titles XVIII and XIX survey form is that by 
measuring the capacity of a facility to provide an 
acceptable quality of care, the Federal Govern-
ment may assume that the facility is in fact pro-
viding care of that quality. In short, the XVIII 
and XIX forms measure capacity and infer qual-
ity. The suney report form used in the campaign 
was in some respects more ambitious than its pred-
ecessors in that its objective was to measure quality 
directly without reliance on surveyor's inferences 
and assumptions. 

Becauioe the Office of Kursing Home Affairs 
(ONHA) serves as the Departmental and Public 
Health Sen·ice focal point for Long--Term Care 
and nursing home affairs, ONHA staff was asked 
to take the leadership role to plan, conduct, and 
coordinate the Long-Term Care Facility Im-
provement Campaign's survey research project. 
(The sequential progression of six phases during 
197-! and 1975 are shown on the flow chart-figure 
1.) 

RESEARCH PLAN 
The initial campaign plan was made with an ad 

hoc executiYe committee of representatives from 
various segments of the Federal health sector who 
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served in an advisory capacity. These representa-
tives included health professionals from such com-
ponents as the National Center for Health Statis-
tics, National Center for Health Services Re-
search, Bureau of Quality Assurance of the 
Health Services Administration, Social Security 
Administration, Social and Rehabilitation Serv-
ice, Administration on Aging, and Office of Re-
gional Operations. Task forces were formed to 
obtain professional expertise to select the survey 
format and instruments. 

Oonsitltation.-Outside as well as Federal con-
sultants were brought into the project at frequent 
intervals during the team training phase, when 
data were being prepared for analysis, and during 
the data analysis stages. One advisory group con-

sists of representatives from Michigan State Uni-
versity, Harrnrd University, Johns Hopkins Uni-
versity, Syracuse University, and others (see ap-
pendix B). These key indiYiduals had assisted 
in the original development of the patient classi-
fication approach and the Patient Classification 
for Long-Term Care Users Manual that were 
used. in this survey. 

Dissemination of finclings. - The fourth phase 
( see flow chart) was marked by the publication 
of the Long-1'e1'"1n Oare Facility hnp1'oveme-nt 
Study: lnte1·im Rep01 t. After completion of the 
lntioductory Report (phase V), there will be 
subsequent monographs (phase VI) that ,Yill pre-
sent in-depth data analyses of drug prescribing 
patterns, nursing care, and other important sub-
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Implementation of L TCFIS Research Plan 

jects, such as assessing health care needs in skilled 
nursing facilities. 

THE SAMPLE AND HOW IT WAS SELECTED 

The nursing home survey was intended t? pro-
vide a picture of skilled nursing homes i_n the 
United States participating in the Me~1care/ 
Medicaid programs and the care being provided to 
beneficiaries in these homes. Survey mstrume~ts 

cl procedures were designed to collect baselme 
~i~formation on the quality of care and its related 
costs to guide decision-makers in planning future 
programs in long-term care. . 

Since it was impossible to survey all 7,526 slulled 
nursing facilities participating in the Medicare/ 
Medicaid programs at the time of survey, condu~-
tion of a sample survey was necessary. In tlus 
kind of survey, sampling is the process of cho?s-
ing part of a group (the sample) about which 
we wish to make generalized statements so that 
the selected part will represent the total group-
in this case, all 7,526 skilled nursing homes. 

A two-stage stratified random sampling design 
was employed. The initial stage involved the 
selection of homes. In the sampling process, homes 
were divided into three groups or strata based on 
their size. In the second stage, a sample of patients 
was drawn from the homes in the sample. The 
random selection procedures gave an equal chance 
for every skilled nursing home participating in 
the Medicare/ Medicaid programs to be selected in 
the sample. In turn, every Medicare/ Mrdicaid pa-
tient in these homes also had an equal chance of 
being selected. 

The particular sampling process nsed resulted 
in the selection of 288 homes. (Figure 2-Map.) 
From this sample, it is possible to make general-
ized statements about the 7,526 skilled nursing 
homes. The specific procedures for selecting both 
the home and patient samples are described in de-
tail belmY. In general, the samples were designed 
to make reliable national estimates. 

Selection of Nursing Homes 

Since the study was designed to obtain a na-
tional picture of all types of skilled nursing homes 
participating in the Meclicare/ Meclicaicl program, 

588 - 459 0 - 75 _ 2 

it was necessary to ensure that all regions of the 
country and all sizes of institutions were repre-
sented in the sample. To achieve this objective, the 
follmYing procedures were used: 

1. The U.S. Department of Health, Education, 
and Welfare (DREW) 1974 list of all nurs-
ing homes in the United States participating 
in both the Medicare and Medicaid programs 
,Yere cli ,·ided into the 10 DHE'W regions. 
(See map of these regions and the number of 
homes surveyed.) 

2. These lists were sent to the regional offices to 
determine which homes were skilled nursing 
homes and which were currently participat-
ing in the Medicare / Medicaid programs and 
,,hich ,Yere currently in operation. 

3. The researchers then took the lists of ~Iedi-
care/ Mcdicaicl certified skilled nursing fa-
cilities from the 10 regions ancl di ,·idecl them 
into 3 categories based on size: 

• those with less than 50 beds 
• those with 50-99 beds 
• those with 100 beds and over 

4. Using these three strata (bed-size categories), 
three lists of homes were made for each 
reo-ion. Homes ,Yere listed in the following 
order: alphabetically by State wi_thi_n the 
region, alphabetically by county wi_thi_n the 
State, and alphabetically by name withm the 
county. 

5. To ensure that certain nursing homes were 
not overburdened with DREW surveys, 
those homes used by the Department's Na-
tional Center for Health Statistics Nursing 
Home Surrnv conducted in 1973 were re-
mm·ed from· the lists. Since the National 
Center for Health Statistics plans to include 
in its 1975 survey facilities with 50? o~ more 
beds homes of this size were ehmmated. 
Thc/e were 32 of these homes at the time of 
the survey. 

6. Homes • ,yere then selected from each of the 
30 lists by using the following random start 
procedures: 
• The first home was randomly selected from 

the ]ist. Thus, each nursing home had the 
same probability of being selected as any 
other home. 

• Usino- the home selected in the first step 
as the starting point every 30th home ?n 
the list was selected if it ,Yere on the hst 
whose bed-size category ,vas l_e~~ than 5o: 
every 25th home was selected if it ,vere on 
the ·list whose bed-size category was be-
tween 50-99: and every 10th home was 
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U.S. DEPARTM~NT OF HEA~ TH, EDUCATION, AND WELFARE 
Regional Boundaries and Regional Offices 

REGION I: BOSTON, MASS. (20) REGION VI: 
II: NEW YORK, N.Y. (26) 

Ill: PHILADELPHIA, PA. (25) 
IV: ATLANTA, GEORGIA (29) 

CHICAGO, ILLINOIS (70) 

i North Dakota 

I 

_ _ _ /-sooi,:; Dakota -
Wvoming ---j - --

VIII 
t,N:::eb::O:,~a,~ka~....,_.__ J Iowa 

VII 
' 

VII: 
VIII: 

• _ _ _ ~isSOu-ri 
Kansas ~·· 

Denver , .. 
Kantas City 

Texa-; l Oklahoma 

' 

- ___J 

t I 

--,.._,~-

VI • • 
Dallas \ 

Figure 2 

DALLAS, TEXAS (18) 
KANSAS CITY, MO. (11) 
DENVER, COLORADO (16) 
SAN FRANCISCO, CALIF. (53) 
SEATTLE, WASHINGTON (20) 

Regional 0istribution of 288 Facilities Surveyed 

selected if it were on the list whose bed-size 
category was 100 beds or more. • Selection of Residents 

These p~ocedures were used to ensure that homes 
sele_cted m the sample in these three bed-size cate-
gories were represented in the same proportion 
as they are among all 7,526 skilled nursing homes. 

These procedures vesulted in the selection of 354 
ho~es. Because of time, staff, and money con-
stramts the 35~ homes were reduced to 304 homes. 
Random select10n procedures were again applied 
to. each of 354 homes to eliminate 50 homes. In 
spite of all of the precautions taken to ensure 
~hat this sampling would be as accurate as possible 
it was found when going into the field that 16 
hom~s were either no longer participatino- in the 
Me~1care/Medicaid program or did n~t have 
patients that could he included for study. This re-
duced the sample to 288 homes. 

One of the aims of the survey was to determine 
the status of nursing home residents. Since it ,ms 
not feasible to obtain detailed information about 
~11 of the residents in the homes selected for study. 
~t was necessary to institute procedures for select~ 
mg a sample of residents. Designers of the study 
felt that because of time constraints it would not 
be feasible to obtain reliable information on any 
more tha~ 15 patients in a home. The following 
procedure~ ':ere used to obtain the sample patients. 
When arr1vmg at a home,, surveyors obtained a 
roster of current residents who were being reim-
bursed through the Medicare/Medicaid programs. 
Random start selection procedures of the same 
type as described in the sixth step of the nursino-
home sampling procedures were then used 
select the sample Medicare/Medicaid residents. 
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The number of residents to be surveyed varied 
depending on the size of the home. The number 
ranged from all Medicare/Medicaid patients who 
were available at the time of the survey in homes 
of 15 residents or les,; to 1 out of every 35 for homes 
having up to 500 rPsidents. (See appendix A for 
the forms and instructions used in selecting the 
sample patients.) 

RELIABILITY OF THE ESTIMATES 
In interpreting the findings from this survey1 

the reader should keep in mind that this was a sam-
ple survey, and that the sample was designed to 
make national estimates. Since all 7,526 skilled 
nursing homes were not surveyed, it is only possi-
ble to present information or to make the national 
estimates based on the 288 homes in the sample. In 
other words, the 288 homes have to represent all 
7,526 homes. The estimates made from a sample 
survey will of course not be quite the same as if a 
complete census had been done. Statisticians refer 
to the difference between the estimate which is 
made on the basis of a sample and that which 
would be obtained from a complete census as the 
"standard error of the estimate". The relative 
standard error of an estimate is obtained through 
a mathematical procedure in which the standard 
error of an estimate is divided by the estimate itself 
and is then expressed as a percent of an estimate. 
The chances are about 68 out of 100 that an esti-
mate from the sample would differ from the com-
plete census by less than the standard error. The 
chances are about 95 out of 100 that the difference 
would be less than twice the standard error and 
about 99 out of 100 that it would be less than 2½ 
times as large. The following table 1 illustrates 
this estimation procedure and what it means in 
interpreting the data in this report. 

Table 1.-Number of facilities classified according to whether pharmacist 
provides written comments concerning review to the medical director 

Written comments provided to medical director 

Relative 
Count Percent standard 

~:~~::: ::::: :::: :-::::: ::::::::::: :::::::::::: 
Total ___________________________________ _ 

Unknown ------------------------------

l, 239 
5,352 

6,591 

1,301 

18. 8 
81. 2 

100. 0 

error 

0. 18 
. 04 

The relative standard error in table 1 may be 
interpreted as follows: The sample estimated is 
that in 5,352 or 81.2 percent of all homes the phar-
macist did not provide written comments to the 
medical director. A relative standard error of 0.04 
is equivalent to 214 homes or 3.2 percent. Hence, 
the chances are about 2 out of 3 that in the total 
population, the number of homes in which the 
pharmacist did not provide comments to the medi-
cal director lay between 5,352 ± 214 homes, or 
equivalently 81.2 ± 3.2 percent. Similarly, the 
chances are 19 out of 20 that the number of homes 
in the total population where the pharmacist did 
not provide written comment is 5,352± (2 X 214) 
or a range of 4,934-5,770. A comparable range in 
percent of all homes is 74.8-87.6 percent. 

As in all sampling surveys, certain difficulties 
were encountered in the execution of the sampling 
plan. For example as mentioned previously, 9 of 
the 16 homes were not surveyed either because they 
were closed or were no longer participating in the 
Medicare/Medicaid programs when the surveyors 
went into the field. In other cases, Medicare/ 
Medicaid patients were not available for inter-
views. To overcome these and other difficulties. 
estimation procedures were introduced into the 
data during the analysis stage. Essentially, the es-
timating procedures used corrected for "nonre-
sponse". They included correcting for missing data 
when: (a) Homes in the sampling frame were not 
surveyed; (b) when Medicare/Medicaid patients 
were not available; ( c) when particular forms 
were missing; and (d) when individual question-
naire items were incomplete. The technical details 
of the estimation procedures are explained in ap-
pendix A along with the formulas employed. 

METHODS AND PROCEDURES 

The Study Team 

Fifteen study teams of DREW employees were 
used to collect the survey data. Each team was com-
posed of a physician, nurse, administrator, nutri-
tionist, pharmacist, physical therapist, fire safety 
engineer, and a social worker. Each of the 10 
DREW regions supplied 1 team, the remaining 5 
teams were staffed from Public Health Service 
Headquarters. Fifteen additional health profes-
sionals were alrn selected from headquarters to 
serve as replacements in case of absences of mem-
bers of the regular teams. 
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Selection of Team Members 

Public Health Service Headquarters and the 10 
DHE1V regional offices asked for rnlunteers from 
the 8 disciplines outlined above to serve as sur-
veyors. The credentia.Is of the volunteers were pre-
sented to the study directors. The qualifications of 
potential surveyors were then individually re-
viewed to determine whether they met special cri-
teria established by the researchers. 

Priority in selection of team members were gfren 
to candidates having the following qualifications: 

certained, 1- to 3-day intensive training programs 
were conducted for the campaign survey. The sur-
vey purpose, format, and survey research method-
ology were made explicit through comprehensive 
lectures and discussions. 

The orientation emphasized that the campaign's 
broad goal was to upgrade nursing home services 

• ' so 1t was deemed necessary to assess carefully and 
objectively the current status and level of nurs-
ing home care. It was conveyed that baseline data 
were to be obtained to identify needs, develop pro-
grams to meet those needs, and measure the over-
all success of the initiatives undertaken. 

• H~alth_ status and physical stamina that per-
mit a ngorous travel schedule. 

• 1Vork experienre in nursing home standards 
formulation, survey and certification proce-
dures and standards enforcement. 

• Recent clinical or work experience in a health 
field closely related to or associated with the 
nursing home ,fields of practice. 

• Personal qualification-demonstrated high 
standards of_ performance, a~d 3:n ability to 
work well w1th others, an obJective attitude 
and soimd judgment. ' 

Special criteria were established for each disci-
pline. For example, the criteria for physicians were 
as follows: 

Educational B ackgrou,nd: 
• Graduation from an accredited medical school. 
• ~~sidency tr~ining in geriatrics, internal med-

1cme, or family practice preferred. 
Knowledge and Experience: 

• Kn~nvledge of medical audit and utilization review. 
• ~ecent clinical experience in geriatrics chronic 

illness, or rehabilitation preferred 'but not mandatory. 

As a further example, nurses were selected on 
the basis of their educational background and ex-
perience, such as : 

• Current license to practice in a State as a reO'is-tered nurse. ,., 
• Ad~anced education or experience in adminis-

t~at1on, supervision, geriatrics, or rehabilita-t10n. 

K no-wledge and Experience: 
• Experi~~ce in nursing- service administration, 

super~1s1on, or ward management, and 
• Exp~nence in geriatrics and rehabilitation nursmg. 

It was emphasized that as a data collection tool 
the survey process must be utilized in a scientifi-
cally ralid manner. For this reason, steps were 
taken in accordance with established statistical 
and research principles to eliminate biases which 
might otherwise destroy the integrity of surveys. 
All visits were unannounced to obtain a profile of 
the home's normal operations. For this reason 
only, a strictly limited number of people in the 
Nation knew the identity of a home to be sur-
veyed until the day of the visit. Homes to be sur-
veyed were selected randomly on a regional basis 
to attain the number acceptable for nationally rep-
resentative data. 

It was essential that the purpose of the cam-
paign surveys be carefully distinguished from sur-
veys conducted for the purpose of certifying 
homes for participation in the Medicare and Medi-
caid programs. That is, the campaign surveys 
were to be conducted solely as a data collection 
process with no formal relation to the certification 
procedure under Titles XVIII and XIX. 

The central tool of the surveyor was considered 
to be his or her professional training and expe-
rience, since the questions on the various forms 
were drawn from the basic tenets of the several 
disciplines represented on the teams. In the final 
analysis the surveyor's common sense, courtesy, 
professional expertise, and initiative were consid-
ered invaluable contributions. 

Orientation and Training of Team Members 

After the manpower requirements for the na-
tional sample survey of nursing homes were as-

Emphasis in this health care survey of a 
randomly selected national sample of nursing 
homes was placed upon assessment of the quality 
of care (health, nutritional, and psychosocial) in 
relation to costs as they affect the provider, con-
sumer, Federal Government, and the evaluation of 
safety and environmental factors. A patient classi-
fication assessment tool, for example, was used to 8 

determine if patients were properly placed in the 
facility. . · · t -

During the training sess10ns, extensive i~s rue 
• • "ded to the surveyors on thell' own twn was provi . _ 

duties and responsibilities durmg the_ sur_vey pe 
• d Each discipline was given special mstruc-

no • ' • ( ) f the t • 1·11 order to complete their portion s o 
IOllS · t• f • Content of the survey ms rumen survey oims. tl 

d• ssed item by item to ensure that rnre were iscu ·t 
mparable understandin. g of all survey i ems. 

~00' . t" In addition, considerable _time _was spen m 
• • sessions in the discuss10n of the survey trammg . h t · s 

h methodology includmg sue opics a, researc ' . 
survey sampling and survey techmques. 

SURVEY INSTRUMENTS 

Content of the Instruments 
I al the forms were designed to measure n gener, , · 1 d 

l t nd quality of care rendered to me u e t1e cos a • b'l" t' d men the physical, nutritional, r~ha I ita ive, an -
ta] health status of the recipients of care. 

Four basic instruments "·ere used to collect 
data about the home: 

1. Identifying form-inclubdedd 1:msic character-
istics of the home such as e size. f 

2. Financial form-used to assess the costs o 
providing care. 

3. Fire safety form-measl~1rlesdthe fcotnfornmdafinrcee 
of facilities with estab is 1e sa e Y a 
standards. . f tl 

4. Facility specific form-co!ls1stts o 1el_csi.eecs-
tions on management, paben care _po I ' 
nursino- rehabilitation, pharmaceuti?al, nu-
trition ""~nd dietetics, and psychosocial fac-

T,;ib~sic forms ,vere used to collect data about 
the patient: . . 

l. Patient a,ssessment forin.-Th1s mstrull1;ent 
describes the individual patient at the time 
of the survey. Data are provided ab<?ut a p~-
tient's status from several perspectiyes: h~s 
physical function, hi~ imp:1-irments, his _medi-
cal risk status, and lus soc10demographic sta-
tus. .b 

2. Patient specific form.-This form ~escn es 
the care being provided t_o. the pat!ent and 
includes: patient care pol!c1es, medical c~~e 
including diagnosis, nursmg. c_are, rehab~li-
tation, pharmaceutical, nutrit10n and die-
tetics,· and psychosocial aspects of care. 

How Survey Instruments Were Developed 
Patient assessment f orm.-The patient assess-

ment form is the outgrowth of a series of work-
shops sponsored by the U.S. Public Health Serv-

ice in the years 1965-69. During these wor!{sh?ps 
researchers and those delivering and momtormg 
care attempted to develop a uniform system ?£ 
patient assessment by combining ~ata systems i~ 
operation at the time. It became evident, however, 
that the problem was more complex than a ~ere 
interdigitation of terminology because of differ-
ences among the systems in scope, structure, t!pe 
of scale or measurement, and methods of applica-
tion. It became apparent that a research approach 
was necessary. A collaborative effort was then 
undertaken by four research groups to_ develop a 
patient assessment system, based on then· own and 
others' experience, that would be useful for a va-
riety of purposes and that could be reco~1mended 
for o·eneral use in the long-term care field. The 
four 
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research groups included : Case 1Vestern R~_-
serve University Medical School; Harvard Un~-
versity's Center for Communit~ He~lth and Medi-
cal Care; Johns Hopkins UmYersity, School ~f 
Hygiene and Public Health, and Syracuse_ 1!~1-
versity Research Corp. Developmental activi_ties 
of the four oToups have included conceptualiza-
tion and co;struction of the patient assessment 
form used in this survey. Prior to use in this sur-
vey, the instrument had been field tested for fea-
sibility, reliability, and usefulness and prored to 
be a successful instrument. . 

Other instruments.-To evaluate the services of 
skilled nursing facilities ( SNFs), it was neces-
sary to identify basic measurab~e elements ~om-
mon to all facilities. After considerable deliber-' 
ation it soon became clear that the requirements 
contained in the conditions of participation for 
SNFs in the Medicar,e and Medicaid programs 
conld serve as a nucleus for developing surv~y 
questions since these requi:ements represent basic 
standards of service. In this respect only, the sur-
vey questions bear resemblance to the s1~rve! and 
certification process for SNF's from which it was 
divorced. Other questions on generally accepted 
service and practice standards wer~ incorporated 
and an initial set of survey questions were de-
veloped. After undergoing fiel~ tests and at least 
four different reviews by qualified Federal per-
sonnel in each field of practice, a final set of ques-
tions were developed, approved, and used for the 
survey. 

SURVEY PROCEDURES 

Since the survey was intended to provide infor-
mation about the normal operations of sampled 
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homes, the survey team arrived unannounced. The 
administrator on the team usually acted as the 
team leader. On arrival at the home, he introduced 
himself and asked to speak to the home's adminis-
trator. (I£ the administrator was not at the home, 
he asked to speak to the person in charge.) The 
purpose of the survey was explained and a letter of 
introduction from the Under Secretary of DREW 
was presented. In describing the survey, both the 
team leader and the letter of introduction stressed: 
(a) The research nature of the survey; (b) the as-
surance that the survey was in no way related t_o 
certification surveys for participation in the Medi-
care/ Medicaid program; and ( c) the assurance 
that all data were confidential and that homes and 
patients in the homes would be identified by num-
ber only. 

At the conclusion of this introductory session, 
the team leader then obtained the list of Medicare 
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and Medicaid patients. Using the forms and pro-
cedures given to l:i.im, he randomly selected the 
sample patients. 

Individual team members then proceeded to ob-
tain the information for their portion of the sur~ 
vey instruments. These data were collected by di-
rect observation of the operation of the facility, 
discussions with facility staff, review of records, 
etc. 

Upon completion of the data collection over a 
period of 8-16 hours (1-2 days) the team reassem-
bled. The facility administrator and the staff were 
asked for their suggestions and recommendations 
for DREW programs which would meet their 
needs. These recommendations were recorded. Be-
fore leaving the nursing home, the team leader 
checked to determine if all team members had fully 
completed their forms. 

CHAPTER 3 

Summary of Findings and Implications 

The population characteristics of 283,915 pa-
tients in skilled nursing facilities are changing-
predominantly still an elderly population but one 
in which the proportion of residents under 65 years 
of age is 22 percent (62,886). These individuals are 
primarily those who are mentally retarded or de-
velopmentally disabled. The increased attention 
being given to the latter requires study of the 
special needs of these individuals and their appro-
priate placement. 

The usual occupations in which the patient is en-
gaged or was engaged for the major part of his 
employment were skilled, semiskilled, and un-
skilled ,vork. About 8 percent had been engaged in 
professional, technical, or managerial activities. 

Information on family income of skilled nurs" 
ing facility patients indicates the extent of their 
limited financial resources. It was found that 67.3 
percent had less than $3,000 family income or no 
income at all. 

The survey did not include intermediate care 
facilities (ICFs) where a larger number of men-
tally retarded and developmentally disabled are 
found. This year's March 18 deadline requiring the 
survey/ certification of the intermediate care fa-
cilities has highlighted the importance of address-
ing the needs for controlled health and safety 
supervision of shelter and residential facilities. 
The Department is exploring the need to under-
take a survey of ICFs. 

Health Care Needs of Patients and Residents 

The high degree of dependency of patients on 
the nursing staff for activities of daily living 
raises important questions for consideration. It 
was found, for example, that 93.9 percent (263,-
551) required assistance with bathing. About 72 
percent (202,000) required the services of another 
P_erson when dressing. Those who required as-
s15tance in order to eat amounted to 50.1 percent. 

Slightly more than two-thirds ( 68 percent or 193,-
137) needed assistance with their toileting. 

Approximately half of all patients were incon-
tinent of either urine ( 54.7 percent) or feces ( 50.1 
percent). Over 5 percent had either an ind welling 
urinary catheter or an external device or ostomy 
ior bladder drainage. 

The long-term patient with limited mobility is 
prone to have pressure sores. A relatively low per-
cent (9.2) of patients in this study was found to 
have bedsores, which is surprising in view of the 
large percent of incontinent patients. 

As to their orientation and state of awareness, 
over half of the patients studied had difficulty in 
their awareness of their situation in respect to 
time, place, and self-identification. One out of 
every seven of the patients was not a ware of the 
environment or was comatose. 

The majority of patients, i.e., 70.4 percent, had 
sight impairments, including 2.6 percent that :vere 
blind and 50.7 percent who wore corrective lenses. 
Hearing and speech impairments were found in 
32.9 and 32 percent, respectively. 

An aae differential became evident in the diag-o 
nostic profile. Two out of 3 of those under 65 had 
neurological diseases; 1 in 4, mental retardation; 
and 1 in 5 had a neurosis or psychosis. For 2 out of 
3 patients 65 and over, the primary diagnoses 
were cardiovascular and cerebrovascular disease, 
senility, and accidents. 

In ascertaining the dental health status of 210,-
411 patients, it was found that only 8.1 percent 
had no missing teeth. Edentulousness with den-
tures accounted for 46.8 percent of the patients 
studied. Seven percent had some teeth missing, 
but a restoration compensated for the loss. The 
remaining 38.1 percent of the patients required 
teeth replaced, including full dentures, but had 
none. 

11 



Nutritional Needs 

The nutritional requirements of the aged are 
the same as for other adults, although they need 
more proteins and fewer carbohydrates. Also, the 
fact that almost half were edentulous and had 
dentures and over a third required teeth to be re-
placed but had no dentures, indicates that food 
preparation should be selected from basic food 
groups due to possible chewing difficulty. All too 
often the edentulous patient is given gruel instead 
of a nutritionally balanced diet. 

About 4 of 10 patient care plans sho,Yecl perti-
nent information about diet ancl dietetic problems. 
Menus were planned in ,niting for 89.3 percent of 
the patients in the sample. There were 51,666 pa-
tients who refused more than half of the meal 
served them. Only 27 percent (1,530) were offered 
appropriate substitutes. Approximately 1 out of 
5 facilities had a more than 14-hour span between 
a substantial eyening meal ancl breakfast. There 
was no documented evidence in 28 percent of the 
facilities that bedtime nourishments ,wre routinely 
offered to patients to the extent medically possible. 

Pharmaceutical Services 

Survey pharmacists found that most skilled 
nursing facilities are \Yell on their way to,Yard 
achieving the capacity to render pharmaceutical 
services in accordance with accepted professional 
practices. Every effort should be made to incorpo-
rate a drug ordering system in the facility "·hereby 
the pharmacist works directly from a physician"s 
order form. Further, it is important that the at-
tending physician countersign all rnrbal orders 
within a maximum of 48 hours. Research is also 
needed that would objectively identify the nature, 
extent, and frequency of clinically significant drug 
therapy problems in long-term care facilities. 
There is a need to promote the deYelopment of 
pharmaceutical service committees in skilled nurs-
ing facilities. The issue of appropriate reimburse-
ment of the pharmacist needs to be studied. 

This is such an important complex area that the 
Office of Nursing Home .Affairs is undertaking an 
indepth analysis of drugs ordered for patients 
classified as cathartics, analgesics, and antipyre-
tics, and tranquilizers. This separate analysis ,Yill 
be reported in a later monograph. 
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Physician Services 

A determination of physician inrnlvement as 
measured by a review of the patient's total program 
of care during a visit of at least ernry 30 clays was 
most difficult to assess. The records for 4 out of 5 
patients did show a physician's signature at least 
eYery 30 <lays in 4 months prior to the survey. The 
proportion "·as higher, i.e., 9 out of 10, for those 
in the facility less than 4 months. About 9 out of 
10 patients are seen by their physician during a 
\·isit to the institution, and in 1 in 5 cases, the phys-
ician sees the patient, but does not reyiew the care 
plan. In 3 to 4 percent of patients studied, the 
physician reviews the care plan, but does not see 
the patient. 

Survey physicians reported patients' records as 
''incomplete'', ·'mixedup," "not signed". This raises 
a question about the validity of using a record re-
\·iew as a source of information on nursing home 
patients. The over-reliance on the recording of pri-
mary and secondary diagnoses often did not reflect 
the reason for continued care. Attending phys-
icians under-reported many impairments such 
as loss of sight, hearing, amputations, etc., as 
well as senility or chronic brain syndrome. An im-
portant finding was that one-third of the diagnoses 
recorded subsequent to admission may be directly 
linked to the quality of care provided in the nurs-
ing home, e.g. decubitus ulcers, gcnito-urinary and 
respiratory infections, and fractures. Laboratory 
sen·ices ,rnre inadequately used by physicians. 
(her-medication may be attributed to the phys-
ician not discontinuing orders no longer neeclecl. 

An important implication of the findings is that 
quality assessment by physicians requires careful 
examination of the patients, including laboratory 
tests and should not be limited to record reYie,Y. 

Suncy physicians found that some long-stay 
patients no longer were in need of skilled nursing 
care. This should ham been identified by periodic 
medical review. There is a dire need for greater 
physician involvement and for assessment tools 
that confirm that sen·ices needed are provided. 

Rehabilitative Services 

These services included physical therapy, oc-
cupational therapy, and speech therapy. The sur-
Yey findings showed that many patients in skilled 
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• g fac1"lities needed specialized rehabilitative nursm 
services that they were not receiving, e.g., 47.9 per-
cent needed physical therapy, 35 percent needed 
occupational therapy, and 13 percent needed 
speech therapy. State surveyors need to _ become 

Ognizant of the need for these sernces and rnore c .. 
health personnel, particularly phys~cians and 

Sneed to be acutely a,rnre of the importance nurse • 
of ordering and seeing that they are proYidecl. ~n 

derlyin()' issue is the slow and inadequate re1m-un o .1 . 
bursement of rehabilitatiYe services wh1 e m 
others abuse of the program was apparent. 

Other Health Professional Involvement 

Reference is made frequently to the high turn-
oYer of health personnel, particularly R:Xs, LPXs, 
and aides in nursing homes. Yet ,Yhat proYision is 
made for retirement plans, fringe benefits compa-
rable to hospitals, and opportunities for inservice 
and continuing education? The need for technical 
assistance for all levels of personnel is paramount, 
particularly training tools such as self-instruc-
tional multi-media training modules. 

Administrative and Fiscal Management 

In evaluatin o- the administratiYe management ,., 
of skilled nursing facilities the suney team looked 
to see hO\Y well the management function was 
being performed in re 1ation to the gornrning 
body, the nursing home administrator, personnel 
management, and outside resources. 

It ,ms found that the governing body frequent-
ly does not discharge its obligations in an effec-
tiYe manner. Policies, usually in policy manuals, 
were often not irn plementcd. Patient care policies 
were found to lack the input from health care 
professionals other than physicians and nurses. 
There \Yas a lack of coordination between person-
nel management practices and personnel re-
sources. A critical finding was the lack of oppor-
tunities for career development and continuing 
education. Outside resources were often not uti-
lized t\nd the findings and recommendations of 
1·on u It ants not fol lowed. 

The fact that gornrning bodies of a large number 
of SXFs do not carry out their duties and responsi-
bilities effectiYely inhibits the deli very of high 
quality of care. It is recommended that a study be 

made to determine the body of kno,Yleclge and 
preparation needed by administrators of nursing 
homes. There are implications that State nmsing 
home licensure programs arc licensing individuals 
who arc ineffective administrators. It is recom-
mended that a re\·iew of nursing home administra-
tor licensure procedures be undertaken to deter-
mine what statutory or rPgulatory changes are 
needed to assure tha.t only fully qualified individ-
uals are licensed. 

Evaluation of the fiscal management aspect of 
the surrny ,,as directed at finding data to base 
national estimates of the cost of care in a skilled 
nursing facility so tlmt such data could be related 
to a cost-of-care index. The lack of uniform cost 
accounting procedures presented the major diffi-
culty in obtaining rnlid and reliable fiscal data. 
rnder Puulic Law 92-603, section 2-!9 such prnce-
dures "·ill be mandated by July 19i6. It is rccorn-
mc11ded that research be undertaken to determine 
the relationship of the costs of nursing ca,re to the 
sen-ices provided and thus identify the differences 
bet ween SNF care and ICF care. Fmthcr, cost 
hypotheses need to be tested concerning the type 
of control and om1ership of nursing homes, the 
size and the major source of cost reimbursement. 

Health and Safety of the Environment 

Specifically in this area surveyors looked to sec 
how well S:N"Fs met the requirements of the 1967 
Life Safety Code published by the National Fire 
Protection Association and a statutory require-
ment of :Medicare and )Ieclicaid regulations. Each 
facility \ms ernluated as a ,vholr in addition to 
reviewing each standard, thus the design features 
of a facility ,vere taken into account. lt ,ms fouml 
that few facilities met all Life Safety Code require-
ments, that i.s, 6.1 percent. Sixty-six percent had 
1-9 requirements that were not met. )lost im-
portant, many of these requirements coul_cl he ~net 
,vith little or no additional expense, e.g .. 1llumrna-
tio11 of exit signs. One-fonrth of the facilitiPs ,vcrr 
of fire resistive construction and one-fourth of pro-
tected wood frame construction. The remaining 
facilities ,vere primarily of protected noncombusti-
ble construction, protected ordinary construction. 
or ordinary construction. 

State suneyors need to become qua.lified in fire 
sa [ety regulations to make valid judgments par-
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ticu1'arly with respect to recommending waivers. 
Nursing home administrators also need this 
information. 

In addition, regional validation surveys need to 
be increased to assure that State fire authorities are 
accurately assessing compliance with the Life 
Safety Code. 

Social Services 

In assessing the importance of psychosocial serv-
ices to assist in maintaining patient physical, social, 
and mental health, it was found that SNF patients, 
as a whole, represent patients, whose needs tax 
facilities for the highest level of staff skill and 
understanding. 

Many of these patients suffer from complex 
physical and emotional problems. The factor of 
longevity combined with diminution of actual 
physical capabilities is often a source of deep frus-
tration and patient embarrassment. 

Findings indicate that in a number of facilities, 
efforts were made to provide daily activity at each 
patient's appropriate level of functioning irre-
spective of physical condition. However, in the 
greater number of facilities, there was very lim-
ited understanding of the importance of psycho-
social services. The goal of enriching the daily en-
vironment of residents was frequently cited in the 
policies but rarely implemented. Recording of th_e 
patient's social and emotional status, interests, 
and adjustments was either incomplete, or if 
documented, was rarely readily available for 
staff use. 

Data indicate that most of the facilities sur-
veyed were in the process of developing required 
patient care plans. However, achievement of a 
regular review of patient status, evaluation of 
the kinds of care being given, and documentation 
by way of progress notes in the patient record 
was in an initial stage in most facilities. Relative-
ly few facilities had the trained rehabilitative or 
social services staff with skills needed to achieve 
these goals for the total patient population. 

As the importance of the psychosocial dimen-
sions of patient care are recognized, the corres-
ponding level and quality of such care in SNFs 
must be raised. The social and emotional needs of 
the patient must receive equal attention with that 
given to physical and medical aspects. 

State and local agencies need to identify ways 
in which their personnel can receive the necessary 
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social work, occupational therapy, and therapeu-
tic recreation leadership to monitor discharge 
planning, transfer arrangements, develop pro-
grams in facilities, to identify problems, and de-
velop therapeutic problems. The Department is 
exploring the need to revise Federal regulations to 
emphasize implementation of policies and sound 
programs, and provide staff for technical ag.gist-
ance. 

The necessity for further research concerning 
psychosocial treatment methodologies, such as 
reality-orientation techniques is evidenced by the 
findings. 

Training 

Survey findings identified and reinforced the 
need for continuing and accelerated training ac-
tivities for all disciplines and levels of provider 
personnel, both on a single-discipline and on a 
multi-discipline basis in order to meet the needs 
of the elderly. The implicit scope of need was 
found to require the concerted efforts of the Fed-
eral Government, States, professional, and pro-
vider organizations, health educators, and con-
sumers. 

Each of the study teams in the eight disciplines 
concerned with health care delivery noted an ab-
sence of orientation of personnel in rehabilitative 
concepts and psychosocial needs of elderly pa-
tients in the facilities they studied. An additional 
concern of all disciplines included that of the 
psychosocial impact on the patient resulting from 
translocation from home or hospital and the sub-
sequent institutionalization in a long-term care 
facility. The need for increased personnel capabil-
ities for effectively dealing with resultant patient 
behaviors was also evident. 

Implications of the findings include the need 
for research and the subsequent identification of 
multiple sources of public and private funding in 
order to spread the financial burden of training 
equitably. Combined nationwide resources are re-
quired from all concerned in order to respond to 
the multitude of continuing provider training 
needs that have been identified. 

NEEDED ACTION 

1. A total review of the survey/certification 
process. Present survey items reflect the regula-
tions which, in turn, are based on a hospital model 

and should be redesigned to assess patient care in 
long-term care facilities. There must be a shift 
from the facility's capability to provide services 
to the patients and residents to' assessing the serv-
ices actually being provided to them. 

The survey findings document that paper com-
pliance alone provides insufficient evidence to show 
that quality care is being provided to patients in 
a safe environment. A high percent of skilled 
nursing homes showed that the governing bodies 
of those institutions did not adopt their own pol-
icies, rules, and regulations nor did they imple-
ment them. Recommendations of utilization re-
view committees were not acted upon by one out of 
five facilities. Further, recommendations not acted 
upon by governing bodies of facilities included 
those of pharmaceutical committees ( 42 percent), 
patient care policies (27 percent), and infection 
control ( 44 percent). 

It is difficult to assess the quality of medical care 
that patients are receiving on the basis of record 
review alone. The survey documents this finding. 
For example, a patient may have a diagnosis, a 
physician visit at least every 30 days, a monthly 
review of his care and still show evidences of poor 
quality medical care. Whether this is due to an 
erroneous diagnosis or an overlooked problem, or 
signing of patients' records 6 months in advance 
warrants further study. 

The Office of Nursing Home Affairs (ONHA) 
with the Bureau of Quality Assurance of the 
Health Services Administration, Social Security 
Administration, and Social and Rehabilitation 
Service is undertaking a complete review of the 
total survey/ certification process. The Depart-
ment of Health, Education, and Welfare, region 
IV, is now training State surveyors and nursing 
home providers to use a patient assessment ap-
proach both as a management tool and as an eval-
ulation tool. The Department is exploring ways in 
which a patient assessment approach can be used 
in the survey/ certification process. 
. 2. Nationwide training, credentialing, certifica-

tion, and licensure of all State surveyors must be 
achieved as rapidly as possible. A valid and reli-
able method of survey assessment and quality con-
trol, as an integral part of the survey /certification 
process depends on the judgments of the trained 
surve!ors. The Bureau of Quality Assurance 
work 't] h . mg w1 1 t e Office of Nursing Home Affairs 
18 addressing these problems. 

3. A complete analysis of the entire fiscal ap-
proach of reimbursement of facilities for services 
provided including uniform cost accounting pro-
cedures, rate setting, provider/ownership arrange-
ments, rentals, and so forth. Well-conceived 
experiments by States need to be encouraged. 
Exploration is also needed of reimbursement 
approaches based on provider's ability to maintain 
patients and residents mobile and behaviorally 
motivated. The Department has several efforts un-
derway which focus on these problems. 

4. Alternatives to institutional care such as 
home health care and day care must be given the 
highest priority. Steps need to be taken immedi-
ately to explore ways in which such alternatives 
can be utilized and such services increased. The 
Department is supporting several demonstration 
experiments under section 222 (Public Law 92-
603) to determine alternative approaches to in-
stitutional care and costs of services provided un -
der different combinations of home health care, 
day care, and intermediate care. 

The milestone legislation Public Law 93-641, 
"National Health Planning and Resources 
Development Act of 1974," is being studied very 
carefully by the Department particularly with re-
ference to alternatives to institutional care. 

The survey report provides documentation to 
show that deterioration of patients' conditions can 
be linked directly to institutionalization and pro-
longed bed rest. This was true for 2 out of 5 
patients under 65 years of age and for 1 out of 3 
patients over 65. Further, one-third of the diag-
noses recorded subsequent to admission can be 
linked directly to the quality of care provided in 
the nursing home. Physical and emotional 
rehabilitation or maintaining patients at a given 
level is stated as a goal in policies of nursing homes 
but seldom achieved. 

5. Training of health personnel at all levels 
must be intensified and continued on a national 
basis. Physicians, nurses, and other health per-
sonnel need to be attracted to long-term care 
facilities. Training, career mobility, and other 
fringe benefits need to be considered. States and 
providers must assume the major responsibilities 
for these efforts. 

In summary, the findings of the Department's 
Long-Term Care Survey have provided a baseline 
for a program for action through a working part-
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nership of the surveyors, the providers, consum-
ers, and associations working together with the 
Federal and State governments. Thus this re-
port provides a basis for the development and im-

16 

plementation of a national strategy for long-term 
care for older Americans, the mentally retarded, 
and ~evelopmentally disabled who require quality 
care 111 a safe environment. 

. .,. ... . . . ---· ,., ·, • 

CHAPTER 4 

Characteristics of 
Facilities and Patients 

The central focus of the national survey of 
skilled nursing facilities was the patient. It is 
recognized that the long-te.rn1 care patients differs 
from patients in acute care settings in terms of 
their physical, functional, and psychosocial con-
ditions and needs. To acquire a thorough knowl-
edge of the requirements for upgrading care in 
long-term facilities basic information on the 
characteristics of the patients served was essen-
tial. A profile of patients could provide an under-
standing of the factors affecting the needs and 
demands for care. It could serve as a basis for 
decisions on ways to effect change and improve-
ments in the delivery of patient care services and a 
continuing meaningful Federal role in long-term 
care. 

Number of Facilities 

National estimates, as of July 1974, of the num-
ber of nursing homes, defined as facilities which 
provide some level of nursing care, participating 
in the Medicare (Title XVIII) and Medicaid 
(Title XIX) programs was 16,526 (J). About 7,526 
homes or 45 percent were certified as skilled 
nursing facilities (SNFs) for patients who re-
quire skil1ed nursing and rehabilitation services on 
a daily basis to help them achieve their optimal 
level of functioning. Among the 7,526 SNFs, 3,945 
or 52 percent had mul<tiple certification as Medi-
care and l\fedicaid providers. Of 3,581 SNFs cer-
tified as single providers, 90 percent were Med-
icaid facilities only. 

More than half of all participating homes, about 
9,000 or 54 percent are intermediate care facilities 
(ICFs) participating in the Medicaid program 
They provide health related care and services to 
individuals who do not require the degree of care 
and treatment that a hospital or SNF is designed 

to provide but who do require care above the level 
of room and board. 

The distribution of homes participating in Medi-
care and Medicaid programs follows. ICFs were 
not included in the survey. 

Skilled nursing facilities______________ 7,526 

Medicare only____________________ (301) 
Medicaid only____________________ (3,280) 
Both )1edicare and )Iedicaid------ (3,945) 
Intermediate care facilities________ 9, 000 

Total _________________________ 16,526 

Facilities in the Study 

The sample survey of skilled nursing facilities 
resulted in a national sample for study purposes 
of 6,591 facilities participating in the Medicare 
and Medicaid programs, about 87.6 percent of all 
participating facilities. By bed size, the sample 
homes comprised close to 20 percent with less than 
50 beds and approximately 40 percent of homes in 
each stratum 50-99 beds and 100 beds or more as 
shown in table 2. 

The stratification of the sample homes by type 
of control or ownership is shown in table 3. As 
noted, close to 73 percent of SNFs in the survey 
are proprietary homes and 27 percent are under 
voluntary nonprofit, government, and religious 
auspices. This stratification reflects the national 
picture of ownership of nursing homes when all 
type of nonprofit homes are grouped together, 
In the 1973-74 sample survey of nursing homes of 
the National Center for Health Statistics, provi-
sional data revealed that 73 percent of nursing 
homes in the Nation were operated under proprie-
tary auspices and 27 percent under nonprofit aus-
pices (f). The sample size probably does not per-
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Table 2.-Number and percent of skllled nursing facilities In the national 
sample survey by bed size and Medicaid programs, termination of program 

benefits, disallowance of reimbursement claims as 
Bed size Number Percent ' well as, resident turnover or admissions and dis-

Total. _______ __ ______ ___ ___ _____ __ _ ·-···-· 6,591 100.0 

charges preclude the ready availability of mutu-
ally exclusive and definitive data. 

Less than 50 beds·-···-·················-·····-·· 
50 to 99 beds·-·-·-···-·······-···-·······-··-··-
100 beds or over···--·······-···-·· ·····-······-· 

1,239 
2,675 
2,677 

18. 8 
40. 6 
40. 6 

Table 3.-Number and percent of skllled nursing facilities In the national 
sample survey by type of control 

Type of control Number Percent 

Total..·-········-··-···-·············-··- 6,591 100. 0 

Proprietary •• •••• ····-··-·····--··-··· .. ····-··.. 4,803 
Voluntary nonprofit. •••••• _····-··········-···-··- 711 
Government. ••• _ ••• •• ·-·.·-· ........ -·· .. .. . ···-- 465 
Religious •••• _ •• ••• • ·-···-·········-···-··--··-··· 612 

72. 9 
10. 8 
7.0 
9. 3 

mit valid estimates of those homes classified as 
nonprofit because of their small number in the 
sample. As a matter of interest, it appears from 
the crude data that proprietary owners may tend 
to have fewer small homes than nonprofit owners. 
The data suggest that about one-third of volun-
tary nonprofit, government and religious homes in 
the survey had 50 beds or less while one-sixth of 
proprietary homes were under 50 beds. 

Number of Patients 

In the 1973-74 National Center for Health Sta-
tistics survey of nursing homes, there were 1,098,-
500 residents in the Nation's 16,100 homes ( 3). 
Data available at the time of survey indicate that 
29 percent of all nursing home patients receive 
skilled nursing care financed by Medicaid and 4 
percent receive such care financed by Medicare. 
An estimate on this basis would yield a patient 
population of 351,520 beneficiaries in skilled nurs-
ing facilities. 

It is difficult to estimate the number of Medicare 
and Medicaid beneficiaries who are patients in 
skilled nursing facilities. The reporting system 
and patterns in certification and termination of 
skilled nursing beds and facilities in the Medicare 
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In July 1974 'there were approximately 30 mil-
lion beneficiaries enrolled in the Medicare and Med-
icaid programs who qualified as potential patients 
in the 7,526 participating skilled nursing facilities. 
The national sample of Medicare and Medicaid 
beneficiaries surveyed in the 6,591 facilities re-
ported in this survey resulted in a population of 
283,914 patients. Information on the demographic 
and economic characteristics of these patients and 
their educational and employment experience is 
presented below. 

DEMOGRAPHIC CHARACTERISTICS 

The most outstanding demographic characteris-
tics of the patients surveyed in the 6,591 skilled 
nursing facilities described a survey population 
which in general is not unlike that of nursing home 
residents as revealed in previous studies (4) They 
present the classic profile of nursing home patients 
who are very aged, predominately female, unmar-
1-i.ed, and almost exclusively white. 

Age 

Today, the primary focus of the skilled nursing 
facility is still the care of the elderly, although as 
a long-term care facility the SNF is a setting for 
the care of individuals with a wide array of chronic 
diseases and disabling conditions irrespective of 
age. It is known that the population with develop-
mental disabilities in nursing homes includes the 
mentally retarded, persons afflicted with congenital 
heart disease1 chronic renal disease, multiple scle-
rosis, and other related conditions of relatively 
younger patients. 

Approximately 78 percent of all patients in 
SNF's were 65 years of age and over; they totaled 
221,029. Almost 50 percent were 80 years of age 
or older. Patients in the eighth decade of life were 
the largest proportion of all ages. An additional 
11 percent were 90 years of age and over. For all 
patients under age 65, the proportion was 22 per-
cent and the total number 62,886. (See table 4.) 

Table 4.-Number and percent distribution of patients In skllled nursing facilities 
by age 

Age group(s) 

Total.. •• ••··············-··········-····· 

Under 20 ••• •- •···························--·· •• 
20 to 64 •••• •· •••• ·--·-····-·· ········-•• ••••• ·-
65 to 69 •••••••• •• • ••••• •• •• • •• ····-•• ••••• ·--·· 
70 to 74 •••• ••··-··-···················-········ 
75 to 79 ··-·-·····-·········-··---··· • • 
80 to 84 •••• ••···-·····-···--···········---··-·· 
85 to 89 • • ••••••• •················--············ 
90 and over ••• ··················-···········-·--

Sex 

Number 

283,915 

4,838 
58, 048 
15, 139 
28,384 
35,954 
52, 984 
56, 769 
31,799 

Percent 

100. 0 

1.7 
20.4 

5. 3 
10. 0 
12. 7 
18. 7 
20.0 
11.2 

Women outnumbered men in the skilled nursing 
facilities by more than 2 to 1. Only 27.1 percent of 
the nursing home patients were male, compared 
with 72.9 percent female. The predominance of the 
female patient is clearly shown within each racial 
classification as well. ( See table 5.) 

Race 

Slightly less than 10 percent of the patients in-
cluded in the SNF survey represented minority 
groups. Included were the black, Spanish Ameri-
can, Asian American, and other racial groups. The 
largest population of the nonwhite patients were 
of the black race, 7 percent. Spanish Americans 
comprised 1.6 percent and Asian Americans 0.3 
percent. The distribution of male and female pa-
tients by race is shown in tables 6 and 7. 

Previous studies of nursing home residents have 
tended to show a low utilization raite by other than 

Table 5.-Number and percent of patients by sex and race 

Both sexes Male total Female total total 1 Race(s) 
Number Percent Number Percent Number Percent 

All races ........ 283,912 100. 0 76, 845 27.1 207,067 73.0 

White.·······-··-··-· 256, 827 90. 5 66,691 23. 5 190,136 67. 0 Negro/black- ........ _. 19,952 7. 0 7,417 2. 6 12,535 4. 4 Spanish American ...... 4,419 1.6 1,899 . 7 2,520 . 9 Asian American ... -.... 940 . 3 120 .0 820 . 3 Other ••... .......... _. 1,774 . 6 718 . 3 1,056 .4 

1 
Uniform procedures were used in computations· there may be a minor difference 

between the sum total figure and the total obtain°ed when the subtotals are added together. 

Table &.- Number and percent of male patients by race 

Race(s) 

All races·························-·····--· 

White·-·······-···-···-··-················ -····· 
Negro/black •• _ •• ·-· ··-··-·.····-···-· .. ···--.. ··-
Spanish American •• •• _.--··--··-·······-·---·-··-· 
Asian American ••• _ •• ·-···-............ ·--·····--. 
Other •• ······-··-···-·······-·········-··--··--·· 

Male patients 

Number 

76,845 

66,691 
7,417 
1,899 

120 
718 

Percent 

100.0 

86. 8 
9. 6 
2. 5 
. 2 
. 9 

Table 7.- Number and percent of female patients by race 

Race(s) 

All races •• • •••••••• ·-.••. ····--····.·-··-· 

White.·········--············-····-··········--
Negro/black_ . ... _. ·-_ .. ___ ·- , ____ ·-·-___ . ·- __ . ·-
Spanish American _···- -_-·--··---·-__ .. -·-·-·-__ . 
Asian American·--·-·----- -· ___ ·- __ ·--·-______ . . _ 
Other ______ ··--··--- - ------·---···--· -----·-----

Female patients 

Number Percent 

207,067 100. 0 

190, 136 91. 8 
12, 535 6. 1 

2, 520 I. 2 
820 . 4 

1,056 . 5 

the white population (5). If the racial distribu-
tion of SNF paitients is related to their distribu-
tion in the total population, there is a disparity 
in the utilization riates between the white and non-
white races. From a cursory look at the data it 
appears tha;t the proportions are 0.14 and 0.10 
percent respectively ( 6). This does not take into 
account differences in morbidity, mortality and 
longevity of the two groups. These factors have 
not been compared for this report. 

It has also been noted thait the nonwhite popula-
tion receive more health-related care outside the 
institution or in the home than the white ( 7). This 
has led to the postulation by some that the in -
ability to pay for care and the availability of care 
aJt home or elsewhere may be factors influencing 
the inequality in the utilization of nursing homes 
by minorities and their lower proportion in com-
parison to their numbers in the skilled nursing 
facilities. 

Marital Status 

The marital status of patients clearly depicts 
the higher survival rate for women in our society. 
Less than one out of every eight patients was 
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married at the time of survey. The greatest number 
did not have spouses. Most individuals (60.6 per-
cent) were widowed. A few persons had termi-
nated their marriages through sepamtion or. 
divorce. A sizable number (18.7 percent) of in-
dividuals had never married (see table 8) and of 
these the higher proportion were also women. 

skilled and unskilled services. As shown in table 
10, almost one-third of all patients were employed 
as farmers, skilled service or clerical workers with 
an additional one-·fifth employed as unskilled la-
borers. Homemakers accounted for slightly more 
than one-fourth of all occupations. Nearly one-
seventh of patients had never been employed. 

Table 8.-Number and percent of patients by marital status 

Marital status Both sexes total Male total t Female total 

Number Percent Number Percent Number Percent 

Total all groups 283,914 100.0 76,890 27.1 207,024 72.9 
Married .............. 37, 754 13. 3 18,184 6. 4 19,570 6. 9 Widowed ............. 171,812 60. 6 26, 007 9. 2 145, 804 51. 4 Separated ............. 5,567 2. 0 2, 200 . 8 3,367 1.2 Divorced .............. 15,520 5. 4, 6, 602 2. 3 8,918 3. 1 Single ................ 53,261 18. 7 23,896 8. 4 29, 365 10. 3 

1 
Uniform procedures were used in computations; there may be a minor difference 

between the sum total figure and the total obtained when the subtotals are added together. 

EDUCATIONAL AND ECONOMIC 
CHARACTERISTICS 

The education and employment experiences of 
the beneficiary population of skilled nursing fa-
cilities participating in the Medicare and Medi-
caid programs as well as their level of income pro-
vides insight into the sociological factors affect-
ing the utilization and the role of these facilities 
within the health care system. 

Educational Attainment 

Data on the educational attainment of patients 
may well reflect their age, the social structure at 
t.he time of their youth, the values placed on edu-
cation, and their educational opportunities. About 
30 percent of all patients had less than 8 years of 
schooling. An additional 22.1 per.cent had com-
pleted 8 years. Less than 9 percent of all patients 
had ever attended college. ( See table 9.) 

Occupation 

The educational levels of patients are in turn re-
flected in their occupational patterns. Few pro-
fessional workers are represented among skilled 
nursing home patients. Their usual occupations 
( 8), defined as the occupation in which the pa-
tient is engaged or was engaged for the major part 
of his employment career, were in skilled, semi-
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Table 9.- Last year of schooling completed by patients In skilled nursing facilities 

Years of schooling completed Patients 

Number Percent 

Total. ••••••••............................ 

Less than 8 ••••••............................... 
8 •••••••••••••••............................... 
1 or more years high school. ..................... . 
High school diploma ............................. . 
High school (trade) diploma ...................... . 
One or more college .. . .......................... . 
Baccalaureate degree ............................ . 
Advanced college degree ............ . ............ . 
No schooling • • •••............................... 

283, 915 

84, 559 
62, 781 
37,882 
36, 488 
8, 173 

10,359 
11, 257 
3,499 

28,917 

Table 10.- Usual occupation of patients in skilled nursing facilities 

Occupation Patients 

Number Percent 

100. 0 

29. 9 
22.1 
13. 3 
12. 8 
2. 9 
3. 6 
4. 0 
I. 2 

10.2 

AIL •••••••••.......... . . .. ............... 

Clerical, sales, craftsmen, foremen, etc ............ . 
Housewives __________________________________ _ 
Unskilled laborers ............................... . 
Never employed •................................ 
Professional, technical, managerial ................ . 
Members of Armed Forces .. ..................... . 

283,915 

91,204 
78, 110 
54,381 
37,931 
21 , 493 

100. 0 

32. 0 
27. 5 
19. 2 
13. 4 
7. 6 

796 . 3 

Very few patients in skilled nursing homes were 
in the labor force. While close to 70 percent were 
participants at some time, 64 percent were re-
tired. The fact that over 95 percent o.f patients 
were not employed and were not seeking employ-
ment is shown in table 11. 

Family Income 

Information on the family income of patients 
was also sought. Income is the sum of the dollar 
amounts of money received by all members of the 
family annually as wages or salary, net self-
employment income, or other income from pen-
sions, investments, pu'blic welfare, or assistance as 
defined for the 1970 census. Family refers to two 
or more people related by blood, marriage, or 
adoption, living together in the same household. 

Current employment status of patients In skltled nursing facilities Table ll. 

Patients 
number Percent Employment status 

------=--~-------7--28--3-::, 9~16~--~10:0-::. 0 
Total. .....••••••••••••••••• • ••••••••••••• ~----j-----

Retired ..............•••••••••• 
Never empl~yed. •······················ . 
Currently unemployed ....... ·····•• ••••••••••••••• 
Currently employed. ... . ...... ...... ..... •• 
Sick leave ... . ........... . ..... ........ •• 

183, 190 
87, 292 
11,413 
1,668 

353 

64. 5 
30. 8 
4.0 
.6 
.I 

The characteristically associated levels o! e~u-
t • 1 atta1·nment employment, and family m-ca 1011a ' · · b • t wholly applicable to SNF patients, e-come 1s no 

cause of their age; retired, une_rnployed, or ~ever 
1 d status. and the vanous factors m~u-· emp oye ' . . h h 

• the1·r family and economic situations w ic encmg . t" t 
were not studied. However, it appears that ~a _1en 
and family financial resources are very hm1ted. 
As presented in table 12, over 68 percent of all 
family income was less than $3,000 a y~ar. An 
additional 22 percent of families had no mcome. 
This indicates that 90 percent were below poverty 
level. 

Table 12.-Number and percent of patients by sex and family income 

Both sexes Male sex Female sex 
Family income totals 

Number Percent Number Percent Number Percent 

All incomes ..... 283,917 100. 0 78, 186 27. 6 205, 731 72. 4 

$15,000 or more ....... 2,025 . 7 1,437 . 5 588 . 2 
$10,000 to $14,999 ..... 1, 132 . 4 254 .1 878 . 3 
$7,000 to $9,999 ....... 1, 754 . 6 522 . 2 l, 232 . 4 
$5,000 to $6,999 ....... 4,962 I. 7 2,009 . 7 2,953 1.0 
$3,000 to $4,999 ....... 15, 107 5. 4 6, 141 2. 2 8,966 3. 2 
Less than $3,000 ....... 194,949 68. 7 46,417 16. 4 148, 532 52. 3 
No income . . . ......... 63, 988 22. 5 21,406 7. 5 42, 582 15. 0 

It is not surprising that proportionately _ma:es 
tended to have slightly higher levels of family ~n-
come than females. This is particularly so form-
come in the highest bracket, $15,000 and over. 
However distribution of income at all levels for 
both sex~ ·was similar in that the majority had 
less than $3,000 family income with a substantial 
number receiving no income at all. (See tables 13 
and 14.) 

588-459 0 - 75 - 3 

Table 13.- Number and percent of male patients by family income 

Family income totals 
By male sex 

Number Percent 

All incomes ............................ .. . 78, 186 100.0 

$15,000 or more ...................... . . .. . . .. ... . 1,437 1.8 
$10,000 to $14,999 ...... . .... . ........... . ....... . 254 . 3 
$7,000 to $9,999 . ... ............................. . 522 . 7 
$5,000 to $6,999 .................... ........ . .... . 2,009 2. 6 
$3,000 to $4,999 ......... .......... . .. . ... ....... . 6, 141 7. 8 
Less than $3,000 ................ .............. •· .. 46,417 59. 4 
No income ...................................... . 21,406 27. 4 

Table 14.- Number and percent of female patients by family income 

Family income totals 
By female sex 

Number Percent 

All incomes .............................. . 205, 731 100. 0 
~----t----

$15,000 or more ... . .................... . . ••·••··· 588 . 3 
$10,000 to $14,999 .... ..................... ...... . 878 . 4 
$7,000 to $9,999 ................................. • 1,232 . 6 
$5,000 to $6,999 ................................. • 2,953 I. 4 
$3,000 to $4,999 ......... . . ...... ..... .......... • · 8,966 4. 4 
Less than $3,000 ............................ • · • · · · 148, 532 72. 2 
No income .. ...... . ......................... •. 42, 582 20. 7 
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CHAPTER 5 

Health Status 

The Nation's skilled nursing facility (SNF) 
population of all ages has a variety of pathophys-
iologic conditions and problems commonly de-
scribed as accidental or developmental disabil-
ities, chronic illnesses, and diseases of the aging. 
These conditions are usually associated with some 
type of extent of impairment in the biological, be-
havioral, and physiological capacities and per-
formance of individuals that are interrelated and 
interact with social and psychological changes in-
cluding changes in mental health. For the pre-
dominantly aged population, there are varying 
degrees of deterioration in all capacities that are 
cumulative. Each patient's condition was assessed 
as part of the survey to determine his/her needs 
for care and the potential demand for services 
commensurate with these needs. 

ACTIVITIES OF DAILY LIVING 

A readily available and objective method to de-
termine the patient's requirements for basic care 
and dependency on the nursing home staff is to 
assess the varying degrees of ability he/she has in 
coping with the activities of daily living (ADL) .1 

Evaluation of the patient's usual performance in 
bathing, dressing, eating, toileting, and mobility, 
as well as the patient's bladder and bowel func-
tion; orientation as to time, place, and persons; 
communication of needs; and behavior are included 
in this report. These activities serve as measures of 
the patient's biological and psychosocial function-
ing in terms of his/ her capacity to function alone 
or require assistance of another person, mechani• 
cal aids or devices. 

Viewed in their totality, these activities give the 

1 Katz, S., and others, "Studies of Illness in the Aged, 
The Index of ADL: A Standardized Measure of Biological 
and Psychosocial Function". Jowrnai of American Medicai 
Association. 185: 914, 1963. 
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nursing home staff a picture of the functional 
status of the patient that enables them to plan a 
realistic program relative to the patient's needs 
for care. 

The easily recognized components of nursing 
care in a skilled nursing facility are concerned with 
the bathing, dressing, feeding, and toileting of 

• patients. They include assisting patients with 
walking and transferring to wheelchairs or to 
carry out prescribed special therapies. The admin-
istration of drugs, care of catheters, bladder irriga-
tions and dressings of wounds are nursing func-
tions. The responsibility of the nursing service to 
deal with pain and comfort, provide emotional 
and psychological support, identify adverse reac-
tions to medications and treatments or altered pa-
tient status and patterns of behavior are less 
obvious. Many other functions and activities that 
contribute to quality care could be described. 

In the absence of other in-house health profes-
sionals, the management, provision and continuity 
of total care in skilled nursing facilities becomes 
primarily the responsibility of the nursing service. 
The components of care may be assessed, directed, . 
and supervised by professionals other than nurses. 
Their execution is most often delegated to the nurs-
ing service, and care is carried out by the least 
prepared members of the health team, the aides. A 
heavy load of responsibility for patient care co-
ordination and management is borne by the nurs-
ing service administrator. 

The varied and multiple functions and responsi-
bilities assumed and carried out by the nursing 
service in SNFs is reflected in the reports on each 
of the other services. The dimensions of nursing 
care will be described in a separate monograph. A 
few aspects are highlighted in this report since 
they are well defined areas of nursing responsi-
bility. 

Bathing 
About 93.9 percent of all patients or 263,551 re-
. d assistance, either partial ( 60.2 percent) or 

quire . t (32 7 percent) with their bath. m lete assis ance • . . . 
;h ~atter group of 92,702 patients did not partici-
pa:e to any extent as shown in table 15. 

Table lS.- Bathlng ability of patients 

Bathing ability 

Total. ...............••••••••••• 

Bathes aided by person ••• ••···:··················· 
Bathes aided by person and device •••••••••••••••••• 
Is bathed ........• ••••••••••••••••••••••• 
Bathes without help ...• ··:························ 
Bathes self with aid of device ••• ••················· 

Dressing 

Patients 

Number 

283, 912 

123,815 
47,034 
92, 702 
18, 871 

l, 490 

Percent 

100. 0 

43. 6 
16.6 
32. 7 

6. 6 
.5 

As measured in this survey' dres~ing is the c~m-
plex behavior of putting on, fastenmg,_an~ ta~mg 
off all items of clothing, braces, and arti~cial limbs 
that are worn daily by the patient. Gettmg a~d re-
placing these items from closets an~ drawers is con-
sidered part of dressing. Approximately _72 per-
cent of patients or more than 202,000 reqmred_the 
services of another individual when d:'essmg. 
About 17 percent dressed themselves unaided by 
another. The remaining patients, about 12 perce~t, 
were not dressed. These relationships are shown m 
table 16. 

Eating 
Eating concerns the process of getting_ food 

from a plate or receptacle into the mouth ~ithout 
regard to social niceties. The process req~ires c~-
ordination, tactile sense, and manipulative skill 
in handling utensils. Patients were almost evenly 
divided between those who required assistance of 
some kind in order to eat ( 50.1 percent) and those 
who were able to eat unaided ( 48.3 percent) • 
About 2,500 patient were fed parenterally (0.9 
percent) and the eating ability of the remaining 
few was unknown (0.7 percent) as shown in table 
17. 

Table 16.- Dresslng ability of patients 

Patients 
Dressing ability Number Percent 

Total. .........................••••••••••• 

Dresses aided by person ...........•••••••••• •····· 
Dresses aided by person and device ...•••• •••••••••• 
Is dressed ....................••• •····•·•········ 
Dresses without help .... ........••••••• •·········· 
Dresses with aid of device ........... •••••• ••• • •··· 
Is not dressed ..............•• • •••• • • • • • • • • • • • • • • • 

283,913 100. 0 

125,605 44. 2 
4, 760 I. 7 

72,206 25. 4 
46,044 16. 2 
l, 034 • 4 

34,264 12. 1 

Table 17.-Eating ability of patients 

Patients 
Eating ability Number Percent 

Total. ....................... ..•••••••••••• L._28_3,_9_13-+---100_.o 

Feeds self aided by person ...........••••• • •• • •••·• 
Eats aided by person and device ....••••• •• ••••••••• 
Is spoon fed ...............••• •··················· 
Is fed parenterally ............•••••••• •···· •· •• ••• 
Feeds self without help ............••••••••• •·•···· 
Feeds self aided by device ........•••••••• •···•···· 
Unknown ..................• •••• ••··•············ 

Toileting 

93,267 
3,006 

46,160 
2,533 

133,377 
3,635 
1,935 

32. 8 
1.1 

16. 2 
. 9 

47. 0 
I. 3 
. 7 

Toileting is the act of getting to an~ from the 
toilet room for bowel and bladder functions, trans-
ferring on and off the toilet,, cleansin~ self aft~r 
elimination and, arranging clothes. Shght~y more 
than two-thirds ( 68 percent) of all patie~ts, _a 
total of 193,137 needed assistance with their toi-
leting. The toilet room was not used by 82,968 
patients ( 29.2 percent). ( See table 18._) . , 

The four measures of self-function m ~atient s 
activities of daily living, bathing, dressmg, eat-

Table 18.-Tolletlng ability of patients 

Patients 
Toileting ability Number Percent 

100. 0 283, 915 
Total. ....•••••• ••·························L----+-·-----

Uses toilet without help .......•••••••• •··•········· 
Uses toilet aided by device ..•• •·•·················· 
Uses toilet aided by person •••• •••••••••••••••••••• 
Uses toilet aided by person and device ••• •·•········ 
Does not use toilet room ..•••• •···················· 

73,061 
17, 717 
73, 155 
37,014 
82,968 

25. 7 
6. 3 

25. 8 
13. 0 
29. 2 
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ing, and toileting reveals that at least half of all 
patients are dependent upon the skilled nursing 
home staff for assistance in carrying out one or 
more activity. Patients, as a whole, were least 
able to function independently and required as-
sistance in bathing followed by dressing, toileting, 
and eating. A small proportion of patients were 
self-functioning by virtue of the use of special 
aids. The performance of bathing, dressing, eat-
ing, and toileting require complex organized 
neurological and locomotor responses. Dependence 
of patients in more than one activity or a combi-
nation of activities is usual and suggested by the 
data. These relationships will be explored and 
described in a future report. 

Mobility 

The mobility status of patients involving walk• 
ing, wheeling, stair climbing, or functional ability 
to move about physically has not been analyzed 
for this report. The number of chairfast and bed-
fast patients and the transferring of patients be-
tween the bed, chair, and wheelchair is being ex-
amined. It is interesting to note that 13.2 percent 
of patients or 37,437 were fully ambulatory and 
able to leave the facility and walk outdoors at 
will. The reasons for institutionalization of these 
patients is immediately questioned. While alter-
natives to skilled nursing home care are suggested, 
they need to be ruled out by analysis of these pa-
tients' care plans and examination of the services 
being received. 

Bladder and Bowel Function 

The physiologic process of elimination from the 
bladder and bowel is referred to as continence; In-
continence is the involuntary loss of urine and/ 
or feces. The process of elimination may take place 
through an external opening resulting from a sur-
gical procedure ( ostomy) such as a colostomy or 
a device such as a catheter may be used in the 
process. The function was assessed in terms of con-
trol without regard to influencing factors as con-
stipation and medications. In cases where patients 
had surgical openings or external or internal de-
vices were used, need for assistance with care was 
determined. 

Approximately 40 percent of patients manifest-
ed no problem with bladder sphincter control ( ta-
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ble 19). The remammg patients, however, had 
bladder control difficulties. The majority ( 54.7 
percent) were incontinent of urine at least occa-
sionally. About 5.7 percent of patients had either 
an indwelling catheter, an external device or an 
ostomy to compensate for their biological bladder 
dysfunction. 

About half of all patients had difficulty with 
bowel sphincter control at least occasionally. Less 
than 1 percent had had surgical intervention to 
correct previous pathological conditions ( table 
20). 

The status of patients' bladder and bowel func-
tions poses another area of considerable depend-
ence on the nursing home staff for assistance and 
care. More patients had full control of bowel func-
tion than bladder. Half may be dependent at some 
time for care in one functional area. The data in-
dicate that at least 10 percent of patients may be 

Table 19.- Bladder function of patients 

Bladder function Patients 

Total.. ••................................. 

No problem ...................... ............ .. . 
Incontinent of urine .............................. . 

External device .................................. . 

(a) Self•care ................................ . 
(b) Not self•care ............................ . 

Indwelling catheter ............................. . 

(a) Self•care . . .............................. . 
(b) Not self.care ............ ............... . . 

Ostomy ..•................ ................... .. .. 

(a) Self.care ................................ . 
(b) Not self.care ............................ . 

Number 

283,914 

112,492 
155, 392 

912 

46 
866 

14,701 

755 
13,946 

417 

45 
372 

Table 20.-Bowel function of patients 

Bowel function 

Total. ............... ..................... • 

No problem ..................................... . 
Incontinent of feces .............................. . 
Ostomy ••••...................................... 

(a) Self•care .... .......... : . ................ . 
{b) Not self•care ... ............... ....... .... . 

Patients 

Number 

283,913 

139, 467 
142,188 

2,258 

367 
I, 891 

Percent 

Percent 

100. 0 

39. 6 
54. 7 

. 3 

0 
. 3 

5. 2 

. 3 
4. 9 

.2 

0 
. 2 

100. 0 

49. 1 
50. 1 

. 8 

. I 

. 7 

,. ' ' . ' - ' . , . .. . . 

dependent in both functions. When patients h~d 
surgical openings of devices, they most often did 

t care for themselves. This fact raises the ques-no • b·1· • tion of patients' potential for_ reha i itat10n, an-
other responsibility of the nursmg home staff. 

Orientation and Behavior 
The effects of developmental disabilities, of 

chronic illness, and aging on mental func~ions a~e 
complex, difficult to measure, and have wide va_ri-
ation among individuals. The awareness of an m-
dividual within his environment can range from 
oriented to disoriented. Oriented means the pa-
tient is aware of who he is, where he is and what 
time, day, month, or year it is. Disoriented_ ~eans 
the patient is unaware of time, place, and his iden-
tity. Disorientation may be in one of mor~ spheres 
as time only or time and place and the patient may 
have alternating periods of awareness--unaware-
ness or intermittent disorientation. As a practical 
matter clinical intuition and impressions are tradi-
tionally used as a basis of screening for mental 
functions and impairment. Answers were sought 
to simple questions about orientation of the 
skilled nursing facility patient for time, place, and 
person spheres. 

The answers to these simple questions indicated 
that over half of all patients had some degree 
of difficulty in their awareness of the existing situ-
ation with reference to time, place and identity of 
self. One-seventh of patients had no awareness of 
their environment at any time or were comatose. 
( See table 21.) 

Another concern in long.term care is the be-
havioral capacities of patients and whether their 
patterns of behavior are appropriate to the nurs-
ing home environment as distinguished from their 

Table 21.-Patlent's orientation as to time, place, and person-spheres 

Orientation state(s) 

Total. •.................................... 

Oriented 
Disorient~d .................................... . 

{a) Some spheres, some time ................. . 
(b) Some spheres, ail the time ............... . 
{c) All spheres, some time ... 
(d) All ,phres, all the time 
(e) Comatose .............................. . 

Patients 

Number 

283,914 

130, 130 
153, 784 

(60,544) 
(33, 508) 
(15,915} 
(41,292) 
(2, 525) 

Percent 

100. 0 

45. 8 
54. 2 

(21.3) 
(II. 8) 
(5. 6) 

(14. 5) 
(I. 0) 

personality characteristics. In appropriate behav-
ior on this basis is described as passive, disruptive, 
and other acts detrimental to life, comfort and 
property. Patient behavior was assessed from staff 
reports, recordings, and observation of patients' 
actions of this nature. 

For 58.4 percent of patients behavior was suit-
able to the environment although 41.1 percent of 
patients exhibited behavioral problems. Patients 
manifesting inappropriate behavior for the most 
part equally divided between those who were pas-
sive, those disruptive and those with other detri-
mental behavior as shown in table 22. 

It appears from the profile of the orientation 
and behavior patterns of patients in the skilled 
nursing facilities that a sizeable proportion pre-
sent major management problems both in terms 
of providing a safe environment and in rendering 
care. The inappropriate behavior and disorienta-
tion which ranged from 41.1 to 54.2 percent of pa-
tients requires nursing expertise of the highest • 
order. ·what has been termed nursing psychiatry 
is believed by some to probably constitute the 
most important vehicle of patient management in 
care of the long-term care patient. Bathing, dress-
ing, and feeding of the disoriented patient can 
challenge all the conventional techniques and skill 
known to nurses. It may be just as difficult to elicit 
a response and stimulate participation in care 
from the passive patient so that he will utilize his 
full potential for carrying out his activities of 
daily living. 

Communication of Needs 
Another consideration in the care of the long-

term patient is the ability to make known by any 
means his needs for physical, mental, and social 

Table 22.- Patlents classified according to appropriate behavior 

Patients 
Behavior classified 

Number Percent 

Total.. .................................. . 283,914 100.0 
k===4=== 

1. Appropriate.... ............ ... ....... ........ 165, 847 58. 4 
2. inappropriate .. ... ...... .....•••••••••• •••• ••• J..-_11_6,_5_78-+---41_._1 

(a) Wanders; passive ................. ..... •• 
(b) Aggressive; disruptive ................... . 
(c) Inappropriate-other .................... . 

3. Comatose ................................... . 

(38,627) 
(42,006) 
(35, 945) 

(13. 6) 
(14. 8) 
(12. 7) 

'====I==== 
1,489 0. 5 
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comfort. In its broadest sense, communication can 
be regarded as a system of significant symbols 
which permit ordered human interaction. If a pa-
tient can communicate he can transmit his needs 
effectively through the use of language and thus 
his needs can be understood. This patient has an 
advantage over the patient who must communicate 
nonverbally by substituting gestures, pointing or 
using written means for spoken and understood 
words. 

Most patients (74.5 percent) in the survey com-
municated verbally and an additional 6.9 percent 
communicated on a nonverbal level. However, in 
respect to the attention that is necessary for the 
patient ,Yith whom contact relationships and re-
sponse must be established, a sizeable number 52,-
745 patients or 18.6 percent did not communicate 
verbally or nonverbally. (See table 23.) 

The lack of ability of patients to communicate 
illustrates yet another dimension of long-term 
care. Additional information on patients' speak-
ing ability is described in the following section. 

CONDITION OF THE SKIN 

The long-term care patient with limitations on 
mobility is particularly susceptible to decubitus 
ulcers or bedsores. Prevention as well as thera-
peutic measures are nursing functions. The basic 
causes of bedsores are a blocking of blood flow to 
the affected area and lack of normal movement. A 
combination of external etiological factors of 
pressure, temperature, and moisture plus multiple 
internal debilitating and nutritional associated 
factors influence the formation of ulcers. Pres-
sure, however, is considered the fundamental cau-
sative agent. The obvious external causative fac-
tors are one that nurses can conceivably control. 
The prevention and care of bedsores requires 
technical skill and attention to the causative fac-
tors and the application of the full talents of 
nurses. 

Table 23.-Patients' ablllty to comunlcate needs 

Communication state(s) 

Total ••••••••••........................... 

Verbally •••• · ······························•···· 
Nonverbally ••••••............................... 
Does not communicate .......................... . 
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Patients 

Number Percent 

283, 913 

211, 491 
19,677 
52, 745 

. . . 

100. 0 

74. 5 
6. 9 

18. 6 

Considering their diagnoses, functional status, 
and dependency, a relatively low number of pa-
tients in skilled nursing facilities had bedsores, 
26,037 or 9.2 percent, and of these the majority had 
but one site. This fact speaks well for the nursing 
services. ( See table 24.) 

It is well to remember that every patient who is 
bedridden for an extended period of time, is a 
possible candidate for a decubitus ulcer or pressure 
sore. Because elderly patients are more prone to 
skin breakdown due to decline in circulation and 
a tendency toward dry skin, extra care of the skin 
and preventive measures are indicated. These in-
clude protection of the patient against pressure 
and the maintenance of proper body alignment. 

Patients with certain diseases and/or conditions 
require particular attention and these patients inJ 
elude those with: Diabetes, arteriosclerosis, pa-
tients with neurologic damage, e.g., paraplegia and 
those deprived of sensory feedback, e.g., the blind. 
Patients with limited movement, e.g., wheelchair 
patients as well as those who are bedfast, should 
be observed most carefully. 

It is significant to note that 75.6 percent of all 
patients with decubitus ulcers (20,086 of 26,554) 
did not walk. And of equal interest is the fact 
that only 1,113 of the remaining 6,468 patients did 
walk without any assistance. The assistance o 
other persons or devices or both were needed by 
the 5,355 other patients. ( See table 25.) 

Table 24.- Number and percent of decubltus ulcers among patient population 
and site frequency among those patients with decubitus ulcers 

Patient population Number Percent 

Total, all patients ...... .... ...... . ........ . 283,907 100. 0 

Ulcer•free patients .............................. . 
Patients with decubitus ulcers .................... . 

257,870 90. 8 
26,037 9.2 

One site only ••.............................. 
Two sites •••••.............................. 
Three or more sites ......................... . 

(16, 770) (5. 9 
(4, 709) (I. 7) 
(4, 558) (I. 6 

Table 25.- Walklne status of patients with decubltus ulcers 

Degrees of walking ability 

Total, all.. ••.............................. 

Does not walk ••••............................... 
Walks with help/person .......................... . 
Walks with help person/device .................... . 
Walks with help/device ........................... . 
Walks without help ............................... . 

Patients 

Number 

26, 554 

20, 086 
2,451 
1,693 
1,211 
1, 113 

Percent 

100. 

75. 6 
9.2 
6.4 
4. 6 
4.2 

Approximately 7 o! every 10 patients (18,271 ~f 
26 812) with a decubitus ulcer also had an associ-
t 'd difficulty with joint motion of the upper body, 

a e L" • d t shoulder elbow, wrist, etc. imite movemen e.g., ' . ) (S was most frequently cited ( 59.6 percent . ee 
table26.) . 

Approximately 85 out of every 100 patients (22,-
882 of 26,773) with a decubitus ulcer also had an 
ssociated difficulty with joint motion of the lower 

~ody, e.g., hip, knee, ankle, etc. Limited movement 
was most frequently cited ( 45.7 percent). ( See 
table27.) . . 

Approximately 3 out of every 10 patients with 
an ulcer (8,093 of 26,614) also had a fracture or 
dislocation. The majority of fractures or 70.3 per-
cent of them (5,690) were fractures of the hip. 
( See table 28.) 

Fewer than 10 percent of all patients with de-
cubitus ulcers (2,424 of 26,498) were self sufficient 
in their ability to transfer without the assistance of 
another person. ( See table 29.) 

Table 26.-Number and percent of difficulties of joint motion, upper body, 
among patients with decubltus ulcers 

Difficulties, Joint motion upper body 

Total.. .................................. . 

Limited movement .............................. . 
Immobility ..................................... . 
Instability ............................ .......... . 
Combinations (of above) ......................... . 

Number 

18,271 

10,884 
1,180 

757 
5,450 

Percent 

100. 0 

59.6 
6.5 
4.1 

29. 8 

Table 27.-Number and percent of difficulties of joint motion lower body 
among patients with decubltus ulcers 

Difficulties, joint motion lower body 

Total.. ••••••............................. 

limited movement. ............................. . 
Immobility ••• ••...... ........................... 
Instability ••••••................................. · 
Combinations (of above) ......................... . 

Number. 

22,882 

10,456 
2,026 

883 
9,517 

Percent 

100. 0 

45. 7 
8. 9 
3. 8 

41.6 

Table 28 - Number and percent of fractures or dislocations among patients 
with decubitus ulcers 

Fractures or dislocations 

Total. •••••••............................. 

~ip fracture, right or left ........................ . 
F1P fracture, right and left.. ..................... . 
racture or dislocation, not hip .... ............... . 

Number 

8,093 

5,543 
147 

2,403 

Percent 

100. 0 

68. 5 
1.8 

29. 7 

Table 29 - Transfer status among patients with decubltus ulcers 

Method of transfer Number Percent 

Total. ••.................................. 26,498 100.0 

Transfer without any help ........................ . 
Transfer with help of device ...................... . 
Transfer with aid of person ...................... . 
Is transferred .................................. . 
Transferred with device and person ............... . 
Bedfast.. ...................................... . 

2,036 7. 7 
388 1.5 

9, 651 36. 3 
9,322 35. 2 
2,457 9. 3 
2, 643 10. 0 

Diagnoses of patients with decubitus ulcers.-
Approximately 15 percent (3,931) of all patients 
with decubitus ulcers (26,765) were diagnosed as 
being diabetic. The presence of anemia was found 
in 6.3 percent (1,677) of patients with decubitus 
ulcers. Alcoholism and drug were rarely present 
among these patients. The data show alcoholism 
for 454 or 1.7 percent of 26,613 patients and drug 
abuse in 217 or 0.8 percent of 26,746 patients. 

Decubitus ulcer sites.-It has been established 
that prolonged concentration of body weight on a 
small area of soft tissue over a bony prominence, 
e.g., the heel is the leading cause of decubitus ul-
cer formation. Table 30 gives the number and dis-
tribution of the various sites of decubitus ulcers 
among the patient population. It will be noted that 
the sacrum, hip, heel, and spine were the four most 
prevalent sites of decubitus ulcers. A larger pro. 
portion of patients having ulcers in these sites as 
compared to other parts of the body did not walk, 
transfer out of bed or use the wheelchair. 

Treatment and care of decubitus ulcers.-Pre-
vention of the decubitus ulcers is most important. 
Care is often difficult, painful for the patient and 

Table 30.-Distrlbutlon, number and percent of decubllus ulcer sites among 
patients who do not walk, who are not transferred, and who are not wheeled 

Various mobility/immobility attributes 

Various sites of Does not walk 
decubitus ulcers 

Is not transferred Is not wheeled 

Number Per• Number Per• Number Per• 
cent cent cent 

All Sites .............. 29, 726 100.0 5,080 100.0 II, 737 100. 0 

Sacrum coccyx ......... 11,008 37. 0 1,210 23.8 3, 714 31.6 
Shoulder blade ........ 1,366 4. 6 325 6. 3 433 3. 7 
Elbow ................ 780 2.6 207 4.1 301 2.6 
Heel. ................. 3,572 12. 0 544 10. 7 I, 364 11.6 
Foot (other heel) ....... 2,946 10.0 593 II. 7 1,364 11.6 
Knee ................. 889 3. 0 184 3. 6 1,008 8. 6 
Hip .................. 5,808 19. 5 1,457 28. 7 215 1.8 
Spine (upper) ......... 859 2. 9 184 3. 6 2,871 24. 5 
Ribs (chest) ........... 479 1.6 0 0 252 2. 2 
Other ................. 2,019 6. 8 376 7. 4 215 1.8 
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challenges the skill of the medical and nursing 
staff. Decubitus ulcers can present complications 
that require additional nursing care to prevent fur-· 
ther ulceration and damage to the skin and under-
lying tissue. One sign of progressing deteriora-
tion of ulcers is the presence of exudate-serous -
fluid or pus. Table 31 shows the number of pa-
tients that had exudative ulcers and the frequency 
of treatment given to these patients. For 56.4 per-
cent of patients with draining ulcers, treatment 
was given twice a day or more often. 

The data of decubitus ulcers present a classic 
picture of one aspect of nursing care in the skilled 
nursing facility. It emphasizes the particular at-
tention that the long-term patient demands. Pa-
tients must be examined frequently and observed 
for any abnormal signs or changes in their physi-
cal status and functioning. The techniques of care 
embrace all of the nursing judgment and skill re-
quired for the short-term patient. In addition, it 
must incorporate a fuller measure of prevention, 
health maintenance, and restorative care in terms 
of particular disease states, disabilities, and func-
tional status, and patient care needs. 

IMPAIRMENTS IN SENSORY PERCEPTION 

Characteristically, long-term care patients have 
many impairments. Those impairments related to 
sensory perception may be: congenital, associated 
with developmental disabilities, the sequelae of 
disease or accidents, or constitute deterioration in 
function due to the aging process. The sensory 
perception of the patients in the skilled nursing 
facilities was assessed by descriptors without ref-
erence to their etiology. The descriptors constitute 
a scale of severity of impairment without judg-
ment about the contribution of the impairment to 
the overall disability of the patient. 

Sight.-Sight is the act, faculty, or process of 
perceiving objects through the eye. For the pur-

Table 31 - Number and percent of patients with exudative ulcers and the fre-
quency of treatment of the ulcers 

Frequency of treatment 
Patients 

Number Percent 

Total ____________________________________ _ 8,061 100. 0 

Once a day or less ____________ __________________ _ 2, 764 34. 4 
Twice a day __________________________________ -__ _ 3,083 38. 2 
More than twice a day __ _______________________ __ _ l, 470 18. 2 
None __________________________________________ _ 744 9. 2 
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pose of classification of patients, impairments in 
sight range from "no impairment" to being "le-
gally blind." The majority of skilled nursino- fa-
cility patients (70.4 percent of 200,005) wer~ as-
sessed as having sight impairment. Of these 2.6 
percent (7,441) were legally blind; 50.7 percent 
(149,682) wore corrective lenses/ glasses; and 15.1 
percent (42,882) were not users of eyeglasses. ( See 
table 32.) 

Hearing.-Hearing is the act, faculty, or proc-
ess of perceiving sound through the ear. For the 
purpose of classification of patients, impairment 
ranges from "no impairment" to "does not hear." 
Hearing was assessed in terms of the patient's re-
sponse to normally audible and shouting voice 
sound waves. To understand the findings, it should 
be explained that for the aging, hearing changes 
include a gradual loss of high frequency sounds 
and distortion of environmental sounds, for exam-
ple traffic in the street or dripping faucets. Loss 
of high frequency sound impairs speech discrimi-
nation. Shouting which is a high frequency sound 
is distorted. The person with a high frequency loss 
needs to be addressed clearly and slowly in a lower 
pitched voice, rather than by shouting. Hearing 
aids which amplify sound do not help the person 
with high frequency sound loss. 

No impairment in hearing was found for 67.1 
percent of patients (190,407). At the other ex-
treme, a relatively small number of patients did 
not hear, 1.2 percent or 3,364 patients. The largest 
number of patients with impairments responded 
to a loud voice, not shouting. These 60,286 patients 
were 21.2 percent of total patients in the survey 
and 64.5 percent of those with hearing impair-
ments. Very few patients identified as having 
hearing losses wore hearing aids, 4.6 percent of 
12,907 patients. ( See table 33.) 

Speech.-Numerous defects and disorders pro-
duce speech that is indistinct, unpleasant or not 

Table 32.- Classificati1111 of patients according to visual perception 

Visua I state(s) 

Ali_ _____________________________________ _ 

No impairment_ ________________________________ _ 
Impairment one eye (with glasses) _________ _______ _ 
Impairment both eyes(with glasses) ______________ _ 
Impairment one eye (no glasses) _________________ _ 
Impairment both eyes (no glasses) ________________ _ 
Legally blind ___________________ ________ ________ _ 

Patients 

Number 

283, 912 

83 , 907 
3, 787 

145,895 
3,010 

39, 872 
7,441 

Percent 

100. 0 

29.6 
J.3 

51. 4 
1.1 

14. 0 
2. 6 

understandable. Among the defects are art~c~la-
t defects stuttering, voice problems, conditions ory , . . . . · d" associated with impaired hearmg, orgamc is-

ders and retarded speech development. For the or h . . r"ose of classifying patients, speec impair-
pu r • • " t "d t nts ranged from "no impairment o oes no 
me "fi t· 

k " Some terms used in the classi ca 10n are spea . . .. 
defined for clarification. Aphasia is a defect or lo~s 
of the power of expression by speech. Dysarthnc 
means imperfect articulation in speech. . 

Each of the speech impairments, stuttermg, 
dysarthria, aphasia, jargon, and no ~pee~h were 
identified with no single defect occurrmg m more 
than 8.8 percent of patients. Normal speech was 
most frequent for 68 percent of patients. ( See 
table 34.) 

Among the patients surveyed, visual impair-
ments occurred with greatest frequency or 70.4 
percent followed by hearing and speech impair-
ments which were of almost equal frequency, hear-
ing in 32.9 percent of patients and speech in 32 
percent. 

PATIENT DIAGNOSES 
Diao-nosis is a common basis for defining pa-

tients'
0 

needs for care and in organizing patient 

Table 33.- Classification of patients according to hearing acuity 

Hearing state(s) 

All_ ________________________ __ ___________ _ 

No impairment_ _____________ __________ - _ -- - - - - . -
Impairment one or both ears ________________ _____ _ 

(a) Hears loud voice no shouting _____________ _ 
(b) Hears normal and loud voice with hearing aid 
(c) Hears only shouting no hearing aid ________ _ 
(d) Hears only shouting with hearing aid ______ _ 

Patients 

Number 

283, 913 

190,407 
89,212 

(60, 286) 
(9, 543) 

(16,019) 
(3,364) 

Percent 

100. 0 

67. 1 
31. 4 

(21. 2) 
(3. 4) 
(5. 6) 
(1.2) 

b====I=== 
Does not hear __ ____ __ ___ __ _______________ - - - - - - - 4,294 1. 5 

Table 34.- Classification of patients according to speaking ability 

Speaking state(s) 

All ______________________________________ _ 

Normal speech_ _ _____ _ 
Stuttering(not d1sarthria) _____________ ___ _____ _ 
Dysarthria (w11n intelligible speech) _______________ _ 
:phasic (conveys thoughts) __________ ____________ _ 

D
peaks (makes no sense) ________________________ _ 
oes not speak _________________________________ _ 

Patients 

Number 

283,913 

192, 957 
7,423 

25, 002 
9,485 

24, 317 
24, 729 

Percent 

100. 0 

68. 0 
2. 6 
8. 8 
3. 3 
8. 6 
8. 7 

care services. In long-term care, diagnosis alone 
is not meaningful. The patient's functional status 
and limitations must be related to his clinical 
status. The chronically ill present great variability 
in stages and severity of illness. In addition, the 
aged characteristically have more than one chronic 
condition, disease, or disability. Patient care re-
quirements must be measured in terms of the ag-
gregate of physical, functional, and psychosocial 
needs at given points in time. 

The physician traditionally refers to the needs 
of patients in terms of diagnostic categories. The 
diagnoses of the patients in the survey are pre-
sented belo,Y. They illustrate the multivaried med-
ical conditions that must be considered in plan-
ning long-term care. Further correlations between 
patients' functional status and diagnoses could ex-
pand on definitive care requirements. 

The review of records both on admission and 
subsequent to admission made possible identifica-
tion of the traditional medical descriptors of 
patients: 

1. The primary d~agnoses judg~~ to be the rea-
son for admiss10n to the facility ( table 35) • 

2. The ao-gregate of diagnoses identified on ad-
missio~ to the facility ( table 36). 

3. The diagnoses identified subsequent to ad-
mission ( table 37) . 

In these three tables there are significant differ-
ences demonstrated in comparison of age groups 
(i.e., those under 65 and those 65 and over) and of 
admission and postadmission diagnoses. 

In table 35 it is clear that the primary diagnoses 
for nearly two-thirds of those under 65 years of 
age is pathology of the nervous system, i.e., neuro-
logical disease, mental retardation, neuroses and 
psychoses, stroke, and chronic brain disease. On 
the other hand, for the same proportion of patients 
over the age of 65, the diagnoses judged to be the 
primary reason for institutionalization are heart 
disease chronic brain disease ( including senility), ' . stroke, fractures and generalized arteriosclerosis 
and hyptertension. As would be expected, those 
under 65 enter the nursing home for develop-
mental disabilities and their sequelae; those 65 and 
over for the disorders and accidents common to the 
aging process. 

Table 36 provides a broader perspective of the 
diagnostic profile of patients admitted to nursing 
homes since it shows all diagnoses recorded on 
admission. Again, an age differential is clearly 
evident. Of those under 65, two out of five have an 
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Table 35.-Prlmary diagnoses recorded on admission by diagnostic group and by age 

All ages Under 65 65 and over 

Diagnoses Number Percent Number Percent Number Percent 

Total .............................................................. . 283,300 100. 0 50,400 100.0 232,900 100. 0 

Heart disease .......... ..... . . .. .......................................... . 44,300 15. 6 2,500 5. 0 41,900 18.0 
Chronic brain disease ......................... . ..... ................ . ...... . 39,200 13. 8 3, 700 7. 3 35, 500 15. 2 
Stroke ....... ............................................................ . 30,300 10. 7 3,900 7. 7 26,400 11.3 
Fractures ....................................... . ..... ...... ...... . ....... . 24,800 8. 8 I, 700 3. 4 23, 100 9.9 
Neurological disease ............... ........................................ . 19,000 6. 7 9,600 19.0 9,500 4. 1 
Generalized arteriosclerosis and hypertension ................................. . 17,300 6.1 1,300 2. 6 16,000 6.9 
Neuroses and psychoses ................................................ : .. . 15,200 5.4 5, 700 11. 3 9,500 4.1 
Diabetes ............................................................ • .... . 14,300 5.0 I, 700 3. 4 12,600 5.4 
Diseases of musculoskeletal system ....................... ......... ....... . .. . 13,400 4. 7 2,000 4. 0 11,300 4. 9 
Mental retardation ........................................................ . 9,300 3.3 9,000 17. 9 400 .2 
Neoplasms ................... ......................... ................. .. . 8,400 3. 0 l, 800 3.6 6,600 2.8 
Diseases of respiratory system .......... . . ............................ .. .... . 6,600 2. 3 800 1. 6 5,700 2. 4 
Diseases of digestive system ................................................ . 6,500 2. 3 600 1.1 6,000 2. 6 
Diseases of genito•urinary system ........................................... . 3,700 1. 3 500 1.0 3,200 I. 3 
Diseases of eye and ear .......... ........... . . ..................... ....... . . 3,300 1. 2 600 1.1 2,700 I. 2 
Other ......... . ............................................... ........... . 27, 700 9. 8 5,000 10. 0 22, 700 9. 7 

Table 36.-AII diagnoses recorded on admission by diagnostic group and by age 

Diagnoses 

Heart disease ......................................................... .... . 
Chronic bra in disease ...................................................... . 
Generalized arteriosclerosis and hypertension ...... ........................... . 
Diseases of musculoskeletal system ......................................... . 
Stroke ................. ....................................... ........... . 
Fractures ................................... .. ........... ................. . 
Neurological disease ....................................................... . 
Diabetes ............ ........... .......... ....................... ......... . 
Neuroses and psychoses .... ................... ...... ............. ......... . 
Diseases of digestive system .... ... . ... ... ...................... . . . ..... . ... . 
Diseases of genito•urinary system ..................... ...................... . 
Diseases of eye and ear ....................................... ..... ... . ... . . 
Diseases of respiratory system .............................................. . 
Neoplasms ............................................................... . 
Mental retardation ........................................................ , 
Other• ................................................................... . 

1 Percentages are based on a total of 283,900 patients. 
' Percentages are based on a total of 51,200 patients. 
• Percentages are based on a total of 232,700 patients. 
• Less than 0.1 percent. 

All ages 

Number 

108,200 
83,000 
64,800 
55, 800 
51,300 
46,200 
43,800 
40, 700 
34, 100 
30, 700 
29, 600 
28,400 
21,400 
15,800 
14,900 
52, 700 

Percent 1 

38.1 
29.2 
22. 8 
19. 7 
18. 1 
16. 3 
15.4 
14. 3 
12. 0 
10. 8 
10.3 
10. 0 

7. 5 
5. 6 
5. 2 

18.6 

Under 65 65 and over 

Number Percent' Number Percent• 

7,800 15. 2 100, 400 43 1 
6,900 13. 5 76, 100 32. 7 
6,800 13. 3 57,900 24. 9 
6,100 11. 9 49, 700 21. 4 
6,900 13. 5 44,400 19.1 
4,400 8. 6 41,800 18.0 

21,500 42. 0 I 22,300 9.6 
6,100 11. 9 34,600 14.9 

10, 500 20. 5 23,600 10. l 
4,000 7.8 26, 700 II. 5 
5,500 10. 7 24,100 10. 4 
5,900 11. 5 22, 500 9. 7 
3,400 6. 6 18,000 7. 7 
3,300 6. 4 12,500 5.4 

13, 700 26. 8 1,200 (') 
11,600 22. 7 41,100 17. 7 

• Includes major surgery, endocrine disease (other than diabetes mellitus), anemias, nutritional disease, and decubitus ulcers and other skin disorders. 

Note.-Percentages add up to more than 100 because of multiple diagnoses recorded on admission for same patients. 

identified neurological disease, one in four is men-
tally retarded, and one in five has a neurosis or 
psychosis. For those 65 and over, over two in five 
have heart disease; nearly one in three have 
chronic brain disease; one in four have generalized 
arteriosclerosis or hypertension; and one in five 
have stroke or a disease of musculoskeletal system, 
i.e., arthritis. 

Finally, the diseases or disorders diagnosed 
following admission also demonstrate differing 
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patterns for the two age groups. See table 37. For 
those under 65, nearly two out of five of the diag-
noses recorded are diseases of the respiratory, gas· 
trointestinal, or genito-urinary systems or decubi-
tus ulcers, in other words, mainly infectious dis-
eases or disorders generally related to institution-
alization and prolonged bed rest. For those over 
65, of the diagnoses recorded subsequent to ad-
mission, one in three was for these conditions. 
Fractures occurred slightly more frequently in the 

d (7 3 Percent) than in those under 65 
65 an over • . f d" 

t) Postadmission diagnoses o is-ercen . . ( 5•2 p related to the agmg process s that are more 
ease to institutionalization occurred m?re fre-
than 1 in the 65 and over. One in four diagnoses 
~u:~; age group was for d~seases of the eye and 
m sculoskeletal or card10vascular systems. In 
ear, mu d 65 only one in six diagnoses was for 
those un er ' 
these conditions. • d 

These differing characteristics are su~marize 
. bl 38 which shows the comparative rank 
m dt; o~ bo~h primary and all diagnoses ma~e. on 
or . . nd of diarrnoses made postadmiss10n admission a o 
f r these two age groups. . . 
o y the following were the sigmficant In summar , 

findings relating to me~ical needs for care and 
services as indicated by diagnoses : 

1. The primary diagnoses ond adm65issionrsfoorf tawg~ 
out of three patients un er yea . 
were pathology of the nervous system, pr~-
marily developmental disabilities and their 
sequelae. d th For two out of three patients 65 an. over, e 2• • y di· agnoses were of cardiovascular primar ·1· t d and cerebrovascular disease, sem i y' an 
accidents. . d d 

3. For those under 65,hthe ~iafgnt~ses redc1· ose\~s 
ostadmission are t ose m ec io?-s . . 

~r disorders generally related to i!1stitution-
alization and prolonged bed rest m t~o out 
of five cases. In those 65 and over, this pro-
portion was one in three. 

Table 37. M t OS preva lent diagnostic groups (recorded postadmlsslon) by age 

cumulative All Ages Total Diagnoses 
Percent (percent) Number 1 

11,500 11. 8 11 .8 
Diseases of genito•urinary system ••• ::························· 9,500 9. 8 21.6 

31. 4 Decubitus ulcers and other skin cond1tIons ••• ••••••••••••••••••• 9,500 9.8 
38. 8 Diseases of eye and ear ..........•••••••••••••• 7,200 7.4 

Diseases of musculoskeletal system.············•·· • 7, 100 7. 3 46. l 
Diseases of respiratory system ••••••••••••••••••••• ~-·········· 7, 100 7.3 53. 4 
Heart disease ....... •····················· ------- 6, 700 6. 9 60. 3 

------- ---------- 67. l Fractures ......... -·················· ------- 6,600 6. 8 
Diseases of digestive system .........•••••••••••••••••• 

1 Total postadm_iss_ion d_iagnoses equals ;:~4~~der 65.age group equals 23,100. 
, Total postadmIssIon diagnoses among 65 dover age group equals 74,300. 

1 t d • • n diagnoses among an 
•N:::_:;::al~~:s:i:nts had a postadmission diagnosis and there were multiple diagnoses for some patients. 

Age Group 
Under 65 

Number 2 Percent 

1, 700 7. 4 
11. 3 2,600 

I, 600 6. 9 
3.9 900 

2,700 11.7 
4.8 I, 100 
5. 2 • l, 200 

2, 000 8. 7 

Rank order of most common diagnostic groups y me o b ti f recording and age group 
Table 38. 

65 and Over 

Number' Percent 

9, 700 
6,900 
7,900 
6,300 
4,300 
6,000 
5,400 
4,600 

All diagnoses on admission 
A II diagnoses postadmission 

Primary diagnoses on admission Under 65 65 and over 
Rank order Under 65 65 and over 

Under 65 65 and over 
Diseases of respiratory Diseases of genito• 

Heart disease ...• - -• -• - urinary system. 

13.1 
9. 3 

10. 6 
8.5 
5.8 
8. I 
7. 3 
6. 2 

Neurological disease •• •· 
!. ............ Neurological disease ...•• Heart disease .. .....••• system. Diseases of eye and ear. 

Chronic brain disease •• -· Decubitus ulcers and 
Mental retardation ..••• •• 2 ..... ........ Mental retardation ......• Chronic brain disease •..• other skin diseases. 

Decubitus ulcers and 
Neuroses and psychoses •• General arteriosclerosis Diseases of digestive other skin diseases. 

3 . ............. Neuroses and psychoses •• Stroke .. -·············· and hypertension. system. Diseases of musculo· 
Diseases of musculo• Diseases of genito· 

skeletal system. Heart disease .. .....•• • urinary system. 
4 . ............ Stroke ................. Fractures ........ -·•·· - skeletal system . Heart disease. 

Chronic brain disease ••• Stroke ...........••••• Diseases ot eye and ear• 

5 ............. Chronic brain disease ..•• General arteriosclerosis . Fractures. and hypertension. Fractures ......• -·•-· ·· Fractures ...... -·•····· Diseases of digestive 
. Diabetes ...... . -······ Stroke .... .... • -······ Heart disease . 6 ............. Heart disease .........• General arteriosclerosis Diabetes .......• • -···· system. 

7 . ............ Diseases of musculo• Diseases of musculo· 
and hypertension. Diseases of respiratory 

skeletal system. Diseases of digestive Diseases of musculo· skeletal system. 
_ Neuroses and psychoses. Diseases of musculo• skeletal system. system. 

8 .. ........... Neoplasms .... .... • -· - skeletal system. system. 

. Neurological disease •••• Diabetes ..........•••• Diseases of gen ito• 
9 ............. Diabetes .............. urinary system. 

Diseases of eye and ear. Neuroses and psychoses. 
10 ............ Fractures .............. Neoplasms .........••• 
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DENTITION 
That good dental health is an essential compo-

nent of good general health is by now a truism. 
What needs to be emphasized, however, is that 
while maintaining a sound dentition preserves the 
masticatory function and all that implies with 
respect to nutrition, it also adds immeasurably to 
one's a~pearance, ability to speak, and sense of 
well-bemg. 

Despite this, the universality of dental disease 
and its generally nonfatal character tends to foster 
complacency concerning its prevention and treat-
ment. Y ~t dent~l diseases are not self-healing; 
most are irreversible and become more severe with-
out treatment. It is in this context that the dental 
health problems of the long-term patient must be 
weighed. 

Survey methods.-There were no dentists on the 
survey teams nor were patients routinely examined 
to determine dental health status. Instead team 
~hysicians att~mpted to determine wheth;r pa-
tients selected m the survey had significant unmet 
dental health problems. This was done by review 
of medical records and by interviewing facility 
personnel. Additional information was obtained 
when the physicians saw and talked with the 
patients. 

Notwithstanding the limitations of this proce-
dure for determining the dental health status of 
the patients-particularly the lack of attention to 
soft tissue problems which are prevalent among 
adults and impact significantly with respect to 
treatment needs-it did provide a gross measure 
of to?th_ loss among the surveyed population. It 
also md1cated the extent to which this loss had 
been compensated for by restorations and pros-
thetic appliances. 
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Find!ngs.-Among the 210,411 patients repre-
sented m the report, only 8.1 percent had no miss-
ing teeth. ( table 39.) An additional 7 percent 
had some missmg teeth, but a restoration compen-
sated for the loss. Edentulousness with dentures 
acc~unted for an additional 46.8 percent of the 
~atients. 1:he remaining 38.1 percent of the pa-
tients reqmred tooth replacements, including full 
dentures, but had none. 

Though some prostheses had been provided for 
53.8 percent of the patients, the extent to which 
these needed repair or replacement--a not uncom-
mon service requirement-was not determined 
S~milarly, neither the extent to which patient~ 
with teeth required extractions because of dental 
caries or periodontal disease nor the need for oral 
hygiene services, a particularly common need 
among the ill and aged, was documented. Thus, 
these data undoubtedly underestimate the preva-
lence and severity of dental problems amono- the 
s~rveyed population and, therefore, any co~clu-
sion~ drawn from them with respect to dental 
service needs should take this into account. 

Table 39.- Patients status of dentition 

Dentition status 

Total_ ___________________________________ _ 

No teeth missing 
Some missing __ - ______________________________ : 

(a) Compensated _____ ______________________ _ 
(b) Not compensated _____________________ ___ _ 

Edentulous_. __ .. _. ____________________________ _ 

(a) With plates ___ . ___ ._. ___________ _ ._. ____ _ 
(b) Without plates __________________________ _ 

Paiient 

Number 

210,411 

16, 958 
~3. 310 

14,593 
38, 717 

140, 143 

98, 761 
41,382 

Percent 

100.0 

8.1 
25. 4 

7. 0 
18. 4 

66. 5 

46.8 
19. 7 

CHAPTER 6 

The Patient Care Setting 

The physical environment, administration, and 
fiscal management of all health ca,re institutions 
including skilled nursing facilities (SNF) are the 
basic support for all services offered. The size of 
the facility, its configuration, administrative, and 
fiscal policies and how they are implemented de-
termine the extent of services offered, the resources 
em ployed in rendering services, their quality, and 
the efficacy of services ( 1) . 

This section of the report will describe the health 
and safety environment of SNFs and management 
and fiscal practices based on data available at the 
time of survey. 

ADMINISTRATIVE AND FISCAL MANAGEMENT 

The major concern in evaluating the adminis-
trative management of SNFs in the survey was 
how well the management function was being per-
formed. The issues are divided into discussion of : 
The governing body, the nursing home adminis-
trator, personnel management, and outside 
resources. 

The Governing Body 
Federal regulations require that every nursmg 

home must have an identifiable authority having 
full legal and moral responsibility for all aspects 
of facility operations. This authority might be 
called the "governing body" "board of directors" 
" ' ' bo_ard o~ trustees," "owners," or other appropriate 
designat10n. The individual or group, regardless 
of_ the formal name, has responsibilities and duties 
with which it is charged and of which it cannot 
be relieved by delegation. The degree to which 
these responsibilities and duties are conscientiously 
fulfilled, have a direct relationship to the effective-
ne_ss_ of the facility's performance. Representing 
mimmum standards and as a basis for comparison, 

the governing body must perform such duties as 
(f) : 

a. Adoption of bylaws, patient care policies, ad-
ministrative policies and rules and regulations 
which govern and direct the operation of the 
facility. These policies and rules and regula-
tions must be reviewed and revised as neces-
sary; 

b. appointment of a competent, licensed admin-
istrator with full responsibility for operating 
the nursing home in accordance with policies 
established by the board; 

c. conducting meetings periodically and for spe-
cific purposes to take care of ongoing policy 
and operational matters of the nursing home. 
Governing body members must attend these 
meetings. Minutes of the meetings must be 
kept as they are legal records of decisions 
made. Such decisions must be transmitted to 
those having direct operationa,l responsi-
bility; and 

d. provision of assurance that the nursing home 
is operated in compliance with applicable 
Federal, State, and local laws. 

If a facility does not have an identifiable govern-
ing body or if the governing body does not func-
tion effectively, many of the activities carried out 
in the facility diminish, especially the quality of 
patient care. In 96.9 percent (6,389) of the facili-
ties a governing body or a designated person func-
tioning in the same capacity with full legal 
authority and responsibility for the operation of 
the facility was identified. Although most homes 
have a governing body, the frequency of meetings 
prescribed by the adopted bylaws was not complied 
with in 16 percent (1,057) of the facilities. 

The minutes of the governing body should show 
actions taken in formally adopiting bylaws and 
policies, including patient care policies, subsequent 
revisions made, action taken on recommendations 
made by various facility committees that require 
governing body consideration, 1and the appoint-
ment of the administrator. In 50.4 percent (3,320) 
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of the facilities, the recorded minutes of the gov-
erning body meetings were considered complete 
and/ or adequwte. The larger the home the greater 
the likelihood of finding the minutes complete. The 
difference between the small and large facility in 
having adequate minutes is 20 percent. In other 
facilities the minutes did not reflect the details 
of the matters discussed and did not provide ade-
quate information on the decisions made. Fre-
quently the content of the minutes reflected cor-
porate financial matters Ito the exclusion of those 
matters directly affecting the quality of patient 
care. 

Apparently in many nursing homes, either the 
governing body did not hold meetings in accord-
ance with the frequency stated in its own bylaws 
or did not record the substance of such meetings. 
This inattention to its bylaws and to operational 
matters indicates that frequently, governing 
bodies do not fully meet their obligations and re-
sponsibilities. Additionally, the governing bodies 
of a large number of facilities, apparen'tly did not 
understand the necessity for keeping minutes that 
were complete enough to reflect the details of 
matters discussed at meetings and decisions made. 

Nursing Home Administrator 

The. administrator is fully responsible for the 
day-to-day operation of the nursing home and is 
accountable to the governing body alone. Ap-
pointed by the governing body, the administrator 
is delegated in writing the responsibility for 
operating the home in accordance with policies, 
rules, regulations, and operating procedures 
adopted by the governing body (3). 

The governing body should appoint an ad-
ministrator who is currently licensed by the State 
and qualified by education and experience to effec-
tively manage the facility. The administrator is 
normally charged with defining the objectives of 
the facility and transmitting ,them to the profes-
sional staff and other employees so that they know 
what is expected of them. The administrator has 
responsibility for effectively coordinating staff 
efforts to assure the delivery of high quality pa-
tient care. Employment of an adequate number of 
qualified personnel by the facility and mainte-
nance of ,appropriate personnel records for each 
employee are fundamental. 
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The administrator evaluates and implements 
recommendations from the facility's committees, 
and maintains liaison with the governing body, 
medical staff, and other professional and supervi-
sory staff ( 4). A qualified alternate employee to 
serve as administrator should be designated in 
writing. The administrator usually establishes the 
overall atmosphere of the home. Interest in pa-
tients receiving quality care will also be reflected 
by the staff. The opposite will usually prevail if 
the administrator has other interests. 

It was found in the survey that 29.2 percent 
(1,926) of the administrators had not been so des-
ignated in writing by the governing body. In 96.7 
percent (6,372) of the facilities, however, there 
were administrators, whether designated in writ-
ing or not who were responsible for the overall 
management of the facility. 

Administrative policies were in writing in 93.8 
percent (6,179) of the facilities. In 19.5 percent 
(1,284) of these facilities, however, these policies 
had not bee:n adopted by the governing body and 
in 29.1 percent (1,915) of facilities, the policies 
had not been implemented. Further, 19.5 percent 
(1,284) of the facilities failed to revise these poli-
cies to meet changing requirements. 

Findings related to administrative policies in-
dicated that similar conditions would exist rela-
tive to the adoption and implementation of rules 
and regulations for the health care of patients. 
This was found to be the case. In 93.2 percent 
(6,142) of the facilities, rules and regulations per-
taining to the health care of patients were estab-
lished, but in 19.7 percent (1,297) of the facilities, 
the administrator did not enforce these rules and 
regulations; and in 19.5 percent (1,287) of the fa-
cilities, there was no documentation that the gov-
erning body had adopted the rules and regulations 
for the health care of patients. In 95.1 percent 
(6,267) of the facilities, patient care policies are in 
writing but in 22.3 percent (1,471) of the facilities 
policies have not been adopted by the governing 
body and in 39.3 percent (2,593) of the facilities, 
the policies have not been implemented. (Tables 
40, 41, and 42.) 

In many facilities, when the administrator is 
absent, it appears there may be uncertainty as to 
who has the authority to act in that capacity. It 
was found that in 34.5 percent (2,274) of the fa-
cilities the administrator had not designated such 

40 Number and percent of SNFs which have adopted rules and 
Table .- regulations pertaining to the health care of patients 

Health care rules and 
Bed size Facilities Total regulations 

Yes No 

Total.. .. .. ... Number ... . ....... 6, 591 6, 142 449 
Percent. ... . ...... 100. 0 93. 2 6. 8 

Number ........... 1, 242 1, 167 75 1 to 49 .... .. . . . . . . . 
Percent. .. ........ 100. 0 94. 0 6. 0 
Number .. . . . .. . ... 2, 682 2,453 228 50 to 99 . .• ••• •• • • •• 
Percent. . .... . . . .. 100. 0 91. 5 8. 5 
Number .......... . 2, 668 2, ~22 146 100 and over . ... • •·· 
Percent. _ .. ... . ... 100.0 94. 5 5. 5 

Table 41.- Number and percent of SNFs In which the administrator e~forces 
rules and regulations pertaining to the level of health care provided 

Enforced health care 
Bed size Facilities Total rules and regulations 

Yes No 

Total.. . ...... Number . .. . ....... 6,591 5,294 l, 297 
Percent. ..... . . ... 100.0 80. 3 19. 7 

1 to 49 . ... . . .... .. . Number . . . . . . . . . .. 1,245 988 257 
Percent. . ......... 100. 0 79. 4 20. 6 

50 to 99 . .... ... . . .. Numbe, . .......... 2,689 2,161 528 
Percent. .... . . ... . 100.0 80. 3 19. 7 

100 and over ....... . Number. .... ..... . 2,657 2, 145 512 
Percent. .. . .. ..... 100.0 80. 7 19. 3 

Table 42. - Number and percent of SNFs In which the governing body has 
adopted rules and regulations for the general operation of the facility 

Rules and regulations 
Bed size Facilities Total 

Yes No 

Total. . . . . .. .. Number ......... . . 6,591 5,303 l, 287 
Percent. ... ... . . . . 100.0 80. 5 19. 5 

1 to 49 . . . . . ........ . Number .. ......... 1, 239 1, 127 lll 
Percent. . .... . .. .. 100.0 91.0 9.0 

50 to 99 .. ..... . ... .. Number . ... . ...... 2, 675 1,968 707 
Percent. . .... . ... . 100. 0 73.6 26. 4 

100 and over ... .... . Number ........... . 2,677 2,208 470 
Percent. . ... . .... . . 100.0 82. 5 17. 5 

a person in writing. In order to maintain continu-
ity of management of the facility during the ab-
sence of the appointed administrator, another 
qualified employee should be authorized to assume 
the duties of the administrator. The appointment 
hould be in writing to ensure that the authority 

of the administrator has been properly delegated 
to a specific person. 

Patient Care Policies 

In order to meet all needs of the patients, the 
patient care policies of the facility should be de-
veloped with the advice of representatives of all 
health care disciplines. In at least 98 percent of 
facilities with written patient care policies, nurses 
and physicians participated in their development. 
This same high degree of participation by other 
health professionals, however, was not found. For 
instance, participation by pharmacists occurred 
in 64.1 percent (4,226) ; by dietitians in 54.9 per-
cent (3,617); and by a physical or occupational 
therapist in 43 percent (2,836) of the facilities. 

Of major importance are the services included in 
a facility's patient care policies. Nearly all facili-
ties have policies co,·ering admission of patients 
and nursing services. A number of facilities did 
not have policies in the following areas: Dental 
services 917 facilities or 13.9 percent; restorative 

' • f services, 898 facilities or 13.6 percent; categones o 
patients accepted, 1,007 facilities or 15.3 pe~c~~t; 
caterrories of patients not accepted, 1,290 fac1ht1es 
or 19.6 percent; and for social services, 1,077 facili-
ties or 16.3 percent. It is apparent that most facili-
ties have patient care policies, administrative poli-
cies, and rules and regulations pertaining to the 
health care of patients. A disturbing aspect of the 
findings, however, is the tendency towards "paper 
compliance" as evidenced by the high percentage 
of facilities in which the governing body did not 
adopt their own policies and rules and regulations, 
or if adopted, policies were not fully implemented 
by the administrator. 

The facility establishes committees as necessary 
to develop policies and procedures dealing with 
utilization review, pharmaceutical services, patient 
care, infection control and other services of areas 
deemed appropriate. Committees meet on a regular 
basis to review, discuss, and revise policies as nec-
essary. Minutes of meetings are recorded and con-
tain recommendations which are submitted to the 
administrator for appropriate action ( 5). 

Action to implement recommendations of facil-
ity committees is important in order for the facility 
to maintain the delivery of high quality care. It 
is the duty and responsibility of the administrator 
to consider and act on recommendations submitted 
by committees. He must, of course, refer to the gov-
erning body for consideration, those recommenda-
tions requiring major policy decisions. It appears 
that administrators in many facilities do not re-
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spond to the recommendations of the facility's 
committees. Recommendations of the utilization 
review committee were not acted upon by the ad-
ministrator in 18.7 percent (1,229) of the -facili-
ties. The pharmaceutical committee recommenda-
tions were not acted upon in 42.2 percent (2,782) 
of facilities, the patient care policy committee rec-
ommendations in 27.1 percent (1,787) of facilities, 
and the infection control committee recommenda-
tions in 44.3 percent (2,922) of the facilities. 

Personnel Management 

Nursing home management has the responsibil-
ity for providing the best possible care to all pa-
tients and to employ a staff trained and qualified 
to perform their duties. ( 6). Clearly, the quality 
of health care in a facility can be no better than the 
quality of personnel the facility employs (7). 

The process for employment of qualified per-
sonnel begins with the application. This important 
tool should provide basic information about the 
background, skills, education, license or registra-
tion number, working experience, and other related 
essential information ( 8). The facility should ver-
ify the information contained in the application 
form and, above all, the license or registration 
number of the prospective employee to be sure it is 
valid and current (9). Additionally, verification of 
required licenses of current employees must be 
made at time of each renewal. 

A preemployment health examination for pro-
spective employees is necessary to determine if they 
are of sufficient good health to discharge their 
duties, are free from communicable diseases, and 
are physically and mentally fit for the position. A 
personnel record should be maintained for each 
employee. These records deserve careful attention 
as they should contain the application, references, 
performance evaluations, status of health, position 
employed in, insurance, salary, inservice education, 
and similar information which provides a profile 
of the individual (10). 

In order to maintain an adequate staff to meet 
the needs of the facility, the administrator must 
anticipate the staffing needs. The factors to be 
considered include the diversity of tasks to be per-
formed, the need for replacements due to turnover, 
the requirements for certain levels and kind of 
staff performance, the services offered to patients, 
the various types of specific functions performed 
by the facility, the number of patients in the facil-
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ity, and the requirements of State licensing regu-
lations and Federal qualifications standards (11). 

The survey found that nearly all facilities main-
tain a personnel record for each of its employees. 
The content of the record did not, however, pro-
vide evidence that management was as selective as 
it should have been as to whom they hired, espe-
cially in respect to the employees' health and qual-
ifications. While 96.2 percent (6,341) of the facili-
ties required an application for employment, 35.3 
percent (2,324) did not maintain evidence of a 
preemployment health examination; 26.2 percent 
(1,724) did not provide a position description; 
32.2 percent (2,123) did not have a current health 
record; and 23.5 percent (1,548) did not include 
the employees' current license or registration num-
ber in their personnel record. Omission of these 
important items and data from employee person-
nel records raises a major question as to the ad-
ministrators' real concern for employing staff 
having appropriate qualifications and providing 
high quality service. 

As for professional personnel requiring a li-
cense, it was found that one-sixth of the facilities 
did not verify the license or registration number 
of the applicant at the time of employment, and 
one of five facilities did not recheck annually, or 
biannually, as appropriate, to verify the current 
status of the license. In both instances, the smaller 
facilities had the highest percentage of negative 
responses. ( Tables 43 and 44.) 

The administrator should take an active part 
in the development of the staff through well 
planned and constructed inservice educational ac-
tivities directly related to the work performed by 
the staff in performing their duties (1f2). 

Nearly one-fifth (1,313) of the facilities did not 
conduct an ongoing staff deYelopment program. 
As for subject matter, 21.9 percent (1,379) of the 
facilities did not provide an orientation program; 
skills training was not carried on in 22 percent 
(1,452) of the facilities; staff was not provided an 
opportunity to participate in an ongoing education 
program in 37.1 percent (2,445) of the facilities; 
and of major importance, the supervisory staff was 
not provided with leadership/ supervisory training 
in nearly two-thirds (4,015) of the facilities . 

Not only were specific types of inservice educa· 
tional programs often absent, 20.2 percent (1,334) 
of the facilities did not maintain staff develop· 
ment records containing the names of attendees 
and the subject matter coyered. Also, there was 

Table 43.-Number and percent of SNFs that verify the li~ensure and 
registration of staff at time of employment by bed size 

Bed size Facilities Total 
Verify licensure and 

registration 

Yes No 

TotaL _______ Number_ __________ 6,591 5,492 I, 098 
Percent_ _________ - 100. 0 83. 3 16. 7 

I to 49 _____________ Number_ __________ I, 245 952 293 
Percent_ __________ 100. 0 76. 4 23. 6 

50 to 99 ____________ Number ___________ 2,689 2,197 492 
Percent_ __________ 100. 0 81.7 18. 3 

100 and over ________ Number ___________ 2,657 2,344 313 
Percent_ _____ - - - - - 100.0 88. 2 II. 8 

Table 44.-Number and percent of SNFs that annually verify current status 
of llcensure or registration of staff by bed size 

Bed size Facilities Total 
Verify licensure or 

registration 

Yes No 

TotaL ________ Number ___________ 6,591 5,288 I, 303 
Percent_ __________ 100.0 80. 2 19. 8 

I to 49 ____ _________ Number ___________ I, 242 837 405 
Percent_ ________ __ 100. 0 67. 4 32. 

50 to 99 ____ ________ Number ___________ 2,683 2, 192 491 
Percent_ __________ 100. 0 81.7 18. 

100 and over ________ Number ___________ 2,666 2,259 407 
Percent_ __ ________ 100.0 84.7 15. 

no evidence in ornr one-fourth of the facilities to 
indicate that the staff applied what was learned 
(table 45). 

Use of Outside Resources for Consultative Services 

If the facility does not employ a qualified per-
son ( s) to render a specific required or offered 
sen-ice, the facility must contract with an outside 
resource, a person or agency that renders direct 
service to patients, or acts as a consultant. The 
services most frequently furnished in this manner 
are physical, occupational, and speech therapies; 
consultation for dietary, social, and pharmaceu-
tical services and medical records administration. 

Data indicate that there was a wide variation 
in homes having written agreements with outside 
resources to provide services not otherwise avail-
able in the facility. In almost all cases, the larger 
~he facility the more likelihood there was of find-
ing such an agreement ( table 46) . 

?nee an agreement is negotiated, there must be 
endence that the services of the consultant are 
P_rovided. ·when acting as a consultant, the out-
ide resource must furnish regular reports to the 

'>88-459 0 - 75 - 4 

Table 45.-Number and percent of SNFs In which there Is evidence that 
staff utilizes training 

Facilities 

Number _________________________ _ 
Percent__ ________________________ _ 

Total 

6,591 
100.0 

Utilize training 

Yes 

4,856 
73. 7 

No 

1, 735 
26. 3 

Table 46.-Percentage of SNFs having agreements with outside resources 
for services by size of facility 

Bed size 
Services All 

1-49 50-99 100 and over 

Physical therapy _________________ 51. 0 29. 3 52. 8 59. 4 
Speech therapy __________________ 32. 9 14. 6 33. 7 40. 7 
Occupational therapy _____________ 22. 7 11.8 20.6 30. 0 
Pharmacy ____________ - -- _______ - 79. 1 57. 8 85. 5 82. 4 
Dietary _________________________ 68. 9 53. 0 68.6 76.8 
Social service ____________________ 38. 9 21.3 37. 4 48. 4 
Medical records __________________ 63. 4 38. 0 67. 3 71. 4 
Other ___________________________ 61.7 48. 3 60. 9 68. 6 

administrator containing recommendations, plans 
for their implementation and continuing assess-
ment of the services provided. These reports are 
used by the administrator to followup on recom-
mendations made and to evaluate the performance 
of the senices for which consultation was pro-
vided. It is through these reports, as well as other 
contacts, that communication between the consult-
ant and administrator is maintained and serv-
ices improved. 

Review of consultants' activities indicates that 
such reports are either not made or are incomplete. 
The data indicate that in 42.5 percent (2,802) of 
the facilities, the reports do not apprise the ad-
ministrator of a continuing assessment of the serv-
ices prO\-ided. In 38.4 percent (2,534) of the f~cil-
ities, the reports do not include recommendations 
of the consultants, and in 45.4 percent (2,994) of 
the facilities, these reports do not contain plans 
for implementing recommendations if any were 
made (tables 47, 48, and 49). 

Table 47.- Number and percent of SNFs in which the consultant apprises 
the administrator through written reports of continuing assessment of the 
service provided 

Facilities 

Number ____________ - - - __ -- __ - - - - -
Percent__ _____________ - ______ -- -- -

Total 

6, 591 
100. 0 

Reports of services provided 

Yes No 

3, 789 
57. 5 

2,802 
42. 5 
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Table 48.-Number and percent of SNFs In which the consultant apprises 
the administrator through written reports of his recommendations 

Facilities 

Number __ -- --- -- ---········· ···-· 
Percent__. _-· .. ·- . .. . · - ....... · -._ 

Total 

6,591 
100. 0 

Reports of recommendations 

Yes 

4,057 
61.6 

No 

2,534 
38.4 

Table 49.-Number and percent of SNFs In which the consultant apprises 
the administrator through written reports of plans for Implementation of his 
recommendations 

Facility Total 
Reports of p !ans for recom-

mendations 

Yes No 

Number_._·---·· __ . . __ ---·-..... . 6,591 
100.0 

3,597 
54.6 

2,994 
45. 4 Percent_ ______ _ ... --· . .. ·-··-·- -. 

Summary of Findings• 

• The go~erning bo~y £i:equently does not dis-
c~arge its obhgat10ns m a consistently effec-
tive manner. 

• The administrator's overall direction for the 
operation of the facility is not always con-
sonant with his professional status and re-
sponsibilities. 

• Policies of the facility are in most instances 
doc~mented but ~~en not implemented. 

• Patient care pohcie~ often lack input from 
h_ealth care pro£ess10nals other than physi-
mans and nurses. 

• Personnel management practices do not ap-
pear to contribute to personnel resources that 
enhance the quality of patient care rendered. 

• Management does not consistently provide the 
opport~nity for or encourage staff to develop 
new ~kills and update existing ones. 

• Outside resources are often not utilized, and 
when they are, management frequently £ails 
t? act upon their findings and recommenda-
t10ns. 

Conclusions and Implications 

1: There_is considerable evidence that the gov-
ermng bodies of a large number of facilities do 
not properly carry out their duties and responsi-
bilities in an effective manner, thus inhibiting the 
delivery of high quality care. The education, back-
grounds, interests, and motives of members of gov-

• erning bodies of nursing facilities are varied and 

• Federal regulations are used as a minimum standard 
and as a basis for comparison. 
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it is quite possible that many are not fully aware 
of their responsibilities. Clearly, these individuals 
need direction in how they can best perform their 
duties and responsibilities more effectively and 
ensure that the nursing home they operate will 
provide care of high quality. 

Additionally, it would be helpful to develop and 
issue concrete examples, applicable to each type of 
facility sponsorship, of the kinds of matters prop-
erly requiring governing body action, as well as 
model minutes and mechanism and procedures for 
transmitting their decisions to the administrator 
and staff of the facility. This could be similar to 
the kinds of assistance, such as seminars and man-
uals, provided by and through the American Hos-
pital Association to hospital trustees. 

2. The nursing home administrator is not con-
sistently "managing" to contribute to care of high 
quality. Patients in these facilities are probably 
not receiving the quality of services to which they 
are entitled. 

3. As indioated, a large number of facilities do 
not have written agreements with outside re-
sources for the provision of health care services 
and consultation. The data do not indicate the 
proportion of these facilities which in fact fur-
nished needed health services to their patients and 
obtained consultation despite the absence of agree-
ments. The failure of the facility, however, to 
formalize the responsibilities of those practitioners 
and consultants by written agreements leads to a 
lack of clarity in defining their role and responsi-
bility in providing services. Furthermore, because 
of uncertainty, the full scope of services required 
by many patients may not be provided. Ultimately, 
tlie lack of writJten agreements adversely affects 
facility performance ,and the quality of care pro-
vided and facilities should be consistent in obtain-
ing agreements with outside resources. 

4. There are clear implications that State nurs-
ing home licensure programs are licensing individ-
uals who are ineffective administrators. A review 
of nursing home administrator licensure proce-
dures should be explored to determine what statu-
tory or regulatory changes are needed to ensure 
that only fully qualified and capable individuals 
are licensed as nursing home administrators. 
Further, consideration should be given to require 
the suspension or revocation of the license of an 
administrator whose facility is found to have a 
pattern of serious deficiencies in successive certifi• 
cation surveys. 

FISCAL MANAGEMENT 

The goals of the financial information aspect of 
the survey were: (1) To obtain data upon which 
to base national estimates of the cost of care in a 
skilled nursing facility (SNF) certified under the 
~1edicare program, the Medicaid program, or 
both; (2) to test the applicability of this survey 
method for setting up a monthly cost-of-care index 
on a national and regional basis ; and ( 3) to ex-
plore the possibility of identifying relationships 
between the cost data reported and data re-
ported on facilities, administrators, and patient 
characteristics. 

Unfortunately, the cost data obtained were not 
of the caliber sufficient to allow these goals to be 
fulfilled. The fact that survey visits were unan-
nounced aided the objectivity of the data collected 
for the other assessment measures, but the unavail-
ability of the cost data at the time of the visit led 
to sizable nonreSponses for many financial infor-
mation survey items. The cost data were often not 
on hand in the facility but reJtained in an ac-
countant's office or in the corporate headquarters 
of a nursing home chain. Because the Office of 
Nursing Home Aff.airs promised the SNFs that 
their identity would be held in strict confidence, 
it was not possible to follow up on the non-
responses. 

Another problem was the use of many different 
accounting systems. Under these circumstances, 
the surveyors assessing cost factors were instructed 
to record data from Medicare on State Medicaid 
Cost Reports whenever possible and to use the 
facility's financial statements only when the pro-
gram cost reports were not available. 

Although data analyses could not be made as 
anticipated, inferences and implications can be 
drawn from the very fact that obtaining financial 
information was so difficult: 

1. T~e unannounced survey method is inappro-
priate for obtaining cost data as data were 
not readily av1tilable and the confidentiality 
requirement precluded following up on non-
responsive financial information data sources. 

2. Efl'?rts should be made toward achieving a 
nati~nal uniform system of accounts for 
nursmg homes. Nursing home accounting 
systems do not appear to be able to maintain 
monthly statements because of accruals. 
There appeaIB to be a need for a continuing 
panel to assist in developing a uniform 
system. 

3. Future surveys taking 1 and 2 into con-
sideration should be conducted to obtain 
data for a cost-of-care index. 

4. More research should be done on the relation -
ship of the costs of nursing home care to the 
quality of servjces provided so that the differ-
ences between SNF care and ICF care can be 
determined. 

5. Future surveys should be undertaken to esti-
mate the cost of improving each facility so 
that it meets the standards of the Medicare 
and Medicaid programs for which it is 
certified. 

Rigorous cost hypotheses concerning the type 
of control and ownership of nursing homes, the 
size, the major source of cost reimbursement and 
other factors that influence the financial variables 
need to be tested. Application here of the statisti-
cal method of regression analysis may be useful 
so that the researcher can examine the influence 
of each important factor on a dependent variable. 
Particular attention could be given to the influence 
on total expense per. patient per day of: (1) Dif-
ferent proportions of Medicare and Medicaid 
patients ( or beds) to total patients ( or beds) in an 
institution; (2) thf' type of control of the skilled 
nursing facility; and ( 3) the payroll expenses, 
especially employeP wages. For example, a regres-
sion analysis of the differences between private 
pay patients' charges and the Medicare or Medi-
caid patients' costs might be fruitful. 

HEALTH AND SAFETY OF THE ENVIRONMENT 

Both Congress and the Department recognize 
the need for providing a nursing home environ-
ment which adequa.tely protects patients against 
health and fire hazards. The requirements man-
dated by Congress in the Medicare and Medicaid 
law are those contained in the institutional occu-
pancy section of the 1967 Life Safety Code. The 
code is a publication of the National Fire Protec-
tion Association and its requirements are intended 
to provide a reasonable degree of safety against 
not only fire but also its by-products, i.e., smoke, 
heat, and toxic fumes. 

The Life Safety Code requirements generally 
address the following areas: Fire and smoke con-
tainment, safe and orderly evacuation of patients, 
and limiting the pdtential fuel for fire. In all cases, 
these requirements must be met. However, what 
specific individual requirements a facility must 
meet to be in compliance with these general ob-
jectives are in great part determined by the facili-
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ty's construction type. In other words, buildings 
that have a lesser resistance to fire will have more 
stringent requirements than those that have a 
greater resistance to fire. Therefore, it is essential 
that a building be evaluated as a whole rather than 
evaluating one requirement at a time. Addition-
ally, the code recognizes that while the ideal is to be 
sought, it is more often than not unattainable. Ac-
cordingly, it provides for exemptions to code re-
quirements where the State fire authority can 
document that correction of a deficiency would not 
enhance patient safety and would cause undue 
hardship on the provider. For example, the code 
requires that patient room doors be not less than 
40 inches in width. H the doors in question are 35 
inches in width the fire authority could waive the 
requirement. 

In any event, the requirements must be consid-
ered together with the design features of a facility, 
including furniture arrangements, in order to 
make a decision as to whether or not a particular 
facility provides adequate protection against fire 
hazards. For this reason, it is not possible to judge 
whether a facility provides adequate safeguards 
against fire hazards solely on the basis of the num-
ber of requirements not met. 

The recently revised Fire Safety Survey Report 
Form developed by the Federal Government and 
presently used by State surveyors to inspect long-
term care facilities was selected as one of the Long-
Term Care Facility Improvement Campaign in-
struments with minor modifications. The objective 
of this part of the survey wa,s to ascertain the 
number and type of fire safety requirements that 
were met or not met. There was no investigation 
as to whether the State fire authority had excused 
the provider from meeting the requirement, nor 
whether the provider had plans to, or was in the 
process of meeting the requirements. Conse-
quently, no conclusions are drawn concerning the 
number of facilities that are or are not in compli-
ance with code requirements. The data obtained 
were analyzed to determine program implications. 

The Fire Safety Survey Report Form consists 
of 61 requirements against which a facility is 
surveyed, not less than once annually, by the State 
fire authority. The analysis of the fire safety data 
when projected to the total number of long-term 
care facilities indicated that few facilities actually 
met all of the Life Safety Code requirements. 
Table 50A shows the breakdown for the 6,591 fa-
cilities (100 percent) that have O to 36 require-
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ments that were not met. It is to be noted that a 
substantial majority of facilities 4,813 (73 per-
cent) had fewer than 10 requirements that were 
not met. The distribution of deficiencies among 
these facilities ( 0-9 deficiencies) is shown in table 
50B. It is to be noted that 293 facilities ( 6 percent) 
had no deficiencies with an additional 476 others 
or ( 9. 9 percent) with but a single deficiency. There 
were certain requirements that were more fre-
quently found to be "not met" than others. ( See 
table 51.) Many of the requirements shown in 
table 51 can be met with little or no additional 
expense. Examples include: Illumination of exit 
signs, weekly testing of fire alarm systems, posting 
of smoking regulations, electrical monitoring of 
sprinkler control valves, and the posting of evac-
uation plans. These are indicated in table 52. 

The data also revealed that there were eight 
construction types among the 6,591 facilities. The 
number by type in descending order of frequency 
is as follows: 

Type Number 
All types_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 6, 591 
Fire resistive________________ 1,740 
Protected wood frame_______ 1, 668 
Protected noncombustible____ 866 
Protected ordinary_ _ _ _ _ _ _ _ _ _ 634 
Ordinary___________________ 619 
Mixed types_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 568 
Wood frame___________ _____ 320 
Noncombustible_____________ 176 

Percent 
100. 0 

26.4 
25. 3 
13. 1 

9. 6 
9.4 
8. 6 
4. 9 
2. 7 

Among the eight construction types, over one-
fourth (26.4 percent) were of fire-resistive con-
struction. This is the type of construction which is 
most resistive to fire and it does not require an 
automatic sprinkler system. Protected wood frame 
construction, on the other hand, is more susceptible 
to fire and the Life Safety Code requires that fa-
cilities of this type of construction have automatic 
sprinkler systems. The Life Safety Code contains 
definitions for the various construction types (18 ). 

Table 50A.-Number and percent of skilled nursing facilltles and range In 
number of deficiencies 

Number of deficiencies Number of Percent of 
facilities faci lities 

Total, 0 to 36 ..................... . 6,591 100.0 

Oto 9 ................................. . 
10 to 19 ............ . ....... . .......... . 
20 to 29 ............................... . 

4,813 73.0 
1,341 20.3 

388 5.9 
30 to 36 ............................... . 49 . 8 

ble 50B.-Number and percent of skilled nursing facilities In the deficiency 
Ta range between 0-9 

Deficiency range 0-9 Number of 
facilities 

Percent of 
facilities 

Total, 0-9 .... . ......... . .....••••• 1-----4,_8_13_'+-___ 1_00_. 0 

0-- ---- --- ---------- ---------- ---------
1 . .... . ..... . . . . . .......... . ••• ••••• ••• 
2. ... . . . .. .. . . . ..... . . . ....... •• ••••••• 
3. - --- - --- ------ - -- ------ ------ -- -------
4 .. .. . ... .... ............ . ..••••••••••• 
5. · ·······••• ••••••••• ••••••••• •••••••• 
6 ...... . .. . .......... . ..•.••• • ••••••• •• 
7. · ········••••••• ••••••••••• •••••••••• 
8 . . . .. ... . .....................••• ••••• 
9. ·······•••••••• •••••••••••••••••••••• 

293 
476 
550 
411 
521 
631 
647 
628 
255 
399 

6.1 
9. 9 

11. 4 
8.6 

10. 8 
13.1 
13. 5 
13. 0 
5. 3 
8.3 

Th t tal 4 813 is correct for the 0-9 group of facilities. A difference of 2 (4,811 
ra:her ;h;n 4,8i3) will be found when the subgroup totals are added together due to 
having the subgroup totals calculated separately. 

Table 51.-Number and percent of skilled nursing facllltles_ not meeting life 
Safety Code requirements by order of magnitude 

Facilities 
survey 

code 
no. 

Requirement Number Percent 

Proper illumination of exit signs ........ . •••••••••••••• 3,433 52.1 
4-8 3,210 48. 7 
6--1 Weekly testing of fire alarm system:--··--····_- ········ 

6--14 Adoption, implementation, and posting of smoking regu• 
2,454 37. 2 lations ........................ ......•••••••••••••• 
2,161 32.8 Fire protection of hazardous areas .....•••••••••••••••• 6--4 

Electrica I monitoring of main sprinkler control valve ••••• 2,058 31. 2 
5-10 1,940 29. 4 
6--12 Flame retardant draperies and curtains ••• •:··:······_-·· 

6--5 Maintenance of air conditioning and ventilating equip· 
1,925 29. 2 

ment. ............. • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 
2-10 Doors to hazardous areas are not to be held open auto• 

1, 759 26. 7 matically . . ............. . .. • •· • •· •· ••• • ••• :·· •• •.•• 
5-8 Maintenance, testing, and inspection of automatic spnn• 

1,663 25. 2 kier system .................••••••• •••••••••••••• 
1,491 22.6 

2-1 Compliance with construction requirement. ••••••••••• •· 
1,451 22.0 

5-7 Automatic sprinkler protection ............ •·:··•······ 
1,445 21. 9 

2-2 Proper separation of corridor walls from sleeping rooms. 
5-9 Electrical interconnection of sprinkler system with fire 

1,402 21. 3 alarm system ..................•• •··············· 
1,280 19. 4 

4-7 Proper notice on stairwell doors •• :•···· ····_-········· 
1,275 19.3 

6--9 Evacuation plan is posted in prominent locations ••••••• 
1,264 19. 2 

2-3 Proper door to patient rooms and treatment room ••••• •• 
1,067 16. 2 

7-1 Nonflammable medical gas systems ••••••• •·········· 

Conclusions and Implications 
In deciding whether or not an individu~l facility 

complies with the Life Safety Code requirements: 
State surveyors must exercise a great deal of pro-
fessional judgment. The number, type, and the 
interrelation of deficiencies are considered. Thus a 
judgment must be made on a case-by-case basis. 

Data obtained in the study indicate that: 

1. State surveyors need to be better qualified to 
assess fire safety requirements that are not 
met; 

Table 52.-Number and percent of skilled nursing facilities meeting Life Safety 
Code requirements by order of magnitude 

Survey 
code 
No. 

4-5 
4-6 
4-2 
4-1 
3-8 
6-6 
3-1 

3-10 
3-6 
5-4 

5-11 
6--2 
6--8 
6-3 
3-7 
4-3 
3-9 
5-3 
5-5 

6-13 
6-11 
3-5 
5-1 

6-10 

Requirement 

Proper windows in patient rooms .. :·: •• • •••••••• •• •• • 
Proper doors in fire and smoke partitions .••••••••••••• 
Door width ....................••• ••·······•········ 
Travel distance to exits ................•••••••••••••• 
Horizontal exits ............•••••• •·················· 
Absence of space heaters ....••••••• ••········:···:·· 
stairs and smokeproof towers meet required class1ficat1on 
Room egress ..................•••••• •·•············ 
Accessibility to exits ..........•••••• •·•············· 
Automatic emergency lighting ...•••••••• •••·········· 
Manually operated fire alarm system ....•••••••••••••• 
Portable fire extinguishers .....••••••••• •············ 
Fire protection plan is in effect and available ••••• •····· 
Proper maintenance of fire extinguishers .•••••••••••••• 
Capacity of exits .............. • •• •··•·•············· 
Proper locks on patient room doors ...•••• • •• •••······ 
Corridors are of required width ..........•••••••••• ••• 
Proper emergency lighting ......•••••••• ••:·•······:· 
Interior finish of walls and ceilings meet required class1fi• 

cation ..............................••••••••••••• 
Noncombustible wastebaskets ....••••• •••• •·:·•······ 
Furnishings and decorations do not obstruct exits ••••••• 
Proper number and type of exits ..........•••••••••••• 
Proper illumination of exit and directional signs •••••••• 
Fire drills ...........................••••••••••••••• 

Facilities 

Number Percent 

6,418 
6,408 
6,378 
6,362 
6,360 
6,339 
6,248 
6,201 
6,142 
6, 104 
6,096 
6,086 
6,062 
6,050 
6,033 
5,985 
5,841 
5,836 

5,815 
5,801 
5,747 
5,552 
5,551 
5,546 

97.4 
97. 2 
96.8 
96. 5 
96.5 
96. 2 
94.8 
94.1 
93. 2 
92.6 
92.5 
92. 3 
92.0 
91. 8 
91. 5 
90. 8 
88. 6 
88. 5 

88. 2 
88.0 
87. 2 
84. 2 
84. 2 
84.1 

2. Nursing home adm1fi· nistraftotrs ne~dremt~nt~~ 
knowledgeable about re sa e Y reqm ' 

¥1hd Office of Long Term Care Standards En-3• for~ement in the DREW :egi<_mal offices need 
to increase regional vahdat1~n; surveys to 
assure that State fire authorities are _accu-
rately assessing Life Safety Code compliance. 
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For the long-term care patient, the goals of care 
are to manage disease states ; correct, restore, or 
maintain biological functions; and support the 
psychosocial needs that arise as a consequence of 
chronic illness, the aging process or institutionali-
zation. The components of care are monitoring 
and maintaining vital functions, curative care, 
rehabilitation, prevention, and guidance in psy-
chosocial problems. The services through which 
care is provided strive to ,assist tthe patient to 
become maximally independent in functioning, in 
carrying out their own programs of required 
therapy and in attaining or maintaining their 
optimal level of health and well-being. 

Providing patient care in terms of the individ-
ual's physical, functional and psychosocial needs 
requires an overall assessment of the paitient's 
condition and the needs for care and the develop-
ment of a patient care plan by the total profes-
sional staff specifying the services to be given and 
the goals to be accomplished. Evaluating the re-
sults of care and the patient's response is equally 
as important for obtaining indications of the ade-
quacy of care given and additional requirements. 
In the survey, services provided in skilled nursing 
facilities to the beneficiaries of the Medicare and 
~Iedicaid programs were examined as they related 
to the service requirements of these patients. 

The survey did not include an inYentory of num-
bers and kinds of personnel employed by the 
skilled nursing facilities. Some data and informa-
tion are included relative to staffing patterns for 
specialized services and arrangements for con-
sultative and supervisory services. The 1973-74 
Nursing Home Survey conducted by the National 
Center for Health Statistics contains dat,a on the 
num~e: and type of full-time equivalent employees 
rovidmg care (1). Nursing staff are categorized 
Y level of education and training and other per-

~on~el are classified by professional and nonpro-
ess1onal status. 

• • ; '-" 0 , -. ,.. ' ... A 

The discussion of each service generally includes 
a description of measurement criteria, discussion 
of findings in the specific area of inquiry, con-
clusions reached, aiid implications of the findings. 
Priorities for action are detailed in the introduc-
tory chapter on summary findings, implications, 
and recommendations. 

PHYSICIAN SERVICES 
The medioal care and management of the long-

term care patient presents a particular challenge 
to the physician. The pathology and symptomatol-
ogy presented by the chronically ill and aged and 
their unique response to prescribed treatment de-
mand keen discernment and an indi,·idualized 
medical care plan. Perhaps no other group re-
quires a higher level of performance of the art 
and application of the science of medicine. 

Traditionally, nursing homes have not had a 
full-time house staff and daily medical supervision 
by the private attending physicians is often absent. 
The attending physician has primary professional 
and legal responsibility for the medical assessment 
and management of his patients in skilled nurs-
ing facilities. This includes establishing a diag-
nosis, prescribing treatments, diet, medications, 
and rehabilitative therapies and providing su-
pervision ,and followup of those patients under 
his care. 

It was recognized from the beginning that the 
data gathered about physician care, although 
allowing significant statements about the type and 
timing of health care delivery, would not be suf-
ficient to evaluate the "quality" of physician serv-
ices in the settings surveyed. It is quite difficult to 
assess the quality of medical care that patients are 
receiving on the basis of a questionnaire survey. 
This problem resides in the nature of the medical 
care process. A patient may have a diagnosis, a 
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record that shows a physician visits at least every 
month, a review of this care every 30 days, etc., 
and still receive poor quality medical care. 
W"hether this is due to an erroneous diagnosis or 
an overlooked problem, or signing patients' rec-
ords 6 months in advance needs further study. 
Thus, an assessment of the quality of care de-
livered is related to the state of the art of evaluat-
ing quality of care, the nature of the survey, and 
information provided. Reliance only on a patient's 
records provides only a partial picture of the pa-
tient's condition and services provided. 

While other team mem hers were usually able to 
discuss their specialty areas with the appropriate 
facility representative, physicians or medical di-
rectors were seldom available to team physicians. 
Therefore, team physicians relied on the follow-
ing: (1) The facility's written policies and pro-
cedures; ( 2) the medical records of the selected 
patients; and ( 3) interviews with pertinent per-
sons from the facility staff. The medical record 
perusal was limited to the current chart, except 
where review of old records was necessary to de-
termine admission information for long-stay pa-
tients. Selected patients were seen or examined as 
deemed necessary. :Many items such as discharge 
summaries, supplemental information on admis-
sion, progress notes, or records of histories taken 
and physical examinations done were not in the 
re~ord at all, or if recorded, were inadequate, late, 
incomplete, or unsigned by the physician. The 
patient who had been in the nursing home for 
years was apt only to have very recent records, and 
initial old records were not available for review. 

Admission Data 
Information on medical findings, diarrnoses, 

functional status, and response to previous treat-
ment and care, as well as orders to initiate care are 
essential for appropriate immediate care of pa-
tients following admission. Efforts were mado by 
the physicians on the survey teams to determine 
the availability of such information supplied by 
the attending physician on patients admitted from 
the community. Discharge summaries and orders 
received from transferring facilities were also 
sought by team physicians. 

Comparison of patients in terms of the transfer 
location reveals some interesting differences. For 
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example, a discharge summary ,,.-as received from 
the transferring institution in nearly 75 percent 
of the cases; and in nearly 90 percent of these 
cases, this discharge summary was receivoo in 
advance of, or at the time of, admission. In addi-
tion, for two-thirds of the patients where the dis-
charge summary ·was not received or was judged 
by the surveyor to be inadequate, additional in-
formation had been received within 48 hours of 
admission. One in seven patients had no diecharge 
summary, or additional information; or it was 
impossible to determine that basic information 
had been submitted to the nursing home in time 
to allow for appropriate immediate care follow-
ing admission. Notations by the survey physicians 
indicated that in many instances the information 
was supplied later than 48 hours as required by 
regulations and a few clays to a few weeks elapsed 
before the admitting nursing home had informa-
tion as to medical findings, diagnoses, or immedi-
ate orders for many patients. 

On the other hand, in terms of patients trans-
ferred from the community, the physician ex-
amined 56 percent of them "·ithin 48 hours yet 
he proYided medical findings for only 31 percent 
of the patients, diagnoses for 41 percent, and im-
mediate orders for almost 42 percent. These per-
centages also reflect that in nearly 50 percent of 
the records, information of this nature was im-
possible to determine. Of greatest concern "·as the 
fact that many patients' charts on admission re-
vealed no evidence that the patient had the bene-
fit of a physician's examination or medical assess-
ment. For those transferred from the community, 
30.9 percent fell into this category. For those 
transferred from another institution, the percent-
age who had neither a discharge summary nor ad-
ditional information provided within 48 hours of 
admission was about half of that, or 16.7 percent. 

Continuing Care 
Continuing physician care following admission 

,,..as another concern of the suney physicians. As 
a minimum standard and basis of comparison, the 
Federal regulations require that the attending 
physician carry out a review of the patient's total 
program of care during a visit at least once every 
30 clays. After the first 90 clays, for the patient 
requiring skilled nursing, not rehabilitation, an 

alternate schedule may be justified by the phy-
sician up to every 60 days. In the immediate 4 
months preceding the survey, the attending phy-
sician had carried out visits every 30 days for 
nearly 4 out of 5 patients. Table 53 shows that the 
length of stay in the institution affects only slight-
ly the proportion of patients "·hose physicians 
review and revise their plan of care except for 

the early months (up to 4 months) of institution-
alization "·here a schedule of visits every 30 days 
is applied in 9 out of 10 patients. Three out of four 
longer-stay patients had their program of care 
revimYed by their physician every 30 days. 

Table 54 shows a composite ans,Yer to the ques-
tion of ""11ether a physician visited the institution 
to review the care plan and at the same time ac-

Table 53.-Revlew of the total program of care by the attending physician during a visit at least every 30 days (in the 4 months immediately preceding survey) by 
length of stay 

Program of care reviewed 

Total Yes No 

Length of stay 
Number Percent Number Percent Number Percent 

21. 8 221, 700 78. 2 61, 700 

90. 4 4,400 9.6 
Total ...... .............. ........ ...... ......... ..•••••••••• •••••••• 1 __ 2_83_,_40_0~ __ 1_0_0._o--l----+-----+-----+----

Less than 4 mo_ ..... . ....... ..... .... .... , ....•••••••••••• ••••• ••• •••••••• 
4to 12 mo ... -••··········-··············································· 
1 to 3 yr······················-·························-················· 
More than 3 yr. ......................... ... .... .. •••• ••••• ••••••••••••••••• 
Unspecified .....................................••••••••••••••••••••••••••• 

45,600 
46,200 
74,400 
61, 500 
55, 700 

100.0 
100. 0 
100. 0 
100. 0 
100.0 

41,200 
34,400 
58,600 
45,000 
42, 500 

74. 5 
78. 8 
73. 2 
76. 3 

11,800 25. 5 
15,800 21. 2 
16, 500 26. 8 
13,200 23. 7 

1-

Table 54.-Revlew of the total program of care by the attending physician during a visit at least every 30 days (in the 4 months Immediately preceding survey) by 
length of stay and by whether the physician saw the patient at the time of each visit 

Program of care reviewed 

Physician saw Total Yes No 

Length of stay patient 
Number Percent Number Percent Number Percent 

Grand total ..........................•••••••••••••••••• Total. .............. 283, 306 100. 0 221,646 78. 2 61, 660 21. 8 

Yes ........ .. . .... . 259, 126 91.5 212,863 75. 1 46, 263 16. 4 

No ................ 24,180 8. 5 8, 783 3.1 15,397 5.4 

Less than 4 mo ........................•••••••••••• • •• • Total. .............• 45, 543 100.0 41, 172 90. 4 4,371 9.6 

Yes ................ 42, 856 94. l 40, 397 88. 7 2,459 5. 4 

No ............. .... 2,687 5. 9 775 1.7 1,912 4. 2 

4 to 12 
Total._ ............. 46, 131 100.0 34,356 74. 5 11, 775 25. 5 

mo ...............................••••••••••••• 

Yes ................ 43, 350 94.0 33, 394 72. 4 9,956 21. 6 

No ....... ••-······· 2, 781 6.0 962 2. 1 1,819 3. 9 

1 to 3 yr .. ···························•·········•······ 
Total. .... . ........• 74, 366 100.0 58,624 78. 8 15, 742 21.2 

Yes ................ 69,485 93.4 56, 510 76. 0 12,975 17. 4 

No ................• 4,881 6. 6 2, 114 2. 8 2, 767 3. 8 

Over 3 yr ..................................••••••••••••• Total. .............. 61,525 100. 0 44,998 73. 1 16,527 26. 9 

Yes ................ 54,835 89. 1 42,499 69.0 12,336 20. l 

No ..... ...... .... . . 6,690 10. 9 2,499 4. 1 4,191 6. 8 

Unspecified ............................... ··-· ••••••••• Total. .............. 55, 741 100.0 42,496 76. 3 13, 245 23. 7 

Yes ............ ... • 48,600 87. 2 40,063 71. 9 8, 537 15. 3 

No ..... ... .. ...... . 7, 141 12. 8 2,433 4. 4 4, 708 8. 4 
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t~al!y s~w the patient. It also shows only a slight 
dimmut10n of the percentage of patients actually 
seen by the physician as the length of stay in-
creases from 94.1 percent for those in the institu-
tion less than 4 months, to 89.1 percent for those 
there over 3 years. A more definite trend down-
ward from 88.7 percent to 69 percent can be seen 
as the length of stay increases when both questions 
a_re applied, i.e., review of the care plan and pa-
tient seen by physician. It also appears that after 
t~e. first 4 months of institutionalization, the phy-
sician sees the patient but does not review the 
care plan in about one out of five cases, whereas 
the reverse of this, where the care plan is reviewed 
but the patient is not seen occurs in only 3 to 4 
perc~nt of cases depending on the length of stay. 
Agam of greatest concern are the patients who 
have the advantage of neither of these physician 

• services. This percentage is about the same for all 
patients about 4 percent except for those in the 
institution over 3 years where it is nearly 7 per-
cent. 

Summary of Findings 

The following summary of findings presents the 
major indicators of the extent of physician in-
volvement and medical care in skilled nursing 
facilities: 

1. A discharge summary was received for three 
out of four patients admitted from an institution 
of which two-thirds were received in advance of 
or at least at the time of admission. 

2. Fo: two out of three patients whose discharge 
sum_~aries. were not received or were inadequate, 
additional mformation was received by the institu-
tion within 48 hours after admission. Of the total 
for one patient in seven, evidence of any discharg; 
summary or additional information could not be 
found in the record. 

3. In terms of patients transferred from out 
of institutional settings, over one-half were not 
examined by the attending physician within 48 
hours of admission, only 3 in 10 had recorded 
rr.ied~cal findings, and 4 in 10 immediate physi-
cian s orders for care. 

4. In the immediate 4 months preceding the sur-
vey, the records showed that attending physicians 
had made visits every 30 days to review the plan 
o_£ care for _four out of five patients. This propor-
tion was higher-9 out of 10-for those in the 
facility less than 4 months, but remained fairly 
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stable at three out of four for those institution-
alized longer. 

5. About_ 9 out_ ~f 10 patients were actually 
seen by their physician during a visit to the insti-
tution and in one in five cases, the physician saw 
the patient but did not review the care plan. In 
o?ly 3 . to 4 percent of patients, the physi-
cian reviewed the care plan but did not actually 
see the patient. 

Conclusions and Implications 

1. One ~eeds to question the validity of using a 
record review as a source of information on nurs-
ing home patients. Physicians reported records as 
"incomp!ete", "mixed up", "not signed". For long-
stay patients, the only record available was of re-
cent origin, the rest of the record was stored else-
where. 

~- The reliance of the survey on the recording of 
primary and secondary diagnoses on admission is 
influenced by several factors. Examples of these 
are: 

a. For reiJ?burse:ment purposes (Medicare) pri-
mary diagnosis must be tied in with reason 
for hospitaliza~ion, whether or not it is the 
reason for nursmg home care. 

b. Many physician_s did not identify primary 
~nd secondarY: diagnoses as such, merely list-
mg_ several diagnoses, of equal importance, 
whi~h may actually be the situation. 

c. vV,hi?hever diagnoses were identified on ad-
miss10n may not be the reason for continued 
care. 

3. There was underreporting of many impair-
men~s such as amputations, loss of sight, or of 
hearmg, etc., for several reasons: 

a. The diagnosis (etiology) was listed rather 
than sequelae, e.g., glaucoma-bu't not im-
paired vision. 

b. The impairme:nt ~as longstanding and al-
though aI?pearmg m the record of physicians' 
exa!Ilmat10ns, was not identified as a diag-
nosis, or condition on admission, e.g., ampu-
tatio~ of leg following gangrene. 

c. Impairments were not recognized because of 
!ack of accurate testing on admission or dur-
!ng the course of care, e.g., no vision and hear-
mg tests were conducted to determine if im-
pairment was present. 

4. Other diagnoses were not recorded by the at-
t?nding physician at the time of admission, pos-
sibly because he was unaware of the condition. 
This is most apparent in those transferred directly 

from the community, where the appropriate diag-
nostic work-up had not been done. 

5. One diagnostic category, senility or chronic 
brain syndrome, may be underrecorded on admis-
sion because of the fear the attending physician 
has of "labeling" a patient and subsequently risk-
ing his classification as "custodial." Further, since 
the attending physician may see the patient only 
briefly and intermittently, and seldom does a com-
plete physical examination to determine patient 
status, he may not recognize the development of 
this condition subsequent to admission. 

6. One-third of the diagnoses recorded subse-
quent to admission may be directly linked to the 
quality of care provided in the nursing home, e.g., 
decubitus ulcers, genito-urinary and respiratory 
infections, and fractures. Others, such as arthritis, 
may be the result of immobilization but also might 
represent an acute flare-up of a longstanding con-
dition. Some diagnoses, such as blindness, deaf-
ness, probably represent worsening conditions, un-
reported on admission and be discovered during the 
course of care. Finally, it should be noted that ac-
cidental injury is not totally or even well repre-
sented by recorded diagnoses of fractures and dis-
locations. Many injuries were of minor character 
and never recorded, and when recorded in prog-
ress notes, were not presented as diagnoses and 
thus were not recorded in the survey. 

7. Generally, it was evident that laboratory 
services were inadequately used, either in terms of 
reaching an accurate diagnosis, or in monitoring 
the care given. 

8. In terms of overmedication, it appears that 
in some instances it is due to failure on the part 
of the physician to discontinue orders no longer 
needed. In other cases, however, there was no 
clinical evidence of the need for potentially 
dangerous drugs. 

9. Because the attending physician often failed 
to do a physical examination, or provide medical 
findings and orders for the patient on admission 
directly from the community, one might ask if the 
3-day prior hospitalization required to qualify for 
Medicare extended care benefits is in addition an 
opportunity to provide a complete work-up neces-
sary for adequate continuing care. 

10. In terms of the survey itself, the physicians 
were quick to point out that assessment of quality 
of care through record review alone was inade-
quate. This suggests that quality assessment by 
physicians would require more careful examina-

tion of the patients, including laboratory tests 
where needed. It was recognized, however, that 
this would be both costly and time consuming, 
would require the use of physicians active in clini-
cal practice and licensed in the States where the 
nursing homes were to be surveyed, not to mention 
the added and almost impossible burden of ob-
taining patient consent and attending physician 
approYal on an "unannounced" visit. 

11. The future role and involvement of the med~ 
ical director should be vital in programs of cor-
rection of the observed areas of poor quality-
poor medical records, inadequate laboratory test-
ing, failure to see and/ or examine the patient, in-
appropriate or overmedication, etc. The medical 
director ( required by January 1, 1976 unless 
waiver is given to the nursing home) would review 
the policies of the nursing home and revise them 
as needed. Acting as liaison between the adminis-
trator and attending physicians, he would work 
toward the improvement of quality of medical 
care for all patients. It is expected that the medi-
cal director in most nursing homes would be part 
time, but it was possible for our survey physicians 
in less than 2 days to uncover conditions, mostly by 
record review and discussion without staff, that, if 
remedied, would greatly improve the quality of 
care rendered in the institution. 

12. Review of the records, and observation, re-
vealed that some of the patients, usually long-stay, 
were no longer in need of skilled nursing care. In 
other words, they were not eligible for continuing 
reimbursement under Medicaid. Periodic medical 
review should have identified such patients no 
longer needing skilled nursing care and if cus-
todial beds were not available in the facility, ap-
propriate referral to and placement in other com-
munity resources should have been carried out. 

13. Although for four out of five patients, the 
. attending physician had made monthly visits to 
the facility, these often were reported to be per-
functory and did not include a careful assessment 
of the patient's medical care needs. Some patients 
never saw the physician at all, particularly long-
stay patients. Thus, in too many cases, the attend-
ing physician spent less and less time on those who 
might indeed have needed his services more. 

14. It was unfortunate that a dentist could not 
have been a member of the team, but as in several 
areas, physical therapists covered occupational 
therapy, social workers covered recreational activ-
ities, the physician had to cover this part of the 
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assessment. Even though only a gross estimate of 
need was possible, dental health seemed to be the 
l~rgest _Problem existing among the younger pa-
tients, 1.e., those primarily with developmental 
disabilities who had been transferred from an-
other institution to the nursing home. Since the 
other institution was most frequently a State fa-
c~lity for the mentally retarded, one can hypothe-
size that dental care was poor or nonexistent in 
that institution. 

REHABILITATIVE SERVICES 
A large number of long-term care patients have 

be~n disab!e~ by chronic illness or injury and re-
quire specialized rehabilitative services and lon(J' 
periods of care and supervision. The objectives of 
such services include restoring patients to their 
highest possible levels of physical, psychological, 
and social functions; to prevent deformities ; to 
retard the rate of deterioration in progressively 
degenerating conditions; and to teach patients to 
function effectively and independently within 
their limitations. Such services include tests ' measurements and various therapeutic modalities 
a_nd procedures directed at improving such func-
tions ~seating, toileting, dressing, sitting, turning, 
standmg, walking, wheeling, transferring, and the 
use of prosthetic devices. They are also concerned 
with verbal and nonverbal communication the re-
direction of interests, and motivating en~ouraO'-
. ' 0 
mg_, and ke~ping patients physically, mentally and 
socially active. The three principal rehabilitative 
services_ considered in this survey were physical, 
occupational, and speech therapy. 

T~is portion of the survey was accomplished by 
qualified physical therapists who evaluated the 
~hysical, _occupational, and speech therapy serv-
ices provided by the facilities, in collaboration 
with the other members of the multidiscipline sur-
vey team. The therapists assessed patient's needs 
for service, and examined the organizational struc-
ture, physical facilities, coordination of services 
and other conditions under which the services wer~ 
rendered. They also reviewed factors related to 
quality of services, and completed selected sections 
of ~he patient ass~ssment portion of the survey. 
This report contams the significant findin!!S of 
the rehabilitative services aspects of this s~rvey 
effort. 
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Specialized Rehabilitative Services 

T~e _majority ?~ p~tients in SNFs receivmg 
speci~hzed rehabilitative services were receiving 
physical therapy; 40,949 patients or about 14 per-
cent of the patie:i.t population. Less than 4 percent 
rece~ved occupational therapy and about 1 percent 
received speech therapy (table 55). 

The therapist surveyors judgment of the need 
for physical therapy, occupational therapy, and 
spee~h t~erap3:1 was based on a review of the pa-
tients diagnosis, observed functional status medi-
cal records, and discussion with staff, patie~ts and 
other survey team members. The following esti-
mates of need were made: Among the total patient 
population of 283,912, 47.9 percent needed physi-
cal therapy, 35 percent needed occupational ther-
apy, and 13 percent needed speech therapy. (See 
table 56.) 

. p~tient's ~stin:1-ated need for specialized reha-
bilitative services is compared with the estimated 
number receiving each of these services that is 
physical _therapy, occupational therapy a~d speecl~ 
therapy m table 57. It is to be noted that a patient 

Table 55.-Patlents receiving specialized rehabilitative services in skilled 
nursing facilities 

Specialized rehabilitative services 

Tota'-- ----···-····-···-·--····--------·--

Physical therapy ________________________________ _ 
Occupational therapy _________________ ___________ _ 
Speech therapy _________________________________ _ 

Patients 

Number 

283,913 

40,949 
10,818 
3,988 

Percent 

100.0 

14. 4 
3. 8 
I. 4 

Table 56.- Estlmated need for specialized rehabilitative services among patients 
In skilled nursing facilities (SNFs) 

Total patients Estimated need 
Specialized rehabilitative services 

Number Percent Number Percent 

Physical therapy ___________ . _________ 283,912 100. 0 133,438 47. 0 
Occupational therapy _________________ 283,912 100. 0 99,369 35. 0 
Speech therapy ______________________ 283,912 100. 0 36,908 13. 0 

Table 57.- Patlents I Identified as needing specialized rehabilitative services 
and the estimated number and percent receiving and not receiving these 
services 

Specialized Estimated need Receiving service Not receiving 
rehabilitative service 

services 
Number Percent Number Percent Number Percent 

Physical therapy ________ 133, 438 100. 0 40,949 30. 7 92,489 69. 3 
Occupational therapy ____ 99,369 100. 0 10,818 10. 9 88,551 89.1 
Speech therapy _____ ____ 36,908 100. 0 3,988 10.8 32,920 89. 2 

1 Note a patient may have more than one specialized rehabilitative service need. 

may have more than one specialized rehabilitative 
service need. In relation to need, physical therapy 
was more often provided than the other two ther-
apies. Almost 90 percent of patients in need of 
occupational therapy and an equal proportion in 
need of speech therapy were not receiving the 
service. About 70 percent of patients needing 
physical therapy were not receiving it. 

Utilization of Specialized Rehabilitative Services 

Nursing homes were utilizing physical thera-
pists more frequently than other rehabilitative 
specialists. It was estimated that 72.2 percent of 
skilled nursing facilities in the nation employed 
or contracted with physical therapists to provide 
services. Approximately 40 percent of SNFs pro-
vided the services of speech therapists and about 
32 percent had arrangements to provide occupa-
tional therapy (table 58). 

Table 58.-Number and percent of SNFs employing or contracting for 
specialized rehabilitative services 

Facilities 

Specialized rehabilitative services Number Percent 

Tot•'------------ -- -- - -------·-·-----·--·-- 6,591 100. 0 

Physical therapy ___ ____ .. __ ._ ... __ ._. _____ ._._ ... _ 
Occupational therapy ________ ______ . ____________ ._ 
Speech therapy _________ . ______ ._. ___ . _____ _____ . 

4, 757 
2,640 
2,094 

72. 2 
40. 1 
31. 8 

Skilled nursing facilities of 100 beds or more on 
the average were more likely to provide physical 
therapy, speech therapy, and/or occupational ther-
apy. These services were somewhat less likely to be 
arnilable in homes having between 50 and 90 beds 
and least likely to be available in facilities with 
fewer than 50 beds ( table 59). 

Frequency of Treatments 
Data on the frequency with which patients re-

ceived physical therapy was available for 37,368 
of the 40,949 patients receiving this service. Esti-
mated frequencies of treatment reveal that 55.8 
percent of these patients receiving physical ther-
apy received these services at least once a day. A::1 
additional 29 percent received these treatments two 
or three times each week. The remaining patients 
either received them on a weekly or less frequent 
basis ( 6.7 percent) or the frequency of their treat-
ment was not determined or not available (8.1 per-
cent) ( table 60). Estimates regarding the fre-
quency of speech therapy and occupational therapy 
could not be determined from the available data. 

Table 60.-Frequency of physical therapy treatments 

Frequency of treatment(s) 

Tot•'------ --- ---- -- --- -- -- -- -- --- -- -- -- -- -- - -

(l) Atleast once a day _______________________________ _ 
(2) Two or three times a week _________________________ _ 
(3) Once a week or less ______________________________ _ 
(4) Frequency not available or not determined ___________ _ 

Characteristics of the Services 

Patients 

Number 

37, 368 

20,864 
10,980 
2,509 
3,015 

Percent 

100. 0 

55. 8 
29. 4 
6. 7 
8.1 

It is important in providing rehabilitative serv-
ices that the plan for therapy be written and be 
coordinated with the patient's total plan of care. 
Information on patients' plans of care were avail-
able for 39,360 of the 40,949 patients receiving 
physical therapy. For slightly more than half of 
these patients receiving physical therapy services 
( 55.8 percent), written plans of care were coordi-

Table 59.-Number and percent of SNFs providing rehabllltatlve personnel specializing In physical therapy, speech therapy, and occupational therapy by 
bed size of facility 

Facilities providing services 
Total 

Bed size strata Physical therapy Speech therapy Occupational therapy 

Number Percent Number Percent Number Percent Number Percent 

-
All strata _______ _______ __ _____ __ _________ _ 6,591 100.0 4, 757 100. 0 2,640 100. 0 2,094 100. 0 

0 to 49 beds ______ ------ ---------- -- ----------- 1,239 18. 8 694 14.6 362 13. 7 289 13. 8 

50 to 99 beds 
lOO or more b;d;::--- ----- -------------- --:--: 2,675 40. 6 1,949 41.0 860 32. 6 679 32. 4 

2,677 40. 6 2, 114 44.4 1,418 53. 7 1, 126 53. 8 

-
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nated with the patients' total plan of care. The 
nursing staff participated in the rehabilitative pro-
grams of about 58 percent of the patients receiving 
physical therapy services. These figures suggest 
that coordinating the patient's specialized reha-
bilitative service plan of care with the total plan 
of care may influence whether the nursing service 
participates in the patient's rehabilitative program 
(table 61). This type of data unfortunately was 
not available for either occupational therapy or 
speech therapy. 

Table 61.-Characterlstlcs of the physical therapy service provided patients 

Patients 

Characteristics of service Total Frequency of finding 
number 

Number Percent 

Treatments according to written plan .. . .. __ 39, 360 26, 397 67. I 
Therapy plan identifies objectives ... ... __ . 39, 360 23, 335 59. 3 
Plan identifies procedures and modalities. 39, 360 27, 379 69. 6 
Written plan coordinated with total plan of 

care _________ ____ __________ _______ ____ 39, 360 21,975 55. 8 
Nursing staff participates in rehabilitation 

program _____ ... . __ ..... __ . .. . . .. .. ... 39, 360 22, 702 57. 7 

Only a small number of patients, 45,009 or about 
16 percent of patients in skilled nursing facilities 
had baseline data from initial rehabilitation tests 
and measurements recorded in their medical rec-
ords "-hen such tests were applicable. About 11 
percent of patients ( or 31,553) had joint motion 
measurements and/ or strength tests and measure-
ments recorded when such tests were applicable. 

The surveyors were asked to determine whether 
selected factors related to the quality of services 
were being met. These indicators were : ( 1) Person 
providing specialized rehabilitative service met the 
Medicare/Medicaid Qualification Requirements; 
(2) the organization plans for achieving the objec-
tives of the service were written; and ( 3) written 
service procedures for the discipline were available. 

-
At least 8 of every 10 providers of specialized 

rehabilitative services met the Medicare/Medicaid 
Qualification Requirements. About half of the 
facilities had written organizational plans for 
achieving objectives of the various specialized re-
habilitative services. Except for speech therapy at 
least half of all facilities had written service pro-

. cedures. ( See table 62.) 

Space and Equipment 

The most desirable arrangement is to have the 
facility provide a specific space with sufficient 
equipment for patients needing specialized reha-
bilitative services. These provisions are often lack-
ing. Accommodations for physical therapy were 
found most often. (See table 63.) Sixty-five per-
cent of SNFs had a specific space for physical 
therapy services while a slightly smaller propor-
tion,. 57 percent, had sufficient equipment. 

Surveyors looked at equipment to determine 
whether: (1) Equipment used for therapy was 
safe and structurally sound; (2) accepted electri-
cal safety principlE>s were met; and (3) preven-
tive maintenance was being carried out. 

The continued safety of the specialized reha-
bilitation services equipment is of concern because 
many of the facilities providing services did not 
have written policiHs for preventive maintenance 
for their specialized rehabilitation equipment. The 
number and proportion of facilities lacking writ-

Table 63.-Space and equipment available to provide speclallzed rehabilitatlva 
services In SNFs 

Facilities 

Rehabilitative services Specific Space Sufficient Equipment 

Number Percent Number Percent 

Physical therapy ______ . ______________ 4,284 65. 0 3,758 57. 0 
Occupational therapy ___ .... · -·- .. __ .. I, 826 27. 7 I, 343 20. 4 
Speech therapy ____ .. _______________ . 889 13. 5 713 10. 8 

Table 62.-Quallty Indicators related to specialized rehabilitatlve services provided In SNFs 

Facilities meeting factors related to services 

Selected factors Physical Therapy Occupational Therapy Speech Therapy 

Number Percent Number Percent Number Percent 

Discipline met medicare qualification requirements .... ______________ _____ _ . __ .. 4,311 91.3 I, 739 83. 0 2,340 89. I 
Written organizational plans for achieving objectives of service. ____ ____ ·--· __ ___ 2, 776 58. 8 l, 154 55. I I, 336 50. 9 
Written service procedures. ___ ... ___ ________________ . __ .. _____ _ . ______ .. .... 2,573 54. 5 I, 086 51. 9 I, 085 41.3 
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ten policies for preventive mainten~~c~ is as fol-
lows: Physical therapy-3,737 facilities_ ~r. 56.7 
percent; occupational therapy-2,039 faciht~e~ _or 
30.9 percent; and speech therapy-1,566 facilities 
or 23.8 percent. . . 

Without preventive maintenance policies, dP-
terioration of this equipment is more likely to go 
unobserved, subjecting patients and staff to un-
necessary hazards. 

Summary of Findings 
The survey substantiates that there are many 

patients in skilled nursing ~acilities who need 
specialized rehabilitative services that are not re-
ceiving them. . 

The survey further substantiates that the:e 1s a 
significant lack of 0ther criti~al eleme~t~ :n the 
specialized rehabilitation services of_ facilities:. 

1. Many facilities are not observi_ng the pr~n-
ciples of electrical safety, particularly with 
occupational therapy and speech therapy 
equipment. . . 

2. Preventive ma1ntenance pohmes and proce~-
ure for rehabilitative equipment are absent m 
many facilit~e:'. . . 

3. Many rehabih'tabve plans of care do not m-
clude treatment objectives. . . 

4. There is a lack of docume_n~ati~m of baselme 
data from: initial rehabihtativ~ tests and 
measurements in patients' medical records. 

5. Many specialized rehabilita~ion pl~ns ?ftcatre
1 are not being coordinated with patients o a 

plans of care. . 
6. Frequently, nursmg pers<;H~nel_ do not par-

ticipate in patient's rehabilitative programs. 

Conclusions and Implications 
1. Since January 17, 1974, Federal regulations 

for Medicare and Medicaid patients require that 
participating facilities not admit __ no~ retain 
patients in need of specialized rehabilitative serv-
ices unless they are provided, either directly or 
under arrangements with outside resources. F~d-
eral and State agencies responsible for surveymg 
and certifying skilled nursing facilities need to 
take appropriate action to make certai:1 ~hat sur_-
veyors carefully assess facilities: adm1ss10n poli-
cies, the services they provide, and their patient~' 
needs to assure that facilities comply with this 
regulation. 

2. The need exists for surveyors to become more 
cognizant of the rr.asons for these requirements 
in specialized rehabilitative services, and when 

necessary, to assist facilities to ~eet them. Thi~ 
implies: (a) A need for better tram~d _surveyors, 
(b) an increased utilization of s~eciahzed_ rehab-
ilitative personnel to survey skilled n1:rsmg fa-
cilities; and ( c) provision for consultation to_ the 
facilities and to othHr disciplines who are reqmred 
to survey specialized rehabilitati?n service~. 

3. It is urgent that attent10n be given to 
the financial reimbursement aspects of_ these serv-
ices. Slow and inadP.quate reimbursement a~pea~s 
to affect the delivel'y of appropriate services m 
many instances while in other situations_ fiscal 
abuse of the program appears to be occurrmg. 

PHARMACEUTICAL SERVICES 
Pharmaceutical services are an essential and 

integral component of th~ tot~l spectrui:n of se:~-
ices provided to patients m _skilled n~rsmg facili-
ties. Of the various therapies (physical, occupa-
tional, speech, etc.), chemotherap~ has become a 
principal element in _the :estorat10n of the pa-
tient to optimal phys10logical and psychological 
body function. . 

The delivery of quality chemotherapeutic. or 
pharmaceutical services in the institutional se~tmg 
requires the combined talents of three profess10ns: 
Medicine, pharmacy, and nursing. '!'h~ goal that 
these three disciplines strive to attam is to a~sure 
that the right drug is prescribed f~r the ~~tient's 
condition; that the prescribed drug is adm1mste~ed 
to the ri<Yht patient, in the right dose and dosage m-
terval; that the drug achieves its ~esi~ed ~ffe?t; 
and that it does so without resultmg m signifi-
cant adverse effects. 

The attainment of this goal is dependent on a 
number of functions, each of which have many 
facets. These functions may be classified as fol~ 
lows: 

1. Drug prescribing; 
2. Drug ordering ( from the pharmacy by nurs-

in (Y personnel) ; 
3. D;ug dispensing; 
4. Drug distributing; . 
5. Drug adm~nis!ering and recordmg; 
6. Dru(Y momtormg; . 
7. Drug storing and invent?rymg; . 
8. Supervising pharmaceutic~l serv1c~s; and 
9. Coordinating pharmaceutical servwes; 

10. Drug counseling. 
The principal facets of each of thes~ functions will 
be examined in an effort to determme to what ex-
tent the attainment of the above goal is being 
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achieved in skilled nursing facilities in this coun-
try. It should be noted that these functions are a 
measure of the capacity of a facility to attain the 
stated goal. The actual attainment of that goal is 
dependent upon the diligence and professionalism 
with which each professional carries out his or her 
responsibility. 

Drug Prescribing 

. Altho~gh determining whether the right drug 
1s prescnbed for the patient's condition is a critical 
element in providing quality pharmaceutical serv-
i~es, this sur:7ey did not attempt to assess this par-
ticular funct10n of the service. Since peer review is 
a more appropriate mechanism, the survey did, 
however, measure physicians' prescribing pat-
terns by_ therapeutic categories. The categories 
from wh1ch drugs are most frequently prescribed 
are shown in table 64. 

There are a number of speculations that can 
be made from this data, but no definitive conclu-
sions can be made from these gross statistics. An-
alysis of the individual drugs prescribed in each 
of these categories by individual patient will re-
veal more interesting information from which 
more definitive conclusions about drug prescribing 
may be made. This analysis may alter the figures 

Table 64.-Number and percent of patients receiving drugs by drug category in 
rank order 1 

Drug category 

Cathartics ____ ____ ___ ._ . ·-._ . . . · - ._ .. . ... __ ... . 
Analgesics and antipyretics ____ ·······-·- · 

6;~~~.~i'.'.z.e_r~. ·-. - . - ·-- -- . _: : . . - . - . ·-. ·-.:: :: ::: 
Diuretics _____ _ 
Vitamins. ___ •• __ ·-.... _-·--· . ... - - · . . .. . ···-:: 
Sedatives and hypnotics __ -·. 
Cardiac drugs ____ ·-·-·----·· -···-
Skin and mucous membranes_ ·-···- · 
Antiinfectives _____ ·-··-. • -· • • • • 
Antacids and absorbents - • - • • • • 
Antihistamine ____ ·-·._-··-. ____ . _._. _. __ .... ::: 
Hypotensives._ _. _ ... ____ . _. _ .. _ ..... __ . _ ..... . 
Eye, ear, nose, and throat___ 
Spasmolytics __ ·-·-·-·-. ·- _. _. ·- _. -· ·-. _. - ·:::: 
Insulin and antidiabetic agents·--···· - ···· 
Controlled substances (Schedule 11)._··-· -- ··-··: 
Electrolyte replacements. 

;~::::~~~i:~:ts_ -----: : : :: : : : : : : : :: : : :-· :: :: 
Estrogens/androgens_ ___ ._ . _ ... _._ . .. . ·--· .. . . . _ 
Thryroid replacements and antithyroid agents __ ·-·-
Adrenals ____ . ·-. _ ... ·-__ · - . _. ·-.. __ . -·. _. _ . . . 
Anticoagulants _____ ._. _._ . __ . .... _. ·-._ . . _ . . . _ 

Patients 

Number Percent Rank 

I, 839 
I, 645 
I, 549 
I, 258 
I, 169 
I, 149 
I, 147 
I, 000 

613 
559 
489 
479 
428 
408 
394 
384 
372 
345 
298 
289 
257 
121 
87 
77 
37 

53. 3 
47. 7 
44. 8 
36. 4 
33. 8 
33. 3 
33. 2 
28. 9 
17. 7 
16. 9 
14. 2 
13. 8 
12. 4 
11.8 
II. 4 
II.I 
10. 7 
9. 9 
8. 6 
8. 4 
7. 4 
3. 5 
2. 5 
2. 2 
1.0 

I 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 

1 
Category reference: American Society of Hospital Pharmacists Formulary Service. 

52 

shown since some drugs can be classified in more 
than a single category. For example an analo-esic 
with codeine may also be classified a~ a contr~lled 
substance. The detailed discussion of dru!!S will 
be . 6 

111 a forthcoming monograph. 

Drug Ordering 

T~is asp~ct of the drug distribution system is of 
particular 1mportance in that a significant num-
be~ of ~edication errors are created at this point. 
I_t 1s believed by pharmacists that the interpreta-
t10n and transposition of drug orders afford the 
greatest opportunity for medication errors. The 
most accept~d m~nn_er of eliminating or reducing 
e_rrors at th1s pomt 1s through the use of a physi-
c1~n'.s order form that provides the pharmacist the 
ong~nal ph~sician's order or a direct copy thereof 
as h1s wo~·lnng document. The survey attempted 
to dete_rmm~ the degree to which drugs were or-
dered m tlus manner. The data reveal that the 
pharmac_is_t r~ceives the original or direct copy of 
the phys1cian s order form 24.2 percent of the time. 

_Verbal orders present a particular problem rel-
at1ve to drug ordering in that the person receiving 
the _verbal order may misinterpret it. With the 
mynad of d~gs that are pronounced similarly, 
the opportumty for error is increased when orders 
~re give~ verbally. With this realization, the orig-
mal Med1care regulations required that the attend-
ing physician countersign these orders within 48 
hou:s. The survey data show that physicians coun-
ters1gn _verbal orders within 48 hours 71.5 percent 
of the time and that nurses receive and sign these 
verbal orders 96 percent of the time. 

Al~houg~ a significant number of pharmacists 
are d1sp~n~mf from the original or direct copy of 
the phys1crnn s orders and a si!!Ilificant number of 
physicians are countersigning :erbal orders within 
48 hours, the possibility of medication errors oc-
curring through the drug ordering process remains 
great. 

Dispensing of Medications 

The physician's order sheet is the legal document 
for dispensing drugs. The medication sheet med-. . ' 1cat10n card, Kardex, and prescription label are 
controls in the correct administration of medica-
tions. The prescription label is the single most 
important documentation in the process of admin-
istering drugs. It should contain all information 

required for the correct administration of medica-
tion. The patient's individual prescription label 
contained each of the following items of informa-
tion in close to 99 percent of the time: patient's 
name, prescribing physician's name, name of drug, 
strength of drug and the prescription number. 
Eighty-eight percent of the time the labels con-
tained the date dispensed and dispensing instruc-
tions. Accessory and/or cautionary statements ap-
peared on 72 percent of the labels and the quantity 
dispensed was a surprisingly high 63 percent. On 
the average, 87 percent of the labels included all 
of the information listed below (table 65). 

The imperative nature of the information con-
tained on a prescription label cannot be argued. 
Any diminution in label information results in the 
patients being placed at greater risk with respect 
to medication errors. 

Pharmacists traditionally take great pride in the 
completeness of their labels. The findings of this 
survey substantiate this attitude. The survey did 
not attempt to define the professional interpreta-
tion of labeling ascribed to by each pharmacist; 
nor were State pharmacy laws and regulations 
taken into consideration. In many instances, State 
laws do not require the pharmacist to include on 
the label all of the items included in the survey. 

Drug Distributing 

For the skilled nursing facility, the physician's 
orders can be filled and drugs distributed from a 
community pharmacy, from a pharmacy in a hos-
pital of which the SNF is a part or from a phar-
macy within the SNF itself. The location of the 
source of supply of drugs can influence the effec-
tiveness of pharmaceutical services. The proximity 
or remoteness of the pharmacy and pharmacist to 
the SNF largely determines the degree to which 

Table 65.- lnformatlon contained on patient's Individual prescription labels 

Information 

Name of patient__·- ... . __ ... . ·-.. ·-._ .... · -- _._. 
Date dispensed_ .... . _ . .. _. _. _ .. . _ .. ... . . . . . . . . . . 
Prescribing physician's name ___ .. ... .. . _ . . . _ ... _ .. 

i~~:~:i ~f!:un~ed___··-······ --·······- ·-·-· · · · · 
~ispensing instructions ... ·- . . . . . _ . . . . . . . .. _ ... .. . 
/cessory or cautionary statement__ . ....... _. _ .. _. 
rescription number ____ __ ... . _. _ . ... . . . ___ _ . .. _. 

588-459 0 - 75 - 5 

Prescription label 

Number 

6,367 
5,804 
6,213 
6, 418 
6,330 
4, 133 
5, 793 
4, 754 
6,091 

Percent 

96. 6 
88. I 
94. 3 
97. 4 
96. 0 
62. 7 
87. 9 
72. I 
92. 4 

the pharmacist ha:s access to the original physi-
cian's order and the degree to which orders are 
transmitted verbally. In turn, the location of the 
pharmacy may affect the amount of time the phar-
macist has available and spends in the SNF for 
patient counseling, staff development, drug regi-
men review and policy development for SNF 
pharmaceutical services. 

The primary source of drug supply for SNFs is 
the community pharmacy. Currently, almost 89 
percent of the facilities are being served profes-
sionally by community pharmacists. The remain-
ing 11 percent are being supplied by hospital 
pharmacies and pharmacy units located within the 
SNFs. 

·while the survey finding for the numbers of 
community pharmacies were of a significant na-
ture, the data for the other sources were not indi-
vidually significant. 

Administering and Recording 

The administration of drugs is another poten-
tial major source of medication errors in the skilled 
nursing facility. Medication errors have been re-
ported in the literature to occur at a rate of from 
15 to 50 percent (92) (3). 

A medication error is said to occur when a medi-
cation is administered to the wrong patient, the 
wrong drug or dosage strength is administered, 
the wrong dosage form is administered or medica-
tions are administered at the wrong time. Proper 
drug administration is essential to protect the 
health and safety of the patient. Prompt and ac-
curate recording of the administration of drugs is 
an essential element of drug administration. The 
survey attempted to identify who administers 
medication and the degree to which proper re-
cording takes place. 

Except in a small percentage of the facilities 
surveyed, registered or licensed practical nurses 
administer drugs to patients and to a great extent 
drugs are recorded as having been administered. 
The data show that licensed nursing personnel 
administer the medications 92.5 percent of the 
time while unlicensed personnel administer drugs 
7.5 percent of the time in the SNF. The nurse 
makes a written record of each dose administered 
to a patient 93.3 percent of the time. Written 
records included the documentation of nonpre-
scription medication administered 91.4 percent of 
the time. Past experiences in the certification proc-
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ess raises the question of the validity of the data 
that shows that only a small number of unlicensed 
personnel are administering drugs. On January 
13, 1975, the Department, through its Office of 
Nursing Home Affairs, issued a policy statement 
to assure that unlicensed personnel who admin-
ister drugs receive training in drug administra-
tion. 

A significant number of facilities do not govern 
the administration of drugs with a stop order 
policy. The administration of drugs not specifi-
cally limited as to the time and number of doses 
should be controlled by established written stop 
order policies. The data showed that an automatic 
stop order policy was in effect at 77.2 percent of 
the SNFs. Of those SNFs with a stop order policy, 
54.1 percent had the approval of the Pharmaceu-
tical Services Committee. A major effort is needed 
for the implementation of automatic stop order 
policies or other control methods when drugs are 
not specifically limited as to time or number of 
doses. 

Drug Monitoring 
The appropriate use of pharmaceuticals in long-

term care facilities has been a matter of concern 
for a number of years. The original Medicare 
regulations required that the physician and nurse 
review orders for the patient at least monthly to 
determine whether or not the drug therapy of the 
patient was appropriate for the diagnoses and 
whether or not adverse drug reactions and drug 
interreactions were occurring. It became common 
practice for the physician's orders to be consoli-
dated or "recapped" into a single sheet of the 
physician's order form and for the physician and 
nurse to review the orders at monthly iritervals. 
On February 19, 197 4, new regulations for skilled 
nursing facilities became effective which required 
the pharmacist to review the drug regimen of each 
patient in the SNF at least monthly and to report 
any irregularities to the medical director and ad-
ministrator. The national survey of nursing homes 
attempted to identify problems in drug therapy 
and to obtain data on the new role of the pharma-
cist in monitoring the drug regimen of SNF 
patients. 

The pharmacist's role, his proficiency and com-
munication patterns in monitoring the drug ther-
apy of SNF patients are still being developed. 
Pharmacists are willing to review drug regimens 
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but are experiencing some problems in developing 
appropriate methodologies and effective reporting 
relationships. Patient drug profiles are often used 
to assist pharmacists in monitoring the drug ther-
apy. These patient drug profile records were re-
ported to be maintained by about 65 percent of 
the pharmacists. Eighty-six percent of the drug 
profile ·records were located at places other than 
the SNF, presumably in pharmacies. The patient 
drug profile records often do not contain informa-
tion (i.e., drug sensitivities, chronic diseases) 
which would help the pharmacist in monitoring 
drug therapy. Information contained on the 
SNFs' drug profile records is shown in table 66. 

About 68 percent of the pharmacists reported 
that they reviewed the drug regimen at least 
monthly. Forty-six percent of those reviewing the 
drug regimen, reported that they provide written 
comments concerning the review to the registered 
nurse; 45 percent to the administrator; 27 percent 
to the attending physician; and 19 percent to the 
medical director. Only 21 percent of the pharma-
cists reported that they participated in the devel-
opment of patient medication therapy plans. If 
the drug regimen review is to be effective in im-
proving overall drug therapy in long-term care 
facilities, the methods and procedures used will 
need to be improved. 

Storage and Inventorying 

The security of medications at all points of its 
movements from manufacture to the patient must 
be assured. In the institutional setting it is impor-
tant that the drug storage be secure to prevent 
unauthorized use and that periodic inventories of 
drugs are performed to determine if unauthorized 
use is occurring. This is of particular importance 
with respect to drugs listed as being subject to the 

Table 66.-Number and percent of SNFs by type of Information contained 
on the drug profile record 

Facilities 
Information 

Number 

Name of patient................................. 6, 131 
Age...................... . . . ................... 2, 579 
Drug sensitivities................................ 4,254 
Chronic diseases................................. 2,091 
Date prescription filled........................... 5,834 
Prescription number............................. 5,397 
Name of drug................................... 6,115 
Directions....................................... 4, 867 
Date to be refilled.......... . ..... . ............... 2,037 
Name of prescriber.............................. 5,868 

Percent 

93. 0 
39. 1 
64. 5 
31.7 
88. 5 
81. 9 
92. 8 
73. 9 
31. 5 
89. 0 

Comprehensive Drug Abuse Prevention and Con-
trol Act of 1970. Another important aspect in the 
storing of drugs is the assurance that the integrity 
of thermolabile and photosensitive drugs is main-
,tained, and that drugs are stored in an orderly 
fashion thereby precluding confusion and error 
in preparing drugs for administration. In view 
of the enormous dollar volume of drugs and the 
presence of significant amounts of controlled sub-
stances in the nursing homes, it becomes necessary 
to constantly maintain the security of these prod-
ucts ( 4). The legal aspects of controlled drugs, 
mandate complete records of receipt and disposi-
tions. Proper drug storage and inventory increases 
the efficiency of the pharmaceutical service and 
aids in reducing medication errors. 

In 31 percent of the facilities there is a separate 
drug storage room. This room is separate and dis-
tinct from the drug medication room usually 
found in conjunction with the nurses station 
wherein medications are "set up," "measured," 
or "poured" prior to administration. 

Survey data revealed that over 86 percent of all 
facilities utilize the individual patient prescrip-
tion system, while the remaining 14 percent is 
made up of floor stock systems and variations of 
the unit dose system. 

There appears to be a certain laxness in inven-
torying controlled drugs in skilled nursing facili-
ties, particularly in maintaining records for veri-
fication of receipt and disposition of controlled 
substances as required by the condition's of par-
ticipation for SNFs. The fact that 21 percent of 
facilities do not maintain proper disposition rec-
ords of controlled drugs, indicates weakness in 
this area. Separate records are maintained for 
controlled drugs in 79 percent of the facilities 
surveyed. Over 95 percent of these controlled 
drug records contained each of the following items 
of information: Patient's name, name of drug, 
strength of drug, date administered and balance 
remaining. The time and dose administered were 
present 91 percent and ·93 percent respectively. 

On the other hand, there seems to be a misuse 
of professional nursing time in inventorying con• 
trolled drugs ,at each shift change. The inordinate 
amount of time devoted to controlled drug counts 
by nursing personnel at shift change may deprive 
the patients of many hours of professional nurs-
ing service. Eighty percent of the facilities utilize 
the services of two nurses to inventory controlled 
drugs at each shift change. 

Supervising Pharmaceutical Services 

The activities of the pharmacist in the long-term 
care facility can be categorized into three func-
tions: ( 1) Dispensing or supplying drugs to the 
facility; (2) monitoring the patients' drug 
therapy; •and ( 3) supervising the overall phar-
maceutical service. Although these functions are 
often carried out by the same individual, it is n·ot 
uncommon to find two or more pharmacists pro-
viding services, each with some degree of spe-
cialization. For example, each of the pharmacists 
in a pharmacy may dispense drugs to the SNF; a 
single individual may review the drug regimen; 
while yet andther may provide overall supervision 
of the pharmaceutical service. Supervision is a key 
element since all of the various activities related 
to drug use, distribution, and control must be 
properly coordinated for effective pharmaceutical 
services. 

While the survey did not assess the extent of the 
pharmacists' activities in eMh functional 1area, 
some data were obtained which helped to evaluate 
the extent of the pharmacists' ,activities in moni-
toring !the patients' drug therapy and in supervis-
ing the pharmaceutical services. Although most 
of this data are discussed elsewhere in the report, 
a brief summary of the kinds of pharmaceutical 
service activities that SNFs are rendered by phar-
macists follows in table 67. 

In view of the many activities which were re-
ported as being performed by the pharmacists, 
the small number of hours spent in providing 
pharmacy services, questions about the overall ef-
fectiveness of pharmacy supervision and of the 
pharmaceutioal services can be raised. If the phar-
macist is expected to provide more services than 
he can do in the time he spends in the facility, 
the overall quality of pharmaceutical services is 
apt to be diminished. The amount of time per week 

Table 67.-Klnds of pharmaceutical service activities rendered by 
pharmacists to skllled nursing facilities 

Facilities 
Pharmaceutical service activities 

Number Percent 

Prepare a written report for the Pharmaceutical Service 
Committee ......................... . .................. • 3,041 46.1 

Maintain a drug profile .................................. . 4,298 65. 2 
Review the drug regimen of patients at least monthly ....... . 4,496 68. 2 
Conduct inservice training sessions with personnel.. ........ . 4,482 68. 0 
Responsible for medications throughout the SNF ............ . 5,337 81. 0 
Periodically check drugs and biologicals for deterioration .... . 5, 791 87. 9 
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that a pharmacist provides pharmaceutical serv-
ices in skilled nursing facilities was determined 
by the survey as follows in table 68. 

Coordinating Pharmaceutical Services 

An extremely critioal element in the provisions 
of quality pharmaceutical services in lthe skilled 
nursing facility, and one that has in the past had 
little attention, is the coordination of the activities 
of pharmacy, nursing and medical personnel. Be-
cause each of these disciplines performs an essen-
tial role in the provisions of this service, it is im-
pemtive that each is aware of the others' activities 
and how their respective activities are combined 
into an efficient and effective whole. Achievement 
of this coordination may be accomplished in many 
ways. Inservice training is one mechanism. In-
formal discussions between these disciplines is 
another. The formal mechanism for accomplishing 
this coordination is through the development and 
operation of a pharmaceutical services committee 
whose task it is to oversee the entire service and to 
develop and implement comprehensive policy for 
it. 

The requirement for a pharmaceutical services 
commiitrtee for skilled nursing facilities is rela-
tively new (February 19, 1974). The survey data 
reveal that within 9 months in 69.4 percent of 
facilities, (4,575 out of a universe of 6,591) a phar-
maceutioal services committee had been estab-
lished. These committees are still in the process of 
development and have yet to fully implemenlttheir 
charge of coordinating and overseeing phar-
maceutical services. Of the 4,575 facilities which 
had established pharmaceutical services commit-
tees, the data show that 80 percent were meeting 
at least quarterly, that 72.2 percent were docu-
menting their activities, findings, and recommenda-
tions, and that 66.5 percent were receiving the 
pharmacists' written report to guide their activ-
ities and recommendaltions. 

Table 68.-Hours per week that skllled nursing facllltles are provided 
pharmaceutical services by a pharmaclst(s) 

Hours per week services provided 

Less than 5 hr .... . .. .. . . ....... . ......... . ..... . 
5 to 10 hr ........ . . . . . ....... . ....... . . . ... . ... . 
10 to 20 hr .. . .... . .. . ..... . . ...... . . . ....... . . . 
More than 20 hr.- . . . .... . .. . ......... . . ........ . 
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Facilities 

Number 

4,362 
1,201 

729 
299 

Percent 

66. 2 
18. 2 
11.1 
4. 5 

Drug Counseling 
Another important function in the provision of 

quality pharmaceutical service is that of drug 
counseling. This entails the provision of drug in-
formation to patients and to the nursing staff. The 
principle activiity within drug counseling has to 
do with staff development. The current regula-
tions contain a standard on staff development that 
requires that an ongoing educational program for 
the development •and improvement of the skills 
of all the faciliity's personnel be planned ,and con-
ducted. This requirement includes inservice train-
ing the pharmacist could develop for nursing serv-
ice and other appropriate personnel with respect 
to drug ordering, storage, distribution, adminis-
tration, and monitoring. 

The survey sought information on the phar-
macist's involvement in inservice training sessions. 
A significant number of pharmacists from the 
community pharmacy sector, 63.6 percent, con-
ducted inservice training programs; of the phar-
macists from a pharmacy within the facility, 66.9 
percent conducted training; and of the hospital 
pharmacists serving SNFs, 82.4 percent condudted 
training sessions. 

Summary of Findings 
Considering all the functions and levels of per-

formance that constitute quality pharmaceutical 
services that have been examined in this report, it 
is fair to conclude that most skilled nursing facil-
ities are well on their way toward achieving the 
capacity to render pharmaceutical services in ac-
cordance with accepted professional practices. 

The review of the patients' drug regimen by 
the pharmacist holds great promise for improving 
the monitoring of the patients' chemotherapy, but 
this challenge will require diligent applications of 
the pharmacist's knowledge, and the cooperation 
of and coordination with the nursing and medical 
profession in order for this review to benefit the 
patient. To assist pharmacists in this task, the De-
partment has already sponsored a successful train-
ing program now nearing its completion which 
will enhance their skills in reviewing drug regi-
mens and in interacting with nursing and medical 
personnel in this regard. 

The development and effective operation of a 
pharmaceutical services committee also hold con-
siderable promise for the improvement of phar-

maceutical services in skilled nursing facilities. 
But this coordinative mechanism must be nurtured 
and supported by its professional disciplines in the 
years ahead in order for it to fully realize its po-
tential for improving patient care. 

The supervision of pharmaceutical services like-
wise holds considerable promise for effecting an 
efficient and high quality service, but the data 
show that this element of the service must also be 
improved in order for the pharmacist to assist 
medical and nursing personnel in enhancing the 
quality of care r@ndered to skilled nursing facility 
patients. 

Conclusions and Implications 
1. Assiduous attention to strict drug ordering 

procedures is required to prevent errors in drug 
ordering. Wherever feasible, the pharmacist 
should be working from the original physician's 
order or a direct copy thereof. Intensive efforts 
should be made to incorporate a drug ordering 
system in the SNF whereby the pharmacist works 
from a physician's order form. Also, increased ef-
forts should be made to assure that the attending 
physician countersigns all verbal orders within a 
maximum of 48 hours. A study might be designed 
and conducted to determine the effectiveness of 
various mechanisms, their availability, cost, and 
the degree to which they reduce error rates. 

2. The State surveyors need to be encouraged 
to utilize more fully the information contained in 
the SNF interpretative guidelines on pharmaceu-
tical services and to further the greater implemen-
tation of standards for these services. Providers 
of long-term care need to be aware of the impor-
tance of controlled substances and the storing and 
inventorying of drugs. State agency pharmacy 
consultants should work more closely ,with com-
munity pharmacists to spread this information. 
Studies might be conducted to determine the 
amount of time spent by nursing personnel in 
counting controlled drugs at each shift change 
and, surveillance should be increased to assure that 
only trained personnel administer medication. 

3. A research program should be undertaken to 
identify objectively the nature, extent, and fre-
quency of clinically significant drug therapy prob-
lems in long-term care facilities so that the 
pharmacist would be better equipped to know 
where to concentrate his time in reviewing drug 
regimens. 

4. There is a need to promote the development 
of pharmaceutical service committees in skilled 
nursing facilities to a greater extent and more im-
portantly, to encourage and assist them to actually 
achieve their coordinative task. Emphasis should 
be placed by State agency surveyors on the im-
plementation of the requirement for establishing 
a pharmaceutical services committee and in deter-
mining that the pharmaceutical services committee 
is actively discharging its responsibilities. Tech-
nical assistance should be provided in order 
to aid these committees in performing their 
responsibilities. 

5. The amount of time the pharmacist spends in 
the SNF may be due to the inability of the phar-
macist to receive adequate reimbursement for his 
services. The issue of appropriate reimbursement 
should be studied and some steps taken to correct 
the inequities in reimbursement, if it is proved 
to be the problem. 

NUTRITION AND DIETETIC SERVICES 

The basic nutritional requirements for the aged 
are essentially the same as for other adults. How-
ever, the need for calories is not as great as activ-
ity is decreased and the basal metabolic rate is 
lower. Generally, nutritional needs of the elderly 
.can be met by following the basic four food plan 
each day. The groups are milk and milk products, 
meat and fish, breads and cereals, and fruits and 
vegetables. If the diet is adequate, vitamin and 
mineral supplements are seldom necessary. 

To prevent inadequate fluid intake, many older 
persons need to be reminded to drink sufficient 
fluids. One of the biggest dietary problems is to 
assure sufficient roughage to maintain natural 
regular elimination. 

Food preparation met.hods should allow for 
slower digestive processes and poorer chewing 
ability. The presence and fit of dentures may affect 
the choice of foods. 

A substantial proportion of individuals 60 years 
of age and older consume less food than needed to 
meet nutrient standards for their age, sex, and 
weight-especially calcium, vitamins A and C 
(5). 

The long-term care patient's care plan, there-
fore, must include nutrition goals to meet identified 
needs. To carry out therapeutic diets prescribed 
by the physician, a hygienic dietetic serv-
ice, managed by a qualified dietetic service super-
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visor ( s) with an adequate number of supportive 
staff is required. Proper equipment, ample stor-
age and space for food preparation and service, 
are necessary for efficient work and personnel 
satisfaction. 

Good food in pleasant surroundings in the com-
pany of others, adds to the enjoyment of eating. 
Modification of established eating habits may be 
necessary to maintain or improve the nutritional 
status of some patients. Since food habits are 
established early in life, assisting a patient to 
change long-standing eating patterns can be ac-
complished only by exercising great ta,(!t and skill. 
A proper climate for eating makes any indicated 
change in eating habits more likely. 

Supervision of Staff and Related Factors 

Approximately 4 of every 10 facilities surveyed 
had a full time qualified dietetic service super-
visor ( table 69) . 

Table 69.-Number and percent of facllltles employing a full-time qualified 
dietetic service supervisor 

Full-time qualified dietetic service supervisor Number Percent 

Total all__________________________________ 6,591 100. 0 

Employed_______________________________________ 2, 644 40. 1 
Not employed___________________________________ 3,947 59. 9 

Appropriate management and supervisory 
functions were performed more frequently in 
facilities with a full time qualified dietetic service 
supervisor than in facilities without such a full 
time qualified supervisor. These relationships are 
shown in table 70. 

Ninety percent of skilled nursing facilities 
(SNFs) received some consultation or supervision 
of their dietetic seITice from a qualified dietitian. 
The amount of time spent by the dietitian in the 

facility varied widely from less than one-half 
day per month to full time, i.e., 35 or more hours 
per week. Some States require at least weekly 
visits with the number of hours per week based 
upon the size of the facility. 

Information provided by the nutritionist team 
member indicated that the quality of dietetic serv-
ice provided by the facility was directly related to 
the amount of time spent by the dietition. It is 
not surprising, considering the limited amount of 
time many dietitians provide, that they are more 
likely to provide assistance with policy develop-
ment and inservice education for dietetic service 
employees than to provide the more time consum-
ing responsibilities of continuing liaison with 
medical and nursing staffs and counseling of pa-
tients. Data on 89.6 percent (5,909) of the facil-
ities in table 71 illustrate the type of service pro-
vided by the dietitian. 

Table 71.-Type of services provided by the dietitian In 5,909 SNFs 

Services identified 

Total all. ________________________________________ _ 

Continuing liaison with medical and nursing staffs __________ _ 
Patient counseling ______________________________________ _ 
Assistance in development of dietetic policies ______________ _ 
Assistance with inservice education _______________________ -

Dietetic Personnel 

Facilities 

Number Percent 

5,909 

3,182 
3,306 
4,352 
4,877 

100. 0 

53. 9 
55. 9 
73. 7 
82. 5 

The survey findings indicated that 28.96 percent 
of facilities had insufficient dietetic personnel on 
duty over a 12-hour period. There was a significant 
relationship between sufficient dietetic personnel 
and proper spacing of meals; preparation of food 
by methods to conserve nutritive value, flavor, and 
appearance; food service in a form to meet indi-
vidual needs and the routine offering of bedtime 
nourishments. (Tables 72 and 73.) 

Documentation 

Approximately 4 out of 10 patient care plans 
showed pertinent information about diet, goals, 
and action steps to resolve dietetic problems. How-
ever, there was infrequent evidence of interven-
tion by the dietitian to help resolve dietetic prob-
lems of individual patients. For example, malnu-
trition exacerbates and delays healing of decubitus 
ulcers. Nevertheless, only 5.5 percent (1,449) of 
the patients with decubitus ulcers had dietary 
progress notes or problem statements written by 
the dietitian contained in their medical records. 
In only 7.6 percent of the medical records belong-
ing to patients on therapeutic diets were there 
entries made by the facility's dietitian to indicate 
Bie patients response. Progress notes or problem 
statements indicating individual response to pre-

scribed diets were found on 77.5 percent of pa-
tients' records. 

Menus and Nutritional Adequacy 

Menus were planned in writing for 89.3 percent 
of the patients in the sample. There was a positive 
correlation between the patient's menu being 
planned in writing and the nutritional adequacy 
of his or her meals; also, between the written 
menu and the accuracy in preparing and serving 
the meal as ordered ( table 7 4). 

A current therapeutic diet manual approved by 
the dietitian available to attending physicians, 
nursing and dietetic personnel was not available 
in only 23 percent of the facilities (1,530). There 
were 51,666 patients who refused more than half 
of the meal served to them. Only 27 percent of 

Table 72.-Dletary characteristics of SNFs with Insufficient dietetic personnel on duty over a 12-hr period 

Characteristics noted Characteristics not noted 
Dietary characteristics Number of 

facilities Number Percent f:jumber Percent 

Span between evening meal and breakfast 14 hr or less _______________________________________ l, 909 1,240 65.0 669 35. 0 
Foods prepared by methods that conserve flavor and appearance ________________________________ 1,909 1,242 65. 1 667 34. 9 
Foods served in a form to meet individual needs ________________________________________ ______ l, 909 1,486 77.8 423 22. 2 
Bedtime nourishments routinely offered to all patients (not contraindicated) _______________________ l, 909 l, 017 53. 3 892 46. 7 

Table 73.-Dletary characteristics of SNFs with sufficient dietetic personnel on duty over a 12-hr period 

Characteristics noted Characteristics not noted 
Dietary characteristics Number of 

facilities Number Percent Number Percent 

Span between evening meal and breakfast 14 hr or less ________________________________________ 4,682 3,940 84. 2 742 15. 8 
Foods prepared by methods that conserve flavor and appearance ______________________________ 4,682 4,152 88. 7 530 11. 3 
Foods served in a form to meet individual needs _____________________________________________ 4,682 4,177 89. 2 505 10.8 
Bedtime nourishments routinely offered to all patients (not contraindicated) __________ ___________ 4,682 3,694 78. 9 988 21.1 

Table 74.-Patlents menus planned In writing and not In writing related to other characteristics 

Patient menus 

Food planning, other characteristics Total patients In writing Not in writing 

Table 70.-Management and supervisory functions performed by dietetic service supervisors Number Percent Number Percent Number Percent 

Total facilities In facilities employing full In facilities not employing a 
time qualified supervisor full time qualified supervisor 

Management and supervisory functions 

Number Percent Number Percent Number Percent 

Meal plans__________________________________________________________ ______ 283, 9ll. 100. O 
t=====l,====l====cl====t=====!==== 

Meals as planned____________________ ______________________________________ 283, 911 100. O 
1-----1-----1-----4------l----+----

253,485 89. 3 30,426 10. 7 

253, 874 100. 0 30,037 100. 0 

Nutritionally adequate __ ~__________________________________________ _____ 259,030 91. 2 243, 699 96.0 15,331 SI.I 

Total all.. _______________ - ___ - __ - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 6,591 100. 0 2,644 100. 0 3,947 100. 0 

Orientation, work assignments, food handling, techniques, personnel. __ -- - - - - -- -- 5,378 81.6 2,470 93. 4 2,908 73. 7 

Menu planning, recommending supplies for purchase, record maintenance ________ 4,309 65.4 2,290 86. 6 2,019 51.2 

Participation in regularly scheduled conferences ___ -- -------------------------- 3,584 54. 4 1,898 71. 8 1,686 42. 7 

Nutritionally inadequate________________________________________________ 24, 881 8. 8 
l======lc====l====cl====t====!==== 

Meals prepared and served__________________________________________________ 283,911 100. O 

As ordered____________________________________________________________ 240, 578 84. 7 
Not as ordered___________ ______________________________________________ 43, 333 15. 3 

10, 175 4.0 14, 706 48. 9 

253,485 90. 2 30,426 100. 0 

228, 743 9.8 11,835 38. 9 
24, 742 57.1 18,591 61.1 
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them or 14,035 were offered appropriate substi-
tutes. One ca:n surmise, therefore, that it is the ex-
ception rather than the rule for providers to make 
this offer. 

Frequency of Meals 

At least three meals or their equivalent should 
be served daily with not more than a 14-hour span 
between a substantial evening meal and breakfast. 
Patients experience discomfort resulting from an 
overlong span between the last substantial meal of 
one day and breakfast of the next day. 

Approximately one out of five facilities had an 
overlong span between these two meals ( i.e., more 
than 14 hours). There was no documented evidence 
in 28.5 percent of the facilities (1,880 of 6.591) 
that bedtime nourishments were routinely offered 
to patients to the extent medicaUy possible. Bed-
time nourishments also help elderly patients, who 
have variable •appetites at mealtime, to prevent 
hunger sensations in the night ( tables 72 and 73). 

Other Nutritional Care Issues 

Data show that 19,224 patients or 18.8 percent 
of 102,436 patients needing help in eating ':'ere not 
given prompt assistance upon receipt of the1r trays. 
The number of patients needing self-help eating 
devices was 32,609. Surveyors found such devices 
in use by only 21, 485 or 65.9 percent of these pa-
tients ( table 75). 

Frequently, patients are admitted to skilled 
nursing facilities from hospitals. In the interest of 
continuity of care, pertinent information for im-
mediate care of the patient should be transmitted 
by the hospital to the skilled nursing facility. Just 
ornr half of the patients ( 54 percent) who had been 
transferred to their facilities from hospitals had 
any transfer information containing pertinent diet 
information. 

Nursing service personnel should be aware of the 
nutritional needs and observe the food and fluid 
intake of patients. There must be an established 
procedure to inform the dietetic service of diet 
orders and patient's dietetic problems. In the sur-
vey, however, reports from nursing service were 
received by the dietetic service for only 56.2 percent 
of those patients having dietetic problems (table 
76). 

Sanitation and Safety 

The survey indicated that 94.2 percent of facili-
ties disposed of waste properly and 84.3 percent . 
had written reports of sanitation inspections by 
State or local authorities on file. In somewhat fewer 
facilities, i.e., 76.7 percent dietetic employees were 
practicing hygenic food handling techniques. Iu 
aimost three out of :four facilities or 75.5 percent, 
surrnyors answered yes to the question "Is food 
stored, prepared, distributed, and serred under 
sanitary conditions~" (Table 77.) 

Table 75.- Number and percent of patients receiving assistance with eating when indicated 

Patients requiring assistance 

Type of assistance required Total Receiving assistance Not receiving assistance 

Number Percent Number Percent Number Percent 

Total, all ................................................ 135,045 100. 0 104,697 77. 5 30, 348 22. 5 

Assistance In eating needed ... ................................... 102,436 100. 0 83,212 81.2 19, 224 18. 8 
Self•help eating devices indicated ................................ 32,609 100. 0 21,485 65. 9 11, 124 34.1 

Table 76.- Communicatlon of information concerning dietetic needs of patients to the dietetic service 

Patient information 

Kind of patient information Total Communicated Not communicated 

Number Percent Number Percent Number Percent 

Total, all. . .... ............................................... .... ... 360, 178 100.0 197, 720 54.9 162, 458 45. l 

217,993 100. 0 117,817 54. 0 100, 176 46.0 Transfer information contained pertinent dietetic inputs ......................... 
43.8 Nursing service reports patient's problems to dietetic service .................... 142, 185 100. 0 79,903 56. 2 62,282 
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Facilities, Space and Equipment 

There were positive correlations between proper 
dietetic preparation equipment and the following: 
Foods served a.t proper temperatures; the practice 
of food preparation methods that conserve nutri-
tive value, flavor, and appearance; and sanitary 
conditions in food storage, preparation, distribu-
tion, and service ( table 78). There was a finding of 
in•adequate work space in dietetic areas in one out 
of every four facilities. 

Conclusions and Implications 

Standards enforcement.-Enforoement of com-
pliance with existing Federa,l regulations "·ould 
result in significant improvement in the dietetic 
services in SNFs. The Department is exploring the 
need for the following changes in Federal regu-
lations: 

• A range of the minimum number of hours per 
week for the dietitian to spend in the facility 
based on bed capacity or the number of pa-
tients in the facility. This would help ensure 
sufficient time for dietitians to aid full-time 
staff members in identifying and resolving 
nutrition problems of individual patients. At 

this time, such problems frequently are over-
looked by the skilled nursing facility's staff. 

• A range of acceptable labor time per meal 
served for all supportive dietetic personnel. 
This would help providers and surveyors to 
assess whether there are sufficient supportive 
personnel scheduled over a period of 12 or 
more hours each day to carry out the func-
tions of the dietetic service properly. 

Utilization of information.-Dietetic personnel 
need to utilize data from routine weighing of pa-
tients and other available measures as a part of a 
system for regular assessment of food intake and 
nutritional health; monitor returned food from 
patients and offering replacements that constitute 
"similar nutritive value"; and assure that all 
menus, especially those for special diets, are plan-
ned in advance and records kept of the menus 
actually served. Also needed are more effective 
transfer agreements to improve continuity of care 
throuo-h the flow of pertinent information about 
the patient's dietetic problems and needs. 

Studies or special proje,cts.-Reports of studies 
and projects published in journals or other media 
available to nursing home personnel can have a 
beneficial influence on the nutritional care of pa-

Table 77. - SNFs meeting certain sanitation and safety factors related to food and food service 

Sanitary and safely factors 
Total Meeting Not meeting 

Number Percent Number Percent Number Percent 

Total, all. .......................................................... . 6, 591 100. 0 ------------- 82. 6 ------------- 17. 4 
~---+---+---+----+---+----

Proper waste disposal ..................................................... . 
Filed written inspection reports-State or local. ............................... . 
Employee hygienic food handling .............................. ...... ........ . 
Sanitary conditions regarding food storage, preparation, service, etc ............. . . 

6,591 100. 0 6, 208 94. 2 383 5. 8 
6, 591 100. 0 5,554 84. 3 1,037 15. 7 
6,591 100. 0 5,054 76. 7 1, 537 23. 3 
6, 591 100. 0 4,973 75. 5 1,618 24. 5 

Table 78.- Assessment of certain SNF factors In food preparation and service in relation to the equipment in use 

Total Proper equipment present Proper equipment not present 
Food preparation and service Number Percent Number Percent Number Percent 

Total, all •••••••••• •..•...... . .. .. ...... .............. ···········•··· 6,591 100. 0 5, 706 86. 6 885 13. 4 

Foods served: ~---+----+----+----+---+----
Proper temperature ......... ...... ...................... -· ...... •· ... ·• 
Not at proper temperature . ...... _ ..................................... . 

Pre pa ration methods: 

5, 417 100. 0 
1, 174 100. 0 

4,549 84. 0 868 16. 0 
521 44. 4 653 55. 6 

Conserve value, food, etc ........ ··-· .................................. •• 
Do not conserve value, etc ...... ... ..................... .. .... .... ...... . 

Sanitary conditions, food storage, service, etc.: 

5,386 100. 0 
1,205 100. 0 

4,560 84. 7 826 15. 3 
517 42. 9 688 57.1 

Present. ..... .......... .............................................. . 
Not present. ................. ..................... ..... .............. . 

4,973 100. 0 
I, 618 100. 0 

4,215 84. 8 758 15. 2 
836 51. 7 782 48. 3 
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tients. Several studies and projects suggested by 
the findings of this report are as follows: 

• Performance/Oost.-Study relating to nutri-
tional care assessment of patients to the fre-
q_uency of visits by dietitian and amount of 
time spent in the facility. 

• Personnel tur1w ver.-Study to determine ef-
fective and feasible measures to reduce dietetic 
service personnel turnover. 

• Assessmen_t. tool.-Development and testing 
of a nutritional assessment tool which SNF 
personnel and State surveyors can use. 

• (!ultu_ral / Ethnic p1·e f erences.-Project to 
identify and determine ways to satisfy cul-
tura~ food preferences when patients of an 
ethmc group represent a small minority of 
patients in the facility. 

• Time study.-Project to demonstrate time re-
quired for the dietitian to perform all profes-
sio!1al die~eti<? responsibilities including coun-
selmg a sigmficant number of patients and/ 
or their families. 

• Nutritional status.-Study of nutritional sta-
tus of patients and identification of conditions 
contributing to nutritional problems of this 
population. 

SOCIAL SERVICES AND ACTIVITIES PROGRAMS 

i:, , ' 

,~ould i~clude the services of either a full or part 
hme social worker ( qualified by at least a Bache-
lor's degree) on the staff, or a designated staff 
member suited by training and experience to per-
form social service functions, or, in the absence of 
a qualified staff person, an effective arrangement 
with an individual or with a public or private 
age_ncy to provide consultation from a qualified 
social worker. The team social workers checked 
job descriptions, qualifications, contracts, records 
of amount and times of consultation, and services 
performed before deciding that a social work pro-
gram was or was not in effect for a particular 
facility . 

Staff resources for social -work p1•ograms.-
Based on findings, 3,241 ( 49.2 percent) of lona-
term care facilities have staff for social work pr~-
grams .. As _those reviewing the findings had hy-
pothesized m advance the bed size of the facility 
affected staffing patterns. Table 79 shows that so-
cia~ ~?rk programs are found more frequently in 
fac1ht1es of larger bed size. Approximately 1,732 
(26.3 percent) of facilities had full time social 
work staff. 

Utilization of social work resources.-The pres-
ence of staff to perform social service functions 
does not always mean that these staff members are 
e~gaged in activities with or on behalf of the pa-
tients that make the most appropriate use of their 
skiUs. Four functions considered to be important 
in ensuring that patients' psychosocial needs re-
ceive staff attention were evaluated. In about two-
thirds of the facilities where staff was available, 
they were involved to the maximum, as table 80 
shows. This reflects a staff comment frequently 
encountered in facilities. "There is no real time to 
do anything properly." 

Rec01·ding of psychosooial data on patients' 
charts.-Les than one-half of patients in long-
term care facilities have psychosocial data re-
corded on their charts (136,765 or less versus 283,-

The quality of life in long-term care institutions 
has become the concern of many groups, including 
health profe sionals, private citizens, community 
groups, legislatures, and patients themselves. One 
of the critical issues of care in skilled nursing facil-
ities is the maximum preservation of each person's 
lifestyle within the care setting. To implement 
this concept it is necessary that each individual's 
lifestyle and psychosocial needs be known by all 
~re personnel, especially nursing so that the pa-
tient can be encouraged and supported in the di-
rection of personal and social autonomy. Major 
roles in identifying these needs and implementing 
effo11:s to change the environment belong to social 
workers, occupational therapists, therapeutic 
recreators, and nurses by reasons of trainina skill 
and commitment. Consequently, 110w well social, 
emotional, economic, and daily activities needs of 
patients were being addressed in skilled nursing 
facilities was assessed. 

Table 79.- Number of SNFs with full and part time soclal work pro&ram 
staff by bed size 

Number Percent 
by size 

Social Work Programs 
The social workers serving on the survey teams 

determined after reviewing personnel records 
whether there was a social work program beino-
implemented in each facility . Such a progra~ 
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Bed size 

Total all sizes .. . .......... . ............. . . 

Under 50 beds ... ....... . ... . ..••••• ••••••••••••• 
50 to 99 beds . .... . ............•••••••••••••••• • • 
100 beds and over .. . ..........•••••••••••••••••• 

3,241 

487 
1, 151 
1, 603 

49. 2 

38.9 
43. 0 
60.2 

Table 80.- Utlllzatlon of social work staff In selected activities 

Major social work responsibilities and contributions 

Facilities utilizing 
social work staff 

Number Percent 

Total facilities with social work staff • •• ••••••••••••••• 3,241 

Participation in patient's admission process to determine 
psychosocial care needs and treatment approach............ 2, 010 

Parti ci pation in development of patient 's care plan and its 
ongoing evaluation. .................................... 2, 277 

Work with both family and patient concerning continuity of 
family and community ties.. .................... . ....... 2, 239 

Participation in staff development programs. ........... . ..... 2, 140 

100. 0 

62. 0 

70. 3 

69. 1 
66. 0 

913). Documentation of referrals of social prob-
lems to other agencies is particularly minimal, a 
total of 29,!>07, and of this small total oYer VO per-
cent. are recorded in facilities haYing social work 
program staff. Table 1 illustrates that two-thirds 
or more of such recording is done in facilities with 
social work staff. 

Flow of psychosocial info1•mation.-There is a 
discrepancy bet"·een the minimal recording of so-
cial data and the frequency of written facility 
policies facilitating the admission, discharge, or 
transfer of patients. For instance, 94.9 percent 
(269,4 9) of patients were in facilities having 
written transfer agreements with local hospitals 
at the time of the survey. However, surveyor re-
views of records coming from these hospitals 
showed excellent data relating to medical and 
health status, but for only 36.5 percent (98,321) of 
the patients was there social and emotional in-
formation which might assist the admitting fa-
cility to make the initial and long-term adjustment 
of the patient happier. Table 82 gives the mun-
her of patients who are in long.term care facilities 
with written policies indicating interest in facili-
tating the continuity of care and the flow of inJ 
formation, and who have psychosocial data in-
cluded on their records. 

Table 82.- Number of patients In facllltles with pollcles affecting continuity of 
Information, by documentation of psychosocial data 

Kinds of documentalion of psychosocial 
data 

Patients' records include social and 
emotional Information transferred 
from referring source ... . ........... 

Medical record indicates social and 
emotional needs . ..........••• • • ••• 

Medical record indicates social service 
findings ..................••••••• • • 

Medical record indicates referrals of 
social problems to other agencies •••• 

Medical record indicates actions taken 
to meet patient 's social and emotional 
needs ... ·-------------- - ----- - -

Patient records document how patient is 
protected against physical or mental 
abuse . ........... ............. 

Facility has transfer 
agreements with 
local hospitals 

Facility has written 
discharge planning 

program 

Number Percent Number Percent 

98, 321 36. 5 80, 425 40. 4 

131,310 48. 7 108,592 54. 4 

123,998 46. 0 99,300 49.8 

29, 103 10. 8 83, 535 41. 9 

93,306 36. 5 21, 337 10. 8 l 

104, 995 39. 0 83, 205 41. 8 

1 The standard error In calculation was 29 percent. 

Patient's perception of care 1·eceived.-Many pa-
tients are not able, because of degree of illness or 
disorientation, to report to an interviewer whether 
they believe they are receiving the care they re-
quire. During the study, 27.1 percent of patients 
(77,025) were unable to respond. However, 63.1 
perc nt of patients (179,134) indicated they were 
receiving the care required, and 9.8 percent (27,-
755) responded negatively. The study determined 
for each facility whether or not various policies 
and programs deemed desirable to support social 
functioning and to create a warm, humane envi-
ronment were being implemented. Data on patients 
reported as believing they were receiving the care 
they required were reviewed to see what relation-
ships might exist between their responses and such 
facility policies. These data are shown in table 

3. 

Table 81.- Patlents In skilled nursln& facllltles havln& psychosocial data recorded 
In facilities without social 

In facilities with social work 
proaram staff 

work program staff 

Kinds of psychosocial data recorded Number Percent Number Percent 

- 67. 9 33, 143 32. I 

Patients' records contain social and emotional Information from referring source ••••• • •••••••• • ••• • ••••••• • •••• 
70, 086 

:ed'.cal records indicate social and emotional needs .................................... ...... . ........ . . . 
98,911 72. 3 37,854 27. 7 

100,010 78.6 27,180 21. 4 
8. 7 

M ed1cal records Indicate social service findings .........••••• • •• ••••••••••••••••••••• • •••••••••••••• • •• • • 
ed'.cal records indicate referral of social problems are made to other agencies ••••••••••••••••••••••••• • •••••• 

27, 305 91.3 2, 602 

~e~tcal ~ecords indicate actions taken to meet patients' social and emotional needs •••••••••••••••••••••••••••• 
82, 439 79. 8 20,863 20. 2 

atients records document that the facility protects against physical and mental abuse ••••••••••• • •••••••• • •• • • 
72,534 67.3 35, 529 32. 7 
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Table 83.-Number of patients stating they felt they received the care they 
required, by SNF programs and policies 

Patient response 
Characteristics of lacility programs and policies 

Number Percent 

Policies allowing patients to manage their own financial affairs __ 71 , 357 70. 0 
Program involving continuity of care, beginning with preadmis-

sion evaluation and continuing throughout the period the 
patient is in the facility _________________________________ 95,947 68. 5 

Programs to welcome and orient the patient as a new resident 
of the nursing home community _________________________ 145, 818 66.9 

Written policies stating how referrals are made for patients 
needing financial and other assistance __ . _____ . ___ - -- . -- - .. 86,627 66. 7 

Policies encouraging visits by patients prior to admision ___ . __ - - 99, 568 65. 8 
Program where staff understands the need for an adjustment 

period for both patients and relatives_ .... ____________ --- __ 149, 109 65. 3 
Policies defining limits for use of physical and chemical re• 

straints for patients ___ ..... _________ .. ________ ---- --- -- 112,001 64. 9 
Policy to give patients or representatives a periodic accounting 

if patient does not manage own finances __ .. --- . ___ --- ----- 103, 022 62. 5 
Written policies that referring agencies must participate in the 

psychological preparation of the patient and family for the 
nursing home experience prior to patient's arrival. ____ .... 35,842 60. 4 

Activities Programs 

In determining whether a facility had effective 
activities direction, the surveyors looked at the 
qualifications of both the person responsible for co-
ordinating patient activities and the resources for 
consultation available. A qualified activities co-
ordinator can be an occupational therapist, occu-
pational therapy assistant, therapeutic "recrea-
tor", a qualified social worker, or a person who has 
completed an approved course and has had 2 years 
experience in patient activities. If the person re~ 
sponsible did not meet these qualifications, then 
consultation from an occupational therapist, social 
worker, or therapeutic "recreator" was considered 
necessary. 

Staff 1·esou1·ces fm· activities direction.-Activi-
ties direction by either qualified coordinators or 
consultants was found in 71.9 percent of facilities 
(4,473); 44 percent (2,903) have staff coordina-
tors; and 27.9 percent (1,840) use consultants. Ta-
ble 84 shows staffing patterns by bed size of 
facility. 

Table 84.- Stafflng patterns for activities programs by bed size 

Activities direction resources 

Bed size Qualified coordinator Qualified consultant 

Number Percent Number Percent 

Total all sizes _________ 2,903 44. 0 I, 840 27.9 

Under SO beds.. _____________ 294 24. 2 296 23. 8 
50 to 99 beds_ .. _____________ 1,284 47. 4 825 30. 7 
100 beds and over ___________ I, 325 49. 7 719 27. 0 
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Recording of activities data on patient's 
charts.-Although more patients were in homes 
with activities coordinators than in facilities us-
ing consultants (137,400 versus 55,410) there is no 
striking difference in the percentage of patients on 
whose charts activities data are recorded, except 
for the actual patient participation in activities 
recorded on the medical record. Recording was 
more apt to be done by the staff person than the 
consultant, as shown in table 85. 

Space and equipment available.-Areas of space 
available ( without interfering with meals or other 
activities) for a variety of gronp and/ or independ-
ent patient activities, as well as equipment to sup-
ply patient needs and interests as indicated, were 
surveyed during the study. As illustrated in table 
86, a high percentage of facilities were found to 
have activity areas available. In fact, more facili-
ties had activity areas than had qualified direc-
t.ion for any activities which might be initiated 
(70.9 percent). However, in many instances, fa-
cilities appear to have qualified staff but not adeJ 
quate space for activity programs. It was noted 
that only 65.4 percent of facilities (4,311) had 
space for private interviewing. Privacy is an im-
portant consideration in maint:aining individual-
ity for residents of long-term care facilities. 

Summary of Findings 

The findings and conclusions have been based 
on statistical data from the psychosocial sections 
of the survey instrument. The data were obtained 
by review of individual facility policies, proce-
dures, and contracts; patient care plans and med-
ical records; interviews with staff and patients; 
and professional observation. The patterns which 
have emerged from these analyses while subject 
to further validation from subsequent or other 
surveys, have been sufficiently consistent to have 
implications for Federal program direction and 

Table 85.-Patlents having activities data recorded 

In facilities with In facilities with 
Kinds of activities activities coordinator activities consultant 

data recorded 
Number Percent Number Percent 

Patients activities needs and 
interests on medical record _ 65, 535 51. 0 31,620 50.8 

Actual participation in activities 
on medical reccrd ___ .... ___ 60,381 52. 3 43,815 37. 9 

Response to activities on medi-
54. 6 cal record _______ ....... ·-_ 40,982 48. 1 27,223 

Table 86.-Space and equipment avallable In SNFs for activities programs 

All facilities having space Facilities with qualified coordinator Facilities with qualified consultant 
Space and equipment 

Number Percent Number Percent Number Percent 

Totals _____ . ______ -· ___ . __ .... _ - - -·. -- - . - -- - 6,591 100. 0 2,903 100. 0 1,840 100. 0 

Space: 
Noisy recreation .. __ .... ··-·-··. _____ -··.--·-· .. 5,355 
Large spectator __________ . __________ __ ______ ____ 5,347 
Outdoor activities _____ . ____ ---··-·----·---_____ 5,226 
Personal activities ______ . _____________________ .. 5, 116 
Storage .......... -···· ____ .. ... . __ . ______ .... _ 4,933 
Preparation __________ .. . _____ .... _______ . __ __ __ 4,521 
Office •••••••• ··----. ___ .·-·-· ·----····- - ·-·--- 4,521 
Private interview _______ --· . ____________________ 4,311 
Work.type setting. __ --·- __ .. ___________________ 3,865 

Equipment: Equipment available for meeting patients, 
interests .. ·-. __ .-·_·-_ .. _ ... _ ...... _ .. _·- ______ . 4,651 

standard setting. Significant areas of patient needs 
have been identified; gaps in service described; 
failure to use best current knowledge observed; 
and questions for further study raised. 

A great number of these patients in skilled nurs-
ing facilities suffer from emotional as well as com-
plex physical problems. They are members of a 
group whose needs would be difficult to fully 
identify and meet completely. One reason is be-
cause many of the patients in the sample could 
not be interviewed because of combined physical/ 
emotional deterioration. 

Psychosocial services.-A number of excellent 
facilities were surveyed, where staff expertise com-
bined with warmth and concern to provide indi-
vidualized patient care-covering both physical 
health and social/emotional needs. In such facili-
ties efforts were made to provide daily activity at 
each patient's appropriate level of functioning ir-
respective of physical condition. 

However, in the greater number of facilities, 
there was very limited understanding of the im-
portance of psychosocial services to assist in main-
taining patient physical, social, and mental health. 
In these facilities staff /patient and patient/patient 
interaction was minimal. Many patients were 
found sitting in rows in the facility lobby and 
halls, not communicating, and waiting for the 
next meal 1 or 2 hours ahead of time. The activities 
or social programs were directed primarily toward 
the active resident. 

The administrator and/or director of nursing 
set the climate and working tone in most of the 
homes, affecting significantly the level and quality 
of patient care. A number of facilities were de-

81.2 2,466 84. 9 1,419 77. 1 
81. 1 2,462 84.8 1,526 82. 9 
79.3 2,276 78. 4 1, 496 81. 3 
77. 6 2,247 77.4 1,480 80. 4 
74. 8 2,271 78.2 1,636 88. 9 
68.6 2,105 72. 5 1,399 76. 0 
68. 6 2,065 71. 1 I, 271 69. 0 
65.4 l, 938 66. 7 1,267 68.9 
58.6 1,862 64. 1 l, 081 58. 8 

70.6 2, 105 72. 5 1,418 77. 0 

scribed as carrying over a hospital orientation and 
atmosphere in the operation of the home. The goal 
of enriching the daily environment of residents 
was frequently cited in the policies, but rarely im-
plemented. Facilities in both urban and rural 
areas used volunteers or were interested in recruit-
ing them. The volunteer program was most often 
part of the responsibilities of the activities coordi-
nator and was used to enhance limited staff re-
sources and increase the variety of activities of-
fered in this program area. Recruitment, program 
organization, and supervision of volunteers was 
recognized as time-consuming, but was also seen as 
one method of interpreting the facility to the 
wider community. Facilities in predominantly ru-
ral areas have special problems in arranging for 
training opportunities for their staff, in being in-
formed about training resources available, and in 
keeping up-to-date in knowledge. In the majority 
of facilities surveyed, recording of the patient's 
personal history, social and emotional status, in-
terests, and adjustment, is either nonexistent in 
significant particulars, or if documented is rarely 
in one location so that staff in daily contact. with 
the patient have ready access to such information. 

Patient needs for services.-The survey findings 
on patient characteristics pointed out that many 
patients were withdrawn and noncommunicative. 
( See section on patient characteristics.) Only 13.3 
percent (37,754) of the patients have living 
spouses; 78 percent of the patients surveyed were 
65 years of age or older, with one-third aged 75-84; 
another third over 85 years of which a hardy 4.8 
p.ercent were over the century mark. The factor of 
longevity, and the large number of patients in the 
upper age groups pose immediate problems and 
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questions in terms of levels of care offered in rela-
tion to patient care needed. Studies have shown 
that for many adults over 65 there is actual dimi-
nution of physical capabilities, including a greater 
risk of sensory and language impairment through 
vascular and neurological diseases. For example, 
it is estimated that at least 88 percent of individuals 
over 65 have some degree of hearing loss ( 6). This 
disability is often a source of deep frustration and 
embarrassment to many patients, and occurs at 
the very time that the patient recognizes his need 
for assistance in self-care, and when his self-
esteem may be low because of emotional stress. 

Review of patient records indicated that a pro-
gressive decline occurs in many patients' mental 
and physical functioning after admission. Phys-
ical and emotional rehabilitation or maintaining 
patients at a gi,·en level is stated as a goal in poli-
cies. Relati.-ely few facilities surveyed had quali-
fied rehabilitative or social services staff needed 
to achieve these goals for the SNF patients. Sur-
veyors noted that in a large number of facilities, 
patients' dependency attitudes were reinforced 
continuously by the manner in which staff ad-
dressed them by first name and often as though 
speaking to a child. This prevalent attitude con-
trasts sharply with survey data which shows that 
two-thirds of the patients (66.1 percent or 
187,920) whose "usual living arrangements" 
could be identified had maintained themselves in 
the community within the previous 24 months. A 
more detailed breakdown of community residence 
underscores again the importance for staff to be 
aware of the need to strengthen and maintain the 
capacity of patients to make decisions and retain 
their dignity. About 35.3 percent of patients ( or 
39,148) who had lived in a private residence, lived 
alone; 88.5 percent ( or 5,173) of those who lived 
in rooms, lived alone. 

As a whole it must be concluded that in a high 
proportion of the facilities surveyed, there are 
many patients with high levels of emotional and 
life-adjustment problems; chronic difficulties in 
their interpersonal relations, isolated or noncom-
municative, unwilling or unable to accept the fa-
cility environment, exhibiting either unacceptable 
behavior and/ or withdrawal and depression. 

Staffing.-While 49.1 percent of the facilities 
surveyed "·ere reported as having social services 
program staff, in only 26.3 percent were they em-
ployed full time. For the part-time staff the time 
devoted to direct patient services was very limited, 
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except for cns1s situations. Hours of work re-
ported for such staff ranged from 6-14 hours per 
"·eek. Staff members were most likely to be in-
volved in seeking financial reimbursement for pa-
tient care, other environmental manipulation, or 
in responding to a problem situation in regard to 
patient behavioral symptoms which upset the rou-
tine, or involved relatives. 

The time spent by social service consultants in 
given facilities was generally reported as being 
very limited. A number of these consultants had 
contracts with from 6-17 facilities in a given geo-
graphic area, a pattern which is seen in other dis-
ciplines as well. Services performed were pri-
marily in providing inservice training as re-
quested, assisting with program direction or care 
consultation, and in some instances, providing 
supervision for a student or the activities staff. 
,Vhile many came in on a regular basis, there were 
a number of instances where the consultant was 
on "call," with services to be offered unspecified. 
In terms of disciplines represented, consultants 
included social workers ,vith master's degrees in 
social work, sociologists, psychologists, and 
County Department of Public ,Velfare Assistance 
staff. 

Psychosocial needs of patients were frequently 
translated into patient activities and recreation. 
Most facilities had coordinators or aides acting in 
that capacity who were helpful and usually re-
sponsive in terms of patient needs. However, both 
because of inadequate skills and limited numbers 
of activities staff, the greatest portion of program 
time was devoted to working with alert, mobile 
patients, rather than "problem" or room-bound 
patients. 

Survey data indicate that most of the facilities 
surveyed were in the process of developing required 
patient care plans which set forth individual pa-
tient needs, interests, and goals. However, achieve-
ment of a regular review of patient status, evalua-
tion of the nature of the care being given, and 
documentation by way of progress notes in the 
patient record was in a beginning stage in most 
facilities. The implied need to use patient-care 
conferences-a team approach-to assist in the 
process of providing individualized patient care 
was in evidence primarily only in those facilities 
with good patient care and administrative direc-
tion and were implemented by trained nursing and 
psychosocial staff. 

Conclusions and Implications 
1. There must be recognition of, and implemen-

tation at the Federal, State and local levels, of the 
importance of the psychosocial dimensions of pa-
tient care if the level and quality of such care in 
skilled nursing facilities arc to be raised. The social 
and emotional needs of the patient must receive 
equal attention with that given to the physical and 
medical aspects. There are great variations among 
States in technical resources and capacity to as-
sist facilities in utilizing and providing for psy-
chosocial needs of patients. State and local agen-
cies need social ,vork, occupational therapy, and 
therapeutic recreation leadership (consultants) in 
addition to nursing to monitor programing in fa-
cilities, identify problems and develop corrective 
action programs ( consultation, staffing changes, 
training peer review, and standard interpreta-
tion). Surveyors reported instances where social 
service staff had been discharged by a facility 
when such staff ,vere no longer mandated under 
Federal regulations. 1Vhere States required social 
work consultants to be available when there were 
no social ,vorkers on staff, a number of examples 
were cited of consultant contracts undated and so 
general that there was no specification of the time 
to be given, or the nature of the services to be 
provided. 

2. The Department is exploring the need to re-
vise Federal regulations to emphasize implemen-
tation of policies and programing, rather than 
emphasizing the presence of policies and one staff 
member or consultant in service areas. The data 
indicate many facilities have the appropriate 
policies and minimum staff required by regula-
tion but have not implemented the policy or pro-
vided enough staff and consultant support to meet 
patient needs. Activities personnel are identified 
as working with the alert mobile patients. It was 
not possible from the data to determine whether 
or not these patients were alert and · mobile be-
cause of their participation in activities. Leaving 
the question of whether other patients might have 
improved, if offered programing to meet their 
interests and needs. 

3. Consultants in social work and activities need 
to be more aware of the importance of and inter-
pretation of information on care plans and ac-
tivities participation. The data indicate that 
consultants are not encouraging certain kinds of 
recording such as what was done to meet identified 

needs and activities participation. Both kinds of 
information are vital to evaluation and indi-
vidualization of care. 

Social work and activities personnel need to 
utilize appropriate help~ng techniques to meet 
psychosocial needs, and approaches for creating, 
supporting, and restoring the lifestyle of the resi-
dent in the direction of personal social autonomy. 

4. Development of information is needed on re-
sources and methods traditional and new for 
meeting the psychosocial and lifestyle needs of pa-
tients. Surveyors indicate that some techniques 
have been effective in meeting the needs of patients 
with specific problems. Reality orientation is one 
technique which has been documented and in-
formation about it developed under the President's 
initiative. :M:any other such techniques need to be 
documented for effecfrrnness and have informa-
tion developed and disseminated about them. 

5. Efforts must be made to get more adequate 
social information on patients coming from hos-
pitals. The Department is exploring the need for 
hospitals participating in ~fedicare and ~feclicaid 
programs to be required to have social workers in-
voked in discharge planning which includes con-
sideration of SNF /ICF placement. Survey data 
show that 94.9 percent of survey patients were in 
facilities with current transfer agreements with 
hospitals. However, the review of patients' records 
coming from the hospital showed that 36.5 percent 
had information of social and emotional status 
transferred with them, eYen though the records 
contained excellent information on medical and 
health status. This points up the need for social 
work involvement in discharge planning on the 
part of the referring institution to prepare the 
patient and family for placement. 
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CHAPTER 8 

Historical Development of 
Surveyor and Provider Training Programs 

In 1916, a group of concerned physicians 
organized and conducted a survey of 2,000 hos-
pitals to examine the existing hospital conditions. 
Response indicated that only 30 percent of these 
hospitals met the physicians' very minimal quali-
fying standards. From this discouraging and 
humble beginning, the Joint Commission on Ac-
creditation of Hospitals (JCAH) was formed. 
State and local health facility licensure laws were 
developed and the present :\fedicare and )fedicaid 
survey and certification procedures were estab-
lished. 

Following the enactment of :\fedicare legisla-
tion in 1965, conditions of participation by health 
facilities in the Medicare program were provision-
al upon their having met the comprehensfre Fed-
eral health and safety certification standards. 
Since Federal certification standards were much 
more stringent than those for State licensure, 
many State agencies were unable to meet the 
added responsibilities brought on by :\fedicarc and 
did not conduct inspections for licensure. 

In order to comply with the arrangement, the 
States recognized the urgency to organize new 
units to perform the certification functions and 
to obtain qualified administrative and professional 
staffing. However, there was only a short 6 to 8-
month period from the signing of the agreement 
by the State to the start of the hospital phase of 
the Medicare program on ,Tnly 1, 1966. 

Subsequent experience gained by the State agen-
cies in surveying and certifying extended care 
facilities, home health agencies, and independent 
laboratories showed clearly that a national Fed-
eral Government sponsored program to train 
health facility surveyors to conduct surveys and 
to provide technical assistance to nursing homes 
to enable them to meet conditions of participation 
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was essential. Early in 1967, the Division of :\fedi-
cal Care Administration (D:\{CA), U.S. Public 
Health Service, launched a comprehensive sur-
veyor training program. 

This new unit charged with the responsibility 
to perform those health related functions recog-
nized that these responsibilities included the fur.-
nishing of health ronsultation to providers and 
the training of surveyors and other State person-
nel performing certification functions in order 
to effectively support :\Iedicare activities. The 
Nursing Homes and Related Facilities Branch 
within DUCA was charged with the responsibility 
to develop and quickly implement such a program 
on a national scale. 

Implementation in 1967 of the State-Public 
Health Sen-ice ( PHS) CooperatiYe K ursing Home 
Improrement Program required long-range fund-
ing and commitment of personnel for success in 
improving surveys and nursing homes. In Au-
gust 1967, the rational Communicable Disease 
Center, Atlanta, Ga., contracted to develop and 
conduct a prototypp. surveyor training course that 
was expected to be utilized by various universities 
throughout the United States. 

While this first formal effort to develop and 
conduct a comprehensive course to train surveyors 
was in many resperts successful, it required con-
siderable modification and new direction. Mean-
while, other aspects of the State-Public Health 
Senice Cooperative N"ursing Home Improvement 
Program continued. 

In :\fay 1968, the Nursing Home Branch spon-
sored the first conference of State Nursing Home 
Licensure Personnel which "·as held in Dallas, 
Tex. Recommendations were made on matters per-
taining to the improvement of the quality of care 
in nursing homes and similar facilities. All aspects 
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of the State-PHS Cooperative Nursing Home Im-
provement Program were reviewed and subse-
quently endorsed in their entirety by representa-
tives from 4 7 States, Puerto Rico, and the District 
of Columbia. 

Many of the recommendations made at the con-
ference were implemented, including the forma-
tion and establishment of the National Associ-
ation of Directors of State Health Facility licen-
sure and certification programs. Of major impor-
tance was that the surveyor training program was 
endorsed and accepted by the States. This was 
needed to accelerate its d~velopment and imple-
mentation as a university-based training program 
and to ensure its success as the keystone to the 
overall nursing home improvement program. 

On August 6, 1971, President Nixon announced 
the Eight-Point Improvement Program which was 
designed to significantly improve the quality of 
cari.1 provided in these homes. Since then, over 
2,000 State and Federal survey and certification 
personnel have attended specialized university-
based surveyor training courses in 10 regions, 
ranging from 1,809 participants in the basic course, 
255 in the advanced course, and 255 in the super-
visory course. 

Improved performance of health facility sur-
veyors employed by the States has been ap-
proached in three ways: ( 1) Establishing mini-
mum qualifications for surveyors; (2) providing 
a uniform training program; and ( 3) developing 
an interim credentialing method for the certifica-
tion of surveyors. In addition to the surveyor 
training program, plans are currently underway 
to identify and update necessary basic course mod-
ifications; to design a new advanced course to in-
clude substantive programmatic concerns and 
specialty needs; to conduct national and regional 
conferences for State survey agency directors, su-
pervisors, and consultants. As an interim method 
of credentialing surveyors, a contract to validate 
an existing survey task inventory and produce an 
occupational analysis was let. From this occupa-
tional analysis, surveyor performance criteria and 
standards will be established and a skills and 
know ledge test for credentialing will be developed. 

An optimal level of long-term health care is 
dependent not only upon the development and ap-
plication of regulatory standards. The ability of 
the facilities to meet performance criteria needed 
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to effectively support Medicare depends equally 
upon the ratio and availability of well-trained 
individuals and thP. application of health man-
power resources to consumer needs. In order to 
meet these needs, the U.S. Public Health Service 
recognized that tho:se duties include the furnishing 
of health consultation to providers. 

Responsibility for directing Federal resources 
toward short-term training of personnel employed 
in long-term care facilities was initiated and con-
tinues in the Division of Long-Term Care (Na-
tional Center for Health Services Research) . 
Their goal has been to institute short-term train-
ing courses, sufficiently diversified geographically 
by discipline, and by types of training methods 
used, and assure an approach and measurable ef-
fect on the upgrading of the abilities of nursing 
home personnel in meeting patient care responsi-
bilities, through improving the quality of care 
given the nursing home patient. 

Since the 1970 proposal for a national training 
program and the inception of provider training 
activities with the administration's Eight-Point 
Nursing Home Initiatives of 1971 and the subse-
quent yearly appropriation by Congress of $1.8 
million, there has been continued growth of train-
ing opportunities for professional and parapro-
fessional long-term health care personnel. As of 
December 1974, approximately 78,000 provider 
personnel within 12 health disciplines are re-
ported as having received training. Of this num-
ber, 18,927 were trained as a result of contracts 
with national professional organizations; 14,470 
as a result of State-based contracts; 4,013 as a 
result of the nationwide long-term care training 
system, and the remainder 40,944, as a result of 
regional office purchase orders. 

In 1974, to further the Department of Health, 
Education, and Welfare's efforts toward upgrad-
ing the quality of care in nursing homes by im-
proving the skills of those responsible for provid-
ing that care, 16 contracts for State and national 
training programs were awarded, totaling almost 
$1.3 million. These programs were designed to 
include: ( 1) The instruction of nurse aides em-
ployed in long-term care facilities in rural areas 
of four states; (2) the nationwide training of 
medical directors in skilled nursing facilities ( to 
achieve compliance with legislative mandates, 
mandatory by December 1975) ; ( 3) nationwide 

seminars and workshops for dietitians and other 
food service personnel ; and ( 4) a national training 
system for medical record consultants employed 
by long-term care facilities. 

In 1973, six regional training centers were 
created to train multidisciplinary teams within 
each geographic area with the focus on combined 
on-the-job and didactic training. In 1974, each of 
these centers was provided continuation funds 
allowing for further innovative development and 
implementation of the training programs, includ-
ing inservice training for nursing personnel in 
their own facilities and communities. This on-
going program has led to modifications which are 
responsive to varying regional and State nP.p,rk 
Also, in 1974, three additional centers were fmtdP.rl 
and two contracts that called for development of 
training aids and materials were ccmpleted, with 
both programs currently in production. Program 
development in 1974 also included the establish-
ment of a long-term care media center which will 
serve as a central repository for the training and 
educational materials developed through con-
tracts so that these materials will be more readily 
available to providers throughout the country. 

Plans for a continuation of the training effort in 
1975 call for activities to be centered in those gen-
eral areas being brought to focus as a result of 
new skilled nursing facility and intermediate care 
facility regulations. These include training in re-
habilitation skills for all levels of nursing per-
sonnel, as well as training for community phar-
macists, dietary consultants, food supervisors, 
medical directors to skilled nursing facilities, 
medical record consultants, and s~ial work des-
ignees. By making these training models and pro-
totypes available for wide national use, it is hoped 
that impact will be made on the approximately 
580,000 employees working in the Nation's nurs-. 
ing homes and long-term care facilities. 

To date, there are no requirements for the train-
ing of nurse aides in or for nursing home em-
ployment. Identification of specific needs in this 
area and initiation of a training program will re-
quire the collaborative efforts of the Federal Gov-
ernment, States, surveyors, and providers in order 
to continue to strengthen the national long-term 
care education system in 1975. 

The implementation and enforcement of Fed-
eral regulatory policy in an effort to meet con-

sumer needs and to provide adequate patient care 
in long-term care facilities, is not only dependent 
upon the adequate training and cooperative inter-
action among surveyors and providers, but is also 
dependent upon reliable up-to-date knowledge of 
existing conditions and patterns of health care in 
nursing homes. 

For the purpose of obtaining this information, 
survey and subsequent assessment mechanisms 
were developed. Designers of the survey were 
hopeful that the knowledge resulting from this 
survey and future surveys and information from 
the Long-Term Care Management Information 
System will serve as an evaluation guide to mem-
bers of the long-term health care professions. It is 
also hoped that those concerned with efforts to im-
prove long-term care by means of a positive, con-
structive program might glean from the data some 
meaningful information upon which improvements 
may be based. 

However, the data should be directly related to 
improving the avail,ability and accessibility of 
long-term health care, and the survey mechanism 
should also provide substantial assistance in as-
suring the eventual achievement of successful col-
laborative local, State, and Federal improvement 
efforts. 

IMPLICATIONS FOR PROVIDER TRAINING 

In ,a statement released August 6, 1971, the 
President outlined a "Plan of Aotion" to upgrade 
the quality of care in the Nation's nursing homes 
that included a new program of short-term train-
ing for personnel regularly involved in providing 
services to residents. He stated, "In too many 
cases, those who provide nursing home care-
though they have been generally well prepared-
have not been adequately trained to meet the 
special needs of the elderly. Our new program 
will help correct this deficiency." In the ensuing 
3 years following the President's initiatives, a 
variety of training activities designed to upgrade 
the know ledge and skills of long-term care pro-
vider personnel were developed under a variety 
of auspices. The Department of Health, Educa-
tion, and Welfare allocated a total of more than 
$6 million for this purpose, programed by the 
Public Health Service's Health Resources Ad-
ministration (Division of Long-Term Care, Na-
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tional Center for Health Services Research) and 
the Alcohol, Drug Abuse, and Mental Health 
Administration (Division of Manpower and 
Training Programs, National Institute of Mental 
Health). Training opportunities were provided 
for over 85,000 provider personnel in all cate-
gories during 1972, 1973, and 1974. Considering 
the fact that the potential trainee population totals 
over 1 million persons at any point, and allowing 
for the turnover rate of personnel which is esti-
mated to range from 30 percent to over 100 per-
cent annually in various categories, it is apparent 

• that a strategy for programs of ongoing and con-
tinuing education are essential for improvement 
of services in lthe long-term care field. 

The Long-Term Care Facility Improvement 
Study findings reinforced the need for continuing 
and stepped-up training activities for all disci-
plines and levels of provider personnel, both on a 
single discipline and on a multidiscipline basis. 
This need was especi,ally apparent in the area of 
quality of life or psychosocial aspects of patient 
care. It is significant that the identification of 
training needs was an implicit goal of the study. 
Every study team and each disciplinary group, 
upon completion of the study, identified areas of 
needed training. The scope of need is such ,as to 
require the concerted efforts of the Federal gov-
ernment, States, professional and provider orga-
nizations, healith educators, and consumers. 

Training Issues 

A variety of training issues are identified by this 
study including: 

1. multidisciplinary/interdisciplinary concerns; 
2. single discipline concerns; 
3. need for resources and opportunities; 
4. career ~~velopme~t and upward mobility op-

portumties, especially for paraprofessional 
and support personnel; 

5. alternatives for meeting continuing education 
needs. 

As was noted in 1971 by the President, while 
most personnel in long-term care facilities have 
been adequately trained for their specific disci-
pline, most have not received specialized training 
to meet the needs of the elderly, the predominant 
population in nursing homes and related long-
term care facilities. The majority of elderly per-
sons suffer from one or more chronic illnesses-
the average for nursing home residents is four 
chronic conditions requiring attention of health 
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professionals. The concept of an episode of acute 
illness coming to an eventual close is not relevant 
for long-term care; however, this is the concept 
for which most health care personnel have been 
educated. All eigh't of the study team disciplines 
concerned with health care delivery noted an 
absence of orientation of personnel toward long-
term rehabilitation concepts and in-depth knowl-
edge regarding psychosocial needs of patients in 
the facilities they studied. These concepts are 
common to all disciplines and are essential to pro-
viding quality care to residents. The 10 most com-
mon diagnostic groupings found among the pa-
tients studied all have rehabilitative and psy-
chosocial implications for training needs of 
patient care personnel. It is parlticul~rly note-
worthy that nearly two-thirds of the patients 
studied had diagnoses that related to the nervous 
system. These data should indicate the need for 
all personnel Ito be capable of effectively dealing 
with disordered behavior ( chronic brain disease, 
senility, neurosis and psychosis.) 1 

An additional concept of concern to all disci-
plines providing care in the long-term care facility 
is that of psychological impact on the patient as 
a result of institutionalization. Translocation of a 
person from home or hospital to a long-term care 
facility brings with it a host of "losses" to the 
resident-loss of health, independence, status, 
family, and friends. All or any of these have a 
potential for precipitating disordered behavior 
and depression, factors that must be dealt with 
by all levels of personnel in the facility. Appro-
priately designed training programs can prepare 
staff to be aware of, alert and responsive to the 
need for psychosocial support that the long-term 
care facility can provide as a part of its service. 

This report includes the findings of each of the 
eight disciplines represented on the study team. 
Patients in these facilitjes are probably not re-
ceiving the quality of services to which they are 
entitled. Many nursing home administrators need 
technical assistance and training in a number of 
areas such as the fundamentals of nursing home 
administration, personnel management practfoes, 
the development and maintenance of personnel 
records, the proper utilization of consultants and 
outside health care resources, the development and 
implementation of staff training and facility poli-

1 The findings of other studies including those of inter-
mediate care facilities estimate this figure to be closer to 
80 percent. 

I 

cies, and similar areas to ensure significant im-
provement in the management of nursing homes. 
In order to assure an appropriate curriculum, a 
study should be made to determine the body of 
knowledge and preparation needed by an admin-
istrator to effectively manage a nursing home so 
that it can deliver high quality patient care. 

Intensification of the long-term care provider 
training program is needed to reach as many phar-
macists as possible to assist them in maintaining 
and improving their professional competence and 
to keep them informed of various program re-
quirements. Training should be designed and con-
ducted to improve the quality of pharmaceutical 
services and coordination with the nursing and 
medical personnel on appropriate aspects of drug 
storage, distribution, administration, and moni-
toring. Considerable support should be given to 
stimulating training programs which will enhance 
the skills of the pharmacist in monitoring the drug 
therapy of specific disease states and improve his 
ability to communicate effectively with prescrib-
ing physicians. 

The dietitian's continuing education should in-
clude current concepts and practice of diet therapy 
for the geriatric patient; special patient needs 
because of physical disabilities or impairments; 
and appropriate learning experiences to help them 
identify and meet dietetic-related training needs 
of other SNF staff, improve liaison with medical 
and nursing staff, document problems and prog-
ress appropriately in patients' medical records, 
and indicate goals and action steps in patient care 
plans. 

For both the dietitian and the dietetic service 
supervisor, training in management techniques is 
needed for time economy and to establish work 
priorities. There is a need to promote interagency 
efforts on State and local levels to strengthen a 
network of approved educational programs for 
dietetic service supervisors. 

Administrators need training to understand nu-
tritional needs of patients at this level of care in 
order to provide adequate staffing, equipment, and 
space for the dietetic services. 

Cooks are often employed without prior train-
ing or experience in quantity food production. 
Comments in surveyors' summary statements fre-
quently focused on problems of food preparation. 
"Even though only a few patients require sodium 
restriction, all food is prepared "·ithout salt. Food 
is prepared too far in advance and held for long 

periods in a steam table. Employees fail to prac-
tice hygienic food handling techniques." Training 
courses for cooks in ,·ocational schools as well as 
on the job training should be encouraged. 

Since 1972 basic orientation courses have been 
offered for social workers and activities personnel 
groups under the President's nursing home initi-
atives but training has not been of a career devel-
opment, in-depth technique training, or program 
development nature. Uniform training curricula 
and methodologies must be developed. In addition, 
teachers must be recruited and trained to dissem-
inate the information especially into rural areas. 

Some training needs are unique to the role that 
each discipline plays as a part of the health team; 
others will relate to the role the discipline plays 
in concert with other team members. For example, 
nutrition consultants, food service supervisors, 
and dietary aides need specific training in the 
unique nutritional needs of the institutionalized 
elderly, the impact that inacti,·ity and illness have 
on appetite, nutritional needs, and spacing of 
feedings. In addition, however, knowledge of po-
tentially hazardous food-drug interaction is essen-
tial for adequate planning of dietary regimen and 
require collaboration and communication between 
dietary, nursing, pharmacy, and medical personnel. 

The above points indicate both the need for 
discipline specific training as well as interdiscipli-
nary training. Both these needs are addressed in 
Federally supported training activities conducted 
in fiscal year 1975 and planned for fiscal year 1976, 
but maximizing of this training at State and local 
levels must be planned for by providers in order 
to impact on service delivery in individual long-
term care facilities. 

The report of the social work study members 
provides another example of both discipline-
specific and multidisciplinary 'training needs. The 
primary responsibility for ensuring that psycho-
social and continuity of care needs of long-term 
care residents are met, rests with social service per-
sonnel. Although 49.1 percent of the facilities sur-
veyed had social work staff, only 26.3 percent 
(1,732 facilities) employed them on a full-time 
basis. Since such social service staff are of prime 
importance in ensuring that psychosocial needs are 
receiving staff attention. The data indicate a need 
for training of other personnel to fill this gap and 
training of social work consultant to impart this 
knowledge and skill to the staff. Again, this is an 
area that has been addressed by the Public Health 
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Service training contracts and additional work is 
essential, especially at the facility level. 

The essential point is that training needs and a 
variety of alternatives for accomplishing training 
exist. The Federal Government has supported 
demonstrations of various alternatives, and the 
initial development of training activities, but the 
accdmplishment of an ongoing and continuing pro-
gram of staff training requires the collaborative 
efforts of Federal and State government, provider 
organizations and facilities, and educational 
institutions. 

Training Costs 

A multiplicity of private and public funding 
resources are necessary in order to spread the fi-
nancial burden over as great a number of persons 
as possible. Further research into the most effec-
tive and equitable methods of financial support of 
educational opportunities is indicated. 

A major problem for the long-term care facili-
ties is a high turnover rate of health care personnel. 
In those Federally supported training programs 
from which data are available, turnover seems to 
be directly affected by job satisfaction levels, and 
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job satisfaction related to feelings of adequacy and 
competence-both factors of training and job 
preparation. 

One factor requiring further study is the de-
gree to which opportunities for upward career mo-
bility, provided by training and education, are a 
factor in job satisfaction and reduced turnover 
rates. Data would indicate that continual orienta-
tion of new, inexperienced personnel is expensive 
for the provider and can substantially influence 
overall cost-of-care rates. 

An hypothesis on which the initial Federal 
training strategy was based is that a vast amount 
of experience and resources are available in the 
Nation and the task effectively to link these re-
sources to meet the training needs at hand. This 
hypothesis has proved to be true and a degree of 
success has been obtained in utilizing existing pro-
fessional, provider, State and consumer organiza-
tions in initiating or strengthening training 
capability. This study has pointed out needs for 
additional or redirected training activities and 
nationwide combined resources are needed from 
all concerned and to respond in concert to the mul-
titude of continuing provider training needs that 
have been identified. 
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APPENDIX A 

Instructions for 
Selecting a Sample of Residents 
for the Long-Term Care 
Facility Improvement Campaign 

The National Center for Health Statistics' staff 
devised the method and wrote the instructions for 
selecting a sample of approximately 40 residents 
per facility for the Long-Term Care Facility Im-
provement Campaign. As required, the sampling 
instructions can be redesigned to reflect the num-
ber of residents which can be examined during a 
team visit. 

A new form-the Resident Control Record-
was included as part of the packet of question-
naires for each facility visit and received Office 
of Management and Budget clearance. It was es-
sential to the statistical weighting of the sample 
that the resident control record is included in the 
packet of completed questionnaires. The sampling 
instructions were emphasized during the training 
sessions. 

HOW TO COMPLETE 
THE RESIDENT CONTROL RECORD AND 
SELECT THE SAMPLE OF RESIDENTS 
Purpose 

The resident control record has only one pur-
pose : to list all SNF residents (both Title XVIII 
and Title XIX) of the facility for the purpose of 
selecting a sample to collect survey data. A resi-
dent is defined as an individual domiciled in the 
facility for the purpose of receiving specialty 
care. A resident is not a discharged patient. 

Selecting the Sample 

1. Enter the name of the nursing home, its iden-
tification number, and the MFI bed size recode on 
the lines provided at the top of the resident con-
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trol record. ( A copy of this form is on the next 
page.) 

2. List all SNF residents ( both Title XVIII and 
Title XIX) on the form, one resident per line. ( See 
above definition of "resident".) Be careful not to 
skip any lines when you are preparing the list. Any 
manner of recording residents in the list is ac-
ceptable ( i.e., names, facility's resident identifica-
tion number, etc.) as long as the manner allows 
identification of the residents selected for the 
sample. 

3. The total SNF residents in the facility equals 
the line number of the last resident entered on the 
resident control record. Enter this number on the 
line provided at the top of the resident control 
record. 

4. Use table 1 to determine the correct sample 
designation. Select the interval in the column 
headed "Total SNF residents in the home" which 
corresponds to the total number of SNF resi-
dents ~ntered on the resident control record. The 
sample designation, "Start with" (SW), "Take 
every" (TE), can be found in table 1 by reading 
across the row to the appropriate SW and TE col-
umns. Enter the SW and TE numbers from table 1 
in the appropriate lines in column "a" of the resi-
dent control record. Once you have recorded the 
sample, you can verify its overall accuracy by 
checking the column on table 1 headed "Range ·for 
sample of SNF residents". The total number of 
residents in the sample should fall within the 
range listed in this column. 

Exarnple.-Assume that you recorded 74 SNF 
residents on the resident control record. Seventy-
four falls in the interval between 61-90 in the 
first column of table 1. Reading across the table, 

RESIDENT CONTROL RECORD Page __ of __ Pages 

Nursing Home Name ______________ _ MFI Bed Size ___ _ 
Nursing Home Id Number ---------:--:---:--
Total SNF Residents in Home: _____ residents 

Recode 

Total SNF Residents in Sample: _____ residents 
LIST OF SNF RESIDENTS IN THE FACILITY 

Name of SNF Line Sample Name of SNF Line Sample 
Resident• No. designation Resident• No. designation 

SW SW -- --
TE TE ----

a b C a b C 

01 51 
02 52 
03 53 
04 54 
05 55 
06 56 
07 57 
08 58 
09 59 
10 60 
11 61 
12 62 
13 63 
14 64 
15 65 
16 66 
17 67 
18 68 

19 69 

20 70 
21 71 
22 72 
23 73 

24 74 
25 75 

26 76 
27 77 
28 78 

29 79 

30 80 

31 81 

32 82 

33 83 

34 84 
35 85 

36 86 

37 87 

38 88 

39 89 

40 90 

41 91 

42 92 

43 93 

44 94 

45 95 

46 96 

47 97 

48 98 

49 99 

50 100 

• Initials, facility identification number, or any other type of identifier can be used m the list as long as the residents chosen for the 
sample can be identified so that their records can be examined. 
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LIST OF SNF RESIDENTS IN THE FACILITY 

Sample 
Name of SNF Line No. Sample 

Name of SNF 
designation 

residents• 
designation SW __ 1_ 

TE __ 2_ SW __ 1 

a 
b 

TE __ 2 

C a 
b Adams 

App 
02 

Andrews 
Art 

04 
Baker 
Bett 

,~ 
06 

Bibe 
Sic 

08 
Bitten 
Bauer 

,02, 

Cobb 
10 

Colby 
12 
13 
14 
15 

ILLUSTRATION 1: Partial View of Resident Control Record · 

the SW would be 1, the TE would be 2, and the 
number of sample residents will fall somewhere 
between 31-45. 

Table !.-Sample designations for obtaining a sample of SNF residents In 
nursing homes 

5. The sampling procedure is as follows: start 
with the number of the line designated as SW and 
circle the line number in column "c" of that person 
as the individual first selected for the sample. Next, 
count down from that line the number of lines 
designated in the TE instruction, circle the line 
number in column "c" and so on until you have 
gone through the entire list of residents of the 
home. 

Ernample.-When the SW number is 1 and TE 
number is 2, you would start with resident num-
ber 01. Circle that resident's line number and 
count down 2 lines to line 03, circle line 03, and 
count down 2 more lines to line number 05, circle 
line number 05 and so on until you have gone 
through the entire list of residents of the home. 
The resident line numbers that you have circled 
are the persons who will be included in the 
sample. See illustration 1 for an example of the 
resident control record when SW is 1 and TE 
is 2. 

6. Count the total number of sample residents 
(i.e., the line numbers circled in column "c") and 
enter this on the appropriate line at the top of the 
resident control record. 

7. It is very important to do this sampling care-
fully and correctly as this will affect the variation 
in the national estimates. 
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Total SNF residents 
in home 

1-45 
4~0 
61-90 
91-120 

121-160 
161-200 
201-240 
241-280 
281-320 
321-360 
361-400 
401-440 
441-480 
481-520 
521-560 
561-600 
601-640 
641-680 
681-720 
721-760 
761-800 
801-840 
841-880 
881-920 
921-960 
961-1000 

1001-1040 
1041-1080 
1081-1120 
1121-1160 
1161-1200 
1201-1240 
1241-1280 
1281-1320 
1321-1360 
1361-1400 
1401-1440 
1441-1480 
1481-1520 
1521-1560 
1561-1600 
1601-1640 

Start with 

1 
1, 2 

1 
3 
3 
4 
3 
1 
8 
2 
3 
9 

10 
7 
9 
2 
1 
1 
7 

10 
14 
11 
7 
2 
9 
4 
5 

10 
13 
25 
9 

29 
17 
13 
24 
14 
26 
34 
32 
14 
36 
8 

Take every Range for sample of 
SNF residents 

Take all 1-45 
3 31-40 
2 31-45 
3 30-40 
4 30-40 
5 32-40 
6 34-40 
7 35-40 
8 35-40 
9 36-40 

10 36-40 
11 36-40 
12 36-40 
13 37-40 
14 37-40 
15 38-40 
16 38-40 
17 38-40 
18 38-40 
19 38-40 
20 38-40 
21 38-40 
22 38-40 
23 39-40 
24 39-40 
25 39-40 
26 39-40 
27 39-40 
28 39-40 
29 38-40 
30 39-40 
31 38-40 
32 39-40 
33 39-40 
34 39-40 
35 39-40 
36 39-40 
37 39-40 
38 39-40 
39 39-40 
40 39-40 
41 39-40 

LIST OF SNF RESIDENTS IN THE FACILITY 

Name of SNF Line Sample Name of SNF Line 

Sample 

No. designation resident No. 

designation resident 
SW __ 1._2 

SW -..!d TE __ 3 
TE __3 

C a b C 

a b 

"-°°9 Williams 51 
Adams 

App 02 Vincent 
1..5~ 03 Yost 53 

Andrews 

_1,.0~ Zemil 54 
Art 

05 Baker 
Belt 06 55 

56 
57 

Sic 1.1.!V 
08 Bitten 

Cobb 09 58 
59 

_1..1~ 
60 

Coby 

Consent 11 
Core 12 61 

62 @) 
63 

Corr 
Cott 14 
Dee 15 64 

65 
66 

Dint 1..1~ 
Dor 17 
Farr 18 

67 
68 
69 

Finch 
\,!.~ 

Fizz 20 
Flair 21 

70 
71 
72 

Gale 
Gamel 23 
Gore 24 

73 
74 
75 

Hill 'SJ 
Hope 26 
Horn 27 

76 
77 

\2§1 
78 

Jackson 

29 Jones 
June 30 

79 
80 ® Bl 

Kain 

32 Keets 
King 33 

82 
83 
84 

Kole 

35 Lambert 
Long 36 

85 
86 
87 

Lost 

38 McKay 
Mang 39 88 

89 
90 

Melton 
l./!!,l1 
41 Moore 

Nickel 42 91 
92 
93 

Norman 
Raft 44 
Rick 45 94 

95 
96 

Rust 

47 Sills 
Smith 48 97 

98 Tacke/ 
... 4~ 

99 Tucker 50 
100 

r. I t' ILLUSTRATION 2: Ewmnple of Step 1 for Selecting a Resident !Sample When SW I s 1, 2 and 11., Is J. 
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UST OF SNF RESIDENTS IN THE FACILITY 

Line Sample Name of SNF Line Sample Name of SNF 
No. designation resident No. designation resident 

SW __ l,_2 SW ___!_,_3_ 

TE 3 TE 3 

a b C a b C 

Adams ®I Williams 51 
App W> Vincent {!52_) 
Andrews 03 Yost w 
Art (~ Zemil 54 
Baker 55 

Bett 06 56 
Sic 57 
Bitten (01)1 58 

Cobb 09 59 

Coby Q!ll 60 

Consent ® 61 

Core 12 62 

Corr 63 

Cott Q9 64 

Dee 15 65 

Dint {16J 66 

Dor (17,/ 67 

Farr 18 68 

Finch 69 

Fizz (20) 70 

Flair 21 71 
Gale l~ 72 
Gamel (23J 73 
Gore 24 74 
Hill r.231 75 

Hope (26) 76 

Horn 27 77 
Jackson l28J 78 
Jones (29J 79 
June 30 80 
Kain {3P 81 
Keets l.32) 82 
King 33 83 
Kole 1.3~ 84 
Lambert (3!i) 85 
Long 36 86 
Lost {37J 87 
McKay {38J 88 
Mang 39 89 
Melton \.4W 90 
Moore (4!) 91 
Nickel 42 92 
Norman (43.J 93 
Raft \.41) 94 
Rick 45 95 
Rust {461 96 
Sills (,,7J 97 
Smith 48 98 
Tacke! l,W 99 
Tucker @ 100 

ILLUSTRATION 3: Ewample of the Completed Sample Selection (i.e., Step 93 Is Oom,pleted) When SW Is 
1, 93 and TE' Is 8. 

Regardless of the number of SNF residents, the 
sample selection is done in exactly the same way, 
with only the SW and TE numbers changing. 
However, the sampling of residents for facilities 
which have 46-60 SNF residents represent a "spe-
cial case" in that it is done in the same ,Yay but in 
two steps. 

Exaniple.-Assume that you recorded 54 SNF 
residents on the residents control record. Fifty-
four falls in the interval of 46-60 in the column 
head "Tota,l SNF residents" in table 1. Reading 
across table 1, the S'W numbers are 1 and 2, the 
TE number is 3 and number of sample residenti:: 
will fall somewhere between 31-40. Since there 
are two s,v numbers, the sampling is done in 
two steps. In step 1, you start with 1 and take 
eYery 3. Thus, you would start with resident 01, 
circle his line number, take every third resident 
thereafter and circle their line numbers ( i.e., cir-
cle line numbers 04, 07, 10, 13, 16, * * * 43, 46, 
49, 52). See illustration 2 for the example of 
step 1. 

In step 2, you would return to the beginning 
of the list, start with resident 02, circle his line 
number and take eYery third resident thereafter 
and circle their line numbers ( i.e., circle line 
numbers 05, 08, 11, 17, * * * 44, 47, 50, 53). 
As noted above, the number of sample residents 
will fall somewhere between 31-40. If you count 
the number of circled lines in illustration 3, the 
precise number of sample residents is 36. 
8. After the sample is selected, remember to in-

clude the resident control record in the packet with 
all the other questionnaires. Its inclusion is 
extremely important because the information on 
the resident control record is essentia,l to the sta-
tistical weighting of the sample so that the data 
will represent information on all SNF residents 
in the Nation. 

When More Form(s) Are Needed 

The resident control record has room for listing 
100 residents if more lines are needed, use another 
resident control record and renumber the lines be-
ginning with 101. If a 3rd record is needed, re-
number starting with 201, and so on until all SNF 
resident's names have been recorded. 

The nursing home name, identification number, 
MFI bed size recode, total SNF residents in the 
home and in the sample, the SW and TE numbers 
should be completed on the additional form ( s), 
the same as on the first form. Recording this infor-
mation is essential, because it will be impossible to 
identify the facility without it. The TE number 
will run past the first to the second form, past the 
second form to the third, and so on. For example, 
when the TE number is 10 and the last resident 
number sampled was 93, seYen lines will be counted 
on page 1 and three lines on page 2, and the 103d 
resident selected for the sample. 

Selecting the Subsample for the 
Densen Patient Classification Instrument 

The subsampling procedure is as follows: start 
with the first SNF resident selected in the sample 
(i.e., the first resident whose line number is 
circled). Put a second circle around that resident's 
line number and count down 10 sample residents 
( 10 circled resident line numbers), put a second 
circle around that resident's line number and so on 
until you have gone through the entire samiple of 
residents ( circled line numbers only). The sample 
resident line numbers that you have put a second 
circle on are the persons who will be in the sub-
sample for the Densen Patient Classification In-
strument. The number of residents in this subsam-
ple will never be less than one or more than five. 
The number of residents will usually be three or 
four. 
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APPENDIX B 

Estimation and Variance Specifications 
for the Long-Term Care 
Facility Improvement Campaign 

The following section specifies the estimation 
and variance specifications for the Long-Term 
Care Facility Improvement Campaign as de-
veloped by the National Center for Health Statis-
tics. The following instructions for calculation of 
the variance estimates require information on the 
region, State, county, and city of the facility to 
be maintained on the data tape. 

ESTIMATION AND VARIANCE 
SPECIFICATIONS FOR 1974 ONHA SURVEY 
Home Type Estimates 

The estimator recommended for use in the 
ONHA survey is an inflation estimator. Specifically, 

where: 
Xhl=measure of characteristic for the i th 

home in the h,th stratum. 
W1h1=The first stage weight of the i th home 

in the hth stratum. 
NoTE:-The weights W1hl are given in table 1 
of this document. 

mh =number of in-scope sample homes re-
sponding in the hth stratum, where a 
home is in scope if it is a skilled nursing 
home. 

mh' =number of sample homes clarified as 
being in-scope at survey time in the 
hth stratum. 

mh =number of sample homes selected from 
the hth stratum. 

The estimator X' is the estimator of an aggre-
gate. The estimator for proportions, ratios, etc., 
are computed as follows. 

For a ratio statistic of the form R=X/Z, the 
estimate of X would be X' shown above and for 
Z use the estimator 
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where: 
Zh1= the measure of characteristic for the i th 

home in the h th stratum. 
Then the estimated ratio is R' = X'/Z'. 

For a proportion of homes having a particular 
characteristic, the numerator would be X' as 
computed above with 

ll if the i th home in the hth stratum 
X11t= has the characteristic. 

0 otherwise. 
The denominator would be computed as follows: 

where 

ll ~f the i' h home in the h th 

X11t= m-scope. 
0 otherwise 

Then P'=X'/M'. 

Resident Type Estimates 

stratum 1s 

The estimator recommended for use 1s again 
an inflation estimator. 
That is: 

X''=± m/ ~Wihi( Nht )·(Nhi:w2ht) 
h=l mh t=t NhtW2h 1 nh, 

where: 
Xh 11= the measure of characteristic for the 

j th in-scc,pe sample resident in the 
i th home of the hth stratum. (An 
in-scope resident is a resident receiv-
ing skilled nursing care under the 
Medicare or Medicaid programs.) 

W2hl=the second stage weight for in-scope 
sample residents in the i th home of 
the hth stratum. 

nh1=number of in-scope sample residents 
from the i th home of the hth stratum. 

1ih1=number of responding in-scope sample 
residents from the i th home in the 
h th stratum. 

Nh1=total number of in-scope residents in 
the i th home of the hth stratum. 

The estimator X" is the estimator for an 
aggregate. Similar estimates for proportions, 
ratios, etc., are computed as follows: 
For a proportion, the numerator would be X" as 
computed above with: 

{

1 if the j'h in-scope resident of the 
i'h home in the h1h 

Xhl= stratum has the characteristic. 
0 otherwise. 

The denominator would be computed by the 
formula 

where 

ll for residents who are in-scope and 
xhl,= in the i'h home of the h1h stratum 

0 otherwise 
For a ratio statistic of the form R=X/Z, the 

estimate X would again be X", and for Z use 
a m' .,;.. W N ,;., 

Z"=~ ___ h IM~~ Zhtj 
h=l mh i=l nht j=l 

where 
Zhl1=the measure of characteristic for the 

j' h sample resident of the i th home in 
the hth stratum. 

Then the estimated ratio is R" =X" /Z. 

Variance Estimate 

The variance estjmation procedure to be used is 
the balanced half-sample replication procedure. 
There will be eight balanced half-sample replicates 
whose composition is shown in table 2. For the 

588-459 0 - 75 - 7 

procedure, two pseudo PSU's must be formed in 
each of the three bed-size stratum. The bed size 
stratum is indicated by the bed size recode, which 
is 1, 2, or 3. Within each stratum arrange the homes 
by region, alphabetical by State within region, 
alphabetical by county within State, alphabetical 
by city within county, and alphabetical by name 
within city. The pseudo PSU A will contain the 
first listed home in the stratum and every second 
home after that, i.e., the first, third, fifth, and so 
on. The pseudo PSU B in the stratum will contain 
the remaining homes, i.e., the second, fourth, sixth, 
and so on. 

To construct a variance estimate for resident 
type estimates, first compute an estimate of the 
form Xk" from the k th half-sample. This estimate 
is like X" computed from the whole sample (see 
resident type estimates), except that all records 
should be weighted by 2 before summing. Then, 
given 'an estimate X,.,'' from each replication, the 
variance of X" is estimated by 

8 
Sx"= 1/s (X,.,''-X") 2• 

k=l 
The variance for home type estimates is com-

puted in the same way as the variance for resident 
type estimates except X,.,' is like X' for home type 
estimates with all records being weighted by 2 be-
fore summing. 

These procedures should also be used for esti-
mating the variance of rates, percentages, and so 
on, as well as aggregates. 

Table 2.-0NHA survey replicate Indicators 

Stratum Pseudo PSU Replicate indicators 

1. . .......... {A ........... 1 1 1 0 1 0 0 0 
B ......... . . 0 0 0 1 0 1 1 1 

2 .. .......... {A ........... 0 1 1 1 0 1 0 0 
B ........... 1 0 0 0 1 0 1 1 

3 .. . . .. . . .... {
A ......... . . 0 0 1 1 1 0 1 0 
B ..... ...... 1 1 0 0 0 1 0 1 

Example : The first half sample replicate contains PSU A from stratum 1, PSU B from 
statumJ 2, and PSU B from stratum 3. 
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APPENDIX C 

Preparation of the Data for Analysis 

DIAGNOSTIC CATEGORIES 

Team physicians transcribed the actual di-
agnoses to the survey form as they appeared on 
patients' charts, identifying primary and second-
ary diagnoses on admission and other diagnoses 
postadmission. To assure consistent coding the 
corresponding ICDA designation was ·assigned to 

all diagnoses on returned questionnaires by a 
group of three physicians, who mutually clarified 
non-specific diagnoses and agreed on the diagnostic 
groups used in the reported tables. The diagnostic 
categories used with appropriate ICDA Code are 
shown below. 

Diagnostic category IODA Oode 
1. Heart Disease_______ __ ___ ____ Chronic rheumatic (393-398). 

Hypertensive ( 402, 404). 
Ischemic ( 410-414). 
Other forms ( 420-429) . 

2. Chronic brain disease___ ____ __ Mental disorders not specified as psychotic associated with physical condition 
(309). 

Other disease of brain (347). 
Generalized ischemic cerebrovascular disease ( 437). 
Senility without mention of psychosis (794). 

3. Stroke_______________________ Cerebrovascular disease ( except generalized ischemic) ( 430-436, 438) . 
4. Fractures___________ ___ ______ Fractures ( 800-829). 

Dislocations without fracture ( 830-839) . 
5. Neurological disease__________ Late effects of acute poliomyelitis (044). 

6. Generalized arteriosclerosis 
and hypertension. 

Syphilis of central nervous system ( 094). 
Inflammaoory disease of central nervous system (320-324). 
Hereditary and familial disease of nervous system ( 330-333). 
Other diseases of central nervous system (340-349). 
Disease of nerves and peripheral ganglia ( 350-358). 
Congenital anomalies of brain and spinal cord ( 7 40-7 43) . 
Down's disease ( 759). 
Hypertensive disease ( 400-401) . 
Disease of arteries, arterioles and capillaries ( 440-448). 
Diseases of veins and lymphatics and other diseases of circulatory system ( 450-

458). 
7. Neuroses and psychoses_______ Psychoses (290-299). 

8. Diabetes 
9. Diseases 

system. 

--------------------
of musculoskeletal 

Neuroses, personality disorders and other nonpsychotic mental disorders (300-309). 
Diabetes Mellitus (250). 
Diseases of musculoskeletal system and connective tissue (710-738). 

10. Mental remrdation___________ Mental retardation (310-315). 
11. Neoplasms ------------------ Neoplasms-all sites (140-239). 
12. Diseases of respiratory sys- Pulmonary embolism and infarction ( 450). 

tern. Acute respiratory disease except influenza ( 460-466). 
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Influenza (470-474). 
Pneumonia ( 480-486). 
Bronchitis, emphysema and asthma ( 490-493). 
Other diseases of respiratory system (510-519). 
Symptoms referable to respira•tory system ( 783). 

Diagnostic category IODA Oode 

13. Diseases of digestive system__ Disease of esophagus, stomach and duodenum (530-537). 
Hernia of abdominal cavity (550-553). 
Other diseases of intestine and peritoneum (560-569). 
Disease of liver, gall bladder, and pancreas (570-577). 
Symptoms referable to upper GI tract (784). 
Symptoms referable to abdomen and lower GI tract (785). 

14. Diseases of genitourinary sys- Diseases of genitourinary system ( 580-629). 
tern. Symptoms referable to genitourinary system (786). 

Uremia (792). 
15. Diseases of eye and ear_______ Other diseases and conditions of eye (370-379). 

Diseases of ear and mastoid process ( 380-389). 
Combined blindness and deafness ( special code). 

16. Other _______________________ Other category includes: 
Disease of thyroid gland ( 240-246). 
Disease of other endocrine glands excluding diabetes mellitus (250-258). 
Avitaminosis and other nutritional deficiencies (260-269). 
Congenital disorders of amino acid metabolism (270-279). 
Disease of the blood and blood-forming organs ( 280-289). 
Infections of skin and subcutaneous tissue ( 680-686). 
Other inflammatory conditions of skin and subcutaneous tissue (690-698). 
Chronic ulcer of skin ( 707). 
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APPENDIX D 

General Instructions for 
Members of the Survey Team 

A SUMMARY 

1. The random selection and the survey team is 
to concern itself only with SNF patients in the 
Title XVIII and Title XIX programs. No I OF 
patwnts. No p1ivate pat ients. 

2. If facility has no SN"F XVIII/ XIX patients 
do all of the survey except the patient specific 
criteria sections and the patient assessment work-
sheets. 

3. You are to survey for the current status of 
the facility and its SNF patients. Review records 
of the randomly selected patients only. 

4. This is a fact-finding survey, not a certifica-
tion or licensure survey. Be tactful. 

5. All report forms and other information is 
confidential. Do not lose any forms or instructions 
or other material proYided. Keep the material 
secure at all times. 

6. Definitions appearing in the FEDERAL REG-
ISTER of Jan.17, 1974 are to be used for this survey. 

7. Identification Procedures-use code numbers 
only for all forms. X ames of: Facility, patients, 
personnel, city, State or any other information is 
not to be entered on the forms with the exception 
of the patient selection form. Your forms are al-
ready coded. After patients ham been selected 
use only the number opposite the patient's name 
appearing on the patient selection form, on the 
patient spe/Jific criteria form and patient assess-
ment worksheet. 

Instructions for Physician Member of Team 

The physician member of the survey team will be 
responsible for the overall patient assessment ac-
tivity and in that regard will: 

1. Oo()(f'dinate the survey activities of the other 
professional specialists in conducting the patient 
specific criteria sections of the survey and in pre-
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paring the work sheets. This condition responsibil-
ity will require implementation of activities which 
will enable the members of the team to review each 
of the selected patient's medical record and to 
conduct necessary interviews and observations. 

2. Act as a consultant to the team members to 
assist in finalizing judgments concerning the medi-
cal condition of a patient. 

3. Review the medical record and assist in con-
ducting interviews and observation of the ran-
domly selected patients. 

4. Sun:ey patient ca1·e policies of the survey. 
5. Survey the medical unit of the survey. 
6. For each randomly selected patient, prepare 

that portion of the patient assessment worksheet 
which pertains to the current primary diagnosis 
( or if not a Yailable, the primary admitting diag-
nosis) and each current secondary diagnosis. In 
addition, record the drugs currently prescribed for 
the patient which fall within the categories listed. 

7. Review for accuracy and completeness thP 
patient assessment report. 

Registered Nurse Responsibilities 

1. Conduct nursing facility survey using the 
nursing facility specific criteria forms. 

2. Conduct survey of records of patients in the 
sample using the nursing patient specific criteria 
forms. 

3. Conduct observation/interview of patients in 
the sample using the nursing patient specific cri-
teria forms. 

4. Conduct assessment of selected patients in 
sample using patient assessment worksheet. 

Rehabilitative Responsibilities 

1. Conduct rehabilitative facility survey using 
the rehabilitative facility specific criteria forms. 

2. Conduct survey of records of patients in the 
sample using the rehabilitative patient specific 
criteria forms. 

3. Conduct observation/ interview of patients in 
the sample using the rehabilitative patient specific 
criteria forms. 

Pharmacist Responsibilities 

1. Conduct the pharmaceutical facility specific 
criteria survey. 

2. Conduct the pharmaceutical patient specific 
criteria survey on the patients in the sample. 

Dietitian Responsibilities 

1. Conduct nutrition and dietetics facility sur-
vey using the nutrition and dietetics facility spe-
cific criteria forms. 

2. Conduct survey of records of patients in the 
sample using the nutrition and dietetics patient 
specific criteria forms. 

3. Conduct observation/ interview of patients in 
the sample using the nutrition and dietetics pa-
tient specific criteria forms. 

Social Worker Responsibilities 

1. Conduct psychosocial facility survey using the 
psychosocial facility specific criteria forms. 

2. Conduct survey of records of patients in the 
sample using the psychosocial patient specific cri-
teria forms. 

3. Conduct observation/interview of patients in 
the sample using the psychosocial patient specifin 
criteria forms. 

Fire Safety Engineer Responsibilities 

1. Conduct life safety code survey. 
2. Assist other surveyors as necessary. 

Administrative Surveyor Responsibilities 

As team leader for the survey : 
1. Responsible for the overall survey e:ff ort. 
2. Entry and exit conference. 
3. Survey schedule for survey. 
4. Management section of quality of care survey 

form. 
5. Financial information survey. 
6. Control over all survey forms and security of 

confidentiality. 
7. Collecting, assembling, and reviewing for ac-

curacy and completion ( all forms). 
8. Select patients for record review, observa-

tion and interview. 
9. Complete the LTCFI survey identification 

sheet for each facility. 
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APPENDIX F 

Social Security Amendments of 1972 
Public Law 92-603 

SUMMARY OF SECTIONS AFFECTING 
LONG-TERM CARE FACILITIES 

Sections 246 and 247 
Institutional Standards: 
Skilled Nursing Facilities 

These H.R. 1 sections establish a common defini · 
tion of care and a single set of health, safety, en-
vironmental, and staffing standards for institu-
tions ( redesignated Skilled Nursing Facilities 
under section 278) formerly identified as Extended 
Care Facilities under Medicare and Skilled Nurs-
ing Homes under Medicaid. 

Section 246.-Requires, effective July 1, 1973, 
uniform standards for the participation of skilled 
nursing facilities under both Medicare and Medic-
aid. It incorporates the present Medicare re-
quirements and adds certain additional require-
ments: a skilled nursing facility must: (a) Sup-
ply complete information to the Secretary as to 
facility ownership; (b) cooperate in a program 
of independent medical evaluation and audit of 
patients; ( c) adhere to the Life Safety Code; ( d) 
make all information required to be filed with the 
Secretary available to Federal and State employ-
ees for administration of Title XVIII and XIX; 
and ( e) meet the institutional planning require-
ments of section 234 ( effective April 1, 1973) 
under Medicare. 

Section 247.-Establishes, effective January 1, 
1973, a common definition of care requirement for 
services provided in skilled nursing facilities. The 
Medicare definition of coyerecl extended care serv-
ices is broadened and the section makes the same 
definition applicable for skilled nursing services 
under Medicaid. Skilled nursing facility services 
are defined as those services provided directly by 
or requiring the supervision of skilled nursing 
personnel or skilled rehabilitation services which 
the patient needs on a daily basis and which, as a 

practical matter, can only be provided in a skilled 
nursing facility on an inpatient basis. 

Sections 265, 267, and 277 
Professional Services: 
Skilled Nursing Facilities 

These H.R. 1 sections change the requirements 
for certain professional services as conditions of 
participation for skilled nursing facilities. ~u-
thorizes States to provide specialized consultat10n 
services. 

Section 265.-Specifies that provision of medical 
social services will not be required as a condition 
of participation for skilled nursing facilities under 
Medicare. Ame.nds section 1861 (j). EffectiYe upon 
enactment. 

Section 267.-Provides that to the extent that 
law or regulation requires the presence of a reg-
istered nurse for more than 40 hours a week the 
Secretary may grant a waiver of such requirement 
if: (1) The facility is located in a rural area and 
supply of skilled nursing facility service~ in such 
area is insufficient to meet needs of patients re-
5iding therein; (2) the facility has one full-time 
RN who is regularly on duty 40 hours a week; 
( 3) the facility is caring only for patients '"horn 
physicians have certified can go witl:out RN s_e:v-
ices for a 48-hour period; and ( 4) 1f the facility 
has patients for whom physicians have indicat~d 
a need for daily skilled nursing services, the facil-
ity has made arrangeme:r:rts for an RN or physic~an 
to spend time at the facility as needed to prov1de 
services on uncovered days. Amends section 1861 
(j). Effective upon enactment. 

Section 277.-Permits State agencies to provide 
specialized consultant services for Medicare pa-
tients in SNF's, upon request by the SNF. Amends 
section 1864 (a). Effective upon enactment. 
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Sections 239 (Part), 249A, 2498, 299L 
Certification Functions: 
Skiiled Nursing and Intermediate Care Facilities 

These R.R. 1 sections broaden the authority of 
the Secretary to certify skilled nursing facilities 
for participation in ::\fedicare and ::\fedicaicl. and 
prescribe related functions for State health 
agencies. . 

Section £>39.-Effectfre January 1973, this sec-
tion specifies the same State Health Agency ( or 
other appropriate medical agency) shall be re-
sponsible for certifying facilities for participation 
in Medicare and :Medicaid. 

for oth0r r0cinir0n1ents concerning medical cer-
tifications and utilization controls. 

Section B07 (part) .-Adels a new section 1903 
( a) to provide for a reduction in Federal match-
i1~ o- for institutional services for ::\fedicaid eligibles ,,., 
after a specified number of days unless the State 
agency makes a satisfactory showing that it has 
in effect an effective system of utilization controls, 
meeting requirements set forth in this section; and 
to require the Secretary to rnlidate a State's utili-
zation control procedures by sample on-site sur-
nys ( as rrferencecl to by sections 238, 23f>, 246). 

- -
Section f49A.-Authorizes the Secretary to cer-

tify for participation in Title XIX those facilities 
which he certifies under Title XVIII. l\fakes uni- ...,, 
form the term of agreements. ruder Section 246, 
the Secretary is also given authqrity to waive Life 
Safety Code requirements under Title XVIII and 
XIX. 

Section £>28.-Requires adrnnce coverage ap-
prornl of length of stays in skilled nursing facili- · ·' 
ties and for the need of home health agency serv-
ices based upon diagnosis, plan of treatment, and 
other requirements of eligih)_4ty. Effective date 
July 1, 1973. 

Section f37.-Amends new section 1903 (l) to 
require participating hospitals and skilled nursing 
facilities to ham Title XIX cases reviewed by the 
same utilization review (UR) committee that re-
views Title XVIII case , or one that meets Title 
XVIII standards; and permits the Secretary to 
waive this requirement if the State demonstrates 
it has a superior alternative ( as required in sec-
tion 207). 

Section i49B.-From October 1, 1972 to July 1, 
1974 authorizes 100 percent reimbursement for 
costs incurred in surveying skilled nursing facili-
ties and intermediate care facilities under Med-
icaid. 

Section f99L.-Authorizes the Secretary to cer-
tify, under Medicaid, intermediate care facilities 
and skilled nursing facilities located on Indian 
reservations. 

Section 269 
Qualifications of Health Personnel: 
Skilled Nursing Facilities 

Permits States to waive permanently Jicensure 
requirements for persons who served as nursing 
home administrators for the 3-year period prior to 
the establishment of the State's licensing program. 
Amends section 1908(d). Efl'ectin, upon enact-
ment. 

Sections 207 (part), 228, 237, 
238, 239 (part), 246 (part), 248, and 298 
Medical Audit and Utilization Review: 
Skilled Nursing and Intermediate Care Facilities 

These R.R. 1 sections require a common pro-
gram of independent professional ernluation of all 
patients in skilled nursing facilities and inter-
mediate cai·e facilities, identify certain Stat0 re-
sponsibilities for utilization review, and prodde 
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Section £>38.-Amends 18H(a) (7) and 1861(k) 
( 4) by adding to the utilization review require-
ment "includino- any finding made in the course of 

' I:> • a sample or other review of admissions to them-
stitution'\ ( as referenced to by sections 207, 289, 
246). 

Sertion 239 (part).-Amends section 1902(a) 
(9) to require the State Health Agency, or equiv-
alent to establish a plan for acfrising the single 
State ag0ncy with respect to conduct of utili_zation. 
medical, and independent professional renew. 

Section 246 (part).-Part of this section re-
qnil'es ski lled nursing facilities under both )fedi-
car0 all(] )Ieclicaicl to institute a common program 
of independent professional evaluation and audit 
of all patients in the skilled nursing facility. Ef-
fectiYe elate ,Tuly 1, 1973. 

Section f48.-Authorizes exten ion of the 14-
day transfer requirement for skilled nursing facil-
ity medicare benefits to 28 days if app~·opriate b~d 
space is not available in thr geograplucal area, ~n 
"·hich a patient resides, or longer than 28 clays if. 
the patient's condition is n'i_~t .1ipprorriat0 fo1 im- • 
mediate {n·oyi~ion of skilled ·nursing 4rvice} Ef-
fectfre upon enactment. 

Section f98.-Technical amendment to Public 
Law 92-223 under section 1902(a) (31) (A) to 
eliminatincr the phrase "which provides more than 

b • " a minimum level of health care services. 

clays following completion of each survey, the per-
tinent findings of surveys of any health care fa-
cility, laboratory, clinic, agency, or organization. 

Section 246 (part), 
249A (part), 249C, 299A, 299D 
Disclosure Requirements: 
Skilled Nursing and Intermediate 
Care Facilities 

These R.R. 1 sections require disclosure of vari-
ous types of information by the Secretary to ap-
propriate State agencies, by the Secret~ry and 
State agencies to the public, and by providers to 
the Secretary and State agencies. 

Section f46 (part).-Amends section 1861(j). 
Effective July 1, 1973, requires all skilled nursing 
facilities participating in Title XVIII to disclose 
to the Secretary or his delegate full and complete 
information as to ownership and to report any 
changes in ownership. It also requires that all in-
formation obtained under this section be made 
available to Federal and State employees for pur-
poses consistent with effective administration of 
the Medicare and :\fedicaid programs. 

Section 249A (part) .-Requires the Secretary to 
notify the Sate agency administering the Medic-
aid program, of his approval or disapproval of 
any institution which applies for certification ~s 
a skilled nursing facility under Title XVIII. Tlus 
provision is effective with respect to agreements 
filed under section 1866, on, or after enactment but 
accepted by the Secretary on or after enactment. 

Section 249O.-Requires the Secretary to make 
available to State agencies administering Title 
XIX and to the p11blic, certain information ob-
tained by him regarding the performance of car-
riers intermediaries, State agencies, and providers 
of s~rvices under Medicaid and Medicare. This re-
quirement is effective with respect to reports com-
pleted after the third calendar month following 
enactment (February 1973). 

Section f99A.-Eft'ective January 1, 1973, re-
quires any intermediate care facility participating 
in Title XIX to disclose to the State licensing 
agency full and complete information as to the 
ownership of such facility and to report any 
changes of ownership. 

Section 299D.-Effective before May 1, 1973, re-
quires the Secretary and the appropriate State 
agency to make available to the public, within 90 

Sections 228, 249, and 299 
Reimbursement Requirements: 
Skilled Nursing and Intermediate Care Facilities 

These R.R. 1 sections add additional require-
ments relating to reimbursement levels for skilled 
nursing homes and intermediate care facilities. 

Section i28.-For purposes of making payment 
for services, the Secretary is authorized to estab-
lish, by diagnosis or medical condition, minimum 
periods of time after hospitalization during which 
a patient would be presumed eligible under Medi-
care for skilled nursing facility and home health 
care benefits. The attending physicians will certify 
prior to or on admission to SNF or home health 
services that the condition is one designated in 
the recrulations and furnish a plan of treatment. 
Certifi~ation and patient stays are to be reviewed 
and the provisions may be suspended for the 
physician involved jf there is abuse of the advance 
approval procedure. The section specifically_ re-
stricts the retroactive application of regulations 
pertinent to these provisions. The effective date is 
.r anuary 1, 1973. 

Section f49.-Requires the States to develop 
methods of reimbut"sing SNF's and ICF's on a 
basis reasonably rehted to cost, and to implement 
these methods under Medicaid after approval by 
the Secretary, by ,Tuly 1, 1976. Reimbursement 
methods found acceptable by the Secretary for 
:Medicaid would be adapted for the purpose of 
Medicare reimbursement. The Secretary may ad-
just the rates upward (not to exceed 10 pe,rce~t) 
for requirements under Medica~e not othe1:V1:38 
taken int-0 account in compu'tation of Med1ca1d 
rates. Percentage adjustments may be made on a 
ireocrraphic basis of classes of facilities rather than 
b I:> • b . on an institution-by-institution as1s. 

Section f99.-Provides that for Federal match-
incr purposes under Medicaid, until January 1, 
1975, a State may n"t reduce non-Federal expendi-
tures for patients re~eiving intermediate care serv-
ices in public institutions for the mentally re-
tarded below the fJ.Verage amount expended for 
such services in these institutions in the four 
quarters immediatPJy preceding the quarter_ in 
which the State elects to provide such services 
under Title XIX. 
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Sections 292 and 297 
Coverage Requirements: 
Intermediate Care Facilities 

These H.R. 1 sections clarify coverage for ICF 
services under Medicaid and provide technical 
amendments to Public Law 29-223. 

Section 292.-Allows Federal matching for in-
termediate care in States which, on January 1,, 

1972, did not have a Medicaid program in oper-
ation. Exempts transfer of ICF's from Title XI 
to Title XIX in these instances until the State has 
a Title XIX program in effect. Effective date: Oc-
tober 30, 1972. 

Section 297.-Provides coverage for intermedi-
ate care furnished in mental and tuberculosis in-
stitutions to individuals age 65 or older. Effective 
date: January 1973. 

No. 12-pt_ m-1 

,,,,,_, 
Ill --

THURSDAY, JANUARY 17, 1974 

WASHINGTON, D.C. 

Volume 39 Number 12 

PART Ill 

DEPARTMENT OF 
HEALTH, 

EDUCATION, AND 
WELFARE 

Social and Rehabilitation 
Service 

Social Security Administration 

• 
SKILLED NURSING 

FACILITIES 

Standards for Certification and 
Participation in Medicare and 

Medicaid Programs 

107 



2238 
Tit.le 20--Employees' Benefits 

CHAPTER Ill-SOCIAL SECURITY ADMIN· 
ISTRATION, DEPARTMENT OF HEALTH, 
EDUCATION, AND WELFARE 

(Regs. 5, further amended) 

PART 405-FEDERAL HEALTH INSUR-
ANCE FOR THE AGED AND DISABLED 

Skilled Nursing Facilities 
On July 12, 1973, there was published 

in the F'EDERAL REGISTER (38 FR 18620) a 
notice of proposed rulemaking which set 
forth proposed amendments to regula-
tions rela ting to the conditions of par-
ticipation for skilled nursing facilities, 
the certification procedures for providers 
and suppliers of services, the provider 
and supplier appeals processes, and im-
plementation of provisions of the Social 
Security Amendments of 1972 (Pub. L. 
92-603 > affecting the foregoing. 

Interested parties were g1ven the op-
portunity to submit within 30 days data, 
views, or arguments on the proposed 
amendments. The comment period was 
extended by the Secretary for an addi-
tional 30 days to September 13, 1973, and 
notice of this extension appeared in the 
FEDERAL REGISTER of August 14, 1973. 

Comments were received from many 
sources <including representatives of na-
tional, State and local organizations) 
concerned with skilled nursing services 
and with the qualifications and duties of 
health care personnel rendering services 
under Medicare. All of the comments re-
ceived on the proposed regulations have 
been carefully considered. 

The most substantive comments re-
ceived recommended the inclusi<m of re-
quirements for: (1) A medical director 
or organized medical staff for skilled 
nursing facilities; (2) 7-day registered 
nurse services; (3) a discharge planning 
program; and (4) a "bill of rights" for 
patients in such facilities. Since these 
items were not included in the proposed 
regulations as published, and are of con-
siderable impact, they are not included 
in these final regulations. However, they 
will be published with notice of proposed 
rulemaking at a later date to afford 
ample opportunity for comments. Fur-
thermore, under another notice of pro-
posed rulemaking, to be published at a 
later date, additional changes in the 
utilization review standards will be 
issued. 

A number of the comments recom-
mended that: (1) Patient care policies 
be available to the public; (2) the fre-
quency of physician visits be clearly de-
fined; (3) all nursing service staff re-
ceive training in rehabilitative nursing; 
(4) the definition of qualifications of 
certain health specialists be claiified; 
(5) there should be a requirement for 
dally rounds by the charge nurse; and 
(6) the director of nursing services par-
ticipates at least annually in continuing 
education. These comments were ac-
cepted and the regulations clarified 
accordingly. 

The following changes have been 
made to reflect other comments that 
were received: 

RULES AND REGULATIONS 

(1) The director of nursing services 
may not serve as a charge nurse in a 
facility with an average dally total oc-
cupancy of 60 or more. This require-
ment had been an average daily occu-
pancy of 50 or more. This brings the re-
quirement in line with most other Fed-
eral and State standards. 

(2) In the case of patients needing 
laboratory and radiological services in a 
facility not providing such services, the 
requirement was added that the facility 
assist the patient in arranging for trans-
portation to the provider of such 
services. This addition reflects a similar 
requirement for dental services; as with 
the dental services provision, transpor-
tation of patients for laboratory and 
radiological services is not covered under 
Medicare. 

(3) The paragraph concerning ap-
proved drugs and biologicals which lack 
substantial evidence of effectiveness for 
all indications has been deleted. Depart-
ment-wide regulations on this subject. 
applicable to all providers and suppliers 
participating in Federal programs, w!ll 
be published in the near future. In the 
meantime, current regulations and poli-
cies relating to drugs and biologicrus re-
main in effect. 

(4) Those provisions concerning the 
term of a provider agreement were re-
vised to extend the term of agreement 
to 60 days after the date specified for 
the correction of deficiencies to enable 
the State agency to survey and process 
their recommendation to the Secretary 
before the agreement expires. 

(5) The definition of a social worker 
has been revised to include a graduate 
of a school of social work approved or 
accedited by the Council on Social Work 
Education. This will permit a social 
worker with either a master's or bacca-
laureate degree in social work to serve 
as a qualified consultant. 

(6) The definitions of qualified profes-
sionals in § 405.1101 frequently make 
reference to the standards of various 
national professional organizations. The 
Department has exainined the current 
standards of those organizations and is 
adopting them. The Secretary will ex-
amine future changes in the standards 
of these organizations and determine 
whether such changes should be re-
flected in regulations. 

(7) Several provisions of existing reg-
ulations which were not included in the 
proposed regulations as published on 
July 12, 1973, have now been reinstated 
after reviewing comments that their de-
letion could have an adverse effect on 
patient care. These were: Time require-
ments for physical examination of the 
patient at admission; the attending 
physician must arrange for the medical 
care of the patient in his absence; duties 
assigned food service employees outside 
the dietetic service cannot interfere with 
their dietetic work assignments; and 
space, supplies, and equipment must be 
provided for a patient activities program. 

(8) A provision was added to require 
the retention of the medical records of 
minors until 3 years after the patient be-

comes of age under State law. The regu-
lations had been silent on this point. 
State laws typically provide opportunity 
for an individual to personally enforce 
rights accruing during their minority 
once majority is reached. While this 
change may require retention of records 
for a considerable length of time, protec-
tion for both the minor patient and the 
facility is provided, should litigation 
occur. 

The following summarizes those sub-
stantive comments that were not 
accepted. 

( 1 > The suggestion that the time for 
consultation for the dietilian or phar-
macist consultant be specified either in 
hours or number of visits weekly was not 
accepted because a rigidly accepted num-
ber of hours or visits is no assurance of 
quality of the service provided. The regu-
lations are, to the extent possible, per-
formance standards, and rely upon the 
professional judgment of the surveyor in 
determining whether quality service in-
herent in the standard has been achieved. 

(2) Concern was expressed about the 
requirement that a facility assume finan-
cial responsibility when arranging with 
an outside resource to provide therapy 
and certain other services. It was sug-
gested that the patient be billed directly 
by the person(s) furnishing the services. 
The provision was retained because these 
services are part of extended care serv-
ices under Part A and billing for other 
services under Part A is done by the fa-
cility. Furthermore, the Part A payment 
mechanism provides safeguards against 
overutilization and exorbitant fees, and 
focusing responsibility on the facility en-
ables the surveyor to readily review the 
circumstances under which the services 
are offered. 

(3) Request was made that during the 
appeals process, benefits should continue 
to be paid to a facility that had been 
terminated . from participation in the 
program. This request was rejected be-
cause facilities are terminated from pro-
gram participation when the health and 
safety of patients can no longer be as-
sured and only after the facility has been 
given notice of the nature of its deficien-
cies and been given ample time to make 
the necessary improvements. When this 
decision has been made, it is not possible 
to justify continuing payment to a facil-
ity beyond the 30-days benefits provided 
in the statute for those beneficiaries ad-
mitted to the facility prior to the effec-
tive date of termination. 

(4) Request was also made that Med-
icaid provide hearings for all facilities 
that had been terminated or where 
agreements had not been renewed. This• 
appeals process will be determined by 
State practices consonant with Medicaid 
being a State-administered program. 

(5) Numerous comments were re-
ceived from social workers, consumer 
groups and organizations, protesting the 
optional provision of social services by 
skilled nursing facilities. This change is 
the result of amendments found in sec-
tion 265 of Pub. L. 92-603, the Social 
Secmity Amendments of 1972; hence, no 
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action could be taken to reinstate this 
as a mandatory requirement without fur-
ther legislative action. 

(6) The suggestion that there be a 
specific ratio of nursing staff to patients 
was not accepted because the variation 
from facility to facility in the composi-
tion of its nursing staff, physical layout, 
patient needs and the services necessary 
to meet those needs precludes setting 
such a figure. A minimum ratio could re-
sult in all facilities striving only to reach 
that minimum and could result in other 
facilities hiring unneeded staff to satisfy 
an arbitrary ratio figure. However, as a 
means of closely monitoring the ade-
quacy of staffing in skilled nursing facil-
ities, Medicare has adopted a provision 
that now appears in title XIX regula-
tions thereby further achieving uniform-
ity between the two programs. This pro-
vision calls for the facility to submit 
quarterly staffing reports to the State 
agency, and this is reflected in these 
amendments in Subpart K, § 405.1121 
(b). 

(7) Several suggestions were made 
that there was insufficient provision for 
protection of the patient's rights. The 
regulations do spec!ncally provide that 
the facility must have rules on the pro-
tection of the personal and property 
rights of patients; and that patient care 
policies include provisions to protect 
these rights. Additionally, discriminatory 
treatment in sk!lled nursing facilities 
would be barred by the continued re-
quirement that the facilities must be in 
compliance with title VI of the Civil 
Rights Act of 1964. However, as previ-
ously indicated, a "bill of rights" for pa-
tients will be published under the notice 
of proposed rulemaking procedures. 

Some criticism of the revised format 
of the conditions of participation was 
expressed. The skilled nursing facility 
regulations are designed as performance 
standards; greater specificity would di-
mln!sh their applicability to all facili-
ties. Additionally, State agency survey-
ors have recently undergone extensive 
training to enhance their understanding 
of the program and the survey process. 
Th es e performance-oriented require-
ments will provide these surveyors cri-
teria on which to base their assessment 
of an individual facility's performance. 
Further, certification requirements for 
all providers and suppliers of services 
(hospitals, skilled nursing facilities, 
home health agencies, providers of out-
patient physical therapy services, inde-
pendent laboratories, and portable X-ray 
.services> are now centralized in the new 
Subpart T. 

In the definition found in § 405.1101 
(a) (2), administrator of skilled nursing 
facility, the length of supervisory man-
agement experience required was revised 
from one year to three years to assure 
adequate experience to direct adminis-
trative activities in such health facilities. 
This technical change reflects current 
title XIX requirements for administra-
tors and thereby further achieves con-
formance between the two programs. 

The amendments as announced under 
the notice of proposed rulemaking (38 

RULES AND REGULATIONS 

FR 18620) are adopted, with the noted 
changes. In addition, some parts of the 
regulations were redrafted for clarifica-
tion porposes, in line with the comments 
received. 
(Secs. 1102, 1814, 1832, 1833, 1861, 1863, 1865, 
1866, 1871, 49 Stat. 647, as amended, 79 Stat. 
294, as amended, 79 Stat. 313-327, as 
amended, 79 Stat. 331 (42 U.S.C. 1302, 1395f, 
1395k, 13951, 1395x, 1395z, 1395bb, 1395cc, 
1395hh)) 

Effective date. These amendments 
shall be effective February 19, 1974. 
(Cata.log o! Federal Domestic Assistance Pro-
gram No. 13.800, Health Insurance !or the 
Aged and Disabled-Hosplta.l Insurance) 

Dated: December 19, 1973. 
J. B. CARDWELL, 

Commissioner of Social Security. 
Approved: December 27, 1973. 

CASPAR W. WEINBERGER, 
Secretary of H ealth, Education, 

and Welfare. 
Regulation No. 5 of the Social Security 

Administration, as amended (20 CFR 
Part 405), are further amended as set 
forth below: 

Subpart F-Agreements, Elections, 
Contracts, Nominations, and Notices 

1. The heading for Subpart F is revised 
to read as set forth above. 
§ 405.601, 405.602 [Amended] 

2. In §§ 405.601 and 405.602, the words 
"extended care facility" are revised to 
read "skilled nursing facility." 

3. A new § 405.604 is added to read as 
follows: 
§ 405.604 Term agreements with skilled 

nursing facilities. 
Effective with respect to provider 

agreements accepted for filing on or after 
October 30, 1972, an agreement with a 
sk!lled nursing facility shall be for a 
specified term and such term shall be 
determined by the Secretary in the fol-
lowing manner: 

(a) (1) The term of an agreement may 
be for a period of 12 full calendar months 
where the facility is in full compliance 
with the standards contained in Subpart 
K of this part. 

(2) Where the facility is not in full 
compliance with standards contained in 
Subpart K of this part the term of an 
agreement may: 

m Be restricted to a term that ends 
no later than the 60th day following the 
end of the time period spec!fted for the 
correction of deficiencies i.n a written 
plan which the Secretary has approved: 
Provided, That such term shall not ex-
ceed 12 full calendar months; or 

(Ii) Provide a conditional term of 12 
full months, subject to an automatic 
cancellation clause that the agreement 
will terminate at the close of a predeter-
mined date which shall be no later than 
the 60th day following the end of the 
time period specified for the correction 
of deficiencies: Provided, That such date 
will occur within such 12-month term, 
unless the Secretary determines that all 
required corrections have been satis-
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factorily completed or that the facility 
has made substantial effort and progress 
In correcting such deficiencies and has 
resubmitted in writing a plan of correc-
tion acceptable to the Secretary. 

(b) (1) Where the Secretary deter-
mines that the health and safety of pro-
gram beneficiaries will not be jeopar-
dized thereby, the term of an agreement 
may be extended for a period of 2 full 
calendar months, if the Secretary finds 
that such extension is necessary to: 

<D Prevent irreparable harm to such 
facility; or 

(Ii) Prevent hardship to the program 
beneficiaries being furnished items and 
services by such facility; or 

(2) If the Secretary finds it imprac-
ticable within such term to determine 
whether such facility is complying with 
the provisions of the Act and regulations 
issued thereunder. 

(c) (1) Except as provided in para-
graph (b) of this section, the term of an 
agreement may not be extended and such 
agreement sha.11 terminate at the close 
of the last day of its specified term and 
will not be automatically renewable from 
term to term. 

(2) The nonrenewal of an agreement 
under the conditions described in this 
seot!on is not a termination of the 
agreement by the Secretary pursuant 
to the provls!olis discussed in § 405.614. 
A determination by the Secretary not 
to accept such facility for participation 
following the end of such term shall be 
an initial determination relating to the 
facll!ty's qualifications as a provider of 
services for the period immediately fol-
lowing such term and the facll!ty shall 
be entitled to a hearing with respect to 
such determination. (See Subpart O of 
this part.) 

(3) Where the Secretary determines 
that he w!ll not accept an agreement 
with a sk.llled nursing facility for the 
period lmmediately following the end of 
the term of such facility's existing agree-
ment, the Secretary shall give notice of 
such determination to the facility at least 
30 days and to the public at least 15 days 
before the end of such term. Each notice 
by the Secretary shall state the reasons 
for such determination, the effective date 
for the termination of the existing agree-
ment, and the appl!cabllity of such ter-
mination as it relates to the services of 
the facility. 

(d) Notwithstanding· the preceding 
provisions of this section, an agreement 
filed by an extended care facllity (now 
defined as a skilled nursing facility) 
which was accepted by the Secretary 
prior to October 30, 1972, and which was 
in effect on such date, shall be for a 
specified term ending at the close of 
December 31, 1973. 

4. Section 405.605 is revised to read 
as follows: 
§ 405.605 Provider of s"niccs ; scope of 

tern1. 

As used in section 1866 of the Act and 
this Part 405, the term "provider of 
services" (or "provider") refers only to 
a hospital, a skilled nursing facility, or 
a home health agency (see Subparts J, 
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2240 RULES AND REGULATIONS 
K, and L of this part) and, for the limited 
purposes of furnishing outpatient physi-
cal therapy or speech pathology services 
a clinic, rehabilitation agency, or public 
health agency (see Subpart Q of this 
part) . 

date shall be set by the Secretary. How-
ever, I! the termination date is set by the 
Secretary, such date shall not be more 
than 6 months from the date the notice 
is flied. In addition to giving notice to 
the Secretary, the provider also gives 
at least 15 days notice to the public 
by publishing in one or more local news-
papers a statement of the date of termi-
nation of the provider agreement with 
the Secretary. The notice also shall in-
form the public of the applicability of 
termination <see § 405.615) as it relates 
to services of the provider. 

§ 405.616 Reinstatement of provider as 
participant after termination. 

(a) Subject to the provisions of para-
graph (b) of this section, where an 
agreement between a provider of services 
and the Secretary is terminated by the 
Secretary under the conditions described 
in§§ 405.604 and 405.614, such institution 
or agency shall not file another agree-
ment to participate in the health insur-
ance benefits program unless the Secre-
tary finds that the reason for the termi-
nation of the prior agreement has been 
removed and that there is reasonable 
a§Surance that it will not recur. 

5. Section 405.606 is amended by re-
vising paragraph (b), and adding a new 
paragraph (c} to read as follows: 
§ 405.606 Acccpt:mce of provider as a 

participant. 

(b) If the provider wishes to partici-
pate in the program, both copies of the 
agreement shall be signed by an au-
thorized official of the organization and 
filed with the Secretary and, upon ac-
ceptance for filing by the Secretary, a 
copy of such agreement shall be returned 
to the provider with the Secretary's writ-
ten notice of acceptance. Such notice 
shall indicate the date on which the 
agreement was signed by the authorized 
official of the provider and the date on 
which the agreement was accepted by 
the Secretary; specify the effective date 
of the agreement; and, in the case of an 
agreement flied by a skilled nursing 
facility, the term of such agreement as 
determined in accordance with the pro-
visions of § 405.604. 

7. Paragraph (a) of § 405.614 ls re-
vised to read as follows: 
§ 405.614 Termination by the Secretary, 

(a) Cause for termination. The Secre-
tary may terminate an agreement <and 
in the case of a skilled nursing facility, 
prior to the end of the specified term of 
such agreement-see § 405.604) if the 
Secretary determines that the provider 
of services: 

(1) Is not complying substantially 
with the provisions of title XVIII and 
this Part 405, or with the provisions of 
the agreement entered into pursuant to 
§ 405.606; or 

(2) No longer meets the appropriate 
conditions of participation necessary to 
qualify as a hospital (see Subpart J of 
this part) , skilled nursing facility (see 
Subpart K of this part), home health 
agency (see Subpart L of this part), or 
a rehabilitation agency, clinic, or public 
health agency as a provider of outpatient 
physical therapy or speech pathology 
services (see Subpart Q of this part), as 
the case may be; or 

(3) Fails to furnish information as the 
Secretary finds to be necessary for a de-
termination as to whether payments are 
due or were due under this Part 405 and 
the amounts thereof; or 

(4) Refuses to permit examination of 
its fiscal or other records by, or on be-
half of, the Secretary as may be neces-
sary for verification of information fur-
nished as a basis for payment under the 
health insurance benefits program. 

Cc) The participation of a hospital, 
skilled nursing facility, or home health 
agency which voluntarily files an agree-
ment to participate in the health insur-
ance program contemplates that such 
hospital, facility, or agency will accept 
program beneficiaries for care and treat-
ment. If a participating hospital, facility, 
or agency has any restrictions on the 
types of services it will make available 
and/ or the type of health conditions that 
it will accept, or has any other criteria 
relating to the acceptance of persons for 
care and treatment, it is expected that 
such restrictions or criteria, if made ap-
plicable to program beneficiaries, will be 
applied in the same manner in which 
they are applied to all other persons 
seeking care and treatment by such hos-
pital, facility,· or agency. A provider's 
admission policies and practices that are 
inconsistent with the provider agreement 
objectives set forth in this paragraph 
(c) may be the basis for termination of 
participation by the Secretary pursuant 
to§ 405.614(a) (1). 

8. Paragraph (a) of § 405.615 is re-
vised to read as follows: 

6. Paragraph <a) of § 405.613 is re-
vised to read as follows: • 
§ 405.613 Termination by provider of 

services. 

§ 405.615 Applicability of termination. 
A termination of an agreement under 

the conditions described in §§ 405.604, 
405.613, m:: 405.614 shall be applicable: 

(b) Where an agreement between a 
provider of services and the Secretary is 
terminated under conditions described in 
§ 405.604, § 405.613, or § 405.614, such in-
stitution or agency shall not file another 
agreement to participate in the health 
insurance benefits program unless the 
Secretary finds that such institution or 
agency has fulfilled (or has made ar-

• rangements satisfactory to the Secretary 
to fulfill) all of the statutory and regu-
latory responsib111ties of its prior agree-
ment with the Secretary. 

10. Section 405.685 ls amended by add-
ing a paragraph (d) to read as follows: 
§ 405.685 Agreements with States pur-

suant to section 1864; general. 
The Secretary shall enter into an 

agreement with any State which ls able 
and willing to do so, under which the 
services of the State health agency or 
other appropriate State agency (or the 
appropriate local agencies) will be uti-
lized by the Secretary: . . 

(d) To review statements obtained 
from each skilled nursing facility setting 
forth (from payroll records) the average 
numbers and types of personnel (in full-
time equivalents) on each tour of duty 
during at least 1 week of each quarter, 
such week to be selected by the survey 
agency and to occur irregularly in each 
quarter of a year. 

Subpart K--Conditions of Participation; 
Skilled Nursing Facilities 

11. Subpart K ls amended by deleting 
§§ 405.1101 through 405.1110. These sec-
tions are superseded by new Subpart T. 
Subpart K ls further amended by revis-
ing the head.Ing as set forth abc,ve, add-
ing a new § 405.1101 and §§ 405.1120 
through 405.1137 to read as follows: 
Sec. 
405.1101 Definitions. 

<a> A provider may terminate a sec-
tion 1866 agreement (and in the case of 
a skilled nursing facility, prior to the end 
of the specified term of such agreement--
see § 405.604) by filing with the Secre-
tary a written notice of its intention to 
terminate such agreement. The notice of 
intent 1Jo terminate shall state the date 
for the termination of the agreement 
(the date must be the first day of a 
month). The Secretary may accept the 
termination date stated in the notice or 
he may set a different date. If the notice 
of termination does not specify the date 
for the termination of the agreement, the 

(a) In the case of inpatient hospital 
services (including inpatient tuberculosis 
hospital services and inpatient psychi-
atric hospital services), or posthospital 
extended care services furnished t.o any 
individual after the effective date of such 
termiru,.tion, except that payment may 
be made for up t.o 30 days with respect 
to such services furnished to any bene-
ficiary who was admitted to the hospital 
or skilled nursing facility pri9r to the 
effective date of the termination. 

405.1120 Compl!ance With Federa.l, State, 
and loca.1 laws. 
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9. Section 405.616 is amended to read 
as follows: 

405.1121 Governing body and management. 
405.1122 Patient care pol!c!es. 
405.1123 Physician services. 
405.1124 Nursing services. 
405.1125 Dietetic services. 
405.1126 Speclal!zed rehabllltnttve services. 
405.1127 Pharmaceutical services. 
405.1128 Laboratory and radiologic services. 
405.1129 Dental services. 
405.1130 Socia.I services. 
405.1131 Patient activities. 
405.1132 Medical records. 
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405.1133 
405.1134 
405.1136 
405.1136 
405.1137 

Trans!er agreement. 
Physical environment. 
lnfectlon control 
Disaster preparedness. 
Utilization review. 

§ 405.1101 Definitions. 

RULES ANO REGULATIONS 

(2) Is experienced in nursing service 
administration and supervision and in 
areas such as rehabilitative or geriatric 
nursing, or acquires such preparation 
through formal staff development pro-grams. 

22<11 
(h) Drug administration. An act in 

As used in this subpart, the following-
definitions apply: 

<a> Administrator of skilled nursing 
facility. A person who: 

In the case of skilled nursing facility 
services in an institution for the men-
tally retarded or in an institution for 
those with mental diseases, or a distinct 
part thereof, a person licensed in another 
category of health care discipline who 
has special training in the care of such 
patients may serve as charge nurse pro-
vided that such person is licensed in such 
category by the State following comple-
tion of a course of training which in-
cluded at least the number of classroom 
and practice hours in all the nursing sub-
jects included in the program of a State-
approved school of practical <vocatlona.J) 
nursing, as evidenced by a report on com-
Parison of the courses in the respective 
curricula to the State agency by the 
agency<les) of the State responsible for 
the llcensure of such personnel. <An in-
stitution Primarily engaged in the care 

which a single dose of a prescribed drug 
or biological ls given to a patient by an 
authorized person in accordance with all 
laws and regulations governing such acts. 
The complete act of administration en-
tails removing an inctividual dooe from 
a previously dispensed, properly labeled 
container <including a unit dose con-
tainer), verifying it with the physician's 
orders, giving the individual dose to the 
proper patient, and promptly recording 
the time and dose given. 

(1) Is licensed as required by State law; or 
(2) It the State does not have a Medi-

caid Program, and has no licensure re-
quirement, is a high school graduate (or 
equivalent), has completed courses in ad-
ministration or management approved by 
the appropriate State agency, and has 3 
years of supervisory management experi-
ence in a skllled nursing fac111ty or re-
lated health program; or 

(3) If the adm1nistrator of a hospital 
in which there 1s a hospital-based dis-
tinct-part skllled nursing fac111ty, in a 
State that does not license skilled nurs-
ing fa.ctllty aclmtn1strators, meets the 
requirements of§ 405.1021(!). 

(i) Drug dispensing. An act entaillng 
the interpretation of an order for a drug 
or biological and, pursuant to that order 
the proper selection, measuring, labeling'. 
Packaging, and issuance of the drug or 
biological for a patient or for a service 
unit of the faclllty. 

(j) Existing buildings, For purposes of 
ANSI Standard No. All 7.1 and minimum 
patient room size (see § 405.1134 (c) and 
<e) > in skilled nursing facll!tles or parts 
thereof whose construction plans are ap-
proved and stamped by the appropriate 

(b) Approved drugs and biologicals. 
Only such drugs and biologicals as are: -

(1) In the case of Medicare: 
(1) Included (or approved for lnclu-

alon) 1n the United States Pharmaco-
poeia, National Formulary, or United 
States Homeopathic Pharmacopoeia; or 

of the mentally retarded or in the treat-
ment of mental diseases cannot qualify 
as a participating skilled nursing facll!ty 
under Medicare.) 

State agency respenslble therefore be-
fore the date these regulations become effective. 

(k) Licensed nursing personnel. Reg-
istered nurses or practical <vocational) 
nurses licensed by the State 1n which 
practicing. 

(11) Included (or approved for lnclu-
61°n> in AMA Drug Evaluations or Ac-
cepted Dental Therapeutics, except for 
any drugs and biologicals unfavorably 
evaluated therein; or 

(111) Not included <nor approved tor 
inclusion) in the compendia listed in 
paragraphs (b) (1) (1) and (b) (1) (11) of 
this section, may be considered approved 
1f such drugs: 

<A> Were furnished to the patient dur-
ing his prior hospitalization, and 

(B) Were approved for use during a 
Prior hospitalization by the hospital's 
Pharmacy and drug therapeutics com-
mittee (or equivalent), and 

(C) Are required for the continuing 
treatment of the patient in the fac1llty. 

(2) In the oase of Medicaid, those 
drugs approved by the State Title XIX agency. 

(c) Charge nurse. A person who ls: 
(1) Licensed by the State in which 

practicing as a: 
(!) Reg1stered nurse; or 
(ii) Practical <vocational) nurse who: 
(A) Is a graduate of a State-approved 

(d) Controlled drugs. Drugs listed as 
being subject to the Comprehensive Drug 
Abuse Prevention and Control Act of 
1970 <Pub. L. 91-513) as set forth in 21 
CFRPart308. 

(e) Dietetic service supervisor. A person who: 
(1) Is a qualified dietitian; or 
(2) Is a graduate of a dietetic techni-

cian or dietetic assistant training pro-
gram, corresponding or classroom, ap-
proved by the American Dietetic Asso-ciation; or 

(3) Is a graduate of a State-approved 
course that provided 90 or more hours of 
classroom instruction in food service 
supervision and has experience as a 
supervisor in a health care institution 
with consultation from a dietitian; or 

(4) Has t,raining and experience in 
food service supervision and management 
in a military service equivalent in con-
tent to the program in paragraph 
<e> (2) or (e) (3) of this section. 

(1) Medical record practitwner (qual-
ified consultant). A i;:erson who: 

<1) Is eligible for certification as a 
registered record administrator (RRA) 
or an accredited record techniciar{ 
<ART). by the American Medical Record 
Association under its requirements 1n 
effect on the publication of this provi-Sion; or 

(2) Is a graduate of a school of med-
ical record science that ls accredited 
jointly by the Council on Medical Edu-
cation of the American Medical Associa-
tion and the American Medical Record 
Association. 

<m> Occupational therapist (qualified 
consultant). A person who: 

(1) Is a graduate of an occupational 
therapy curriculum accredited jointly by 
the Council on Medical Education of the 
American Medical Association and the 
American Occupational Therapy Asso-ciation; or (f) Dietitian (qualified consultant). A 

person who: 
(1) Is eligjble for registration by the 

American Dietetic Association under its 
requirements in effect on the publication 
of this provision. 

(2) Is elig1ble for certification by the 
American Occupational Therapy Associ-
ation under its requirements 1n effect on 
the publication of this provision; or 

school of practical (vocational) nursing; or 
(B) Has 2 years of appropriate expe-

rience following !!censure by waiver as a 
Practical <vocational) nurse, and has 
achieved a satisfactory grade on a profi-
ciency examlnat!on approved by the Sec-
retary, or on a State licensure examina-
tion which the Secretary finds at least 
equivalent to the proficiency examina-
tion, except that such determinations 
Of Proficiency shall not apply with respect 
to persons 1nltially licensed by a State or 
seeking lnltial qualifications as a prac-
tical <vocational) nurse after Decem-
ber 31' 1977; and 

(2) Has a baccalaureate degree with 
major studies in foo<;! and nutrition, 
dietetics, or food sernce management, 
has 1 year of supervisory experience in 
the dietetic service of a health care insti -
tution, and participates annually in con-
tmuing dietetic education. 

(g) Director of nursing services. A 
registered nurse who is licensed by the 
State in which practicing, and has 1 year 
of additional education or experience in 
nursing service administration, as well 

(3) Has 2 years of appropriate experi-
ence as an occupational therapist and 
has achieved a satisfactory grade' on a 
proficiency examination approved by the 
Secretary, except that such determina-
tions of proficiency shall not apply 
with respect to persons initially licensed 
by a State or seeking initial qualifica-
tions as an occupational therapist after 
December 31 , 1977. 

as additional education or experience in 
such areas as rehabilitative or geriatric 
nursing, and participates annually in 
continuing nursi,ng education. 

<11 l Occupational therapy assistant. A person who: 
<1 > Is eligible for certification as a 

certified occupa tlonal therapy asslstan t 
<COTA) by the American Occupational 
Therapy Association under its require-
ments in effect on the publication of this 
provision; or 
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(2) Has 2 years of appropriate experi-
ence as an occupational therapy assist-
ant, and has achieved a satisfactory 
grade on a proficiency examination ap-
proved by the Secretary, except that 
such determination of proficiency shall 
not apply with respect to persons lnl-
tially licensed by a State or seeking ini-
tial qualification as an occupational 
therapy assistant after December 31, 
1977. 

<o> Patient activities coordinator 
(qualified consultant). A person who: 

(1) Is a qualified therapeutic recrea-
tion specialist; or 

(2) Has 2 years of experience 1n a so-
cial or recreational program within the 
last 5 years, 1 year of which was full-
time 1n a patient activities program 1n a 
health care setting; or 

(3) Is a qualified occupational thera-
pist or occupational therapy assistant. 

(p) Pharmacist. A person who: 
(1) Is licensed as a pharmacist by the 

State ln wh,ch practiclng, and 
(2) Has training or experience in the 

specialized functions of institutional 
pharmacy, such as residencies in hos-
pital pharmacy, seminars on institutional 
pharmacy, and related tralning pro-
grams. 

(q) Physical therapist (qualified con-
sultant) : A person who Is licensed as a 
physical therapist by the State in which 
practlclng, and 

(1) Has graduated from a physical 
therapy curriculum approved by the 
American Physical Therapy Association, 
or by the Council on Medical Education 
and Hospitals of the American Medical 
Association, or jointly by the Council on 
Medical Education of the American 
Medical Association and the American 
Physical Therapy Association; or 

(2) Prior to January 1, 1966, was ad-
mitted to membership by the American 
Physical Therapy Association, or Wall 
admitted to registration by the American 
Registry of Physical Therapists, or has 
graduated from a physical therapy cur-
riculum in a 4-year college or university 
approved by a State department of edu-
cation; or 

RULES AND REGULATIONS 

for Physical Therapy, has 1 year of ex-
perience under the supervision of an 
active member of the American Physical 
Therapy Association, and has success-
fully completed a quallfylng examination 
as prescribed by the Amerlcan Physical 
Therapy Association. 

(r) Physical therapist assistant. A 
person who ls licensed as a physical ther-
apist assistant, If applicable, by the State 
in which practicing, and 

(1) Has graduated from a 2-year col-
lege-level program approved by the 
American Physical Therapy Association; 
or 

(2 > Has 2 years of appropriate experi-
ence as a physical therapist assistant, and 
has achieved a satisfactory grade on a 
proficiency examination approved by 
the Secretary, except that such deter-
minations of proftclency shall not apply 
with respect to persons initially licensed 
by a State or seeking initial qualifica-
tion as a physical therapist assistant 
after December 31, 1977. 

(sl Social worker (qualified consult-
antl. A person who ls licensee,, If appli-
cable by the State in which practlclng, 
ls a graduate of a school of social work 
accredited or approved by the Council 
on Social Work Education, and has 1 
vear of social work experience in a health 
~are setting. 

<t> Speech pathologist or audiologist 
(qualified consultant). A person who ls 
licensed, If applicable, by the State In 
which practicing, and 

(l > Is eligible for a certificate of clini-
cal competence in the appropriate area 
(speech pathology or audiology) granted 
by the American Speech and Hearlng As-
sociation under Its requirements 1n effect 
on the publication of this provision; or 

(2> Meets the educational require-
ments for certification, and ls in the 
process of accumulating the supervised 
experience required for certification. 

(1) Is licensed pursuant to such law; 
or 

<2> If not subject to licensure, is ap-
proved by the agency o! the State or 
locality responsible for licensing skllled 
nursing facl!ltles as meeting fully the 
standards established for such licensing, 
and 

<3> Except that a faclllty which for-
merly met fully such liccnsure require-
ments. but is currently determined not 
to meet fully all such requirements, may 
be recognized for a period specified by 
the State standard-setting authority. 

<b> Standard: Licensure or registra-
tion of personnel. Staff of the facility are 
licensed or registered In accordance with 
applicable laws. 

(c) Standard: Conformity with other 
Federal, State, and local laws. The facil-
ity ls In conformity with all Federal, 
State, and local laws relating to fire and 
safety, sanitation, communicable and re-
portable diseases, postmortem proce-
dures, and other relevant health and 
safety requirements. 
§ •105.1121 Condition of participation-

governing body nnd management. 
The skilled nursing facility has an ef-

fective governing body, or designated 
persons so functioning, with full legal au-
thority and responsiblllty for the opera-
tion of the facility. The governing body 
adopts and enforces rules and regulations 
relative to health care and safety of 
patients, to the protection of their per-
sonal and property rights, and to the gen-
eral operation of the facility. The gov-
erning body develops a. written institu-
tional plan that reflects the operating 
budget and capital expenditures plan. 

(3) Has 2 years of appropriate experi-
ence as a physical therapist, and has 
achieved a satisfactory grade on a pro-
ficiency examination approved by the 
Secretary, except that such determina-
tions of proficiency shall not apply with 
respect to persons initially licensed by a 
State or seeking qualification as a physi-
cal therapist after December 31, 1977; or 

(4) Was licensed or registered prior to 
January 1, 1956, and prfor to January 1, 
1970, had 15 years of full-time experience 
ln the treatment of lllness or injury 
through the practice of physical therapy 
ln which services were rendered under 
the order and direction of attendini 
and reterrlng physlclans; or 

<u> Supervision. Authoritative proce-
durnl guidance by a quallfled person for 
the accomplishment of a function or ac-
tivity withln his sphere of competence, 
with initial direction and periodic Inspec-
tion of the actual act of accomplishing 
the function or activity. Unless other-
wise stated in regulations, the supervisor 
must be on the premises If the person 
does not meet assistant-level qualifica-
tions specified 1n these definitions. 

(v) Therapeutic recreatum. specialist 
(qualified consultant). A person who ls 
licensed or registered, If applicable, by 
the State in which practicing, and ls eli-
gible for registration as a therapeutic 
recreation specialist by the National 
Therapeutic Recreation Society (Branch 
of National Recreation and Park Asso-
ciation) under Its requirements In effect 
on publlcatlon of this provision. 

(a) Standard: Disclosure of owner-
ship. The facility supplies full and com-
plete information to the survey agency 
as to the Identity (1) of each person who 
has any direct or indirect ownership in-
terest of 10 per centum or more in such 
sk1lled nursing facility or who ls the 
owner On whole or 1n part) of' any mort-
gage, deed of trust, note, or other obllga-
tlon secured On whole or in part) by 
such sk111ed nursing facility or any o! 
the property or assets of such skilled 
nursing facility, (2) in case a skilled 
nursing facility ls organized as a. corpo-
ration, of each officer and director of the 
corporation, and (3) in case a sk11Ied 
nursing facl!ity ls organized as a part-
nership, of each partner; and promptly 
reports any changes which would affect 
the current accuracy of the information 
so required to be supplled. 

(5) It trained outside the United 
States, was graduated since 1928 from a 
physlcal therapy curriculum approved in 
the country in which the curriculum was 
located and in which there ls a member 
organization of the World Confederation 
tor Physical Therapy, meets the require-
ments for membership In a member or-
ganization of the World Confederation 

§ 405.1120 Condition ol participntion-
complinnce with Federal, State, and 
local laws. 

The skilled nurslng faclllty ls in com-
pliance with applicable Federal, State. 
and local laws and regulations. 

(a) Standard: Licensure. The fac:lllty, 
in any State in which State or applicable 
local law provides tor llcenslng of facili-
ties of this nature: 

(b) Standard: Staffing patterns. The 
facility furnishes to the State survey 
agency Information from payroll records 
setting forth the average numbers and 
types o! personnel (in full-time equiva-
lents) on each tour of duty during at 
least l week of each quarter. Such week 
will be selected by the survey agency. 

(c) Standard: Bylaws. The governing 
body adopts effective patient care poli-
cies and administrative pollcles and by-
laws governing the operation of the fa-
cility, 1n accordance with legal require-
ments. Such pollcies and bylaws are In 
writing, dated, and made available to all 
members of the governlng body which 
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ensures that they are operational, and nel practices. Personnel records are cur- attending physician and other responsl-
reviews and revises them as necessary. rent and available for each employee ble persons in the event of an accident 

(d) Standard: Independent medical and contain sufficient information to involving the patient, or other significant 
evaluation (medical review). The govern- support Placement in the position to change in the patient's physical, mental, 
Ing body adopts policies to ensure that which assigned. Written policies for con- or emotional status, or patient charges, 
the facility cooperates in an effective pro- trol of communicable disease are in b11Iings, and related adminlstratlve 
gram which provides for a regular pro- effect to ensure that employees with matters. Except in a medical emergency, 
gram of independent medical evaluation symptoms or signs of communicable dis- a patient is not transferred or dis-
and audit of the patients in the facility ease or infected skin lesions are not per- . charged, nor is treatment altered radi-
to the extent required by the programs in mitted to work, and that a safe and fl cal!y, without consultation with the pa-
which the facility participates nnclud- sanitary environment for patients and tient or, if he is incompetent, without 
ing, at least annually, medical evaluation personnel exists and incidents and acci- Prior notification of next of kin or spon-of each patient's need for skilled nursing" dents to patients and personnel are re- sor. 

221.3 

facility care). viewed to identify health and safety § ·105.1122 Comlition of participation-Ce) Standard: Administrator. The hazards. Employees are provided, or re- pati<'nt rare policies. governing body appoints a qualified ad- !erred for, periodic health exantinatlons, 
mlnistrator who ls responsible for the , to ensure freedom from communicable The skilled nursing facility has written 
overall management of the facilltv. en- disease. . Policies to govern the continuing skilled 
forces the rules and regulations relative Ch) Standard: Staff development. An •• nursing c_are and_ related medical or 
to the level of health care and safety of ongoing educational program is planned other services ProV1ded. 
patients. and to the protection of their and conducted for the development and ' Ca) Standard: Development and re-
personal and property rights, and plans, improvement of skills of all the facility's. view of patient care policies. The faclilty 
organizes, and directs those responsibili- personnel, including training related to . has PQJlcies, which are developed with 
ties delegated to him by the goyerning problems ~nd needs of the aged, ill. and~ the advice of <and with provision for re-
body. Thrrmgh meetings and periodic re- disabled. Each emoloyee receives appro- Vlew of such policies from time to time, 
ports tl;., .:idml.nlstrator maintains on- pri~te oricntatin1~to the <o,-rntv and its but at least annually, by) a group of 
going liaison among the ·goYerning body, policies. and £0°his posi~~,dC'r:lutles. Professional personnel including one or 
medical and nursing staffs, and other lnservice training includes at least pre- more Physlclans and one or more regls-
professlonal and supervisory staff of the ventlon and control of infections, fire tered nurses, to govern the sk111ed nurs-
facl11ty, and studies and acts upon recom- prevention and safety, accident preven- Ing ca.re and related-.medlcal or other 
mendatlons made by the utlllzatlon re- tlon, confidentlallty of patient informa- services It provides. The policies, which 
view and other committees. In the ab- tion, and Preservation of patient dignity, are avallable to admitting physicians, 
sence of the administrator, an employee lncluding Protection of his privacy and sponsoring agencies, patients, and the 
ls authorized. In writing to act on his Personal and property rights. Rec<1rds are public, reflect awareness of, and provi-
behalf. ' maintaJned which Indicate the content sion for, meeting the total medical and 

(f) Standard: Institutional planning. of. and attendance at, rnch staff develop- psychosocial needs of patients, Including 
The lnstltutlonal plan: ment programs. a~mlsslon, transfer, and discharge plan-

(1) Provides for an annual operating <!) Standard: Use of outside re- mng; _and the ran!l'e of services available 
budget which Includes all anticipated sources. If the faci!lty does not employ a to patients, mcludmg frequency of physl-
lncome and expenses related to items qualified professional person to render a cian visits by each category of patients 
which would, under generally accepted specific service to be ProVided by the fa- admitted. These POiicies also include 
accounting principles, be considered In- cility, there are arrangements for such provisions to protect patients' personal 
come and expense items /except that a _service thr~mgh a written agreement a~d property rights. Medical records and 
nothing In this paragraph shall require with an outside resource--a person or mmutes of staff and committee meetings 
that there be prepared, in connection agency that wlll render direct service to reflect that patient care ls being 
with any budget, an item-by-item Iden- patients or act as a consultant. The re- rendered in accordance with the written 
tlfication of the components of each type sponsibilities, functions, and objectives, paUent care p01lcles, and that utllization 
of anticipated expenditure or income) and the terms of agreement, including reV1ew committee recommendations re-

(2) Provides for a capital expenditure; financial arrangements and charges, of garding the policies are reviewed and 
Plan for at least a 3-year period (lnclud- each such outside resource are deline- necessary steps taken to ensure compll-
ing the year to which the operating ated in writing and signed by an author- ance. 
budget described in paragraph (1) of ized representative of the facility and (b) Standard: Execution of patient 
this section is applicable) which includes the Person or the agency providing the care policies. The facility has a physl-
and identifies in detail the anticipated service. The agreement specifies that the clan, a. registered nurse, or a medical 
sources of financing for, and the objec- facility retains professional and admin- staff, designated in writing, to be respon-
tives of, each anticipated expenditure in istrative responsibility for the services sible for the execution of such p0licies. 
excess of $100,000 related to the acqui- rendered. The financial arrangements If the responsibility for day-to-'day exe-
sition of land, the improvement of land provide that the outside resource b111 the cution of p,itlent care policies has been 
buildings, and equipment, and the re: facility for covered services (either Part delegated to a registered nurse, the fa-
Placement, modernization, and expansion A or B for Medicare beneficiaries) cility makes available an advisory physl-
of the buildings and equipment which rendered directly to the patient, and cian from whom she receives medical 
would, under generally accepted account- that receipt of payment from the pro- guidance. 
ing principles, be considered capital gram(s) to the facility for the services § 40.~.1123 Condition of parri,·ipation-
items, discharges the liability of the beneficiary pl,y~ic·inn •<'rvire,;, <3> Provides for review and updating or any other person to pay for the serv-
at least annually, and ices. The outside resource, when acting as 

(4) Is prepared, under the direction a consultant, apprises the administrator 
of the governing body of the institution, of recommendations,. pl~ns for imple-
by a committee consisting of represent- mentatlon, and contmumg assessment 
atives of the governing body, the ad- thro_ugh dated, signed reports, which are 
rnlnistrative staff, and the organized retame~ by the adm1nls!rator for follow-
rnedical staff (if any) of the institution. up action and. evaluation of perform-

(g) Standard: Personnel policies and ~nee. <See reqwrement under each serv-
Procedures. The governing body, through 1ce--H 405.1125 thro'.1gh ~05.1132.) 

Patients 1n need of skilled nursing or 
rehabl!itative care are admitted to the 
fac111ty only upon the recommendation 
of, and remain under the care of, a physi-
cian. To the extent feasible, each patient 
or his sponsor designates a personal 
physician. 

the administrator, is responsible for im- . (J) Standard: Not1ficat1':'n of changes 
Plementlng and maintaining written in patient status. The facility has appro-
Personnel policies and procedures that Priate written policies and procedures 

• su~nort sonnd pµtiPnt c~r,- -ind person- relating to notification of the patient's rent medical findings, diagnoses, and ,., 
I . ...J 

<al Standard: Medical findings and 
physicians' orders at time of admissum.. 
There ls made available to the facility, 
Prior to or at the time of admission, 
patient Information which Includes cur-

.._ 
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orders from a. physician for Immediate 
ca.re of the patient. Information a.bout 
the reha.b!l!ta.tlon potential of the patient 
and a summary of prior treatment a.re 
made available to the facility at the time 
of admission or within 48 hours there-
after. 

(b) Standard: Patient supervision by 
physician. The facility has a Policy that 
the health care of every patient must be 
under the supervision of a physician who, 
based on a medical evaluation of the 
patient's !mmediate and long-term needs, 
prescribes a planned regimen of total 
patient care. Each attending physician 
is required to make arrangements for the 
medical care of his patients in his ab-
sence. The medical evlauation of the 
patient is based on a physical examina-
tion done within 48 hours of admission 
unless such examination was performed 
within 5 days prior to admission. The 
patient Is seen by his attending physician 
at least once every 30 days for the first 
90 days following admission. The pa-
tient's total program of care (including 
medications and treatments) is reviewed 
during a Visit by the attending physician 
at least once every 30 days for the first 
90 days, and 11eVised as necessary. A 
progress note is written and signed by 
the physician at the time of each visit, 
and he signs all his orders. Subsequent 
to the 90th day following admission, an 
alternate schedule for physician visits 
may be adopted where the attending 
physician determines and so justifies in 
the patient's medical record that the 
patient's condition does not necessitate 
visits at 30-day intervals. This alternate 
schedule does not apply for patients who 
require specialized rehabilitative services, 
in which case the review must be in ac-
cordance with § 405.1126(b). At no time 
may the alternate schedule exceed 60 
days between Visits. If the physician de-
cides upon an alternate schedule of visits 
of more than 30 days for a patient, (1) 
in the case of a Medicaid benefits recip-
ient, the facility notifies the State Medic-
aid agency of the change in schedule, 
including justification, and (2) the utili-
zation review committee or the medical 
review team (see § 405.1121 (d) ) promptly 
reevaluates the patient's need for 
monthly physician visits as well as his 
continued need for skilled nursing facil-
ity services <see § 405.1137(d)). If the 
utilization review committee or the med-
ical review team does not concur in the 
schedule of visits at intervals of more 
than 30 days, the alternate schedule is 
not acceptable. 

(c) Standard: Availability of physi-
cians for emergency patient care. The 
facility has written procedures, avail-
able at each nurses station, that pro-
vide for having a physician ava!lable 
to furnish necessary medical care in 
case of emergency. 
§ 405.1124 Condition of participation-

nursing services. 
The skilled nursing facll!ty provides 

24-hour service by licensed nurses, in-
cluding the services of a registered nurse 
at least during the day tour of duty 5 
days a week. There Is an organized nurs-
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ing service with a sufficient number of 
qualified nursing personnel to meet the 
total nursing needs of all patients. 

(a) Standard: Director of nursing serv-
ices. The director of nursing services is a 
qualified registered nurse employed full-
time who has, in writing, administrative 
authority, responsibility, and account-
ability for the functions, activities, and 
training of the nursing services staff, and 
serves only one facility in this capacity. 
If the director of nursing services has 
other institutional responsibilities, a 
qualified registered nurse serves as her 
assistant so that there is the equivalent 
of a full-time director of nursing services 
on duty. The director of nursing services 
is responsible for the development and 
maintenance of nursing service objec-
tives, standards of nursing practice, nurs-
ing policy and procedure manuals, writ-
ten job descriptions for each level of 
nursing personnel, scheduling of daily 
rounds to see all patients, methods for 
coordination of nursing services with 
other patient services, for recommending 
the number and levels of nursing person-
nel to be employed, and nursing staff 
develoDment (see § 405.1121 (h)). 

(b) Standard: Charge nurse. A reg-
istered nurse, or a qualified licensed prac-
tical (vocational) nurse, Is designated as 
charge nurse by the director of nursing 
services for each tour of duty, and Is 
responsible for supervision of the total 
nursing activities in the facility during 
each tour of duty. The director of nursing 
services does not serve as charge nurse 
in a facility with an average daily total 
occupancy of 60 or more patients. The 
charge nurse delegates responsibility to 
nursing personnel for the direct nursing 
care of specific patients during each tour 
of duty, on the basis of staff qualifica-
tions, size and physical layout of the 
facility, characteristics of the patient 
load, and the emotional, social, and nurs-
ing care needs of patients. 

(c) Standard: Twenty-four-hour nurs-
ing service. The facility provides 24-hour 
nursing service which Is sufficient to meet 
nursing needs in accordance with the 
policies developed as provided in 
§ 405.1122(a) on patient care policies. 
The Policies ensure that each patient re-
ceives treatments, medications, and diet 
as prescribed, and rehabilitative nursing 
care as needed; receives proper care to 
prevent decubitus ulcers and deformities, 
and is kept comfortable, clean, well-
groomed, and protected from accident, 
injury, and infection; and encouraged, 
assisted, and trained in self-care and 
group activities. Nursing personnel, in-
cluding at least one registered nurse on 
the day tour of duty 5 days a week, li-
censed practical (vocational) nurses, 
nurse aides, orderlies, and ward clerks, 
are assigned duties consistent with their 
education and experience, and based on 
the characteristics of the patient load 
and the kinds of nursing skills needed to 
provide care to the patients. Weekly time 
schedules are maintained and indicate 
the number and classification of nursing 
personnel, including relief personnel, who 
worked on each unit for each tour of 
duty. 

(d) Standard: Patient care plan. In 
coordination with the other patient care 
services to be provided, a written patient 
care plan for each patient is developed 
and maintained by the nursing service 
consonant with the attending physician's 
plan of medical care, and is implemented 
upon admission. The plan Indicates care 
to be given and goals to be accomplished 
and which professional service is respon-
sible for each element of care. The pa-
tient care plan is reviewed, evaluated, 
and updated as necessary by all profes-
sional personnel involved in the care of 
the patient. 

Ce> Standard: Rehabilitative nursing 
care. Nursing personnel are trained in 
rehabilitative nursing, and the facility 
has an active program of rehabilitative 
nursing care which is an integral part of 
nursing service and is directed toward 
assisting each patient to achieve and 
maintain an optimal level of self-care 
and independence. Rehabilitative nurs-
ing care services are performed daily for 
those patients who require such service, 
and are recorded routinely. 

(f) ' Standard: Supervision of patient 
nutrition. Nursing personnel are aware of 
the nutritional needs and food and fluid 
intake of patients and assist promptly 
where necessary in the feeding of pa-
tients. A procedure is established to in-
form the dietetic service of physicians' 
diet orders and of patients' dietetic prob-
lems. Food and fluid Intake of patients 
is observed, and deviations from normal 
are recorded and reported to the charge 
nurse and the physician. 

(g) Standard: Administration of 
drugs. Drugs are administered in com-
pliance with State and local laws. Proce-
dures are established by the pharmaceu-
tical services committee (see § 405.1127 
(d) ) to ensure that drugs are checked 
against physicians' orders, tha.t the pa-
tient is identified prior to administration 
of a drug, and that each patient has an 
individual medication record and that 
the dose of drug administered to that 
patient Is properly recorded therein by 
the person who administers the drug. 
Drugs and biologicals are administered 
as soon as Possible after doses are pre-
pared, and are administered by the same 
person who prepared the doses for ad-
ministration, except under single unit 
dose package distribution systems. (See 
§ 405.ll0l(h) .) 

(h) Standard: Conformance with phy-
sicians' drug orders. Drugs are adminis-
tered In accordance with written orders 
of the attending physician. Drugs not 
specifically limited as to time or number 
of doses when ordered are controlled by 
automatic stop orders or other methods 
in accordance with written policies. 
Physicians' verbal orders for drugs are 
given only to a licensed nurse, pharma-
cist, or physician and are immediately 
recorded and signed by the person re-
ceiving the order. (Verbal orders for 
Schedule II drugs are permitted only in 
the case of a bona fide emergency situa-
tion.) Such orders are countersigned by 
the attending physician within 48 hours. 
The attending physician is notified of an 
automatic stop order prior to the last 
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dose so that he may decide if the ad~ 
ministration of the drug or biological ts 
to be continued or altered. 

or consultation from the dietitian and 
advice from the physician whenever nec-
essary_ A current therapeutic diet man-
uaJ approved by the dietition is readily 
available to attending physicians and 
nursing and dietetic service personnel. 

(b) Standard: Plan of care. Rehabili-
tative services are provided under a writ-
ten plan of care, initiated by the attend-
ing physician and developed In consul-
tation with appropriate therapist(s) and 
the nursing service. Therapy is provided 
only upon written orders of the attending 
physician. A report of the patient's prog-
ress is communicated to the attending 
physician within 2 weeks of the initiation 
of specialized rehabilitative services. The 
patient's progress ls thereafter reviewed 
regularly, and the plan of rehabilitative 
care is reevaluated as necessary, but at 
least every 30 days, by the physician and 
the therapist<s>. 

(I) Standard: Storage of drugs and 
biologicals. Procedures for storing and 
disPOSing of drugs and biologicals are 
established by the pharmaceutical serv-
ices committee. In accordance with State 
and Federal laws, all drugs and biologi-
cals, are stored in locked compartments 
under proper temperature controls and 
only authorized personnel have access 
to the keys. Separately locked, perma-
nently affixed compartments are pro-
vided for storage of controlled drugs 
listed in Schedule II of the Comprehen-
sive Drug Abuse Prevention & Control 
Act of 1970 and other drugs subject to 
abuse, except under single unit package 
drug o.1strlbutlon systems in which the 
quantity stored ls minimal and a missing 
dose can be readily detected. An emer-
gency medication kit approved by the 
pharmaceutical services committee is 
kevt readily available. 

(d) Standard: Frequency of meals. At 
least three meals or their equivalent are 
served daily, at regular hours, \\ith not 
more than a 14-hour span between sub-
stantial evening meal and breakfast. To 
the extent medically Possible, bedtime 
nourishments are offered routinely to all 
patients. 

§ 405.1125 Condition of participalion-
dictelic services. 

The skilled nursing facility provides a 
hygienic dietetic service that meets the 
dally nutritional needs of patients en-
sures that special dietary needs are' met 
and provides palatable and attractiv~ 
meals. A facllity that has a contract with 
an outside food management company 
may be found to be In compliance with 
this condition provided the facllity and/ 
or company meets the standards listed 
herem. 
. (a) Standard: Staffing. Overall super-

visory resPonsibility for the dietetic serv-
ice is assigned to a full-time qualified 
dietetic service supervisor. If the dietetic 
service supervisor is not a qualified dieti-
tian he functions with frequent, regularly 
scheduled consultation from a person so 
qualified. <See § 405.1121 (I).) In addi-
tion, the facility employs sufficient sup-
portive personnel competent to carry out 
the functions of the dietetic service. Food 
service personnel are on duty daily over 
a period of 12 or more hours. If consult-
ant dietetic services are used, the con-
sultant's visits are at appropriate times 
and of ~ufficient duration and frequency 
to Provide continuing liaison with medi-
cal and nursing staffs, advice to the ad-
ministrator, patient counseling, guidance 
to the supervisor and staff of the dietetic 
service: approval of all menus, and par-
ticipation in development or revision of 
dietetic policies and procedures and in 
Planning and conducting inservice edu-
cation programs (see§ 405.112l(h)). 

(b) Standard: Menus and nutritional 
adequacy, Menus are planned and fol-
lowed to meet nutritional needs of pa-
tients in accordance with physicians' 
orders and, to the extent medically pos-
sible, In accordance w1th the recom-
mended dietary allowances of the Food 
and Nutrition Board of the National 
Re_search Council National Academy of 
Sciences. 

<c) Standard: Therapeutic diets. 
Therapeutic diets are prescribed by the 
attending physician. Therapeutic menus 
are Planned In writing, and prepared 
and served as ordered, with supervision 

<e> Standard: Preparation and service· 
of food. Foods are prepared by methods 
that conserve nutritive value, flavor, and 
appearance, and are attractively served 
at the proper temperatures and in a form 
to meet individual needs. If a patient re-
fuses food served, appropriate substitutes 
of similar nutritive value are offered 

(f) Standard: Hygiene of stat!. Die-
tetic service personnel are free of com-
municable diseases and practice hygienic 
food-handling techniques. In the event 
food service employees are assigned 
duties outside the dietetic service, these 
duties do not interfere with the sanita-
tion, safety, or time required for dietetic 
work assignments. <See § 405.1121(g) .) 

. (c) Standard: Documentation of serv-
ices. The physician's orders the plan of 
rehabilitative care, servlc~ rendered 
evaluations of progress, and other perti~ 
nent information are recorded in the pa-
tient's medical record, and are dated and 
signed by the physician ordering the 
service and the person who provided the 
sernce. 

(g) Standard: Sanitary conditions 
Food is procured from sources approved 
or considered satisfactory by Federal 
State, or local authorities, and stored' 
prepared, distributed, and served unde; 
sanitary conditions. Waste is disPosed of 
properly. Written reports of inspections 
by State and local health authorities are 
on file at the facility, with notation made 
of action taken by the facility to comply 
with any recommendations. 
§ 405.1126 Condition of partidpntion-

specializcd rehabilitative services. 
In addition to rehabilltatlve nursing 

_<§ 405.1124(e)), the skilled nursing facil-
ity provides, or arranges for, under writ-
ten agreement, specialized rehabilitative 
services by qualified personnel <i.e., phys-
ical therapy, speech pathology and au-
diology, and occupational therapy) as 
needed by patients to improve and main-
tain functioning. These services are pro-
vided upon the written order of the 
patient's attending physician. Safe and 
adequate space and equipment are avail-
able, commensurate with the services 
offered. If the facility does not offer such 
services directly, it does not admit nor 
retain patients in need of this care unless 
provision is made for such services under 
arrangement with qualified outside re-
sources under which the facility assumes 
professional and financial responsibil-
ities for the services rendered. <See 
§ 405.1121(1).) 
. (a) St<;tn<!,ard: Organization and staff-
ing. Specialized rehabilitative services are 
provided, In accordance with accepted 
P:ofessional practices, by qualified thera-
pists or by qualified assistants or other 
SUPPortlve personnel under the super-
vision of qualified therapists. Written 
administrative and patient care policies 
and procedures are developed for reha -
b!lltative services by appropiiate thera-
pists and representatives of the medical 
administrative, and nursing staffs. ' 

(d) Standard: Qualifying to provide 
outpatient physical therapy services. If 
the facility provides outpatient physical 
therapy services, it meets the applicable 
health and safety regulations pertaining 
to such services as are Included in Sub-
part Q of this part. (See § § 405 1719 · 
405.1720; 405.1722 (a) and Cb) (1). (2), 
(3) (i), (4), (5), (6), (7), and (8): and 
405.1725.) ' 
§ 405.1127 Condition of pnrticipation-

pharmaceutical eervices. 
The skilled nursing facility provides 

appropriate methods and procedures for 
the dispensing and administering of 
d:11gs and biologicals. Whether drugs and 
biolog!~als _are obtained from community 
or institutional pharmacists or stocked 
by the facility, the facility is responsible 
for providing such drugs and biologicals 
for its patients, insofar as they are cov- . 
~red under the programs, and for ensur-
mg that pharmaceutical services are pro-
vided in accordance with accepted 
professional principles and appropriate 
Federal, State, and local laws. (See 
§ 405.1124 (g), (h), and (I).) 

(a) Standard: Supervision of services. 
The pharmaceutical services are under 
the general supervision of a qualified 
pharmacist who Is respansible to the 
admini~trative stafl' for developing, co-
ordmatmg, and supervising all pharma-
ceutical services. The phannacist (If not 
a full-time employee) devotes a sufficient 
nun1ber of hours, based upon the needs 
of the facility, during regularly sched-
uled_ visits to carry out these resp0n-
sibl11ties. The pharmacist reviews the 
drug regimen of each patient at least 
monthly, and reports any irregularities 
to the medical director and administra-
tor. The pharmacists subm!t.s a written 
repart at leil,St quarterly to the pharma-
ceutical services committee on the status 
of the facility's pharmaceutical service 
and staff performance. 

(b) Standard: Control and account-
ability. The pharmaceutical service has 
procedures for control and accountabil-
ity of all drugs and biologicals through-
out the facility. Only approved drugs and 
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biologicals are used the facility, and 
are dispensed in compliance with Federal 
and State laws. Records of receipt and 
disposition of all controlled_ drugs are 
maintained in sufficient detail to enable 
an accurate reconciliation. The pharma-
cist determines that drug records are m 
order and that an acc~unt of all con-
trolled drugs is maintamed and recon-

§ 405.1129 Condition of participation-
dental services. 

The skilled nursing facility has satis-
factory arrangements to assist patients 
to obtain routine and emergency _dental 
care (See § 405.1121 (1) .) (The basic Hos-
pital Insurance Prog~a1:1 does. not cover 
the services of a det1t1st ma ~killed nurs-
ing facility in connect10n with the care, 
treatment, filling, removal, or replace-
ment of teeth or structures supportmg 
the teeth; and only certain oral surg_ery 
is included in the Supplemental Medical 

easily s.ccessible to patients and medical 
and other staff, and ensure privacy for 
interviews. 

(cl standard: Records and confiden-

ciled. . d (cl standard: Labeling of drugs an 
biologicals. The labeling of drugs and 
biologicals is based on curren~ly accepted 
professional principles, and mcludes the 
appropriate accessory and ca1;1t10~ary m-
structions, as well as the expn-at10n date 
when applicable. . 

(dl Standard: Pharmaceutical se~v-
ices committee. A pharmaceutical se1 v-
ices committee (or its equivalent) de-
velops written policies and procedures 
for safe and effective drug -therapy, dis-
tribution, control, and use. The com-
mittee is comprised of at least the phar-
macist, the director of nursmg serVIces, 
the administrator, and one phys1c~an. 
The committee oversees pharmaceutical 
service in the facility, _makes recommen-
dations for improvement, and momtors 
the service to ensure its accuracy and 
adequacy. The committee meets at least 
quarterly and documents its act1v1t1es, 
findings, and recommendat10ns. 
§ 405.1128 Condition of p~rticip'.'tion-

laboratory and radioloit1c services. 
The skilled nursing facility has pr?vi-

sion for promptly obtaining required 
laboratory, X-ray, and other diagnoot1c 
services. . 

(a) Standard: Provision for services. 

Insurance Program.) . 
(a) standard: Advisory dentist. An 

advisory dentist participates in the staff 
development program for nursmg and 
other appropriate personnel (see § 4_Q5.-
112Hh)), and recommends oral hygiene 
policies and practices for the care of 
patients. 

<b) standard: Arrangements for out-
side services . The facility has a coopera-
tive agreement with a dental service. and 
maintains a list of dentists in the com-
munity for patients who_ ~o not. have a 
private dentist. The fac11Ity assists the 
patient. if necessary, m arranging . fo,r 
transportation to and from the dentists 
office. 
§ '105. l] 30 Condition of participation-

social scrvit:cs. 
The skilled nursing facility has satis-

factory arrangements for identlfyin~ the 
medically related social and emotional 
needs of the patient. It is not mand~tory 
tllat the skillec! nursing fac11Ity itself 
provide social services in order to par-
ticipate in the program. If the f~c11Ity 
does not provide social serv_ices, it_ has 
written procedures for refen·mg pat1~nts 
in need of social services to appropnate 
social agencies. If social services are_ of-
fered by the facility, they are proVIded 
under a clearly defined plan, by qualified 
persons, to assist each ~atient to adiust 
to the social and emotional aspects of 
his illness, treatment, and stay in the 
facility. . 

tiality of social data. Records of perti-
nent social data about personal and fam-
ily problems medically related to the pa-
tient's illness and care, and of ac_t1on 
taken to meet his needs, are mamtamed 
in the patient's medical record. If social 
services are provided by an outside re-
source, a record is maintained of each 
referral to such resource. Pollcies and 
procedures are established f?r e1;sun;1g 
the confidentiality of all patients social 
information. 
§ 405.l 131 C~n.d_i1ion of participalion-

palicnl act,·nhcs. 
The skilled nursing facility prnvides 

for an activities program, appropriate to 
the needs and interests of each patient. to 
encourage self care, resumption of nor-
mal activities, and maintenance. of. an 
optimal level of psychosocial _funct10m:ig. 

(a) Standard: Responsibility for _pi::-
tient activities. A member of the facility s 
staff is desig11ated as responsible _for the 
patient activities progr'.'-m. If he IS not a 
qualified patient activ1t1es coordmator, 
he functions with frequent, regularly 
scheduled consultation from a person so 
qualified. (See § 405.1121 (i) .>_ .. 

(b) Standard: Patient activities pro-
gram. Provision is made fo_r _an ongomg 
program of meaningful act1v1t1es appro-
priate to the needs and interests of 
patients. designed to promote oppor-
tunities for engaging in normal pursuits, 
including religious activities of . their 
choice, if any. Each patient's acti;nties 
program is approved by tl:1,e pat1e_nt s at-
tending physician as not m co~~~t with 
the treatment plan. The ac~1v1t1es are 
designed to promote the physical, s?cml, 
and mental well-being of the patients. 
The facility makes available adequate 
space and a variety of supphes a_nd 
equipment to satisfy the individual m-
terests of patients (see § 405.1134(g) >. 

(a) Standard: Social service functwns. 
The medically related social and emo-
tional needs of the patient are identified 
and services provided to meet. them, 
either by qualified staff of the facility, or 
by referral, based on established proce-
dures, to appropriate social '.1-gencles. If 
financial assistance is indicated, ar-
rangements are made promptly for re-
ferral to an appropriate agency. The 
patient and his family or responsibl,e 
person are fully informed of the patients 
personal and property rights. 

§ 405.1132 Condition of participation-
1ncdical rccord1;;. 

The facility maintains clinical (medi-
cal) records on all patients in accord-
ance with accepted professional stand-
ards and practices. The medical_ record 
service has sufficient staff, facll1t1es, and 
equipment to provide medical records 
that are completely and accurately docu-
mented, readily accessible, and syste_m-
atically organized to facilitate retrieVIng 
and compl!lng information. 

If the facility provides its own laboratory 
and X-ray services, these_ meet the ap-
plicable conditions establlshed for _cer-
tification of hospitals that are contamed 
in §§ 405.1028 and 405.1029, respectively. 
If the facility itself does not provide 
such services, arrangements arc made for 
obtaining these services from a physi-
cian's office, a participating hospital or 
skilled nursing facility, or a portable 
X-ray supplier or independent laboratory 
which is approved to provide these s~rv-
ices under the program. All such services 
are provided only on the orders of_ the 
attending physician, who IS noti_fied 
promptly of the findings. The f~c11Ity 
assists the patient, if necessary, m ar-
ranging for transportation to and from 
the source of service. Signed and dated 
reports of a clinical labor~tory, X-ray, 
and other diagnootic services are filed 
with the patient's medical record. 

(bl standard: Blood and blood prod-
ucts. Blood handling and storage faci11-
,ties are safe, adequate, and ~roperly 
supervised. If the facility proVIdes for 
maintaining and transfusing blood and 
blood products, it meets the condit_ions 
established for certification of hospitals 
that are contained in § 405.1028(J). 
If the facility does not provide its own 
facilities but does provide transfusion 
services alone, it meets at least the re-
quirements of § 405.10280) (1), (3), (4), 
(6), and (9). 

(b) Standard: Staffing. If the facility 
offers social services, a member of the 
staff of the faclllty is designated as re-
sponsible for social services. If the desig-
nated person is not a qualified social 
worker, the facility has a written agree-
ment with a qualified social worker_ or 
recognized social agency for consultat10n 
and assistance on a regularly schedul~d 
basis. (See § 405.1121 (1) .) The social 
service also has sufficient supportive per-
sonnel to meet patient needs. Facilities 
are adequate for social service personnel, 

(a> Standard: staffing. overa)l super-
visory responsibility for the medical rec-
ord service is assigned to a full-time 
employee of the facility. The facility also 
employs sufficient supportive pe~sonnel 
competent to carry out the functions ~f 
the medical record service. If the m_ed1-
cal record supervisor is not a qualified 
medical record practitioner, this per-
son functions with consultation fro1:1 a 
person so qualified. (See § 405.1121 (1) .) 

(bl Standard: Protection of. medical 
record information. The f3:C1llty safe-
guards medical record 1nformat10n 
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against loss, destruction, or unauthorized 
use. 

(c) Standard: Content. The medical 
record contains sufficient information to 
identify the patient clearly, to justify the 
diagnosis and treatment, and to docu-
ment the results accurately. All medical 
records contain the following general 
categories of data: Documented evidence 
of assessment of the needs of the patient, 
of establishment of an appropriate plan 
of treatment, and of the care and services 
provided; authentication of hospital 
diagnoses (discharge summary, report 
from patient's attending physician. or 
transfer form), identification data and 
consent forms, medical and nursing his-
tory of patient, report of physical exami-
nation(s), diagnostic and therapeutic 
orders, observations and progress notes, 
reports of treatments and clinical find-
ings, and discharge summary including 
final diagnosis and prognosis. 

(d) Standard: Physician documenta-
tion. Only physicians enter or authenti-
cate in medical records opinions that re-
quire medical judgment (in accordance 
with medical staff bylaws, rules, and 
regulations, if applicable). Each physi-
cian signs his entries into the medical 
record. 

(e) Standard: Completion of records 
and centralization of reports. Current 
medical records and those of discharged 
patients are completed promptly. All 
clinical information pertaining to a pa-
tient's stay ls centralized in the patient's 
medical record. 

(f) Standard: Retention and preser-
vation. Medical records are retained for 
a period of time not less than that deter-
mined by the respective State statute, 
the statute of limitations in the State, or 
5 years from the date of discharge in the 
absence of a State statute, or, in the 
ca.se of a minor, 3 years after the patient 
becomes of age under State law. 

(g) Standard: Indexes. Patients' med-
ical records are indexed according to 
name of patient and final diagnoses to 
facilitate acquisition of statistical medi-
cal information and retrieval of records 
for research or administrative action. 

(h) Standard: Location and facilities. 
The facility maintains adequate facili-
ties and equipment, conveniently located, 
to provide efficlen t processing of medical 
records (reviewing, indexing, filing, and 
prompt retrieval). 
§ 405.1133 Condilion of participation-

transfer Ul,!reen1cnt. 
The skilled nursing facility has in 

effect a transfer agreement with one or 
more hospitals approved for participation 
under the programs, which provides the 
basis for effective working arrangements 
under which inpatient hospital care or 
other hospital services are available 
promptly to the facility's patients when 
needed. (A facility that has been unable 
to establish a transfer agreement with 
the hospitaHs) in the community or 
service area after documented attempts 
to do so is considered to have such an 
agreement in effect.> 

(a) Standard: Patient transfer. A hos-
t>ltal and a skilled nursing facility shall 
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be considered to have a transfer agree-
ment in effect if, by reason of a written 
agreement between them or (in case the 
two institutions are under common con-
trol) by reason of a written undertaking 
by the person or body which controls 
them, there is reasonable assurance that: 

(1) Transfer of patients will be ef-
fected between the hospital and the 
skilled nursing facility, ensuring timely 
admission, whenever such transfer Is 
medically appropriate as determined by 
the attending physician, and 

(2) There will be interchange of medi-
cal and other information necessary or 
useful in the care and treatment of in-
dividuals transferred between the insti-
tutions, or in determining whether such 
individuals can be adequately cared for 
otherwise than ir. either of such insti-
tutions, and 

(3) Security and accountability for 
patients' personal effects are provided on 
tra.nsfer. 
Any skilled nursing facility which does 
not have such agreement in effect, but 
which is found by a State agency (of the 
State in which such facility is situated) 
with which an agreement under sec-
tion 1864 ls in effect (or, in the case 
of a State in which no such agency 
has an agreement under 1864, by 
the Secretary) to have attempted in 
good faith to enter into such an agree-
ment with a hospital sufficiently close to 
the facility to make feasible the transfer 
between them of patients and the infor-
mation referred to in paragraph (a) (2) 
of this section, shall be considered to 
have such an agreement in effect if and 
for so long as such agency (or the Sec-
retary, as the case may be) finds that to 
do so is in the public interest and essen-
tial to ensuring skilled nursing facility 
services for persons in the community 
who are eligible for payments with re-
spect to such services under the 
programs. 
§ 405. J 134 Condition of participation-

Physical environn1cnt. 

The skilled nursing facility is con-
structed, equipped, and maintained to 
protect the health and safety of patients, 
personnel, and the public. 

<a) Standard: Life safety from fire. 
The skilled nursing facility meets such 
provisions of the Life Safety Code of the 
National Fire Protection Association 
(21st Edition, 1967) as are applicable to 
nursing homes; except that, in consider-
ation of a recommendation by the State 
survey agency, the Secretary may waive, 
for rnrh periods as deemed appropriate, 
specific provisions of such Code which, 
if rigidly applied, would result in un-
reasonable hardship upan a skilled nui·s-
ing facility, but only if such waiver will 
not adversely affect the health and safety 
of the patients; and except that the pro-
visions of such Code shall not apply in 
any State if the Secretary finds, in ac-
cordance with applicable provisions of 
section 1861(j) 03) of the Social Secu-
rity Act, that in such State there is in 
effect a fire and safety code, imposed by 
State law, which adequately protects pa-
tients in skilled nursing facilities. Where 
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waiver permits the participation of an 
existing facility of two or more stories 
which is not of at least 2-hour fire resis-
tive construction, blind, nonarnbulatory, 
or physically handicapped patients are 
not housed above the street level floor 
unless the facility is of 1-hour protected 
noncombustible construction (as defined 
in National Fire Protection Association 
Standard No. 220), fully sprinklered 1-
hour protected ordinary construction, or 
fully sprinklered 1-hour protected wood-
frame construction. Nonflammable med-
ical gas systems, such as oxygen and 
nitrous oxide, installed in the facility 
comply with applicable provisions of Na-
tional Fire Protection Association Stand-
ard No. 56B (Standard for the Use of In-
halation Therapy) 1968 and National 
Fire Protection Association Standard 
No. 56F (Nonflammable Medical Gas 
Systems) 1970. 

(b) Standard: Emergency power. The 
facility provides an emergency source of 
electrical power necessary to protect the 
health and safety of patients in the event 
the normal electrical supply is inter-
rupted. The emergency electrical power 
system must supply power adequate at 
least for lighting in all mea.ns of egress; 
equipment to maintain fire detection, 
alarm, and extinguishing systems; and 
life support systems. Where life support 
systems are used, emergency electrical 
service is provided by an emergency gen-
erator located on the premises. 

<c) Standard: Facilities for physically 
handicapped. The facility is accessible to, 
and functional for, patients, personnel, 
and the public. All nece.ssary accommo-
dations are made to meet the needs o! 
persons with semiambulatory disabili-
ties, sight and hearing disabilities, dis-
abilities of coordination, as well as 
other disabilities, in accordance with 
the American National Standards Insti-
tute <ANSI) Standard No. A117.1, Amer-
ican Standard Specifications for Making 
Buildings and Facilities Accessible to, 
and Usable by, the Physically Handi-
capped. The Secretary (or in the case of 
a facility participating as a skilled nurs-
ing facility under title XIX only, the 
survey agency-see § 249.33(al 0) (i) of 
this title) may waive in existing build-
ings, for such periods as deemed appro-
priate, specific provisions of ANSI Stand-
ard No. All 7 .1 wh1ch, if rigidly enforced, 
would result in unreasonable hardship 
upon the facility, but only if such waiver 
will not adversely affect the health and 
safety of patients. 

(d) Standard: Nursing unit. Each 
nursing unit has at least the following 
basic service areas: Nurses station, stor-
age and preparation area(s) for drugs 
and biologicals, and utility and storage 
rooms that are adequate in size, con-
veniently located, and well lighted to 
facilitate staff functioning. The nurses 
station is equipped to register patients' 
calls through a communication system 
from patient areas, including patient 
rooms and toilet and bathing facilities. 

(e) Standard: Patient rooms and 
toilet facilities. Patient rooms are de-
signed and equipped for adequate nurs-
ing care and the comfort and privacy 
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f ventilation through windows or mechanl-of patients, and have no more than our !cal means or a combination of both. beds except In facilities prlma.rily for 
the M of the mentally Ill and/or re-
tarded where there shall be no more 
than 12 beds per room. (An institution 
primarily engaged in the care of the 
mentally retaraed or In the treatment of 
mental diseases cannot quallfy as a par-
ticipating skilled nursing facility under 
Medicare.) Single patient rooms measure 
at least 100 square feet, and multipatient 
rooms provide a minimum of 80 square 
feet per bed. The Secretary (or in_ the 
case of a facility participating as a skilled 
nursing facility under title XIX only, the 
survey agency-see § 249.33(a) (1) (i) of 
this title) may permit variations in in-
dividual cases where the facility d~m_on-
strates in writing that such var1at1ons 
are in accordance with the particular 
needs of the patients and will not ad-
versely affect their health and safety. 
Each room is equipped with, or is con-
veniently located near, adequate ~ilet 
and bathing facilities. Each room has 
direct access to a corridor and outside 
exposure, with the floor at or above grade 
level. • l 

(f) Standard: Facilities for specta 
care. Provision is made for Isolating pa-
tients as necessary in single rooms v~n-
tllated to the outside, with private toilet 
and handwashing facilities. Procedures 
in aseptic and isolation techniques are 
established in writing and followed by all 
personnel. Such areas are identified by 
appropriate precautionary signs .. 

(g) Standard: Dining and patient ac-
tivities rooms. The facility provides one 
or more clean, orderly, and app~opria~ly 
furnished rooms of adequate size de~1g-
nated for patient dining and for patient 
adivities. These areas are we°:-lighted 
and well-ventilated. If a multipurpose 
room is used for dining and patient ac-
tivities, there is sufficient space to acco~-
modate all activities and prevent their 
intereference with each other. . . 

(h) Standard: Kitchen and dietetic 
service areas. The facility has kitchen 
and dietetic service areas adequate to 
meet food service needs. These areas a1e 
properly ventilated, and . arra~ged and 
equipped for sanitary refnge_rat10n, stor-
age, preparation, and servm_g of f~id 
as ·well as for dish and utensil clearung 
and refuse storage and removal. . 

(I) Standard: Maintenance of eQ1:U_P-
ment, building, and grounds. The facility 
establishes a written preventive mainte-
nance program to ensure that eq~pment 
is operative and that the intenor and 
exterior of the building are ?lean and 
orderly. All essential mechanical, elec-
trical and patient care equipment is 
maintained in safe operating condition. 

(j) Standard: Other_ environ~ental 
considerations. The facility provides a 
functional, sanitary, and comfortable en-
vironment for patients, personnel, and 
the public. Provision is made for ade-
quate and comfortable lighting levels in 
all areas, limitation of sounds at comfort 
levels, maintaining a comfortable room 
temperature, procedures to ensure water 
to all essential areas in the event of loss 
of normal water supply, and adequate 

§ 405.1135 Condition of participation-
infoction conh·ol. 

The skilled nursing facility establishes 
an infection control committee of rep-
resentative professional staff with re-
sponsibility for overall infection control 
in the facility. All necessary housekeep-
ing and maintenance services are pro-
vided to maintain a sanitary and com-
fortable environment and tc, help prevent 
the development anti transm1ss1on of in-
fection. 

(a) Standard: Infection control ~om-
mittee. The infection control commit.tee 
is composed of memers of the medical 
and nursing staffs, administration, ~d 
the dietetic, pharmacy, hou~ekeepmg, 
maintenance, and other_ ~erVIces. The-
committee establishes Pollc1es an_d proce-
dures for investigating, control)1;1g, and 
preventing infections in the fac1llty, and 
monitors staff performance to ensure 
that the policies and procedures are exe-
cuted. d . l t· 

(b) Standard: Aseptic an iso a ton 
techniques. Written effective procedures 
in aseptic and isolation techniques are 
followed by all personnel. Procedures are 
reviewed and revised annually for effec-
tiveness and improvement .. 

(c) standard: Housekeeping. The fa-
cility employs sufficient housekeeping 
personnel and provides all necessary 
equipment to maintain a _safe, clean, and 
orderly interior. A full-time employee IS 
designated respansible for . t1;e services 
and for supervision and trauung of per-
sonnel. Nursing personnel are not. ~-
signed housekeeping duties. A ~ac1llty 
that has a contract with an outside re-
source for housekeeping services_ may 
found to be in compliance. with this 
standard provided the facility and/or 
outside resource meets the requirements 
of the standard. . 

(d) Standard: Linen. The facility has 
available at all times a quantity of linen 
essential for proper care and comfort of 
patients. Linens are handl~d. stored, 
processed, and transported m such_ a 
maruier as to prevent the spread of m-
fection. 

(e) standard: Pest control. The facll-
!ty is maintained free from insects and 
rodents through operation of a pest con-
trol program. 
§ 405.1136 Condition of participation-

disaster preparedness. 
The skilled nursing facility has a 

written plan, periodically rehearsed, with 
procedures to be followed in the event of 
an internal or external disaster and for 
the care of casualties (patten~ and per-
sonnel) arising from such dISasters. 

(a) Standard: Disaster plan. The fa-
cility has an acceptable written plan In 
operation, with procedures be followed 
In the event of fire, explosion, or other 
disaster. The plan Is developed and main-
tained with the assistance of qualified 
fire, safety, and other appropriate ex-
perts and Includes procedures for 
prom'pt transfer of casualties and rec-

ords, instructions regarding the location 
and use of alarm systems and signals and 
of fire-fighting equipment, information 
regarding methods of containing fire, 
procedures for notification of appropri-
ate persons, and specifications of evacu-
ation routes and procedures. (See 
§ 405.1134(a) .) . 

Cb) standard: staff training and drills. 
All employees are trained, as part of 
their employment orientation, . in all 
aspects of preparedness for any disaster. 
The disaster program includes o~ienta-
tion and ongoing training and drills for 
all personnel In all procedures so that 
each employee promptly and correctly 
carries out his specific role In case of a 
disaster. <See § 405.1121 (hl .) 
§ 405.1137 Condition of participation-

u1ilization review. 
The skilled nursing facility carries out 

utilization review of the services provided 
in the facility at least to inpatients who 
are entitled to benefits under the p~o-
gram(s>. Utilization review ~as as its 
overall objectives both the mamtenance 
of high quality patient care_ and assur-
ance of appropriate and efficient utiliza-
tion of facility services. There are ~wo 
elements to utilization review: medical 
care evaluation studies that identify and 
examine patterns of care provided In ~he 
facility, and review of exten_ded duration 
cases which is concerned with 7ffic!ency, 
appropriateness, and cost effect~veness of 
care. If the Secretary determmes that 
the utilization review procedures estab-
lished pursuant to title XIX a.re superior 
in their effectiveness to the procedures 
required under this section, he ma~. to 
the extent that he deems it appropnate, 
require for purpases of this title that the 
procedures established pursuant to title 
XIX be utilized instead of the procedures 
required by this section. . . 

(a) Standard: Written plan of utiliza-
tion review activity. The facility_ ha~ a 
written, currently applicable ut1llzat~on 
review plan, approved by the governmg 
body and the medical director or or~a-
n!zed medical staff (if applicable) , which 
includes at least the followmg: Cl) 
procedures for medical care evaluat10n 
studies, and for dissemination and _fol-
lowup of study findings and committee 
recommendations; (2) defirution of the 
perlod(s) of extended duration and 
procedures for review of individual cases 
of extended duration; c:n a method for 
identifying patients other than by name 
(e g medical record number); and (4) 
pr~\1.sion for maintaining written records 
of committee activities. 

Cb) Standard: Composition and o_r-
ganization of utilization review commit-
tee. The committee or group responsible 
for utilization review ls composed of two 
or more physicians and, optionally, other 
professional personnel. All medical de~r-
minations are made by the physician 
members of the committee. No physician 
reviews any case In which he was profes-
sionally involved. 

(c) Standard: Medical care evaluation 
studies. Medical care evaluation studiea 
a.re performed to promote the most effec-
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tive and appropriate use of available 
health facilities and services consistent 
with patient needs and professionally 
recognized standards of health oa.re. 
Studies, which could include assessment 
of findings resulting from periodic med-
ical review, emphasize identification and 
analysis of patterns of patient care and 
changes indicated to maintain consistent 
high quality of services. Each medical 
c.are evaluation study (whether medical 
or administrative in emphasis> identifies 
and analyzes factors related t-0 the pa-
tient care rendered in the facility, and 
serves as the basis for recommendations 
for change beneficial to patients, staff, 
the facility, and the community. Studies, 
on a sample or other basis, include but 
need not be limited to, admissions, dura-
tions of stay, and professional services 
(including drugs and biologicals) fur-
nished. At least one study is in progress 
at any given time. 

2249 
a second committee physician) within 
the 7-day period. If committee members 
determine, from an extended duration 
review or a medical care evaluation 
study, that further stay is not medically 
necessary, the attending physician Is con-
sulted or given the oppartun!ty for con-
sultation, and notification is made In 
writing within 48 hours by the committee 
to the administration, the attending 
physician, and the patient or his 
representative. 

tlon 1861 Ce) for purposes of sections 1814 
(d) and 1835Cb) of the Act <see § 405.152 
(a) Cl)), qualified to elect to claim pay-
ment for all emergency hospital services 
furnished in a calendar year <see § 405.-
658>; the termination of the Secretary's 
agreement with a provider of services for 
cause (see §§ 405.604 and 405.614>; 
whether an institution continues to 
remain In compliance with the quali-
fications for claiming emergency service 
reimbursement for a calendar year (fl Standard: Administrative respon-

sibilities. The administrative staff of the 
facility ls kept directly and fully in-
formed of committee activities to facll!-
tate support and assistance. The ad-
ministrator studies and acts upon 
recommendations made by the commit-
tee, coordinating such functions with 
appropriate staff members. 

(g) Standard: Utilization review rec-
ords. Written records of committee activ-
ities are maintained. Appropriate reports, 
signed by the committee chairman, are 
made regularly to the medical stan', ad-
ministrative staff, governing body, and 
sponsors (if any). Minutes of each com-
mittee meeting are maintained and in-
clude at least: 

under the provisions of sections 1814(d) 
and 1835 Cb) of the Act; and whether an 
independent laboratory or supplier of 
portable X-ray services meets the ap-
propriate conditions for coverage of its 
services (see Subparts M and N of this part). 

(b) Any Institution, facility, agency, 
or clinic dissatisfied with an initial de-
termination <see § 405.1502) that lt does 
not qualify as a provider of services 
may request a reconsideration of that de-
termination <see § 405.1510). If dissatis-
fied with the reconsidered determination, 
or with an Initial determination termi-
nating the Secretary's agreement with it 
for cause, an institution, facility, agency, 
or clinic ls entitled to a hearing thereon 
and, if dissatisfied with the Secretary's 
final decision after such hearing, to Ap-
peals Council review and then Judicial 
review of such decision (see § 405.1530 et seq.). 

Cl) Name of committee, 

(d) Standard: Review of cases of ex-
tended auration. Periodic review is made 
of each current inpatient skilled nursing 
facility beneficiary case of continuous 
extended duration, the length of which 
ls defined in the utilization review plan, 
to determine whether further inpatient 
stay is necessary. Reviews may also be 
applied to patients not covered by the 
program, and/or to cases where duration 
of stay has not yet reached the defini-
tion(s) of extended duration. The plan 
may specify a different number of days 
for different diagnostic classes of cases, 
or may use the same number of days for 
all cases. In any event, the period Cs) 
specified bears a reasonable relationship 
to current average length-of-stay statis-
tics, and does not exceed 21 days from 
admission. An exception to this 21-day 
limit may be made where the spedfic 
diagnostic classes of cases have average 
lengths of stay exceeding 21 days, in 
which instances the plan specifices the 
extended duration period for each spe-
cific diagnostic class. In cases for which 
advance approval of payment has been 
made, the period(s) of extended dura-
tion may be defined as that period for 
which payment has been approved. After 
the initial review, reviews for medical 
necessity for further inpatient stay are 
made at least every 30 days for the first 

(2) Date and duration of meeting, 
(3) Names of committee members 

present and absent, 
(4) Description of activities presently 

in progress to satisfy the requirements 
for medical care evaluation studies, in-
cludmg the subject and reason for study, 
dates of commencement and expected 
completion, summary of studies com-
pleted since the last meeting, conclusions, 
and followup on implementation of rec-
ommendations made from previous stud-
ies. and 

90 days and at least every 90 days there-
after. A review is made and a final deter-
mination regarding the patient's further 
care is reached no later than 7 days fol-
lowtng the time period specified as the 
J>eriod of extended dw·ation in the utili-
zation review plan. 

(e) Standard: Admission or further 
stay not medically necessary. Final de-
termination regarding the necessity for 
admission or for further stay, including 
stay beyond the period of extended dura-
tion, is limited to physician members of 
the committee, and may be made by the 
fUII physician complement, a subcommit-
tee, or a single committee physician. 
When a single committee physician has 
decided that admission Is not medically 
necessary or Is Inappropriate, or that 
further stay Is no longer medically neces-
sary, further concurrence is obtained as 
SJ>eclflect in the plan <to Include at least 

(5) Summary of extended duration 
cases reviewed, including the number of 
cases, case identification numbers, ad-
mission and review dates, and decisions 
reached, Including the basis for each de-
termination and action taken for each 
case not approved for extended care. 
Subpart 0-Providers of Services, Inde-

pendent Laboratories, and Suppliers of 
Portable X-ray Services; Determinations 
and Appeals Procedures 
11. Section 405.1501 is revised to read 

as follows: 
§ 405.1501 Providers of services, emer-

gency service hospitals, independent 
lnborntories, and suppliers of port-
able X-ray serviees; detf!rrninations 
and appeals procedures. 

(c) Any independent laboratory or 
supplier of portable X-ray services 
which is dissatisfied with an initial de-
termination <see § 405.1502) that its 
services do not meet the condition for 
coverage <see Subparts M and N of this 
Part 405) may request a reconsideration 
of that determination (§ 405.1510). If 
dissatisfied with the reconsidered deter-
mination or where a determination had 
been made that an independent labora-
tory's or portable X-ray supplier's serv-
ices met the respective conditions for 
coverage, with an initial determination 
thereafter that its services no longer 
meet the respective conditions for cov-
erage, a laboratory or portable X-ray 
supplier may request a hearing thereon 
(see § 405.1530), and if dissatisfied with 
the decision of the Administrative Law 
Judge me,y request Appeals Council re-
view. A laboratory or portable X-ray sup-
plier is not entitled to judicial review of 
the Secretary's final decision after such 
hearing and review. 

Ca) The provisions contained In this 
Subpart O shall govern the procedure for 
making and reviewing determinations 
with respect to whether an institution, 
facility, agency, or clinic is a provider of 
services (i.e., a hospital, skilled nursing 
facility, home health agency, or for pur-
poses of furnishing outpatient physical 
therapy or speech pathology services, a 
clinic, rehabilitation agency, or public 
health agency) within the meaning of 
til!e xvm of the Social Security Act and 
Subparts J, K, L, or Q of this part, as 
appropriate; whether an institution is a 
hospital, as such term ls included in sec-

(d) To be a participating provider of 
services, eligible for payment, a provider 
must be in compliance with title VI of 
the Civil Rights Act of 1964 and must 
enter into an agreement with the Secre-
tary under section 1866 of the Social 
Security Act <see Subpart F of this Part 
405). The provisions of this Subpart O 
do not govern in any respect the ad-
judication of issues related to the com-
pliance of an,institut!on or agency with 
title VI of the Civil Rights Act of 1964, 
or the implementing regulation (45 CFR 
Part 80) Issued by the Secretary of 
Health, Education, and Welfare. 

(e) Any institution which ls dissatis-
fied with an initial determination (see 
§ 405.1502) that it does not qualify to 
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elect to claim payment for all emergency 
hospital services furrushed 1n a calendar 
year, may request a reconsideration of 
that determination (see § 405.1510). If 
dissatisfied with the reconsidered deter-
mination, or where the institution's elec-
tion to claim payment for all such serv-
ices furnished in a calendar year has 
been accepted for filing, with an Initial 
determination thereafter of its failure 
to remain In compliance with the quali-
11cations for claiming such payments for 
such calendar year, the lru-titution ls 
entitled to a hearing thereon and, if dis-
satisfied with the Secretary's final de-
cision after such hearing, to Appeals 
Council review and then Judicial review 
of such decision (see § 405.1530 et seq.>. 

a provider has deficiencies with respect 
to one or more conditions of participa-
tion, or that an independent laboratory 
or supplier of portable X-ray services, 
determined to be In substantial compli-
ance with the conditions, has deficiencies 
with respect to one or more conditions 
for coverage of services of independent 
laboratories or suppliers of portable 
X-ray services. 

Ices reimbursement after such institution 
has been notified of Its failure to con-
tinue to comply. 

16. Paragraph (b) of § 405.1511 ls re-
vised to read as follows: 
§ 405.1511 Time and place of filing re-

quest for reconsideration. 

(b) The request for reconsideration 
must be filed within 6 months after the 
date of the mailing of the notice of the 
initial determination unless the time for 
filing is extended as provided in 
§ 405.1518. The request is to be filed with 
the Secretary or with an employee of the 
Department of Health, Education, and 
Welfare authorized to accept such re-
quests at a place other than such office. 
A request for reconsideration which has 
been timely flied with the State agency 
that performed the survey and certifica-
tion function will be considered to have 
been filed with the Secretary. 

§§ 405.1502, 405.1510, 405.1513, 
405.1514, 405.1515, 405.1518, 
405.1542 [Amended] 

(b) The finding that an institution, 
facility, or agency does not meet the con-
ditions for participation as set out in 
Subparts J, K, or L of this part, as ap-
propriate, but only where such institu-
tion, facility, or agency is nevertheless 
approved as a provider of services on the 
basis of a special access certification. 

Cc> The finding that the services of a 
laboratory are covered under the health 
Insurance program because the labora-
tory is not independent of a hospital for 
purposes of section 1861(s) 00) and (11) 
of the Act and the laboratory meets the 
health and safety standards prescribed 
for such laboratories. 

12. In §§ 405.1502, 405.1510, 405,1513, 
405.1514, 405.1515, 405.1518, and 405.1542 
(a), the word "Administration" is 
changed to "Secretary." 

13. Paragraph <b> of § 4-05.1502 is 
amended by revising subparagraph (2) 
to read as follows: 

Cd) The finding that laboratory serv-
ices are physician's services for the rea-
son that the laboratory ls being main-
tained primarily for the physician's pa-
tients, and such physician's services are 
covered under the supplementary medi-
cal insurance program. 

§ 405.1502 Initial determinations. 
The Secretary will make findings, set-

ting forth the pertinent facts and con-
clusions, and an initial determination 
with respect to: 

(b) • • • 
(2) Whether an independent labora-

tory or supplier of portable X-ray serv-
ices continues to meet the appropriate 
conditions for coverage of its services; 
and 

14. Section 405.1503 Is revised to read 
as follows: 
§ 405.1503 Notice of initial derermina-

tion. 
Written notice of an initial determina-

tion (see § 405.1502) with respect to 
whether an institution, facility, agency, 
or clinic is or is not a provider; or with 
respect to whether an institution is or is 
not a hospital for purposes of the emer-
gency service reimbursement provisions 
of sections 1814(d) and 1835 (b) of the 
Act; or with respect to the termination 
of an agreement for cause; or with re-
spect to whether an institution continues 
to remain in compliance with the quali-
fications for claiming emergency services 
reimbursement for a calendar year under 
the provisions of sections 1814(d) and 
1835(b) of the Act; or with respect to 
whether an independent laboratory or 
supplier of portable X-ray services meets 
the appropriate conditions for coverage 
of its services <see Subparts M and N of 
this Pa.rt 405) will be malled to the insti-
tution, facility, agency, clinic, laboratory, 
or portable X-ray supplier <see §§ 405.-
1510 and 405.1530). 

15. Section 405.1505 is revised to read 
as follows: 
§ 405.1505 Administrative action, which 

are not initial determinationa. 

<e> The refusal by the Secretary to 
accept for filing an agreement submitted 
by an Institution, facility, agency, or 
clinic under the terms of section 1866 of 
the Social Security Act where such insti-
tution, facility, agency, or clinic: 

<1) Is not in compliance with the pro-
visions of title VI of the Clvll Rights Act 
of 1964 <42 U.S.C. 2000d et seq.>; or 

(2) Has been adjudged insolvent or 
bankrupt under appropriate State or 
Federal law or with respect to which a 
court proceeding to make such a judg-
ment is pending under such law. 

(f) The finding that, pursuant to 
§ 405.616, a provider may not file another 
agreement, where such provider's agree-
ment has been terminated under ·the 
conditions described in §§ 405.604, 405.-
613, or 405.614. 

(g) The finding that an institution is 
not a hospital for purposes of the emer-
gency service reimbursement provisions 
of sections 1814(d) and 1835(b) of the 
Act, 1f such findings are not made 1n 
accordance With the provisions of 
§§ 405.1502(d) (1) or <2> and 405.1503. 

Ch) The refusal to accept for filing an 
election submitted by an institution to 
claim payment for all emergency hospi-
tal services furnished 1n a calendar year 
(see § 405.658), where such institution 
has previously charged an individual or 
other person for emergency hospital 
services furnished to the individual in 
such calendar year. 

<1> The refusal to accept for filing an 
election submitted by an institution to 
claim payment for all emergency hospl-
ta.J services furnished in a calendar year 
where such election Is submitted a.!ter 
the clooe of such calendar year <see 
§ 405.658 (C) ) . 

17. Section 405.1519 ls revised to read 
as follows: 
§ 405.1519 Revision of initial or recon-

siderNI determination. 
Except in the case of a determination 

that an Institution, facility, agency, or 
clinic qualifies as a provider of services, 
or that an institution qualifies to elect to 
claim payment for all emergency ho~pi-
tal services furnished in a calendar year, 
an initial or reconsidered determination 
which is otherwise final under § 405.1504 
or § 405.1517 may be reopened by the 
Secretary upon his own motion within 12 
months after the date of the notice of 
the initial determination <see § 405.1503). 
Notice of the reopening of a determina-
tion and any revision thereof shall be 
given to the institution, facility, agency, 
clinic, laboratory, or portable X-ray sup-
plier which was a party to the deter-
mination (see § 405.1520). 

18. Section 405.1531 is revised to read 
as follows: 
§ 405.1531 Filing a request for a hear-

ing; time and n1anner of filing. 
The request for a hearing shall be made 

in writing, signed by a proper official of 
the institution, facility, agency, clinic, 
laboratory, or portable X-ray supplier 
concerned and filed at an office of the 
Department of Health, Education, and 
Welfare or with an Administrative Law 
Judge or the Appeals Council of the Bu-
reau of Hearings and Appeals. The re-
quest must be flied within 6 months after 
the date on which written notice of an 
initial determination provided for in 
§ 405.1502(b) (2), <cl, or (d) (2), or a re-
considered or revised determination ls 
malled to the institution, fac1l!ty, agency, 
clinic, laboratory, or portable X-ray sup-
plier <see §§ 405.1503, 405.1516, and 
405.1520), except where the time 1s ex-
tended for "good cause" (see t 405.1569). 

19. Section 405.1532 is revised to read 
as follows: 
§ 405.1532 Parties to the hearing. 

<a> The finding that an institution, 
facll!ty, agency, or clinic determined to be 

<J> The finding that, pursuant to 
t 405.659, an institution 1s not eligible to 
file an election to claim emergency serv-

The parties to the hearing shall be the 
institution, facility, agency, clinic, labo-
ratory, or portable X-ray supplier whJch 
was a party to the prior determination 
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2251 (see §§ 405.1502 (b) (2), Cc), and (d) (2), 

405.1514, and 405.1519) and the Bureau 
of Health Insurance as representing the 
Secretary. The Bureau of Health Insur-
ance shall be represented at the hearing 
<see § 405.1543). 
§§ 405.1537, 405.1545 [Amended] 

20. In §§ 405.1537 and 405.1545, the 
words "Bureau of Health Insurance" are 
changed to "Secretary." 

21. Paragraph (bl of § 405.1542 ls re-
vised to read as'follows: 
§ 405.1512 Henring on new issues. 

Cb) On the application of either party, 
or on his own motion, in lieu of consider-
ing any new issue to the manner de-
scribed in the preceding paragraph, the 
Administrative Law Judge may remand 
the case for consideration of the new 
Issue and, where appropriate, a determi-
nation. Where necessary the Administra-
tive Law Judge may direct that the case 
be returned to him for further proceed-
ings. See also § 405.1560. 

laboratory, or portable X-ray supplier, 
for good cause shown, at any time prior 
to the mailing of notice of the decision in 
the case. Even though an Institution, fa-
cility, agency, clinic, laboratory, or p0rta-
ble X-ray supplier has filed a waiver of 
a hearing before an Administrative Law 
Judge, the Administrative Law Judge 
may nevertheless give notice of a time 
and place and conduct a hearing if he 
believes that testimony of the representa-
tives of the Institution, facility, agency, 
clinic, laboratory, or portable X-ray sup-
plier or other persons is needed to clarify 
the facts in issue, or on a showing of 
good cause by the Bureau of Health In-

mi~sal where an Institution, facility, 
agency, clinic, laboratory, or portable 
X-ray supplier, files a request for re-
view. The Appeals Council may dismiss, 
deny, or grant a request for review filed 
by the Bureau of Health Insurance as 
representing the Secretary. If the review 
is granted, the Appeals Council may 
either modify, affirm, or reverse the Ad-
ministrative Law Judge's decision. Notice 
of the action by the Appeals Council shall 
be mailed to the institution, facility, 
agency, clinic, laboratory, or p0rtable 
X-ray supplier and the Bureau of Health Insurance. 

surance as representing tl:!e Secretary of §§ 405.1590, 405.1591 [Amended] 
the need to present oral evidence. When 26. In § § 405.1590 and 405.1591, the 
such a waiver has been flied and no tes- words "Social Security Administration" 
timony received, the Administrative Law are changed to "Secretary." 

22. Section 405.1544 ls revised to read as follows: • 

Judge shall make a record of the relevant 27. Subparts J, L, M, and N are 
written evidence, including applications, amended by deleting§§ 405.1001 through 
written statements, certificates, affida- 405.1010, 405.120S through 405.1208, 
vits, reparts, and other documents which 405.1301 through 405.1309, and 405.i401 
were considered in connection With the through 405.1409. These deleted sections 
init_ial, reconsidered, or revised determl- are superseded by new Subpart T, 
nation <see §§ 405.1502, 405._1-514, and • Subpart T--Certification Procedure for 
405.1519), and whatever additional rele- Providers and Suppliers of Services § 405.1544 Subpoenas, vant and material evidence was sub-
mitted by the parties for consideration by 28. Subpart T Is added to read as 
the Administrative Law Judge, Any add!- follows: 
tlonal evidence submitted by either party Sec. 
shall be furnished to the other party and 405.1901 
that party shall be given a reasonable op- 405.1902 
portunlty to submit further evidence in 405 -1903 
rebuttal. The parties may submit briefs 405-1904 
or other written statements of evidence 
and/or proposed findings of fact or con-
clusions of law, copies of which shall be 

405.1905 
405.1906 
405.1907 sent in accordance with § 405.1595. After 

the Administrative Law Judge sets the 405.1908 
case for oral hearing and· gives notice 
of the time and place set for the hearing, 
the request for hearing shall be dismissed 405 •1009 
in accordance with § 405.1552 where the 405.1910 

The certlllcatlon process. 
Certification by Sta.te Agency. 
Documentation or llndlngs. 
Perlocllc certification or compliance 

and approval. 
Certification or noncompliance. 
Determining compliance. 
Providers or suppliers with dell-clencles. 
Special requirements applicable to 

sk!lled nursing racilltles with de-ficiencies. 
Special requirements applicable to 

Independent laboratories. 
Special hospital certification. institution, facility, agency, clinic, lab-

oratory, or portable X-ray supplier falls 
to appear without good cause. 

24. Section 405.1560 is revised to read 
as follows: 
§ 405.1560 Remand by the Administra-

AUTHORITY: Secs. 1102, 1814, 1861, 1865, 
1866, 1871, 49 Stat. 647, as amended, 79 Stat. 
249, as a.mended, 79 Stat. 313-327, as amend-
ed, 79 Stat. 331: 42 U.s.c. 1302, 1395 et seq. 
§ 405.1901 The cerrification process. tive Law Judge. 

At the request of the Bureau of Health 
.Insurance representing the Secretary and 
\vith the written or on-the-record con-
currence of the other party to the hear-
ing, the Administrative Law Judge may 
remand any case properly before him for 
a determination satisfactory to such 
other party. Such remand may be made 
at any time after the request for hear-
ing and before mailing of the notice of 

When reasonably necessary for the full 
presentation of a case, the Administra-
tive Law Judge may upon his own motion, 
or upon the request of a party to the 
hearing, issue subpoenas for the attend-
ance and testimony of Witnesses and for 
the production of books, records, corre-
spondence, papers, or other documents 
which are relevant and material to any 
matter In issue at the hearing. A party 
which desires the issuance of a subpoena 
shall, not less than 5 days prior to the 
time fixed for a hearing, file with the 
Administrative Law Judge a written re-
quest therefor, designating the witnesses 
or documents to be produced, and de-
scribing the address and location thereof 
with sufficient particularity to permit 
such witnesses or documents to be found. 
The request for a subpoena shall state 
the pertinent facts which the party ex-
pects .to establish by such witnesses or 
documef!ts and whether such facts could 
be established by other evidence without 
the use of a subpoena. A subpoena issued 
under the provisions of this section shall 
be issued in the name of the Secretary 
Who shall pay the cost of the issuance and 
the fees and the mileage of any wit-
nesses so subpoenaed, as provided in sec-
tion 205(d) of the Act. 

23. Section 405.1550 ls revised to read as follows: decision. 

(a) A prospective provider or supplier 
of services which meets the applicable 
statutory definitions contained in section 
1861 (e), (f), (g), <J>, (o), (p) (4), (s) (3) 
or Cs) 00) of the Social Security Act and 
which is found to be in compliance with 
each of the conditions where applicable 
prescribed by the Secretary may agree 
to become a provider , r supplier of serv-
ices upon acceptance by the Secretary. 
Health and safety requirements pre-
scribed by the Secretary are set forth 
in the conditions of participation for 
hospitals, skilled nursing facilities, home 
health agencies, rehabilitation agencies, 
clinics, and public health agencies (see 
Subparts J, K , L, and Q of this part) , and 
in the conditions for coverage of inde-
pendent laboratories and PDrtable X-ray 
suppliers (see Subparts M and N of this 
part). 

§ 405.1550 Wnh•er of right to ar>pcar 
and present evidence. 

_I.I: the institution, facility, agency, 
clm1c, laboratory, or portable X-ray sup-
Pher waives its right to appear before 
the Administrative Law Judge and pre-
sent testimony, it shall not be necessary 
for the Administrative Law Judge to give 
notice of and conduct an oral hearing. A 
Waiver of this right shall be made in 
Writing and filed With the Administrative 
Law Judge. A waiver may be withdrawn 
by•an institution, fac!lltY, agency, clinic, 

25. Section 405.1563 is revised to read 
as follows: 

§ 405. J 563 A<'lion by the Apl'cals Coun-
cil on rN{ucst for review. 

The review or denial of the Adminls-
trati ve Law Judge's decision shall be con-
duoted by a panel of at least two mem-
bers of the Appeals Council designated 
by the Chairman or Deputy Chairman 
and one person from the U.S. Public 
Health Service designated by the Sec-
retary. Except as provided in § 450.1568, 
the Appeals Council shall review the Ad-
minisLrative Law Judge's decision or dis-

. (b) Hospitals currently accredited by 1
the Joint Commission on Accreditation 
of Hospitals or by the American Osteo-
pathic Assocja~io~. ~~-~e;,,n~n~~ I?~e~; 
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all of the conditions of participation, ex-
cept the requirements for ut!l!zatlon re-
view as described In section 1861 (e) (6) 
of the Act and any standard promulgated 
by the Secretary which is higher than 
the requirements for accreditation as 
specified in section 1861 (el (9) of the 
Act, and, in the case of tuberculosis 
and psychiatric hospitals, the additional 
staffing and medical records require-
ments considered necessary for the pro-
vision of intensive care. Notwithstand-
ing that a hospital is accredited by the 
Joint Commission on Accreditation of 
Hospitals or the American Osteopathic 
Association, it may be subject to a sur-
vey by State and/or Federal survey per-
sonnel. In such cases a copy of the latest 
JCAH or AOA survey report will be re-
leased to the Secretary (on a confidential 
basis) with the hospital's concurrence. If 
the hospital declines to authorize such 
release, it will lose its deemed status and 
will be subject to the regular State 
agency survey procedure. Such surveys 
will be conducted on a sample basis to 
validate the JCAH and AOA accredita-
tion process or in response to substantial 
allegations or evidence of a condition ad-
verse to the health and safety of patients 
in an accredited hospital . If such a sur-
vey reveals noncompliance with one or 
more of the conditions of participation 
established in or pursuant to title XVIlI 
of the Act, the hospital must come into 
compliance with such condition(s). 

(c) The Secretary may, at the request 
of a State, approve higher health and 
safety requirements for that State. Also, 
where a State or political subdivision 
Imposes higher requirements as a condi-
tion for the purchase of health services 
under a State plan approved under titles 
I, XVI, or XIX of the Social Security Act, 
the Secretary is required to impose like 
requirements as a condition to the pay-
ment for services under title XVIII in 
such Institutions or agencies in the State 
or subdivision. 

(d) Attention is invited to the require-
ments of title VI of the Civil Rights Act 
of 1964 (78 Stat. 252; Pub. L. 88-352) 
which provides that no . person in the 
United States shall, on the ground of 
race, color, or national origin be excluded 
from participation in, be denied the ben-
efits of, or be subject to discrimination 
under, any program or activity receiving 
Federal financial assistance <section 
601), and to the implementing regula-
tions issued by the Secretary of Health. 
Education, and Welfare with the ap-
proval of the President (45 CPR Part 80). 
§ 405.1902 Certification by State agency. 

(a) Section 1864 (a) of the Social 
Security Act provides that the services of 
State agencies, operating under agree-
ments with the Secretary, will be used by 
the Secretary in determining whether 
providers or prospective providers meet 
the conditions of participation or sup-
pliers meet the conditions for coverage. 
Pursuant to these agreements, State 
agencies will survey each provider and 
supplier and certify to the Secretary as 
to whether they are found to be in com-

RULES AND REGULATIONS 

pllance with the conditions of partici-
pation and/ or coverage. 

(b) In the case of a skilled nursing fa-
cility completing the second of two suc-
cessive agreements under title XIX pro-
visions in effect prior to July 1, 1973, and 
having the same deficiency(ies) which 
occasioned the two agreements, the State 
survey agency will review the perform-
ance of such facility (which may be lim-
ited to a review of the documentation of 
record) in providing safe and adequate 
patient care and in progressing toward 
correction of such deficiency(les). On the 
basis of its evaluation, the State survey 
agency will recommend to the Secretary 
that: 

(1) No provider agreement may be 
executed with such facility ; or •· 

(2) A new provider agreement may be 
executed for a period related to the time 
required to correct such deficiency(ies) 
but not to exceed 6 months; or 

(3) A new provider agreement may be 
executed for a period of 12 months but 
subject to a provision for automatic can-
cellation 60 days following the scheduled 
date for correction unless the State sur-
vey agency finds and notifies the Secre-
tary that all required corrections have 
been satisfactorily completed. 

(cl The certifications by the State 
agency represent recommendations to the 
Secretary. The Secretary, on the basis of 
such certifications by the State agency 
will determine whether a provider or sup-
plier Is eligible to participate in the 
Health Insurance for the Aged and Dis-
abled Program. Notice of determination 
of eligibility or nonelig!bility will be sent 
to the provider or supplier. 
§ 405.1903 Documentation of findings. 

(a) The findings of the State agency 
with respect to each of the conditions of 
participation or conditions for coverage 
shall be adequately documented. Where 
the State agency certifies to the Secre-
tary that a provider or supplier is not 
in compliance with the conditions, and 
therefore not eligible to participate in the 
program, such documentation includes, 
in addition to the description of the spe-
cific deficiencies which resulted in the 
agency's recommendation, a report of all 
consultation which has been undertaken 
in an effort to assist the provider or sup-
plier to comply with the conditions, a 
report of the provider's or supplier's re-
sponses with respect to the consultation, 
and the State agency's assessmen,t of the 
prospects for such improvements as to 
enable the provider or supplier to achieve 
compliance with the conditions within 
a. reasonable period of time. (See 
§ 405.1907.) 

(b) If a provider or supplier is certi-
fied by the State agency as in compli-
ance with the conditions or as meeting 
the requirements for special certifica-
tion (see § 405.1910), with deficiencies 
not adversely affecting the health and 
safety of patients, the following infor-
mation will be incorporated into the 
finding: 

(1) A statement of the deficiencies 
which were found, and 

(2) A description of further action 
which Is required to remove the defi-
ciencies, and 

(3) A time-phased plan of correction 
developed by the provider and supplier 
and concurred with by the State 
agency, and 

(4) A scheduled time for a resurvey 
of the institution or agency to be con-
ducted by the State agency within 90 
days following the completion of the 
survey. 

(c) If, on the basis of the State cer-
tification, the Secretary determines that 
the provider or supplier Is eligible to 
participate, the information described in 
paragraph (b) of th1s section will be 
incorporated into a notice of eligibility 
to the provider or supplier. 
§ 405.1904 Periodic rertification of 

compliance and approval. 
(a.) Initial certifications and recerti-

fications by the State agency to the effect 
that a provider or supplier is in compV-
ance with all the conditions of partici-
pation will be for a. period of 12 months. 
<See paragraph (b) of this section for 
periods of certification applicable to 
skilled nursing facilities.) State agencies 
may visit or resurvey providers or sup-
pliers more frequently where necessary 
to evaluate correction of deficiencies, 
ascertain continued compliance, or ac-
commodate to periodic or cyclical survey 
programs. In addition, the State agency 
shall review information received through 
medical review conducted in skilled nurs-
ing facilities (see § 405.1121 (d)) . The 
State agency shall also review statements 
obtained from each facility setting forth 
(from payment records) the average 
numbers and types of personnel (in full-
time equivalents) on each tour of duty 
during at least 1 week of each quarter, 
such week to be selected by the survey 
agency and to occur irregularly in each 
quarter of the year. The State agency 
shall evaluate such reports as may per-
tain to the health and safety require-
ments and, as necessary, take appropri-
ate action to achieve compliance or 
certify to the Secretary that compliance 
has not been achieved. A State. finding 
and certificaiton to the Secretary that a 
provider or supplier is no longer in com-
pliance will supersede the State's pre-
vious certification. 

(b) A certification of a. skilled nurs-
ing facility shall be for a. period of 
up to 12 months, subject to the provision· 
that any a.greement filed by a. skilled 
nursing facility with the Secretary under 
section 1866 of the Social Security Act 
and accepted by him prior to October 30, 
1972, shall be deemed to be for a. specified 
period ending December 31, 1973. Acer-
tification for less than 12 months may 
be issued in appropriate situations, based 
on such factors as the nature of defi-
ciencies which may exist and the degree 
of progress achieved in cor recting prior 
deficiencies. An agreement with a skilled 
nursing facility may, at the option of 
the Secretary, also be subject to auto-
matic cancellation based upon a f'anure 
to correct deficiencies. <See I 405.604J 
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(See § 405.1908 where a standard is not 
met during the period of a. certification.) Secretary in individual situations if in 

its judgment it is not reasonable to ex-
pec_t compliance within 60 days, e.g., a 
facility must obtain the approval of its 
g~ve:ning body, or engage in competitive 
b1ddmg. 
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§ 405.1909 _Special requirements appli-
cable to mdependent laboratories. § 405.1905 Certification of noncompli-

ance. (a) The services of a qualified inde-
pendent laboratory for which reimburse-
ment may be made under the supple-
mentary medical insurance program re-
!ate only to diagnostic tests performed 
m an mdependent laboratory as defined 
m § 405.1311 (a). Diagnostic laboratory 
tests for purposes of section 1861(s) (10) 
an_d (11) of the Act and for purposes of 
this_ Subpart T shall include only those 
chru?al and anatomical pathology diag-
nostic tests !Uld procedures defined in 
§ 405.1311 (b). Diagnostic tests furnished 
by out-of-hospital physicians whose pri-
mary practice is directly attending pa-
tients and/or consultation as defined in 

(a) The State agency will certify that 
a provider or supplier is not or is no 
longer in compliance with the conditions 
of participation or conditions for cover-
age where the deficencies are of such 
character as to substantially limit the 
provider's or supplier's capacity to ren-
der adequate care or which adversely 
affect the health and safety of patients• 
or ' 

§ 405.1908 S'?ecial requirements appli. 
cable to skilled nursing facilities with 
deficiencies. 

(a) Where the facility is not in full 
?ompliance with the standards contained 
m S_ubpart K of this part, the period of 
certification shall: 

( 1) Be restricted to a period that is no 
later than the 60th day following the end 
of tl:1e time period specified for the cor-
rec~ion of deficiencies in a written plan 
which the Secretary has approved: Pro-
vided, That such peciod shall not exceed 
1~ full calendar months, except as pro-
vided m § 405.604(b); or 

(b) If it is determined by the Secre-
~ary that _an institution or agency is not 
m c_01;IlP1I_ance with the conditions of 
participation or conditions for coverage 
or that an institution or agency is n~ 
longer in compliance and the participa-
tion _agreement is terminated under the 
~ndi~ions described in § 405,614, the in-
stitution or agency has the right to re-
quest that the determination be reviewed. 
§ 405.1906 Determininl; compliance. 

The_ decisio:n as to whether there is 
compl!ance with a particular condition 
of participation or condition for cover-
age will depend upon the manner and 
degree to which the provider or supplier 
satisfies the various standards within 
e~ch , condition. Evaluation of a pro-
viders performance against these stand-
,ards will enable the State survey agency 
to document the nature and extent of 
deficiencies, if any, with respect to a. 
particular function, and to assess the 
need for improvement in relation to the 
prescribed conditions. 

(2) Provide a conditional period of 12 
full mon,ths, subject to an automatic 
cancellation clause, the certification will 
expire at the close of a. predetermined 
date which is no later than the 60th day 
followmg the end of the time period spec-
ified . for the correction of deficiencies: 
Prov_zded, That such date will occur 
w1thm such 12-month period, unless the 
Secretary determines that all required 
correct10ns have been satisfactorily com-
pleted or that the facility has made 
~ubstantial effort and progress in correct-
:ng si:ch deficiencies and has resubmitted 
m wnting a plan of correction acceptable 
to the Secretary. 

§ 405.1311 (f), even though conducted 
partly through diagnostic procedures, 
are considered physicians' services 
rather than clinical laboratory services. 
. (b) A !aboratory that requests an ini-

tial certification, or recertification by 
re~on of a change in a director, but 
which meets all other requirements of 
Subpart M, except whose directory qual-
ifies solely under the provisions of 
§ _405.1312(b) (4), can be certified pro-
VIded such laboratory requests approval 
based on such director's qualifications no 

§ 405.1907 Providers or suppliers with 
deficiencies. 

(a) If a provider or supplier is found 
to be deficient with respect to one or 
more of the standards in the conditions 
of P3:rticipation or conditions for cover-
age, 1t may participate in or be covered 
under _the Health Insurance for the Aged 
and Disabled Program only if the facility 
has ~ubmitted an acceptable plan of cor-
rect10n for achieving compliance within 
a reasonable period of time acceptable to 
the Secretary. The existing deficiencies 
~oted either individually or in combina-
tion neither jeopardize the health and 
safety of patients nor are of such char-
acter _as to seriously limit the provider's 
capacity to render adequate care. (See 
§ 405.1908 for special requirements ap-
plicable to skilled nursing facilities.) 

(b) If it ~s determined during a survey 
th_at a Provider or supplier is not in com-
Phance with one or more of the stand-
ards, it will be granted a reasonable time 
to achieve compliance. The amount of 
time _will depend upon the nature of the 
~eflc1ency and the State survey agency's 
JUd_gment as to the capabilities of the 
fac11Ity t_o provide adequate and safe care. 
Ordmanly a provider or supplier will be 
exp~cted to take the steps needed to 
'.'-Ch1eve compliance within 60 days of be-
mg notified of the deficiencies but the state survey agency may recommend that additional time be granted by the 

later than 1 year following the effective 
date of these regulations. 

(bl If the facility continues to be out 
of compliance with the same standard(s) 
at the end of the term of the agreement 
a new agreement may not be accepted 
for filmg (see 

<c) Indepe:1dcnt laboratories previ-
ously found _in compliance, but which 
have had th~1r approval ri)voked in total 
or m a specialty or subspecialty because 
of unsatisfactory performance in pro-
ficie_ncy testing, may subsequently be 
certified by the State agency and deter-
m:ned by_ the Secretary to be in com-

·pl!ance with the conditions where: 
(c) When an agreement with a skilled 

nm-smg facili~y is not renewed at the end 
of its spec1fieu term (including the auto-
matic cancellation of agreement), see 
§_ 405.604(cl for public notice and the 
right to request review. 

(d) If the !atest survey discloses that 
a skilled nursmg facility that had stand-
ards out of compliance during the last 
survey 1s no longer in compliance with a. 
stai:i,dard that _was previously met, a new 
Period of certification may be approved 
only if, in the judgment of the Secretary 
the new deficiency(ies) has occurred:' 
. 0) _Despite adequately documented 
mtens1ve efforts or for reasons beyond 
its control, the s_kill~d nursing facility 
was unable. to mamtam compliance, and 
, (2) J?esp1te the deficiency the facility 
1s makmg the best use of its resources 
to render adequate care. 

(e) If a skilled nursing facility can 
~ocument to the State's satisfaction that 
it achieved compliance with a previously 
unmet standard during the period of cer-
tification but for reasons beyond its con-
trol, e.g., loss of key staff member was 
fotmd out of compliance by the t!~e of 
the next survey, this may be treated as a. 
new _deficiency instead of a. carry-over 
deficiency unless in the judgment of the 
Secretary the facility did not make a 
good faith effort to maintain compliance 
with the standard. 

(1) After a 6-month period, an ap-
praisal of the laboratory's performance 
m a proficiency testing program as de-
fined In § 405.1311 (c) reflects satisfac-
tory. test results on at least two sets of 
specimens, or 

(2) After a 3-month period the State 
agency's assessment of the l;boratory's 
performance in examining proficiency 
test samples, analyzed during at least 
two State agency onsite visits, establishes 
the laboratory's competency. 

(d) A laboratory which meets the re-
qmremen~s of 405.1907 or paragraph 
(c) _of th,is section may continue to be 
certified by the State agency and deter-
m:ned by the Secretary to be in com-
pl!an~e with these conditions where it 
< 1 ! timely reports a change in owner-
ship, location, directors, or supervisors 
or (2) permits a State agency to con: 
duct an onsite visit or survey at any 
time during the laboratory's regular 
hours of operations. 
§ 405.1910 Special hospital certification, 

(a.) General. Where, by reason of 
factors such as isolated location or ab-
sence of sufficient facilities in an area. 
the failure to approve a hospital would 
seriously limit the access of beneficiaries 
to needed inpatient care, a. hospital may, 
under special conditions and upon rec-
ommendation by the State agency, be 
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approved by the Secretary as a provider 
of services. Such approvals will be 
granted only when there are no deficien-
cies of such character and seriousness as 
to place health and safety of in~viduals 
in jeopardy. A hospital recel".mg this 
special approval shall furnish mform~-
tion showing the extent to which It 1s 
making the best use of Its resources to 
improve its quality of care. 

Title 45--Public Welfare 
CHAPTER II-SOCIAL AND REHABILITA· 

TION SERVICE (ASSISTANCE PRO· 
GRAMS), DEPARTMENT OF HEALTH, 
EDUCATION, AND WELFARE 

MEDICAL ASSISTANCE PROGRAM 
Notice of proposed rulemaking to im-

plement sections 239, 246 and 249A_ of 
Pub. L. 92-603 relating to the medical 
assistance program under title XJ?{ of 
the Social Secui·ity Act, was pub!Ished 
on July 12. 1973 in the FEDERAL REGISTER 
(38 FR 18616). 

1. Section 205.190 Is amended by re-
vising the introductory words to para-
graph Ca) to read as set forth below, and 
by deleting the reference to medical as-
sistance in paragraph <a) (2) (i), and the 
last sentence of paragraph (a) <2_), and 
by revising paragraph (a) (2) (iii) <a> 
and Ch): 

(b) Minimum compliance require-
ments. Each case will have to be decided 
on its individual merits, and while the 
degree and extent of compliance y;i_ll 
vary the institution must, as a m1ru-
mw:ri., meet all of the statutory condi-
tions In section 186l<e) (1)-(8), _in addi-
tion to meeting such other requirements 
as the Secretary finds necessary under 
section 1861 Ce) (9). (For further Infor-
mation relating to the exception in sec-
tion 186l<e) (5) of the Act, see paragraph 
(c) of this section.) 

(c) Waiver of 24-lwur registered nurse 
requirement. For a period ending Janu-
ary 1 1976 the Secretary Is authorized 
to w~ve the requirement contained in 
section 186He) (5) that a hospital must 
provide 24-hour nursing service ren-
dered or supervised by a registered nurse. 
such a waiver may be granted for any 
1-year period upon acceptance by the 
secretary of findings adequately docu-
mented and certinl!d by the State agency, 
that the following criteria are met_: 

(1) The hospital complies witJ:i all 
other requirements for special certifica-
tion provided In this section. 

(2) At least one registered nurse Is 
employed full-time and sufficient other 
registered nurses are employed to assure 
that the day tour of duty Is covered by 
a registered nurse 7 days a week. 

(3) The hospital has in charge, on 
all tours of duty not covered by a reg-
istered nurse, a licensed practical <voca-
tional) · nurse who Is a graduate of a 
state-approved school of practical <vo-
cational) nursing or one who has passed 
a proficiency examination when such ex-
aminations are available and approved 
by the Secretary. Until such time as this 
examination is available, waivered li-
censed practical (vocational) nurses may 
serve as charge nurses. 

(4) The hospital Is located In a rural 
area and the supply of hospital services 
in such area Is not sufficient to meet the 
needs of individuals residing therein and 
the failure to qualify as a participating 
hospital would seriously reduce the 
availability of such services to such 
Individuals. 

(5) The hospital has made and- con-
tinues to make a good faith effort to 
comply with section 1861 (e) (5), but such 
compliance is impeded by the lack of 
qualified nursing personnel in such area. 

[FR Doc.74--1323 Filed 1-16-74;8:45 a.m] 

Interested parties were given the op-
portunity to submit comments on the 
proposed amendments within 30 days. 
The comment period was extended by the 
Secretary for an additional 30 days to 
September 13, 1973, and notice of this 
extension appeared in the FEDERAL REG-
ISTER of August 14, 1973. 

The comments received concerning 
Subpart K-Conditions of Participation; 
Skilled Nursing Facilities (38 FR 18621_) 
as they apply to skilled nursing fac1l1-
ties under the Medicaid program were 
jointly reviewed with the Social Security 
Administration. The changes adopted 
will be reflected in the final regulations 
issued by the Social Security Adminis-
tration in 20 CFR 405.1101 and 405.1120 
through 405.1137. 

The comments received concerning the 
Medicaid provisions under 45 CFR Parts 
205 249 and 25-0 reflected general and 
ove~all approval of the regulations as 
proposed. Some concern was expressed 
with respect to unifonnity in skilled 
nursing facility certification language for 
both Medicaid and Medicare. The regu-
lations have been amended to adopt in-
sofar as possible identical certification 
language for both pr~aIDS._ . 

In addition, Medicaid prov1S1on~ under 
45 CFR Part 249 have been rev1Sed to 
delete existing Federal requirements 
under the definition of skilled nursmg 
home services and the certification pro-
cedures for skilled nursing facilities have 
been reorganized with no significa~t 
changes to clarify the roles and responsi-
bilities of the State survey agency and 
the title XIX agency in the certification 
of skilled nursing facilities and interme-
diate care facilities under the Medicaid 
program. The Medicaid provisions under 
45 CFR Part 249 applicable to interme-
diate care facilities have also been modi-
fied to Include a provision requiring that 
institutions for the mentally retarded 
submit a plan for achieving compliance 
with standards in § 249.13 which be-
come effective three years from the ef-
fective date of the standards issued for 
intermediate care facilities under the 
Medicaid program. 

PART 205-GENERAL ADMINISTRA· 
TION-PUBLIC ASSISTANCE PROGRAMS 

Chapter II, Title 45, Code of Federal 
Regulations is amended as set forth be-
low. 

§ 205.190 Standard-setting authority for 
institutions. 

(a) State plan requirements . If a 
state plan under title I, X, XIV, or 
of the Social Security Act includes aid or 
assistance to individuals in institutions 
as defined in § 233.60(b) (1) and (2) of 
this chapter, the plan must: 

(1) Provide for the designation of a 
state authority or authorities which 
shall be responsible for establishing an_d 
maintaining standards for such insti-
tutions; 

(2) Provide that the State agency will 
keep on file and make available to the 
Social and Rehabilitation Service upon 
request: . d f 

(D A listing of the types or kin s o 
Institutions in which an Individual may 
receive financial assistance; 

(ii) A record naming the State au-
thority(ies) responsible for establishing 
and maintaining standards for such 
types of institutions; 

(iii) The standards to be utill2ed by 
such state authority(ies) for approval 
or licensing of Institutions Including, to 
the extent applicable, standards related 
to the following factors: 

(a) Health (dietary standards and 
accident prevention); 

(bl Humane treatment; 
(c) Sanitation; 
(dl Types of construction; 
(e) Pbysical facilities, Including space 

and accommodations per person; 
(/) Fire and safety; 
(g) Staffing, in number and qualifica-

tions related to the purposes and scope 
of se~lces of the institution; 

(h) Residentrecords; 
( i) Admission procedures: 
<i> Administrative and fiscal records; 
(k) The control by the Individual, or 

his guardian or protective payee, of the 
individual's personal affairs. 

PART 249-SERVICES AND PAYMENT IN 
MEDICAL ASSISTANCE PROGRAMS 

2. Section 249.33 is revised to read as 
follows: 
§. 249.33 Standards for paymml for 

. skilled nursing facility and interme• 
diate eare facility services, 

(a) State plan requirements. A State 
plan for medical assistance under title 
XIX of the Social Security Act must: 

(1) Provide that the single State 
agency will, prior to execution of _an 
agreement with any facility (Including 
hospitals) for provision of skilled nursing 
facility services and making payments 
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under the plan obtain certification from: 
(il The agency designated pursuant to 

§ 250.lOO<c> of this chapter that the fa-
cility meets the statutory definition con-
tained in section 186l<j) of the Social 
Security Act and is in full compliance 
with the standards prescribed by the 
Secretary in the regulations promulgated 
thereunder, except that for purposes of 
§ 405.1134(c) of this title, the agency may 
waive, or, for purposes ·of § 405.1134(e) 
of this title, the agency may permit, 
variations in the provisions therein for 
facll!ties participating only under title 
XIX. provided such waiver or variation 
is authorized under conditions promul-
gated by the Secretary; or 

(Ii) The Secretary, pursuant to sec-
tion 1910 of the Act, that the facility 
has been determined to qualify as a 
skilled nursing facility under title xvm 
of the Act: or 

(ilil The Secretary, pursuant to sec-
tion 1905 of the Act, in the case o! a 
facility located in the State on an In-
dian reservation that it meets the statu-
tory definition contained In section 1861 
<J) of the Social Security Act and in full 
compliance with the standards prescribed 
by the Secretary in the regulations pro-
mulgated thereunder. 

(2) Provide that the single State 
agency will, prior to. execution of an 
agreement with any fac!l1ty (including 
hospitals and skilled nursing facilities) 
for provision of intermediate care facil-
ity services and making payments under 
the plan, obtain certification from the 
agency designated pursuant to § 250.100 
(cl of this chapter that the facility 
meets the definition set forth under 
§ 249.lO(b) (15) (proposed); except that 
in the case of an intermediate care fa-
cility determined to have deficiencies un-
der the requirements for environment 
and sanitation (§ 249.12(al (6)) or of the 
Life Safety Code (§ 249.12(al (5)) it may 
be recogni2ed for certification as an in-
termediate care facility in accordance 
with subparagraph (4) (ill) of this para-
graph for a period not exceeding 2 years 
following the date of such determination 
provided that: 

m The institution submits a written 
plan of correction acceptable to the sur-
vey agency which contains: 

(A) The specific steps that it will take 
to meet all such requirements; and 

(B) A timetable not exceeding 2 years 
from the date of the Initial certification 
after publication of these regulations de-
tailing the corrective steps to be taken 
and when correction ot deficiencies will 
be accomplished; 

(II) The survey agency makes a find-
ing that the facility potentially can meet 
such requirements through the correc-
tive steps and they ca.n be completed 
during the 2 year allowable period of 
time· 

<IU) During the period allowed for 
corrections, the institution 1s in compli-
ance with existing State fl.re safety a.nd 
sanitation codes and regulations; 

<Iv) The institution is surveyed by 
C!UalUl.ed personnel at least semiannually 
Ulltil corrections are completed and the 
survey agency finds on the basis of such 
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surveys that the institution has in fact 
made substantial effort and progress In 
its plan of correction as evidenced by 
supporting documentation, signed con-
tracts and/or work orders, a.nd a written 
justification of such findings is main-
tained on file; and 

(v) At the completion of the period 
allowed for corrections, the Intermediate 
care facility is in full compliance with 
the Life Safety Code (NFPA, 21st Edition 
1967), and the requirements for environ-
ment and sanitation set forth under 
§ 249.12(a) (6), except for any provisions 
waived in accordance with § 249.12. 

(3) Provide that any inte1mediate care 
facility receiving payments under the 
plan must supply to the lice!lsing agency 
of the State full and complete informa-
tion, and promptly report any changes 
which would affect the current accuracy 
of such information, as to the identity: 

(I) Of each person having (directly or 
indirectly) an ownership interest of 10 
percent or more in such facility, 

(11) In case a fe.cillty is organized as a 
corporation, of each officer and director 
of the corporation. and 

(lll) In case a facility ls organized as 
a partnership, of each partner; 

(4) Provide that certifioation by the 
survey agency designated pursuant to 
§ 250.100 (c) of this chapter will be sub-
ject to the following provisions and 
exclusions: 

(i) For purposes of paragraph (al (1) 
(i) of this section, the facility is in com-
pliance with each condition of participa-
tion as determined by the manner and 
degree to which the facility satisfies the 
standards within each condition; 

(ii) For purposes of paragraphs 
(a) (ll (I) and (a) (2) of this section, the 
facility is in full compliance with the 
standards or meets the following condi-
tions for any standards not fully met: 

(A) The deficiencies noted, Individ-
ually or in combination neither jeopard-
ize the health and safety of patients nor 
are of such character as to seriously limit 
the provider's capacity to render ade-
quate ca.re. A written justification of 
such findings is maintained on file by the 
survey agency; and 

(B) The facility provides in writing a 
plan of correction acceptable to the sur-
vey agency; 

(iii) In the case of facilities certified 
under the provisions of paragraph 
(a) (4) (Ii) (A) and (B) of this section 
certification will be for: 

(A) A period that is no later than the 
60th day following the end of the time 
period specl'fted for the correction of 
deficiencies in a written plan which the 
survey agency has approved provided 
that such period shall not exceed 12 full 
calendar months or 

(B) A conditional term of 12 full 
months, subject to an automatic cancel-
lation clause that the certification will 
expire at the close of a predeterm1ned 
date which no later than the 60th da.y 
following the end of the time period 
specified for the correction of deficien-
cies: Provided, That such date will oc-
cur within such 12-month period, unless 
the survey agency finds that all required 
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corrections have been satisfactorily 
completed, or unless the survey agency 
finds and notifies the State agency that 
the facility has made substantial prog-
ress in correcting such deficiencies and 
has resubmitted in writing a new plan of 
correction acceptable to the survey 
agency. Except as provided in paragraph 
(a) (6) of this section, the period of a 
certification shall not exceed 12 calendar 
months. 

(iv) No second certification under the 
condition specified in paragraph (a) (4) 
(II) of this section may be executed if: 

(A) The standard found deficient was 
In compliance dw•ing the previous cer-
tification period, except where the sur-
vey agency has made a determination 
based upon documented evidence that 
the facility despite intensive efforts or 
for reasons beyond its control was un-
able to mafntain compliance and despite 
the deficlency(!es) the facility is making 
the best use of its resources to render 
adequate care; or 

(B) The standards found deficient are 
the same as those which occasioned the 
prior certification, except: 

(1) In a case where a facility can 
document to the State survey agency's 
satisfaction that it achieved compliance 
with a previously unmet standard dur-
ing the period of certification but for 
reasons beyond its control and despite, 
in the judgment of the survey agency, a 
good fajth effort to maintain compliance 
with the standard, was again out of 
compliance by the time of the next sur-
vey; or 

(2) In the case of a skilled nursing 
facility completing the second of two 
successive agreements under provisions 
for certification in effect prior to July 1, 
1973 and having the same deficiency(ies) 
which occasioned the two agreements, 
the survey agency will review the per-
formance of such facility (which may be 
limited to a review of the documentation 
of record) in providing safe and ade-
quate patient .care and in progressing 
toward correction of such deficien-
cy(ies). On the basis of its evaluation, 
the survey agency will advise the single 
State agency that: 

(i) No provider agreement may be ex-
ecuted with such facility, 

(ii) A new provider agreement may be 
executed for a period related to the time 
required to correct such deficiencies, but 
not to exceed six months; or 

(iii) A new provider agreement may 
be executed for a period of twelve months 
but subject to a provision for automatic 
cancellation 60 days following the sched-
uled date for correction unless the survey 
agency finds and notifies the State 
agency that all required corrections have 
been satisfactorily completed. If the fa-
cility continues to be out of compliance 
with the same standard(s) at the end of 
the term of the agreement, a recertifica-
tion may not be made. 

(v• For purposes of this subparagraph 
(4), waivers granted pursuant to sec-
tion 1902(a) (28) of the Act or I 249.12 
are not considered deficiencies. 

FEDERAL REGISTER, VOL. 39, NO. 12-THURSDAY, JANUARY 17, 1974 

125 
588- 459 O • 75 - 10 



2256 

(5) Provide that the survey agency 
designated pursuant to § 250.l00(c) of 
this chapter will: 

(i) Review Information contained 1n 
medical review and independent pro-
fessional review team Inspections made 
pursuant to State plan provisions under 
section 1902<a) (26) and (31) of the 
Social Security Act; 

OD Review statements obtained from 
each facility setting forth (from pay-
roll records) the average numbers and 
types of personnel (In full-time equiva-
lents) on each shift during at least 1 
week of each quarter, such week to be 
selected by the survey agency and to 
occur Irregularly In each quarter of the 
year; 

(!ID Review and evaluate such reports 
as they reflect on health and safety re-
quirements and as necessary take ap-
propriate action to achieve compliance 
or withdraw certification; and 

• <iv) Perform, with qualified person-
nel, on-site Inspections at least once 
during the term of a certification or more 
frequently if there Is a question of 
compliance. 

(6) Provide that execution of the 
single State agency provider agreement 
with a facility for payments under the 
plan shall be contingent upon certifica-
tion in accordance with the provisions of 
paragraph (a) (1) and (2) of this sec-
tion. The term of an agreement may not 
exceed a period of one year and the effec-
tive date of such agreement may not be 
earlier than the date of certification. 
Execution of a provider agreement shall 
be for the term and in accordance with 
the provisions of certification deter- • 
mined by t.he survey agency except that 
the single State agency for good cause 
based on adequate and documented evi- . 
dence may elect to execute a provider 
agreement for a term less than the fuJI 
period of certification or may elect not 
to execute a provider agreement or may 
cancel a provider agreement for partici-
pation by a facility certified under the 
State plan. Notwithstanding the provi-
sions of this subparagraph the single 
State agency may extend such term for 
a period not exceeding two months 
where the survey agency has notified the 
single State agency In writing prior to 
the expiration of a provider agreement 
that the health and safety of the pa-
tients will not be jeopardized thereby, 
and that such extension Is necessary to 
prevent irreparable harm to such fa-
cility or hardship to the individuals 
being furnished Items or services or 
that It ls Impracticable within such 
provider agreement period to determine 
whether such facility ls complying with 
the provisions and requirements under 
the program. 

(7) Provide that in the case of a pub-
lic institution (or distinct part thereof) 
for the mentally retarded or persons with 
related conditions, the single State 
agency will, prior to the execution of an 
agreement for the provision of Inter-
mediate care facility services, obtain a 
written agreement from the State or 
political subdivision responsible for the 
operation of such public institution that 

RULES AND REGULATIONS 

the non-Federal expenditures In any 
calendar quarter prior to January l, 
1975, with respect to 

(I) Services furnished to residents In 
such Institutions <or distinct part 
thereof) and <ID services for individuals 
released during the preceding four quar-
ters as provided in § 249.10 <c) (3), will 
not, because of payments made under 
the plan, be reduced below the average 
quarterly per capita amount expended 
for services to rEsidents in such institu-
tion in the four quarters immediately 
preceding the quarter in which the State 
in which such institution is located 
elected to make such services available 
under its approved plan; 

(8) Provide during the period endi11g 
three years after the effective date of 
section 249.13 that in the case of an 
institution <or distinct part thereof) for 
the mentally retarded or persons with 
related conditions, the singfe State 
agency will: 

(i) Prior to the execution of a pro-
vider agreement covering intermediate 
care facility services, where the institu-
tion is not in compliance with the stand-
ards specified in § 249.13, obtain a writ-
ten plan of compliance which shall be 
submitted (including any amendments 
thereto) by the institution to the single 
State agency and approved by the Sec-
retary, for achieving conformity with 
the standards specified in § 249.13. The 
plan of compliance shaJI: 

(A) Detail the extent of the Institu-
tion's current compliance with the stand-
ards prescribed in § 249.13, and the spe-
cific action steps required to achieve 
compliance with the standards specified 
in such section, including: 

(1) The number, job titles, and quali-
fications of personnel currently employed 
by the facility and arrangements for re-
cruiting and training additionally re-
quired personnel sufficient to assure that 
each resident participates in an effec-
tive program of active treatment; 

(2) Any necessary structural changes 
and renovations to buildings and a sched-
ule for their completion; 

(3) The programs and services cur-
rently provided and any required re-
organization or expansion thereof. 

(B) Establish a timetable not exceed-
Ing 3 years from the effective date of 
§ 249.13 for completion of all action steps 
necessary to achieve conformity with the 
standards specified in § 249.13; 

(C) In the case of a public institution 
(or distinct part thereof) for the men-
tally retarded or persons with related 
conditions, provide for approval of the 
plan of compliance by the State or politi-
cal subdivision having jurisdiction over 
the operation of such public Institution; 

(D) Provide for semi-annual reports to 
be submitted to the single State agency 
by the institution documenting the ac-
tions taken and recording the progress 
made in implementing the plan of com-
pliance; 

OD Prior to the execution of a second 
<and each and any succeeding) provider 
agreement, obtain a written report from 
the survey agency (based on an on-site 
Inspection) establishing that the facility 

1s adhering to the timetable for comple-
tion of all necessary action steps referred 
to in paragraph (a) (8) (I) of this section. 

< 9) Provide that in the case of skilled 
nursing facilities certified under the pro-
visions of title XVIII of the Social Se-
curity Act, the term of a provider agree-
ment shall be subject to the same terms 
and conditions and coterminous v.ith the 
period of approval of eligibility specified 
by the Secretary pursuant to that title, 
and upon notification that an agree-
men~ with a facility under title XVIII 
of the Act has been terminated or can-
celled, the single State agency will take 
appropriate action to terminate the fa-
cility's participation under the plan. A 
facility whose agreement has been can-
celled or otherwise terminated mav not 
be issued another agreement until the 
reasons which cause the cancellation or 
termination have been removed and 
reasonable assurance provided the sur-
vey agency that they will not recur. 

< 10) Provide that facilities which do 
not qualify under this section are not 
recognized as skilled nursing facilities 
or intermediate care facilities for pur-
poses of payment under title XIX of 
the Act. 

<b) Federal financial participation. 
(1) Federal financial participation is 
available at 75 percentum in expendi-
tures of the single State agency for com-
pensation (or training) of its skilled 
professional medical personnel and staff 
directly supporting such personnel, 
which are necessary to carry out these 
regulations. 

<2> Federal financial participation at 
applicable rates is also available for the 
single State agency to enter Into a writ-
ten contract (under the supervision of 
the Medical Assistance Unit) with the 
survey agency designated pursuant to 
§ 250.100 <c) of this chapter as necessary 
to carry out its responsibilities under 
these regulations. Such Federal financial 
participation 1s available only for those 
expenditures of the survey agency which 
are not attributable to the overall cost 
of meeting responsibilities under State 
law and regulations for establishing and 
maintaining standards but which are 
necessary and proper for carrying out 
these regulations. 

PART 250-ADMINISTRATION OF 
MEDICAL ASSISTANCE PROGRAMS 

3. A new § 250.100 is added to P art 
250 as set forth below: 
§ 250.100 Establishment and mainte-

nance of State and Federal •tand-
ards. 

State plan requirements. A State plan 
for medical assistance under title XIX 
of the Social Security Act must: 

(a) Provide for the designation of the 
State health agency or other appropri-
ate State medical agency (whichever is 
utilized by the Secretary for purposes 
of title XVTII of the Act as specified 1n 
the first sentence of section 1864 (a) of 
the Act) as the State authority respon· 
sible for establishing and ma1ntainJDg' 
health standards for private or public 
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Institutions, excluding Christian Science 
sanatoria operated o:: l!sted and certi-
fied by the First Church of Christ Sci-
entist, Boston, Massachusetts, in which 
recipients of medical assistance under 
the plan may receive care and services. 
The State plan must describe these 
standards and such standards must be 
kept on file and made available to the 
Social and Rehabilitation Service upon 
request; 
. (b) Provide for the designation of the 

smgle State agency or other appropriate 
State authority or authorities which 
shall be responsible for establishing and 
maintaining standards other than those 
relati:1g ~o health for public and pri-
vate mst1tutions in which recipients of 
med_ical assistance under the plan may 
receive care or services. The State olan 
must describe these standards and such 
standards must be kept on file and made 
available to the Social and Rehabilita-
tion Service upon request; and 
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used In determining provider eligibility 
and certification under the program; 

<2> That copies of reports and Inspec-
tions are completed by Inspectors sur-
veying the premises with notations In-
dicating whether each requirement for 
which inspection Is made is or Is not sat-
l~fled, with documentation of deficien-
cies; and 

(3l That all Information and reports 
used in determining whether Federal re-
quirements for participating facilities are 
being met are maintained on file by the 
survey agency for ready access by the 
Department of Health. Education, and 
Welfare, and the single State agency as 
may be necessary to meet other require-
ments under the plan and for purposes 
consistent with that agency·s effective 
administration of the program. 

4. Section 249.10 (of Part 249 Is 
amended by revising paragraph (b) (4) 
(i) to read as follows: 
§ 2.J.9.10 Amount, duration, and scope 

of n1edical assistance. 

• Federal financial participation. 

(4) (i) Skilled nursing facility services 
(other than services in an institution for 
t~berculosis or mental diseases) for indi-
viduals 21 years of age or older. "Skilled 
;1-ursing facility services" means serv-
ices ordered by and under the di-
rection of a physician, which as a 
practical matter can only be provided on 
an _inpatiell:t basis in a skilled nursing 
f'.1c1llty (which term includes any instltu-
t10n located on an Indian reservation and 
certified by the Secretary as meeting the 
reqmrements of section 1861(j) of the 
Act), and which are: 

(~) Provide that the agency referred 
to m paragraph (a) of this section or 
such othe! State agency as is respon-
sible for hcenslng health institutions in 
the State will, in accordance with a writ-
ten agreement <or other written formal 
arrangement) with the single State 
agency, determine whether institutions 
and agencies, excluding Christian Sci-
ence sanatoria operated or listed and 
certified by the First Church of Christ 
Scientist,. Boston, Massachusetts, meet 
the reqmrements for participation in 
the program as set forth elsewhere in 
this chapter; and that the staff of the 
agency making such determinations is 
the same staff responsible for such de-
terminations for institutions or agencies 
participating under title XVIII. Written 
agreements (or other written formal 
arrangements) between the single State 
agency and the agency in the State re-
sponsible for licensing, for purposes of 
this paragraph, must specify and 
provide: 

(1) That Federal standards and such 
forms, methods and procedures as may 
be designated by the Administrator of the 
Social and Rehabilitation Service will be 

(a) Provided by a facility or distinct 
part of a facility which has not been 
determined by an officially designated 
State standard-setting authority not to 

. meet fully all requirements of the State 
for licensure as a nursing home ex-
cept as provided In the next sentence. 
Payments to a nursing home which 
formerly met fully all such requirements 
but is currently determined not to meet 
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them, may be recognized for a period 
s:Pecifled by the State standard-setting 
authority, if during such period such 
home promptly takes all necessary steps 
to again meet such requirements; and 

(b) Provided by a facility or distinct 
part of a facility which Is certified for 
participation pursuant to § 249.33 as 
evidenced by an agreement executed in 
acco1'Ciance with the provisions of 
§ 249.33, between the single State agency 
and the facility for the provision of 
skilled nursing facility services and the 
making of payments under the plan; ex-
cept. that wi_th respect to skilled nursing 
facility services furn ished by a facility 
whose provider agreement has expired or 
has otherwise terminated, the state 
agency may continue to claim Federal 
financial participation in payments on 
behalf of eligible individuals for such 
services furnished by such institution 
during a 1;>eriod not to exceed 30 days 
starting Wlth the date of expiration or 
other termination of its provi-der agree-
men~. but only if such Individuals were 
adnutted to the facility before the date 
of expiration or other termination of its 
provider agreement, and if the State 
agi'ncy makes a showing satisfactory to 
the Secretary that it has made reason-
able efforts to facilitate the orderly 
transfer of such individuals from such 
Institution to another facility. . . . . . 
(Soo. 1102, 49 Stat. 647 (42 U.S.C. i302)). 

Effective date. These regulations shall 
be effective February 19, 1974. 
(Catalog of Federal Domestic Assistance Pro-
gram No. 13.714, Medical Assistance Program) 

Dated: December 21, 1973. 
JOHN A. SVAHN 

Acting Administrator, Social 
and Rehabilitation Service. 

Approved: December 27, 1973. 
CASPAR W. WEINBERGER, 

Secretary of Health, Education, 
and Welfare. 

[FR Doc.74-1325 Flied l-l&-74;8 :45 am) 
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Title 20--Employees' Benefits 

CHAPTER Ill-SOCIAL SECURITY ADMIN• 
lSTRATION, DEPARTMENT OF HEALTH, 
EDUCATON, AND WELFARE 

[Regs. 51 
PART 405-FEDERAL HEALTH INSUR• 

ANCE FOR 't"HE AGED AND DISABLED 
(1965 ) 

Skilled Nursing Facilities 
On May 1, 1974, there was publitihcd 

in the FEDERAL REGISTER (39 FR 15230) 
a notice of proposed rulemaklng which 
set forth proposed amendments to regu-
lations relating to the conditions of par-
ticipation for skilled nursing facilities. 
Included in the prop0sed amendments 
were several additional provisions to the 
Medicare-Medicaid common standards 
for skilled nursing facilities, which re-
sulted from comments received with re-
spect to the conditions of participation 
published as proposed rules on July 12, 
1973 (38 FR 18620) . Because of the sub-
stantive nature of these provisions, they 
were not included in the final regula-
tions published on January 17, 1974 (39 
FR 2238), but were published in proposed 
form on May 1. In addition to the pro-
po15ed provision5 resulting from those 
comments (a medical director, 7-day 
registered nurse services, discharge plan-
ning, and patients' rights), other provi-
sions designed to clarify or expand upon 
existing regulations were included in the 
proposed rulemaklng. Interested parties 
were given the opportunity to submit 
within 30 days data, views, and argu-
ments on the proposed amendments. 

Comments were received from many 
sources (Including representatives of 
national, State, and local organizations) 
concerned with skilled nursing services, 
the quality of patient care, and the rights 
of these patients. All of the comments 
received, Including earlier· public com-
ments and those reported from Senator 
Frank E. Moss' subcommi.ttee hearings, 
have been carefully considered. 

The following summarizes the changes 
made in consideration of comments 
received : 

1. Dietitian <qualified con.mltant>, 
§ 405.1101 <f> .-The proposed revision 
corrected a typographical error in this 
definition, by adding "or" between 
clauses (1) and <2> to proyide that a 
dietitian need meet only one of the 
alternatives in this definition. No adverse 
comments were received regarding this 
change. However, an additional change 
was made for purposes of clarity and 
consistency. This was to change the 
phrase "on the publication of this pro-
vision" to January 17, 1974, the date the 
final condition& of participation were 
published. 

2. Use of outside resources, § 405.1121 
< i 1 . This provision Is addressed to the 
situation where a skilled nursing faclllty 
ordinarily furnishes a specific service to 
Its patients through an outside resource. 
Considerable comment was received in 
opposition to the proposed amendment, 
Which would except an Independent 
laboratory from the requirement that 
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the outside resource blll the fac!llty for 
covered services rendered directly to the 
patient. Considering the strong protests, 
and that Medicaid has had administra-
tive problems with the reimbursement 
procedure, any reference In§ 405.1121(1) 
to billing procedures has been deleted. Its 
deletion, however, does not mean that, 
under Medicare, outside resources fur-
nishing services to inpatients of a facil-
ity under an arrangement with the facil-
ity may bill the patient for services which 
constitute provider services. Further-
more, pursuant to section 1861 (w) of the 
Social Security Act, such services fur-
nished under an arrangement must be 
billed through the provider exclusively. 
Appropriate revisions to Incorporate this 
prmciple will be transferred to the per-
tinent subparts of Regulations No. 5 at 
a later date. 

3. Patients' rights, § 405.1121<ic) . On 
the basis of numerous comments re-
ceived, Including some 135 letters pro-
testing the separation of married couples 
in skilled nursing facllltles, the following 
substantive changes were made In the 
patients' rights provision In consid-
eration of the viewpoints expressed, and 
the revised phrases are in italics: 

(a) Policies and procedures regarding 
patients· rights are to be available to 
the public, as well as to patients, guard-
ians, and others Identified In the pro-
posed regulations; 

(b) Written acknawledgement by the 
patient that he has been fully informed 
of these rights is required; 

(cl The patient is fully informed of 
his medical condition, by a physician, 
unless medically contraindicated (as 
documented by a physican In his medical 
record); 

(d) Reasons for patient transfer or 
discharge are now delineated to include: 
Medical, for the welfare of the patient 
or others, or for nonpayment for stay 
<except whete prohibited by the pro-
gram<s> >, with such actions documented 
in the medical record; 

(e) The patient Is encouraged to exer-
cise his rights as a patient, and as a 
citizen; 

<fl Delegation by the patient to the 
facility of the right to manage his funds 
now requires a quarterly accounting and 
specifies that the delegation be in con-
formance with State laws; 

(g) Further limitations are placed on 
the use of restraints (that they be used 
only If authorized by a physician for a 
specified and limited period of time· 
that is, their use must be necessary t~ 
protect the patient from injury to him-
self or others> ; 

<h> These regulations provide for the 
patient to send as well as receive mail 
unopened unless medically contrain-
dicated as documented by his physician 
in the medical record; 

(1) The patient retains and uses his 
personal clothing and possessions, as 
space permits, unless to do so would in-
fringe upon rights of other patients, and 
unless medicall11 contraindicated and 
documented by ht., physician in Ma 
medical record; 

(j) A new prOVlSI0n has been added 
which provides that if married, the pa-
tient is assured privacy for visits by hi.~! 
her spouse, and if both are inpatients. 
they are permitted to share a room, 
unless medically contraindicated a11d 
documented by the attending phy.,iclun 
in the medical record. 

This paragraph <k) o.lso was clarified 
to reflect that the rights and respon-
sibilities in po.ragraphs (k) (1 > through 
(4) us they pertain to a patient found 
by his physician to be medically in-
capable of understanding tllc.sc rights 
devolve to such pntient's guardian. next 
of kin, etc. 

4. Seven-day registered nurse scrvil.'e.,, 
§§ 405.1124 and 405.1124(c). As proposed, 
this revises the requirement for the em-
ployment of a reglsered nurse to at least 
the day tour of duty on 7 days a week. 
For purposes of classification, a cross ref-
erence to the waiver provision for this 
requirement was Inserted after the con-
dition of participation. Most comments 
regarding this provlslon were 'supportive 
and In addition suggested stronger re-
quirements in line with some St.ate re-
quirements. 

The requirement·for a registered nurse 
on the day tour of duty is considered to 
be reasonable and necessary as a J;eederal 
standard and does not preclude higher 
State requirements. 

Regarding waivers of this provision, 
some requests were received that waivers 
be considered for urban as well as rural 
skilled nursing facilities. However, sec-
tion 267 of Pub. L. 92-603, the Social 

• Security Amendments of 1972, provides 
that waiver of the 7-day registered nurse 
requirement applies to rural skilled nurs, 
ing facilities. In addition, § 405 1911 <ai 
regarding waivers was revised to parallel 
the waiver language for medical direction 
In skilled nursing facilltles In that the 
facility must make good fal:th efforts to 
meet the 7-day registered nursing 
requirement. 

5. Administration of drugs, § 405.1124 
<g>. Several oomments were received re-
questing that the pluase "In compliance 
with State and local laws" be added to 
this section. This comment was not ac-
cepted because It wlls felt that, In addi-
tion to meeting State and local laws as 
stipulated In § 405.1120, an appropriate 
Medicare-Medicaid requirement would 
be that drugs be administered only by 
physicians, licensed nursing personnel, or 
other stafl' who have completed a State-
approved program 1n·medlcat1on admln-
i5tration. These controls permit only 
qualifled staff to administer medico.ti.on 
while making the best utilization of 
health manpower. 

6. Staffing for specialized rehabilita-
tive services, § 405.1126 <a>. The maJoi•ity 
of comments received were in opposition 
to this proposal because It was Inter-
preted to mean that nonquallfied per-
sonne~ could perform the professional 
activities of a therapist 1! under the su-
pervision of a physician qualified 1n phys-
ical medicine. This was not the intent of 
the revtsl.on, however. The regulation h1111 
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been revised to clca.rlY reflect that spe-
cialized rehabllltatlve sernce.s are pro-
vided in accorjance wl.t.h accepted pro-
f essiona.l practices by qual.1fled therapists 
or queli.fled a.sslntants, while o~her re-
habi11ta.tlve servicer; must be under the 
supervision of !I phy:'1clnn qualified in 
physical medicine in a, facillty that has 
an organized rel;labllita.tlve service, 

7. Handrails, § 405.1134(i), The pro-
vision requiring corridors in sKilled nurs-
ing facilities to be equipped with hand-
rails 011 each side Is adopted :i.s µroposed, 
few opposing comments having been re-
ceived. 

8. Discharge vlannin9, § 405,1137\h). 
This nl'w requirement, -~ mod1fted to 
reflect comnwnts oppost.'(1 to the time 
prevlou5ly speci.fled for determin.lng e::.ch 
patient's need for clwcha.rge planning. 
ThL~ requirement wa.s changed to read 
"within 7 days after the day or a.clinis-
slon" :i.s more suitable to the health care 
sett.Ing of a skilled nursing facility. C11t!-
cism ind\cated that the ,::,reviou~ 72-hour 
time span wa.s more suitable for a hos-
pital setting, 

The notice of proPOSec'. rulemaklng in-
cluded a, provision that would require a 
skilled nursing fac!Jity to furnish a cen-
tralized, coordinated d.L.<seharg/J planning 
program to ensure that each patient ha.s 
a program of needed continuing care 
both dw1ng hi~ stay aud after discharge 
from the faclllty. The notice proposed 
that this section be lnco:-porated in con-
nection with uiil'zation review, pursuant 
to the provislcni, of se:tion 237 (c) of the 
Social Security 1\mcndments of !972 
(Pub. L. 9:l-603) w,1ich aT!'end section 
1861Ckl of the Act by adding authority 
under which the Secrc+,ary may require 
the use 1n the M',dlcr.re proirram of utili-
zation review procecures established pur-
suant to the Medicaid program, which 
he detennines are superior in their effec-
tiveness to the utill1,a.t1on review proce-
dures In the Medicare program. The Sec-
retary ha.s determlned that Medicaid 
program .requirements for dischorge 
planning published on th\s date in this 
edition of the FEDERAL REGISTER are su-
perior, and accordingly this requirement 
for discharge planning is Incorporated 
as a utilization review requirement of the 
Medicare program. 

9. Medical direetion, proposed a., 
§ 405.1138. This condition has been modi-
fied to Include an organl7.ed medical sta 
fled to include an ori;anized medical 
staff , with a member of that staff serv-
ing as medical director. Additionally, 
provision has b~n added to permit hos-
pital-based skllled nursing facilities to 
have a member of that staff to serve as 
medical director, Some concern was ex-
pressed that the medical director should 
not be responsible for survelllance o! the 
environmental health status o! the fa-
cility, a.nd this comment wa.s accepted. 
Opposition to the medical director's 
being responsible for delineation of re-
sponsibtllties and clinical privileges ot 
attending physicians was expressed; ac-
cordingly, the regulation was amended 
to Include the delineation of attending 
physician responsibilities as part of the 
skilled ntlrBlng facWty's bylaws, with ap. 
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provlll required by the governing body. 
Also, a provision was added that medical 
direction can be provided through ar-
rangement with a group of physicians, a 
local medical society, a hospital medical 
staff, or other simlln.r arrangement. Due 
to concern expressed about a skilled 
nursing facility's possibly having diffi-
culty in complylmr. the condition on 
medical direction now carries the proviso 
that the facllity be allowed 12 full calen-
dar months from e!Icctive date of these 
regulations to comply, The sentence thnt 
refers to employee hcnlth exnmlnntlons 
w111 be retained as originally published 
in the FEDERAL REGISTER of January 17, 
1974, In § 405.112l(g). Also, for the pur-
pose of cohesion and clarity, the condi-
tion on medical direction now appears as 
§ 405,1122, The condition formerly num-
bered § 405,1122, Patient care policies, ls 
now a pa.rt of§ 405,1121, Govern.Ing Body 
and Manai;emcnt, as standard (1) . 

Finally, a cross reference to § 405,1911 
(bl, which contains waiver provision for 
thlR requirement. wa.s added to the con-
dition on medical direction. 

The amendments as announced under 
the proposed rule making (39 FR 15230) 
are adopted, with the noted changes. In 
addition, some parts of the regulations 
were redrafted for clarification purposes, 
In line with the comments received, 
(Socs, 1102, 1861, 1871, 49 Stat. 647, as 
amended, 79 Stat. 313, "" amended, 79 Stat, 
331, (4:.l U.S.C. 1302, 1395x, 1396hh)) 

Effective date. These amendments shall 
be effective December 2, 1974. 
( Co.talog o! Federal Domestic Assistance 
Program No. 13.800, Health Insurance for 
the Aged-Hoapltal Insura.nce) 

Dated: September 20, 1974. 
J, B. CARDWELL, 

Commissioner of Social Secu.ritv. 
Approved: September 20, 1974, 

FRANK CARLUCCI, 
Acting Secretary of Health, 

Ed~ation., and Welfare. 
Regulations No. 5 of the social Se-

curity Administration, as amended (20 
CFR Part 405), are further a.mended as 
set forth below: 

1. Paragraph m of § 405,1101 is re-
vised to read a.s follows: 
§ ·105.1101 Defir;i,ions. 

As used in this subpart, the following 
definitions apply: 

• • 
(f) Dietitian (qualified coiuultant>. 

A person who: • 
( 1) Is eligible for registration by the 

American Dietetic Association under Its 
requirements In effect on January 17, 
1974; or 

(2) Has a baccalaureate degree with 
major studies in food a.nd nutrition, 
dietetics, or food service management, 
has 1 year of supervisory experience in 
the dietetic service of a health care in-
stitution, . and participates annually m 
continuing dietetic education. 

• • • 

2. Section 405.1121 ls amended by re-
vising paragraph li), and uclding a new 
paragraph (kl. Section 405.1122 is redes-
ignated as parai::raph cl) of § 405.1121. 
As amended § 405.1121 (il, Ck), and cJ • 
reads a.s follows: 
§ 40:;,J 121 (:mulition of participatiun-

µ:on•rnin::; bud:,· n1ul 1unnn~t•nu·nt. 

Ci) Standard: Use of outside resources. 
If the facility dOC's not. employ n qu11li-
fird professional person lo render a spe-
cific service to be provided by th,, 
facility, it makes arrnn,::ements to h11Ye 
such a service pro,,lded by an out,.,sidc 
resource-a person or agency that will 
render direct service to patients or a.ct 
as a consultant to the facility. The re-
sponsibilltles, functlom. and objcctl\'c~. 
and the terms of agreement. lncluctin •: 
flnnnclal arrangements and chari::es, of 
each such outside resource :1re drllnc-
ated in writing and signed by an author-
ized representative of the facility and the 
person or agency providing the service. 
Agreements pertaining to services must 
specify that the facility assumes protci,-
slonal and administrative responsibility 
for the services rendcrl'd, The outside 
resource, when acting as n, consultant, 
apprises the administrator of rPcomn,.·n-
dations, plans for implementation, and 
continuing assessment through dnted, 
signed rep0rt.~. which are retAined by the 
adminlstrator for followup action and 
evaluation of performance. (See requlrf'-
ment under each service-H 405.ln5 
through 405.1132.> 

Ck) Standard: Patients' rights. The 
governing body of the facility establishes 
•;yr!tten policies regarding the rights and 
responsibilities of patients and, throur,h 
the administrator, is responsible for de-
velopment of, and adherence to, proce-
dures implementing such policies. Thrsc 
policies and procedures arc mRde Avail-
able to patients, to Any guardians , next 
of kin, sponsoring agency C ies l, or repre-
sentative payees selected pursuant to ~ec-
tion 205 (J) of the Social Security Act, 
and Subpart Q of Part 404 of this chap-
ter, and to the public. The stat! of the 
facility u; trained and in\'olved in tllr. 
implementation of these policies arnl 
procedures, These patients· rights poli-
cies and procedures ensure that, at least, 
ea.ch patient admitted to the facility: 

(1) Is fully informed, as evidenced by 
the patient's writl<'n ncknowleclgment, 
prior to or at the time of admission ar•d 
during stay, of these rights and of all 
rules and regulations governing patient 
conduct a.nd responsibilities; 

(2) Is fully Informed, prior to or ~t 
the time of admission and during sta.v, 
of services avallable in the facllity, und 
of related charges including any charges 
for services not covered under titles 
XVIII or XIX of the Social Security 
Act, or not covered by the facility's bAsic 
per diem rate; 

(3) Is fully informed, by a physician, 
of h.ls medical condition unless medically 
contraindicated ( as documented, by a 
physician, In his medical record), and Is 
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alforded the opportunity to participate 
In the planning of his medical treatment 
and to refuse to participate tn experi-
mental research; 

attending physician 1n the med1ca.l rec-
0rdl. 

All rights and rooponslb111tiee spec111et1. 
In paragraphs (k) (1) through (4) of 
this section-as they pertain to (al a 
patient a,dJudlcuted, Incompetent 1n ac-
cordance with State law, (b) a patient 
who is found, by his physician, to be 
med1csJJ.y incape.ble of understanding 
these rights, or (c) a patient who exhlbiu: 
a communication barrier-devolve to 
such patient's guardian, next of kin, 
sponsoring agency(les), or repre-sentntive 
payee (except when the facility Itself 1s 
representative payee) selected pursuant 
to section 205(j> of the Soclal Security 
Act and Subpart Q of Part 404 of this 
chapter, 

n1zed medical staff, the medical director 
1s designated by the medical staff with 
approval of the «overnlng body, A medi-
cal director may be designated for a sin-
gle facll!ty or multiple facilities through 
artangements with a group o! physicians, 
a local medical society, a hospltnl medi-
cal staff, or through nnother similar ar-
rangement. The medical director Is rc-
sp0nslblo for the overall coordination of 
the me<lknl r11,1•t• In the- flle!Uty to ensun, 
the U<il'QUUCY l\llll l\).lproprlatent-i:.., or I.ht• 
medical services provid<'d to Pl\tlcnt.s mu! 
to maintain surveillance of tlle henlth 
status or employees. <See § 405.191Hbl 
regarding walvor of the requirement for 
a medical director.) 

(4) Is transferred or discharged only 
for medical reasons, or for his welfare 
or that of other patients, or for non-
payment for his stay <except a.s prohib-
ited by titles XVIII or XIX of the Soctal 
Security Act), and is given reasonable 
advance notice to ensure orderly trans-
fer or discharge, a.nd such actions are 
documented 1n his medical re<:ord; 

(5) Is encouraged and assisted, 
throughout his period of stay, to exercise 
his rights a.s a patient and as a citizen, 
and to this end may voice grievnnces 
and recommend changes In policies and 
services to facility staff a.nd/or to out-
side representatives of his choice, free 
from restraint, interference, coercion, 
discrimination, or reprisal; 

(6) May manage his personal finan-
cial affairs, or is given at least a quar-
terly accounting of financial transac-
tions made on his behalf should the fa-
clllty accept his written delegation of 
this responslblllty to the facll!ty for any 
period of time in conformance wit,h State 
law; 

(7) Is free from mental and physical 
abuse, and free from chemical and <ex-
cept In emergencies) physical restraints 
except as authorized in writing by a 
physician for a specified and limited pe-
riod of time, or when necessary to pro-
tect the pa.tlent from inJW'Y to himself 
c,r to others; 

(8) Is assured confidential treatment 
of his personal and mecllcal records, and 
may approve or refuse their relea.~e to 
any lndlv1dual outside the faclllty, ex-
cept, 1n case of his transfer to another 
health care Institution, or as required by 
law or third-party payment contract; 

(9) Is treated with consideration, re-
11pect, and full recognition of his dignity 
and individuality, including pri,•acy in 
treatment and 1n care for his personal 
needs; 

<10> -Is not required to perform serv-
ices for the faclllty that are not included 
for therapeutic purposes In his plan of 
care; 

<11> May associate and communicate 
Privately .with persons of his choice, and 
eend and receive his personal mall un-
opened, unless medically contraindicated 
<u documented by his physician 1n his 
JllecUcal record> ; 

(1) Standard: Patient care policies. 
The skilled nursing faclllty ha.s Written 
patient care policies to govern the con-
tinuing skilled nursing care and related 
medical or other services provided. 

(1) The faclllty ha.s p0llcles, which are 
developed by the medical director or the 
organized medical staff <see § 405.1122), 
with the advice of (and With provision 
for review of such Policies from time to 
time, l>Ut at lea.st annually, by) a ,group 
of professional personnel including one 
or more physicians a,ni,. one or more 
registered nurses, to govern the skilled 
nursing care nnd related medical 01• 
other services it provides. The policies, 
which are available to admitting physi-
cians, sponsoring agencies, patients, and 
the public, re!lect awareness of, and pro-
vision for, meeting the total medical and 
psychosocial needs of patients, including 
admission, transfer, and discharge plan-
ning; and the range of services available 
to patients, Including frequency of physi-
cie.Il visits by each category of pa,tlents 
admitted. These policies also include pro-
visions to protect patients' personal a.nd 
property riirhts. Medical records and 
minutes of staff and committee meetings 
reflect that patient care Is being rend-
ered In accordance wtth the written 
patient care policies, and that utillzatlon 
review committee recommendations re-
garding the policies are reviewed a.nd 
necessary steps taken to ensure 
compliance. 

Ca) Standard: Coordination of medi-
cal care, Medical direction and coordi-
nation of medical care In the faclllty a.re 
provided by a medical director. The 
medical director is responsible for the 
development of written byla.ws, rules, 
and regulations which are approved by 
the governing body and include de-
lineation of the responsibilities of at-
tending physicians. Coordination of 
medical ca.re Includes liaison with at-
tendl.ng physicians to ensure their writ-
ing orders promptly upon admission of 
a patient, and periodic evaluation of the 
adequacy and appropria.teness of health 
professional and supportive staft' and 
services. 

(bl stanaa,rd: Responsibilities to the 
/acmtv. The medical director ls respon-
sible for surveillance of the health status 
of the .faclllty's employees. Incidents and 
accidents that occur on the premises 
are reviewed by the medical director to 
Identify hazards to health a.nd safety. 
The administrator ls given appropriate 
ln!ormatlon to help ensure a safe a.nd 
san.!tary ilnvlronment for patients and 
personnel. The medical director 1s re-
sponsible for the execution of patient 
care policies in accordance with 
§ 405.1121 (I). 

4. Section 405,1124 1s amended by re-
vising the material preceding paragraph 
(a) and also by revising paragraphs \c) 
and <g> to read as follows: 

§ 405.1124 Condition ol participation-
nuning services. 

<12) May meet with, and pa.rtlcipe,te 
1n actlv1ttes of, social, religious, and com-
munity grouJ)II at h1a discretion, unless 
medically contralndlcated <as docu-
mented by his physician in his medical 
record); 

(2) The medical director or a regis-
tered nw'se is designated, 1n writing, to 
be respons!J;>le tor the execution ot 
patient care policies. If the responsl-
blllty for day-to-day executron of 
patient care pollcles baa been delegated 
to a registered nurse, the medical dlrec-

• tor serves as the advisory physician from 
whom she receives medical guidance. 
<Bee I 405.1122(b) .> 

The skilled nursing faclllty provides 24-
hour service by llcensed nurses, including 
the services ot a registered nurse at least 
during the day tour of duty 7 days a week. 
There Is an organized nursing service 
with a sufflcient number of quallfled 
nursing personnel to meet the total 
nursing needs of all patients In the 
factllty. <See 1405.1911 (a> regarding 
waiver of the 7-day registered nurse 
requirement,) 

<13) May retain and use his personal 
clothing and possessions a.s space per-
lnit.e; unless to do oo would infringe UPon 
1'1ghts of other pa.tlents, and unless med-
108lly contraindicated <as documented by 
h1s Physician in his medical record) ; and 

<14) If married, ls assured privacy for 
Visits by hls/her SPouse; ff both are in• 
1>6tlents 1n the facWty, they are per-
mitted to share a room, unleea med.lcally 
CODtraindlcated <u documented by t.he 

3. A new I 405.1122 ls added to read 
as follows: 
§ 405. l 122 Condition of partlelpatlon-

medical direc,tion. 
The fac111ty retains, eft'e<:tive not later 

than 12 full calendar months from 
December 2, 1974, pursuant to a written 
agreement, a physician, licensed under 
State law to practice medicine or osteop-
athy, to serve as mecl1cal director on a 
part-time or full-time basis as ls appro-
Pl'1ate for the needs of the patients and 
the facillty. If the tacutty has an or,a-

<c> Standard: Twent11-tour-hour nurs-
ing service. The faclllty provides 24-hour 
nursing services which are sufficient to 
meet total nursing needs and which are 
in accordance with the patient care 
policies developed as provided m 
I 405.1121 (I). The policies are designed 
to ensure that each patient receives 
treatments, medications, and diet as pre-
11eribed, and rehabWtative nursing care 
u needed; recetvee proper care to pre-
vent decubitus Ulcers and defonnitles, 
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and ls kept co;:nfortable, clean. well•• 
groomed, and protectP.d from n.crident, 
injury, a.'1d infection, end encouraged, 
asslsted, and tra'ned ln self-care and 
group ootlvlties. Nursing -perennnel, in-
cluding at lea.st one reglstrred nurse on 
the day tour of duty 7 dJYS 11 week, 11-
cen.qed practlca.J. <vocaLio11ni > nurses, 
nur!ltl aldc1i, orclcr.lka, r,nd ward clerks, 
o.ro a.'l.~lgned duLlci, conslPtent with their 
f•ducn.tlon 1md m,pcrlcncc• n.nd bn..~ed 011 
the cho.rl\Ctcrlstics of the pallcnt load. 
Weekly time flr,hedules arc ma!nt.'.1lned 
and indicate tho :1um:>er ar.d classUlca-
tions of nursing personnel, indud!11~ re-
lief personnel, who worl:cC: on ciach unit 
for each tour of r.l . ..it:,. 

(g) Standarr1: Administration of 
drugs. Drugs and biologicals are F,dm!n-
lstercd oruy by physicians, licensed nurs-
ing personnel, or ty other persor.nel who 
have completed a State-approved train-
ing program !n ::ned!cat!on a<lmin!stra-
t!on. Procedures a.rt) established by the 
pharmaceutical Eerv!ces committee (sec 
§ 405.1127 {rll ) to ensure t,bat drugs to 
be adm!nlstereC,. are checl,ed against 
physicians' orders, ',ha~ the patient Is 
1dentt.'led. prior to administration of a 
drug, and that each patient has. an in-
dividual medication record and that the 
dose of drug administered to that patient 
1s properly recorded th~reln by the per-
son who administered the tlmg, Drugn 
and b!olo~icalll are admi11lstered a11 soon 
as possible after doses are prepart::d, and 
are administered by the same person who 
prepared the doses fc:;- adm!nistrat!on, 
except unc!er slni;le unit dose _package 
dlst,r!but!on systems. (See § 405.1101 (h) .) 

• 
5. Section 405.1126 1s amended by re-

vising the materlal preceding paragraph 
Ca) and a1so by revising paragraph (a) 
t.o read M follows: 
§ 405.1126 Condi!ion ol pa1·1icipnlion-

•pecializ<-~J rchnhilitntiv<' ,crviceo. 
In addition to rellabllltat!ve nursing 

(§ 405.1124(e), the skilled nursing 
facility provides, or arranges for, under 
written agreement. specialized rehabili-
tative services by qual!fied personnel 
C1.e., physical therapy, speech pathology 
and audiology, and occupational ther-
apy) as needed by patients to improve 
and maintain tw1ct!onlng. These· serv-
ices are provided upon the written order 
of the patient's attending physician. 
Sa.fe and adequate space and equipment 
are available, commensurate with the 
servlces offered. If the facil!ty does not 
offer such services directly, it does not 
admit nor retain patients !n need of this 
care unless provision ls made for such 
services under arrangement with quali-
fied outside resources under which the 
facll!ty assumes professional responsi-
bilities for the services rendered. (See 
§ 450.1121(1) .) 

Ca) Standard: Organization and staff-
ing. Spec!a.l!zed rehabilitative services 
are provided, ln accordance with ac-
cepted professional practices, by quali-
fied therapists or by qualified assistants 
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or other supportive personnel under r ,e 
supervision of qual!fled therapists. Other 
rehabilitative services also may be pro-
vided, but must be ln a fac!llty where 
nJJ rehabilitative services are provided 
through an organized rehabilitative 
service under Uie supervision of a 
physician qul\l!fled In physical medicine 
who <lptermlnes th!' iconls und Umlt11.tlons 
of th<.'se servkrs 1md r,sslimR duties ap-
tiroprlnte to the trni11l11g and experlen<'e 
or l,hose providing such servlcrs. Writ-
kn administrative nnd patlent care pol-
icies and procedures arc developed for 
rehabhttatlve services by appropriate 
therapists and representatives of the 
medical, administrative, and nursing 
staffs. 

6. :E>aragraph (j) of § 405.1134 is re-
vised to read as follows: 
§ 405.1134 Condition of participation-

physical environment, . . • 
(j) Standard: Other environmental 

considerations. The facll!ty provldes a 
functional, sanitary, and comfortable 
environment for patients, personnel, and 
the publlc. Provision I.~ made for ade-
quate and comfortable l!ght!ng levels !n 
all :i.ree.~. llmitat!on of sounds at comfort 
levels, ma.!nta!n!ng a comfortable room 
temperature, procedures to enst'.l'e wa-
ter to all essential areas in the event of 
loss of normal water supply, and ade-
quate ventilation through windows or 
mechanical means or a combination of 
both. Corridors are equipped with firmly 
secured handra!ls on ea.ch side. 

7. Section 405.1137 Is a.mended by add-
Ing a new para.graph (hl to read as fol-
lows: 
g 4-05.1137 Condition of participation-

utilization review, 

(h) Standard: Discharge planning. 
The fa.cll!ty maintains a centralized, co-
ordinated program to ensure that each 
patient has a planned program of con-
tinuing care which meets his postdls-
charge needs. 

(1) The fac!llty has 1n operation an 
organized discharge planning program. 
The utU!zatlon review committee, in its 
evaluation of the current status of each 
extended duration case, has available to 
it the results of such discharge planning 
and Information on alternative ava!lable 
community resources to which the pa-
tient may be referred. 

(2) The administrator delegates re-
spons!b!llty for discharge planning, In 
writing, to one or more members of the 
fa.c!l!ty's staff, with consultation, if 
nece55ary, or arranges for this serv-
ice to be provided by a health, social, or 
welfare agency <see § 405.1121(!) >. 

(3) The facll!ty maintains written 
discharge planning procedures which de-
scribe (I) how the discharge coordinator 
will function, and his authority and re-
lationships with the fac!llty's staff; (il) 
the time period 1n which each patient's 
need for discharge planning !s deter-
mined (preferably within 7 days after the 
day of admission) ; Cl!!) the maximum 
time period after which a reevaluation 
of each patient's discharge plan Is made; 
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Civ) local resources available to the facil-
ity, the pat,ient, and the attending phy-
sician to 3.Sslst In developing and Imple-
menting Individual discharge plans: and 
(v) provs!ons for periodic review and re-
evaluation of the fac!llty's dl~chnrge 
planning program. 

<4> At the time of dl~clrnrnc, t.llc fa-
cility l)rov!de~ those responsible for the 
patient's postdtschargc cnrc with au np-
proprlnto summary o! lnfonnatlon :1bo11t 
the ctisclmrgcd paUcnt to ensure the op-
timal continuity of care. The d!schnrt,(c 
summary Includes at least current infor-
mation relative to diagnoses, rehabilita-
tion potential, a summary of the course 
of prior treatment, physician orders for 
the immediate care of the patient, and 
pertinent social Information. 

8. A new § 405.1911 Is added to read 
as follows: 
§ 405.1911 Sp.,dal wRivcrt1 applicnhlc lo 

ekillr,1 nursing facilitico. 
(a) Waiver of 7-day rngistered nurse 

requirement. To the extent that § 405.-
1124 requires any skilled nursing fac!l!ty 
to engage the services of a registered 
nurse more than 40 hours a week, the 
Secretary may waive such requirement 
for such perlocls as he deems appropri-
ate if, based upon documented findings 
of the State agency, he detennlnes that: 

Cl) Such fae!Uty is located in a rural 
area and the supply of skilled nursing 
fac!llty services in such area Is not suffi-
cient to meet the needs of individual 
patients therein, 

(2) Such fac!llty has at least one full-
time registered nurse who is regularly 
on duty at such fac!llty 40 hours a week, 
and 

(3) Such fa.c!llty (I) has only pa-
tients whose attending physicians have 
indicated (through physlc!allS' orders 
or admission notes) that ea.ch such pa-
tient does not require the services of 
a registered nurse for a 48-hour period, 
or (II) has made arrangements for a 
registered nurse or a physician to spend 
such time at the facility as !s deter-
mined necessary by the patient's at-
tending physician to provide necessary 
services on days when the regular full-
time registered nurse is not on duty. 

(4) Such fac!llty has made and con-
tinues to make a good faith effort to 
comply with the more than 40-hour 
registered nurse requirement, but such 
compliance !s Impeded by the unavail-
ability of registered nurses 1n the area, 

Cb) Waiver of medical director re-
quirement. To the extent that § 405.1122 
requires any sk!lled nursing fac!llty to 
engage the services of a medical director 
either part-time or full-time, the Sec-
retary may waive such requirement for 
such periods as he deems appropriate 
if, based upon documented findings of 
the State agency, he determines that: 

(1) Such facil!ty !s located ln an area 
where the supply of physicians Is not 
i;ufflc!ent to permit compl!ance with this 
requirement without seriously reducinll 
the ava.llab!llty of physician services 
within the area, and 
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<2) Such facility has made and con-
tlr.ues to make a good faith effort to 
comply with § 405.1122, but such com-
pliance ls Impeded by the unaTa!la.b!l-
1ty of physicians 1n the area. 

(PR Doc.74-22694 l"Ued 1~2-74;8:45 am) 

Title 45--Public Welfare 
CHAPTER II-SOCIAL AND REHABILITA-

TION SERVICE (ASSISTANCE PR~ 
GRAMS) DEPARTMENT OF HEALTH, 
EDUCATON, ANO WELFARE 

PART 250-ADMINISTRATION OF MEDI-
CAL ASSISTANCE PROGRAMS 

Subpart A-General Administration 
DISCHARGE PLANNING--8KILLED NURSING 

FACILITIES 

Notice of proposed rulemak!ng was 
published May 1, 1974 (39 FR 15232), 
requiring that State plans for medical 
assistance under title XIX, Social Secu-
rity Act (Me<:licaid) Include ln their 
utilization review programs a require-
ment for discharge planning for sk!lled 
nursing fac!lity patients who are Medic-
aid recipients. A pa.rallel requirement 
for the Medicare program was publ!shed 
at the same time. 

The proposal epeclflcd that ea.ch 
patient's need for discharge planning 
must be dctennlned within 72 hours of 
admlsslon. Comments indicated that thls 
time span was suitable for hospital care 
but not for care !n a skilled nursing fa-
cility. Consequently, the final regulations 
have been modified to require this de-
termination within 7 days after the day 
of admission. No other changes have 
been made. 

As published on May 1, the proposed 
regulation would have amended another 
proposal published January 9, 1974 (39 
FR 1500) which set forth a complete re-
vision oI 45 CFR 250.20, overall ut!llza-

RULES AND REGULATIONS 

tlon review requirements for the Medic-
aid program. Since the final regulations 
resulting from the January 9 proposal 
are not yet ready for publlcatlon, the 
specific requirement for discharge plan-
ning with respect to sk!lled nursing fa-
cility patients ls being published as an 
addltiop t.o ex1si1ng utilization review 
requirements. It will be Incorporated ap-
propriately !n the final regulations on the 
overall utlllzatlon review program. 

Section 250.20 of Part 250; Chapter n, 
Title 45, C09e of Federal Regulations, Is 
amended as set forth below: 

1. Wherever it appears, the phrase 
"skilled nursing home" ls changed to 
"skilled nursing facility". 

2. A new par9rgraph (a) (3) ls added 
to read as follows: 
§ 250.20 Utilization review of care and 

e;ervicca. 
(al State plan requirements. A State 

plan for medical assistance under title 
XIX of the Social Security Act must: 

(3) Provide 1n the case of ekllled 
nursing facilities, whether ut!l!zatlon re-
view actlv!t!ee a.re performed pursuant 
to paragraph (a) (1) (!) or (!!) of this 
section, that the utilization review com-
mittee shall review ea.ch Individual's dis-
charge plan, which plan shall be devel-
oped in accordance with the provisions of 
this paragraph Cal (3> of this section. 
Such plan shall ensure that each Indi-
vidual has a planned program of post-
f ac!lity continuing ca.re which takes Into 
account such Individual's post discharge 
needs. (I) The facll!ty shall ma.lntaln 
written discharge planning procedures 
which describe Ca) which staff member 
of the facll!,ty or which outside health, 
social, or welfare agency will have op-
erational respons!bll!ty for discharge 
planning; Cbl the manner !n, and meth-
ods by, which such eta.tr member or 

agency will function, including !ts au-
th@rlty and Its relat!onshlp with the 
tac!llty's staff; (c) the time period In 
which each individual's need tor dis-
charge planning will be determined 
(which period may not be later than 
seven days after the day of admission) : 
Cd) the maximum time period after 
which a reevaluation of each lnd!vid1ml's 
discharge plan will be made; (el the locul 
resources ava!lable to the facility, the In-
dividual, and the attending physician to 
assist In developing and Implementing 
Individual discharge plans and; Cf) the 
provisions for periodic review and re-
evaluation of the fac!llty's dlsc.'1arge 
planning program. (!I) At the time of the 
individual's discharge, the fac!llty shall 
provide to those persons (If any) re-
sponsible for the Individual's postdis-
charge care such information about the 
discharged individual wi will ensure the 
optimal cont1nu!ty of care, such as cur-
rent lnforn,ation relative to diagnoses, 
prior treatment, rehabllltatlon potential, 
physician advice concerning Immediate 
ca.re, and pertinent social lnformatlon, . . 
(Sec. 1102, 49 St&t. M7 (4:l U.8.C. 1302)) 

Effective date. These regulations shall 
be effective on December 2, 1974. 
(C&t&Iog o! Feder&! Domestic ABstote.uce Pro-
gram No. lS.714, Medical Asatstance Pro-
gram.) 

Dated: August 26, 1974. 
JAMES 8. DwIGHT, Jr., 

Administrator, Social and 
Rehabilitation Service. 

Approved: September 23, 1974. 
CASPER W. WEINBERGER, 

Secretary of Health, 
Education, and Welfare. 

(FR Doc.74-22005 Filed 10-2--7';8:41! &mJ 
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Glossary 

Aide ____________________________ , A person who acts as an assistant. 

Ambulatory_____________ __ _______ Term referring to the ability to move at will. 

Analgesic________________________ An agent that alleviates pain without causing loss of consciousness. 
Anemia__________________________ Medical diagnosis of a condition in which the blood is deficient in red blood cells, 

in hemoglobin, or in total yolume. Types of anemia include aplastic anemia, B-12 
deficiency (pernicious) anemia, folic acid deficiency anemia, or sickel cell disease. 

Antipyretic______________________ An agent that reduces fever. 

Aphasia_________________________ Defect or loss of the power of expression by speech. 
Arteriosclerosis__________________ A condition marked by loss of elasticity, thickening, and hardening of the arteries. 

Baseline data____________________ Data or information collected which is necessary to identify needs, develop programs 
!ind meet those needs, and to measure the overall success of the initiatives 
undertaken. 

Bathing_________________________ Process of washing the body or body parts. It includes taking a sponge, shower, or 
tub bath and getting to or obtaining the bathing water or equipment. 

Campaign survey (s) -------------· 

Cathartic _______________________ _ 
Chronic _________________________ . 

Clinical status __________________ _ 

Comatose _______________________ _ 

Communication _________________ _ 

Consultant_ _____________________ _ 

Continence ______________________ _ 

Demographic characteristics _____ _ 

Dentition status _________________ _ 

Decubitus ulcer _________________ _ 

Diabetes ________________________ _ 

Diagnosis _______________________ _ 

Dietitian _______________________ _ 

Digest! ve _______________________ _ 
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Surveys of long term care facilities conducted solely as a data collection process 
with no formal relation to the certification procedure under Title XVIII and XIX. 

A medicine that quickens and increases the evacuation from the bowels. 

Marked by long duration or frequent recurrence. 

Measure of the stage and severity of illness. 

Pertaining to a state of profound unconsciousness from which the patient cannot be 
aroused, even by powerful stimulation. 

A system of significant symbols which permit ordered human interaction. 

Qualified individual who provides professional advice or services. 

Physiologic process of elimination from the bladder and bowel, if required. 

Profile of personal characteristics, including age, sex, marital status, and race. 

Description of the number, kind, and arrangement of teeth in the jaw. 

Break in the skin exposing deeper tissue caused by pressure on soft tissues whlle 
patient is lying down. Two other names which refer to the same condition a re 
bedsores and pressure sores. 

A deficiency condition marked by habitual discharge of an excessive quantity of 
urine ; particularly diabetes mellitus. 

Common basis for defining patient needs for care and in organizing patient care 
services. 

A person who has a baccalaureate degree and has completed a dietetic internship 
or coordinated undergraduate program approved by the American Dietetic Associa-
tion, or who has the equivalent of such education and training. 

Pertaining to the process or act of converting food into materials fit to be absorbed 
and assimilated. 

Discharge summary______________ Information from the transferring facility concerning medical findings, cJiagnoses, 
functional status, and response to previous treatment and care, as well as orders to 
initiate care of the patient. 

Drug administration______________ An act in which a single dose of an identified drug, or combination of dru,:;-s, is 
given to a patient. 

Dysarthic _______________________ . 
Edentulous _____________________ _ 

Endocrine ______________________ _ 

Facility personneL ______________ _ 
Facility specific form ____________ _ 

Financial form __________________ _ 
Fire door _______________________ _ 

Term referring to the imperfect articulation in speech. 
Condition which occurs when all teeth are missing; toothlessness. If a person has 
a set of plates and does not use them, he is classified as edentulous. 
Pertaining to internal secretions; applied to organs whose function is to secrete into 
the blood or lymph a substance that has a specific effect on another organ or part. 
Persons employed by the nursing home. 
Form which consists of the sections on management, patient care policies, nursing 
rehabilitation, pharmaceutical, nutrition and dietetics, and psychosocial behavior. 
Form used to assess the costs of providing care in the nursing home. 
A fire-resistive door assembly, including frame and hardware, which under standard 
test conditions, meets the fire protective requirements for the location in which it is 
to be used. 

Fire partition____________________ Floor-to-ceiling partition capable of retarding or stopping fire at a tested, specified 
rate. 

Fire safety form_______ __________ A printed form which measures the conformance of facilities with established safety 
and fire standards. 

Flame retardant_________________ Having or providing comparatively low flammability or flame-spread properties. 
Fracture ________________________ , A broken bone. 

Functional status________________ Measure of the degree of ability to cope with the activities of daily living. 
Geriatrics_____ __________________ A branch of medicine that deals with the problems and diseases of old age and 

aging people. 
Governing body _________________ _ 

Health care facilities ____________ _ 

Hypertension ___________________ _ 

Identifying form ________________ _ 

Incontinence ____________________ _ 

Indwelling catheter ______________ _ 

Licensed practical nurse (LPN) __ _ 

Life Safety Code ________________ _ 

Long term care __________________ _ 

Intermediate care facility ( ICF) --· 

Long Term Care Facility Improve-
ment Campaign (LTCFIC) ____ _ 

Medicaid _______________________ _ 

An identifiable authority in every nursing home having full legal and moral respon-
sibility for all aspects of facility operations. This authority might be called 
"governing body," "board of directors," "board of trustees," or other appropriate 
designation. 
Facilities defined in terms of State licensure requirements that are designed for 
individuals with health needs. 
Medical diagnosis of a condition in which there exists an abnormally "high" blood 
pressure measurement. 
A typed form used to collect data about the basic characteristics of the nursing 
home, such as bed size. 
Involuntary loss of urine and/or feces. 
A hollow cylinder passed through the urethra into the bladder and retained there 
to keep the bladder drained of urine. 

A nurse who is a graduate of an approved school of practical nursing and/or is 
licensed by waiver to practice as a practical nurse. Also named licensed vocational 
nurse (LVN). 

Publication of the National Fire Protection Association, which includes those 
requirements which are intended to provide a reasonable degree of safety against 
fire. 

Services for symptomatic treatment, maintenance, and rehabilitative services for 
patients of all age groups in various health care settings. 

Facility certified by the Federal Government to provide an intermediate level of 
care. Facility providing health related care and services to individuals who do not 
require the degree of care and treatment that a hospital or SNF is designed to 
provide but who do require care above the level of room and board. ICFs were not 
included in the survey. 

An accelerated project directed toward upgrading the quality of care provided in 
the Nation's nursing homes. 

Health care coverage under Title XIX of the 1965 amendments to the Social Security 
Act (Public Law 89-97) . 
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Medical director _____________ ----

Medical record __________________ _ 

Medical record administrator-----· 

Medicare _______________________ _ 

Medication ______________________ . 

Mental illness ___________ __ _______ _ 
Neoplasm _______________________ _ 

Neurological disorders ___________ _ 
Nursing home ( s) ----------------· 

Kursing home administrator ______ _ 
Nursing service _________________ _ 

Nutritionist_ ____________________ _ 
Orientation pattern ______________ _ 

Ostomy _________________________ _ 

Pa thophysiologic ________________ _ 

Patient assessment form _________ _ 

Patient care policies _____________ _ 

Patient care plan ________________ _ 

Patient population ______________ _ 

Patient specific form _____________ _ 

Patient classification assessment 

The physician designated to help ensure the adequacy and appropriateness of the 
medical care provided to patients/residents. 
Clinical documentation of an individual's medical care. 
A registered record administrator who has successfully passed an appropriate 
examination conducted by the American Medical Record Association, or who has 
the equivalent of such education or training. 
Health care coverage under Title XVIII of the 1965 amendments of the Social 
Security Act (Public Law 89-97). 
Any substance or drug, that is taken orally, injected, inserted, or topically or 
otherwise administered to a patient. 
A medical diagnosis of psychosis, anxiety, depression, or other psychiatric illness. 
Any new and abnormal growth such as a tumor. 
Diseases of the central nervous system and peripheral nerves. 
Facilities which provide some level of nursing care, participating in the Medicare 
(Title XVIII and Medicaid (Title XIX) programs. 
Person who is fully responsible for the day-to-day operation of the nursing home. 
Patient care services pertaining to the curative, restorative, and preventive aspects 
of nursing that are performed and/or supervised by a registered nurse pursuant to 
the medical care plan of the practitioner and the nursing care plan. 
A person who specializes in the science of nutrition. 
Range or degree of awareness of an individual within his environment, as to loca-
tion, identity and time of day, month or year. 
Surgical procedure that establishes an external opening into such parts of the body 
as the ureter ( s), colon, ileum, etc. 
Descriptive term which refers to a variety of conditions and problems commonly 
described as accidental or developmental disabilities, chronic illnesses, and diseases 
of the aging. 
Form developed and used in this survey which contains questions to be answered 
which described the individual patient at the time of the survey. Data are provided 
about the patient's status from several perspectives: his physical functioning, 
impairments, medical risk status, and social demographic status. 
Policies adopted by the governing body of the facilities concerning the rules and 
regulations for the care of patients. 
A written program of care for the patient (a working tool) that is based on the 
assessment of individual needs, identifies the role of each service in meeting these 
needs, and the supportive measures each service will use to complement each other 
to accomplish the overall goal of care. 
Benefici!iries in skilled nursing facilities. 
Form developed and used in this survey which describes the care being provided to 
the patient at the time of the survey. Data are provided about patient care policies, 
medical care including diagnosis, nursing care, rehabilitation, pharmaceutical, 
nutrition and dietetic!>, and psychosocial aspects of care. 

tooL__________________________ Data collection tool used to determine if patients are properly placed in a facility. 
Pharmacist______________________ An apothecary or druggist. 

Physical therapist________________ An individual who is licensed by the State and is a graduate of a program in physical 
therapy approved by the Council on ~Iedical Education of the American Medical 
Association and the American Physical Therapy Association, or who has the equiva-
lent of such education and training. 

Postadmission diagnosis__________ Medical description ( s) of patient condition ( s) identified after admission to facility. 

Primary diagnosis________________ Medical description (s) of the main reason (s) for admission to the facility. 
Proprietary homes_______________ Privately owned nursing homes. This category does not include those homes which 

are under voluntary nonprofit, Government, and religious auspices. 
Random selection procedure_______ Statistical procedure used to ensure that homes selected in the sample were repre-

sented in the same proportion as they are among the total number of 8killed nursing 
facilities. 

Region__________________________ A large territorial area that is delimited by the Department of Health, Education, 
and Welfare on the basis of geographic, economic, cultural, or a combination of the 
three categories. 

Registered nurse (RN)___________ A nurse who is a graduate of an approved school of nursing and who is licensed to 
practice as a registered nurse. 

Rehabilitative patient care________ Equivalent to restorative patient care. 

Resident_________________________ An individual domiciled in the intermediate care facility for the purpose of receiving 
specialty care. 

Respiratory______________________ Pertaining to the act or function of breathing. 

Restorative nursing service_______ That aspect of nursing care oriented toward restoring an individual to his former 
capabilities. 

Sample ------------------------- A representative part or a group. 
Skilled nursing facility ( SNF) ---- Facility certified by the Federal Government to provide a skilled level of care. 

Facility or nursing home for patients who require skilled nursing and rehabilita-
tion services on a daily basis to help them achieve their optimal level of functioning. 

Social worker____________________ An indh-idual who is registered by the State, where applicable, has received at least 
the baccalaureate degree and has met the requirements of a 2-year curriculum in a 
school of social work that is accredited by the Council on Social Work Education, 
or who has the equivalent of such education and training. 

Sociological factors______________ Profile of characteristics including educational level attained, occupation, income, 
and employment status. 

Standard error of estimate_______ Statistical term which refers to the difference between the estimate which is made 
on the basis of a sample and that which would be obtained from a complete census. 

Stratified random sampling design_ Research procedure which ensures that every skilled nursing home participating in 
the Medicare/Medicaid program has an equal chance of being selected as a member 
of the survey sample. 

Stratum ----------- ------------- A statistical sampling of various populations. 
Stroke --------------- ---------- - A sudden cerebrovascular accident. 

Survey instrument (s) ------------ Types of forms used to describe and record the characteristics of items being 
measured. 

Study team______________________ A leader and seven members who composed the 15 groups employed by DHEW who 
visited the selected sample of nursing homes to collect data. 

Tranquilizer -------------------- An agent which acts on the emotional state, quieting or calming the patient without 
affecting clarity or consciousness. 

Transfer' agreement______________ A written arrangement to provide for reciproc;,_! t ransfer of patients/residents 
between health care facilities. 
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MR. CHAIRMAN AND MEMBERS OF THE SUBCOMMITTEE: 

It is a pleasure to appear before you today to discuss the Department's 

implementation of Section 2991 of the 1972 Social Security amendments. 

This provision made dialysis and transplant services available to virtually 

all patients suffering from End-Stage Renal Disease. 

In Octoberof 1972, Congress e>tended Medicare coverage for the 

cost of dialysis and transplantation to over 90 percent of the 

population through enactment of Section 2991 of P.L. 92-603. By so 

doing, it sought to close the gao between the technologic advances 

that had occurred up to that time in the area of End-Stage Renal 

Disease treatment and the availability of this treatment to the 

. general public. 

The Congress authorized the Secretary of Health, Education, and Welfare 

to develop mechanisms to assure that ESRD care was both of high quality 

and cost effective. 

The•Secretary assigned overall responsibility for implementation of the 

ESRD program to the Social Security Administration while allocating 

responsibility for the health care aspects of the program to the Office 

of the Assistant Secretary for Health. 
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In order to make the Health Insurance benefits of the program available 

to patients as soon as possible, while, at the same time, allowing the 

Department to develop effective long-term mechanisms to assure 

quality and control costs, an interim ESRD program was established 

in June 1973. 

The interim program provided reimbursement to eligible patients. At 

the same time it incorporated mechanisms to assure cost containment 

and minimize duplication and to require compliance with standards 

of quality in facilities receiving interim approval based on 

demonstrated need. 

It seems clear that the interim program provided rapid and effective 

realization of some of the prime objectives of the legislation. 

Prior to enactment of the legislation, there were limited 

public funds available to patients to assist with the high cost of 

ESRD treatment. Therefore many patients went untreated for lack 

of funds. Now, however, ESRD treatment is available to virtually 

all of those who would benefit from it without regard to their 

financial status. The number of patients on maintenance dialysis 

has increased from approximately 11,000 in 1972 to approximately 20,000 

at the present time. The number of transplants has also increased 

although not as dramatically because of lack of adequate donor 

organs for transplantqtion. 
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While in the initial months of the program there were some inevitable 

delays, reimbursement to facilities and physicians is now occurring in 

a timely fashion. At the same time, interim reimbursement mechanisms 

and the interim exception program seem to have contained the cost of 

services and to have controlled the unnecessary duplication of facilities. 

Concurrent with implementation of the interim program the Department 

began to develop 11 long-term11 ESRD program policies. In essence 

these policies were designed to assure that the program would: 

provide for the total health care needs associated with the treatment 

of End Stage Renal Disease, maintain - or if necessary create - the 

necessary availability and distribution of resources, assur.e quality 

through effective peer review, promote effective utilization of 

resources through the establishment of minimum utilization rates 

and contain the costs of covered services. 

The "long term" ESRD regulations have been signed by the Secretary. 

The "long term" program will therefore, be established in the very 

near future. These regulations establish the conditions of participation 

that a facility must meet to receive Medicare reimbursement for the 

delivery of ESRD services. These proposed regulations detail the 

qualifications of the personnel in charge of ESRD services at the 

facility, the nature of the written operating policies and procedures 

of the facility, and its fire and safety requirements. They require 
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adequate documentation of the need for the ESRD services offered 

by the facility. As part of the documentation, the facility's 

utilization rates wi 11 be compared by the Department to Minimum 

Utilization Rates which are contained in the regulations for both 
' 

dialysis and transplantation services. 

A requirement for participation in the ESRD program is that each 

facility must belong to an ESRD Network. The designation of 29 ESRD 

network areas which cover the whole country is contained in the 

regulations. These networks have been designed primarily to assure 

that every facility is in a network which contains a sufficient 

number of ESRD facilities to guarantee everv ESRD patient 

access to all the ESRD services he or she may potentially require. 

In addition networks are designed to allow effective peer review 

of the quality of ESRD care rendered to each ESRD patient. The 

network areas are generally compatible with both PSRO areas and 

with the Health Service Areas which have recently been proposed. 

Each network will be required to establish both a Network Coordinating 

Council and a Medical Review Board. 

·The Network Coordinating Council will function to assure effective 

realization of the objectives of the ESRD program and to assist 

the Department in planning for the delivery of ESRD services. Its 

activities will be integrated with those of the Health Systems 

Agencies. 
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The Medical Review Board will carry out peer review of the care given 

to ESRD patients thereby assuring quality care. Its functions will 
be integrated with those of the PSROs. 

To permit the Network Coordinating Council and the Medical Review 

Board to carry out their activities, the Department will supply 

information from the National ESRD Medical Information System. The 

regulations require every ESRD facility to submit data for inclusion 

in this system. 

The Department appreciates the opportunity to outline our progress 

to date and future plans for this Subcommittee and will continue to 

make every effort in its administration of the ESRD program, to 

achieve the objectives outlined in the legislation. We would be 

happy to answer any questions. 
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Mr. Chairman and Members of the Subcommittee: 

I appreciate the opportunity to discuss with you the 

administration of the Part B Medicare program, particularly 

with respect to the Subcommittee's interest in the problems 

in the State of Florida. These are problems which have been 

created in part by the unique characteristic of the Medicare 

beneficiary population and suppliers of health services in 

the State of Florida. 

I am aware of the request of the Subcommittee to the General 

Accounting Office to make a review of the Florida situation. 

However, I have not yet received a copy of the GAO interim 

report and, therefore, may not be able to respond to any 

specific findings of the study in my meeting with you today. 

As you know, in the administration of the Part B program the 

day-to-day operational work of the program is performed by 

carriers, such as Florida Blue Shield, which has administered 

the program in Florida since the beginning of the program in 

1966. The carriers have the administrative responsibility for 
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receiving and reviewing claims for covered health services 

and making payments to the beneficiary or, in the case of 

assigned claims, to the supplier of the service. In its 

role of monitoring the administration of the Part B program, 

the Bureau of Health Insurance of the Social Security 

Administration maintains a comprehensive Contractor Inspection 

and Evaluation Program which is the responsibility of its 

regional representatives. This program consists of a 

continuing surveillance and assessment of the effectiveness 

of a contractor's operations. 

In addition to the inspection and evaluation program, we 

have other measures to monitor the performance of carriers in 

three basic areas: cost, timeliness, and quality. Admin-

istrative cost and timeliness of workload processing are 

reported and analyzed on a periodic basis. A quality assurance 

program to determine the extent and type of errors in claims 

processing has recently been implemented. Through these 

measures, we try to identify problem areas and to work with 

the carrier to correct any deficiencies which may develop 

before considering transfer of jurisdiction or nonrenewal 

of the contract. 

The administration of the program in Florida has long been 

of special concern to us as a number of problems manifested 

themselves. 

A very large number of SMI enrollees reside in the State: some 

1.1 million aged and 66 thousand disabled as of October 1, 1973. 
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Florida Blue Shield, as sole Medicare carrier in the State, 

has been handling a continually increasing claims load as the 

Medicare beneficiary group grows with more retirees moving 

into the State. 

As an illustration of the claims workload processed by Florida 

Blue Shield during FY 1974, this carrier processed over 

3.5 million claims--the fifth largest workload in the nation. 

This represented a 23 percent increase in claims workload 

over FY 1973. A 16 percent increase is projected in FY 1975 

over 1974. 

The problem of claims volume is further augmented by elderly 

vacationers, many of whom are in Florida for extended periods 

during the winter months. 

Under the Medicare law, a beneficiary requiring a doctor's 

care in an area away from his home State must file for his 

benefits in the State where he receives care. This regulation 

places a heavy burden on the carrier in coping with the seasonal 

fluctuations which occur in Florida. Four counties in the 

State of Florida, for example, have over one million visitors 

each during the year. This produces a claims increase during 

the winter months experienced by few other Medicare carriers. 

The increasing workload and the seasonal nature of the claims 

submission to a single carrier have created problems in the 

State resulting in claims processing delays. As the pending 
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claims workload increased, beneficiary dissatisfaction grew 

until in July 1974, Florida Blue Shield reached a peak of 

55,000 inquiries from beneficiaries awaiting reply. 

In view of this situation, and the predicted future growth of 

Florida population, the Secretary concurred in our recommendation 

to transfer approximately 30 percent of the workload of Florida 

Blue Shield to a second carrier. Accordingly, on March 4, 1975, 

the decision was announced that effective July 1, 1975, 

responsibility for administering the Part B Medicare program 

in Dade and Monroe Counties of Southern :E'-lorida would be 

transferred from Florida Blue Shield to Group Health Incorporated 

(GHI) for services received on and after that date. It is 

estimated that Dade and Monroe Counties presently account 

for about 30 percent of the total Part B claims volume in 

Florida, and about 25 percent of the State's age 65 and over 

population. This area is probably the most complex and difficult 

area presently administered by Florida Blue Shield. 

Group Health Incorporated, which currently administers the 

Part B Medicare program in Queens County, New York, will 

establish a claims processing operation within this jurisdiction. 

In making the selection of Group Health Incorporated as the 

replacement carrier, the Bureau carefully reviewed both written 

and oral proposals from Equitable, Group Health Incorporated, 
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Metropolitan, Prudential, and Travelers, all of whom it was . . 

felt, from their past performance record, had the potential 

to assume the additional responsibility. 

Group Health Incorporated was selected as the replacement 

carrier because of its highly favorable ranking on elements of 

past performance, unit cost, and ADP capabilities, as well as 

on the merits of the proposal submitted. 

The preparations for transfer of jurisdiction have been proceeding 

smoothly to date and it is anticipated that Group Health 

Incorporated will be able to assume its responsibilities on 

July 1, 1975, as scheduled. Both carriers have been making 

every effort to assure the success of the transfer and have 

been cooperating to the fullest extent in exchanging data 

and meeting deadlines. 

It is anticipated that by shifting this significant portion of 

the workload to Group Health Incorporated, Medicare beneficiaries 

will receive faster and more efficient service. We will, 

however, continue to watch the situation closely and be 

prepared to take whatever actions are necessary to improve 

service to the Medicare beneficiaries in Florida. Essentially, 

the provision of adequate service to the beneficiary is the 

principal objective of our administration of the Medicare 

program--not only in Florida but throughout the country. 
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MR. CHAIRMAN AND MEMBERS OF THE SUBCOMMITTEE: 

It is both a pleasure and a privilege to appear before you 

today to discuss the efforts of the Department of Health, 

Education, and Welfare to implement specific cost control 

provisions of the 1972 Social Security Amendments . I will 

be glad to explain exactly what actions we have taken for 

each of those specific provisions; however, in order to 

understand those actions, we must first get a clear under-

standing of the entire medical cost area and its effects on 

the Federal budget. 

As both the largest single purchaser of health care and a 

major contributor to the development of new medical technology, 

the Federal government has an important role to play in the 

health industry. It is responsible for administering pro-

grams passed by the Congress and must allocate limited 

Federal program dollars among competing social needs. Yet 

the ability of the Department of Health, Education, and Welfare 

to serve the public through its health care programs is being 
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seriously eroded every time the Consumer Price Index 

measures a higher hospital room rate or an increase in 

physician fees and every time an unnecessary service is 

rendered or some form of expensive but underutilized tech-

nology is introduced into a hospital. Moreover, the 

Federal health dollar cannot be stretched without limit, 

and increases in the Medicare and Medicaid programs must 

ultimately affect the resources we can commit to other 

equally critical social programs. 

The health industry is one of the nation's largest and 

fastest growing, employing over four million people. It 

demands an ever-increasing portion of our national re-

sources. As you can see from Figure 1, health expenditures 

were just slightly over $25 billion in 1960 and accounted 

for just over 5.0 percent of Gross National Product. By 

1974, health expenditures had reached $104 billion, equivalent 

to 7.7 percent of GNP. With a continuation of current trends 

in GNP growth and the rapid increases in health spending, 

we project that they will exceed 8.3 percent of our total 

annual production by the end of this year. 

The tremendous growth in our own Federal health financing 

programs has contributed significantly to this growth. As 
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shown in Figure 2, the Federal government accounted for 

27 percent of total national health spending in 1974, up 

from 13 percent in 1966. The dramatic increase in the 

Federal share of national health spending has resulted in 

health becoming a major share of the Federal budget. Be-

tween 1966 and 1975, health spending increased from 4.4 

percent to 11.2 percent of the Federal budget, one of the 

highest rates of increase in any major program area. 

Medicare and Medicaid have been growing at annual rates 

in excess of 15 percent. Expenditures for these programs 

have quadrupled in just eight years. 

Figure 3 dramatically represents both the growth and 

changing composition of Federal health outlays in the last 

10 years. Between 1966 and 1975 Federal health spending 

increased from $5.9 billion to $35 billion. Medicare and 

Medicaid expenditures now dominate the Federal health 

budget. 

But all this added Federal spending did not buy as much as 

we would have hoped. The health industry suffers from 

chronic inflatio~ and the reimbursement methods used by 

Medicare and other third-party payors provide few incentives · 

for either hospitals to control costs or for physicians to 
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limit fee increases. As you can see in Figure 4, both 
I 

hospitaL and physician charges have exceeded the overall 

cost-of-living in every period except during the 1971-1974 

Economic Stabilization Program. These medical price in-

creases have had a profound effect on both public and 

private expenditures. 

The hospital sector is the largest and most inflationary 

segment of the health industry. While the problem precedes 

Medicare and Medicaid, it increased significantly in in-

tensity after 1966. As shown in Figure 4, hospital charges 

soared after the introduction of Medicare and Medicaid. 

Only during the Economic Stabilization Program did hospital 

charges rise at rates comparable to the increase in the 

general cost of living. 

Between 1965 and 1974, expenditures for hospital care rose 

from $13.2 billion to $40.9 billion. Most of this increase 

in expenditures results from increases in costs per patient 

day. Over this 10-year period hospital costs per patient 

day increased at an annual rate of 12 percent. As Figure 5 

indicates, approximately 52 percent of this increase can 

be attributed to increases in wages and prices while 

48 percent resulted from increases in the number and kinds 

of services provided. 
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The environment fostered by extensive retrospective 

cost-based reimbursement has allowed these increases to 

occur with few constraints. Recent years have seen 

hospitals implement major new technologies that are very 

expensive. Yet there is little incentive for institutions 

to control costs, evaluate the cost-effectiveness of new 

services, or avoid duplicating underutilized equipment and 

services. 

The Washington area is an interesting illustration. A 

local health planning agency had determined that all of the 

open heart surgery in this area could be performed by 

surgical teams in three hospitals. Yet, seven hospitals 

perfonn open heart surgery. Not only would cost savings 

result from concentrating the surgery in three hospitals, 

but quality would improve. Surgical teams that handle a 

low volume of patients typically have higher mortality rates. 

Physicians, like hospitals, have been increasing their 

charges at rates in excess of the overall cost of living. 

As you can see from Figure 4, physician fees have increased 

at rates higher than the CPI in every period except for 

the 1971-1974 Economic Stabilization Program period. 



- 6 -

Public and private expenditures for physician services 

have also increased at high rates in recent years. 

These increases result from a combination of rising prices 

for physician services, increases in population, and in-

creases in the quantity and quality of physician services 

utilized per person. Between 1965 and 1974, total expendi-

tures on physicians' services increased by $10.6 billion. 

As you can see from Figure 6, over 60 percent of this 

$10.6 billion increase was due to increases in the prices 

of physician services, 11 percent can be attributed to in-

creases in population, and 28 percent was due to increases 

in quality and utilization of services per person. 

The method of reimbursing physicians on the basis of 

customary and prevailing charges employed by Medicare and 

other third-party payors has contributed to rising physician 

fees, since a physician is paid on the basis of fees set by 

himself and his colleagues. Indeed, the legislative history 

of P.L. 92-603 demonstrates that Congress enacted the economic 

index provisions specifically with this problem in mind. 

The magnitude of current health cost inflation can be seen 

even more clearly when we consider its effects on the Medi-

care and Medicaid programs. In the current fiscal year we 
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expect Medicare spending alone to jump by 22.5 percent 

or $2.6 billion over its level in the previous year. Over 

50 cents of every new dollar spent on each Medicare bene-

ficiary goes to pay for increases in medical prices. In 

total, Federal and State governments will spend in excess 

of $26 billion under Medicare and Medicaid this year, an 

increase of about $5.0 billion in a single year. In com-

parison, total spending for all other health programs 

administered by HEW will increase by only $900 million. 

Thus, while the Congress and the Administration are col-

lectively seeking ways to limit the Federal budget, spending 

for Medicare and Medicaid continues to grow at rates that 

exceed the growth in both the GNP and tax revenues. It 

should not come as any surprise that New York City, which 

pays 25 percent of its Medicaid costs, is on the brink of 

bankruptcy. 

The Administration supported the efforts of the Economic 

Stabilization Program and actively sought the continuation 

of a broad health cost control program. In the first 12 

months following the expiration of the Economic Stabiliza-

tion Program, the medical care component of the Consumer 

Price Index rose 36 percent faster (13.9 versus 10.2) than 

the prices for all goods and services in our economy. 
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Although one might expect a temporary bulge immediately 

following the expiration of the ESP controls, the rate of 

increase has not abated. The ESP controls expired over 

one year ago, but for the first four months of this calendar 

year, medical care prices have been increasing at an annual 

rate of 13.4 percent, more than twice the increase in the 

overall cost of living. Within the last month the Council 

on Wage and Price Stability singled out medical care as 

one of the worst remaining trouble spots in an otherwise 

improving inflation picture. I have said many times, an4 

firmly believe, that the faulty design of Medicare and 

Medicaid is the principal culprit responsible for this 

super inflation in health care costs. The guaranteed 

government payment of health care costs in virtually any 

a~ount submitted by the provider, and with normal market 

factors absent in the health care area, inflation was bound 

to happen, and it did. 

Unfortunately, our present situation with health care costs 

rising faster than the CPI is not unique to 1975. Similar 

trends were present in the late 1960s and early 1970s when 

the Congress and the Administration were discussing modifica-

tions in the Medicare and Medicaid programs. Out of these 
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discussions came a series of Amendments to Titles XVIII and 

XIX of the Social Security Act, designed to put somewhat of 

a brake on these uncontrollable increases in Federal spend-

ing for medical care. It is these provisions of P.L. 92-603 

that we are discussing today. 

I do not want to leave you with the erroneous impression 

that medical care price increases have been the only culprit 

responsible for these dramatic increases in Federal health 

spending. Over 30 percent of the increase in health 

expenditures over the last 10 years has been due to 

increased quality and utilization. There is, however, a 

growing body of data which indicates that some of this 

increase in utilization is unnecessary and can be eliminated 

through effective utilization review programs. For ex-

ample, the Multnomah Foundation in Oregon experienced a 

permanent 1.1 day reduction in average length of stay 

through effective utilization review efforts. I see no • 

reason why such results cannot be achieved at the national 

level through effective utilization review by hospital 

utilization review committees and Professional Standard 

Review Organizations (PSROs). 

• 
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The four regulations which I will discus s today must be 

viewed in the context of this disheartening inflationary 

picture. Ironically, the economic pressures responsible 

for passage of these cost control provisions in 1972 are 

even stronger today, and their effects on the Federal budget 

are even more serious. These four regulations are the 

Department's efforts to implement the hospital cost limit 

provision of P.L. 92-603 (Section 223), the elimination of the 

inpatient routine nursing cost differential, the utilization 

review requirements of P.L. 92-603 (Sections 207 and 237), 

and the physician fee index provision of P.L. 92-603 

(Section 224). 

Hospital Cost Limits 

Section 223 of P.L. 92 -603 gave the Secretary of Health, 

Education, and Welfare authority to limit prospectively 

our reimbursement of provider costs where these are judged 

to be unreasonably high as a partial remedy for some of the 

previously discussed incentives for inefficiency that are 

inherent in retrospective cost reimbursement. This Com-

mittee's report on the bill suggested that the limits should 

initially be applied to costs which would generally not be 

expected to vary greatly with the quality of medical care 

among a group of similar providers and would, in the be-

ginning, apply to relatively few providers. To meet these 
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objectives, the Department placed hospitals into 70 group-

ings to achieve comparability and applied the limits only 

to routine costs--i.e. room, board, and basic nursing. The 

costs of ancillary and special care services were not placed 

under limits. 

The variables selected for this initial grouping were bed 

size, per capita income of the State in whicr the hospital 

was located, and whether or not the hospital was in a 

metropolitan area. Bed size was included to a ccount for 

the higher costs typically present in larger institutions. 

The latter two variables represented, respec~ively, the 

general cost and wage pattern in the area and the effect 

of urban-rural cost differentials. 

The limits were initially set at a fairly hig h level so 

that hospitals would have time to adjust to this new provision 

of the Medicare law and to allow for any lac} of precision 

in the initial classification system. Speci f _cally, we 

said that Medicare per diem payments would bE limited to the 

90th pr,rcentile of the distribution of routir per diem 

costs within each grouping plus 10 percent o i the median. 

We estimated that only 4.5 percent of all ho! i)itals would 

exceed the limits. It is important to point out that since 

these limits are set prospectively, all hospi tals could 

potentially come in under the limits. To improve the equity 
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of the regulations, sole community providers were exempt 

from the limits, and exceptions were to be allowed for the costs 

of atypical services or of circumstances beyond the control 

of the hospital. I might add that hospitals with 

teaching programs tend to be grouped together. 

Throughout this past year we have sought to develop 

objective criteria for evaluating requests for exceptions. 

To date, we have received only 13 exception requests 

plus an additional eight hospital that have sought exemp-

tion:; on the grounds that they are sole community providers. 

Of these requests one was approved in total, five were 

given partial approval, and the remainder are either under 

consideration or have been returned for further development. 

All sole community provider exemption requests were approved. 

We have now issued a new schedule of limits to be effective 

for cost reporting periods beginning on or after July 1, 

1975. The hospital classification system has been modi-

fied slightly and reduced from 70 to 32 orouoinos. We have 

also lowered the group limits to the 80th percentile plus 

10 percent of the median. 

Two factors influenced this decision. First, each SMSA 

is now ranked on the basis of its own per capita income 

rather than State per capita income. This change, increasing 
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the equity of the system, was made because costs and 

incomes vary between urban areas in a State and use of 

State per capita income may have resulted in some areas 

being unfairly disadvantaged while other areas received a 

"free ride." Second, and perhaps more important, was an 

expectation that has been confirmed by the exception process. 

Review of cost reports in connection with the exception re-

quests has indicated the existence of cost reporting areas 

where questionable accounting practices add to program 

costs~ As a result, we believe it necessary to subject more 

cost reports to the intensive type of analysis which is re-

quired under the exception process. 

We project that approximately 11 to 12 percent of all 

hospitals potentially could be affected by these limits--

hopefully, fewer if those potentially over the limit resnond 

by reducing their costs. The projected budgetary saving 

from this provision in FY 1976 is $60 million, about one-half 

of one percent of the projected Medicare hospital expenditures. 

Although a few hospitals will have large amounts of reimburse-

ment questioned, most will be only slightly over the limits. 

In effect, the drop to the "80th percentile plus 10 percent 

of the median" really means the 90th percentile of the 

distribution. 
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The major criticism of the new schedule of limits is that 

the classification system does not directly take into account 

the scope of hospital services, teaching programs, or 

differences in patient mix. I would like to point out that, 

before publishing a schedule of limits based on this classi-

fication system, we analyzed many different variables and 

found that the available measures of patient mix and service 

complexity have little impact on routine costs per day. There 

are two reasons for this finding. First, the routine portion 

of costs is not likely to vary with the intensity of services 

required when more seriously ill patients are treated. Second, 

we found patient mix and service complexity variables to 

be highly correlated with bed size, making their inclusion 

redundant. Improving the method of grouping hospitals will 

remain an ongoing area for analysis within the Department. 

Elimination of Nursing Differential 

I would now like to discuss the termination of the 8-1/2 

percent nursing differential that has been paid since 1969 

to the 6700 hospitals participating in the Medicare program. 

This action has evoked much comment and criticism from the 

health industry. 



-15-

The 8-1/2 percent nursing differential was implemented in 

1969 because there was a general feeling that the Medicare 

reimbursement formula at that time did not adequately cover 

the costs of all hospital services furnished to Medicare 

beneficiaries. A study performed in 1966 had shown that 

elderly patients used more routine nursing services than 

those under 65. The 8-1/2 percent differential was then 

applied across the board to all hospitals, regardless of 

whether or not a particular hospital had actually demonstrated 

that a greater degree of nursing care was being furnished to 

aged patients. Since 1969 we have determined that changes 

in the Medicare law, changes in the way services are furnished, • 
and changes in the way in which Medicare reimburses for 

routine services have occurred which make the concept of a 

cost differential for routine nursing services inappropriate. 

There are two additional reasons for the action we have taken: 

(1) Public Law 92-603 has extended Medicare coverage 

to a significant number of disabled individuals 

under age 65 and those with end-stage renal disease. 

As this segment of the Medicare program increases 

in size, and the Medicare population becomes 

similar to the population as a whole with regard 
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to their requirements for skilled nursing, the 

differential can no longer be justified. 

(2) Since 1969 there has been a marked increase in 

the number of special care beds (intensive care, 

coronary care, etc.}, the higher costs of which 

are already reflected in medicare reimbursements. 

They provide more intensive care than that found 

in general routine care areas, and there has been 

a substantial shift of the seriously ill to these 

special care units, which largely substitute for 

the special services that previously were given in 

standard wards. 

Thus, in an effort to refine further the Medicare cost 

reimbursement formula to reflect more accurately the actual 

direct and indirect costs incurred by hospitals in caring 

for Medicare beneficiaries and to bring some small reduction 

in costs to the ever rising Medicare budget, we decided to 

terminate the nursing differential. The budgetary savings 

in FY 1976 will be $20.0 million; however, in FY 1977, the first 

year in which the elimination of the differential will affect 

all hospitals, they are estimated at $130 million, or onlv 

1.2 percent of Medicare reimbursement to hospitals and about 

one-third of one percent of total hospital budgets. 
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Utilization Review 

The new regulations for utilization review were published 

in final form in the Federal Register on November 29, 1974. 

As you will recall, these regulations implement Sections 207 

and 237 of Pubiic Law 92-603, which made major changes in 

the nature of utilization review activities to 

eliminate confusion and duplication. Proposed regulations 

had been published in January 1974, and generated considerable 

public interest and comment. Shortly thereafter, I appointed 

an interagency committee to coordinate the development of the 

final regulations, to assure that Medicare and Medicaid 

provisions were identical wherever possible, and to guarantee 

that the final regulations were complementary to and supportive 

of the Professional Standards Review Organization (PSRO) 

program. 

These new regulations, in our view, when combined with the 

evolving PSRO program, form a comprehens i ve mechanism for 

assuring that reimbursement will be made only for hiqh quality 

care. They also will reduce expenditures for unneeded care 

by those programs as the previously cited experience in 

Oregon indicated. If these regulations are implemented in 

FY 1976, about $60 million in Medicare outlavs woul<l be save~--

outlays that would otherwise go for unneeded, and potentially 

harmful, care. 

) 
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These regulations have generated considerable concern on the 

part of hospitals and other providers. The Department has 

worked vigorously to provide technical assistance, guidelines, 

and support to individuals and institutions, as they move to 

implement the new requirements. Concern has been expressed 

that these regulations undermine local PSROs by shifting 

responsibility for medical decisions away from PSROs and 

back to fiscal intermediaries. Let me state unambiguously 

that this Administration is fully committed to the concept 

of peer review of medical care through the PSRO program as 

soon as possible. However, the PSRO program will not become 

fully operational nationwide for some time. In the interim, 

there remains a need for effective and efficient institutional 

peer review. These new UR regulations build upon and are 

fully congruent with the concepts of the PSRO review system. 

The Department has recently developed explicit instructions 

to State agencies and intermediaries informing them that a 

qualified conditional PSRO takes precedence over utilization 

review requirements, and that a hospital's responsibilities 

for utilization review cease, when review responsibilities 

for that hospital have been assumed by a qualified PSRO. 

Of course, the PSRO may delegate the utilization review 

/ 
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functions back to the hospital, and is expected to do so 

where the hospital has proven competence to undertake the 

review function. 

A number of sources have expressed concern with the capacity 

of smaller hospitals, particularly in rural areas, to comply 

with the utilization review requirements. It was largely 

in response to these concerns that I decided to postpone 

the effective date of the regulations from February 1, 

to July 1, 1975. Over the last several months, Department 

staff have met with large numbers of concerned physicians, 

administrators and State officials to provide guidance and 

technical assistance in complying with the regulation. The 

regulations as written contain considerable flexibility in 

the manner in which hospitals may organize their utilization 

review activities. Community-based review groups, ·established 

by medical societies or groups of hospitals, form one avaiable 

alternative particularly suited to the small hospital. In 

some States, Medicaid State agencies have requested waivers 

to permit the operation of an alternative, State-operated 

review system in isolated rural hospitals. We recognize, 

however, that despite these available options, there remain 

some additional concerns peculiar to small hospitals, which 

may require special attention. 

/ 
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First, the Medicaid statutory limitations on participation 

of individuals who are financially interested in any 

institution, employed by a long-term care facility, or 

directly responsible for patient care severely limits the 

availability of qualified physician and non-physician 

personnel to participate in review activities. The 

Department is working actively to develop guidelines for 

enforcing these limitations which provide some latitude in 

reviewer eligibility, while complying with the intent of 

the legislation. Secondly, some small hospitals may have 

difficulty in conducting the statutorily required review 

of each admission within the time frame specified in the 

regulations. Because the Department's primary concern is 

·• to improve the quality and appropriateness of care, we 

have taken a position which we feel will assist these 

isolated facilities to comply with the law. All hospitals 

participating in the program must be certified. However, 

through the special certification provisions in the regula-

tions, small hospitals which are making good faith efforts 

to comply with the regulations can be certified for continued 

participation in Medicare and Medicaid. Similarly, we are 

/ 
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developing regulations and administrative mechanisms to 

assure that States with significant numbers of such 

specially certified hospitals are not in danger of being 

penalized by a reduction in Medicaid funds. 

We feel that this approach adequately addresses the immediate 

problems of rural hospitals and will allow them to proceed 

with plans for implementation by July 1. However, we will 

maintain a close watch on this problem over the next year, 

with an eye toward further amending the regulations or seeking 

changes in the statute if it appears that such actions are 

necessary. Members of the Subcommittee can be assured that the 

Department's objective is to provide sufficient flexibility 

to rural hospitals to allow their continued participation in 

Medicare and Medicaid, while, at the same time, moving to 

improve their capability to deliver high quality care. 

The American Medical Association has opposed the November 29 

regulations on the grounds that they interfere with patient 

and physician rights. Judge Julius Hoffman recently issued a 

preliminary injunction, enjoining the Department from enforcing 

portions of these regulations. We have recommended appeal 

from this ruling and reaffirm the right of the Congress and the 
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Administration to provide mechanisms for determining what 

care shall be reimbursed under Medicare and Medicaid. We 

feel that physicians and other qualified medical personnel are 
best able to make such determinations and that, through utiliza-

tion re-.,ie,1 con...-:li t:tees and PSIWs, their professional expertise 

can be brought to bear on these often difficult payment decisions. 

Economic Index 

I would now like to discuss the regulation that implements 

the physician fee index provision (Section 224) of P.L. 92-603. 

Congress enacted this provision to limit increases in 

physician fees that could not be justified on the basis of 

increased practice costs or increases in productivity. Fee 

increases that are justified because of higher office practice 

costs and increases in the productivity of physicians are 

fully allowed and recognized. 

On April 14 of this year we published a Notice of Proposed 

Rulemaking implementing the economic index provision _of the 
Medicare law. The final regulations will be published on 

Monday, June 16, 1975. This index will be operative in FY 1976. 

The economic index was not put into effect in fiscal years 1974 

and 1975 since physician charge increases for those two years 

were limited by the Economic Stablization Program. That 

program's controls were considered to be at least as 
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stringent as those that would have been imposed by the 

economic index provision. 

Before discussing the specific actions taken by the 

Department to implement the statute, I would like to point 

out that the budgetary implications of this regulation are 

quite small. In fact, the application of the economic 

index in FY 1976 will result in a budgetary saving of only 

$26 million, or about 8/lOth of 1 percent of the total 

expected Medicare Part B physician expenditures of $3.2 billion. 

The data used to calculate the economic index are national 

in nature but will be applied locally. Although the Senate 

Finance Committee Report suggested that a separate index 

for each locality be calculated, a national index is being 

used, at least initially, because the data required to 

construct local indices are not now available. 

The index will be applied to every prevailing charge in each 

locality. It will also be applied on a cumulative basis 

with FY 1973 serving as the base year, as specified by 

Congress. In other words, increases in prevailing charges 

over the 1973 base year level cannot exceed the rate justified 

by the economic index calculated for that period. The 
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cumulative economic index figure for fiscal year 1976 will 

be 1.179. Thus, any individual prevailing charge that 

would increase by more than 17.9 percent over its 1973 base 

level will have its rate of increase limited to 17.9 percent. 

Prevailing charges that have increased by less than 17.9 percent 

will be unaffected, and any portion of the allowable increase 

not used will be carried forward to future years. 

The economic index that has been constructed conforms to 

the legislative intent. The Senate Finance Committee Report 

suggested that the index consist of two components reflecting 

(1) increases in the expenses of physician practice (as 

indicated by IRS data), and (2) increases in general earnings 

levels (as indicated by Social Security data). The report 

suggested that these components be given the average weights 

shown in IRS data on self-employed physicians' gross incomes 

(40 percent office expenses, 60 percent net earnings). 

Because physicians are incorporating in increasing numbers, 

IRS data are no longer a good source of information about 

changes in physicians' office practice expenses; therefore, 

pertinent components of the Consumer Price Index, the Whole-

sale Price Index, Bureau of Labor Statistics wage indices, 

and data from Medical Economics have been used instead. 
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Also, it was felt that the use of BLS information on the 

average weekly earnings of workers is preferable to Social 

Security data because it is more current. 

Recently, the rising cost of malpractice insurance has 

become a major concern. As you know medical malpractice 

costs differ widely by both physician specialty and locality. 

In addition, there are no reliable data on malpractice 

insurance costs at the local or national level. As a result, 

malpractice costs are only indirectly captured in the office 

practice expense component of the index. The Department is 

currently working to refine the index to account for medical 

malpractice costs directly and will implement such changes 

as soon as the appropriate data are developed. 

Much controversy has surrounded the specific data used to 

construct the index. The Department utilized what it con-

sidered to be the best available data and methodology in 

developing the economic index figure. This does not preclude 

future refinement of the data and methodology. Efforts to 

refine the statistical bases of the economic index figure 

will continue and, as suggested by the Senate Finance 

Committee report which accompanied Public Law 92-603, any 
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additional data to refine the existing methodology which 

are obtained or received will be considered for use in 

determining the economic index for future fiscal years. 

Conclusion 

The emphasis of our discussion today has been on short-run 

and, unfortunately, piecemeal policies. But the problems 

in the health sector are deep-rooted. They require longer 

term and more comprehensive solutions. 

Under present conditions, hospitals and physicians can 

often shift to Medicare beneficiaries or private paying 

patients those costs which the Medicare and Medicaid 

programs refuse to pay. Under the current retrospective 

cost based reimbursement system, hospitals have only 

very limited incentives to actively strive for improved 

efficiency. We must implement a reimbursement structure 

which sets budgets prospectively and applies to all payers, 

public and private. On the physician side, a program designed 

merely to limit increases in prevailing fees for Medicare 

patients cannot affect the system to any significant degree. 

To some extent, physicians have the ability to increase 

the quantity of services provided in order to achieve 
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self-established compensation levels. Therefore, an effective 

cost control program will have to limit not only unwarranted 

fee increases but also unnecessary utilization. Effective 

policies on the reimbursement side must be integrated with 

review mechanisms which monitor the appropriateness and 

quality of care being provided. 

These four regulations, when fully operational, will save 

about a quarter billion dollars a year--not an inconsiderable 

amount even by Washington standards. Taken together, we 

believe that at the same time they will also improve the 

quality of care. But, I strongly feel that the only real 

way to end double-digit inflation in health care costs is 

through a broad based cost containment strategy similar to 

the kind envisioned in the Comprehensive Health Insurance Plan 

which was introduced in Congress last year. All we have now 

is a series of cost control provisions, limited to the Medicare 

and Medicaid programs, which do not permit us to take a broader 

l ook at health cost inflation or to deal with the totality of 

the problem through a single program. 

Mr. Chairman, this concludes my prepared remarks. We will be 

pleased to answer any questions you or other Members of the 

Subcommittee may have. 
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FIGURE 5 

FACTORS CONTRIBUTING TO AVERAGE 
ANNUAL INCREASES IN COST PER 
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FIGURE 6 
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DEPA RTMEiH OF HEALTH , EDUCATION . A N D W EL FARE 

Honorable Carl Albert 
Speaker of the House of 

Representatives 
Washington, D. C. 20515 

Dear Mr. Speaker: 

JUN 6, 1975 

Enclosed for the cons i deration of the Congress is a draft 
bill, "To amend the Social Security Act to eliminate trust 
fund financing for State capital expenditure review 
activities and expand the scope of mandatory outpatient 
services under State medical assistance programs." 

Section 1 of the bill would terminate Federal Hospital 
Insurance Trust Fund financing of State activities under the 
program for review of proposed capital expenditures for 
health care facilities established by section 1122 of the 
Social Security Act. Federal financial assistance with 
respect to the State activities carried out under section 1122 
is now available under the Public Health Service Act, as 
amended by the National Health Planning and Resources 
Development Act of 1974. 

Section 2 would amend the Medicaid program to require that 
State plans approved under that program include coverage of 
outpatient care provided in freestanding ambulatory health 
care centers. This requirement would be in addition to the 
present requirement that State plans include coverage of 
outpatient hospital services. This amendment will improve 
the Medicaid program by increasing the availability to 
beneficiaries of less expensive alternatives to inpatient 
hospitalization. Enactment of this section would increase 
the cost of the Medicaid program by $20 million in fiscal 
year 1976. This increase is included in the President's 
1976 Budget. The cost for a five-year period would be 
$137 million. 
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. 
I urge speedy consideration and enactment of tqese am~ndments . 111 
by the Co~gress. 

The pffi~e of Management an~ Budget has no objection to the 
submission of - the enclosed draft legislation and advises 
that its enactment would be consistent with the objectives 
of the Administrat-ion. 

Sincerely, 

/s/ Caspar Weinbe.rger 

Secretary 

Enclosure 

- .. . 



A B I L L 

To amend the Social Security Act to eliminate trust fund 

financing for State capital expenditure review activities 

and expand the scope of mandatory outpatient services 

under State medical assistance programs, 

Be it enacted by the Senate and the House of 

Representatives of the United States of America in 

Congress assembled, 

ELIMINATION OF TRUST FUND FINANCING FOR STATE CAPITAL 
EXPENDITURE REVIEW ACTIVITIES 

Section 1. Section 1122(c) of the Social Security Act 

is repealed, effective with respect to functions performed 

after January 1, 1976, pursuant to agreements between the States 

and the Secretary of Health, Education, and Welfare entered 

into under section 1122 of that Act. 

EXPANSION OF MANDATORY OUTPATIENT SERVICES UNDER 
STATE MEDICAL ASSISTANCE PROGRAMS 

Sec. 2. (a) (1) Section 1905 (a) (2) of the Social 

Security Act is amended by striking out "outpatient hospital 

services" and inserting "outpatient services whether provided 

in a hospital or in an ambulatory health care center" in lieu 

thereof. 
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(2) Section 1905 of th_at Act is further amended by 

inserting at the end thereof the following new subsection: 

11 ce) The term 'ambulatory health care center' means a 

facility, other than a facility of a hospital, which--

11 (1) is organized and operated to provide to 

ambulatory patients, through or under the supervision 

of physicians--

11 (A) physician services (including consultation 

and referral services), diagnostic laboratory and 

radiologi~ -pervices, and, where feasible, as 

determined under regulations prescribed by the 

Secretary, emergency medical services and the 

services of physicians' assistants and nurse 

clinicians; or 

11 (B) s uch specializ ed medical or surgical 

services as the Secretary may by regulation p r ovide; 

11 (2) provides a substantial portion of its s ervices, 

as determined under regulations prescribed by the 

Secretary, through its own staff and facilities; 

11 (3) in the case of a facility in a State or 

locality the l aws o f wh i ch provide for t he l i cens i ng 

of such f acilit i es , (A) is licensed pursuant t o such 
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laws, or (B) is approved, by the State or local agency 

responsible for licensing such facilities, as meeting 

the standards for such licensing; and 

"(4) meets such other requirements as the Secretary 

may by regulation prescribe." 

{b) The amendments made by this section shall be 

effective with respect to payments under section 1903 for 

amounts expended during calendar quarters commencing after 

June 30, 1975. 



DEPARTMENT OF HEALTH. EDUCATION. AND WELFARE 

Honorable Carl Albert 
Speaker of the House of 

Representatives 
Washington, D. C. 20515 

Dear Mr. Speaker: 

February 26, 1975 

Enclosed for the consideration of the Congress is a draft 
bill "To amend the Social Security Act to improve and 
control the cost of the maternal and child health and 
crippled children's services program, and the program of 
grants to States for medical assistance programs". 

The bill is part of the President's budget recommendations 
for bringing federal spending under control during fiscal 
years 1975 and 1976 and avoiding excessive growth of 
federal expenditures in the long run. As the President 
stated in his recent Budget Message: "Spending by all 
levels of government now makes up a third of our national 
output. Were the growth of domestic assistance programs 
to continue for the next two decades at the same rates as 
in the past 20 years, total government spending would grow 
to more than half of our national output. We cannot permit 
this to occur." 

Section 2 of the bill would reduce the rate of federal 
financial participation in state expenditures under the 
maternal and child health and crippled children's services 
program from fifty percent to forty percent. It would also 
repeal the supplemental allotments currently authorized for 
some states under that program. Increased state financial 
participation in activities funded through the maternal and 
child health and crippled children's services appropriation 
will promote a careful review of the need for the funding 
of these programs through narrow categorical programs in the 
light of the availability of Medicaid financing for the same 
services. Federal and state funding for the Medicaid program 
will amount to over $14 billion in 1976. 

Section 3 of the bill would eliminate federal matching for 
the provision of non-emergency dental services to adults 
under the Medicaid program. We believe these expenditures 
to be of a lower priority than other rapidly escalating 
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medical costs reimbursed from federal funds. Federal 
matching for children's preventive dental care, the most 
important phase of preventive dental care, would be continued 
for Medicaid eligible children under twenty-one. 

Section 4 would lower the floor on the rate of federal 
participation in state Medicaid programs from fifty percent 
to forty percent. The average federal share would then be 
about fifty-one percent. The current formula, guaranteeing 
at least fifty percent matching, weighs the federal 
participation disproportionately in favor of the richer 
states. Only the thirteen highest income states would be 
affected by this change. The distribution of the remaining 
federal funds would be more closely related to the states' 
relative revenue producing capability as reflected by their 
average per capita income. 

Enactment of this legislation is essential if the President's 
goal of controlling federal outlays in fiscal years 1975 
and 1976 is to be met. It is estimated that enactment 
would result in savings of $210 million in 1975 and $770 
million in 1976. 

The Office of Management and Budget advises that enactment 
of this draft bill would be in accord with the program of 
the President. 

Sincerely, 

/s/ Caspar W. Weinberger 

Secretary 

Enclosure 



A B I L L 

To amend the Social Security Act to improve and control the 

cost of the maternal and child health and crippled children's 

services program, and the program of grants to States for 

medical assistance programs. 

Be it enacted by the Senate and the House of 

Representatives of the United States of America in Congress 

assembled, That this Act may be cited as the "Maternal and 

Child Health and Crippled Children's Services and Medicaid 

cost Control Amendments of 1975". 
- --

MOD IF ICAT ION OF FEDERAL FINANCIAL PARTICIPATION IN 
MATERNAL AND CHILD HEALTH AND CRIPPLED CHILDREN'S SERVICES 

Sec. 2. (a) Section 506(a) of the Social Security Act 

is amended by striking out "one-half" and inserting "forty 

per centum" in lieu thereof, effective with respect to payments 

under that section for amounts expended during quarters 

commencing after June 30, 1975. 

(b) Section 516 of that Act is repealed, effective 

July L 1975. 

SCOPE OF DENTAL SERVICES FOR WHICH 
FEDERAL MATCHING PAYMENTS WILL BE MADE UNDER STATE MEDICAL 

ASSISTANCE PROGRAMS 

Sec. 3. (a) Paragraph (10) of subsection (a) of 

section 1905 of the Social Security Act is amended by 
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inserting "for individuals under the age of 21" imrnediate:y 

after "dental services". 

(b) The matter after clause (17) in subsection (a) of 

such section is amended by--

(1) striking out "or" at the end of clause (A); 

(2) striking out the period at the end of 

clause (B) and inserting''; or" in lieu thereof; and 

(3) inserting after clause (B) the following 

new clause: 

"(C) any such payment with respect to dental 

services for any individual who is 21 years of age or 

older, other than emergency dental services (as defined 

in regulations prescribed by the Secretary), and oral 

surgical services and treatment related thereto which 
--=-- ------ --------------

legally may be performed by a doctor of medicine or 

osteopathy or of dentistry." 

(c) Clause (I) of section 1902(a) (10) of such Act is 

amended by inserting 11
, (10)," immediately after 

"paragraph (4) 11
• 

(d) The amendments made by this section shall be 

effective with respect to payments under section 1903 of 



DEPARTMENT OF HEALTH. EDUCATION. AND WELFARE 

Honorable Carl Albert 
Speaker of the House of 

Representatives 
Washington, D. C. 20515 

Dear Mr. Speaker: 

FEB 2 6 1975 

Enclosed for the consideration of the Congress is a draft 
bill "To amend the Social Security Act to improve and 
control the cost of the program of old-age, survivors, 
ar.d disability insurance, the program of grants to States 
for aid to families with dependent children, and the 
program of health insurance for the aged and disabled." 

The bill is part of the President's budget recommendations 
for bringing federal spending under control during fiscal 
years 1975 and 1976 and avoiding excessive growth of federal 
expenditures in the long run. As the President stated in 
his recent Budget Message: "Spending by all levels of 
government now makes up a third of our national output. Were 
the growth of domestic assistance programs to continue for 
the next two decades at the same rates as in the past 20 
years, total government spending would grow to more than 

' half of our national output. We cannot permit this to occur." 

Section 2 of the bill would prohibit entitlement to 
retroactive OASDI benefits if future monthly benefits would 
be permanently reduced as a result. Under the present law, 
social security benefits may be paid retroactively, at the 
beneficiary's election, for up to twelve months prior to 
the month in which the application is filed, provided all 
conditions of entitlement are met. In many instances, an 
applicant who is entitled to retroactive benefits faces a 
choice of getting a large lump-sum payment to cover 
retroactive benefits and a permanently reduced monthly 
benefit in the future, or getting no lump-sum payment and 
a higher monthly benefit beginning with the month that an 
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application is filed. Many beneficiaries faced with this 
choice decide to take the large lump-sum payment. In some 
cases the lump-sum payment is quickly spent, and financial 
hardship results from the smaller continuing benefits on 
which the beneficiary has to rely for the rest of his life. 

This proposal is based on a recommendation of the 1971 
Advisory Council on Social Security. The Advisory Council, 
in making its recommendation, expressed concern about the 
fact that a high proportion of those applicants who are 
faced with the choice of a relatively large lump-sum 
retroactive benefit payment ~hoose to take the lump-sum 
even though this means a permanent reduction in the monthly 
benefits they will get. The Council pointed out that such 
a result did not seem to be consistent with the objective 
of providing adequate benefit income for the aged. 

In the aggregate , this proposal would not change the total 
lifetime benefits of people affected by it. Thus, over the 
long run the proposal would have a negligible effect on the 
costs of the program. However, expenditures in the next 
few years would be reduced because of the elimination of 
large one-time retroactive payments to certain beneficiaries. 

Section 3 of the bill would remove the monthly measure of 
retirement, except in the year of retirement. Thus the 
retirement test would be changed from the present combined 

_ annual-monthly test to an annual test only. 

Under present law, if a beneficiary under age seventy-two 
earns more than the annual exempt amount ($2,520 in 1975), 
$1 in benefits is withheld for each $2 of earnings above 
that amount. Regardless of his annual earnings, a beneficiary 
may receive full benefits for any month in which he neither 
earns wages in excess of the monthly test ($210 in 1975) nor 
renders substantial services in self-employment. 

Under the proposal, the retiremen t test would be modified 
so that, except for the first yea r for whic h a beneficiary 
receives a cash benefit, benefits would be based solely on 
annual ear nings. 
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Retaining the monthly test for the first year will permit 
a beneficiary to receive benefits for the months in which 
he is retired, regardless of his earnings in the preceding 
months of that year. 

The proposed test would be a more valid and equitable measure 
of actual retirement than the present combination annual-
monthly test. Indfviduals with substantial annual earnings 
after the year of retirement would no longer be entitled to 
benefits for months in which, for one reason or another, 
they did not have income from work. The proposal would 
eliminate the inequitable situation in which some individuals' 
benefits are withheld while the benefits of others who have 
the same total yearly earnings are not. It would also 
eliminate much public confusion and misunderstanding about 
the retirement earnings limitation as it relates to the 
monthly test and would produce some administrative savings. 

Section 4 would alter the provisions of the AFDC program 
concerning the disregarding of earned income in determining 
benefit amounts. Current law requires that the first $30 
plus one-third of the gross income an AFDC recipient earns 
in a month be disregarded in determining eligibility for 
assistance. In addition, costs for child care and other 
work expenses are deducted from income. Under the bill, 
the first $60 of earned income in the month, plus child care 
costs and one-third of the balance would be disregarded. 
The one-third reduction would occur after the $60 and child 
care expenses are disregarded. 

Section 5 of the bill would amend the AFDC program to 
eliminate the option of the States to have federal financial 
participation in State expenditures for the provision of 
benefits determined on the basis of a percentage of the 
first $32 of the average State AFDC grant. Under the proposal 
federal financial participation in State expenditures for 
AFDC benefits would be determined for all States under the 
formula currently used to determine federal financial 
participation under the Medicaid program. This formula 
provides for increased matching rates for States with lower 
per capita incomes. It is currently used by all but twelve 
States under the AFDC program. 
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Sections 6; 7, and 8 of the bill would modify the cost-sharing 
structure of the Medicare program to provide the following: 
(1) a coinsurance requirement equal to ten percent of charges 
above the deductible amount on all part A covered services; 
(2) an annual deductible under part B of $60 for calendar 
year 1975, with increases thereafter in proportion to the 
percentage increase in cash benefits; (3) a cost-sharing 
liability limit in 1975 of $750 per spell of illness under 
part A, with increases thereafter in proportion to the 
percentage increase in cash benefits; and (4) a limit on 
part B liability per calendar year equal to the part A limit, 
beginning with calendar year 1976. The current inpatient 
hospital deductible provision would remain unchanged, as 
would the twenty percent coinsurance requirement now applicable 
to most part B services above the deductible. 

Under the present provisions of part A, a beneficiary pays 
an initial deductible amount (currently $92) based on the 
national average cost of one dayis stay in a hospital. The 
beneficiary pays nothing more toward his covered expenses 
until after he has been a patient in a hospital for at least 
sixty days or a patient in a skilled nursing facility for 
at least twenty days, after which he pays a per diem 
coinsurance related to the deductible amount. 

The chief shortcoming of the present arrangement is that the 
beneficiary's cost-sharing burden occurs at the end of a 

,- long institutional stay when the beneficiary is least able 
to afford it. There is little built-in incentive to avoid 
overutilization during short hospital stays when it is most 
likely to occur. Moreover, the amount the beneficiary pays 
bears no direct relationship to the actual cost he incurs 
or to the services he receives in the course of inpatient or 
home health care. As a result, there are wide variations 
in utilization that reflect the availability of free services. 

The proposed changes in coinsurance liability have the 
advantage of tying cost-sharing t o actual charges and services 
used and of applying cost-sharing early enough during a 
hospital stay to discourage overutilization. The maximum-
liabilitv provision would assure heretofore unavailable 



Honorable Carl Albert 5 

protection.against costs associated with long-term intensive 
inpatient care. 

The proposal for future increases in the part B deductible, 
which would allow the deductible to in.crease as OASDI benefits 
rise, would help to assure that beneficiary liability for 
medical expenses does not rist:! more than the percentage 
increase in the amount of social security benefits. 

The present unlimited liability for part B cost-sharing 
would be replaced by a maximum annual liability--also related 
to increases in OASDI benefi~s--to provide protection against 
tte potentially catastrophic costs of chronic conditions 
which, while not requiring institutionaliz2.tion, r:'la.y involve 
a high volume of outpatient. services. 

Section 9 would authorize the Secretary to establish 
percentage limits on the rate of increase in incurred costs 
recognized as reasonable in determining provider reimbursements 
under the Medicare program. This authority is necessary to 
protect the Medicare program from unreasonable increases in 
provider costs and should help to curb unnecessary or 
inefficient expansion of institutional services. 

Section 10 would reduce the rate of federal financial 
participation in State expenJitures for the provision of 

, services and the t..r~.ini.ng of State and local C?ctployees 'lm<l2:c 
the Mme and adult assist:mce progrclms, the p:-og.,,.am of 
s8rvices to the ased, ':..ilir.·:L and disabled, and the new 
consoli~ated S8rvi~es Jr~gr~m. Under curr21,t l2v 1 expendi~ures 
by the States unde£ r~ars dpproved under titles I, VI, X, XIV, 
and XVI, and part: A of ti t.lr.:.! IV for most services and fo!:' the 
trctining of Stale and local Pmployees are inatch~d at the rate 
of seventy-five p,::~rce:nt. Ex,{H::~r1ditures for family pla.nn5ng 
services provided u~~er oart A of title IV are matched at 
the rate 0£ ni~ety pe~cant. The new title XX services 
program, which will be effective on October l of this year, 
currently :,,rovides fo.c nin<'!ty p-Jrcc:nt rnatch·tng for 
exp~1nditures fnr :arnily plann.;,ng services and s2venty-fiv1; 
percent matchL1g for ill othE .r: oxpendi tures, j ncJ uding those 
for training. The bill would amend all of these programs 
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to establish a >,-:;1xty-five percent matching rate for family 
planning sev~~~d_aJl other services and training 
currenj;J~~~tched at the rate of seventy-five percent, beginning 
on~~--0.y 1 of this year. Beginning on October 1, 1976, this 

.~ching rate would be reduced to fifty percent. The 
_________.__/ __ provisions of part A of title IV authorizing a ninety percent 

matching rate for services provided as part of the work 
incentive program would not be affected by the bill. We 
believe this new matching rate will make the rate of federal 
financial participation in expenditures for services and 
training more consistent with the rates of federal financial 
participation applicable to other expenditures under the 
State plan programs established by the Social Security Act. 

Section 5 of the Social Services Amendments of 1974 amends 
titles I, X, XIV, and XVI, and part A of title IV of the 
Social Security Act, effective October 1 of this year, to 
require the Secretary to recognize the cost of short- and 
long-term institutional training as State and local training 
expenditures for which federal financial participation is 
available. Current law imposes no such requirement on the 
Secretary. The bill would preserve current law by repealing 

·• the amendments made by section 5 of the Social Services 
Amendments of 1974 and striking a similar requirement for 
the title XX services program that will go into effect on 
October 1 of this year. 

Enactment of this legislation is essential if the President's 
goal of controlling federal outlays in fiscal years 1975 
and 1976 is to be met. It is estimated that enactment would 
result in savings of $397 million in 1975 and $2,658 million 
in 1976. 

We are advised by the Office of Management and Budget that 
enactment of this draft bill would be in accord with the 
program of the President. 

Enclosure 

Sincerely, 

/s/ Caspar W. Weinberge~ 

Secretary 
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To amend the Social Security Act to improve and control the 

cost of the program of old-age, survivors, and disability 

insurance, the program of grants to States for aid to 

families with dependent children, and the program of 

health insurance for the aged and disabled. 

Be it enacted by the Senate and the House of 

Representatives of the United States of America in 

Congress assembled, That ··this Act may be cited as the 

"Social Security Cost Conti:-o-1 :_}\ct· of 1975". 

ELIMINATION OF CERTAIN OPTIONAL PAYMENT PROCEDURES UNDER THE ---- -- . --- OASDI PROGRAM 

Sec. ·2. - (a) (1) The first sentence of section 

2O2(j) (1) of the Social Security Act is amended by striking 

out "An individual" and inserting "Subject to the limitations 

containeq in paragraph (4), an individual" in lieu thereof. 

(2) Section 202(j) of such Act is further amended 
• 

py inserting at the end thereof the following new paragraph: 

"(4) (A) Except as provided in subparagraph (B), no 

individual shall be entitled to benefits under subsections 

, 
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(a), (b), (c), (e), or (f) for any month prior to t he month 

in which he files an application for such benef i ts if the 

effect of such payment would be to reduce, pursuant to 

subsection (q), the monthly benefits to which such individual 

would otherwise be entitled. 

"(B) (i) If the individual applying for retroactive 

benefits is applying for such benefits under subsection (a), 

and there are one or more other persons who would, except 

for subparagraph (A), be entitled for any month, on the basis 

of the wages and self-employment income of such individual 

and because of such individual's entitlement to such 

retroactive benefits, to retroactive benefits under 

subsection (b), (c), or (d) not subject to reduction under 

subsection (q), then subparagraph (A) shall not apply with 

respect to such month or any subsequent month. 

"(ii) If the individual applying for retroactive 

benefits is a widow, widower, or surviving divorced wife 

who is under a disability {as defined in section 223(d)), 

and such individual would, except for subparagraph (A), be 

entitled to retroactive benefits as a disabled widow, widower, 

or surviving divorced wife for any month bef ore he or she 

- 1 
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attained the age of 60, then subparagraph (A) shall not 

apply with respect to such month or any subsequent month. 

"(iii) If the individual applying for retroactive 

benefits has excess earnings (as defined in section 203(f)) 

in the year in which he files an application for such benefits 

which could, except for subparagraph (A), be charged to months 

in such year prior to the month of application, then 

subparagraph (A) shall not apply to so many of such months 

imme~iately preceding the month of application as are 

required to charge such excess earnings to the maximum 

extent possible." 

(3) Section 226(h} of such Act is amended by inserting 

at the end thereof the following new paragraph: 

0 (4) For the purposes of determining entitlement to 

hospital insurance benefits under subsection (b} in the case 

of an individual described in clause (iii} of 

subsection (b} (2) (A}, the entitlement of such individual 

to widow's or widower's insurance benefits under section 202(e} 

or (f) by reason of a disability shall be deemed to be the 

entitlement to such benefits that would result if such 

entitlement were determined without regard to the provisions 

of section 202 (j} (4)." 
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(b) The amendments made by this section shall be effective 

with respect to applications for benefits under title II of the 

Social Security Act filed after February 28, 1975. 

~EVISION OF THE RETI~EMENT TEST 
UNDER THE OASDI PROGRAM 

Sec. 3. (a) Section 203(f) (1) {E) of the Social Seeurity 

Act is amended to read as follows: "(E) in which such 

individual did not engage in self-employment and did not 

render services for wages {detennined as provided in 

paragraph (5) of this subsection) of more than the exempt 

amount as determined under paragraph (8), but only if the 

month is in that taxable year in which occurs the first 

month that is both (i) a month for which the individual is 

entitled to benefits under subsection (a), (b), (c), (d), 

(e), (f), (g), or (h) of section 202 without regard to any 

previous entitlement under any other of such subsections, 

and (ii) a month in which the individual did not engage in 

self-employment and did not render services for wages 

(determined as provided in paragraph (5) of this subsection) 

of more than the exempt amount as determined under 

paragraph (8) ." 
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(b) The amendment made by this section shall be effective 

with respect to benefits payable under title II of the Social 

Security Act for calendar months after February 1975. 

ADJUSTMENT IN THE AMOUNT OF INCOME 
TO BE DISREGARDED IN DETERMINING NEED UNDER 

THE AFDC PROGRAM 

Sec. 4. (a) Section 402(a) (7) of the Social Security 

Act is amended by striking out "as well as any expenses 

reasonably attributable to the earning of any such income". 

(b) Section 402(a) (8) (A) (ii) of such Act is amended 

by striking out "the first $30 of the total of such earned 
, . 

income for such month plus one-third of the remainder of s1.1ch 

income" and inserting in lieu thereof "the first $60 of 

the 1:;.Gtal of such earned income for such month plus an amount 

equal to any expenses (subject to such limitations as to 

amount or otherwise as th~ Secretary may prescribe) which 

are for the care of a dependent child and are reasonably 

attributable to the earning of any such income plus one-third 

of the remainder of such income". 

:·• -. .. 
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(c) Section 402(a) (8) (D) of such Act is amended by 

striking out 11 was in excess of their need" and inserting 

in lieu thereof "was in excess of their need (after deducting 

from such income $60 plus an amount equal to any expenses, 

subject to such limitations as to amount or otherwise as 

the Secretary may prescribe, which are for the care of a 

dependent child and are reaso11ably attributable to the 

earning of any such income)". 

(d} The amendments made by this section shall be 

effective with respect to payments under section 403 of the 

Social Security Act for amounts expended during calendar months 

after February 1975. 

MODIFICATION OF RATE OF FEDERAL FINANCIAL 
PARTICIPATION IN STATE PROGRAMS OF AID TO NEEDY 

•.· FAMILIES WITH CHILDREN AND AGED, BLIND, OR DISABLED 
INDIVIDUALS 

Sec. 5. (a) (1) Section 3(a) of the Social Security 

Act is amended by striking out clauses (1) and (2) and 

inserting in lieu thereof the following: 

I 
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"(1) in the case of any State, an amount equal 

to the Federal percentage (as defined in section llOl(a) (8)) 

of the total amount expended during such quarter as 

old-age assistance under the State plan;". 

(2) Section 403(a) of that Act is amended by striking 

out clauses (1) and (2) and inserting in lieu thereof the 

following: 

"(l) in the case of any State, an amount equal 

to the Federal percentage (as defined in section llOl(a) (8)) 

of the total amount expended during such quarter as 

aid to families with dependent children under the 

State plan; and". 

(3) Section 1003(a) of that Act is amended by striking 

out clauses (1) and (2) and inserting in lieu thereof the 

following: 

"(1) in the case of any State, an amount equal 

to the Federal percentage (as defined in section llOl(a) (8)) 

of the total amount expended during such quarter as 

aid to the blind under the State plan; and". 

(4) Section 1403(a) of that Act is amended by striking 

out clauses (1) and (2) and inserting in lieu thereof the 

following: 



! 
,/ 

I/ 
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• ~ - • (1) in the case of any State, an amount equal -- to the Federal percentage (as defined in section llOl(a) (8)) 

of the total amount expended during such quarter as 

aid to the permanent1y and totally disabled under the 

State plan; and". 

(5) Section 1603(a) of that Act is amended by striking 

out clauses (1) and (2) and inserting in lieu thereof the 

following: 

"(1) in the case of any State, an amount equal 

to the Federal percentage (as defined in section llOl(a) (8)) 

of the total amount expended during such quarter as 

aid to the aged, blind, or disabled under the State 

plan;". 

(6) (A) Section llOl(a) (8) (A) of that Act is amended 

to read as follows: 

"(8) (A) The Federal percentage for any State is 

100 percent less the State percentage; and the State 

percentage is that percentage which bears the same 

ratio to 4~ percent as the square of the per capita 

income of the State bears to the square of the per capita 

income of the continental United States (including 
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Alaska) and Hawaii; except that (i) the Federal 

percentage shall in no case be less than 50 percent 

or more than 83 percent, and (ii) the Federal percentage 

for Puerto Rico, the Virgin Islands, and Guam is 

50 percent." 

(B) Section llOl(a) (8) (B) of that Act is amended by 

striking out everything after "such promulgation" and 

inserting a period in lieu thereof. 

(C) Section llOl(a) (8) of that Act is further amended by 

1 striking out subparagraphs (C) and (D). 

(7) Section 1118 of that Act is repealed. 

(b) The amendments made by this section 

shall be effective with respect to payments under 

section 3, 403, 1003, 1403, or 1603 of the Social 

Security Act for amounts expended durinq calendar months after 

February 1975. 

REFORM OF MEDICARE HOSPITAL INSURANCE 
DEDUCTIBLES AND COINSURANCE 

Sec. 6. (a) Paragraph (1) of subsection (a) of 

section 1813 of the Social Security Act is amended to 

read as follows: 

"(1) Except as provided in paragraph (4), the 

amount payable for inpatient hospital services furnished 
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an individual during any spell of illness shall be reduced 

by a deduction equal to the inpatient hospital deductible 

or, if less, the charges for such services imposed with 

respect to such individual for such services, and by a 

coinsurance amount equal to one-tenth of the charges imposed 

for such inpatient hospital services, other than--

"(A) charges subject to the inpatient hospital 

deductible, and 

"(B) charges imposed for the first three pints 

of whole blood (or equivalent quantities of packed red 

blood cells, as defined in regulations) furnished to 

such individual during such spell." 

{b) Paragraph (3) of such subsection is amended to 

read as follows: 

"(3) Except as provided in paragraph (4), the amount 

payable for post-hospital _extended care services during 

any spell of illness and post-hospital home health services 

during the period after the beginning of one spell of illness 

and before the beginning of the next spell of illness shall 

be reduced by a coinsurance amount equal to one-tenth of 

the charges imposed for such services, other than charges 
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imposed for the first three pints of whole blood (or 

equivalent quantities of packed red blood cells, as defined 

in regulations) furnished to such individual during such 

spell." 

(c) Subsection (a) of such section is further amended 

by adding at the end thereof the following: 

"(4) (A) The total amount of the reductions imposed 

under paragraphs (1) and (3) with respect to inpatient 

hospital services and post-hospital extended care services 

during a spell of illness and post-hospital home health 

services during the period after the beginning of that spell 

of illness and before the beginning of the next spell of 

illness shall not exceed $750 if such spell of illness begins 

in calendar year 1975, or the amount determined under 

subparagraph (B} if such spell of illness begins in calendar 

year 1976 or any year thereafter, and when such limit is 

reached no further reductions shall be imposed under 

paragraph (1) or (3). 
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"(B) The Secretary shall, during October of 1975, 

and of each year thereafter, determine and promulgate the 

limitation on reductions to be applied under subparagraph (A) 

with respect to spells of illness beginning in the succeeding 

calendar year. Such limitation shall be computed by 

increasing or decreasing $750 by the same percentage 

{rounded to the nearest one-tenth of one percent) by 

which the representative primary insurance amount exceeds 

or is less than $393.50. For the purpose of such computation 

the representative primary insurance amount shall be the 

primary insurance amount used to determine the amount payable 

under section 202 for January of the year succeeding the 

year in which such determination is made to an individual 

whose primary insurance amount {as determined under section 

215(a) (1) (A)) is based on an average monthly wage of $750, 

taking into account all applicable laws and administrative 

determinations which have been enacted and promulgated, 

respectively, at the time of such computation, even if 

not yet effective. If the limitation derived from such 

computation is not a multiple o f $10, it shall be reduced 

to the next lower multiple of $10. 
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11 (5) In determining the reductions required under 

paragraphs (1) and (3), the customary charges of a provider 

for services furnished an individual, other than the 

services described in clause (B) of paragraph (1), shall 

be deemed to be the charges imposed for such services by 

such provider if such customary charges are greater than 

the charges imposed. " 

(d) Section 186l(y) of such Act is amended by 

striking out paragraph (3) and renumbering paragraph (4) 

as paragraph (3). 

(e) The amendments made by this section shall be 

effective with respect to spells of illness, as defined 

in section 186l(a) of the Social Security Act, beginning 

after February 28, 1975. 

REFORM OF MEDICARE SUPPLEMENTARY MEDICAL 
INSURANCE COINSURANCE 

Sec. -7. (a) Section 1833 (a) of the Social Security 

Act is amended to read as follows: 

"Sec. 1833. (a) Except as provided in section 1876, 

and subject to the succeeding provisions of this section, 

there shall be paid from the Federal Supplementary Medical 
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Insurance Trust Fund, in the case of each individual who 

is covered under the insurance program established by this 

part and incurs expenses for services with respect to which 

benefits are payable under this part, amounts equal to--

"(l) in the case of services described in 

section 1832(a) (1), the reasonable charges for the 

services reduced by a coinsurance amount equal to 

20 percent of such reasonable charges~ except that 

(A) an organization which provides medical and other 

health services (or arranges for their availability) 

on a prepayment basis may elect to be paid the reasonable 

cost of services for which payment may be made under 

this part on behalf of individuals enrolled in such 

organization reduced by a coinsurance amount equal to 

20 percent of such reasonable cost if the organization 

undertakes to charge such individuals no more than the 

amount of any such reduction plus the amount of any 

reduction under subsection (b), (B) with respect to 

expenses incurred for radiological or pathological 

services for which payment may be made under this part, 

furnished to an inpatient of a hospital by a physician 
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in the field of radiology or pathology, the amounts 

paid shall equal the reasonable charges for such 

services reduced by a coinsurance amount equal to 

ten percent of the charges imposed for such services 

(or ten percent of the customary charges for such 

services if the customary charges for such services 

are greater than the charges imposed), (C) with respect 

to expenses incurred for those physicians' services 

for which payment may be made under this part that 

are described in section 186f (a) (4), the amounts paid 

shall be subject to such limitations as may be prescribed 

by regulations, and (D) with respect to diagnostic tests 

performed in a laboratory for which payment is made 

under this part to the laboratory, the amounts paid 

shall be equal to the negotiated ~ate for such tests 

(as ·determined pursuant to subsection (g) of this 

section), and 

11 (2) in the case of services described in 

section 1832 (a) (2) --

" (A) the lesser of (i) the reasonable 

cost of such services, as determined under 
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section 186l(v), or (ii) the customary charges 

with respect to such services; or 

"(B) if such services are furnished by 

a public provider of services free of charge 

or at nominal charges to the public, the amount 

determined in accordance with section 1814(b) (2); or 

11 (C) if such services are services to which 

the second sentence of section 186l(p) 

applies, the reasonable charges for such services, 

reduced, in the case of home health services, by a 

coinsurance amount equal to ten percent of the charges 

imposed for such services (or ten percent of the 

customary charges for such services if the customary 

charges for such services are greater than the charges 

imposed), and, in the case of other services, by a 

coinsurance amount equal to 20 percent of the amount 

otherwise payable." 

(b) Section 1833(f) (1) of such Act is amended by 

striking out "the 20 percent coinsurance amount" and 

inserting "any coinsurance amount " in lieu thereof. 

(c) Section 1833 of such Act is further amended 

by redesignating the second subsection (g) as subsection 
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(h} and by _inserting at the end thereof the following new 

subsection: 

"(i} The total amount of--

" (1) the reductions imposed under subsection (a) (1) 

(other than clause (C)), 

" (2} the reductions imposed under subsection (a) (2) 

with respect to home health services, and 

"(3) the amounts chargeable under section 

1866 (a) (2) (A) (ii), 

with respect to expenses incurred by an individual in any 

calendar year shall not exceed an amount equal to the amount 

of the limitation on reductions imposed by section 1813(a) (4) 

with respect to spells of illness beginning in that calendar 

year, and when such limit is reached no further reductions 

shall be imposed under subsection (a) (other than clause (1) (C)) 

or under the first sentence of subsection (b) with respect to 

such expenses incurred by such individual in such year. The 

Secretary shall, during October of 1975 and of each year 

thereafter, determine and promulgate the limitation on 

reductions to be applied under paragraph (1) for the succeeding 

calendar year." 
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(d) Section l866(a) (2) (A) is amended to read as 

follows: 

"(2) (A) (i) A provider of services may charge such 

individual or other perso~ the amount of any deduction or 

coinsurance amount imposed pursuant to section 1813(a) (1) 

or (a) (3) with respect to such items and services. 

"(ii) A provider may charge such individual or other 

person the amount of any deduction imposed pursuant to 

section 1833(b) with respect to such items and services 

(but such amount may not exceed the amount customarily 

charged for such items and services by such provider); 

and may also, except as provided in paragraph (iii), charge 

such individual or other person an amount equal to 20 percent 

of the reasonable charges for such items and services for 

which payment is made under part B (but such amount may not 

exceed 20 percent of the amount customarily charged for such 

items and services by such provider), except that such charges 

may not be imposed to the extent that, pursuant to section 1833(i), 

payment under part B for such items and services is not reduced 

by a coinsurance amount. 

" (iii) ... 
In the case of home health services described 

in section 1833(a) (2), a provider may charge such individual 
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or other person the amount of any coinsurance amount imposed 

pursuant to section 1833(a) (2) with respect to such services." 

(e) The amendments made by this section shall be 

effective with respect to items and services provided after 

December 31, 1975, for which payment is made under title XVIII 

of the Social Security Act. 

AUTOMATIC ADJUSTMENT OF MEDICARE SUPPLEMENTARY 
MEDICAL INSURANCE DEDUCTIBLE 

Sec. 8. (a) The first sentence of subsection (b) 

of section 1833 of the Social Security Act is amended by 

striking out "a deductible of $60" and inserting "a deductible 

of $60 for calendar year 1975, and the amount determined 

under paragraph (2) of this subsection for calendar year 1976 

and each year thereafter" in lieu thereof. 

(b) Subsection (b) of such section is further amended 

by redesignating clauses (1) and (2) as clauses (A) and (B), 

respectively, by inserting " (1)" after "(b) ", and by inserting 

at the end thereof the following new paragraph: 

"(2) The Secretary shall, during November of 1975 and 

of each year thereafter, determine and promulgate the 

deductible to be applied under paragraph (1) of this 

subsection for the succeeding calendar year. Such deductible 

shall be computed by increasing or decreasing $60 by the 

same percentage (rounded to the nearest one-tenth of one 
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percent) by which the representative primary insurance amount 

exceeds or is less than $354.50. For the purpose of such 

computation the representative primary insurance amount 

shall be the primary insurance amount used to determine the 

amount payable under section 202 for January of the year 

succeeding the year in which such determination is made to 

an individual whose primary insurance amount (as determined 

under section 215(a} (1) (A)) is based on an average monthly 

wage of $750, taking into account all applicable laws and 

administrative determirations which have been enacted and 

promulgated, respectively, at the time of such computation, 

even if not yet effective. If the deductible derived from 

such computation is not a multiple of $1, it shall be reduced 

to the next lower multiple of $1." 

AUTHORITY TO ESTABLISH LIMITS ON RATE OF INCREASE OF 
COSTS RECOGNIZED AS REASONABLE UNDER 

MEDICARE PROGRAM 

Sec. 9. (a) The third sentence of section 1861 (v) (1) (A) 

of the Social Security Act is amended by inserting "may 

provide for the establishment of limits on the rate of 

increase in the direct or indirect overall incurred cost.s or 

incurred costs of specific items or services or groups of 
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items or services to be recognized as reasonable based on 

estimates of the rate increase in the costs necessary in the 

efficient delivery of needed health services to individuals 

covered by the insurance programs established under this title," 

immediately after "established under this title,". 

REDUCTION IN FEDERAL FINANCIAL PARTICIPATION IN STATE 
SERVICES AND TRAINING EXPENDITURES 

Sec. 10. (a) (1) Sections 3 (a) (4) (A), 1003 (a) (3) (A), 

1403 (a) (3) (A), and 1603 (a) (4) (A) of the Social Security Act, 

as in effect with respect to the Commonwealth of Puerto Rico, 

Guam, and the Virgin Islands, and sections 403(a) (3) (A) and 

603(a) (1) (A) of that Act are each amended by striking out "75 

per centum" and inserting "65 per centum" in lieu thereof. 

(2) Paragraph (4) of section 3(a) of the Social Services 

Amendments of 1974 and the amendment to the Social Security Act 

made by that paragraph are repealed. 

(3) Section 403(e) of the Social Security Act is 

repealed. 

(4) The amendments made by paragraphs (1) and (3) of 

this subsection shall be effective with respect to payments 

under section 3, 403, 603, 1003, 1403, and 1603 of the Social 

Security Act for amounts expended during calendar quarters 

commencing after June 30, 1975. 
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(b} Section 5 of the Social Services Amendments of 1974 

and the amendments to the Social Security Act made by thac 

section are repealed. 

(c} (1) Paragraph (3) of section 3(a) of the Social 

Services Amendments of 1974 and the amendment to the Social 

Security Act made by that paragraph are repealed. 

(2} Section 403(a) (3) of the Social Security Act is 

amended to read as follows: 

"(3} in the case of any State, an amount equal to 

the sum of the following proportions of the total amounts 

expended during such quarter as are found necessary by the 

Secretary of Health, Education, and Welfare for the proper 

and efficient administration of the State plan--

" (A) 65 per centum of so much of such expenditures 

as are for the training of personnel employed or 

preparing for employment by the State agency or by 

the local agency administering the plan in the 

political subdivision, and 
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"(B) one-half the remainder of such expenditures, 

except that no payment shall be made with respect to 

amounts expended in connection with the provision of any 

service described in section 2002(a) (1) of this Act 

other than services the provision of which is required 

by section 402(a) (19) to be included in the plan of the 

State; and" 

(3) The amendment made by this subsection shall be 

effective with respect to payments under section 403 of the 

Social Security Act for amounts expended during calendar 

quarters commencing after September 30, 1975, except that 

the amendment shall not be effective with respect to the 

Commonwealth of Puerto Rico, the Virgin Islands, or Guam. 

(d) (1) Section 2002(a) (1) of the Social Security Act, 

as amended by the Social Services Amendments of 1974, is amended 

by_ 

(A) striking out "90 per centum of the total 

expenditures during that quarter for the provision of 

family planning services and 75 per cent um" and inserting 

"65 per centum" in lieu thereof; and 
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(B) striking out" (including both short- and long-

term training at educational institutions through grants to 

such institutions or by direct financial assistance to 

students enrolled in such institutions)". 

(2) The amendment made by this subsection shall be 

effective with respect to payments under section 2002 of the 

Social Security Act for expenditures during calendar quarters 

commencing after September 30, 1975. 

(e) (1) Section 403(a) (3) of the Social Security Act, 

as in effect with respect to the fifty States and the District 

of Columbia, is amended by striking out the matter before 

subparagraph (A) and subparagraphs (A) and (B) and inserting 

in lieu thereof the following: 

"(3) in the case of any State, an amount equal to 

50 per centum of the total amounts expended during such 

quarter as found necessary by the Secretary of Health, 

Education, and Welfare for the proper and efficient 

administration of the State plan, including expenditures 

for the training of personnel employed or preparing for 

employment by the State agency or by the local agency 

administering the plan in the political subdivision,". 

(2) The amendment made by this subsection shall be effective 

with respect to payments under section 403 of the Social Security 

ti 
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Act for amounts expended during calendar quarters commencing 

after September 30, 1976. 

(f) (1) Section 2002 (a) (1) of the Social Security Act, 

as amended by the Social Services Amendments of 1974 and 

subsection (d) of this section, is amended by striking out 

"65 per centum" and inserting "50 per centum" in lieu thereof. 

(2) The amendment made by this subsection shall be 

effective with respect to payments under section 2002 of the 

Social Security Act for calendar quarters - commencing after 

September 30, 1976. 

(g) (1) Section 3(a) (4) of the Social Security Act, as 

in effect with respect to the Commonwealth of Puerto Rico, 

the Virgin Islands, and Guam,is amended by striking out the 

matter before subparagraph (A) and subparagraphs (A) through 

(C) and inserting in lieu thereof the following: 

"(4) in the case of any State, an amount equal to 

50 per centum of the total amounts expended during such 

quarter as found necessary by the Secretary of Health, 

Education, and Welfare for the proper and efficient 

administration of the State plan, including expenditures 

for--

"(A) services provided, in accordance with the 

next sentence, to applicants for or recipients of 
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assistance under the plan, and to individuals 

requesting such services who, within such period 

or periods as the Secretary may prescribe, have been 

or are likely to become applicants for or recipients 

of such assistance, and 

"(B} the training of personnel employed or 

preparing for empluyment by the State agency or by 

the local agency administering the plan in the 

political subdivision." 

{2} Section 3 (a) (4) of that Act, as in effect with 

respect to the Commonwealth of Puerto Rico, the Virgin Islands, 

and Guam, is further amended by--

(A) striking out "subparagraphs (A) and (B)" in 

the matter before subparagraph (D) and inserting 

"subparagraph (A)" in lieu thereof; and 

(B) striking out everything after "the State plan 

for vocational rehabilitation services so approved." in 

the matter after subparagraph (E). 

(3) Section 3(a) of that Act, as in effect with respect 

to the Commonwealth of Puerto Rico, the Virgin Islands, and Guam, 

is further amended by striking out subparagraph (5). 
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(h) (1) Section 403{a) (3) of the Social Security Act, 

as in effect with respect to the Commonwealth of Puerto Rico, 

the Virgin Islands, and Guam, is amended by striking out the 

matter before subparagraph {A) and subparagraphs {A) and (B) 

and inserting in lieu thereof the following: 

11 (3) in the case of any State, an amount equal to 

50 per centum of the total amounts expended during such 

quarter as found necessary by the Secretary of Health, 

Education, and Welfare for the proper and efficient 

administration of the State plan, including any 

expenditures for--

"(A} any of the services described in clauses {14) 

and (15} of section 402(a) which are provided to any 

child or relative who is receiving aid under the plan, 

or to any other individual, living in the same home 

as such relative and child, whose needs are taken into 

account in making the determination under clause (7) 

of such section, or to any child or relative who is 

applying for aid to families with dependent children 

or who, within such period or periods as the Secretary 

may prescribe, has been or is likely to become an 

applicant for or recipient of such aid, and 
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"(B) the training of personnel employed or 

preparing for employment by the State agency or by 

the local agency administering the plan in the 

political subdivision." 

(2) Section 403(a) (3) of that Act, as in effect with 

respect to the Commonwealth of Puerto Rico, the Virgin Islands, 
------- - --~ -~--- -- -----

and Guam, is further · ameridea-by-s·triking out everything after 

"subparagraphs (C) and (D) ." in the matter after subparagraph (D). 

(i) (1) Section 1003 (a) (3) of the Social Security Act, as 

in effect with respect to the Commonwealth of Puerto Rico~ 

the Virgin Islands, and Guam, is amended by striking out the 

matter before subparagraph (A) and subparagraphs (A) through (C) 

and inserting in lieu thereof the following: 

"(3) in the case of any State, an amount equal to 

50 per centurn of the total amounts expended during such 

quarter as found necessary by the Secretary of Health, 

Education, and Welfare for the proper and efficient 

administration of the State plan, including expenditures 

for--

"(A) services provided, in accordance with the 

next sentence, to applicants for or recipients of 

aid to the blind, and to individuals requesting such 
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services who, within such period or periods as the 

Secretary may prescribe, have been or are likely to 

become applicants for or recipients of such aid, and 

"(B) the training of personnel employed or 

preparing for employment by the State agency or 

by the local. agency administering the plan in the 

political subdivision." 

(2) Section 1003(a) (3) of that Act, as in effect with 

respect to the Commonwealth of Puerto Rico, the Virgin Islands, 

and Guam, is further amended by--

"(A) striking out "subparagraphs (A) and (B)" in the 

matter before subparagraph (D) and inserting "subparagraph 

(A)" in lieu thereof; and 

"(B) striking out everything after "the State plan 

for vocational rehabilitation services so approved." in 

the matter after subparagraph (E). 

(3) Section 1003(a) of that Act, as in effect with 

respect to the Commonwealth of Puerto Rico, the Virgin Islands, 

and Guam, is further amended by striking out subparagraph (4). 

(j) (1) Section 1403 (a) (3) of the Social Security Act, as 

in effect with respect to the Commonwealth of Puerto Rico, the 
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Virgin Islands, and Guam, is amended by striking out the matter 

before subparagraph (A) and subparagraphs (A) through (C) and 

inserting in lieu thereof the following: 

11 (3) in the case of any State, an amount equal to 

50 per centum of the total amounts expended during such 

quarter as found necessary by the Secretary of Health, 

Education, and Welfare for the proper and efficient 

administration of the State plan, including expenditures 

for--

11 (A) services provided, in accordance with the 

next sentence, to applicants for or recipients of 

aid to the permanently and totally disabled, and 

to individuals requesting such services who, within 

such period or periods as the Secretary may prescribe, 

have been or are likely to become applicants for or 

recipients of such aid, and 

"(B) the training of personnel employed or 

preparing for employment by the State agency or by 

the local agency administering the plan in the 

political subdivision . " 

(2) Section 1403(a) (3) of that Act, as in effect with 

respect to the Commonwealth of Puerto Rico, the Virgin Islands, 

and Guam, is further amended by--
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(A) striking out "subparagraphs (A) and (B)" in the 

matter before subparagraph (D) and inserting "subparagraph 

(A) " in lieu thereof; and 

(B)° striking out everything after "the State plan 

for vocational rehabilitation services so approved." in 

the matter after subparagraph (E). 

(3) Section 1403(a) of that Act, as in effect with respect 

to the Commonwealth of Puerto Rico, the Virgin Islands, and Guam, 

is further amended by striking out subparagraph (4). 

(k) (1) Section 1603{a) (4) of the Social Security Act, 

as in effect with respect to the Commonwealth of Puerto Rico, 

the Virgin Islands, and Guam, is amended by striking out the 

matter before subparagraph (A) and subparagraphs (A) through 

(C) and inserting in lieu thereof the following: 

"(4) in the case of any State, an amount equal to 

50 per centum of the total amounts expended during such 

quarter as found necessary by the Secretary of Health, 

Education, and Welfare for the proper and efficient 

administration of the State plan, including expenditures 

for--

"(A) services provided, in accordance with the 

next sentence, to applicants for or recipients of 

aid or assistance under the plan, and to individuals 
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// _ ___.,---,,., ~equesting such services who, within such period 

or periods as the Secretary may prescribe, have been 

or are likely to become applicants for or recipients 

of such aid or assistance, and 

"(B) the training of personnel employed or 

preparing for employment by the State agency or by 

the local agency administering the plan in the 

political subdivision." 

(2) Section 1603(a) (4) of that Act, as in effect with 

respect to the Commonwealth of Puerto Rico, the Virgin Islands, 

and Guam, is further amended by--

(A) striking out "subparagraphs (A) and (B)" in the 

matter before subparagraph (D) and inserting "subparagraph 

(A)" in lieu thereof; and 

(B) striking out everything after "the State plan 

for vocational rehabilitation services so approved." in 

the matter after subparagraph (E). 

(3) Section 1603(a) of that Act, as in effect with respect 

to the Commonwealth of Puerto Rico, the Virgin Islands, and 

Guam, is further amended by striking out subparagraph (5). 
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(£) The amendments made by subsections (g) 

. through (k) shall be effective with respect to 

payments under sections 3, 403, 1003, 1403, and 1603 of the 

'~ Social Security Act for amounts expended during quarters 

commencing after September 30, 1976. 



DEPARTMENT OF HEALTH. EDUCATION. AND WELFARE 

Honorable Carl Albert 
Speaker of the House of 

Representatives 
Washington, D. C. 20515 

Dear Mr. Speaker: 

February 26, 1975 

Enclosed for the consideration of the Congress is a draft 
bill "To amend the Social Security Act to improve and 
control the cost of the program of old-age, survivors, 
and disability insurance, the program of grants to States 
for aid to families with dependent children, and the 
program of health insurance for the aged and disabled." 

The bill is part of the President's budget recommendations 
for bringing federal spending under control during fiscal 
years 1975 and 1976 and avoiding excessive growth of federal 
expenditures in the long run. ·As the President stated in 
his recent Budget Message: "Spending by all levels of 
government now makes up a third of our national output. Were 
the growth of domestic assistance programs to continue for 
the next two decades at the same rates as in the past 20 
years, total government spending would grow to more than 
half of our national output. We cannot permit this to occur." 

Section 2 of the bill would prohibit entitlement to 
retroactive OASDI benefits if future monthly benefits would 
be permanent l y reduced as a result. Under the present law, 
socia~ security benefits may be paid retroactively, at the 
beneficiary's election, for up to twelve mont~ prior to 
the month in which the application is filed, provided all 
conditions of entitlement are met. In many instances, an 
applicant who is entitled to retroactive benefits faces a 
choice of getting a large lump-sum payment to cover 
retroactive benefits and a permanently reduced monthly 
benefit in the future, or getting no lump-sum payment and 
a higher monthly benefit beginning with the month that an 

(!) 
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application is filed. Many beneficiaries faced with this 
choice decide to take the large lump-sum payment. In some 
cases the lump-sum payment is quickly spent, and financial 
hardship results from the smaller continuing benefits on 
which the beneficiary has to rely for the rest of his life. 

This proposal is based on a recommendation of the 1971 
Advisory Council on Social Security. The Advisory Council, 
in making its recommendation, expressed concern about the 
fact that a high proportion of those applicants who are ... 
faced with the choice of a relatively large lump-sum 
retroactive benefit payment choose to take the lurnp-s'.lm 
even though this means a permanent reduction in the monthly 
benefits they will get. The Council pointed out that such 
a result did not seem to be consistent with the objective 
of providing adequate benefit income for the aged. 

In the aggregate, this proposal would not change the total 
lifetime benefits of people affected by it. Thus, over the 
long run the proposal would have a negligible effect on the 
costs of the program. However, expenditures in the next 
few years would be reduced because of the elimination of 
large one-time retroactive payments to certain beneficiaries. 

Section 3 of the bill would remove the monthly measure of 
retirement, except in the year of retirement. Thus the 
retirement test would be changed from the present combined 
annual-monthly test to an annual test only. 

Under present law, if a beneficiary under age seventy-two 
earns more than the annual exempt amount ($2,520 in 1975), 
$1 in benefits is withheld for each $2 of earnings above 
that amount. Regardless of his annual earnings, a beneficiary 
may receive full benefits for any month in which he neither 
earns wages in excess of the monthly test ($210 in 1975) nor 
renders substantial services in self-employment. 

Under the proposal, the retirement test would be modified 
so that, except for the first year for which a beneficiary 
receives a cash benefit, benefits would be based solely on 
annual earnings. 
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Retaining the monthly test for the first year will permit 
a beneficiary to receive benefits for the months in which 
he is retired, regardless of his earnings in the preceding 
months of that year. 

The proposed test would be a more valid and equitable measure 
of actual retirement than the present combination annual-
monthly test. Individuals with substantial annual earnings 
after the year of retirement would no longer be entitled to 
benefits for months in which, for one reason or another, 
they did not have income from work. The proposal would 
elL:linate the inequitable situation in which some individuals' 
benefits are withheld while the benefits of others who have 
the same total yearly earnings are not. It would also 
eliminate much public confusion and misunderstanding about 
the retirement earnings limitation as it relates to the 
monthly test and would produce some administrative savings. 

Section 4 would alter the provisions of the AFDC program 
concerning the disregarding of earned income in determining 
benefit amounts. Current law requires that the first $30 
plus one-third of the gross income an AFDC recipient earns 
in a month be disregarded in determining eligibility for 
assistance. In addition, costs for child care and other 
work expenses are deducted from income. Under the bill, 
the first $60 of earned income in the month, plus child care 
costs and one-third of the balance would be disregarded . 
The one-third reduction would occur after the $60 and child 
care expenses are disregarded. 

Section 5 of the bill would amend the AFDC program to 
eliminate the option of t h e States to have federal financial 
participation in State expenditures for the provision of 
benefits determined on the basis of a percentage of the 
first $32 of the average State AFDC grant. Under the proposal 
federal financial participation in State expenditures for 
AFDC benefits would be determined for all States under the 
formula currently used to determine federal financial 
participation under the Medicaid program. This formula 
provides for increased matching rates for States with lower 
per capita incomes. It is currently used by all but twelve 
States under the AFDC program. 

(~~-~: 
,.,.,;..;<f& 
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Sections 6; 7, and 8 of the bill would modify the cost-sharing 
structure of the Medicare program to provide the following: 
(1) a coinsurance requirement equal to ten percent of charges 
above the deductible amount on all part A covered services; 
(2) an annual deductible under part B of $60 for calendar 
year 1975, with increases thereafter in proportion to the 
percentage increase in cash benefits; (3} a cost-sharing 
liability limit in 1975 of $750 per spell of illness under 
part A, with increases thereafter in proportion to the 
percentage increase in cash benefits; and (4} a limit on 
part B liability per calendar~ear equal to the part A limit, 
beginning with calendar year 1976. The current inpat~ent 
hospital deductible provision would remain unchang~d, as 
would the twenty percent coinsurance requirement now applicable 
to most part B services above the deductible. 

Under the present provisions of part A, a beneficiary pays 
an initial deductible amount (currently $92) based on the 
national average cost of one day's stay in a hospital. The 
beneficiary pays nothing more toward his covered expenses 
until after he has been a patient in a hospital for at least 
sixty days or a patient in a skilled nursing facility for 
at least twenty days, after which he pays a per diem 
coinsurance related to the deductible amount. 

The chief shortcoming of the present arrangement is that the 
beneficiary's cost-sharing burden occurs at the end of a 
long institutional stay when the beneficiary is least able 
to afford it. There is little built-in incentive to avoid 
overutilization during short hospital stays when it is most 
likely to occur. Moreover, the amount the beneficiary pays 
bears no direct relationship to the actual cost he incurs 
or to the services he receives in the course of inpatient or 
home health care. As a result, there are wide variations 
in utilization that reflect the availability of free services. 

The proposed changes in coinsurance liability have the 
advantage of tying cost-sharing to actual charges and services 
used and of applying cost-sharing early enough during a 
hospital stay to discourage overutilization. The maximum-
liability provision would assure heretofore unavailable 
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protection.against costs associated with long-term intensive 
inpatient care. 

The proposal for future increases in the part B deductible, 
which would allow the deductible to increase as OASDI benefits 
rise, would help to assure that beneficiary liability for 
medical expenses does not rise more than the percentage 
increase in the amount of social security benefits. 

The present unlimited liability for part B cost-sharing 
would be replaced by a maximum annual liability--also related 
to increases in OASDI benefits--to provide protection. against 
the potentially catastrophic costs of chronic conditions 
which, while not requiring institutionalization, may involve 
a high volume of outpatient services. 

Section 9 would authorize the Secretary to establish 
percentage limits on the rate of increase in incurred costs 
recognized as reasonable in determining provider reimbursements 
under the Medicare program. This authority is necessary to 
protect the Medicare program from unreasonable increases in 
provider costs and should help to curb unnecessary or 
inefficient expansion of institutional services. • 

Section 10 would reduce the rate of federal financial 
participation in State expenditures for the provision of 
services and the training of State and local employees under 
the AFDC and adult assistance programs, the program of 
services to the aged, blind, and disabled, and the new 
consolidated services program. Under current law, expenditures 
by the States under plans approved under titles I, VI, X, XIV, 
and XVI, and part A of title IV for most services and for the 
training of State and local employees are matched at the rate 
of seventy-five percent. Expenditures for family planning 
services provided under part A of title IV are matched at 
the rate of ninety percent. The new title XX services 
program, which will be effective on October 1 of this year, 
currently provides for ninety percent matching for 
expenditures for family planning services and seventy-five 
percent matching for all other expenditures, including those 
for training. The bill would amend all of these programs 

.. ,. ...... . _. 
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to establish a sixty-five percent matching rate for family 
planning services and all other services and training 
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currently matched at the rate of seventy-five percent, beginning 
on July 1 of this year. Beginning on October 1, 1976, this 
matching rate would be reduced to fifty percent. The 
provisions of part A of title IV authorizing a ninety percent 
matching rate for services provided as part of the work 
incentive program would not be affected by the bill. We 
bel,ieve this new matching rate will make the rate of federal 
financial participation in expenditures for services and 
training more consistent with the rates of federal financial 
participation applicable to other expenditures under the 
State plan programs established by the Social Security Act. 

Section 5 of the Social Services Amendments of 1974 amends 
titles I, X, XIV, and XVI, and part A of title IV of the 
Social Security Act, effective October 1 of this year, to 
require the Secretary to recognize the cost of short- and 
long-term institutional training as State and local training 
expenditures for which federal financial participation is 
available. Current law imposes no such requirement on the 
Secretary. The bill would preserve current law by repealing 
the amendments made by section 5 of the Social Services 
Amendments of 1974 and striking a similar requirement for 
the title XX services program that will go into effect on 
October 1 of this year. 

Enactment of this legislation is essential if the President's 
goal of controlling federal outlays in fiscal years 1975 
and 1976 is to be met. It is estimated that enactment would 
result in savings of $397 million in 1975 and $2,658 million 
in 1976. 

We are advised by the Office of Management and Budget that 
enactment of this draft bill would be in accord with the 
program of the President. 

Sincerely, 

/s/ Caspar W. Weinberger 

Secretary 

Enclosure 
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To amend the Social Security Act to improve and control the 

cost of the program of old-age, survivors, and disability 

insurance, the program of grants to States for aid to 

families with dependent children, and the program of 

health insurance for the aged and disabled. 

Be it enacted by the Senate and the House of 

Representatives of the United States of America in 

Congress assembled, That this Act may be cited as the 

"Social Security Cost Con-trol \Act of 1975". 

ELIMINATION OF CERTAIN OPTIONAL--PAYMENT-PROCEDURES - UliDJ!;R THE 
OKSDI PROGRAM ------

• 
Sec. 2. (a) (1) The first sentence of section 

202(j) (1) of the Social Security Act is amended by striking 

out "An individual" and inserting "Subject to the limitations 

contained in paragraph (4), an individual" in lieu -th.er•of. 

(2) Section 202(j) of such Act is further amended 

by inser'ting at the end thereof the following new paragraph: 

"(4) (A) Except as provided in subparagraph (B), no 

individual shall be entitled to benefits under subsections 

' I 
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(a), (b), (c), (e), or (f) for any month prior to the month 

in which he files an application for such benefits if the 

effect of such payment would be to reduce, pursuant to 

subsection (q), the monthly benefits to which such individual 

would otherwise be entitled. 

11 (B) (i) If the individual applying for retroactive 

benefits is applying for such benefits under subsection (a), 

and there are one or more other persons who would, except 

for subparagraph (A), be entitled for any month, on the basis 

of the wages and self-employment income of such individual 

and because of such individual's entitlement to such 

retroactive benefits, to retroactive benefits under 

subsection (b), (c), or (d) not subject to reduction under 

subsection (q), then subparagraph (A) shall not apply with 

respect to such month or any subsequent month. 

11 (ii) If the individual applying for retroactive 

benefits is a widow, widower, or surviving divorced wife 

who is under a disability (as defined in section 223(d}}, 

and 1such individual would, except for subparagraph (A), be 

entitled to retroactive benefits as a disabled widow, widower, 

or survivins divorced wife for any month before he or she 
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attained the age of 60, then subparagraph (A) shall not 

apply with respect to such month or any subsequent month. 

"(iii) If the individual applying for retroactive 

benefits has excess earnings (as defined in section 203(f)) 

in the year in which he files an application for such benefits 

which could, except for subparagraph (A), be charged to months 

in such year prior to the month of application, then 

subparagraph (A) shall not apply to so many of such months 

immediately preceding the month of application as are 

required to charge such excess earnings to the maximum 

extent possible." 

(3) Section 226(h) of such Act is amended by inserting 

at the end thereof the following new paragraph: 

"(4) For the purposes of determining entitlement to 

hospital insurance benefits under subsection (b) in the case 

of an individual described in clause (iii) of 

subsection (b) (2) (A), the entitlement of such individual 

to widow's or widower's insurance benefits under section 202(e) 

or (f) by reason of a disability shall be deemed to be the 

entitlement to such benefits that would result if such 

entitlement were determined without regard to the provisions 

of section 202 (j) (4)." 
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(b) The amendments made by this section shall be effective 

with respect to applications for benefits under title II of the 

Social Security Act filed after February 28, 1975. 

REVISION OF THE RETIREMENT TEST 
UNDER TH~ OASDI PROGRAM 

Sec. 3. (a) Section 203 (f) (1) (E) of the Social Security 

Act is amended to read as follows: 11 (E) in which such 

individual did not engage in self-employment and did not 

render services for wages (detenuined as provided in 

paragraph (5) of this subsection) of more than the exempt 

amount as determined under paragraph (8), but only if the 

month is in that taxable year in which occurs the first 

month that is both (i) a month for which the individual is 

entitled to benefits under subsection (a), (b), (c), (d), 

(e), (f), (g), or (h) of section 202 without regard to any 

previous entitlement under any other of such subsections, 

and (ii) a month in which the individual did not engage in 

self-employment and did not render services for wages 

(determined as provided in paragraph (5) of this subsection) 

of more than the exempt amount as determined under 

paragraph (8) . 11 
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(b) The amendment made by this section shall be effective 

with respect to benefits payable under title II of the Social 

Security Act for calendar months after February 1975. 

ADJUSTMENT IN THE AMOUNT OF INCOME 
TO BE DISREGARDED IN DETERMINING NEED UNDER 

THE AFDC PROGRAM 

Sec. 4. (a) Section 402(a) (7) of the Social Security 

Act is amended by striking out "as well as any expenses 

reasonably attributable to the earning of any such income". 

(b) Section 402(a) (8) (A) (ii) of such Act is amended 

by striking out "the first $30 of the total of such earned 

income for such month p l us one-third of the remainder of such 

income" and inserting in lieu thereof "the first $60 of 

the total of such earned income for such month plus an amount 

equal to any expenses (subject to such limitations as to 

amount or otherwise as the Secretary may prescribe) which 

are for the care o f a dependent child and are reasonably 

attributable to the earning of any such income plus one-third 

of the remainder of such income". 

.. 
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(c) Section 402(a) (8) (D) of such Act is amended by 

striking out "was in excess of their need" and inserting 

in lieu thereof "was in excess of their need (after deducting 

from such income $60 plus an amount equal to any expenses, 

subject to such limitations as to amount or otherwise as 

the Secretary may prescribe, which are for the care of a 

dependent child and are reasonably attributable to the 

earning of any such income)". 

(d) The amendments made by this section shall be 

effective with respect to pa~ents under section 403 of the 

Social Security Act for amounts expended during calendar months 

after February 1975. 

MODIFICATION OF RATE OF FEDERAL FINANCIAL 
PARTICIPATION IN STATE PROGRAMS OF AID TO NEEDY 

FAMILIES WITH CHILDREN AND AGED, BLIND, OR DISABLED 
INDIVIDUALS 

Sec. 5. (a) (1) Section 3(a) of the Social Security 

Act is amended by striking out clauses (1) and (2) and 

inserting in lieu thereof the following: 
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"(l) in the case of any State, an amount equal 

to the Federal percentage (as defined in section llOl(a) (8)) 

of the total amount expended during such quarter as 

old-age assistance under the State plan;". 

(2) Section 403(a) of that Act is amended by striking 

out clauses (1) and (2) and inserting in lieu thereof the 
.( 

foll6wing: 

"(l) in the case of any State, an amount equal 

to the Federal percentage (as defined in section llOl(a) (8)) 

of the total amount expended during such quarter as 
I 

J 
aid to families with dependent c~ildren under the 

State plan; and". 

(3) Section 1003(a) of that Act is amended by striking 

out clauses (1) and (2) and inserting in lieu thereof the 

following: 

"(1) in the case of any State, an amount equal 

to the Federal percentage (as defined in section llOl(a) (8)) 

of the total amount expended during such quarter as 

aid to the blind under the State plan; and". 

(4) Section 1403(a) of that Act is amended by striking 

out clauses (1) and (2) and inserting in lieu thereof the 

following: •· 
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"(1} in the case of any State, an amount equal 

to the Federal percentage (as defined in section ll0l(a) (8)) 

of the total amount expended during such quarter as 

aid to the permanently and totally disabled under the 

State plan; and". 

(5) Section 1603(a) of that Act is amended by striking 

out clauses (1) and (2) and inserting in lieu thereof the 

following: 

"(1) in the case of any State, an amount equal 

to the Federal percentage (as defined in section ll0l(a) (8)) 

of the total amount expended during such quarter as 

aid to the aged, blind, or disabled under the State 

plan;". 

(6) (A) Section ll0l(a) (8) (A) of that Act is amended 

to read as follows: 

"(8) (A) The Federal percentage for any State is 

100 percent less the State percentage; and the State 

percentage is that percentage which bears the same 

ratio to 4~ percent as the square of the per capita 

income of the State bears to the square of the per capita 

income of the continental United States (including 
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Alaska) and Hawaii; except that (i) the Federal 

percentage shall in no case be less than 50 percent 

or more than 83 percent, and (ii) the Federal percentage 

for Puerto Rico, the Virgin Islands, and Guam is 

50 percent . " 

(B) Section llOl(a) (8) (B) of that Act is amended by 

striking out everything after "such promulgation" and 

inserting a period in lieu thereof. 

(C) Section llOl(a) (8) of that Act is further amended by 

striking out subparagraphs (C) and (D). 

(7) Section 1118 of that Act is repealed. 

(b) The amendments made by this section 

shall be effective with respect to payments under 

section 3, 403, 1003, 1403, or 1603 of the Social 

Security Act for amounts expended durinq calendar months after 

February 1975. 

--------
REFORM OF MEDICARE HOSPITAL INSURANCE 

DEDUCTIBLES AND COINSURANCE 

Sec. 6. (a) Paragraph (1) of subsection (a) of 

section 1813 of the Social Security Act is amended to 

read as follows: 

"(1) Except as provided in paragraph (4), the 

amount payable for inpatient hospital services furnished 

I 
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an individual during any spell of illness shall be reduced 

by a deduction equal to the inpatient hospital deductible 

or, if less, the charges for such services imposed with 

respect to such individual for such services, and by a 

coinsurance amount equal to one-tenth of the charges imposed 

for such inpatient hospital services, other than--

"(A) charges subject to the inpatient hospital 

deductible, and 

"(B) charges imposed for the first three pints 

of whole blood (or equivalent quantities of packed red 

blood cells, as defined in regulations) furnished to 

such individual during such spell." 

(b) Paragraph (3) of such subsection is amended to 

read as follows: 

"(3) Except as provided in paragraph (4), the amount 

payable for post-hospital extended care services during 

any spell of illness and post-hospital home health services 

during the period after the beginning of one spell of illness 

and before the beginning of the next spell of illness shall 

be reduced by a coinsurance amount equal to one-tenth of 

the charges imposed for such services, other than charges 
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imposed for the first three pints of whole blood (or 

equivalent quantities of packed red blood cells, as defined 

in regulations) furnished to such individual during such 

spell." 

(c) Subsection (a) of such section is further amended 

by adding at the end thereof the following: 

"(4) (A) The total amount of the reductions imposed 

under paragraphs (1) and (3) with respect to inpatient 

hospital services and post-hospital extended care services 

during a spell of illness and post-hospital home health 

services during the period after the beginning of that spell 

of illness and before the beginning of the next spell of 

illness shall not exceed $750 if such spell of illness begins 

in calendar year 1975, or the amount determined under 

subparagraph (B) if such spell of illness begins in calendar 

year 1976 or any year thereafter, and when such limit is 

reached no further reductions shall be imposed under 

paragraph (1) or (3). 

11/ 
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"(B) The Secretary shall, during October of 1975, 

and of each year thereafter, determine and promulgate the 

limitation on reductions to be applied under subparagraph (A) 

with respect to spells of illness beginning in the succeeding 

calendar year. Such limitation shall be computed by 

increasing or decreasing $750 by the same percentage 

(rounded to the nearest one-tenth of one percent) by, 

which the representative primary insurance amount exceeds 

or is less than $393.50. For the purpose of such computation 

the representative primary insurance amount shall be the 

primary insurance amount used to determine the amount payable 

under section 202 for January of the year succeeding the 

year in which such determination is made to an individual 

whose primary insurance amount (as determined under section 

215(a) (1) (A)) is based on an average monthly wage of $750, 

taking into account all applicable laws and administrative 

determinations which have been enacted and promulgated, 

respectively, at the time of such computation, even if 

not yet effective. If the limitation derived from such 

computation is not a multiple of $10, it shall be reduced 

to the next lower multiple of $10. 
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"(5) In determining the reductions required under 

paragraphs (1) and (3), the customary charges of a provider 

for services furnished an individual, other than the 

services described in clause (B) of paragraph (1), shall 

be deemed to be the charges imposed for such services by 

such provider if such customary charges are greater than 

the charges imposed." 

(d) Section l86l(y) of such Act is amended by 

striking out paragraph (3) and renumbering paragraph (4) 

as paragraph (3). 

(e) The amendments made by this section shall be 

effective with respect to spells of illness, as defined 

·, in section 186l(a) of the Social Security Act, beginning 

after February 28, 1975. 

REFORM OF MEDICARE SUPPLEMENTARY MEDICAL 
INSURANCE COINSURANCE 

Sec. 7. (a) Section 1833 (a) of the Social Security 

Act is amended to read as follows: 

"Sec. 1833. (a) Except as provided in section 1876, 

and subject to the succeeding provisions of this section, 

there shall be paid from the Federal Supplementary Medical 
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Insurance Trust Fund, in the case of each individual who 

is covered under the insurance program established by this 

part and incurs expenses for services with respect to which 

benefits are payable under this part, amounts equal to--

" (1) in the case of services described in 

section 1832 (a) (1), the reasonable charges for the 

services reduced by a coinsurance amount equal to 

20 percent of such reasonable chargesr except that 

(A) an organization which provides medical and other 

health services (or arranges for their availability) 

on a prepayment basis may elect to be paid the reasonable 

cost of services for which payment may be made under 

this part on behalf of individuals enrolled in such 

organization reduced by a coinsurance amount equal to 

20 percent of such reasonable cost if the organization 

undertakes to charge such individuals no more than the 

amount of any such reduction plus the amount of any 

reduction under subsection (b), (B) with respect to 

expenses incurred for radiological or pathological 

services for which payment may be made under this part, 

furnished to an inpatient of a hospital by a physician 
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in the field of radiology or pathology, the amounts 

paid shall equal the reasonable charges for such 

services reduced by a coinsurance amount equal to 
I 

ten percent of the charges imposed for such services 

(or ten percent of the customary charges for such 

services if the customary charges for such services 

are greater than the charges imposed), (C) with respect 

to expenses incurred for those physicians' services 

for which payment may be made under this part that 

are described in section 1862(a) (4), the amounts paid 

shall be subject to such limitations as may be prescribed 

by regulations, and (D) with respect to diagnostic tests 

performed in a laboratory for which payment is made 

under this part to the laboratory, the amounts paid 

shall be equal to the negotiated zate for such tests 

(as determined pursuant to subsection (g) of this 

section), and 

"(2) in the case of services described in 

section 1832 (a) (2) --

" (A) the lesser of {i) the reasonable 

cost of such services, as determined under 
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section 186l(v), or (ii) the customary charges 

with respect to such services; or 

"(B) if such services are furnished by 

a public provider of services free of charge 

or at nominal charges to the public, the amount 

determined in accordance with section 1814(b) (2); or 

"(C) if such services are services to which 

the second sentence of section 186l(p) 

applies, the reasonable charges for such services, 

reduced, in the case of home health services, by a 

coinsurance amount equal to ten percent of the charges 

imposed for such services (or ten percent of the 

customary charges for such services if the customary 

charges for such services are greater than the charges 

imposed), and, in the case of other services, by a 

coinsurance amount equal to 20 percent of the amount 

otherwise payable." 

(b) Section 1833(f) (1) of such Act is amended by 

striking out "the 20 percent coinsurance amount" and 

inserting "any coinsurance amount" in lieu thereof. 

(c) Section 1833 of such Act is further amended 

by redesignating the second subsection (g) as subsection 
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(h) and by inserting at the end thereof the following new 

subsection: 

"(i) The total amount of--

" (1) the reductions imposed under subsection (a) (1) 

(other than clause (C)), 

"(2) the reductions imposed under subsection (a) (2) 

with respect to home health services, and 

"(3) the amounts chargeable under section 

1866 (a) (2) (A) (ii), 

with respect to expenses incurred by an individual in any 

calendar year shall not exceed an amount equal to the amount 

of the limitation on reductions imposed by section 1813(a) (4) 

with respect to spells of illness beginning in that calendar 

year, and when such limit is reached no further reductions 

shall be imposed under subsection (a) (other than clause (1) (C)) 

or under the first sentence of subsection (b) with respect to 

such expenses incurred by such individual in such year. The 

Secretary shall, during October of 1975 and of each year 

thereafter, determine and promulgate the limitation on 

reductions to be applied under paragraph (1) for the succeeding 

calendar year." 
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(d) Section 1866(a) (2) (A) is amended to read as 

follows: 

11 (2) (A) (i) A provider of services may charge such 

individual or other person the amount of any deduction or 

coinsurance amount imposed pursuant to section 1813(a) (1) 

or (a) (3) with respect to such items and services. 

11 (ii) A provider may charge such individual or other 

person the amount of any deduction imposed pursuant to 

section 1833(b ) with respect to such items and services 

(but such amount may not exceed the amount customarily 

charged for such items and services by such provider); 

and may also, except as provided in paragraph (iii), charge 

such individual or other person an amount equal to 20 percent 

of the reasonable charges for such items and services for 

which payment is made under part B (but such amount may not 

exceed 20 percent of the amount customarily charged fo,r such 

items and services by such provider), except that such charges 

may not be imposed to the extent that, pursuant to section 1833(i), 

payment under part B for such items and services is not reduced 

by a coinsurance amount. 

"(iii) In the case of home health service~ described 

in section 1833(a) (2), a provider may charge such individual 



19 

or other person the amount of any coinsurance amount imposed 

pursuant to section 1833 (a) (2) with respect to such services." 

(e) The amendments made by this section shall be 

effective with respect to items and services provided after 

December 31, 1975, for which payment is made under title XVIII 

of the Social Security Act. 

AUTOMATIC ADJUSTMENT OF MEDICARE SUPPLEMENTARY 
MEDICAL INSURANCE DEDUCTIBLE 

Sec. 8. (a) The first sentence of subsection (b} 

of section 1833 of the Social Security Act is amended by 

striking out "a deductible of $60" and inserting "a deductible 

of $60 for calendar year 1975, and the amount determined 

under paragraph (2) of this subsection for calendar year 1976 

and each year thereafter" in lieu thereof. 

(b) Subsection (b) of such section is further amended 

by redesignating clauses (1) and (2) as clauses (A) and (B), 

respectively, by inserting" (l)" after "(b)", and by inserting 

at the end thereof the following new paragraph: 

"(2) The Secretary shall, during November of 1975 and 

of each year thereafter, determine and promulgate the 

deductible to be applied under paragraph (1) of this 

subsection for the succeeding calendar year. Such deductible 

shall be computed by increasing or decreasing $60 by the 

same percentage (rounded to the nearest one-tenth of one 
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percent) by which the representative primary insurance amount 

exceeds or is less than $354.50. For the purpose of such 

computation the representative primary insurance amount 

shall be the primary insurance amount used to determine the 

amount payable under section 202 for January of the year 

succeeding the year in which such. determination is made to 

an individual whose primary insurance amount (as determined 

under section 215(a) (1) (A)) is based on an average monthly 

wage of $750, taking into account all applicable laws and 

administrative determira.tions which have been enacted and 

promulgated, respectively, at the time of such computation, 

even if not yet effective. If the deductible derived from 

such computation is not a multiple of $1, it shall be reduced 

to the next lower multiple of $1." 

AUTHORITY TO ESTABLISH LIMITS ON RATE OF INCREASE OF 
COSTS RECOGNIZED AS REASONABLE UNDER 

MEDICARE PROGRAM 

Sec. 9. (a) The third sentence of section 1861 (v) ( 1) (A) 

of the Social Security Act is amended by inserting "may 

provide for the establishment of limits on the rate of 

increase in the direct or indirect overall incurred costs or 

incurred costs of specific items or services or groups of 
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items or services to be recognized as reasonable based on 

estimates of the rate increase in the costs necessary in the 

efficient delivery of needed health services to individuals 

covered by the insurance programs established under this title," 

immediately after "established under this title,". 

REDUCTION IN FEDERAL FINANCIAL PARTICIPATION IN STATE 
SERVICES AND TRAINING EXPENDITURES 

Sec. 10. (a) (1) Sections 3 (a) (4) (A), 1003 (a) (3) (A), 

1403 (a) (3) (A), and 1603 (a) (4) (A) of the Social Security Act, 

as in effect with respect to the Commonwealth of Puerto Rico; 

Guam, and the Virgin Islands, and sections 403(a) (3) (A) and 

603(a) (1) (A) of that Act are each amended by striking out "75 

per centum" and inserting "65 per centum" in lieu thereof. 

(2) Paragraph (4) of section 3(a) of the Social Services 

Amendments of 1974 and the amendment to the Social Security Act 

made by that paragraph are repealed. 

(3) Section 403(e) of the Social Security Act is 

repealed. 

(4) The amendments made by paragraphs (1) and (3) of 

this subsection shall be effective with respect to payments 

under section 3, 403, 603, 1003, 1403, and 1603 of the Social 

Security Act for amounts expended during calendar quarters 

commencing after June 30, 1975. 
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(b) Section 5 of the Social Services Amendments of 1974 

and the amendments to the Social Security Act made by thai: 

section are repealed. 

(c) (1) Paragraph (3) of section 3(a) of the Social 

Services Amendments of 1974 and the amendment to the Social 

Security Act made by that paragraph are repealed. 

(2) Section 403{a) (3) of the Social Security Act is 

amended to read as follows: 

11 (3) in the case of any State, an amount equal to 

the sum of the following proportions of the total amounts 

expended during such quarter as are found necessary by the 

Secretary of Health, Education, and Welfare for the proper 

and efficient administration of the State plan--

11 (A) 65 per centum of so much of such expenditures 

as are for the training of personnel employed or 

preparing for employment by the State agency or by 

the local agency administering the plan in the 

political subdivision, and 
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"(B) one-half the remainder of such expenditures, 

except that no payment shall be made with respect to 

amounts expended in connection with the provision of any 

service described in section 2002(a) (1) of this Act 

other than services the provision of which is required 

by section 402 (a) (19) to be included in the plan of the 

State; and" 

(3) The amendment made by this subsection shall be 

effective with respect to payments under section 403 of the 

Social Security Act for amounts expended during calendar 

quarters commencing after September 30, 1975, except that 

the amendment shall not be effective with respect to the 

Commonwealth of Puerto Rico, the Virgin Islands, or Guam. 

(d) (1) Section 2002 (a) (1) of the Social Security Act, 

as amended by the Social Services Amendments of 1974, is amended 

by --

(A) striking out "90 per centum of the total 

expenditures during that quarter for the provision of 

family planning services and 75 per centum" and inserting 

"65 per centum" in lieu thereof; and 
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(B) striking out" (including both short- and long-

term training at educational institutions through grants to 

such institutions or by direct financial assistance to 

students enrolled in such institutions)". 

(2) The amendment made by this subsection shall be 

effective with respect to payments under section 2002 of the 

Social Security Act for expenditures during calendar quarters 

commencing after September 30, 1975. 

(e) (1) Section 403(a) (3) of the Social Security Act, 

as in effect with respect to the fifty States and the District 

of Columbia, is amended by striking out the matter before 

subparagraph (A) and subparagraphs (A) and (B) and inserting 

in lieu thereof the following: 

"(3) in the case of any State, an amount equal to 

50 per centum of the total amounts expended during such 

quarter as found necessary by the Secretary of Health, 

Education, and Welfare for the proper and efficient 

administration of the State plan, including expenditures 

for the training of personnel employed or preparing for 

employment by the State agency or by the local agency 

administering the plan in the political subdivision,". 

(2) The amendment made by this subsection shall be effective 

with respect to payments under section 403 of the Social Security 
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Act for amounts expended during calendar quarters commencing 

after September 30, 1976. 

(f) (1) Section 2002 (a) (1) of the Social Security Act, 

as amended by the Social Services Amendments of 1974 and 

subsection (d) of this section, is amended by striking out 

11 65 per centum 11 and inserting 11 50 per centum11 in lieu thereof. 

(2) The amendment made by this subsection shall be 

effective with respect to payments under section 2002 of the 

Social Security Act for calendar quarters commencing after 

September 30, 1976. 

(g) (1) Section 3(a) (4) of the Social Security Act, as 

in effect with respect to the Commonwealth of Puerto Rico, 

the Virgin Islands, and Guam,is amended by striking out the 

matter before subparagraph (A) and subparagraphs (A) through 

(C) and inserting in lieu thereof the following: 

11 (4) in the case of any State, an amount equal to 

50 per centum of the total amounts expended during such 

quarter as found necessary by the Secretary of Health, 

Education, and Welfare for the proper and efficient 

administration of the State plan, including expenditures 

for--

11 (A) services provided, in accordance with the 

next sentence, to applicants for or recipients of 
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assistance under the plan, and to individuals 

requesting such services who, within such period 

or periods as the Secretary may prescribe, have been 

or are likely to become applicants for or recipients 

of such assistance, and 

"(B) the training of personnel employed or 

preparing for employment by the State agency or by 

the local agency administering the plan in the 

political subdivision." 

(2) Section 3(a) (4) of that Act, as in effect with 

respect to the Commonwealth of Puerto Rico, the Virgin Islands, 

and Guam, is further amended by--

(A) striking out "subparagraphs (A) and (B)" in. 

the matter before subparagraph (D) and inserting 

"subparagraph (A)" in lieu thereof; and 

(B) striking out everything after "the State plan 

for vocational rehabilitation services so approved." in 

the matter after subparagraph (E). 

(3) Section 3(a) of that Act, as in effect with respect 

to the Commonwealth of Puerto Rico, the Virgin Islands, and Guam, 

is further amended by striking out subparagraph (5). 
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(h) (1) Section 403(a) (3) of the Social Security Act, 

as in effect with respect to the Commonwealth of Puerto Rico, 

the Virgin Islands, and Guam, is amended by striking out the 

matter before subparagraph (A) and subparagraphs (A) and (B) 

and inserting in lieu thereof the following: 

"(3) in the case of any State, an amount equal to 

50 per centum of the total amounts expended during such 

quarter as found necessary by the Secretary of Health, 

Education, and Welfare for the proper and efficient 

administration of the State plan, including any 

expenditures for--

"(A) any of the services described in clauses (14) 

and (15) of section 402(a) which are provided to any 

child or relative who is receiving aid under the plan, 

or to any other individual, living in the same home 

as such relative and child, whose needs are taken into 

account in making the determination under clause (7) 

of such section, or to any child or relative who is 

applying for aid to families with dependent children 

or who, within such period or periods as the Secretary 

may prescribe, has been or is likely to become an 

applicant for or recipient of such aid, and 
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11 (B) the training of personnel employed or 

preparing for employment by the State agency or by 

the local agency administering the plan in the 

political subdivision. 11 

(2) Section 403(a) (3) of that Act, as in effect with 

respect to the Commonwealth of Puerto Rico, the Virgin Islands, 

and Guam, is further amended by striking out everything after 

11 subparagraphs (C) and (D) . 11 in the matter after subparagraph (D). 

(i) (1) Section 1003 (a) (3) of the Social Security Act, as 

in effect with respect to the Commonwealth of Puerto Rico, 

the Virgin Islands, and Guam, is amended by striking out the 

matter before subparagraph (A) and subparagraphs (A) through (C) 

and inserting in lieu thereof the following: 

11 (3) in the case of any State, an amount equal to 

50 per centum of the total amounts expended during such 

quarter as found necessary by the Secretary of Health, 

Education, and Welfare for the proper and efficient 

administration of the State plan, including expenditures 

for--

11 (A) services provided, in accordance with the 

next sentence, to applicants for or recipients of 

aid to the blind, and to individuals requesting such 
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services who, within such period or periods as the 

Secretary may prescribe, have been or are likely to 

become applicants for or recipients of such aid, and 

"(B) the training of personnel employed or 

preparing for employment by the State agency or 

by the local agency administering the plan in the 

political subdivision." 

(2) Section 1003(a) (3) of that Act, as in effect with 

respect to the Commonwealth of Puerto Rico, the Virgin Islands, 

and Guam, is further amended by--
-

" (A) striking out "subparagraphs (A) and (B) " in the 

matter before subparagraph (D) and ' inserting "subparagraph 

(A)" in lieu thereof; and 

"(B) striking out everything after "the State plan 

for vocational rehabilitation services so approved." in 

the matter after subparagraph (E}. 

(3) Section 1003(a) of that Act, as in effect with 

respect to the Commonwealth of Puerto Rico, the Virgin Islands, 

and Guam, is further amended by striking out subparagraph (4). 

(j) (1) Section 1403 (a) (3) of the Social Security Act, as 

in effect with respect to the Commonwealth of Puerto Rico, the 
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Virgin Islands, and Guam, is amended by striking out the matter 

before subparagraph (A) and subparagraphs (A) through (C) and 

inserting in lieu thereof the following: 

"(3) in the case of any State, an amount equal to 

50 per centum of the total amounts expended during such i. 

quarter as found necessary by the Secretary of Health, 

Education, and Welfare for the proper and efficient 

administration of the State plan, including ex~enditures 

for--

"(A) services provided, in accordance with the 

next sentence, to applicants for or recipients of 

aid to the permanently and totally disabled, and 

to individuals requesting such services who, within 

such period or periods as the Secretary may prescribe, 

have been or are likely to become applicants for or 

recipients of such aid, and 

"(B) the training of personnel employed or 

preparing for employment by the State agency or by 

the local agency administering the plan in the 

political subdivision." 

(2) Section 1403(a) (3) of that Act, as in effect with 

respect to the Commonwealth of Puerto Rico, the Virgin Islands, 

and Guam, is further amended by--
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(A) striking out "subparagraphs (A) and (B)" in the 

matter before subparagraph (D) and inserting "subparagraph 

(A) " in lieu thereof: and 

(B) striking out everything after "the State plan 

for vocational rehabilitation services so approved." in 

the matter after subparagraph (E). 

(3) section 1403(a) of that Act, as in effect with respect 

to the commonwealth of Puerto Rico, the Virgin Islands, and Guam, 

is further amended by striking out subparagraph (4). 

(k) (1) Section 1603(a) (4) of the Social Security Act, 

as in effect with respect to the Commonwealth of Puerto Rico, 

the Virgin Islands, and Guam, is amended by striking out the 

matter before subparagraph (A) and subparagraphs (A) through 

(C) and inserting in lieu thereof the following: 

"(4) in the case of any State, an amount equal to 

50 per centum of the total amounts expended during such 

quarter as found necessary by the Secretary of Health, 

Education, and Welfare for the proper and efficient 

administration of the State plan, including expenditures 

for--

"(A) services provided, in accordance with the 

next sentence, to applicants for or recipients of 

aid or assistance under the plan, and to individuals 
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requesting such services who, within such per iod 

or periods as the Secretary may prescri~e, have been 

or are likely to become applicants for or recipients 

of such aid or assistance, and 

"(B) the training of personnel employed or 

preparing for employment by the State agency or by 

the local agency administering the plan in the 

political subdivision." 

(2) Section 1603(a) (4) of that Act, as in effect with 

respect to the Commonwealth of Puerto Rico, the Virgin Islands, 

and Guam, is further amended by--

(A) striking out "subparagraphs (A) and (B)" in the 

matter before subparagraph (D} and inserting "subparagraph 

(A)" in lieu thereof; and 

(B) striking out everything after "the State plan 

for vocational rehabilitation services so approved." in 

the matter after subparagraph (E). 

(3) Section 1603(a) of that Act, as in effect with respect 

to the Commonwealth of Puerto Rico, the Virgin Islands, and 

Guam, is further amended by striking out subparagraph (5). 
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(£) The amendments made by subsections (g) 

through (k) shall be effective with respect to 

payments under sections 3, 403, 1003, 1403, and 1603 of the 

Social Security Act for amounts expended during quarters 

commencing after September 30, 1976 . 



DEPARTMEtH OF HEAL TH. EDUCATION. AND WCLFARE 

Honorable Carl Albert 
Speaker of the House of 

Representatives 
Washington, D. C. 20515 

Dear Mr. Speaker: 

January 31, 1975 

Enclosed for the consideration of the Congress is a draft 
bill, "To amend title XVIII of the Social Security Act to 
make technical changes ·in the method of determining the 
supplementary medical insurance premium." 

The provisions of Public Law 93-233, which amended title II 
of the Social Security Act to advance the effective date of 
an automatic cost-of-living benefit increase from January of 
a calendar year to June of the previous year, had the 
unintended effect of permanently freezing the amount of the 
supplementary medical insurance (Medicare part B) premium 
at the July 1974 level. 

Under title XVIII of the Social Security Act, I am required 
to promulgate, in December of each calendar year, the a ·nount 
of the part B premium to be effective beginning July of the 
following calendar year. Any increase in the premium amount 
over the previous year is limited to the smaller of (1) the 
increase in the monthly actuarial rate for aged part B 
enrollees, based on estimated expenditures for the coming 
premium year, or (2) the percentage by which monthly cash 
benefits--more precisely, ·a primary insurance amount shown in 
the benefit table under title II--has increased between 
June 1 of the year in which the premium is promulgated and 
June 1 of the year in which the premium is effective. Under 
the law before enactment of Public Law 93-233, cash benefit,:; 
were scheduled to be increased under the automatic provisions 
on January 1 of each calendar year in accordance with a 
prescribed formula for reflecting cost-of-living incre;1ses. 
The amount of the benefit increase was scheduled to be 
announced no later than November 1 of the calendar year 
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preceding the year in which the benefit increu.se would become 
effective. Thus, under prior law, the table of benefits 
which would be in effect for the following June wa-s provided 
in the law at the ·time the part B premium was to be 
promulgated. 

Under the law as amended by Public Law 93-233, benefit 
amounts that will be in effect for June 1 of the year 
following the year in which a part B premium increase is 
promulgated will not have been announced and will not be 
reflected in the benefit table at the time I am required to 
promulgate the part B prem{um; the part B premium promulgation 
must be made in December of a calendar year and the benefit 
increase that will be effective for June o f the following 
year will not be announced until May of the following year. 
(Under Public Law 93-233, the promulgation of an automatic 
benefit increas~ is required to be made within 45 days after 
the end of the first calendar quarter of the year in which 
the increase would become effective.) Therefore, at the time 
I must promulgate the part B premium that will go into effect 
on the following July 1, the benefit rate scheduled in the 
law for June 1 of the following year will be the same as the 
benefit rate scheduled in the law for June 1 of the year in 
which the part B premium promulgation is made. The effect of 
this situation is to permanently freeze the amount of the 
part B monthly premium at $6.70--the rate for fiscal year 1975. 

The intent of the provision in title XVIII is to limit increases 
in the part B premium to changes in the economic status (as 
reflected by social security cash benefits) of beneficiaries. 
There is no indication that the Congress intended that the 
amendment made in title II would permanently freeze the premium. 

The bill would correct this situation by providing that the 
part B premium determination be made within 45 days after the 
end of the first calendar quarter of each year, but not before 
the amount of any cost-of-living increase in title II benefits 
for that year has been determined. Thus the premium 
promulgation would generally coincide with the announcement 
of any automatic cash benefit increase. In order to allow 
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individuc1ls enrolled under part B to have ade4uate time to 
withdraw from the program before the new premium rate goes 
into effect, the bill would ·make the new rate effective on 
October 1 of tbut year. Should this recommended legislation 
not be enacted, the monthly rate of $6.70 which was 
promulgated last December will prevail throughout fiscal year 
1976. This will reduce Federal revenues by $64 million and 
require an additional general revenue appropriation to the 
Federal Supplementary Medical Insurance Trust Fund. 

I urge speedy consideration and enactment of this amendment 
by the Congress. 

The Office of Management and Budget advises that enactment 
of this legislation would be in accord with the program of 
the President. 

Sincerely, 

/s/ Caspar W. Weinberger 

Secretary 

Enclosure 
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.To amend title XVIII of the Social Security Act to make 

technical changes in the method of determining the 

supplementary medical insurance premium. 

Be it enacted by the Senate and the House of 

Representatives of the United States of America in 

Congress assembled, That (a) section 1839(c) (1) of the 

Social Security Act is amended by--

(1) striking out "during December of 1972 and 

of each year thereafter" and inserting "within forty-

five days after the close of the first quarter of each 

calendar year" in lieu thereof, and 

(2) striking out "July 1 in the succeeding year" 

and inserting "October 1 of that year" in lieu thereof. 

(b) Section 1839 (c) (2) of that Act is amended by striking 

out "after June 1973". 

(c) Section 1839(c) (3) of that Act is amended by striking 

out the first sentence and inserting in lieu thereof the 

following: "The Secretary shall, within forty-five days 

after the close of the first quarter of each calendar year 

and in accordance with the succeeding sentence of this paragraph, 

determine and promulgate the monthly premium applicable for 
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individuals enrolled under this part for the twelve-month 

period commencing October 1 of that year. If the first quarter 

of any calendar year is a cost-of-living computation quarter, 

as defined in section 215(i) (1) (B), the determination made 

in that year shall be made only after the resulting 

cost-of-living increase in benefits under title II has been 

published in the Federal Register pursuant to section 

215 (i) (2) (D). 11 

(d) Section 1839(c) (3) (B) of that Act is amended by--

(1) striking out "in the case of the determination 

made in December 1971, such rate promulgated under 

subsection (b) (2) " and inserting "in the ·case of the 

determination made in 1975, $6.70"; and 

(2) inserting "preceding the year" after "June 1 

of the year". 

(e) Section 1839(c) (4) is amended by--

(1) striking out "during December of 1972 and of 

each year thereafter" and inserting "within forty-five 

days after the close of the first quarter of each 

calendar year" in lieu thereoff and 



3 

(2) striking out "July l" and inserting "October l" 

in lieu thereof. 

(f) Section 1839 of that Act is further amended by--

(1) striking out subsections (a) and (b) and 

redesignating subsections (c), (d), (e), and (f) as 

subsections (a), (b), (c), and (d) respectively; 

(2) striking out "subsection (d)" in subsection 

(a) (2), as redesignated by clause (1) of this 

subsection, and inserting "subsection (b)" . in lieu 

thereof; 

(3) striking out "subsection (b) or (c)" in 

subsection (b), as redesignated by clause (1) of this 

subsection, and inserting "subsection (a)" in lieu 

thereof; and 

(4) striking out "subsection (c)" in subsection (d), 

as redesignated by clause (1) of this subsection, and 

inserting "subsection (a)" in lieu thereof. 

Sec. 2. The amendments made by this Act shall be 

effective with respect to monthly premiums of individuals 

enrolled under part B of title XVIII of the Social Security 

Act for months after September 1975. 



DEPARTMENT OF HEALTH, EDUCATION . AND WELFARE 

Honorable Carl Albert 
Speaker of the House of 

Representatives 
Washington, D. C. 20515 

Dear Mr. Speaker: 

'JAN 3 o 1975 

Enclosed for the consideration of Congress is a draft bill 
"To amend the Older Americans Act of 1965 to extend 
authorizations of appropriations for two years, and for 
other purposes." 

All appropriations authorizations in the Older Americans 
Act of 1965, with the exception of the authorizations for 
title VII, expire on June 30, 1975. Our draft bill would 
provide two-year extensions for most of the expiring 
authorizations, so that they would expire at the same time 
as the title VII authorizations. Specifically, it would 
authorize to be appropriated for each of the fiscal years 
1976 and 1977--

$200,000 for the National Information and 
Resource Clearing House for the Aging, 

$91,000,000 for title III area planning, 
social service, and State planning activities, 

$5,000,000 for model projects, and 

$7,000,000 for part B, title IV, research 
and development projects. 

The draft bill would allow title V, which provides for 
grants for the acquisition, alteration, renovation, and 
initial staffing of multipurpose senior centers, and 
section 309, which provides for grants for transportation 
projects, to expire. Since title V and section 309 have 
never been funded, their funding in fiscal year 1976 would 
amount to a new program initiative. Allowing title V and 
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section 309 to expire would be in accord with the President's 
stated goal of holding the line on new government spending. 

Moreover, the Department of Housing and Urban Development 
has extensive experience and technical competency in the 
acquisition and renovation of buildings. HUD has authority 
under the recently enacted Housing and Community Development 
Act of 1974 to make grants to local communities, which they 
may use to support construction and renovation of multipurpose 
senior centers. Continuation of the Department of Health, 
Education, and Welfare authority under part A, title V, ·,10uld 
therefore be duplicative. , 

The Department of Transportation, under the Urban Mass 
Transit Act of 1964 and the Federal-Aid Highway Act of 1973, 
makes grants for the purpose of providing transportation 
to the elderly and the handicapped. The section 309 authority 
in the Older Americans Act is duplicative. 

The draft bill would allow parts A and C of title IV to 
expire, since the Administration has never requested funding 
for these parts. 

In addition, the draft bill would give statutory preference in 
title III programs, as is now given in title VII programs, 
to low-income, minority, and limited English-speaking 
individuals. This will serve to emphasize the Administration's 
policy of directing limited funds to those who need them 
most. 

The draft bill also makes changes of a technical nature to 
the Older Americans Act. 

We urge prompt and favorable considerati©n of this bill by 
Congress. 

We are advised by the Office of Manageme~t and Budget that 
enactment of this draft bill would be irn a~cord with the 
program of the President. 

Sincerelyr 

/s/ C-aspar w. Weinberger 

Secretary 

Enclosure 
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To amend the Older Americans Act of 1965 to extend 

authorizations of appropriations for two years, and 

for other purposes. 

Be it enacted by the Senate and House of Representatives 

of the United States of America in Congress assembled, That 

this Act may be cited as the "Older Americans Act Amendments 

of 1975". 

Sec. 2. Extension of the National Information and 

Resource Clearing House for the Aging authorization. 

Subsection 204(c) of the Act is amended by inserting"; and 

for the fiscal year ending June 30, 1976, and the following 

fiscal year, $200,000" after "necessary"~ 

Sec. 3. Extension of area planning and social services 

program. Subsection 303(a) of the Act is amended by 

(A) striking out "and" following "June 30, 1974,", and 

(B) inserting "and $91,000,000 for the fiscal year ending 

June 30, 1976, and the following fiscal year," after "1975,". 
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Sec. 4. Preference for services for low-income, racial 

minori~y, or limited English-speaking individuals. 

Clc1use 304 (c) (2) is amended by inserting ", with 

preference to be given to social services for, and, to the maximum 

extent feasible, provide~ by organization~ operated by, 

individuals who are of low income, who are members of a 

racial minority (including Native Americans}, or who are 

not reasonably fluent in the English language, so as to 

assure that the volume of services to those individuals are 

at least in proportion to their numbers within the area" 

after "plan". 

Sec. 5. Extension of model projects authorization. 

Subsection 308(b) of the Act is amended by inserting 

"; and $5,000,000 for the fiscal year ending June 30, 1976, 

and the following fiscal year" after "1975". 

Sec. 6. Extension of research authorization. Section 431 

of the Act is amended by inserting"; and $7,000,000 for part B 

of this title for the fiscal year ending June 30, 1976, and the 

following fiscal year" after "1975". 
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Sec. 7. Preferen·ce for nutrition services for 

low-income, racial minority, or limited English-speaking 

individuals. Clause 705(a) (4) of the Act is amended to 

read as follows: 

"(4) provide that preference shall be given in awarding grants 

or contracts under this title to projects primarily serving, and, 

to the maximum extent feasible, operated by, individuals who 

are of low income~ who are members of a racial minority 

(including Native Americans), or who are not reasonably 

fluent in the English language, so as to as~ure that the 

volume of services to those individuals are at least in 

proportion to their numbers in the State.". 

Sec. 8. Extension of time for submitting recommendations. 

Subsections 205(g) and 205(h) are amended by striking out, in 

each subsection, "eighteen months after enactment of this Act", 

and inserting instead "January 1, 1976". 

Sec. 9. Technical amendments. (a) The second sentence 

of subsection 20l(a) of the Act is amended to read "The 

Administration shall be the principal agency for carrying 

out this Act.". 

(b) Section 202 of the Act is amended--

(1) by modifying the heading to read: "FUNCTIONS 

OF ADMINISTRATION ON AGING", 
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(2) in clause (8), by striking out the last 

"and", and 

(3) in clause (14), by inserting "in Employment" 

after "Discrimination". 

(c) Subclause 304 (a) (2) •(B) of the Act is amended by 

deleting the first comma. 

(d) Subsection 305(e) of the Act is amended by striking 

out, in the last sentence, "Commissioners'" and inserting 

instead "Commissioner's". 

(e) Subsection 307(a) of the Act is amended by striking 

out th~ last sentence. 

(f) Subclause 308(a) (1) (B) of the Act is amended by 

striking out "construction of" and inserting instead "of 

constructing". 

(g) Subsection 432(b) of the Act is amended by striking 

out "part" and inserting instead "title". 

(h) The heading of section 703 of the Act is amended 

to read: "ALLOTMENT OF FUNDS". 

(i) Section 705 of the Act is amerided--

(1) in clause (a) (2), by striking out "sets", 

and inserting instead "set", and 

(2) in subsection (c), by inserting, in the last 

sentence, a comma between "failure" ,and "or". 
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(j) Section 706 of the Act is amended--

(1) in clause (a) (5); by inserting a comma between 

"religious requirements" and "or", and 

(2) in clause (a) (8) , by inserting a comma 

between "the program" and "and". 




