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THE EESULTS of a study of the rehabili¬
tation potential of a disabled public assist¬

ance population in a group of proprietary nurs¬

ing homes in New York City suggest that these
patients have an extremely limited potential for
improvement in self-care.
In this report some of the findings based on

objective tests of self-care change and clinical
observations of response to medical rehabilita¬
tion services are interpreted in relation to the
sociomedical characteristics of the study popu¬
lation. Preventive and therapeutic implica¬
tions for nursing home residents are discussed.

Background of the Study
Mounting public and professional concern to

improve the well-being of the more than 4,500
persons residing in proprietary nursing homes
in New York City in 1958 stimulated this inves-
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tigation. Although surveys of nursing home
residents in New York State indicated that these
patients had a relatively low rehabilitation po¬
tential (1,2), it was generally accepted that
rehabilitation services could be effective if
limited to selected patients (S^).
Medical rehabilitation services were used to

determine whether the self-care skills of a dis¬
abled nursing home population could be suffi¬
ciently improved or maintained to justify the
wider application of a maximum rehabilitation
effort to all disabled nursing home residents.
The study population was unselected from the
point of view of anticipated rehabilitation
benefit.
The specific questions which this study sought

to answer were:
. Would a large-scale medical rehabilitation

program offered to physically disabled patients
in nursing homes or by transferring them to
rehabilitation hospitals significantly alter this
population's level of self-care ?

. Could subgroups be identified in retrospect
who would differ significantly in their response
to rehabilitation treatment?

Research Design and Methods

An experimental design employing matched
samples of randomly assigned treated and un¬

treated patients was established. Differences
in self-care status prior to and following 1 year
of treatment were measured. The change
criteria were levels of function in ambulation,
dressing, feeding, toileting, and transfer skills
(5).
All public welfare recipients residing in a
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group of proprietary nursing homes in New
York City were reviewed by qualified physia-
trists. All such patients with physical impair¬
ments limiting functioning in one or more

self-care areas were included in the study,
without regard to predicted benefit from re¬

habilitation services. Patients without such
impairments or with impairments but for whom
rehabilitation treatment was medically contra-
indicated were excluded. Two treatment
groups (B and C) and a control group (A),
each composed of approximately 100 patients,
were drawn from 11 nursing homes. To guard
against the possible halo effects of the treated
groups upon the untreated controls, a second
control group (D) of similar size was selected
from an additional four nursing homes.
All study patients were transported to a hos¬

pital testing site where their initial levels of
self-care function were determined by a special
testing team. These evaluations were repeated
following a year's treatment. The testing team
was not informed of the group assignments of
the patients nor were the results of the initial
evaluations made known to the treatment
personnel.

Prior to or shortly after initiation of the
treatment programs, psychological, medical,
and social and demographic data were obtained
on the patients (6). Throughout the study, the
rehabilitation treatment teams collected clinical
data on the patients.
Two medical rehabilitation programs were

developed.
Nursing home treatment. Patients assigned

to group B were treated in the nursing home
where they resided by one of two mobile
rehabilitation teams. All patients were fully
evaluated by a rehabilitation team consisting of
a physiatrist, a social worker, physical and oc¬

cupational therapists, a speech therapist, a

nurse, a psychologist, and a group worker. The
team devised and carried out a therapeutic pro¬
gram for each patient. When patients had de¬
rived maximum benefit from rehabilitation
services, maintenance programs were instituted.
Consultation services, as well as appliances and
prostheses, were obtained from the cooperating
official agencies, who retained medical responsi¬
bility for the patients. Primary nursing re¬

sponsibility was retained by the nursing home
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staffs, with whom the rehabilitation teams estab¬
lished close working relationships.
Hospital treatment. Patients assigned to

group C were transferred from the nursing
home to one of five cooperating rehabilitation
hospital centers to be given treatment there.
The study's medical social work staff was re¬

sponsible for initiating the transfers and for
obtaining the cooperation of the patient, mem¬
bers of his family, and the cooperating agencies.
Close liaison was established with the hospitals
to facilitate the patient's return to the nursing
home following completion of active treatment.
During the remainder of the treatment period
the rehabilitation teams described above sup¬
plied maintenance services to the patients who
returned from the hospitals. Patients assigned
to this group who were not willing to be trans¬
ferred to the hospital from the nursing home
were not treated by the study rehabilitation
teams.

Controls. The control patients (groups A
and D) received no treatment from the rehabili¬
tation teams. However, they continued to re¬

ceive the usual care and services in the nursing
homes. Their self-care status was measured
prior to and following the study period in the
same manner as that of the treated patients and
by the same special testing team.

Results

1. Among the early findings of significance
for nursing home programing were those stem-
ming from selection of the study population.
The physiatrists who screened the public as-
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sistance population surveyed more than 2,000
patients in 15 proprietary nursing homes in
order to obtain the study sample of 407 patients.
Nearly 60 percent of the patients surveyed were

judged to be fully independent in self-care and
ambulation and were excluded from the study.
Rehabilitation treatment was contraindicated
for more than half the remaining 40 percent,
either because they were totally incapacitated
or because their prognosis for survival was

poor.

The study population had a greater incidence
of musculoskeletal and neuromuscular disabili¬
ties than the excluded "self-care independent"
group. A review of a small sample of the ex¬

cluded "self-care independent" patients sug¬
gested that in this group cardiovascular-renal
medical conditions predominated.
These data suggest that there may be at least

three quite different patient groups in nursing
homes, each with different needs and require¬
ments. These groups, differentiated largely by

Table 1. Percentage distribution 1 of differences 2 between initial and final scores, by self-care area

according to assigned group

1 Excluding losses.
2 + = lst score<2d score; 0=lst score= 2d score;
= lst score >2d score.
3 Ability to transfer from wheelchair to bed, or vice

versa.

4 Transferred to hospitals for rehabilitation treatment.
5 Refused transfer to hospitals; not treated.

Table 2. Percentage distribution 1 of differences 2 between initial and final scores: all self-care areas

according to whether treated or untreated

Excluding losses. 4 Includes group B patients and those group C
2 + = lst score >2d score; 0= lst score = 2d score; patients who were treated in hospitals.

=lst score <2d score. 5 Includes patients in groups A and D, and untreated
8 Ability to transfer from wheelchair to bed, or vice group C patients (refusals).

versa.
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their medical condition, include: (a) ambula¬
tory and self-care independent patients with
predominantly cardiovascular-renal conditions,
requiring minimum nursing care and super¬
vision; (b) patients with neuromuscular and
musculoskeletal impairments, requiring some

assistance in self-care and ambulation; and (c)
patients who have overwhelming medical prob¬
lems or who are so severely incapacitated that
they require maximum nursing care and assist¬
ance in self-care for the limited period of their
expected survival.

2. Comparison of differences in self-care
status of the study population initially and at
the end of 1 year indicated that neither re¬

habilitation treatment in a hospital nor in a

nursing home significantly altered functional
status (table 1). Similarly, when all treated
patients are compared with all untreated
patients, levels of self-care and ambulation
were not favorably altered by treatment (table
2). These results suggest then that the dis¬
abled nursing home population, as a whole,
showed little or no potential for improvement
in self-care status when given rehabilitation
treatment.
In considering the broader implication of this

finding for nursing home programing it is
important to note that large numbers of these
patients performed initially at independent or

nearly independent levels of self-care when
tested at the hospital (chart). These initial
high levels of function are performances under
test conditions and at sites removed from the
day-to-day living situation. Thus, the possi¬
bility of demonstrating improvement in func¬
tion upon repeat testing was limited.
The study group's self-care abilities at the

hospital were in marked contrast to their ob¬
served functional levels and debilitated clinical
appearance in the nursing home. This is all the
more remarkable when one considers that nurs¬

ing home patients with no physical impairments
limiting self-care function were excluded from
the study. This finding, coupled with clinical
observations of higher levels of patient func¬
tion under certain stimulating social conditions,
suggests that there is a discrepancy between the
self-care capacities of these patients and their
levels of performance in the nursing home.
Therefore, activities designed to stimulate,

motivate, and aid disabled nursing home pa¬
tients in using their physical capacities for self-
care might be more appropriate than extensive
clinical programs seeking to "restore" or im¬
prove physical functional skills.

3. Our findings relating to mortality, hospital¬
izations (tables 3 and 4), and numbers of prior
hospital and nursing home placements are sug¬
gestive of the medical "fragility" of this group
of disabled public assistance recipients. The
rehabilitation treatment programs failed to in¬
fluence favorably hospitalizations and mortal¬
ity. The rehabilitation teams felt that the con¬

sequences of illnesses not requiring hospitaliza¬
tion, as well as of those serious enough to cause

the patient to be hospitalized, were a serious
obstacle to the teams' therapeutic goals for pa¬
tients. These illnesses resulted in frequent and
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sometimes long absences from therapy due to
bed confinement, physical restrictions during
recovery periods, increased fatigue and decon-
ditioning, and loss of previous gains resulting
from treatment. Improved methods for meet¬
ing their basic medical care needs are essential
to successful rehabilitative efforts designed to
improve the functional ability of this group.
Attempts to develop more effective patterns of
medical care for nursing home patients have re¬

cently been reported (7-9).
4. A review of some of the salient social

characteristics of the nursing home public as¬

sistance population indicates that the study
population is a selective one ethnically and
socially.
The disabled population in this study re-

sembled other nursing home populations (10-
12) with respect to age and sex. The modal
age was in the 70's, and women predominated
(table 5). A comparison of the disabled popu-

Table 3. Percentage1 distribution of patient
status at the end of 1 year

Table 5. Distribution of patients, by assigned
group, according to sex and age level

Patient status

In nursing home_
Deceased_
In hospital8_
Transferred to other facil

ity-
Unknown_

Total

70
19
8

3
0

1 All percentages are approximate.
2 A and D, controls; B, treated in nursing home; C,

treated in hospital.
3 Does not include group C referrals.

1 Percentages by age are based on 403 patients on
whom this information was known.

lation with a sample of the excluded "self-care
independent" population showed that the latter
were older (modal age in the 80's) and also con¬

tained a greater proportion of women to
men. Aside from these age-sex differences and
the medical and functional differences, the two

groups were similar with respect to the char¬
acteristics of the disabled population, described
below.

Fifty-seven percent of the public assistance
patients in the study were native-born, and
nearly half of these were born in New York
City. A significant percentage (19 percent)
were southern-born. Of the 43 percent who
were foreign-born approximately one-half were

born in western Europe. Negroes constituted
26 percent of the study population, and the
majority were southern-born. The population

1 Does not include planned referrals to rehabilitation centers.
2 No information on 5 patients (2 group A, 2 group C, and 1 group D).
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was nearly evenly divided between Protestants
and Catholics, approximately 43 percent each,
and a relatively smaller number, 5 percent, were

Jewish.
Distribution by occupations and age at "re¬

tirement" from gainful employment is shown
below.
Occupationx Percent
Never worked_ 1. 6
Housewife_19.4
Domestic worker_14.0
Semiskilled and unskilled labor_40.2
Skilled labor_15.0
Clerical and sales_ 3.4
Professional, technical, and managerial_ 6.5

Age (years) 2

Under 40_ 2.3
40-49_16. 0
50-59_23.2
60-64_15.1
65 and over_41. 6
65-69_22. 7
70-74_13.3
75 and over_ 5. 6

1389 retirees.
2 339 retirees, 1.8 percent of whom had never worked.

The vast majority of the study population
had been semiskilled and unskilled workers,
many in occupations which had apparently not
been covered by old age and survivors insur¬
ance. Many of the women were southern-born
Negroes who had been domestic workers. Many
of the men seemed to be "rootless," unattached
persons of marginal socioeconomic means whose
financial situation probably induced them to
work well beyond the "normal" retirement age.
We did not find a significantly large number of
persons of middle-class origin who had
"drifted" into the public assistance nursing
home population because of the financially im-
poverishing impact of chronic illness.
Thirty-two percent of the study population

had never married, and only 8 percent of those
who had married had a surviving spouse. Two-
thirds of the ever-married were widowed and
approximately one-third were childless. Forty
percent had one or two children, and the re¬

mainder had three or more. However, of the
ever-married who had had children, approxi¬
mately 60 percent had no children in New York
City, and an additional 20 percent had only one

child living in the city.

At the time separation from community liv¬
ing was effected, nearly two-thirds of the study
population lived alone (55 percent), shared a

domicile with friends (5 percent), or lived in
other nonfamily community residences (6 per¬
cent).

Table 6 shows years on public assistance,
length of time since separation from community
living, and duration of current nursing home
placement. Approximately 50 percent had been
in the current nursing home for less than a year.
Nearly 50 percent, however, had been separated
from community living for 3 or more years, and
nearly 60 percent had been receiving public
assistance for 5 or more years. It is clearly
evident that the study population includes large
numbers of persons whose dependence upon the
public assistance agency for economic support
and medical and social services had been estab¬
lished long before their separation from the
community and their eventual placement in a

nursing home became necessary.
Seventy-five percent of the study population

were placed in the nursing home following a

prior placement in an acute hospital. Twenty
percent came to the nursing home directly from
their community residences. The remaining pa¬
tients were transferred from other hospitals and
institutions for the aged.
Our data do not allow us to understand fully

the basis for the cultural, familial, and social
composition of the disabled population in nurs¬

ing homes, perhaps because the study sample
was restricted to homes in a specific area of the
city. We suspect though that it may be due in
large part to the relatively small number and

Table 6. Percentage distribution of study popu¬
lation, by years on public assistance, years
separated from community, and years in cur¬
rent nursing home
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selective character of voluntary and public
facilities available to the chronically ill aged in
New York City. As their medical conditions
progress and worsen, disabled persons become
increasingly unable to meet the requirements
for physical functioning necessary in their com¬
munity living situations. Particularly "at
risk" of nursing home placement are individuals
living alone or with friends, relatives, and chil¬
dren. Overcrowding and lack of someone to
assist with self-care or with some routine
nursing procedure or to provide some social
supervision make other living arrangements
necessary. Subgroups are "siphoned" off to
particular facilities according to religious af¬
filiation, economic status, family intactness and
interest, ambulatory and self-care status, and
other distinctive factors (13). What is left
seems to be a residual group of chronically ill
and financially dependent persons, some too dis¬
abled to be eligible for care in facilities requir¬
ing ambulatory independence, others without
actively interested families, and all drawn from
low and marginal socioeconomic groups.

5. Another set of patient characteristics of
significance to nursing home programing is
suggested by the response of this disabled public
assistance group to rehabilitation programs and
to our clinical staff.

Clinically the patients were apathetic and
reluctant participants in the rehabilitation pro¬
gram. Less than half of those offered treatment
in hospital centers (group C) elected to partici¬
pate in the program and then only after in¬
tensive and "exhortative" efforts by the
casework staff.
The general impression of the rehabilitation

teams who treated patients in the nursing home
indicated considerable unwillingness and reluc¬
tance to participate in the formal exercise, con-

ditioning, and other "physical" therapeutic
activities offered in medical rehabilitation set¬
tings. For many patients the relevancy of these
activities to their more immediate problems and
concerns was less than apparent. When, how¬
ever, these modalities were embedded in group
social and recreational activities apathy and
reluctance were less noticeable. Most patients
looked forward to the therapeutic sessions.
their contacts with the staff and with other
patients.and often seemed willing to "endure"

the physical demands of these sessions for their
pleasurable social association.
There was little evidence that patients con¬

tinued therapeutic activities when the study
staff was not present, even when the nursing
home staffs could be prevailed upon to include
these activities in their programs. Patients
were preoccupied with problems related to their
immediate physical well-being. Somatic com¬

plaints were their outstanding concerns. Poor
treatment by the nursing home staff, quality of
food, thefts of clothing, money, and other per¬
sonal articles, and the irritating behavior of
other patients were the complaints to which
they desired the study staff to address itself.
The rehabilitation goals of more independent

self-care had little relevancy to many patients
because of their pessimistic view of their future
and their current status as nursing home resi¬
dents. Also, these goals contradicted the
ideology of some patients, who felt that they
had a "right" to be dependent and to be cared
for.
Even in terms of the immediate demands of

the nursing home environment the goals of self-
care improvement often seemed contradictory.
Achievement of greater but less than full inde¬
pendence in ambulation and dressing or train¬
ing leading toward this goal increased the
demands on the time and energy of the nursing
home staff. On the other hand, the achieve¬
ment of increased independence in toileting and
feeding was greatly prized by the nursing home
staff, since this would result in fewer demands
on their limited time and numbers.

6. We are attempting the retrospective identi¬
fication of patient subgroups who improved,
maintained, or worsened in self-care status.
The results of a factoral analysis relating pa¬
tient characteristics and self-care change are

not yet available. We have, however, completed
a case analysis of a small group of patients dif¬
ferentiated in terms of self-care change after a

year of treatment (table 7). By employing a

combination of test and clinical criteria we have
been able to classify 33 of 65 available group B
patients according to self-care change. While
the results have no statistical validity, they may
suggest significant variables.
Upon analysis of a large pool of medical-so-

cial variables, improvement in self-care status
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Table 7. Change in self-care status of 33 nurs¬

ing home patients, according to sex and age,
following 1 year's treatment

appeared to be an age-sex phenomenon; that
is, the "improvers" included a greater propor¬
tion of younger men, and the "worseners," a

greater proportion of older women. The
sample was too small to determine age-sex
relationships, but the differences in self-care
status seem to be based on sex rather than on

age.
When seen initially the "improvers" were

generally more independent in self-care, mani-
fested less intellectual deterioration and less
emotional instability, and showed more interest
in rehabilitation treatment. They received less
nursing service and more physical and occupa¬
tional therapeutic services from the rehabilita¬
tion teams than the "worseners."

Diagnosis of principal disability, clinical pre¬
diction of rehabilitation outcome, medical
prognosis, family and marital status, length of

time on public assistance, and other sociocul¬
tural characteristics were not found to be re¬

lated to self-care change. Most of these var¬

iables seem to be more closely related to sex

than to self-care change. Thus, patients who
improved in self-care status following treatment
appeared initially to be less debilitated psycho-
logically and less severely disabled function-
ally, and to have fewer complicating medical
problems.
These data suggest that the age-sex differ¬

entiation may occur because women, whether
single or widowed, are kept in the community
under the protective eye of relatives and friends
longer than unattached men. Women are older
than men when they are finally placed in a

nursing home and their disabilities are perhaps
age-associated, for example, lower extremity
fractures and arthritic conditions. They appear
and are in fact more debilitated and therefore
poorer "risks" for improvement in their self-
care skills. It is significant, too, that deaths
among this small sample 6 months following
cessation of treatment occurred predominantly
among older women.
Other findings from this case analysis which

have implications for programing for nursing
home patients relate to factors which either
"impede" or are "favorable to" rehabilitation.
These data, based on the frequency of factors
reported by the rehabilitation teams, suggest
that "improvers" and "worseners" presented a

common core of clinical problems (table 8).
Table 8. Frequency rank 1 of factors reported to favor or impede treatment, according to patient's

status at termination of program

Factor

Patient status 2 at termination of treatment

Improved

+

Worsened

+

Total

+

Physical condition of patient_
Psychological status of patient_
Medical and nursing care provided by nursing home
Physical features of nursing home_
Organization of treatment team_
Social adjustment of patient to nursing home_
Administrative policies of nursing home_
Other_

1.5
1.5
3
5
8
4
7
6

6
2
4.5
1
3
7.5
4.5
7.5

1 1 (highest reported frequency) to 8 (lowest reported frequency).
2 +, favored treatment; ., impeded treatment.
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The major clinical problem was the nature
of the patient's impairment and his medical con¬

dition, closely followed by his intellectual and
emotional status and his motivation. The nurs¬

ing home environment.its physical structure
and the medical and nursing care provided.
was the next most frequent problem. Except
for the patient's physical condition, these fac¬
tors were also considered favorable to the
conduct of treatment.
Depending on the clinical condition of the

patient and his situation in the nursing home,
a factor might prove to be either favorable or

unfavorable. For example, narrow corridors
might limit the locomotion of a wheelchair-
bound patient, they might facilitate the ambu¬
lation of an ambulatory patient with unsteady
gait, or they might have no clinical significance
for a totally incapacitated patient. Efforts,
then, to improve standards of care in nursing
homes may fail short of the mark if they are

narrowly focused on the physical setup and
other structural features and on administrative
policies without due regard to the diverse clini¬
cal condition and needs of the patients.

Conclusions

Our data suggest that nursing homes in New
York City contain a public assistance popula¬
tion that is relatively homogeneous socially but
extremely varied medically and functionally.
This population is a residual one containing
social and cultural groups for whom family
responsibility and community planning have
been either insufficient or entirely lacking. In
the absence of ready access to other long-term
facilities for the chronically ill elderly, these
patients tend to cluster in proprietary nursing
homes.

Medically, public assistance recipients in
these homes range from chronically ill but am¬

bulatory patients requiring routine and un¬

skilled nursing services to severely ill or totally
disabled patients in or near terminal states.
When populations with such diverse needs for
medical, nursing, social, and other services are

grouped together in a single facility, it seems

evident that the needs of all groups are not
being adequately met.
The clinical conditions of the patients and

their response to treatment suggest that the
application of medical rehabilitation programs,
similar to those developed in this study, to an

unselected group of physically disabled nursing
home patients is neither practical, economical,
nor efficacious. Activity programs within the
nursing home designed to maintain physical
function, to stimulate patients to assume greater
responsibility for self-care, and to enlarge the
bounds of the limited social and physical en¬

vironment seem more appropriate. The use of
rehabilitation experts as consultants, as special¬
ists in patient care problems, and as partici¬
pants in staff training programs might make
good sense. Within recent years other nursing
home studies have pointed to the value of se¬

lection of candidates for rehabilitation prior to
their placement in nursing homes (2,3), of staff
educational programs to embed rehabilitation
concepts in nursing home programs (14-17),
and of development of closer links between
nursing homes and other medical care facilities
(4, 7, 9). Such programs should also aim at

maintaining the self-care status of functionally
independent patients, who constitute the ma¬

jority of the public assistance patients in these
homes.
The fact that the nursing home population

has long been known to the public assistance
agency and has been a recipient of its medical
care services suggests certain possibilities for
preventive programing.
Our data suggest that a well-organized com-

munity-oriented program to reduce secondary
complications of chronic illness resulting from
inactivity, poor positioning, and overabun-
dance of bed rest would do much to avoid the
fixed joints, contractures, deconditioning, and
poor nutritional states of nursing home pa¬
tients. Such a program would require medical
rehabilitation services organized somewhat
along the lines of home care programs and
reaching out periodically to target populations
on the rolls of public assistance agencies. Serv¬
ices might first be concentrated on single and
widowed women living alone or with relatives
and friends. Particular attention should be
given to implementing the programs during
and following acute hospital episodes, when
separation from community living would ap¬
pear to be on the agenda.
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Finally, it is suggested that long-range pub¬
lic social planning for improvement in the so¬

cial and medical well-being of aging chronically
ill persons may affect those social forces which
now converge to create populations at high risk
for placement in proprietary nursing homes.
Increased OASI coverage, increased commu¬

nity and hospital-based home care services, pro¬
grams and services designed to strengthen
family life and community ties, more adequate
housing, and broadening of restrictive policies
of institutional and community facilities for the
aged will do much to reduce the numbers of
persons now consigned to nursing homes.

Sociologically, physically disabled public as¬

sistance recipients in nursing homes suggest a

"failure" population. They "failed" to provide
economically for their old age by anticipation
of their needs. Many of them "failed" to choose
occupations which would later be covered by
OASI benefits. Also, many "failed" to marry
or, if they married, to produce large numbers
of affluent and responsible offspring as addi¬
tional insurance against later social, economic,
and medical dependency.

Socially, their social class origins, coupled for
many with membership in minority ethnic or

racial groups made them persons "deserving"
of some public financial support but still beyond
the realm of serious societal assumption of their
larger social and medical well-being. The more

"deserving" elements among this age group
had been filtered out by a variety of sievelike
processes.

Medically, too, this population suggests "fail¬
ure." We cannot halt the progress of their
underlying disease conditions. Few qualify by
current standards as good candidates for medi¬
cal rehabilitation. Many do not regard the be-
lief and value system of medical rehabilitation
as relevant to their concerns. Thus, they are

poor contenders for the increasingly competi¬
tive, expensive, and scarce hospital bed.
As the number of aged chronically ill and

disabled persons has increased, a relatively new
social institution, the proprietary nursing home,
has grown rapidly in the United States to fill
the social vacuum created by the absence of
public social planning. Isolated from the main
stream of community medical care and social
welfare services, and bound for the most part

by financial reimbursement policies which dis-
courage independence in patient functioning, its
social role has only recently received serious
public scrutiny.
Under present conditions, the direct thera¬

peutic contribution that medical rehabilitation
can make to improve the well-being of disabled
public assistance recipients in nursing homes
may well be a modest one. Such a contribution
is dependent upon a resolution of more funda¬
mental medical care and social welfare issues
and community patterns of care. The preven¬
tive role of medical rehabilitation in relation to
this population has yet to be seriously explored.

Summary
A test of the potential for self-care improve¬

ment of a disabled public assistance population
in nursing homes in New York City by the pro¬
vision of medical rehabilitation services in nurs¬

ing homes or at hospital centers revealed that
the potential of these patients for such gain is
extremely limited.
The public assistance population was com¬

posed of subgroups with varying levels of self-
care function and diverse medical care and
nursing needs. The majority were fully ambu¬
latory and self-care independent. Socially, they
were drawn predominantly from lower socioeco¬
nomic groups, with a history of financial
and medical dependency upon the public as¬
sistance agency prior to their placement in the
home. Placement in a nursing home is among
the last in a series of events associated with
deterioration in their medical and social
well-being.
The tested self-care abilities of the disabled

population were higher than the levels at which
they functioned in the nursing home. Clin¬
ically, they were apathetic and poorly motivated
for rehabilitation services aimed at improving
their self-care skills. The efficacy of such efforts
was also limited by their medical "fragility".
intercurrent illnesses, hospitalizations, and
death. Community-oriented preventive reha¬
bilitation programs prior to nursing home
placement might reduce the debilitating
sequelae resulting from the chronic illnesses of
these patients now seen in nursing homes. Such
programs might contribute to a reduction in the

Vol. 77, No. 4, April 1962 365



numbers of such persons in nursing homes or
delay their placement therein.

Activity programs in nursing homes, focused
upon maintenance of function of patients who
are self-care independent and on the stimulation
and motivation of disabled patients to use their
existing physical capacities more fully are indi-
cated. The employment of rehabilitation spe-
cialists as consultants to the nursing home staffs
on patient problems or in staff training pro-
grams would appear to be helpful.
The resolution of the underlying medical and

social problems of public assistance recipients
in nursing homes and the role that medical re-
habilitation services can play is dependent upon
the achievement of a degree of community re-
sponsibility and planning for the health and
social well-being of this population which has
not been evident in the past.
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housemen's Union.Pacific Maritime
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program.
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services.
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swine brucellosis as a source of
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tion of disease, modes of transmis¬
sion, and preventive measures.
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July 1961; 16 pages; 20 cents.
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nurses who do not have ready access
to a library, this booklet contains
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most needed by nurses in caring for
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refresher courses.
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