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INTRODUCTION

The problem of aging and chronic illness has become
more acute with the 1960's and more in the public attention than
ever before. Projected figures for 1970 estimate 9. 1% of the
population will be in the aged group. In 1965 one out of five under
17 was affected by chroxlﬁcv disabilitieé. Both t.he pri§ate and
public sectors of the economy aré involved in seéking sboluti(‘ms.

This th‘esis deals with the adm\inistraln:ivre érea of the |
public sector. The thesis attempts to state the problem, point
out knowledge and recommendations in the hospital administration
field and show the Richmond Nursing Home's accomplishments are
based on sound principles and good management of Public Adminis-
tration.

The Richmond Nursing Home is a city (public) institution
and is a bureau of the Department of Welfare of the City of Richmond.
The institution is a nursing home licensed for 200 beds and the
population is predominantly 65 years and older, although there is
no age limit to acceptance requirements.

In presenting the major accomplishments of the Home,

criticisms and comparisons are presented. Some criticisms could



not be included due to the confidential nature of the doctor-patient
relationships. Patient interviews were ﬁot included because of
the unrehabihty of a large group of the population which are out of
touch with reahty. require medical mterpolation or just do not under-~
stand treétmeixt they are receiving énd object though the medical
staff has apecifically prescribed such treatment.

Comparisons are of a more detailed nature on the State
level but prove hard to find on the national level in other than
general statistics. There, indeed, seem mot to be available many
references to institutions of the nature of the Richmond Nursing

Home or in the field of nursing homes.

~



CHAPTER 1
GENERAL CHARACTERISTICS

- The problem of aging, chronic disease and disability faces
every individual. Involvement generally takes three forms. First,
as a taxpayer who, with the entrance of the state into thé welfare
field, pays in his earning years for our government forms of
medical care, it behooves him to take interest in politics. He
should be interested in how and where the state spends his money.
Second, in the family responsibilities are cyclical. The parents
provide for the children's futuré and the children when grown pro-
vide for their elderly parents. Third, as a citizen with a life
expectancy of over 70 years and a probable retirement age of 65,
he should plan ahead with provision for costs of medical care in

old age. 1

lRuth and Edward Brecher, "Nursing Homes." A Con-
sumer Unions Reprint (originally published January, February,
March and April 1964 of Consumer Reports), p. 3. Hereafter
cited as Brecher, Consumer Reports,




Chronic diseases (e. g., arthritis) and conditions (e. g.,
impairment of the spine) tend to increase in number as age increases.
However, the young as well as the old may suffer limitations from
the same causes. Surveys by the Publie Health Service dramatize
the problems for old and young alike. Eight out of ten of those 65
years or older suffer from chronic conditions, five out of ten of
those have limitations affecting their activities. One out of five of
the population under 17 years old has one or more chronic illneases

1 of those 65 years

and two out of every 100 are limited in activity.
or older, 83.4% suffer with one or more chronic conditions. Ap-
proximately 87, 300, 000 people in the United States suffer at least
one chronic condition and there is a growing trend toward greater

disability, 2 An average of 22. 2 million persons or 12.2% of the

population not residing in institutions reported they were limited to

1U. S. Department of Health, Education, and Welfare,
Public Health Service, Vital Health Statistics, Chronic Conditions
and Activity Limitations July 1961-June, Charles S. Wilder, Division
of Health Interview Statistics, Series 10, Number 17, May 1965, p. 3.
Hereafter cited as HEW, Chronic Conditions.

ZU. S.. Senate, Specxal Commxttee on Aging, Developments
in Aging, 1966, Report No. 167, 90th Congress lst Session, April 12,
1967, p. 7. Hereafter cited as Senate Special Committee on Aging,
Developments in Aging, 1966.




some degree in their activities as a result of chronic disease or
impairment. The six leadiﬁg causes were heart cpnditions.’ arthritis
and rheumatism, mental and nervous: conditions, impairment of

back and spine (except paralysis), impairments of lower extremities
and hips, -and hypertension without heart involvement. !

Th‘ef:osts encountered nationally by medical needs, not
counting time lost on the job, are enormous. The losses were termed
“tragic' by the Special Committee on Aging of the U. S. Senate in its
1966 report. The economic toll agsociated with illness, disability
and death due to chronic disease amounted to $57. 8 billion in 1963,
Yet in the same year, atb best, $3 billion was spent on all forms of
preventative medicine. The C‘Jmmitteevrecorﬁmendea much larger
expenditures on a national basis with emphasis on early detect{on
as the most practical approach. Such action would ', ., . offer the
possibility of converting 'an ounce of prevention' . . . into an avenue
of health for the nation. f'z "

institutions r'endering care in the chronic digsease field have

grown in number with the problem and demand. In the U. S. more

lHEW, Chronic Conditions, p. 1.

2Senate Special Committee on Aging, Developments in Aging,
1966, p. 7.




than .13, 000 nursing homes now exist with 600, 000 beds and 6, 000
related personal care facilities with neafly 250, 000 beds (1967).
Some 300, 000 nursing home beds, about half of the total in the U. S.,
have been built in the last five years. More than $1.5 billion was |
spent in 1961-66 on nursing home construction, mostly in the private
sector. Nursing home facilities have been growing at é. rate of 12%
per year. Sixty thousand nursing homé beds were opened to the
public in 1965, nearly 70, 000 in 1966. Eighty-seven per cent of the
of the homes and three-fourths of the beds are privately owned, 5%
of the homes are church owned, 3% of the homes va're non-proprietary
and 5% are government owned. 1
‘The residents of the homes are to a large extent what are

referred to as long-term patients. The Commission on Chronic
Tliness (1949-56) had a definition of long term ﬁluess which merits
quoting.

Chronié disease comprises all impairments or deviations

from normal which have one or more of the following

characteristica: are permanent, have residual disability;
are caused by non-reversible pathological aiteration;

lVirginia. Nursing Home Association, 14th Annual Convention,
{(Richmond, Virginia, Nov. 13-15, 1967), p. 78, Hereafter cited as
VNHA, 14th Convention.




require special training of the patient for rehabilitation; .
may be expected to require a long period of supervision,
observation or care. CoL
The definition does not include all persons with a chronic .
disease, but only those who require '"30 days in a general hospital
or more than 3 months in another institution or home inciuding :
medical supervision and/or assistance in achieving a higher level
of self-care and independence. nZ
Characteristics. of institutional populations are generally
designated by age. The Pablic Health Service estimates include
both Nursing Home and Personal Care, and Geriatric and Chronic
Disease Hospitals. In the Nursing Home and Personal Care
Institutions, approximately 12% are under 65 years old while ap-

proximately 70% are 75 years old or older. The average is 77.6

years old; the average age for males is 75 and for females 79.

l¢commission on Chronic Iliness, Chronic Illness in the
United States, Vol. II, Care of the Long Term Patient (Cambridge.

Massachusetts: Harvard Umversxty Press, 1956), p. 5. Here-
after cited as Commission on Chronic Hlness, Chronic Illness in

U. S.

21bid.



Sixty-six per cent of the institutional population are female._'l The
average approximate ien‘gth‘ of stay is three years, Thirty-five per
cent remain less than one year; five per cent remain ten years or
more. Residents of nursing care homéé remain 2.5 years; personal
care homes, 3.4 years; and personal care with nursing service
3.8 years. z Health characteristics of those in Nursing and Personal
Care homes show a less disabled and more ambulatory group.
Fifty-seven per cent are out of bed except for normal sleep and
rest, th‘ree-foufths are continent, half are mentally unaware of
their surroundings and four-fifths have no serious problems with
hearing or vision. 3
Forty~-eight per cent of patients in Long Stay Geriatric and
Chronic Disease Hospitals are 75 years old or older and 27% are

under 65 years old; 70. 9 years old is the average age. 4 Average

length of stay is 3. 1 years with 42% remaining less than one year,

ly, s. Department of Health, Education and Welfare, Public
‘Health Service, Vital Health Statistics, Characteristics of Residents
in Institutions for the Aged and Chronically 111 April- -June, 1963,
‘Gooloo S. Wunderlich, Division of Health Records Statistics, National
Center for Health Statistics, Series 12, Number 2 Sept. 1965, p. L.
Hereafter cited as HEW, Characteristics.

21bid. , p. 6. 3HEW. Characteristics, p. 7.

41bid., p. 12.



and 7% more than ten years. Health characteristics show slightly
less ambulation and slightly more awareness than the Nursing

Homes and Personal Care Homes due to the younger populations.

l1bid., pp. 14-15.



CHAPTER II
 HISTORICAL AND DEVELOPMENTAL ASPECTS

Early Action

There has alwayé been poverty, but there has not always
been the distinct problem of the chronically ill and aging. Though
the great strides in medicine and pre\ventative measures, infant
mortality was greatly reduced and the characteristic of an aging
population developed. Chronic illness became a recognized
phenomenon only in the third and fourth decades of the 20th century.
Until then it had not been statistically set apart for consideration. !

In 1900 the average expected length of life was 48 years.

At age 60 in 1900, 3 years of retirement could be expected.

1Sc:holarl;r efforts are now being made to review the poverty
problems in perspective with contemporary problems in the series
by Blanche D. Coll, "Perspectives in Public Welfare, " appearing in
the winter-spring publications of Welfare Review (1967-68), an HEW
publication. (Washington, D.C.: U.S. Government Printing Office,
November~December 1967). p. 8. Hereafter cited as Coll, Welfare
Review.

2White House Conference on the Aging, Report of the Virginia
Committee (Richmond, Virginia, November 13-15, 1967), p. 21. Here-
after cited as White House Conference on the Aging, Virginia Committee.

3U. s. Department of Health, Education and Welfare, The Nation
and Its Older People, Report of the White House Conference on Aging.
(Washington, D. C.: U.S. Government Printing Office, 1961). p. 117.

10
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Major efforts to assess statistically chronic disease and impairment
problems were not made until the post World War U years. By 1958
the percentage of aged in the population was 8. 8; the projected
figure for 1970 is 9. 1% of the §opulation. 1

With the extension of life through improved medicine and
the higher standard of living, the former deadly diseases often
became chronic diseases, the childhood ailment of a chronic nature
wasg less likely to sap the individual's strength, indeed he might
expect an improved status with serious complications delayed until
old age. One of the problems with aging is that it coincides with
retirement and/or lessened income, and at the same time the possi-
bility of developing degeneratire diseases or disabilities often
requiring long term care. Problems of full employment and employ-
ment policies in the 1920's and 1930's still influence our retirement
policies today. With the scarcity of jobs in the 1930's, the younger
generation was in competition with the older fqr existing jobs. The
popﬁlation explosion was in some way responsible though the main
reasons were economic. As a counter to the developing problem of

availability of jobs and the growing possibility of living past prime

lWhite House Conference on Aging, Virginia Committee,
ppo 21"220
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earning time (20-64 year old span) private and public solutions
were sought. 1
_ The 1929 crash and resulting ecpnomic losses caused the
public sector to intervene in 2 major way in the welfare field, New
Deal legislation such as the Social Security Act of 1935 was passed
as a forced savings program. County and city boarding houses which
had sprung up developed into nursing homes.‘ This was because the
residents were living longer, developing with age more disabilities
and therefore requiring nursing attention. Inflation and war
materials demands prevented betterment of worsening lots. With
later discovery of penicillin. sulfa drués and Salk vaccine, lives
were getting longer. Federal Old Age Assistance was extended to
more pergons in states. This newer aid requiréd atate licensing
standards to be established by those states. 2 Today Medicare is
a reality.
The 1950's marked a definite recognition of the problem
of aging and chronic diseése by the public at large as an iniportant

national problem. 3 New capital, both private and public, entered

lbid. 21bid.

3u.s. Department of Health, Education and Welfare, The
Nation and Its Older People, Report _gg the White House Conference
on Aging (Washington, D.C.: U.S. Government Printing Office, 1961),
Foreword. Hereafter cited as HEW, White House Conference.
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the market along with new and improved methods. There was a new
view taken of the patient, one of the right to live with dignity and

respect; hig plight was not hopeless. 1

Commission on Chronic Ilness

: One of the finest and perh;ps most comprehensive studies
to be done on the problem ‘6£ prolonge& illness was by the Commission
on Chronic Illneae.' The Commission was an independent voluntary |
. organizatio'n' created by the American Hospital Association, American
Medical Association, American Public Health Association and the
American Public Welfare Association. The approach of the Com-~
mission was that of preventioﬁ. It considered one of its major
reséonsibilities to be the study of what p:}evailed and what should
have pertained with regard to care for prolonged illness. Completed
over a peribd of seven years {1949-1956), the Commission's findings,
recozﬁmendations and conclusions bear reviewing for two reasons:
first, for historical perspeciive and second, to present examples

of what hag been done in line with those recommendations. 2

1Bre:chm'. Consumer Reports, p. 5.

2Commission on Chronic Illness, Chronic Zllness in U, S.,

p. xi.
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Major elements of the problem of long-term care included
the following. There was a need

<« .« to integrate care of the chronically ill with general
medical care, to incorporate rehabilitation in all phases
of care, to extend mental health services and refocus the
objectives of most mental institutions, to de-emphasize
institutionalization as a solution to the problem, to improve
and extend all the present means of financing long term
care and develop new ones, to increase the number of
‘trained personnel and improve the quality of their training,
to develop in every community and at state and national
levels ways to coordinate facilities and services, to carry
on vigorous programs to accelerate the change in attitudes
toward long term illness and to gather additional facts on
the extent of the problem and the utilization of medical
care resources for long-term care,

A number of these points need to be emphasized in this
thésis. There was and is a tendency of professional groups and
the public to separate the short-term acute illness from the long-
term or chrohic ili.ness. The tempo of general hospitals responds
to the mére:moving épectacle éf acute illness and molds itself for
emergency and acute problems. Yet chronic illness accounts for
the major share of all serious illnesses and its isolation from other
forms is precluded by size of population‘alone. What is advisable

is integrated care of acute and chronic illness in general medical

lCommission on Chronic Hlness, Chronic Illness in U. S, ,

ps 13.
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care. An k"application of prevention" reqﬁires that care and re-
habilitation be one continuing process. !

‘Rehabilitation is an important element §f care and prevention.
its integr.ation in the overall plén of recovery is essential, Recovery
from an agute. iliness is not hecessarily complete recovery, Failure
in tf}e érea is due fo lack of emphasis and subsequent recognition
rather than lack of knowledge. Disabilities are literally created in
situations where proper rehabilitation would have prevented deteri-
oration. For instance, a limb that has been broken may have healed
ag far as bone breakage is concerned, bﬁt muscle strengthening may
very well be needed as well as restora!;ion of coordination long un-
practiced. An individual released as fully recovered may not know
how to restore the lost functioné and fail to do s0 into older age when
the body's recovery ability fails, is incomplete or takes a much
longer time. Proper preventative measureé often obviate need for
rehabilitation. 2

Efficiency is a necessary element with very close connections
to economics. At what level and in what place can care be rendered

most completely and least expensively? Overemphasis on institutional

lbid., p. 14 21bid.
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care has been costly while producing less than desirable results.
The Commission reported t};at less than one-fourth of all chronically
ill patients are in hospitals and other medical institutions. Yet of |
this number .ili; many could be cared for better and more economically
at home under suitable conditions. ! The debate of institutionalization
versus somé other means of care is not new. In a discussion of
povebrty in 1824, New York Secretary of State John U; N. Yates sug-
gested four ways of handling the poor: contracting out to townémen
at a lump sum, auctioning off to the lowest bidder, almshouses, or
home relief. He decided strongly for almshouses, bélieving them
to be the most humane of the alternatives. His plan was to use them
as self-supporting work houses. 2

But collectivization has not proved the panacea hoped for.
The Commission on Chibnic lllness called for a selective process
of determining what was needed rather than blindly and irresponsibly
pulling patients together and away from the home and community,
thereby destroying psychological outlets, dignity, and famillar

personal contact. The Commission stated flatly that more and more

bid., p. 15.

2Coll, Welfare Review, p. 5.
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beds is no solution to the chronic illness problem and new buildings
to house potential treatment patients at all levels of need is wrong. 1
The economic principle of efficient use of scarce means demands
economy in human action and in use of resources. Planning must
match needs to resources or affluence ie soon lost be the unit family
or state. Briefly, the use of funds private or public in a preventative
manner precludes waiting until a situation has become critical. The

2
time to act, to plan, to develop is before the crisis, not afterward.
A statement by the Commission summarizes the perspective;
The cost of programs to provide care to the long-term
patients should be measured first in terms of human
values, of effectiveness and productivity., The most
economical use is that which returns a person as
quickly and as fully as possible to the highest attainable
state of health and gocial effectiveness. Practices in

conflict with this conclusion must be eradicated and
procedures consistent with it substituted,

1(';'.,omrnissicm on Chronic lllness, Chronic Illness in U.S.,

p. 15.
2mbid., pp. 17-18.

3ibid., p. 424.



CHAPTER I
CARE AND TREATMENT

Objectives and Community Care

What are the objectives of care? At the White House
Conference on the Aging ( 1961), the Virginia Committee stated:
- The basis of all objectives is the concept that prevention .
of disease and disability can be achieved if responsible
professional and lay people recognize the need for, and
asgsume leadership in, the planning and administration
of the [ preventative 7 activity.
In other words, the Committee called for organized community effort,
which requires recognitian. of the problem and appropriate action to
solve it. Prevention is the best way and in the long run the only
way of dealing with it. 2
As was pointed out earlier, institutional care is not the
panacea to chronic illness. Care in the community and home need

to be emphasized where such will provide most r'evéarding to those

involved. In chronic illness where most often the individual is aged,

lWhite House Conference on the Aging, Virginia Committee,

~p. 36.

2Ibid,

18
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the .challenge is to gain attention, to motivate, and to involve. This
can often best be attained by keeping him in the home setting. Desire
for responsibility, for activity, retention of dignity and self-esteem,
indeed, the desire to live, are best facilitated by the familiar sur-
roundings of home, rather than as the inmate of an institution. 1
One problem, however, is that when a patient is received from a
family into an institution, unless immediate steps are taken to
prepare the family for later reacceptance, such may prove impos-
sible; There may very well no loﬁger exist a placé for the relative
to re~enter é.nd/ or financially re-entrance may not be feasible. 2

Care in the community (foster homes and personal care
homes) and at home costs less than in an institution. This is
because the services rendered by the institution are of a more

intensive nature, raising the cost per bed. If standards are to be

raised, or even maintained, alternatives to institutions, particularly

libid., p. 55.

2John R. Griffith, Taking the Hospital to the Patient
(Battle Creek, Michigan: W. K, Kellogg Foundation / 19667),
p. 9. Hereafter cited as Griffith.
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the intensive care and therefore the expens/iv,e ones, must be further
developed and utilized. 1

. Proper diagnosis will determine what level of care is
needed, rather than just transferring the patient to an institution
when a problem of home care arisea..z' Briefly, alternatives to
institutional care are:

1} day care services with reduced cost and home-life
interests and friends retained;

2) organized home care which often reduces or eliminates
nurging home services after hogpital illness; -

3) housing for the aging where supervision and needed
services are provided with convenience of location, and
costs are less than that of nursing home or hospital;

4) foster homes offering family atmosphere and economy;

5) sheltered workshops offering creative relief from bore-
dom and post retirement idleness.

In conjunction with these different levels and alternatives and with
diagnostic facilities there is subsequent need for information and
referral centers to make known to the community the availability of

such gervices. 3

ICommission on Chronié Illness, Chronic mneés _i_r_LU. S.,

p. 166,
21bid., p. 167.

3Brecher. Consumer Reports, pp. 5-~6.
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Institutional Care

_If it becomes necessary to seek the more irtensive services
of a nursing home or hospital, then there is no substitute for that
quality of service. There are a number of generally agreed upon
criteria for the judging of good institutional care. 1 Policies and
practices should be clear, well chosen and meticulously carried
out in regard to long term patients. Admission and discharge
policies cannot afforci to be capricuoué or arbitrary. They should
not allow the admiss‘ion;af a patient whose particular illn‘es}va the
ingtitution is not prepared to tre'é.t. Aid, in that case, should be:
rendered by referring the pat'ient.,t‘o, the proper institution. - Dis-
charge should not be made without a plan of care for maintaining
patient gains and escaping exacerbations, Responsibility should be
shared by‘t_'amily. physician and patienf: as ’well ag institution. The
institution; however, cannot avoid i,ts‘responsibility when no other
responsvible agent outside the institution exists. 2

Administrative practices must operate a program "by -

business means but not for business ends." This calls for cost

1(,'Jc.vmmisxai*:m on Chronic Illness, Chronic Illness H:__ U. 8.,
p. 170, ’

2Ibid. , p. 169.
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contrél émd efficient and complete 'reéords management,‘ both
administrative and p’rofession;ai’. 'Clearly stated institutional
aBjectives facilitate guccess m t'his éréé by keeping tieaﬁméﬁﬁ
quality high. I 1t should be noted that édeqﬁate care is eqdaté&
with adequate financing. "PuElic ig‘norance and indifference per-
petuate the notion that by ’aomé a‘lchemy an instltution.c.an pro(r'ide
good care for less than the cost of good care. n2 Staffing and
equipment to be of high quality fequire adequate financing; Low
support ‘.’_"._1.1.1. mean the sacrifice of avauability of care or the
quaiity of care.

Desigh and construction of an inatitution should suit the
type of institutional goals and patiént. Emphases should be placed
by madagement and staff on adequate working space.‘ light. air,
color, safety, sanitation, convenience of opeiation and economy

of effort. .4 The best way to faciiitat"e the latter is through adéqhate

libid., pp. 174-5. 2hbid., p. 178.

3John D. Gerletti, C. C. Crawford, Donavan J.  Perkins,
Nursing Home Administration (Downey, California: Aitending
Staff Association, 1961), p. 299. Hereafter cited as Gerletti,
Nursing Home Administration,

4Commission on Chronic Illness, Chronic Illness in U. 8.,
p. 179.
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standards of care in written form to be used as guide lines. Such
standards are to be found thrdugh state licensing and/or voluntary
accreditation organizations. !

In terms of actual care, ‘personne'i plays the leading and
decisive role. Adequate staffing is the least expensive and most
efficient way of handling expressed treatment policies. The staff
are the motivators, the emotional stabilizers and basic directors )
of patient progress. Without stable, sympathetic understanding
and genuine interest in people by staff, progress will be little, if
any. Salaries and job satisfaction must be high if good results
are expected.

Rehabilitation is probably the most important single concern
in chronic illness. The Nat_ional Council on Rehabilitation defines
rehabilitation as "the restoration of the handicapped to the fullesg:
physical, mental, social, vocational and economic usefulness of
which they are capable.! Further '"rehabilitation is an innate ele~
ment of adequate care and properly begins with diagnosis." This

definition holds whether the patient is one who may be employable or

one whose only realistic hope may be for a higher level of self—carez.3

Itbid., p. 181. 2bid., p. 173.

3Commission on Chronic Illness, Chronic Illness in U. 8.,
p. 133.
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Rehabilitation is a long run investment. Progress for the chronically
i1l patient is slow but the retu:;'n’s are readily measurable in both
spiritual and economic terms. Whether at home or in ‘a‘hospi’tal.
rehabilitation as an integral part of recovery often aids acute patient
recovery. As was mentioﬁed earlier, knowledge is not lacking;:
desire to apply such an approach, an "of the mind" staff ié needed
for results, _-lv Again staffing plays the deciding role; with a trained
and purposeful staff even the most limited equipment can b_e used
effectively. 2 The hopeless attitude toward the chronic disease
victim that was once generally accepted is now inexcusable.

~ Perhaps the biggest obstacle to progress is the lack of
coordinated services. Such coordination means awareness of what
other services are available in a particular community and co-
ordinavtin’g with them for services not otherwise available. Co-~
c;rdination- may be among local institutions, members of a care
team, public and voluntary organizations, between levels of govern-

ment or between teaching hospitals and smaller satellite institutions.

mbid., pp. 134-135.

2White House Conference on the Aging, Virginia Committee,

p. 41

31bid., p. 47.
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The benefits are obvious in tefms of proper care at the pfbper’
time, reducing cost disability'présent and potential, and providing
efficiency of operation ‘as no one institution can afford to duplicate
a service already availabie in thev commu‘nity or have its own . |
particular services ignored. A central counselling service might
well prove desirable in facilitating institution to inatitution and

patient fo institution relationships. L

lcommission on Chronic Iliness, Chronic Illness _i_g U. 8.,

p. 19



CHAPTER IV
A SOLUTION - RICHMOND NURSING HOME

QOualifications

Both in principle and practice the Richmond Nursing
Home standg as an example of an institution which has consistently
sought and succeeded in developing an excellent program for the
chronically ill. The Richmond Nursing Home operates as a bureau
in the Department of Public Welfare under the Director Herbert G.
Ross., Administrator of the Home itseﬁ is Robert L. Gordon who
has directed its development since May.v 1951. The Administrat_:o;-.
in general, directs all functions of the Richmond Nursing Home to
accomplish effective, economical, and satisfactory results for
patients, employees, and public. '"He is responsgible for the
maintenance of high professional standards of patient's health,

safety, and comfort." 1

lBureau of Richmond Nursing Home, Department of Public
Welfare, Annual Report 1966-67 (Richmond, Virginia: City of
Richmond, 1968), p. 2. Hereafter cited as Bureau of Richmond
Nursing Home, Annual Report 1966-67,

26
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There is also a Welfare Advisory Board for the Department
of Welfare composed of Richmbnd citizens with a subcommittee
delegated from the main body for the Home. 1 Appointment to the
Board is by the City Council and it is Council to whom the Board
ig responsible. The Director of Public Weﬁare may advise the
Council in choice of appointments. The subcommittee for the
Richmond Nursing Home (Bureau) is chogen by the Chairman of
the Board. Members are appointed four at a time in six year stag-
gered terms. A cross section of the community is represented by
the Board as far as is possible. 2 Of those én the 1966-67 Board,
eight were white; four were Negro; eight were male and four were
female, one of whom was Nezro. The religioﬁs views were pre-
'd’ozii'in\antly prot'esta'n‘!i,k but contained one Quéker and one Jewish
member. No Ramz;n.j‘éé.tholic was on the Board although Roman
Ca.tholics have been represented in past years. The occupations
were: two ministers (Jewish and Baptist), two housewives, one
physician, one employee of the Virginia Employment Commission,
one executive‘of the Virginia Tuberculosis Association, one barber

and one teacher.

\

lnterview with Mr. Robert L. Gordon, Administrator,
Richmond Nursing Home, in the months of March, April, and
May, 1968, Herezafter cited as Interview, Gordon.
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The function of the Board and subcommittee is advisory.

It serves as a connection to tﬁe community in case of criticism and
as a voluntary third party which seeks to understand and even sup-
port action. Critics of the Department often enjoy appointments and
come to a better understanding of the problems and what can and
cannot be done. The gubcommittee meets once a quarter on the
first Monday of that month and discusses izsues, criticism and new
information and reports to the Board. Priority is given to the
Department of Welfare in any recommendations from the subcom-~
mitteel to the Board directed to the Director, City Manager or
City Council, The object iz to serve the best interests of the whole
department.

The most outstanding accomplishment of the Board was
the ordinance pasaed by City Council in the 1959-60 fiscal year
authorizing the Director of the Department of Public Welfare to
charge patients of the Richmond Nursing Home any amount up to
the full cost of care deemed feasible. Such is an example of the
potential of the Board if communication by the Administrator is
effective. As is shown in Table I1I, costs for the City have de-
creased as outside sources of payment, gsuch as patient payments,

have increased.

bid. Ibid.
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Accreditation of the Richmond Nursing Home included the
top rating by the National Couz;xcil for the Accreditation of Nursing
Homes, Intensive Nursing Care Facility. The definition included
nursing service offered under the supervigion of a full time
Registered Profescsional Nurse, and a Registered Professional
Nurse on duty at all times. The other two related ratings of service
were Skilled Nursing Facility and Intermediate Care Facility, each
offering less care respectively. ! Following the National Council,
the American Hospital Association as a national accreditation agency
had made periodic surveys and recommendations to insuré high
quality and had approved the Home as an Extended Care Facility,
The Social Security Administration, beginning its program of ac~
creditation in the latter half of the 1966-67 fiscal year, approved
the facility as meeting the requirements for participation as an
extended care facility under the Hezalth Insurance Benefits Program

for the Aged (Title XVIiI of the Social Security Act). 2 The

17The National Council for the Accreditation of Nursing Homes,
Standards for Accreditation (Chicago, 1965), p. 2.

2] etter from Social Security Administration, Department
of Health, Education and Welfare, Regional Office, to Richmond
Nursing Home concerning licensing continuance, October 5, 1967,
p. 1 (in the files of General Administration Division, Richmond
Nursing Home). (Typewritten.)
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accreditation for the fiscal year 1967-68 by the Socizl Security
Administration was received August 15, 1967, retroactive to
July 1, 1967. The Health Department of the Commonwealth of
Virginia hos licensed the Richmond Nursing Home as a 200 bed

nursging home. L

Responsibility

Ag a public institution for the City of Richmond the
responsibility accepted is residual only, i.e., acceptance on the
grounds of inability to pay for complete service elsewhere and/or
inability to obtain the level and type of service elsewhere. A
medical statement from a physician stating the need of care offered
by the Richmond Nursing Home is another requirement. There is
no agze limit to being accepted. Finally, the patient must be a
resident of the City. 2

Investigations into the qualifications of patients are car-

ried out by Medical Social Service, Medical Division, Richraond

lBureau of Richmond Nursing Home, Annual ..eport,
1966-67, p. 1.

ZThis requirement of residency for care hag an unbroken
tradition from the very first in dealing with poverty in the United
States. Responsibility, it was felt, lay with that community which
had benefited from the individual's labor and taxes. (Coll, Welfare
Review, p. 2.) '
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Nursing Home, and the Social Service Burean, Department of Public
Welfare. Separate arrangements are made with responsible persons
such as family or guardians, or agencies to pay up to and including

the per diem rate for treatment. 1

Philosoghz

The goal of the institution is to serve a proper role in the
community. Emphases include ''the need to meet the total nursing
care of geriatric, chronic and convalescent patients through the
provision of well equipped facilities that are properly and adequately
staffed with qualified personnel, ' the need to promote and preserve
individual and pérsonal integrity with enriching services of emotional,
physical, social and spiritual motives, and the need to provide op-
portunity for ''the growth and development of staff and others who
contribute to the well being of the patient and operation of the
homes. "2

The concept of institutional care rests on preventative

medical care in maintaining the optimum level of care as the "most

1Bureau of Richmond Nursing Home, Annual Report,
1966“'67’ po 2.

21bid., p. vi.
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economical ievel of care, " and in uiilizing "the least expensive
facility proving adequate care 'prefera.bly located close to the
individual's home."! As will be shown later, the intensive care
nature of the Richmond Nursing Home forbids retaining a patient
whose health no longer requires such high level care. Instead, a
commurnily program was developed with other "homes" offering
the less extensive and less expensive services needed.} This con-
cept, in other words, incorporated using only that facility that
provides the necessary care for the patient. The spectrum begins
with the acute general hospital care and is followed by nursing
homes for chronically ill (mental hospital for mental care), homes
for aged and foster homes for custodial care, and finally private
homes for home care. The general hospital is the most intensive
and expensgive; the private home the least intengive and the least

, 2
expensive.
Medical programs are "of the mind" in application of re-
habilitative measures which produce dynamic results with proper

programa. In the study by the Commission on Chronic Illness

mentioned in Chapter 1I, the "of the mind" attitude (motivated) in

Ibid., p. viii. 21bid.
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staff to patient rehabilitative efforts was stated zs a necessary
element. The aim of the program at the Richmond Nursing Home
is to try to tfe:-s.t patients as individuals and in a spirit of optimism.
The emphasis of the program iz preventative medical care through

"early and accurate diagnosis" and "prompt and competent treatment. nl

Organization

There are seven divisions in the Richmond Nﬁrsing Home
Bureau. These divisions are 1) General Administration in the
Administrator's Office, 2} Housekeeping, 3) Plant Operation,
4) Medical, 5) Nursing, 6) Rehabilitation, and 7) Dietary. 2

1) General Administration includes the office of the
Administrator, Volunteer Servicgs and the Business Office. The
Chaplaincy Service is also coordinated through General Administration.
The program is to provide executive direction, coordination and
control for the Home. The Business Office handleg such duties as
the annual reports, financial matters and storage. Patients' ac-

counts are a major responsibility of this office and it has expanded

11bid., pp. vii, ix.

2lhid., p. v.
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greatly with the need {or extensive Medicare reco-;civs accounting. 1
At present there are 14 persoﬁs ‘in the Business Office.

The Chaplaincy service coordinates all religious services
and activities and is independently staffed and financed on a voluntary
basis. TFinancial support comes from the churches of greater
Richmond, channeled through the Chaplaincy Service Committee of
the Clergy Association of the Richmond Area. 2 Volunteer services
release regular nursing home staff from routine for technical duties;
they perform amenities which contribute to more pleasant environ-
ment and foster favorable public relations. The motivating factor
is good and brings old and young alike together for holidays and
remembrances that might otherwise prove less than complete. 3

Volunteers come from the Richmond area and may be any
age. Inthe 1966-67 fiscal year over 51,000 hours were volunteered;
the number of volunteers ranged from 350 to 600. Recruiting is the
job of the Volunteer Supervisor who endeavor's to match patiénts to
volunteers so that both may benefit from their experiences. Re-

cruiting often is done in churches, high schools, and businesses.

Imid., p. 8.
21hid., p. 6.

31bid., p. 5.



Anyone interested may apply or give a gift. The skill of the
volunteer iz often the only limit of how much he may do for the
patient and Nursing Home.

For 1966-67 fiszal year, total expenditures were
41,171, 245 with General Fund Income at $491, 781 and Net City
Cost at $679, 464. The Cosgt Per Patient Day was $13. 62, 1
This cost reflects only the basic rate not including rehabilitation
or other special services.

2) The Housekeeping Division provides the necessary
aservices of institutional housekeeping in maintaining clean,
orderly and pleasant conditions. Institution grounds located at
210 Hospital Street are gix acres in gsize. General Work Relief
recipients in the welfare program ére organized through the
Social Service Burezu. They work for their city-provided relief
and because of their usually low ability are assigned tasks in the
Housekeeping Division.

- 3) Tl}e Plant Operation Divigion is responsible for the
safety and security of the physical plant. and its contents. Sub-

divigions include Building Maintenance Scrvice, Equipment

bid., p. 8. 2Ibid., p. 11.
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Maintenance Service, Security Service (Policing), and the City
Laundry which services the Cij;y in part as well 2as the Home, 1

4) The Medical Division may be broken down intoA two
areas of responsibility: Para-medical Services under a Medical
Administrator, and Medical Staff under 2 Chief Physician. There
are two areas of operation: Inpatient and Outpatient Services.
The Inpatient Service is by far the larger area in treatment of
medically indigent and welfare recipients. Diagnostic facilitiea in
conjunction with the Home are the Medical College of Virginia
Hosgpitals and Clinics, Richmond District Clinic and the State
Health Department. A full staff of part-time physicians, interns
and externs is maintained and the Chief Physician directs the
medical program per se. Fharmaceutical services are provided
daily, including service to welfare clients in other nursing homes.
Medical Social Services, i.e., social work with social problems in
the community concerning the patient, are available and well utilized;
medical records are maintained and consultants are available on call.
Special services are arranged with the Medical College of Virginia

which is near the Home. 2

thid., pp. 13-14.

%1bid., pp. 16-18.
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The Medical Servicés' Outpatient program is proportionately
small but does provide medical and para-medical treatment for
welfare re;:ipienta in the community proprietary nursing homes.
Every 30 days each patient in the nursing homes is examined as
a pféventative measure by the physician from the Richmond Nursing
Home. ! |
The proportion of the Richmohd Nursing Home's cost comes
to approximately $22, 000 for the fiscal year 1966-67. The Social
Service Bureau, which has direct control over the patients in the
Cutpatient program, pays for most of the services of the welfare
recipients including room, board, laundry and any prescriptions
and appliances prescribed by the physician from the Home. The
approximation of the Home's costs has to do with the laboratory costs
at the Home which are not separated from the Inpatient program
costs. Inthe 1966-67 fiscal year the average daily census of those
patients in the 14 proprietary community nursing homes was 108,

or approximately 37% of the total medical daily average of the
2

Za

Richmond Nursing Home's Inpatient and QOutpatient programs.

ltbid., p. 20.

2“Intvs:rview with Mr. Ernest E, Best, Controller, General
Administration, Richmond Nursing Home, 8 April 1968. Hereafter
cited ag Interview, Best.
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Included in the costs pf the Cutpatient programes is the
ouce weekly clinic held at the Richmond Nursing Home for Social
Service Bureau welfare clients. Io the fiscal year 196667,
1, 100 persons were treated by this clinic, ! The Home provides
a non-emergency service for transportation purposes to and from
community facilities and agencies. 2
5} The Nursing Division, the major working division in
terms of personnel, provides direct nursing service for the
patieats on a 24 hour a day gchedule. In the 1966-67 fiscal year,
541 patients were treated for 62, 909 patieat days with an average
of 3.1 patient hours in a 24 hour period. The statistic does not
represent the exact amount of titme spent on all patients or on
any one patient but is a fairly accurate way of assescing how much
services are being rendered. It is the formula used by the American
Hospital Assgociation and American Medical Association for analysis

and comparison.

l1bid.

ZBureau of Richmond Nursing ilome, Aunnual Report,
1966-67, p. 20.

3Interview, Best, 16 July 1968.
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Ninety-nine full time nursing positions are maintained of
which 97 are filled. Fourteea are Registered Nurses, one is a
Certified Tuberculosis Nurse, forty-two are Licensed Practical
Nurses, [ifteen are Orderlies and twenty-five are Nurses Aides.
Computed patient hours include all the above personnel except the
orderiies. MNursing Aides are trained at the Home znd {ifteen were
graduated in 1966-67, Barber and cosmetology services are also
provided as motivational factors to the patients and as elements of
good nursing care. 1

6) The Rehabilitation Division provides medically pre~
scribed therapeutical services in three areas: educational therapy,
occgpatiOnal therapy, and physical therapy.

Educational therzpy is provided by a teacher from the
Richmond Public School System: and is under the guidance of a
consultant speech therapist. The teacher also provides instruction
to school age patients and assists in the sheltered workshops.

Cccupational therapy utilizes "'self-help, " manual, creative,

recreational and socizal, educational, prevocational and industrial

lpureau of Richmond Nursing Home, Annual Report,
1966"67' po 25.

2Ibid., p. 28.
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activities to gain from patients the desired physical function and/or
mental response. Examples of this therapy would be weaving looms
which may be weighted and adjusted to aid the patient in exercising,
cooking and doing housework from a wheelchair, and relearning to do
daily tasks through various practices. The sheltered workshop aids
in this task in allowing patients to make dolls, ceramics and such
as creative ex;;n-essions. It increases their span of attention,
especially with the stroke cases, and may allow more complex
operations to be learned later, 1

Physical therapy treats physical disorders to restore what-
ever physical function has been disabled in the patient. Examples of
treatment are whirlpools, hot packs, Infra-Red and Ultra Violet
light treatments, and muscle strengthening exercises. 2 A treatment
team consisting of the teacher, occupational therapists, and physical
therapists analyze the patient's problem and decide which treatment
would be most appropriate and of greatest value to him based on his
personal history and the prescriptions of the psychiatrist. A follow

up of the patient's progress is standard practice. There are in-service

Uhid.

21bid., pp. 30-32.



41
training classes and similar experience programs held in con-
junction with the Richmond Prc"fessional Institute, and the Re-
habilitation staff attends training classes and conferences through-
out the year. 1

The results of the total extended care facilities services
for 1966-67 fiscal year were as follows: 124 were discharged;
38 died; only 105 remained at the Home with 91 under active re-
habilitation therapy. 2

7) The Dietary Division serves the Home for patients,
employees, and others. Diet planning and menu formulations
along with the regular and therapeutic diets for the patients, all
of which are prescribed by a physician, are the responsibility of
the division. Provision of apecial diets is an important element
of therapy in many cases and is a safeguard of the patient's health,

The Superintendent of the Dietary Service is a certified dietitian. 3

Progress-~~Services

The Richmond Nursing Home has a long and varied history.

The original purpose of the structure, which was built over a

bid., p. 29. 2Ihid.

31bid., p. 35.
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hundred years ago, was that of an almshouse., It served as a hospital
and a school during the Civil War and was returned to use as an
almshouse after the war., Other additions were made over the years
(1900, 1932, 1938, 1950) and in 1960-61 the new modern laundry was
built. In 1967 a new storage building was added. At present a new
dietary facility is being planned. 1

The largest growth to date, however, has been the develop-
ment of services and corresponding change of character of the Home.
In a letter from Dr. A. Ray Dawson, Director of Rehabilitation,
Department of Mental Hygiene and Hospitals, Commonwealth of
Virginia, February 1, 1967 to Mr. Robert L. Gordon, Administrator,
Dr. Dawson mentioned that in his survey of the rehabilitation services
of the Richmond Nursing Home the gradual but nonetheless impressive
results of good management over the past decade.

It was my observation that the total medical treatment of
the patient was excellent. The charts that I received and
the patients that I interviewed revealed professional care of
a high order. The personnel of the Home, in general, and

the staff in particular, displayed sincerity, empathy and
purpose. These characteristics are vital in treating the

bid., p. 1.



type of patients in an institution of this type. Laissez

faire seems to be the national trend unless actively

guarded against. 1
Dr. Dawson states of the transition from "City Home'" to '""Nursing
Home':

This transition has been gradual, but to one who

had not visited the institution for a degade, it was

most gtriking and obviously complete.

Six events that were set apart as important in the transition
also appeared in the 1965-66 Annual Report. The first was the dis-
charge of the last able-bodied indigent person housed in the "City
Home'" (June 30, 1953) which allowed the subsequent licensing as a
nursing home as all patients remaining were chronically ill
(July 1, 1953), On June 30, 1956 the last of the dependent and
neglected children were discharged into foster homes. In May of

1959 the name of the institution was changed to Richmond Nuraing

Home due to the changed nature of the institution. Responsibility

Memorandum from Roy A, Dawson, Director of Re-
habilitation, Department of Medical Hygiene and Hospitals, Com-
monwealth of Virginia, to Robert L. Gordon, Administrator of
Richmond Nursing Home, Februaryl, 1968, p. 1. Hereafter cited
as Dawson Memorandum (in the files of the General Administration
Division, Richmond Nursing Home). (Typewritten.)

2hid., p. 2.
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was and is still residual. March 31, 1964 came the accreditation
by the National Council for the Accreditation of Nursing Homes as
an "Intensive [care] Nursing Home.'" In June 1965, the Richmond
Nursing Home was appfoved as an '"Extended Care Facility" by the

American Hospital Associatign. 1

the highest rating of nursing care
given in the field, 2 Most recently 1967-68 fiscal year the Joint
Council for the Accreditation of Nursing Homes, combining AHA
standards and endorsement along with several other national
organizations, surveyed the Richmond Nursing Home and informally
stated their findings. Stated was the good possibility that the
classification of the Home may be changed to Class Il Hospital.

If so, and formal notification appears to be a matter of time, it

will represent another step in the Home's growth. 3

Dr. Dawson added in his letter what he considered to be

a 7th milestone of progress. In May of 1966 a Utilization and Case

!Bureau of Richmond Nursing Home, Department of Public
Welfare, Annual Report, 1965-66 (Richmond, Virginia: City of
Richmond, 1967), p. 48.

ZAmerican Hospital Association, Journal g{ the American
Hospital Asgociation, Guide Issue, Vol. 40, Number 15, 2 parts
(Chicago, Aug. 1, 1966), p. 288.

3 Interview, Gordon.



Review Committee was inaugurated. The purpose was quoted by
the doctor from the inauguration order and is also quoted here.
The Committee will review all cases to determine the
medical necessity for admisgsion, duration of stay, and
professional services rendered for the purpose of promoting
the most efficient uae of available facilities and gervices.
This review will emphasize identification and analysis of
patiern of patient care in order to maintain consistent
high quality. The review functions will be conducted on
a continuing basis and will include comparison of internal
and external data.

Dr. Alan Hecht, Chief Physician of Medical Staff, Medical
Division, praised the Utilization Committee. Partly a result of
requirements for the Medicare funds, efficiency had been improved
and essential growth in services are being made possible, The
Committee consists of Dr. Hecht, one of the four ward physicians
on a rotating basis and Mr. Vernon Harris, Medical Administrator,
Para-medical Services, Medical Division. Department heads are
on call when necessity dictates their presence. Reviews are held

once 2 week with follow-up reviews no more than six weeks after-

ward, more rapidly changing patients being reviewed more often,

lpawson Memorandum, p. 2.
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The patients' cases are reviewed by the Committee individually af-
fording maximum attention rather than in samples as at some larger

I
institutions._

Progress-‘freatment Statistics

Another way of measuring the growth and development of
the program of the Home is in térms of patient treatment statistics.
The accreditations of the Home indicate "intensive care.” Sucha
program has been developing since 1952 (Table I). At present the
average stay at the Richmond Nﬁrsing Home is 116 days, the maximum
of any one being 365 days. There has been a steady decline in the
number of day's stay. The rise in rate of stay from 1965-66 of
109 days to 116 days in 1966-67 was due to the closing of four less
intensive nursing homes in the community. 2 The trend to shorter
lengths of stay is continuing and 1967-68 at present is averaging
91 days of stay for treatment. 3 Although the Richmond Nursing

Home i3 licensed for 200 beds, approximately 16 are down at any

linterview with Dr. Alan Hecht, Chief Physician, Medical
Staff, Medical Division, Richmond Nursing Home, 12 April 1968.
Hereafter cited as Interview, Hecht,

zBureau of Richmond Nursing Home, Annual Report,
1966"67' po 45n

3 Interview, Gordon.
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one time for renovation (eight in the male and eight in thé female
wards). The population averaées 170 persons with the highs in the
180's. The turnover due to deaths and discharges seldom neces-
sitates a waiting list and waiting periods when they do occur are
not loager than two weeks. Contrary to the national fetish for more
and more beds mentioned in the beginning of this paper, the Home's
1951-52 to 1966-67 progress has been to treat the same number of
patients in one-half the total beds and in 33, 879 fewer patient days. !
(Table I} This, again, is due to the ability of the Richmond Nursing
Home to discharge patients no longer needing intensive care to the
community af less cost to all concerned and freeing beds for those
needing the vast array of services provided. 2 {(Table 1I}) Agreements
with community homes of relatively lower intensity lev}els of care
are made with the provision that should thé patient become too sick
for the care provided there, he will be reaccepted for treatment at

the Richmond Nursing Home. >

lpureau of Richmond Nursing Home, Annual Report,
196‘6"67) po 45-

2Ibid., p. 43.

3Interview with Mr. Vernon C. Harris, Medical Adminis-~
trator, Para-Medical Services, Medical Division, Richmond Nursing
Home, 5 April 1968, Hereafter cited as Interview, Harris.
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Analyzed from another angle, the average length of stay
from admittance to date of surQey, the Home averaged 1. 69 years
for the 196566 fiscal year and 1.68 for 1966-67. 1 The national
average was three years for Long Stay Geriatric and Chroaic
Disease ”Hospitals"z and approximately the same for Nursing
Home and Personal Care Homes (less intensive services). 3 In
terms of Government Nursing Homes nationally with 200 beds, the
average length of stay was approximately 2.5 times as long (4.3
government va, 1. 69 Richmond Nursing Home). The average
percentage of patients over 65 years old for the Geriatric and
Chronic Hiness Hospitals was 73% and 70% over 65 years old in
Nursing Homes and Pergonal Care Homes. 4 The Richmond Nursing
Home's average iz 77% for those over 60 yearé old, The number of

discharges due to Geaths on the national level {one-third of discharges)s

1Irxt:erview. Gordon. ZHEW. Characteristica, p. 12,

SIbid. 1] po 6. 4Ibidn I} pc 12.

51, 5. Department of Health, Education and Welfare, Public
Health Service, Vital Health Statistics, Utilization of Institutions
for the Aged and Chronically Il1 April-June, 1963, E. Earl Bryant
and Carl A, Taube, Division of Health Statistics, National Center
for Health Statisgtics, Series 12, No. 4, Feb. 1966, p. iv.
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is very ciose to that of the Home (30% 1966-67). 1 1In view of the
general equal comparison of the Homé nationally as to population
and the approximately 100 day»s.éer year average patient stay, the
reqﬁireinents that a patient on Mediéare be treated within 100 days
is an approaching reality, with 54% of the individual cases in 1966-67
being treated within that IﬁO day limit. 2

The character and program of the Home as pointed up by
the statistic is that of chronic disorders with population predominantly
aged. The intensive nature of treatment and discharge policies
has created and continues to create a sicker population than most
nursing homes see and which hosgpitals on the acute level do find
readily acceptable. 3 Dr. Dawson in the aforementioned letter of
survey spoke of the high order of rehabilitation demanded of the
Richmond Nursing Home patients, frequently at a one to one ratio

of staff to patient. 4 The Rehabilitation Division has had patient

lBureau of Richmond Nursing Home, Annual Report,
I966"67' po 38.

2Ibid., p. 4L

ar—

3interview with Miss Margery Peple, Superintendent, Re-
habilitation Therapies Division, Richmond Nursing Home, 11 April
1968. Hereafter cited as Interview, Peple.

4
*Dawson Memorandum, p. 3.
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referrals for rehabilitation treatment amounting at times up to 85%

of the Home population. 1

Progress: Perspective Through Public Criticism

Analysis and perspective zhay be aided by looking at
criticized aspects of the Home from the public sector. Newspaper
editorials and articles from the yeérs. before Mr. Robert L. Gordon
became administrator and up to the middle 1960's show the challenges,
growth and final accreditations from agencies whose growth and ap-
pearance were often parallel with the rise in standards at the Richmond
Nursing Home. The average stay of 116 days per patient in 1966
élong with the qualification as a Medicare institution in 1966 {100 days
maximum paid days of care) is a primary example. (Table 1.)

The change from a ""poorhouse' to a high intensity extended
care nursing home did not take place over night. As an almshouse
the attitude toward the poor had been to house them together. But
as times changed the clients changed and the aged began to be housed
in the almshouse. After the death of the Superintendent of the then
City Home {(Richmond Nursing Home), the Director of Public Welfare

took over the job, incorporating the duties into his office. Conditions

lnterview, Peple.



at the Home were not good, but were reported to be better than
the Detention Home or the City-Jail. !

The problem of poor conditions was not so emphasized as
taken for granted. What seemed of major concern at the time was
the fact that children were kept in the Home. The dependent and
neglected children of the City were kept at the City Home for lack
of another place to keep them. This was in violation of a state
law. The average stay was six months and ages were from infants
to teenagers. 2 The problem, not wholely the fault of any adminisg-
trator, continued to face the city. In December of 1954 tuberculosis
patients were also being kept at the Home in lieu of shipment to
Pine Camp, the city's Tuberculosis Hospital. Fear was that the
children might become infected, though separated by locked doors. 3

The month earlier the stigma of staying at the city's
"poorhouse' was reported to have a bad social effect on the children

attending the public schools. Pictures of patients at that time showed

them with their faces blocked out for fear of recognition. The effect

1151'1chrmmd News lL.eader, December 13, 1948,

21bid., December 13, 1948.

31bid., December 12, 1948.
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must have been worse on the children. There were 74 housed there

at the time. = A Times-Dispatch editorial in December advised the

City Council to look into the budget and see what could be done to
clean up the conditions of the Home where the "poorhouse rats'
were being housed. 2 |

‘After several alternatives had been coﬁsidered by the City
Council, it was decided that a larger foster care program for the
City would be the best and most economical method of dealing with
the children. > By June 8, 1956 all children 'had been removed from
the Home to foster homes, freeing thévCity's; conscience.

The other main problem was the up gfading'c;f the institution
itself, The building v}as built at the beginning of the Civil WaAr.
Though b\;ilt well, the years had worn on the structure, e;pecially
with the fa%lure to raaintain repairs and the "léclc of supervision" in

the years of 1948 to 1951. The newly appointed Director of Welfare

IRichmond Times~-Dispatch, Novembear 28, 1954,

2Thid., December 18, 1954.

3(/,\/0’» reo0 Cerrrive From

"Richmond Newspapers, Inc., approximately January 12,
1955, '

4Department of Public Welfare, Annual Report, 1955-56,
(Richmond, Virginia: City of Richmond, 1956}, p. 17.
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in 1951, Mr. Raleigh C. Hobson, bagan what was termed a "crack
down" on the conditions of the Home. ! In that same month
Mr. Robert L. ’G—ordcn was appointed as superintendent, filling
the vacancy created three years earlier. 2

The first moves by Mr., Gordon were to stop the "petty
thievery' and poor utilization at the Home which up till then had
been a '"large municipal rat hole" through which thousands of
dollars had been slipping, $5, 000 in lost sheets and $500-600 on
food savings. Security measures such as an inventory control
system and a high barbed wire fence around the premises aided the
goal greatly. 3

In May of 1952, Mr. Howard Carwile, a candidate for City
Council, attacked the City Home as an institution ""teeming in filth
and brutality." The accusations were denied by the City Depart-
ments of Health and Welfare and Mr. Hobson mentioned the greatly

improved conditions of the Home.4

lrichmond News Leader, May 17, 1951,

21hid., May 26, 1951,
31bid., September 26, 1951.

4Richmond Times-Dispatch, May 31, 1953.




In line with the changing status of the Home, the State
Health Department licensed the Home as a nursing home (July 11,
1953). Renovations, begun in 1952, were progressing well with
80% of the planned work completed. The replacement of the old
wooden porches with the encloged steel and concrete ones was one
of the major projects. At that time it was planned that the insti-
tution serve for another 15-25 years. 1
Renovations and improvements continued and by 1959 the
change was so recognizable that an editorial reported the following
"heartening success story" of the Richmond Nursing Home, once
the City Home:
Once a reeking fire trap, run by political appointees with
no experience in institutional management, the Home today
is a modern little hospital for the chronically ill, It has
ceased to be 2 poor house, a last refuge for penniless
oldsters with no place else to die. . . . In place of the sick
green walls of other years and the pervasive odors of senility,
the visitor to the Home finds pleasant words, professional
nursing services . . . a sense of competent hands at work.

In 1957 the controversy of whether to keep the City Home

or Pine Camp, the City's former Tuberculosis Hospital, arose.

~

1Richmond Times-Dispatch, October 30, 1952,

2nichmond News Leader, May 24, 1959.
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After a study by the Ri;:hmond Area Community Council and a visit
by the Council members to theAtwo institutions, it was decided to
merge at the City Home. Though the City Home grounds were
limited on three sides {Shockoe Valley, Hebrew Cemetery, and
Shockoe Cemefery) and a street on the fourth side, the grounds
and buildings were in better condition than at Pine Camp. 1

As can be geen from Table IV the budget of the Richmond
Nursing Home expanded greatly in the last ten years of operation.
In 1961 the food situation at the Home was called ""below par but
edible.'' Reasons given were costs of food going up, special diets,
patients ﬁot liking to eat powdered eggs or milk, and lack of staffing.
There were 240 patients and enough staff for 180 patients. The plan
was for better care through more money and qualification for more
state and federal aid. z A new laundry was added in November,
1961. >

Renovations were again mentioned in 1962 with replacement

of the last wooden porches, repair to plaster and repainting taking

lnichmond Times-Dispatch, October 29, 1957.

2pichmond News Leader, March 8, 1961.

3Richmond Times-Dispatch, November 9, 1961,
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place. Things were not completely finished when a teenage visitor
reported shock at some of the éonditicns of the rooms still to be
completed. The Mayor of the City invited the girl to discuss the
situation and what was being done for the patients in services as
well ag appearance. Thirty per cent of the renovation remained
and Mr. Hobson, Director of the Department of Public Welfare,
stated that "'All we need is a little patience, a little money, and a
little more time. "}

Money, time and good administration also got the ac-
creditations mentioned at the beginning of Chapter IV, Constant
inspections keep the institution on the upward movement of
standards and services. Critics of the Home now require professional
status and professional consultation.

Mosf_: recent criticism is from the Social Security Adminis-
tration and the Joint Commission on Accreditation of Hospitals,
Letters dated May 21, 1968 and April 30, 1968, notified Mr. Gordon
of approval and accreditation and made recommendations for

improvement while stating their observation of the continuing rise

lRichmond Times~-Dispatch, January 21, 1962.
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in the level of services and constant renovation. | Deficiencies
generally involved incidental ac;counting procedure, staffing and
fire drills. All are in the process of being corrected in the

continuing effort to improve services to the community. 2

Development Problems

In the development of the intensive nursing care services
at the Richmond Nursing Home there are problems connected with
its continuing growth and changing character. Basically two problems
stand out, staffing and financing. Nursing is a nationwide problem
in terms of both salaries and numbers. The Richmond Nursing Home
hés experienced a loss in nursing care hours due to these problems.
Both competitive salaries and training are constantly being utilized

-

in a continuing solution. >

1Lei:ter from Social Security Administration, Department of
Health, Education and Welfare, to Richmond Nursing Home concerning
Medicare licensing, May 21, 1968 (in the files of General Adminis-
tration Division, Richmond Nursing Home). (Typewritten.) Letter
from Joint Commission on Accreditation of Hospitals, John D. Porter-
field, Director, Chicago, Illinois, to Richmond Nursing Home,
April 30, 1968 (in the files of General Administration Division,
Richmond Nursing Home}. (Typewritten. ) ,

2interview, Best, July 16, 1968.

3Interview. Gordon,



58

Miss Margery Peple, Superintendent, Rehabilitation
Therapies Division, reported s;t’aff problems both from salary and
personnel shortage, and spoke of the urgency of the situation due
to incrgasing pressures from the aforementioned increasingly
sicker population of the Richmand Nursing Home. {See pp. 32
& 49.) Medicare, which has made more money available, has
also increased the number of patients seeking care in rehabilitation,
Her prominent need is trained personnel in the field of physical
therapy, particularly physical therapists, where salaries are not
competitive with those paid by the State of Virginia or by insti-
tutions outside the state. Salaries are established on the basis of
those paid by private industry and by the State. Salaries paid by
the City may be as much as 95% of the State's salaries but no more.
This policy of salary comparison is an unwritten rule of the Director
of Personnel--that the City shall not be in advance of the
State or market in salaries. Inflation, if nothing else, necessitates
periodic increases at all levels of government and the City, being
no exception, must increase its salaries to remain competitive.
Physicial Therapists are low in supply and high in demand, many
of them having been assured jobs with agencies before even begin-

ning physical therapy training. Richmond Professional Institute



-

provides a nearby Cccupatiznnl Therapist Training Center from
which aida, tratness and thén»a;;ieta may be drawn. No such center
exista for FPaysical Therapists. Attempts to raige sslaries have
hean made and a recent incraase in Physical Theraplst salaries
has helped. !

For a salary to be raised 2 must first be handled through
the Pergonnel Office. Justification for the increage must include
a atatemeant of where the needed money is 1o come from. An
ordinance is drawn up by Personnel with the Budget Citicer's ap«
proval and City Council holds a public hearing so that citizens may
express themselvog on the matter, With the approval of Council,
the racruiting may begin at the new salary level. 2

In connection with staifing and loads on services, Dr., Hecht
mentioned the good ratio of physicians to patlents in the Home, and
the availability of consultants for the problem treatments and the
clcae proximity of the Medical College of Virginta for special
‘gervices. He also mentioned the emaller outpatieat program which

remained amall because of the heavy load on services from the

}‘Inteéview. Peple

aimerview. Gordon,
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Richmond Nursing Home's population itself. As was mentioned
earlier, a sicker population-requiring more care and the increased
loads from Medicare patients have mainly contributed to the heavy
load. The best program at this moment was that of a n;:onthly
review or more if necessary of welfare éatients in nursing homes
by a Richmond Nursing Home physician. 1 1n1966-67 an average
daily census of 108 patients was treated in 14 proprietary nursing
homes. This program, however, does represent a preventative
measure of great long run economic and individual savings. 2

The financial problem encountered by the Home is patient
payments. With welfare recipients, Medicare patients, Social
Security recipients and private income clients, the billing and
cost accounting is a large job. Mr. Ernest Best, Controller,
dramatized the situation in an interview. Because the Richmond
Nursing Home is the best and most complete facility in the\ state,
particularly with the close proximity of Medical College of Virginia,
the patient population even for a City residual care institution is

quite varied. Coupled with Medicare the billing for cost of treatment

IIn(:erview. Hecht.

ZBureau of Richmond Nursing Home, Annual Report,
1966'67. p. 20.




61
is to multiple agencies, private and public 2g well as the patient
himself. Medicare has meaﬁt better cost accounting and subsequent
new sources of income other than the City, It has also meant an
increase in paper work by 11 times since January 1, 1967. One of
the solutions is a program of conversion to computer billing and
cost accounting conversion to the city anditor's system. The
streamlining will take several years to complete and is élx}éady
under way. 1

During the same 1950-51 to 1966-67 fiscal years, the
financial goal of establishing a self-supporting institution has met
with steady success. General Fund Income was . 6% of the total
cost of operation in 1950-51 while City costs were 99. 4%. Total
cost was $302,733, In 1966-67 General! Fund Income represented
42% and City Costs 58% and though the 1953-54 City Costs were
58. 8% (total cost $381, 404.), the total costs in 1966-67 were
$1, 171, 245. The latter represents a tremendoug increase in

services with a maintenance of General Fund Income proportion.

With the participation in Medicare, better case accounting and

llnterview. Beast.
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billing, and increase in welfare rates, the City's Cost percentage
is estimated to drop to 33. 1% in 1967-68 and to 26, 6% in 1968-69. !

(Table Iil. )

Budgetary Considerations

The Richmond Nursing Héme as a Bureau of the Department
of Welfafe submits its budgetary requésts along with the other city
agencies to the Bureau of Budget of the Gity Manager’s Office.
Before submission the Administrator goes over the requests of
each division with the division head. It is and has been the Adminis-
trator's policy to request no more than is necessary, neither over
nor under estimating needs due to inflation or plén of growth. The
Budget Officer, of course, is aware of plans and difficulties and
follows as closely as possible é.cticms taken. The same scrutinizing
then takes place on the department level.

The Department of Welfare's Budget is submitted to the
Budzet Bureau. Before final submission to the City Manager for
City Council's approval, each department and bureau is expected to

and does meet with Budget Officers for justification of its items,

lBureau of Richmond Nursing Home, Annual Report,
1966-67, p. 5.




63

In other words, they must fight for their appropriations. In the end,
the Budget Officer makes hié decision based on what monies the
City Manager will alléw him. Priorities are served and other items
may be delayed or denied. ! City Council seldom cuts the budget
although it may demand justifications and explanations for any part.

Control over the budget once appropriations have been made
is in the hands of the City Manager. The exception to this is ina
transfer of funds between departments of the city. As the end of
the fiscal year approaches, original appropriations do not always
meet the costs asg planned. Some departments and bureaus of
departments may have been able to spend less than was appropriated,
some more. If the city's costs have been high during the year, such
ag geveral heavy snow falls with the cost of clearing the streets,
| the City Manager may have instructed the Budget Officer to keep
costs and expenditures on the minimum side or to "freeze'" funds
until it is determined what will be the savings near the end of the
year. Major equipment purchases, such as fire engines, may be

delayed until May or June when a way is seen for obtaining the funds

Ynterview with Mr. G. P. Leveque, Acting Head, Bureau
of Budget, Officeof City Manager, City of Richmond, June 18, 1968.
Hereafter cited as Interview, Leveque.
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and from where. '

Transfers of funds ére made often between bureaus at
the end of the year, such as between the Social Scrvice Bureau and
the Bureau of the Richmond Nursing Home. A small savings in one
may mean a transfer to the other where a small deficit may be
likely.  Transfers may be made between divisions in the bureau,
also, Control of transfers are as follows: Transfers between
departments of the City are with the City Manager's recommendations
and require the City Council's approval; Transfers between Bureaus
of a department are on the recor;zi;‘xendation of the department director
and require the approval of the City Manager and Budget Officer;
finally, transfers between divisions of a bureau are with the recom-
mendation of the bureau administrator, may carry the approval of the
department director and require the approval of the City Manager
and Budget Officer. The actions are administrative except between
departments, but the City Manager, of course, remains responsible

for any actions to the City Council, the elected body of the City. 2

Haterview, Best, July 16, 1968.

2Thid.
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In the Budgetary Message of the City Manager to the City

Council, the fairly detailed considerations of the government are
explained in terms of increases and major items of concern. The
Richmond Nursing Home in the 1968-69 budget, which was not cut
by Council, showed additional personnel and a few large items of
maintenance and replacement. 1

Table IV gives a ten year study in general of what _has
happened in terms of reqﬁests and appropriations. Table IV
should be take; as very general, each year being different in its
needs. Quantities of funds deniad or delayed to the following year
do not necessarily reflect the results on the Home's cfforts to
maintain standards of care. Timely availability of money may
have meant success or failure, or a request may be delayed until
the following year without serious consequences. 2 An example of
such a need in the past, which is still unsettled, is the position of
Food Service Supervigsor. Reguired by both State and Medicare laws
are six Food Service Supervisors. There are none presently

employed. Six were requested in the last budget, the Personnel

1alen F. Kiepper, Budget Message from the City Manager
to the Honorable City Council of the City of Richmond, City of
Richmond, Virginia, April 5, 1968, PP. 59-60.

2In!:erview. Leveque,
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Department authorized only three positions whose saiaries are not
competitive. Finally the spéc’u’ications for hiring such Supervisors
have been in the Persgonnel Board since February 1968 where no
action has been taken. Should the Dietician who is quite near
retirement age and who herself is covering for the vacant positions,
becomé seriously ill and/or retire, the now critical situation
would become even worse. Lack of flexibility would seem to be
indicated in the ability of the Personnel Department of the City
to quickly act and upon the Budget Bureau to grasp fully the needs
of an institution with characteristics close to that of a general
hospital,

The most recent example of a need deferred was the
1967-68 request for personnel in the General .\dministration to
cover the increase mentioned earlier, in administrative work,
due to the Medicare cost accounting. The additional staffing should
have brought additional revenue from outside the City, thus paying
for itself, but the appropriations were not available until 1968-69.
Other unusual increases have often been in salaries which affect
greatly an institution of such a service nature where personnel is

the biggest cost and operating factor. !

Interviews, Best, April 8, 1968, and Leveque.
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In terms of requests during the ten year period (1959-60 to
1968-69) cloge to one milliaﬁ dollars was denied or deferred in
actual appropriations. With the character of the Richmond Nursing
Home having changed from an almshouse to an intensive care nursing
home, there has been an increase in appropriations of 99. 2%, a
budget request granted of 90. 8% and deferred or denied requests
of 9. 2%. !

Mr. G. P. Leveque praised the growth of the Richmond
Nursing Home as he has seen it in his 14 years of city government
work {(seven years in the Personnel Departmeat and seven years
in the Budget Bureau). His concern is with a just policy in dealing
with the agencies and especially the Richmond Nursing Home where

both the growth and the needs have been great, .

Program Comparison

Comparison of nursing homes is a rather difficult task
and calls for expert opinion due to the difficulty of converting
seemingly comparable institutional statistics into truly comparable

ones. In the most recently proposed addition to the Richmond Nursing

1Iru:ervie\ar. Best.

2Intervi‘ew, Leveque.
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Home, that of a new dietary facility annex, such a survey of in-state
institutions was held and proﬁded interesting coymparisons not un-
favorable to the Richmond Nucrsing Home.

The survey was requested by the City Manager of Richmond
as an inter-departmental review by Works and Welfare based on data
from the State Department of Health., Criticism had arisen at the
federal level where grant-in-aid funds had been requested and
justification of the size of the dietary areas was in doubt, It was
felt that at that level the proposed size of the annex was too large
for a 200 bed facility. A group of five persons visited the institutions
listed in the Department of Health's letter as comparable to the
Richmond Nursing Home. The five persons were, the Administrator
of the Richmoad Narsing Home, the Superintendent of Structures,
Department of FPublic Works {Richmond), the Budget Examiner

{(City of Richmond}, a Food Service Consultant for the City of

1Intra‘city correspondence from Director of Fublic Welfare,
City of Richmond, to City Manager, City of Richmond, concerning
review of Diétary [Facilities: Proposed Annex to Richmond Nursing
Home, January 22, 1968, pp. 3-4, (in the files of the General
Administration Division, Richmond Nursing Home). (Typewritten,)
Hereafter cited as Director, Intra-city.
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Richmond and the Director of Public Welfare (Richmond). 1 The
result of the ficld trips was fhe full justification of the previously
proposed size of the dietary area. The farility is scheduled to be
built in the next several years, 2

There were seven institutions proposed for the field trips
of which six were visited, the seventh not having been constructed.
The institutions were both government and proprietary in operation.
Of the six, four were found to be not comparable by the five member
group. The other two were found to be comparable with the Richmond
Nursing Home. The two institutions will be identified as Institution A
and Institution B.

Institution A is a long term public facility licensed as a
hospital in the City of Norfolk. Approximately 50% of the patients
treated there are welfare recipients. The physical plants are ap-
proximately the same size and the organization and staffing is for
comprehengive medical, nursing and rehabilitation services. The
difference basically is that of philosophy of care or accent on re-

habilitation of patients. Of Institution B, also a public institution of

lGarletti, Nursing Home Administration, pp. 1-2.

2Director, Intra-city, p. 7.
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the Newport News area, the farility is public in operation and most
of the patients are welfare clients or medically indigent. The hospital
i not certified for Medicare though staffed to provide medical,
nursing, and some rehabilitation services. Basic differences are
philogsophy of care, type and number of patients treated, personnel
and operation. Table III chows pertinent statistics in comparison
with the Richmond Nursing Home.

Of the threce institutions the Richmond Nursing Home has
the smallest area population but serves an age 65 and over population
within that area which is larger than the other two. The Richmond
Nursing Home has the smallest bed capacity, the smallest average daily
censusg, the smallest total days of care and the smallest average
treatment period, Aithough Richmond has the largest average daily
cost, the average treatment cost is less than Institution A and more
than Institution B. Richmond treats approxzimately the same number
of patients but digcharges mo=e than twice the number of Institution A

and four times the number of Institution B. In spite of the difficulty

1Depa.rl:mwam: of Public Welfare, Special Report Hill-Burton
Program, Richmond Nursing Home, " Addition to East Building, "
(unpublished supporting papers), 1968 (in the files of the General
Administration Division, Richmond Nursing Home). (Typewritten.)



71
of evaluating without including the community facility variables such
as diseases, diabilities and other facilities, one point atands out
clearly--the philosophy of care. Reflected in the statistics is the
intensive treatment center of the Richmond Nursing Home striving
for the most complete treatments in the shortest period of time with
economy of time, effort and life the results. "The long term program
is undoubtedly the most expensive and least productive program."

An example in Virginia would be in her mental hospitals where those
65 years and over comprise 30. 8% of the resident population, 3,500
persons, and where a relatively high percentage have only minor
psychiatric problems. Cost of treatment could be reduced by
adequate non-psychiatric facilities at family residence where possible,
freeing the more intensive facility for its proper function. The
principles of economy and preventive medicine are sound in any
setting. 1

Specific advantages éhown from the Richmond Nursing

Home's pattern of operation (1965 comparative year) are

1Hiram W. Davis, "Geriatric Study Commission Asked by
Hospital Board, " Mental Health in Virginia, Vol. 18, No. 1
(Richmond, Virginia, fall, 1967}, p. 13.
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1) the lower treatment period per patient receiving maximum
benefits (Richmond Nursing Home - 121 days, Institution A -
200 days, Institution B - 200 days); 2) higher number of
patients treated per bed (Richmond Nursing Home - 3,01,
Institution A - 1.65, Institution B - 1.84); 3) highest number
of patient discharges under intensive care (Richmond Nursing
Home -~ 219, Institution A - 90, Institution B - 51); and 4) lowest
number of discharges due to death (Richmond Nursing Home - 158,
Institution A - 160, Institution B - 214), The philosophy has begun
to show undeniable success. !

" A thorough comparison with an out of the state facility
of a2 similar nature or, indeed, within the general field has not
proved possible. Had it not been for the investigation of the seven
facilities in Virginia by the professional group, evaluation and
comparison would not have been so complete with:in Virginia. |
Willingness to make such information available often carries the

understanding that it will not be publicized. Undeveloped means

Ifvaluation of Comparative Institutions, Chronically Ii1
Public Facilities in Virginia, 200 bed and over (unpublished in-
formation), Department of Public Health, for Calendar Year 1965,
pp. 1 and 2 (in the files of the General Administration Division,
Richmond Nursing Home). (Typewritten. )
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of accounting may very well make comparisons impossible. A
small proprietary nursing home has no real or pressing demand to
account on the scale and in the depth of a large municipal nursing
home. In fact, there is a real question as to whether'ilt is generally
realized in the field that comparative statistics are in demand but

not in supply. = In the 1967 book Adult Health by two prominent

doctors and educators such absence is noted.
Strangely enough, despite the fact that practically
every state department of public health and a number of
local health departments have an identifiable unit that
is concerned with adult health, there is little reference
material on the community aspects of the problem of
adult health and chronic disease control.
Some general indications of developing programs do exist
and movement to publish in the area may be dated generally from
the late 1950's and early 1960's. Mentioned in The Annals {1963)

was the changing character of the old almshouses to the "revitalized"

positions of nursing homes with rehabilitation prozrams. 2 Such, of

, 1}S‘rank W. Reynolds and Paul C. Barsam, Adult Health,
Services for the Chronically Ill and Aging {(New York: Macmillan
Company, 1967}, p. vii. Hereafter cited as Reynolds, Adult Health,

2)Milton I Roemer, "Changing Patterns of Health Service:;
Their Dependence on a Changing World," The Annals of the American
Academy of Political and Social Science, Thorsten Sellin, Editor,
Vol. 346 {Philadelphia: March, 1963), p. 50.
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course, was the case with the Richmond Nursing Home. Growth
continues into the category of a hospital for the Home; and in
general, such growth causes the wide variety of services and
sizes that may go to make up the definition of a "nursing home. "

Endorsed by Adult Health is the newly evolving concept

of “"progressive patient care, " the matching of a patient's needs
to an institution with a corresponding level of care. This concept
necessitates affiliation of the institutions in the community at the
different levels of care and coordinated efforts. !

\‘ ‘Aﬁ"examplé of an affiliatioﬁ and movement toward higher
community service is the Brookline, Massachusetts community
where nursing homes are the third largest iﬁdustry. With the local
health department {the state does the licensing) acting as a neutral
coordinator, the private sector, prépriétary nursing homes, are
coordinated with a voluntary hospital., Involved in the éffort are
volunteers of professional and non-professional lévels, the
Massachusetts Federation of Nursing Homes, and the Massachusetts

Dental Society. The nursing homes are of a wide variety, There

are 23 participating with beds totaling 600, A home may have from

1Reync’ldas, Adult Health, pp. 27-28;
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9 to 105 beds, ' At the time of publication, the homes in conjunction
with the hospital had improved dietary, dental and recreational
programs and had economized through sounder financial methods,
permitting improved services at the same costs and charges, !
Important to the movement was the goal to involve and include the
private sector of the economy,
The major barrier to better care for nursing home

patients ig largely due to the historic isolation of the

proprietary nurging home from the mainstream of

medical care, A cooperative effort by a health depart-

ment and hogpital can do so much to break down the

barriers between the nursing home and other community

resources and can establish a frame work for the continuity

of patient care between the hospital, nursing home, and

community.
The Department of Public Welfare coordinates and works with the
Richmond area involving principally the Medical College of Virginia,
the Richmond Nursing Home and the 14 community proprietary
nursing homes. As was mentioned earlier, services are provided

for the patients by the Department through the Home: 3

11, eon J. Taubenhaus, et al., "A Public Health Approach
to Nursing Care," American Journal of Public Health and the Nation's
Health, Vol. 59 (New York: American Public Health Association,
1964)’ ppu 53‘57.

Zlbid.. po 580

3Bureau of Richmond Nursing Home, Annual Report,
1966"67' po 43.
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A final indicator of progress in the field toward the newer
nature of nursing homes is in architecture. The movement has been
affected by Medicare which offers payments up to 100 days of care.
The "extended care" facility (offering extensive services close to
those of a hospital) is being adopted in planning for joint care and
- residential areas. Both the social and medical aspects for the
elderly are attempting to be secured.

In Portola Valley, California, Sequoia Nursing Home has
a combiﬁation health center afxd adjacent housing project for the
elderly. A similar projected combination of the health care center
and residential unit is being planned for a Danish community in
San Rafael, California. Several other community actions of this
design are planned in such places as at Gibson Community Hospital
(an annex), Gibson City, Ilinois; Regina Memorial Hospital,
Nursing Home and Residence, Hastings, Minnesota; St. Francis
Extended Care Hospital, Charleston, West Virginia; Capistrano
By-the-Sea, Dana Point, California (partially completed); and
Forbes Pavillion Nursing Home, Pittsburgh, Pennsylvania (now in
operation), ! Perhaps these evidences of filling the community need
show a growing awareness of the needs in the field of nursing homes

and services.

ltNursing Homes, " Architectural Record (New York: McGraw-
Hill, Inc., October, 1967), p. 169-76.




CONCLUSION

The Richmond Nursing Home has been economical in its
developmenf.. The monies it hés were used in the best ﬁosaible way.’
Success over the period of 1951 to 1968 has been based on long run
planning and preventative medicine. To be economical means to
save‘more lives. To be economical means happier lives. To be
economical means a hard job done well,

In no field is the result of an economical operation more
measur‘able in human lives than the medical field. Care at the
level needed af the least cost means satisfaction to all those con-
cerned, be he patient, employee or administrator. To accomplish
the task o‘f ebonomical operations is difficult in the complexities
of a large institution; they were done well and with justifiable
saﬁsfaction.

The motivated staff and administration of the Richmond
Nursing Home applies w>e11 researched methods and in efficiency,
if not method, leads the field in services rendered. A continued
growth consistent with past performance can be expected from the

Home in the future.
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AVERAG: PERIOD OF TREATMENT

ADULT PATIENTS ONLY

TABLE 1

1951-52 - 1966-67

79

196667

200

Total Total Adult Average Stay (days)
Fiscal Total Days Patients of Patients
Year Beds of Care Treated Treated
1951-52 400 96, 788 + 541 - 179
1952-53 400 95, 929 % 564 = 170
1953-54 400 102,370 4 532 = 193
1954 .55 368 96, 234 2 505 = 191
1955-56 350 87,534 + 521 = 168
1956-57 350 85,217 .. 473 = 180
1957-58 350 89,695 + 550 = 163
1958-59 350 89,460 + 560 = 158
1959-60 = 350 86,171 + 594 = 145
1960-61 300 85,180 + 587 = 145
1961-62 250 77, 860 + 547 = 142
1962-63 250 72,334 + 520 = 139
1963-64 250 66,578 +* 554 e 120
1964-65 200 70, 365 4 540 = 120
1965-66 200 62,178 4+ 572 = 109
62, 909 + 541 = 116

In summary, when comparing 1951-52 with 1966-67, the improved
patient services have made it possible to treat the same number of

patients in one-half of the total beds and in 33, 879 fewer patient

days.

Source: Bureau of Richmond Nursing Home, Annual Report,
1966‘67. po 45-
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TABLE II

SPECIAL SERVICES IN THE RICHMOND NURSING HOME

1.

10.

ll.

i2.

13.

14.

15.

16.

17.

18.

Ambulance Service (with dispatcher and ambulance drivers)
Barber Shop {with barbersj

Beauty Salon {with hairdressers)

Chapel and Chaplain Service Area (with chaplain)

Dental Clinic (with dentist)

Laundry within facility (with laundry personnel)

- Medical Records {with medical records conesultant)

Medical Social Service {with medical social workers)

Cccupational Therapy Area (large, with occupational therapists)

Optometry Facility (with opthalmologist)

Pathology Laboratory {certified, with pathologist)
Pharmacy {licensed, with registered pharmacists)
Physical Therapy Area (large, with physical therapists})
Podiatry Service Area (with podiatrist)

Security Service Area (with property patrolman)

Speech Therapy (with speech therapy consultant}

Staff Physicians (see organization and staff)

Volunteer Service Area (with supervisor of volunteer workers)

Source: General Administration Division, Richmond Nursing Home.



TABLE III

DEPARTMENT OF PUBLIC WELFARE
Richmond Nursing Home
Source of Funds 1950 - 1969

]

e

Total Expen- General
Fiscal Years ditures 100% Fund Income Percent City Cost Percent
1950-1951 302,733 1,775 .6 $300, 958 99.4
1951-1952 307, 850 2,317 .8 305,533 99.3
1952-1953 406, 406 12,749 3.1 393, 657 96.9
1953-1954 _ 381,404 : 157, 263 41.2 , 224, 141 58.8
1954-1955 490, 170 257,728 52.6 232,442 47.4
1955-1956 536,871 256, 195 47.7 280, 676 52.3
1956-1957 489,041 250,894 51.3 238, 147 48.7
1957-1958 618,329 268,912 43,5 349,417 56.5
1958-1959 706,885 322,557 45. 6 384, 328 54.4
1959-1960 756, 905 343, 655 45, 4 413, 250 54.6
1960-~1961 819,534 374,372 45.7 455, 162 54.3
1961-1962 851,642 363,522 42,7 488, 120 57.3
1962-1963 878, 110 352, 638 40.2 525,472 59.8
1963-1964 956, 755 308, 756 32.3 647, 999 67.7
1964-1965 986, 710 326,55% 33.1 660, 155 66.9
1965-1966 1,072, 189 411,125 38.3 661, 064 61.7
1966-1967 1,171, 245 491, 781 42.0 679, 464 58,0
1967-1968 (Est.) 1,311, 250 877,530 66.9 433,720 33,1
1968-1969 (Est.) 1,437,100 1, 054, 700 73.4 382, 400 26,6

Source: General Administration Division, Richmond Nursing Home.
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TABLE IV

RICHMOND NURSING HOME

A TEN YEAR STUDY OF BUDGET REQUESTS

AND APPROPRIATIONS

82

g rnvin

1959-60 1960-61 1961-62 | 1962-63 | 1963-64
Budget ‘ :
Request 835, 887 869, 998 983,819 | 886,759 | 992, 500
Initial Appro-
priation Grant 725, 500 820, 000 854, 000 [ 871, 250 | 890, 215
Difference 110, 387 49, 998 129,819 15,509 | 102, 285
Initial % of Re-
quest Granted 86. 3 94, 2 86, 8 98. 2 89.7
Amt. Increase
Granted Over
Prior Year 18, 615 94, 500 34, 000 17, 250 18, 965
Initial % In-
crease Granted
Over Prior Year 2.6 13. 0 4.1 2.0 2.2
Additional Ap-
propriations 34,833 . 13,210 | 79,519
Total Ap~-
propriation 756, 948 820, 060 854, 000 | 884,450 | 969, 734
Actual % of
Request 90. 6 94,2 86.8 99.7 97.7
Actual % In-
crease Granted
Over Prior Year 7.1 13.0 4,1 3.6 9.6
Deferred or
Denied 9.4 5.8 13,2 0.3 2.3

Source: General Administration Division, Richmond Nursing Home.



TABLE

IV-«Continued

83

196465 1965-66 1966-67 1967-68 1968-69
i, 087, 058 1, 124, 756 1, 242, 659 i, 655, 907 i, 698,879
1,003, 000 1, 048, 800 1, 174, 100 1, 247, 860 1,437, 100
£4, 058 75, 956 68, 559 408, 107 261,779
92.3 93,2 94.5 75.3 84,6
i12, 785 4%, 860 125, 30D 73,700 189, 300
12.7 4,6 11.9 6.3 15, 2
30, 000 32,420 . . 63, 450 71, 100%
973, 000 1,081, 220 1, 174, 100 1,311, 250 1, 508, 200
89.5 96. 1 94,5 79. 2 88. 8
0.3 11.1 8.6 11.7 15.0
10.5 3.9 5.5 20.8 11. 2
¥ Estimated
Increase in appropriation in 10 years 99. 2%

Budget Request Granted, As Requested - 90.8%
Deferred and Denied Requests

90 20/10
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