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THE TRAGEDY OF NURSING HOME FIRES: THE NEED
FOR A NATIONAL COMMITMENT FOR SAFETY

THURSDAY, JUNE 3, 1978

U.S. House oF REPRESENTATIVES,
SuecomMITTEE ON HEALTH AND LoONG-TERM CARE,
SeLEcT COMMITTEE ON AGING,
and
U.S. SENATE,
SuscoMMiTTEE ON Long-TErM CARE,
SeeciaL CoMMITTEE ON AGING,
Washington, D.C.

The subcommittees met, pursuant to call, at 9:30 a.m., in room
318, Russell Building, Hon. Cluade Pepper, chairman of the House
Subcommittee on Health and Long-Term Care, and Hon. Frank E.
Moss, chairman of the Senate Subcommittee on Long-Term Care,
jointly presiding.

Subcommittee members present: Representatives Pepper of Florida,
H. John Heinz III of Pennsylvania, and William S. Cohen of Maine;
and Senators Moss of Utah, Charles H. Percy of Illinois, and J. Glenn
Beall, Jr., of Maryland.

Also present: Hon. William J. Randall, chairman of the House Select
Committee on Aging, and member, ex officio, of the Subcommittee on
Health and Long-Term Care.

OPENING STATEMENT OF SENATOR FRANK E. MOSS

Senator Moss. The hearing will come to order.

This is a joint hearing of the Senate Subcommittee on Long-Term
Care and the House Subcommittee on Health and Long-Term Care
chaired by Representative Claude Pepper, and we have the Senator
from Illinois as the ranking minority member on the Senate committee,
Senator Percy. We hope there will be others who will be able to join
us as we proceed.

We are here to probe the causes and implications of the two recent
nursing homes fires in Chicago which claimed 31 lives earlier this year.

Since we are going to be talking about two fires today, I just want to
take a moment to describe each fire with the hope of minimizing
confusion.

The first fire occurred in the Wincrest Nursing Home at 11:40 a.m.
on January 30, 1976. This home was of modern design, basically a steel
and concrete structure. It is said to have been in substantial compliance
with the existing Federal fire safety standards for nursing homes:
The Life Safety Code of the National Fire Protection Association.
Arson was the alleged cause of the fire. The reaction of the fire depart-
ment was swift, arriving at the scene 3 minutes and 40 seconds after
receiving the'initial glarm. =~

(1)
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Senator Moss. You will note by the floor plan on display here that
the fire reportedly started in a patient’s wooden clothing wardrobe
on the third floor of the home. The contents of room 306 were totally
incinerated but the fire did not spread to adjoining rooms. Employees
trying to battle the fire left the door to the room open so that dense
smoke filled the hall, the open rooms, as well as the chapel at the end of
the corridor. Twenty-three of the home’s 83 patients died in the fire.
Most of them were attending religious services in the chapel at the time
the fire broke out. Significantly, the chapel is at the end of a “dead
end” corridor; patients had to be moved in the direction of the fire
to be evacuated.

On February 4, 1976, a second fire occurred at Cermak House
Nursing Home in Cicero, Ill., a modern 9-story 618-bed concrete-and-
steel nursing home. The fire began at 6:30 a.m. in room 421, on the
home’s fourth floor. The fire department responded promptly but
eight patients died, most from smoke inhalation. The exact cause of
the fire is undetermined; the best theory is that it was the result of
electrical failure. In this fire, as in Wincrest, most of the fatalities
occurred because of a dead end corridor. Again, this means that
patients had to be evacuated in the direction of the fire. Cermak
House, like Wincrest, was allegedly in substantial compliance with
all Federal and State fire standards for nursing homes.

- These two tragedies raise a series of inevitable questions:

Why did 31 patients die in nursing homes that were ostensibly in
compliance Witll: existing Federal and State fire safety standards?

Does the existing Federal standard, which is in compliance with the
Life Safety Code, adequately protect patients?

Should every nursing home receiving Federal medicare and medic-
aid funds be required to provide automatic sprinkler protection
regardless of construction type?

.Should smoke detectors be required in every facility as the first line
of defense against fire?

Should the Congress enact greater controls with respect to the kinds
of furnishings that may be used in nursing homes? Put differently,
does it make sense to require operators to build homes of concrete
and steel and yet to allow them to furnish such homes with highly
flammable nightstands, wardrobes, chairs, wastebaskets, and the like?

In this connection, I want to find out why the Department of
Health, Education, and Welfare has not fulfilled the promise they
made to me after the January 1970 Marietta, Ohio, nursing home fire
to issue appropriate flammability standards for carpeting installed in
nursing homes.

I want to know why, 9 years after the enactment of the Flammable
Fabrics Act, the Department of Commerce has not promulgated
effective flammability standards to protect consumers. After our
hearings on the Marietta fire 6 years ago, I was promised that such
standards would be forthcoming. Unfortunately, both the Commerce
Department and HEW continue to rely upon the anemic “pill test,”
a test of questionable value which provides limited protections to
consumers in general and almost none to nursing home residents.

I want to know why there is little or no emphasis within the Depart-
ment of Commerce or HEW on the question of smoke generation and
the toxicity of burning gases. We have raised this question in the



hearings we have held on several of the major nursing home fires, and
yet, little seems to have been accomplished on this score.
I hope that we can have some of these questions answered today.
I am very pleased that Representative Pepper, the chairman of the
House Subcommittee on Health and Long-Term Care, is here on this
joint hearing. I will ask if he has any opening remarks.

OPENING STATEMENT OF REPRESENTATIVE CLAUDE PEPPER

Mr. PeppEr. Thank you very much, Senator Moss.

I wish to thank you and your subcommittee for accepting our invi-
tation to join with us in today’s hearing. You and your staff have,
over the past several years, developed tremendous expertise in the
area of nursing home fire safety, and we are privileged to be able to
work together. Today’s hearing is our second joint effort, the first
having been at Senator Moss’ invitation on the subject of proprietary
home health care on October 28 this past year. I also am very grateful
that Senators Moss and Percy were kind enough to agree to the delay
of this hearing until today because of my recent operation.

Our Subcommittee on Health and Long-Term Care of the House
Select Committee on Aging is very pleased to meet with your subcom-
mittee to consider the vital matters of safety of people all over America
who are patients in nursing homes against the danger of fire, although
the circumstances necessitating today’s hearing are unfortunate.

Thirty-two defenseless elderly persons died and 50 were injured in
two fires in nursing homes in the Chicago area earlier this year, with
multiple deaths and injuries in earlier fires elsewhere across the
country.

The tragedy of the recent fires mandates congressional and execu-
tive action. It is shocking to learn that so many deaths and injuries
occurred in the two Chicago fires this year, and several earlier fires
elsewhere, even though the buildings were supposedly fire-resistant
and were in substantial compliance with the Federal fire safety
requirements. Evidence to date from Chicago fire officials and others
indicates that sprinklers throughout the facilities would have avoided
the multiple deaths which occurred. Current Federal life safety
standards are simply inadequate. :

In addition, bureaucratic tangling between the Departments of
HEW and HUD—which have joint authority to approve federally
assisted loans for the construction of sprinkler systems—has resulted
in the approval of not a single loan anywhere in the country.

Prompt action by the Congress and the executive branch is needed
to make certain that repetitions of the Chicago tragedies—which we
now learn were clearly avoidable if adequate standards were in
effect—do not recur.

At our request, the General Accounting Office has conducted a study
on the Chicago fires. The GAO report, just completed, has concluded
that “Federal fire safety requirements do not insure life safety in nurs-
ing home fires.” GAQ’s recommendations for action include requiring
all nursing homes to be fully protected with an automatic sprinkler
system and expediting and publicizing Federal loan procedures for
sprinkler construction. I hope our joint committee will consider the
possibility of loans by HEW to nursing homes which need financial
assistance in order to provide sprinklers for the safety of their people,
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loans that could be amortized over a reasonable period of time. In
addition, some of them may require grants, and I hope our committee
will study that possibility.

I hope these matters will be carefully studied with an eye both to
introducing legislation and to urging Secretaries Mathews and Hills
to implement the administrative recommendations.

The General Accounting Office will be a principal witness today,
and I want to express our deepest gratitude to them for their prompt
completion of their study in time for today’s hearing. Their study will
be released for the first time at this hearing. I particularly wish to
thank Alan Zipp of GAO for his thorough and dedicated service in the
preparation of the background work and report itself. I understand
that Alan gave up a Florida vacation to complete the report and to be
with us today.

The testimony of the General Accounting Office will be followed by
other leading national experts in nursing home fire safety both from
the executive branch and other organizations. :

Following our hearings, I intend to introduce legislation upgrading
nursing home fire safety standards. The hearings will be vital to
letting us know just what needs to be done.

I am grateful to you, Chairman Moss, and I would like to introduce
my distinguished colleague on our committee, Mr. Heinz, of
Pennsylvania.

I am going to have to go back over to the Capitol for an event
there and if Senator Moss is not able to stay, I understand Senator
Percy will stay until we can return.

Senator Moss. Thank you very much, Congressman Pepper, for
that very fine statement and for the great leadership you have exer-
cised in the House committee, the counterpart committee on which
Senator Percy and I serve.

I now recognize the senior Senator from Illinois who is interested
doubly in these two unfortunate events because they occurred within
ghe boundaries of the State which he so ably represents in the U.S.

enate.

OPENING STATEMENT OF SENATOR CHARLES H. PERCY

Senator PERcy. Mr. Chairman, before Congressman Claude Pepper
leaves, I would like to thank him very much indeed for ordering the
GAO report. I certainly agree with you it is an excellent job. We
welcome your participation, Congressman Pepper, not because I am
a native of the State of Florida but because of our common deep inter-
est inuthis problem. I certainly welcome Congressman John Heinz here
as well.

Mr. Chairman, there is little I can add to the analysis you and
Claude Pepper have made, other than that I happened to be in
Chicago on January 30. I went to the nursing home at Wincrest after
I heard the radio report.

The fire department officials who led the fight at the time of the fire
were still there. I would Jike to express my appreciation to the owners
of the home, to the Chicago Police and to the fire department who
spent several hours with me going through the still smoldering room
where the fire began to let me examine firsthand what had happened.
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I frankly went out because I expected to see exactly the same thing
that you and I have'seen on so many occasions in Chicago—dilapidated
old converted apartment hotels bought up cheaply and written off,
rented to operators who were bilking a tremendous return on in-
vestment out of elderly patients.

I was stunned when I saw the building at Wincrest. It was an
outstanding facility. This irony is what makes it all the more tragic
for the family and friends. The Wincrest Nursing Home and the
Cermak House Nursing Home were in substantial compliance with all
Federal, State, and local laws and regulations. They are excellent
facilities. They are modern and well constructed, constructed of fire-
resistant materials.

We immediately sent for the inspection records. The records we
looked at indicated that fire drills and tests of evacuation procedures
had been carried out at least by the staff.

What I think we should ask of our witnesses today is whether or not
it is feasible in long-term care facilities to have any fire drill pro-
cedures, that is, evacuation procedures that could be used by the
patients themselves.

Certainly, the staff here had, by the records, been well trained.
When the fires were discovered alarms were turned in or automatically
activated and the fire departments of Chicago and Cicero responded
promptly and acted professionally. The fires were largely confined to
the rooms in which- they originated.

Yet, 23 persons died in the Wincrest fire and eight died in the Cer-
mak House fire. These persons died of smoke inhalation. They died not
because rules and regulations were being flaunted by operators and
administrators concerned only with profits. They died in spite of what
appear to be honest and well-meaning efforts by staff and operators
alike to provide a safe and secure environment for the frail and infirm.

I did notice, and I am sure we will bring out in testimony today
certain mistakes in judgment that were made at the time. I think it is
best for our witnesses to bring those out themselves.

If 31 persons can die under these circumstances, how many are in
jeopardy in those many facilities identified by this subcommittee and
others which are not in full compliance with the law?

If substantial compliance with Federal, State, and local fire safety
regulations still cannot guarantee the safety of the elderly, how can
we achieve this objective? Or must we concede that it is impossible
to attain?

Additional steps can and must be taken to reduce the possibility of
future nursing home fires.

It seems clear that sprinkler systems are cost-effective ways of
extinguishing fires before they become a risk to life. As has been
noted many times before, no life has ever been lost because of fire in
a sprinklered facility. The Congress must act to make sprinklers manda-
tory in all medicare and medicaid nursing homes.

I think we ought to ask ourselves, every Member of Congress,
how would we like to have our mother and father in an unsprinklered
nursing home facility.

I do not think sprinklers are the whole answer. They are not alone
the answers.
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We have learned from the Illinois tragedies that toxic smoke is the
real killer. We must eliminate from nursing homes to the extent
possible those furnishings and fabrics which are likely to produce
toxic smoke. In addition, we must be sure that staff and residents
alike are trained to the extent possible in fire prevention and
evacuation.

If fire does break out, it must be possible to contain it by means of
smoke-activated self-closing doors which seal off the affected portion
of a corridor. Although some risks are involved, we should also con-
template similar devices for patient rooms. Occupants of rooms
adjacent to those in which the Wincrest and Cermak House fires
wl'ere disolabted escaped injury and damage so long as the doors were
closed.

I talked to the people in the room next to the Wincrest fire. They
did not know there was a fire until the firemen actually came in
and led them out of danger. Where doors were open, damage and
death occurred.

Mr. Chairman, although time may have dimmed our memory
of the Wincrest and Cermak House fires we can still apply what we
have learned because of them before yet another tragedy occurs. The
fact that we are holding these joint hearings with our colleagues from
the House Select Committee on Aging means that there is hope for
prompt and effective action.

The first incident I ever investigated in the Senate 10 years ago
involved three astronauts who were incinerated on the pad. The
Senate investigation made safety regulations the rule for all future
flights, and we have not had a single accident since then. I think the
same care and diligence must be applied in this case.

Surely, it is not asking too much to attempt to insure the same
degree of safety for elderly Americans who reside in nursing homes.
Surely, we have the will and the capacity to achieve this objective.

Thank you very much, Mr. Chairman.

Senator Moss. Thank you very much, Senator Percy. Not only
have you worked long and diligently on this problem, but you have
more firsthand knowledge of what-happened in these two fires than
any one of the committees, and we will be able to elicit more infor-
mation from the witnesses that we need for our record.

I now wish to recognize Representative John Heinz from Penn-
sylvania who has served on the House Committee for any comments
that he has to make. I must leave very briefly. Senator Percy will
preside during the time I am out. I know of his deep interest and con-
cern and knowledge about this matter. I shall return as soon as I
can.

OPENING STATEMENT OF REPRESENTATIVE H. JOHN HEINZ III

Mr. Heinz. Mr. Chairman, I thank you. Let me just take this
opportunity before you leave to commend you on holding these
joint hearings on the subject that is of great interest both in the
Ifllouse and the Senate, but most of all to our senior citizens in nursing

omes.

I. think you deserve a tremendous commendation for bringing
this opportunity about.



I would also like to recognize the excellent work of my own sub-
committee chairman, Claude Pepper of Florida who, quite correctly
as Senator Percy pointed out, is the person who brought to the GAO
the need to study the Federal fire safety regulations and has produced
what is obviously a very timely and provocative report.

Finally, Senator Percy, I must say, listening to your comments
about your firsthand experiences in the Wincrest Home in Illinois,
I think that perhaps you should be both witness and chairman today,
and you have a very special contribution that is usually remanded
to the Congress and in particular this very serious problem.

I would like to identify myself with your opening statement about
the necessity for swift and more congressional action to improve our
Federal fire safety requirements for nursing homes.

The fact that this committee is jointly meeting here today under
Representative Pepper and Senator Moss’s leadership, really marks
a decade of attention to this problem.

The efforts in particular of the Senate Committee on Aging have
yielded important results. In fact, the social security amendments of
1967 which became effective on January 1, 1970, required nursing
home facilities participating in medicaid programs to comply with the
1967 lifesaving code standards of the National Fire Protection
Association. _

This was the first time policy was taken to insure that residents
of the nursing homes would be protected from the effects of fire.

Nonetheless, in the 6 years since 1970 that followed Federal im-
plementation of fire safety codes, we have, unfortunately, learned
much about the effectiveness of the provisions of this and later versions
of the Life Safety Code.

Unfortunately, because most of the experience we have learned
comes at the expense of the nursing homes, the stark tragedy of the
31 patients in the January and February Chicago medicare facilities
brings our attention to the fact that our nursing home safety codes,
while expensive to comply with and often lead to inconvenience to
residents and administrators of homes still do not insure fire safety.

Both of the Cermak and Wincrest facilities were in compliance as
Senator Percy pointed out with the current version of the code and
were a relatively new fire-resistant construction.

Yet, despite quick action by the fire department and the nursing
home staffs, a lethal environment was created for those residents.

The ethical and policy implications of these facts should not be lost
on us here in Congress, nor on the executive branch, nor on the
American public. '

We continue to foster halfway approaches to critical problems faced
by our institutionalized elderly and disabled population.

I hope today’s testimony by our witnesses can lead us to a fuller
understanding of what combination of safety measures can most
effectively prevent the effects of fire and toxics and suffocating by-
products from reaching lethal proportions as it so often does under
the present Life Safety Code.

In that connection, I hope our witnesses will particularly address
the question of sprinkler system and the most effective way to imple-
ment that kind of system in nursing homes.
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In conclusion, Mr. Chairman, I would only add that earlier this
" year our House Select Committee on Aging, Subcommittee on Health
and Long-Term Care issued a report on new prospects in health care
for older Americans.

Mr. Chairman, this is a report that was drafted before these terrible
fires in Chicago. In part, the report observed that, and I quote:

Current regulatory practices may over-emphasize compliance of a physical plan
to standards not fully appropriate to them.

It is a grim and slightly pathetic irony that even with our tendency
to regulate to a certain extent by physical overkill, that is to say to
require blanket application standards to all personal care institutions
which are not sufficiently flexible or effective, such tragedies as
Chicago are still commonplace.

Our mission today would seem to me is to point in a new direction,
to determine how dollars and resources can best be allocated and
permit our senior citizens and others to live a safe and active life in
mstitutions. :

I certainly pledge my full support to the efforts of this joint com-
mittee today, and I certainly believe that this is a very timely meeting
of both our House and Senate Select Committees on Aging.

I would like, Mr. Chairman, at this point to recognize, if I may,
another distinguished member of the House Select Committee on
Aging who is here, but T also see that Senator Beall is here.

" Let me advise the Chair that Congressman Cohen of Maine is here,
a very valuable member of the minority on the House Subcommittee
on Health and Long-Term Care, and I would hope that when the time
comes the Chair will recognize him.

Senator PErcy [presiding]. We will be very happy to recognize
Congressman Cohen after genator Beall, who would like to make a
brief statement.

OPENING STATEMENT OF SENATOR J. GLENN BEALL, JR.

Senator BearL. Thank you, Mr. Chairman.’

First of all, let me say that I heartily endorse the remarks that you
just made relative to the necessity of improving the standards for fire
protection in nursing homes. As one who spent most of his working
life, prior to becoming a full-time legislator, in the insurance business—
I know from firsthand experience the cost effectiveness of sprinkler
systems. Of course, any fire prevention measure is cost effective when
you consider the savings in lives and property that results from good
standards effectively enforced.

I would like to point out that we must strengthen and expand the
Federal role in the development of new standards for nursing homes.
In addition, the Commerce Committee, of which I am a member, last
year developed and the Senate and House passed legislation that
established the new National Fire Prevention and Control Adminis-
tration. This legislation gave the Federal Government a central
administrative body that can undertake the research and development
of new technology to prevent, detect, and control fires.

Some interesting experiments are now taking place at the National
Bureau of Standards. One such area of research involves treating
certain floor covering and wall covering materials with fire retardant
chemicals. This concerted research effort on the part of the National
Fire Prevention and Control Administration will help to make and
market new fire prevention technology. This new technology should
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be promptly put into place so that the public can get a greater degree
of protection from fires.

I am pleased to have had a role in shaping the National Fire Pre-
vention and Control Act and I congratulate the committee for holding
this joint hearing this morning.

Senator PErcY. Thank you very much.

I now recognize Mr. Cohen of Maine.

OPENING STATEMENT OF REPRESENTATIVE WILLIAM S. COHEN

Mr. Coren. Thank you, Mr. Chairman.

I would like to say that I join in the remarks of my good friend
and colleague from Pennsylvania, Mr. Heinz.

I welcome the opportunity afforded by this joint meeting of the
Long-Term Care Subcommittees of the House and Senate Aging
Committees to focus attention on fire safety standards in our Nation’s
nursing homes.

This is not the first time Members of Congress have met to discuss
the importance of fire safety in long-term care facilities. Deaths by
fire are three times higher for older Americans than for the popula-
tion as a whole and invalid patients of nursing homes are especially
vulnerable to this threat. Recognizing the danger of this situation,
the Social Security Act was amended in 1967 to require compliance
with fire safety standards issued that year by the National Fire Pro-
tection Association, a voluntary, nonprofit organization formed to
promote the science and improve the methods of fire protection and
prevention, for purposes of reimbursement under medicaid and
medicare.

Technological advances and further study led to revisions of the
Code in 1967 and 1973. My State of Maine was one which recognized
the value of the updated codes—particularly the 1973 Code which
emphasized the use of automatic sprinklers. Maine is now one of two
States in the Union in which long-term care facilities have been fully
equipped with sprinklers.

As a result of mounting evidence underscoring the value of auto-
matic sprinklers in protecting lives and property against the dangers
of fire, I introduced legislation late last year with the other members
of the Maine congressional delegation to update the Fire Safety Code
requirements of the Social Security Act by incorporating the provi-
sions of the 1973 Code. This legislation was subsequently attached
to an omnibus social security bill and is now a part of Public Law
94-182. The provisions of that law concerning fire safety went into
effect this week.

Since the Congress has placed itself in the position of mandating
fire safety codes, it is unfortunate that we have not acted more
promptly on the lifesaving benefits of the 1973 Code. It has taken
such tragedies as the recent Chicago nursing home fires to make
Congress fully appreciate its responsibility in this area.

The GAO report released to us today indicates that our past
legislation has not gone far enough toward protecting lives and prop-
erty from the dangers of fire. I was amazed by the report’s conclusion
that buildings constructed of fire-resistant materials, as required by
the 1967 Code, do not insure life safety. In fact, GAO found evidence

76.611 O - 76 - 2
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that increased use of fire-retardant materials may increase the hazard
of death in fires rather than reduce it—due to the toxic gases released
when these substances catch fire. The report also notes that fire-
resistant buildings are too often filled with flammable materials, such
as carpets, curtains, and upholstery. In view of these findings, I
commend GAO for recommending that all long-term care facilities
be fully equipped with sprinklers.

The report’s other disclosures on the ineffectiveness of fire-resistant
and noncombustible construction, however, lead me to wonder if
the Congress should not legislate that the requirement for fireproof
construction also be modified as allowed by the 1973 code, when
sprinklers, smoke detection, and other fire prevention techniques are
used in a home.

I commend you, Senator Percy, for the long years you have devoted
to the problems in this area, the books you have written concerning
it and your continued demonstrated interest in this field, and I con-
gratulate you for holding these hearings.

I believe we will be rewarded by our active participation in this
hearing today, and I look forward to the testimony of our witnesses.
Thank you.

Senator PErcy Thank you very much, indeed, and I appreciate
both you and Congressman Heinz coming over to the Senate today
for this joint hearing and for your contribution.

The Chair will call the first panel, the Reverend William Pollard,
chapel reverend, Wincrest Nursing Home, Dr. Paul Hurwitz, exam-
ining physician, the Wincrest Nursing Home, Mr. Charles Chandler,
administrator, Cermak Nursing Home.

Gentlemen, we would like you to make any statement you would
care to make. If you would like to incorporate your full statement in
the record, it will be so ordered and you can summarize your com-
ments. Proceed -as you see fit.

STATEMENT OF REV. WILLIAM POLLARD, CHAPEL REVEREND,
WINCREST NURSING HOME, ACCOMPANIED BY DR. PAUL HUR-
WITZ, EXAMINING PHYSICIAN, WINCREST NURSING HOME, AND
CHARLES CHANDLER, ADMINISTRATOR, CERMAK NURSING HOME

Reverend Porrarp. Thank you very much, Mr. Chairman.

Gentlemen, my name is Willlam Pollard and I am a member of the
St. Patrick’s Missionary Society. We are here in America offering
mission education to the people of America, and we work in Africa
and South America.

Mr. Chairman, I was born in Ireland and I was educated there. I
was ordained in 1968 and spent § years in Kenya in east Africa, teach-
ing and doing social work, with the Terrakani tribe in north Kenya.

. Mr. Chairman, this is not my first time in America. I was here 5
years ago, and I came and did some mission education work and then
stayed for 5 months and also took a flying course in Chicago and used
my flying experience in Africa to help the East Africa Flying Doctors
Service there.

Now, I have come back to study and offer my missionary experience
to the people of America, and I have just arrived.
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I was 2 weeks in Chicago and I was asked to go to the Wincrest
Nursing Home to see the people in the nursing home.

I would like to summarize very briefly my experience there.

The chapel there, as you can see from this chart, is at the end of the
building, and we had just come to the end of mass and & nurse had
left the chapel area when a bell had sounded. I was not sure what this
bell was, and I was happy to see her leave.

Well, she left immediately and I was happy to see her going out to
find out what the bell was. She came back very quickly and said to me,
“Father, there is a fire. It is serious.”

At that stage, I took my vestments off, put them on the chair and
went out into the corridor.

Could I stand here, please, sir?

Senator PErcy. Yes, of course. _

Reverend PoLLarp. I left the chapel area and went out here
[indicating on chart).

When I came to the fire, the fire was in room 306. There were two
men here standing on the threshold pointing fire extinguishers into
the room. The door I have no recollection of seeing. Fire seemed to be
in this area over here.

On the path of this room back toward the window here was very
dense smoke. The two men were pointing two extinguishers into the
small area, so I took an extinguisher from one of the men and asked
him to go get another fire extinguisher, and I pointed the extinguisher
here in this area where the fire was.

Very, very quickly in the space of seconds, I would say the white
smoke turned to black smoke and it began to descend on us until we
could no longer see the fire, until we could no longer breathe.

We retreated along the corridor to this stairwell here. The smoke
covered the corridor and it was impossible to stay in the corridor with
the black smoke, so we went out here to the other corridor.

I remember very well and I probably will remember until the day I
die going down along this corridor and thinking about the poor people
at the end of the corridor in the chapel area, and I prayed that the
fire department would come quickly because I felt they were the only
ones who could rescue those people at that stage.

Senator PErcy. Father, at that stage, how dense was the smoke?

Reverend Porvarp. The smoke had come down to about this area,
about 4% feet. It was totally dense. I could not see in front of me. I
could not see who was with me.

I went out to the stairwell and very quickly the fire department
arrived. The firemen put on their oxygen equipment and went down
along here. I went back down the stairs and went over to this stairwell.

Very soon, the fire department had the fire under control and I gave
absolution to the people as the firemen brought them out of the
building, using this staircase. )

That is my experience at the Wincrest, and if I would like to say
one thing, I would like to say that the whole experience happened
over a few seconds, just a few brief minutes. It was very, very quick.

Senator PErcy. Before you leave the chart, could you identify the
objects?

ou pointed to an area where you said the fire was.
Reverend PoLLarp. Yes.
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bSen%tor Percy. At the time you entered the room, what was that
object?

Reverend PoLLarp. I’'m afraid I could not say because of the fire
there, and it was smoke here and the fire.

Senator PErcy. Could you identify the object immediately behind
the door?

Reverend Porrarp. No.

Senator PercY. You do not know wliat that was?

Reverend PoLrarp. No.

Senator PErcy. That is a cabinet, a wooden plywood cabinet
jammed, apparently, with a number of personal effects. Did you enter
the room later and examine those objects?

Reverend PorLarp. When the fire was over.

Senator PErcY. In other words, I want to know, did you know
personally where the fire started?

Reverend PovrLarp. Personally, before the fire and when the
fire was going on, I did not know where the fire started.

I could only distinguish here [indicating] where there were names in
this area here.

After the fire, I learned this—where it had started. _

.Senator PErcy. Could you determine whether or not there was at
fainy ;,ime that you were there any windows open at any place on the
oor?

Reverend PoLrarp. No, I could not, I'm afraid.

. Senator PErcy. Did you subsequently learn that a window had
been opened?

Reverend PorLarp. Yes.

Senator PErcy. And which window? Would you point out to the
committee what window was actually opened?

‘Reverend Porrarp. Not really. It was a window in the chapel,
I believe.

Senator PErcY. A window in the chapel?

Reverend PorLarp. Yes.

Senstor PErcY. And could you point out which window that was?

Reverend PorLrarp. I'm afraid I cannot.

.Senator PErcy. You have no idea which one it was?

Reverend PorrLarp. No.

Senator PErcy. This was all so fast, I know, but at what instant
was that window open?

" Are you certain it was open while you were down there trying to use
the fire extinguisher? :

Reverend PoLLarD. I do not know when it was open. -

. Senator PErcy. You are not certain from any questions you put
to any of the staff subsequently at what point the window was open?

Reverend PorLarp. No.

. Senator PErcy. What do you think the effect of that window was
when it was opened?

Reverend Porragrp. I have no idea, Senator.

Senator Percy. You have no ides at all?

.. Reverend PoLrarp. None whatsoever.

Senator Percy. You have no knowledge as to whether the window
being open actually hurt or helped the situation as to whether the
smoke went out or what happened?
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Reverend PoLLArp. I'm afraid not, no.

Senator PErcy. Before the Reverend leaves the chart, would any
of the other members of the committee like to ask any questions?

Mr. Coren. No, Mr. Chairman,

Senator PErcy. Then if you care to be seated again—does that
complete your statement?

Reverend PorLarp. That completes my statement.

Senator PErcy. Dr. Hurwitz?

Dr. Hurwitz. Good morning, gentlemen. I am Paul Hurwitz and
a physician from Chicago where I practice medicine.

I divide my time between school health and emergency medicine.

Wincrest Nursing Home is a small family business owned by my
mother and uncle, and I have often been associated with it since
childhood.

At the time of the fire, I was in my car transferring some cultures
I had done for several studies for the board of education downtown.

I drove to Wincrest and arrived 10 minutes after the fire was
struck out.

Though I normally have no professional responsibilities at Wincrest,
I did so on that day because the attendant physician was in California.

I made certain observations at the time of the fire, however, and
drew certain conclusions which members of your staff might continue
{,)he description of the fire scene which Father Pollard has already

egun.

I%Iy first impression is, I crossed the police line and entered the
building and there was pandemonium. The lobby and entire first
floor was filled with horrified people, both police, fire and government
officials, board of health inspectors, insurance adjusters and occasional
family members which made it over very, very quickly and, of course,
nursing home employees.

Everybody seemed to be attempting to provide service.

Miss Cassidy, the Administrator of Wincrest for 20 years, I first
found in the ground floor hall looking terribly stressed, but as usual,
working gs competently as ever attempting to organize with vital
components of the nursing home, remained so as to provide continua-
tion of services to the uninjured residents living on the lower floors.

Incidentally, most of whom as we are going to learn later in the
day, most of these people were not even aware that a fire, much less
a holocaust, had occurred.

Over the next 30 minutes as they passed, additional members of
our family arrived, both past and off duty current employees arrived
and certainly other friends.

Each of us instinctively were attracted to those services which we
know most about. Several minutes after my arrival, I spoke with
Miss Cassidy and asked her what I could do, and she suggested that
the best thing for me to do would be to go up and take a look at the
remaining patients.

I did that and went to the second floor and then down to the first
floor and found them to be peaceful and comfortable.

I was shocked by this, tragically shocked, by the order and the
quiet, more or less retrospectively, which prevailed on the patient
floors in gross contrast to what I had experienced on the ground floor,
and in gruesome contrast to what I was soon to see when I went to
the third floor.
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I walked up after examining the patients, the remaining patients.
I walked to the third floor via a rear enclosed stairwell to a rubble-
strewn third floor.

While you are going to hear expert testimony throughout the day
about observations and thoughts which pervaded from their lips on
the first few minutes after the fire was out, was the terrible shame
that the fire could not have been prevented, but the terrible smoke
could not have been contained in room 306, which the Father has
pointed out, which housed the fire.

Also, the news as Senator Percy has related to the hearing, several
patients in room 304, which you can see right on the schematic there,
that several patients were right next to the scene of the fire, came
out after the fire was over.

Their door had been closed and they had asked if, in fact, there
was & fire. I think it might be well to limit my initial comments to
those I have made and suggest that I am in total agreement and in
identification with the points Senator Percy offered in his opening
remarks.

I think it might be well once again for whatever good it might
serve to underscore the necessity of having confidence in fire retard-
ants of these structures, their ability to compartmentalize the fire
and smoke.

I think it is well to point out if we were to go right now to any
nursing home and drag 30 people down from the third floor, you are
going to kill a substantial number, and I think we have got to re-
member and remember throughout the day that evacuation is really
futile. It is a waste of personnel and as the Father has pointed out so
aptly important in time as this thing took place in such a short number
of minutes, that we have to limit our efforts to those which will save
lives and evacuation will not.

I thank you. :

Senator PErcy. Thank you very kindly.

Any questions my colleagues would like to ask at this point?

Mr. Counen. I have one, Senator. .

Doctor, you stated evacuation is a waste of time, that you feel a
certain number of patients would die when you would drag them
down to the first floor.

What if you have a single-level nursing home?

Dr. Hurwitz. You drag them out. To move a patient without
hurting them with a senile, fragile body requires two members of the
staff over, you know, a couple of minutes and when you think of
the chaos and the pandemonium that reigned under the circumstances,
and remember you are dealing with human elements, and I am re-
ferring to staff elements, and you have to remember that people are
not functioning quite on the level that they would in a drill.

.Mr. Conen. You also indicated we have to have confidence in fire-
retardant materials.

My understanding is that the nature of materials is what produced
the smoke.

.. What if you had had fire-retardant materials?

Dr. Hurwirz. That is right, that is in the room where the fire
was. You have to have confidence. We have to think of the definition
of the word “retardant’” which slows the fire.
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Mr. Coren. Produces noxious gases.

Dr. Hurwrrz. Obviously, even if you were to limit and legislate
against component products to produce nothing but gases that would
normally not provide ill health to a person breathing them, it is not
going to be oxygen you are producing, and people will still die of -
carbon monoxide or oxygen deprivation. :

Mr. CorEn. You do not think it would be worth while for us to
investigate when other agencies are investigating the use of that
material?

Dr. HurwiTz. I am not an expert in these areas.

I know what allows the human body to maintain its integrity and
maintain life.

I am familiar with health education and you have to remember the
pulmonary reserve capacity and the cardiac reserve capacity is mark-
edly limited, depending on the disease process and aging.

ou have to expose them to the least amount of trial and provide
them with as normal an atmosphere of life-sustaining conditions as
they are used to, because they are not doing a heck of a lot with what
they have even when they are perfectly well.

Mr. Coren. No further questions.

Senator PErcy. I would like to ask a question about the people in
the chapel.

Was there confusion?

How would you describe the state of mind of those people as smoke
poured in?

Dr. Hurwirz. I was not there.

Senator PErcy. I am addressing this question to Father Pollard.

Reverend PorLarp. I was surprised at the calm of the people in
the chapel area, and when I left the fire there was quite a lot of noise
from the fire itself, but I had no panic in the chapel area.

Senator PErcy. Did they know where the evacuation stalrway was
from the chapel? .

Were they well aware of that?

Reverend PorLarp. Really, I could not answer that question. I am
8 visitor.

Senator PErcY. The principal problem was actually getting them
out of the chapel, was it not, getting them to that stairway?

Reverend PoLLARD. Yes.

Senator PErcY. Would it have been possible to just have formed a
chain by hands? It is not very far down the corridor and they could
lead each other down there.

Was not the principal problem one of getting them to that stairway
through the heavy smoke-filled hall?

Reverend PorLarp. Possibly, but with the smoke they would not
have been able to breathe anyway and the smoke got so dense that a
chain would not have worked.

Senator PErcY. Were there patients in room 304 right next door?

Reverend PoLrarp. I do not know.

Senator PERcY. You do not know. Did you hear whether or not,
as I reconstructed the story that afternoon, there were actually
patients in room 304 that did not realize there was a fire, and when the
firemen came, they actually led them out to safety?
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Reverend PorLrarp. Iheard last night that it was. That was my first
time here.

Senator PErcY. Because you were actually there, I would like you
to describe the smoke a little more which developed with the fire.
. %lt what point did it rise? You mentioned before, it was about waist

igh.

gAt what point did it obscure your vision entirely?

Reverend PorLarp. The first occasion when I saw the smoke was
just after the nurse had left the chapel area, and it was a small puff
of white smoke coming into the chapel area.

Then, when I walked down the corridor, there was white smoke in
the room itself but very quickly it turned black smoke, very dense
black smoke which descended very quickly on us.

Senator PErcY. Did you have any sensation that the smoke was
being pulled out into the corridor?

Reverend Porrarp. No.

Senator PErcY. In other words, the smoke originated from the
fire inside of 3067

Reverend PoLLagrp. Yes.

Senator PErcy. It could have been confined, obviously, by just
shutting that door.

Why was that door not shut, do you know, Father?

. Reverend Porrarp. No, I do not know and I have no recollection
of seeing a door.

Senator PErcY. You subsequently have learned that when doors
were closed, the people inside those rooms actually suffered no damage;
no smoke seeped into those rooms.

1f that door had simply been closed and confined the fire to that one
room, would that not have prevented what occurred subsequently?

Reverend PorrarDp. In my mind, I am not an expert on fire, and I
think you would need a fire expert, really, to answer your question.

When I got to the fire, as I have described it, I do not know whether
the door would have stopped or not.

Senator PErcy. You have worked with nursing home patients.

1 have always been concerned that we emphasize fire drills with
children to get them to remember if there is a fire, to intuitively
respond as in that drill.

I have been concerned that the fire drills are confined to the staff
in nursing homes and that I know of no regular procedure for having
fire drills among the residents, the guests in a nursing home.

- Do you think working with older people confined to a long-term
care facility that any kind of training by them about what to do in
case of danger, how to quickly seek an exit, would be helpful?

Reverend PorLarp. From the point of view of a layman, 1 would
certainly think so and being a father in education, I would deem it
helpful, but whether they would react in a situation like that, I
cannot say. '

I think I pointed out that the sequence of events happened so
quickly that 1t is difficult to know whether people would be able to
respond from this kind of an education program.

enator PErcy. Yes. Did the chapel have a door?
Reverend Porrarp. No.
- Senator Percy. 1t did not have a door?
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Reverend PoLLARD. It was an open space.

Senator PErcy. If it had a door and it simply could have been shut,
could the tragedy then have been averted?

Reverend Porrarp. I would think so, yes.

Senator Percy. It would have?

Reverend PoLrarp. Yes.

1]Sena,t,or Percy. Because the flames did not spread to the chapel at
all.

Reverend PoLrarp. It never left the chapel.

Senator Percy. It was just the smoke.

Reverend PorLarDp. Just the black smoke.

Senator PErcy. All we would have to do would be to shut the door.

Reverend Porrarp. Yes.

Senator PErcy. Did the open window cause the smoke to be drawn
into the chapel at an accelerated rate, faster than it would have if the
chapel window had not been opened?

everend PoLLARrD. I cannot answer that, I am afraid.

Senator PErcYy. Dr. Hurwitz, you arrived shortly after the fire was
extinguished and helped get the facility on an even keel.

With your years of experience with this home, what, in your judg-
ment, was the most beneficial type of outside help you received?

Dr. Hurwitz. Well, it is really hard to put your finger on any one
service considering the number of services at the time.

I really never thought that any one particular person provided the
most benefit.

I think that retrospectively viewing the situation, frankly, when
you look back at what ha}l)é)ened, in view of the fact that all the
mjured were out of the building at the time, the staff and certainly
Miss Cassidy needed the reassurance that the remaining patients were
safe and medically sound.

1 guess the member service that was provided was most important
to get things moving.

Once we were sure that everybody was safe, everybody who needed
evacuation was out, we could move in a little bit more orderly manner.

1 guess that is my answer.

Senator PErcy. You provided followup medical care to many of
the home survivors?

Dr. Hurwitz. Within the nursing home patients that were trans-
ferred, I did not see. A number were taken to the hospital.

Senator PErcY. Was there any significant medical pattern among
the individuals that you treated?

Dr. Hurwrrz. Well, not for a couple of days. There were a number
of upper respiratory tract infections that evolved.

We see those every year, but in view of the number of drafts people
were exposed to by the fire, by those who were forced to have doors
and windows open for the first minutes during and after the fire, I
think considering that we are dealing with a very fragile body that
probably was the ideology of so many of these. They were pretty mild.
I only had to transfer two to the hospital.

I think the remaining 55 patients, 2 of those, there were about 30
people who became ill anywhere ranging from nausea and only 1
patient became sick enough that they went into pulmonary edema
from pulmonary pneumonia.
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To me, that was the worst sequel of the actual fire incident.

Senator PErcy. Any further questions?

Mr. Heinz. Mr. Chairman, if I might ask Dr. Hurwitz; a few
minutes ago you indicated that it would be difficult and even imprac-
tical to move a large number of patients.

Dr. Hurwitz. Absolutely.

Mr. Heinz. For evacuation.

Absent of the forms of protection and absent better ways of con-
taining fire, whether through the closing of doors or sprinkler systems,
what would be your opinion as to the benefit and feasibility of having
some form of respirator for oxygen-breathing system available to the
patients? .

Dr. Hurwirz. The best breathing system available is the patient’s
lungs, and consequently, we need to provide them oxygen in the
normal pattern they receive it so as not to excite them and cause the
psychologic trauma which outside influences would impose.

Senator Percy mentioned a point that he and I discussed after the
fire, the use of smoke protectors and door closers, one in each room
and I would like to see something like that.

Not only would it make possible isolation of each of the rooms
immediately and mechanically after smoke begins due to whatever
cause, but even nursing home employees who might try to sneak a
cigarette against the rules or certainly patients in a lot of sheltered-
care facilities—we know patients smoke; they hide matches between the
mattress and bedsprings and this would kind of blow the whistle
on them.

- We have ice cream parlors where they have the smoke detectors
and it sounds a horn when someone lights a cigarette.

It has saved a lot of lives and private dwellings so far, and I think
it would be a wonderful benefit.

Mr. Heinz. My question is directed not so much toward those
positive recommendations, but we are faced, for example, with a
situation where the chapel had no door at the end of the corridor to
protect the residents in the chapel against a fire that would not be
contained. '

Dr. Hurwirz. Absolutely, doors in any location.

Mr. Heinz. Are you saying that some form of self-contained
breathing apparatus should be available, in oxygen bottles such as are
available on airplanes?

Dr. Hurwrirz. We have to get them on the people’s faces. They will
not put them on themselves.

We had only a couple of minutes to work. What I discussed last
night when I came in with a number of the Senate staff was the use of
firehoses in the halls.

Again, this is also within the Code, how beneficial this might be.
We suggested it might require two people to operate them.

We have all seen them in apartment buildings. You have to pull
them off of a contraption and that would put the fire out at Wincrest.
It would have cooled that storage closet and it would have put an
end to the smoke.

If you could not breathe, you would be able to hold your breath
and be able to cool those superheated particulate matter and it would
have fallen to the floor.
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I am not a fire official, just a layman. .

Mr. HEinz. Then you feel there is really no need under any circum-
stances to have it?

Dr. Hurwirz. We need to put out the fire.

Mr. Heinz. I understand that. I was thinking Father Pollard had
to evacuate himself because he had nothing more than his lungs to
permit him to stay.

Dr. Hurwrrz. Well, those fellows on the floor, if they had had a
hose line there rather than going for a fire extinguisher, we could
have put out the fire.

If it had happened at 4:30 in the morning, there would be no staff
to handle the equipment or have the composure to do it, but it would
have worked during the day shift.

Mr. Heinz. Thank you.

Senator PErRcy. One final question, Father Pollard, or Dr. Hurwitz.

Did other nursing homes in the area provide assistance with the
patients?

Dr. Hurwitz. Yes.

Senator PErcY. Valuable assistance?

Dr. Hurwitz. Pardon me?

Senator PErcy. Was this valuable assistance that was rendered?

Dr. Hurwirz. Oh, sure, and especially with regard to information
to family and assistance to the inspectors who were attempting to, as
you did, gain immediate information on the fire scene.

Yes, it was terribly valuable. As it turned out, assistance to the
remaining patients was not really necessary living in an urban setting.
People do respond, you know, to such a stress, and as we had a number
of past employees who had not been working for the home a number
of years and those off duty, there were more than enough people
aware of it. It was on radios at 4:30 in the morning.

Senator PErRcY. I am very impressed that the aging are getting
better organized all the time.

We have here today Marge Jones who has a 9,000 member senior
citizens council in McHenry County, IlI.

I was up there recently and they are organizing effectively and well.

Can those councils and organizations be used in connection with
fire prevention?

Can they help coordinate nursing homes so that they can render
assistance in case of an emergency?

Can we coordinate better our overall activities to have available
services of the kind that were available in this particular case and
prove invaluable?

Dr. Hurwirz. Certainly, there is potential in anybody who is
healthy and able.

Senator PErcy. Thank you.

We move now to Mr. Charles Chandler, who is the administrator of
the Cermak House Nursing Home.

Mr. CaanoLer. Thank you, Mr. Chairman and gentlemen.

I am accompanied by Michael Stromberg.

Let me give you a little background information on the facility. It
is a modern nursing home, fire-resistant construction with automatic
closing and smoke barrier doors in the corridors and the corridor a
smoke detection system.
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Fire on the fourth floor room of the building west wing was filled
with smoke and caused the death of eight residents on that floor.

The facility was built in 1973. It is poured concrete structure with
5-inch reinforced concrete floors, reinforced interior partitions.

The home is licensed by the Illinois Department of Public Health.
There are 540 patients approved for Federal medicaid funds.

The fourth floor is typical of all other nursing homes and contains
26 rooms.

The west wing where the fire occurred has six, four-patient rooms.

Furniture in the rooms consist of wardrobes, beds, night stands.

Doors have a self-closing mechanism.

Fire alarm systems is of the smoke detection type which notifies
the fire department and releases the smoke-type odors.

Ventilation shafts in the north end of the corridor creates a natural
exhaust vent to the roof.

The building is equipped with standard pipe and hose systems being
located in every stairwell. :

Sprinklers are installed on the first floor only.

Now, as I go through the recap of the fire, I would like to invite your
attention to the chart to my right and your left which lists the rooms,
their numbers and the general position of the furniture as it was in
those rooms on the morning of the fire.

At the time of the fire, it was 70 patients on the fourth floor.

Following the fire, four patients were found alive in room 426.

Four patients were found dead in room 425 and one had been
removed by the fire department through the window of room 423.

At 6:44 a.m., the fire department received its first notification of
the fire from the smoke detection connected with the facility. They
responded promptly with engine and truck companies.

They immediately called for a second alarm and started attacking
the fire with two, one-and-a-half-inch-hose lines from the building
system. .

At 6:55 a.m., the fire department had evacuated the patients from
423 and were fighting the fire on the fourth floor at the location of the
smoke hose.

The 14 patients that occupied the west wing, other than the four
who died in 425 and the four found alive in 426 and the one who was
rescued by the fire department from 423, were out of the west wing at
this time.

By 6:44 a.m., a human chain made up of staff personnel had been
established in the center stairway from the fourth to the first floor,
and by 6:56 a.m., 61 patients on the floor, other than the 9 I listed, had
been passed down that chain to the first floor.

Some of the detail at 6:44—a male nurse and nurse’s aide on the
fourth floor heard strange noises.

In running to the area of 420, they saw flames to the ceiling of the
room.

-The male nurse led one patient, got her out of bed and carried her to
the nurse’s station and then went back to the wing. The smoke was
dense. It was so dense that he tripped over a patient who was in the
hallway and pulled her out. He went back a third time and could not
get into the wing because of the smoke.

The other two patients that had been assigned to room 420 were
not there when the nurse first arrived, but they did survive.
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As to the patient in room 423 who was rescued from the window by
the fire department, was in the washroom area and from that position
as noted 1 the chart could have gone either through the corridor
doors or down the west stairwell which was between the washroom
and her room. She could have gone to safety.

She did not do either one and rather she went back to the room
after her valuables and after the staff closed all the doors with the
exception of room 421.

It also appears after the doors had been closed that patients went
back in the rooms 423 and 425.

While it is a matter of conjecture because all the patients in room
425 died, one of those patients was seen at the elevator going down
to the lower floors 10 minutes before the fire started and, yet, she
was found near the window of room 425. That window had been broken
and the door to the room open.

It can only be assumed she may have contributed to the death in
those rooms. :

The rooms in the west wing, 421, there were three beds.

One was rescued by staff, two were evacuated from the floor.

It cannot be determined whether staff rescued these persons.

In room 422, four residents, one death, three were evacuated from
the floor, but it cannot be determined whether the staff rescued them
from the room.

In room 424, four residents and one death.

Three were evacuated from the floor, but it cannot be determined
whether or not the staff rescued them.

Room 426, four residents were found in the room after the fire
occurred and all survived.

Room 423, four residents, one death, one evacuated by the fire
department, one evacuated by the staff, found on the floor in the
corridor and one evacuated from the floor and it cannot be determined
whether staff rescued her.

Room 425, four residents and four deaths.

The nine people were evacuated from the floor by the human chain
evacuation procedure.

Senator Percy. Thank you very much.

Mr. Heinz, any questions?

Mr. Heinz. Thank you very much, Mr. Chairman.

You mentioned that there was a smoke detector hooked up to the
fire department.

Did it also ring in the nursing home to alert nursing home personnel?

Mr. CHANDLER. Yes.

Mr. Heinz. You were also able to establish a human chain to bring
your patients out.

Did the patients who were brought out of the room seem calm,
suffer any trauma or have any problems of this type?

Mr. CHANDLER. Yes.

Mr. Heinz. Could you elaborate?

Mr. CHANDLER. At the time we had teams, doctor and nurse
teams, come in from two different hospitals plus one of the house
physicians enroute to the hospital, and two additional physicians.
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They sent other patients, other than the ones who were obviously
in bad condition, they sent other patients and staff members to the
hospitals as they tried to cover every patient in the house at the
time and we had patients going out in 35 or 40 minutes after the fire.

Mr. Heinz. How much of that trauma was because of smoke or
because of the excitement of the situation, the fright, as they were
being moved down the stairway? There was snow on the ground.

Mr. CHANDLER. I just cannot tell you. We had a lot of water on
the floor and a lot of water in the building.

Afterwards, I did not see what happened right on the fourth floor,
and I did not see the human chain, but, finally, they were calm and
they were waiting patiently to be saved.

At that point in time, a relatively few minutes after the fire itself,
calm had been restored.

The patients that were in the lounges up on the floors remained.
Volunteers and staff workers went in to them and talked to them
and calmed them down, and they accepted that we had had a disaster.
It was accepted.

And to go forward from here quickly now to answer your question,
I cannot tell you how much because of the move, there were so many
contributing factors. :

Mr. Heinz. You mentioned that there was a sprinkler system on
the first floor.

Mr. CHANDLER. Yes.

Mr. Heinz. That there was not one on the fourth floor.

Had there been a sprinkler system on the fourth floor, would it
have had an effect on the kind of fire that you had?

Mr. CuaNDLER. At that point in time, it would have had to have
an_effect, yes. It depends on what the temperature you get at the
ceiling levels to set off that sprinkler head and how much gases have
already been created and how much smoke of a toxic nature that
had already been created, had it been sufficient at that point in time
to do injury.

It would have probably confined the physical damage, yes.

As to the patient injuries, I cannot answer.

Mr. Heinz. Thank you, Mr. Chairman.

Senator PErcy. Mr. Cohen?

Mr. Conen. Thank you, Mr. Chairman.

Can you tell me the rationale as to why you have sprinklers on the
first floor and none on the second, third or fourth floors?

What would be the rationale, the design rationale for having the
sprinkler system on the first floor if, in fact, it is a four-story building
and the patients on all four levels?

Why a sprinkler system on one floor?

Mr. CuanpLER. Hazard risks.

Mr. ConeN. Is not the hazard greater on the fourth floor in terms
of evacuation as opposed to the first floor?

Mr. CuANDLER. Let me answer in a different way, if I may.

We have a laundry on the first floor and kitchen, fire apparatus.
We have machinery and at nighttime there is less occupancy. There
is more storage. It is relatively unattended and in the period usually
from 8:30 in the evening until some time around 5:30 in the morning,
we only have one person on the floor.
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For instance, there is a complement of people going around making
the rounds of the nursing floors at night.

Mr. Coren. You indicated, I think, that you had smoke detectors
in the corridors, is that correct?

Mr. CHANDLER. Yes.

Mr. CoreN. You had none in the individual rooms?

Mr. CuanprEr. No, sir.

Mr. Conen. I guess one final followup point of Mr. Heinz and
Senator Percy.

I believe Senator Percy touched on the question of whether or not
it would be valuable to have periodic fire drills by residents or the
personnel in the nursing home.

Would you agree with the previous witness, Dr. Hurwitz, that
evacuation is a waste of time?

Let me retract. I'll ask you one question before that.

How many people were moved from 6:44 a.m. when you first heard
the screams to 6:46? .

Mr. CHANDLER. 6:46, I do not know.

At 6:56, 12 minutes we moved 61 patients off the floor.

Mr. Conen. You moved 61 patients. How many of those patients
who were moved out died, any?

Mr. CeanpLER. Two.

Mr. Conen. Two of sixty-one who were moved?

Mr. CraNDLER. Yes.

Mr. Coren. And I will ask you a question: Would you agree with
Dr. Hurwitz that evacuation is a waste of time?

Mr. CHaNDLER. I cannot say evacuation is a waste of time, sir.

Mr. Coren. Particularly in this case where you saved 59 out of
61 at least from potential danger.

Mr. CuanpLER. I think there might be other alternatives that
could be done that would be just as effective.

Mr. Conen. In addition to or the exclusion of?

Mr. CaanNDLER. In the threat of actual evacuation of patients.

Mr. CorEN. And what would you recommend?

Mr. CaanpLER. I would like to reserve the evacuation of patients
to that time when you absolutely have to move.

Mr. CorEgN. You would recommend sprinkler systems, I assume, at
each level.

I would assume that you would recommend that you have smoke
detectors in each room, would you not?

Mr. CaanpLER. No.

Mr. Coren. What would you recommend?

Mr. CeanpiLEr. OK, I think the smoke detectors in individual
rooms are a good idea. .

I think smoke detectors probably are one of the best means of iden-
tifying a fire long before and possibly even before a human being can
smell it because they identify the vapors and the gases.

Once an alarm is sent in, you have started the function much
quicker than you would have if you wait until actually smoke or flames
could be detected.

It gets extremely hot and if you had your professional firefighters
en route to you, you have narrowed that gap extremely, and once
they alre on the scene it is a short time then when everything is under
control.
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As to sprinklers, I will not comment on those or the door closers, but
the smoke detectors, yes.

Mr. ConeN. You have no opinion with respect to sprinklers?

That is all I have, Mr. Chairman.

Senator PErcy. Mr. Chairman, could you describe the value that
you feel that smoke stop doors had in saving lives?

Mr. CHanpLER. A great deal. Those smoke doors were charred.
The heat was that intense on them, Mr. Chairman.

We had a great deal of smoke in the center corridor, but if it had
not been for those doors, I am afraid we might have lost everybody
on the floor.

I do not know, but it appears that they saved a great number of
lives. It gave a barrier from behind which the firemen could fight the
fire itself.

Senator Percy. Both fires burned material that generated toxic
smoke, and in the case of the Cermak Nursing Home, the fire burned
a polyurethane foam rubber mattress or mattresses and this created
hydrogen cyanide gas.

Do you feel there should be regulation with respect to all kinds of
materials that are used in a nursing home? Should these have the
most fire retardant capability practicable?

Mr. CuanpLeR. I think more testing should be done or there
should be some testing.

We should know what we are facing. We should know what will
and will not stop fires.

Hopefully, this would be done before legislation was passed and new
regulations that would have to be complied with before we know what
the results will be.

If we can find out what it is that we need to stop the flame or at
least stop the lethal gases from it and then go from there, fine.

The conversations, and we have had discussions since February on
this subject, many people have said they do not know what the answer
is until tests are done.

I understand from the comment that was made this morning by
Senator Beall that there are tests on some materials being done right
now. :

This could be expanded so that we know where we need to put our
signals, what we need to make the materials from and what materials
we need to use to make the beds and everything else proper.

I think that will give us guidance.

Senator PErcy. If you were sitting in our shoes in the House and in
the Senate with the responsibility to try to insure to the greatest
practical extent, that is to insure the safety of patients that are
receiving benefits of Federal funds, what steps would you recommend
that we take? ,

What steps would you take to insure that we minimize the risk of
death through fire?

Mr. CuanDpLER. That needs some attention. Beyond that, I think
we need to speed up the testing.

In the interim, we need to assure that these things that we have
today in the Life Safety Code are being followed.

T think there should be some form of interpreting those and guide-
lines given to us on how to interpret them, but what I am afraid of is,
if we enact additional legislation before we have all of this, it will be
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something else we have to comply with, and from the nursing home
operators’ point of view, it may or may not be the solution to it.

Senator PErcY. You are an administrator of a home that has been
called an outstanding facility.

Have you visited homes tﬁat you would consider to be submarginal
from the standpoint of standards that you feel should be maintained
where you would be concerned about having any of your own patients?

Do you think the hazard is greater in such homes than it is in a fire-
resistant building such as you operate?

Mr. CrANDLER. Yes, there probably is, depending on the type of
facility we are talking about.

I have seen substandard homes in terms of building, but whether
or not an individual would have any greater risk versus another one,
would depend on the circumstances at the time we are talking about.

1 think every fire has its own contributing factors, and all of them are
different, something minute.

In this instance, there are different circumstances.

Senator Percy. The committee thanks you very much, indeed. for
your appearance today.

The Chair will now call on Mr. James D. Martin, Deputy Director,
Manpower and Welfare Division, U.S. General Accounting Office.

Mr. Martin will be accompanied by Mr. Robert E. Iffert, who is
an Assistant Director, Manpower and Welfare Division, U.S. General
Accounting Office, and Mr. Alan Zipp, Project Manager, Manpower
and Welfare Division, U.S. General Accounting Office.

I appreciate you being here very much, indeed, and you may
proceed with your testimony.

STATEMENT OF JAMES D. MARTIN, DEPUTY DIRECTOR, MANPOWER
AND WELFARE DIVISION, U.S. GENERAL ACCOUNTING OFFICE,
ACCOMPANIED BY ROBERT E. IFFERT, ASSISTANT DIRECTOR,
AND ALAN ZIPP, PROJECT MANAGER

Mr. MarTiN. Mr. Chariman and members of the subcommittee,
I am pleased to appear here today to discuss the results of our review
of Federal fire safety requirements for nursing homes, which we
undertook at your request. You asked us to investigate the reasons
for the severity of two nursing home fires which occurred earlier this
year in the Chicago, Ill. area, and to suggest possible actions to avoid
similar situations.

The results of our review are included in a report to the Congress
entitled “Federal Fire Safety Requirements Do Not Insure Life
Safety In Nursing Home Fires.”” At this time, I will summarize some
of our findings, conclusions, and recommendations.

The Department of Health, Education, and Welfare (HEW)
estimates that there are about 16,500 nursing homes (referred to as
skilled nursing facilities or intermediate care facilities), participating
in the Federal or federally assisted medicare and medicaid programs.
Of these, more than 50 percent are not required to be fully protected
by automatic sprinkler systems. The Federal fire safety requirements,
which include the standards of the Life Safety Code, do not require
automatic sprinklér systems in nursing facilities classified as 2-hour
fire resistive, or one-story, l-hour protected noncombustible. Both

76-611 O - 76 - 3
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Chicago nursing homes were classified as fire resistive. As a result,
automatic sprinkler systems were not required for these nursing
homes to be in compliance with the Federal fire safety standards.
Neither nursing home had automatic sprinkler protection throughout
the facility.

CHICAGO AREA FIRES

We reviewed reports on the fires at Wincrest Nursing Home located
in Chicago, and Cermak House Nursing Home located in Cicero, Il1.,
a suburb of Chicago. On January 30, 1976, and February 4, 1976,
fires occurred at the Wincrest and Cermak nursing facilities, respec-
tively, which resulted in the deaths of 31 patients and injuries to about
50 patients. Both institutions were intermediate care facilities partic-
ipating in the medicaid program. According to reports of investiga-
tions, these deaths occurred even though (1) the nursing facilities
substantially met Federal fire safety requirements; (2) the fire de-
partments responded promptly to the alarms; and (3) the construc-
tion of the buildings adequately confined the flames to the rooms of
origin.

’%‘lhe deaths were reported to be caused by smoke and other products
of combustion rather than burns. No fatalities occurred in the rooms
of fire origin. Investigators of the fires stated that sprinkler systems
would have prevented deaths in these nursing facilities.

ANQTHER NURSING HOME FIRE

On February 18, 1976, within 3 weeks of the Wincrest and Cermak
fires, another nursing home fire occurred. This one, at the Plaza
Nursing Home in Niles, Ill., resulted in no deaths. This facility was
protected throughout with an automatic sprinkler system. The fire
activated one o? two sprinklers in the room which extinguished the
fire before the firemen arrived. The local fire chief attributed the ab-
sence of injuries and the prompt control of the fire to the sprinkler
system and the prompt response by employees.

CAUSES OF DEATH

The fires at both Wincrest and Cermak burned materials which
generated toxic smoke. At Wincrest, the fire burned vinyl chloride
wall and mattress covers, generating hydrogen chloride gas. At
Cermak House, the fire burned foam rubber mattresses, generating
hydrogen cyanide gas. In addition, carbon monoxide gas was produced
from combustion of the various furnishings.

At Wincrest most of the fatalities occurred in the lounge-chapel
area which did not have a door and into which lethal smoke traveled.
The lounge-chapel was not damaged by fire, however, the plastic
covers on the ceiling light fixtures were melted by heat.

At Cermak House, the fatalities and smoke damage occurred in
residents’ rooms with doors open to the corridor.

COMPLIANCE WITH FEDERAL FIRE SAFETY STANDARDS

The Illinois Department of Public Health inspectors make annual
health and safety surveys of intermediate care facilities. The depart-
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ment’s architectural section has 14 registered architects and 2 engineers
who make fire safety surveys.

The Illinois Fire Marshal’s office has a staff of 44 inspectors who
survey skilled nursing facilities for fire safety.

In addition, the City of Chicago Fire Department makes fire safety
inspections of nursing facilities within the city.

The results of recent inspections by the State agencies at both
Wincrest and Cermak House indicated that both facilities were in
substantial compliance with existing fire safety standards.

FEDERAL FIRE SAFETY STANDARDS DO NOT INSURE LIFE SAFETY

The deaths from these two fires show that the Federal fire safety
standards do not insure life safety in nursing home fires. Thirty-one
people died, as the result of fires, in nursing homes which substantially
met the Federal fire safety standards.

Investigations of other nursing home fires by subcommittees of
both the Senate and the House also showed that deaths occurred in
nursing homes which were of fire resistive construction but were not
fully protected with automatic sprinkler systems. For example, a
1970 fire in a fire resistive nursing home in Marietta, Ohio, killed 32
people because of smoke inhalation. In 1971, a fire resistive nursing
home in Buechel, Ky., had a fire which killed 10 people. In 1973, a
facility classified as fire resistive in Wayne, Pa., had a fire in which
15 people died.

These and other examples had been studied by congressional sub-
committees and cited as the basis for their recommendations that all
nursing facilities be required to be fully protected with automatic
sprinkler systems.

In the opinion of Chicago Fire Department officials, sprinkler
systems provide the best fire protection because they signal the fire
location and immediately spray 22 gallons of water per minute on fires
which activate the system. Fire department officials believe sprinkler
systems would have extinguished the fires at Wincrest and Cermak
and prevented deaths. ,

After its investigation of the Wincrest fire, a special panel appointed
by the mayor of Chicago recommended that new requirements be
made part of the building and fire ordinance of the city. One of these
recommendations was that sprinkler systems be installed in all new
and existing nursing homes and be electrically interconnected with the
fire alarm system.

On February 4, 1976, the mayor of Chicago asked the city council
to require all nursing homes to have automatic sprinkler systems.
The ordinance was introduced only a few hours after the Cermak

e.

On April 7, 1976, this ordinance was approved by the city council
and requires all Chicago nursing homes to install sprinkler systems
by February 1977.

According to an HEW engineer’s report on the Wincrest fire:

The only alternative to a well trained staff is a complete sprinkler system, smoke
compartments and smoke detectors.

Another HEW report concluded, as a result of the two Chicago
area fires:
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The facilities in each case were of fire resistive construction, but failed to
provide reasonable protection. There is a need for several fire safetv measures
which exceed current regulations.

According to a report by an official of the Illinois fire marshal’s
office. which was presented at hearings in Illinois:

The Wincrest and Cermak House fires demonstrated that ignition of coverings
and furnishings can turn nursing facilities into gas chambers.

NEED FOR SPRINKLERS

We believe that a strong case can be made for a requirement that
all nursing facilities, regardless of construction type, be fully protected
with automatic sprink%ers.

In addition to the findings applicable to the two Chicago nursing
homes, which were exempt from the sprinkler requirement, our review
showed that: (1) Efforts by nursing home staffs to extinguish the
fires and prevent the loss of lives were unsuccessful; (2) the fires
created a lethal environment in a short period of time; (3) the National
Fire Protection Association has no record of a multiple death fire in
any nursing home fully protected with an automatic sprinkler system;
(4) the National Safety Council and the American Nursing Home
Association stated that automatic sprinkler systems provide the

reatest ‘‘safety to life” feature available in the fire protection

eld; (5) after numerous fire tests by a fire safety engineering firm,
it was found that with automatic sprinklers, the fire 1s quickly ex-
t,iflguished even in rooms with combustible wall paneling and ceiling
tiles.

In line with previous recommendations of congressional committees,
we recommend that the Congress enact legislation which will
require that all nursing facilities be fully protected with automatic
sprinkler systems.

THE COST OF AUTOMATIC SPRINKLER SYSTEMS

The cost of installing an automatic sprinkler system will vary with
the size and type of %acility, and whether it is of new or existing
construction.

In April 1976, we obtained data from seven sprinkler installation
companies in the Washington-Baltimore area. According to their
estimates, a complete system may cost between $0.50 and $1.75 a
square foot in an existing facility. Installations during 1975 in four
existing nursing facilities, three in Ohio and one in Minnesota, showed
costs ranging from $393 to $625 a bed, with costs per square foot
ranging from $1.21 to $1.55.

Using the highest cost per bed, the monthly cost of amortizing
$625 a bed over a 20-year period with a 9% percent interest rate is
$5.57 a bed a month, or about $0.19 a bed a day.

According to the National Fire Protection Association, sprinkler
heads need replacement at the end of 50 years. However, financing
sprinkler system installation over a period in excess of 20 years does
not seem likely. Consequently, our computation shows the monthly
payment expected over the term of a 20-year loan.
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SAVINGS ON FIRE INSURANCE

Although fire insurance rates vary among States, savings are
possible on both building coverage and contents insurance when
nursing facilities are protected by automatic sprinkler systems. We
obtained information on nursing home fire insurance rates in Maryland
and Washington, D.C., and found that savings of about 30 percent
are possible on building coverage and 50 percent on contents insurance.

MEDICARE AND MEDICAID WILL HELP PAY FOR AUTOMATIC SPRINKLERS

Nursing facilities participating in either medicare or medicaid will
be reimbursed for these programs’ share of the cost of automatic
sprinkler systems through reimbursement for interest and deprecia-
tion. Medicare is federally funded and medicaid is funded by Federal,
State and local governments.

The actual amounts to be paid by medicare and medicaid will vary
among facilities depending on the number of residents covered by the
programs. According to a report from the Social Security Administra-
tion, medicare and medicaid paid over 55 percent of the national
health expenditures for nursing home care during fiscal year 1975.
These expenditures include services in skilled nursing facilities, inter-
mediate care facilities and all other homes providing nursing care.

FEDERAL LOAN INSURANCE PROGRAM

In its August 9, 1972, report, the House Committee on Govern-
ment Operations concluded that unless the Federal Government
rovided a mechanism for insuring loans for sprinkler systems, not all
Facilities would be able to finance such systems. The committee recom-
mended that the appropriate congressional committees consider
legislation to provide insurance for long-term loans made for the
installation of sprinkler systems as a means of assisting facilities in
obtaining financing.

As a result, on December 28, 1973, Public Law 93-204 was enacted,
which authorized the Secretary of the Department of Housing and
Urban Development (HUD), to insure loans made to nursing facilities
for the purchase and installation of fire safety equipment. This law
amended section 232 of the National Housing Act which is designed
to provide mortgage insurance for nursing homes.

In October 1974, 10 months after enactment of the law, the Secre-
tary of HUD and the Acting Secretary of HEW entered into an
agreement for administering this section of the National Housing Act.

LOAN INSURANCE PROGRAM HAS NOT BEEN UTILIZED

According to HUD officials, there have not been any loans approved
under Public Law 93-204. As of late April 1976, only one application
had been received by HUD, and this was disapproved because the
facility did not meet the HUD financial requirements regarding the
ability of the borrower to repay the loan.

According to HEW/HUD procedures, HEW approves parts of
the application and sends certain certifications to HUD before the
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facility is considered for an insured loan. HUD requires that an
application be submitted through a HUD approved lending institu-
tion before it will consider insuring the loan.

According to HEW officials, there has been relatively little interest
in the Federal loan insurance program for fire safety equipment.
They said nursing facilities did not apply or withdrew their appli-
cations, because the program offered no advantage over conventional
loans and involved much more paperwork and time.

We examined the applications received in the Chicago regional
office of HEW. As of September 1975, of approximately 159 inquiries
into the program, only 10 applications were received by HEW. In
six of the cases, HEW refused to process the applications because
the nursing home owners had already started to make corrections of
their fire safety deficiencies. HUD officials had taken the position
that the law did not authorize them to insure loans for previously
purchased equipment. A HUD official told us that if work had begun,
the purchase was considered to have previously been made, and HgUD
Wouﬁ)d not insure the loan.

The remaining four cases resulted in the installation of sprinkler
systems, but not with HUD-insured loans. In each of the four cases,
HEW processing time took between 6 and 8 months. Until HEW had
approved the application, the nursing facilities could not begin work,
or continue processing their applications for HUD-insured loans.
Two of the nursing home owners told us they became so frustrated
with the time HEW was taking to process their applications that they
withdrew their applications for insured loans.

LONG PROCESSING TIME CAN BE A PROBLEM

The long processing time by HEW can be a problem to nursing
homes. HEW regulations provide that a nursing facility’s certifica-
tion will be automatically canceled within 60 days of the date es-
tablished for the correction of health or safety deficiencies unless all
deficiencies are corrected or substantial progress has been made in
correcting the deficiencies. HEW guidelines define “‘substantial prog-
ress’”’ to mean that corrections are well underway, and that there is
tangible and visible evidence of progress made. If the only progress
by the facility had been a loan application, according to the guide-
lines, this would not be substantial progress sufficient to prevent the
automatic cancellation.

If the facility begins work in order to make substantial progress in
the correction of its deficiencies, to avoid the automatic cancellation
of its certification, HUD will not insure the loan. If the facility waits
for HEW to process the application, the long processing time could
result in the facility’s certification being automatically canceled.

An illustration of the problems facing nursing homes is the case of
a nursing facility in Minneapolis, Minn. In January 1975, the facility
was cited by the State survey agency as requiring an automatic
sprinkler system to be in compliance with Federal fire safety require-
ments. At that time, an automatic cancellation date was established
;als September 1975, which was 60 days after the planned correction

ate.
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In February 1975, the facility applied through HEW for a federally
insured loan to pay for the sprinkler installation. HEW approval
of the loan insurance application was not received until mid-August
1975. Very little time remained for the facility to locate a lending
institution, negotiate a loan, process the HUD application, obtain a
sprinkler contractor, and begin work before the certification of the
facility would be automatically canceled in September. The facility
obtained financing through other means in order to expedite
installation.

CAUSES OF DELAYS IN HEW PROCESSING

The Deputy Director, HEW Chicago Regional Office of Long-
Term Care said that it is necessary that HEW engineers physically
inspect the facilities before the loan insurance applications can be
processed because of the HUD requirement that HEW certify that
the facility will be in compliance with Federal fire safety requirements.
She said that because of past experience with the quality of State
inspections in Ohio and Minnesota, HEW engineers were reluctant
to rely on the State life safety code surveyors. She pointed out that
neither Ohio nor Minnesota use engineers or architects to make fire
safety inspections. In the case of the four facilities approved by HEW
for HUD-insured loans, deficiencies were found at each facility by
HEW engineers which were not identified by the State inspectors.

She said also that the processing time by HEW includes the onsite
inspection by HEW engineers and evaluation of architectural draw-
ings and exhibits. In addition, HEW evaluates cost estimates from
sprinkler contractors. These documents must be obtained from the
facilities. In the four cases reviewed by the Chicago office, several
letters were sent to the facilities requesting this information, which
delayed the final approval of the applications.

HOW TO IMPROVE THE LOAN INSURANCE PROGRAM

We believe the HUD loan insurance program could be a viable
source of assistance to nursing facility owners in obtaining financing
for automatic sprinkler installations.

We believe the problems encountered in the loan insurance program
for fire safety equipment rest both with HEW’s processing procedures
and HUD’s position not to insure loans on projects which have
already started.

In order to alleviate the difficulties encountered by HEW, we
believe both HEW and HUD should evaluate the loan application:
processing procedures and reduce the need for HEW’s detailed review
and inspection. -

Currently, HEW receives copies of the State inspection reports
which indicate nursing facility deficiencies of the fire safety require-
ments. In addition, HEW receives copies of the plans of correction,
which when completed, should bring the facility into compliance
with the Federal fire safety requirements. Consequently, it seems
that these documents could satisfy the HUD requirement that HEW
certify that correction of the fire safety deficiencies should result in
compliance with the Federal fire safety requirements, because medicare
and medicaid certification is contingent upon the approved correction
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of such deficiencies. With regard to the certification of reasonable
cost estimates by HEW, it seems that this function could be more
efficiently accomplished by HUD personnel, because they deal with
estimating costs in other types of construction projects. The certi-
fication of reasonable cost could be made part of the HUD under-
writing procedures and thereby reduce HEW’s processing time.

To solve the problem experienced by nursing facilities denied loan
insurance applications because work had previously started, we
believe HUD should reconsider its position regarding not insuring
loans for such ongoing work. Nursing facilities can be under strict
time constraints to begin making corrections of fire safety deficiencies
or face the possibility of cancellation of their certifications. It would
seem to be in the interest of patient safety to have the corrections made
as soon as possible. In some cases, work could be started while the
loan insurance application is being processed.

Based on our review of the applicable laws, we do not believe HUD
is prohibited from insuring loans for work in progress or completed.

In conclusion, Mr. Chairman, our review of these Chicago nursing
home fires and related matters has shown that a strong case can be
made for a requirement that all nursing homes be fully protected with
an automatic sprinkler system. Consequently, we recommend that
the Congress enact legislation which will require all nursing facilities
to be so protected. We shall be happy to answer any questions that
you or other members of the subcommittees might have.

Senator PErcy. Thank you very much for the testimony and for
your report which has already proven to be very valuable to us.

I would like to first talk about the fire itself at Wincrest.

Why were the staffs and the fire department unable to be present
and, therefore, prevent deaths from occurring?

Was it a lack of time, lack of training, something mechanical?

You can also include the Cermak House Nursing Home.

Was there a lack of familiarity with the floor plans, the physical
layout where the stairways were, how they could get out?

What were some of the human factors involved here besides the
physical ones?

Mr. MarTin. I do not think there was any indication of staff panic.

I think once the staffs at Wincrest and Cermak found the fires, they
attempted to put out the fires and took whatever action they could.

By the time the firemen got there, the heat and smoke were so
heavy they could not get the door closed.

They started to move patients, but these are elderly patients;
the average age was 80 at Wincrest and 75 at Cermak. It was not easy
to move them quickly.

There was no reason to believe, as far as we had been able to find
out, that the staff panicked.

It was our understanding that they responded well in the situation.

Senator PErcy. Yet, when the fire department came, they did not
require a particular skill. They just led patients out of the rooms where
the doors were closed. They led them out through the blackened
hallway. Is it not possible for staff to do the same thing, just lead
patients out knowing where the access doors are?

Mr. MarTin. It is possible if the patients are ambulatory.
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If they are bedridden, moving them down stairways is very difficult,
particularly with a limited number of staff available. I think prior
testimony indicates that it takes a couple of people to move some of
the patients.

It is difficult to move the number of patients involved in the short
time available.

Senator PErcy. Has the GAO found out what caused the smoke to
move as rapidly as it did and leave the area in room 306 and fill the
halls and then start moving to the chapel at the end of the hall?

Mr. MagrTiN. No, sir, we did not make that determination.

Senator PErcY. You did not get into that aspect of it?

Mr. MagriN. No, sir.

Senator PErcY. Do you feel that the training of nursing home attend-
ants would help in evacuation once it is required ?

Mr. MarTIN. I think our review and I think the opinion of experts
showed that the key to saving lives in nursing homes is to have them
fully protected with automatic sprinklers.

In addition, you need smoke detectors. You also need heat detectors
and a well-trained nursing home staff.

These, Mr. Chairman, are the key elements in saving lives in
nursing homes in fire situations. _

The training that you speak of for the patients within the nursing
home is also important. I think the elements I mentioned are the key in
protecting patients. They should, however, certainly be familiar as to
where the stairwells are and the procedures to go through in the event
of fire such as closing of doors, which is a simple thing for ambulatory
patients to do, but the key is automatic sprinkler systems, smoke
detectors, and fire doors.

Senator PErcy. Should the staff members of a nursing home know
that to open a window in a situation that feeds oxygen to a fire which
might be running out of it would cause a draft and the smoke to be
pulled, and should a staff member have known not to open a window?

Mr. MarTin. I think it is reasonable to assume that part of the
training of the nursing home staff should include a discussion of the
impact that an open window would have on a fire; yes, sir.

Senator PErcY. You strongly recommend automatic sprinklers.

What about smoke detectors or doors which automatically close
when smoke is detected?

Mr. Chandler said smioke detectors are more valuable than
sprinklers.

Mr. Martin. I think an important element would be to tie the
smoke detectors in with the sprinkler system. The detectors can then
activate the sprinkler system as well as the heat.

The automatic closing doors could be a problem with elderly
patients if they bump into them when they close. In some cases, they
may not be able to get them open, and they could be trapped.

If you have a well-trained staff, the first thing they should do is
close the doors. In that type of situation, automatic doors would not
be required.

Senator PErcy. The characteristics of both of these fires is that
people died, not from burns or the flames, but from toxic smoke and
gases.
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What can we do to minimize the possibility of death from smoke
inhalation in nursing homes?

Are sprinklers sufficient, or must standards be established also for
furniture and kinds and amounts of personal clothing, et cetera?

Can we do anything through tighter regulations to prevent this
kind of death?

Mr. MarTIN. I think as I indicated in the testimony, there has not
been & multiple death fire in a fully sprinklered home. It goes a long
way to prevent this.

It is my understanding also that the National Bureau of Standards
is conducting toxicological research on fabrics which can be helpful
when those results are published.

I do not believe the state of the art is such now that you could
eliminate all the possible fabrics that might give off toxic substances
in case of a fire.

" Senator PErcy. Last year, you reported that 72 percent of the nursing
homes in the country, by your sample, had one or more major viola-
tions of the life safety code.

Do you have any reason to believe that things have changed and
that more homes are now in compliance?

Mr. MarTiN. We have not, at least as far as I’'m concerned. One of
the other fellows here might want to comment on it, but we have not
followed up on the report we issued in March of 1975 to determine what
the situation is now; no, sir.

I do not have any knowledge that indicates change.

Senator PErcy. Last year, you reported that many States were
using nurses and other unqualified people, in some cases policemen,
to conduct fire safety certifications.

Has HEW acted on your recommendation on surveyor training?

Mr. Martin. Not to my knowledge, they have not.

Senator PErcy. Do you think followup should be made in that
case, then, to see that they do?

Mr. MarTIN. Yes; it 1s our standard procedure, after a certain
lapse of time, to follow up on recommendations to see if they have
been implemented. We will certainly continue to follow up on our
March 1975 report.

Senator PErcy. As we have indicated, smoke was a major problem
in both the Cermak House and Wincrest Homes fires. The Life Safety
Code is silent with respect to smoke standards. i

Would you favor the promulgation of smoke density standards
for nursing home furnishings?

Mr. MarTIN. I think we would favor that if the state of the art
is such that standards could be reasonably promulgated, yes, sir.

I am not sure of the current state of the art.

Senator Percy. Thank you.

Mr. Heinz, any questions?

Mr. Heinz. Thank you, Mr. Chairman.

In 1972, the House Government Operations Committee, Special
Studies Subcommittee, which I was privileged to serve on, wrote
a report indicating the need for sprinklers.

Subsequently, another committee of Congress did enact legislation,
that is, loan guarantee legislation to install sprinklers.
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I note in your report a lengthy analysis of the problems that have
accompanied the joint administration by HUD and HEW of that
program.

Is it your belief that the program can be administered without
any further changes in the law by Congress, strictly a regulatory
matter that can be solved within the agencies tomake these loan
insurance programs workable and available?

Mr. MARTIN. Yes, sir, we believe that the principle of the guaranteed
loan program is sound; that it could be used by HUD and HEW
together to improve the administrative procedures processes, yes.

Mr. Heinz. One of the things that Senator Percy touched on was
the extent to which better management, things like closing doors
and the use of perhaps fire extinguishers might be improved.

Do you have any specific recommendations that come out of your
careful studies as to the kind of training that nursing home personnel
might properly be given in order to minimize some of the problems
that we have seen here today?

Mr. MarTIN. Congressman, I would like to have Mr. Zipp respond.

Mr. Zrpp. Congressman, there are measures which can be taken
to train nursing home staffs in the art of fire prevention and control.

However, the staff turnover in most nursing homes is relatively
high, and from a practical perspective, you simply cannot rely on
staffs to control the fire and move people to save lives.

The critical point is what Senator Percy mentioned, and that is
time—time is extremely important.

I have witnessed fire tests at the National Bureau of Standards
where a chair was ignited with a single piece of paper. Within 5
minutes the entire room was engulfed in flame because of technical
processes called flashover and other characteristics of fire.

The problem can be solved by a number of procedures which
happen automatically; which notify the staff that there is a fire, which
confines the fire; and which begins extinguishing the fire.

The quicker the fire is put out the less smoke there will be, the less
toxic gases and the less heat. This is the issue that we have cited as
the basis of our recommendation; that if the fire is extinguished
very quickly, you control smoke, heat, and the other elements of
combustion itself. : :

The fire in Niles, Ill., could have been just as deadly as the Wincrest
and Cermak Nursing Home fires. There is nothing to suggest it could
not have been, but there was a sprinkler system that was activated
before the fire got out of control and there were no injuries, very little
damage, and no deaths.

Mr. Heinz. I think you have helped establish a point that I want to
emphasize; that is, that it is relatively almost impossible for anybody
to rely on the human element in the kind of fires we’re talking about.

In effect, you can try and train people to be cool under pressure as
you have every right to expect them to be, but when you have an
emergency, when you have that very fine chap pressed into duty
coming out of church service, you cannot expect the kind of human
perfection that we would think might be theoretically possible, and
therefore, it is very valuable, I think, to establish once and for all
that we cannot rely on nonautomatic procedures here for saving
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lives in nursing homes and human beings are nonautomatic, and there-
fore, I think the emphasis that you are placing on some of the rela-
tively automatic sprinkler systems, smoke detection systems, is very
well placed.

I wanted to make sure the record reflects your comments on the
need for relying on the automatic versus nonautomatic devices.

Thank you, Mr. Chairman.

Senator PErcy. Mr. Cohen?

Mr. Coren. Thank you, Mr. Chairman.

I have just a couple cf points.

You indicated that both these nursing homes were in substantial
compliance with the Federal regulations.

Would full compliance with the regulations have, in any way, re-
duced the deaths?

Mr. MarTiN. The inspections of the nursing homes indicated that
the standards they were not in compliance with had no impact on the
severity of the fire.

Mr. Conen. No causative factor whatsoever?

Mr. MarTIN. No, sir.

Mr. ConEn. Speaking of the sources and emission of fires, could you
tell us perhaps, and it has been established for the record, but what
was the origin of the fire in both the Wincrest and Cermak Homes?

Mr. Ziep. Mr. Cohen, the Cermak fire was attributed to a faulty
lamp cord.

At the time of our review, the fire investigators were investigating
for other causes.

The Wincrest fire on the other hand was suspected arson and with-
out prejudicing any cases that may be pending, we do not have any
substantive evidence to support any statement to the contrary.

Senator PErcy. In what object of furniture in room 306 was the fire
actually set or do you know?

Mr. Zipp. The location of the fire?

Senator Percy. Yes.

Mr. Z1pp. It was in a wooden wardrobe.

Senator Percy. Behind the door?

Mr. Zrre. Yes.

Senator PErcy. And customarily, patients in Wincrest keep their
personal effects in the wardrobes.

Mr. Zrep. Yes, sir.

Senator PERcY. A lot of those I went through are plywood chests or
stand-up chests holding hanging clothes and paper bags. Ordinarily
they just stuff their things in there.

Mr. Z1pp. That is correct, sir.

Senator PErcY. The personal effects of the patients.

Mr. Zipp. Yes. I might add you can regulate furnishings. However,
unless everything is made of steel, for example, you are going to have
combustion problems. You are going to have a fire load which is what
it is classified as, and these are homes for people.

To make them institutionalized to the point of taking everything
out that will burn, which I do not think is practical, indicates that
something else needs to be done. With respect to the Wincrest Home,
there was a problem with regard to the standards themselves regarding
the length of corridor which did not require a smoke barrier.
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There is a problem with the technical definition of a place of assem-
bly where the chapel was. There were no doors to the chapel. People
were trapped at the dead end.

These types of things are technical aspects of the Life Safety Code
which the facility complied with, and which questions, perhaps, might
be directed toward the National Fire Protection Association.

Mr. ConEN. I just have one final question, Mr. Chairman.

As I understand it, the 1973 Life Safety Code is not & mandate with
respect to a single-level fire resistant home, but it does, in fact,
encourage it and apparently from your statement, that encourage-
ment has not been very strong or the nursing home community has
not been terribly responsive. _

From the testimony we have received so far today, it seems to me
that the emphasis is that really time is of the essence, and the emphasis
today in the Life Safety Code has been on fire-resistant materials.

I was wondering, is there some point in time that perhaps we have
overemphasized the fire-resistant materials. We mandate that it be
resistant to fire for up to periods of 1 or 2 hours when, in fact, it is
minutes that are of the critical time and we should direct more atten-
tion to the smoke detectors and sprinkler systems?

Mr. MarTin. That is a fair statement, sir. We should shift to
sprinklers, smoke detectors, and heat detectors.

Mr. ConEn. And, perhaps, get away somewhat from the expensive
requirements of fire-resistant materials. We still have them but not.
to the point where they have to resist fire up to one or two hours at a
time when, in fact, that may not be necessary to save the lives when
we are really talking about quick action in a matter of minutes.

Mr. Martin. There should be some tradeoffs of this type if you
put automatic sprinklers in there.

Mr. Conen. What would you recommend?

Mr. MarTin. We are not experts in the field in terms of types of
fabrics, in terms of how many hours it should resist or minutes it
should resist.

That, sir, is better left to the experts to research.

Mr. CouEen. That is all.

Senator Percy. Congressman Randall, we are delighted to welcome
you today.

Mr. Ranpavt. Thank you very much.

I commend you, Senator Percy and Senator Moss, and all of you
others for this joint hearing.

I am delighted to see that these hearings are going forward.

I would suggest that we have plowed this ground before, not we on
the House Select Committee but as the Special Studies Subcommittee
of the House Government Operations Committee. Beginning in 1970,
we analyzed 71 fires in Pennsylvania and Ohio and we wrote a report,
and I think if you will dust it off, I think you will find it has the very
things that Bob Weiner and Elliott Stern and your staff have dis-
cussed, that in the big Honesdale fire and the one in Ohio deaths were
not caused by anybody actually burning up and being incinerated.
It was all by suffocation.

The recommendation of the report was that there be & mandate that
there be sprinklers and smoke detectors.
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You will find in the 1971 report that it went on to recommend a
loan program to provide for sprinkler systems that had some type of
Federal assistance so that there was both the carrot and the stick,
the stick of a Federal regulation and the carrot of a loan.

Senator, I am grateful for you recognizing me.

Senator PErcy. We appreciate your comments very much, indeed.
I think we should note that the Chicago City Council has acted.
Every nursing home in the city of Chicago by 1977 will be required to
have a sprinkler system.

The cities around the country do not have to wait for the Federal
Government to act. They can take action on their own initiative and

" we encourage them to do that before the Federal Government moves

in.
The Chair will recognize, in the absence of Congressman Claude
Pepper, his staff director, Mr. Robert Weiner, for any questions he
might have. ‘

Mr. WEIngR. Thank you, Senator.

Again, we want to express our great gratitude to the GAO for their
completion of the report on a very severe deadline.

Mr. Chairman, I ask that the GAO report be included in the record.

Senator PErcy. Without objection, so ordered.

[The GAO report is reproduced in the appendix, pp. 124-182.]

Mr. WEINER. Mr. Martin, as you have pointed out, the HUD
loan insurance program has been a failure to date.

Why do you believe it could be a viable source of financing for
nursing homes wanting to install sprinklers? How many homes might
take advantage of the program if it worked based on any similar
information you might have, including FHA or other loan insurance
programs?

Mr. MarTiN. I have no particular knowledge on how many might
take advantage of the program.

However, I think it is indicative in Chicago there were 159 inquiries
to the program itself. Only 10 followed through.

We do not know why the 149 did not follow through with it. How-
ever, I think as we previously stated, that it is a sound way in prin-
ciple and theory to get sprinklers into nursing homes.

However, the administrative procedures and the length of time
of 6 or 8 months it takes HEW to process paperwork has really, in
effect, turned off the nursing home operators from coming to that
program for a loan. They can go elsewhere and get a loan quicker.

We think those administrative procedures should be cleaned up
and the time shortened and that this should be made known to
nursing home operators. If this happens, it is possible they would come
into the program and make it viable. :

Mzr. WeinEr. Thank you. Would direct Federal loans rather than
loan insurance be more effective for them?

Mr. MarTiN. There is certainly a possibility that it might be.

We have no reason to know whether or not at this point in time
loans could not be insured adequately.

A direct loan should cut down on some of the paperwork and
processing time in going through a bank and HUD. - - '
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For example, if there were HEW direct loans, it would not require
two procedures. You would not go through the lending institution
procedure. You would not go through the current procedures with
HEW and HUD.

Senator PErcy. If anyone is having trouble in hearing Mr. Martin,
would you raise your hand? :

Mr. Martin, would you please pull that microphone up?

Mr. WeivER. Mr. Martin, how much time do you think is appro-
priate to phase in the sprinkler system required for the nursing homes?

Mr. IrFERT. I am a little reluctant to speak to the time frame.

We think it should be relatively short, perhaps 2 or 3 years.

We have amortized the cost of installation over 20 years. We have
a long-term view of the desirability of our recommendation in that
you will be providing protection not only to the present generation
of nursing home residents but also to future generations in the next
+ 50 years.

Mr. WeiNER. You reported that the cost of automatic sprinklers
was about 19 cents per bed per day.

Would you elaborate on your computation and discuss the possible
savings from insurance reductions and medicare-medicaid reimburse-
ment to the facilities?

Mr. IrrerT. Well, through September 1975, there have been four
nursing home applications for insured loans that have been sent to
HUD, although in each case the applicant withdrew before the appli-
cation was processed by the lender. The installation of sprinkler sys-
tems was accomplished but not with HUD insured loans.

For these four facilities, there were three in Ohio and one in Min-
nesota, the estimated cost that was approved by HEW as being
reasonable under competitive bid ranged from $393 to $625 per bed,
and with cost per square foot ranging from $1.21 to $1.55.

These costs per square foot were very close to information we
obtained from seven sprinkler installation companies in the
Washington-Baltimore area.

Using the highest cost per bed, $625 and amortizing that over a
20-year period with a 9% percent interest rate as the average comes
out to 19 cents a bed, a day.

Mr. Conen. Is that for new construction or existing buildings?

Mr. IrrerT. That is existing buildings.

New construction is less expensive, sir.

Mr. WeINER. Does that include the possible savings from insurance
reductions and the medicare-medicaid reimbursement?

Mr. IrrERT. No.

Mr. WEINER. So that would be less still.

Mr. IrrerT. Through medicare reimbursements, the program pays
part of the cost.

I do not think it is a savings. Medicare and medicaid are paying
their share. :

Mr. WEINER. You recommended that Congress require HEW
to establish specific waiver of standards which must be met before
a sprinkler waiver is issued.
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Would you elaborate on why you believe such a requirement
should be placed on HEW by statute? In other words, why specific
waiver requirements?

Mr. Zrpp. I can respond to that question.

We found in 1975 that there were significant problems with the
granting of waivers from the sprinkler requirement.

As a matter of fact, we found that 79 percent of the nursing homes
we visited did not meet HEW standards for a waiver designed to
infsure that there would be no adverse effect on patient health and
safety.

HEW had established standards only for wood framed facilities
to insure that a waiver of the sprinkler requirement would not result
in an adverse effect on patient safety. Seventy-nine percent did not
meet these requirements.

We pointed out to HEW, in our report, of the need for establishing
standards for other types of construction. This recommendation was
not accepted by HEW.

We feel that in rare cases there will be situations which may exist
that would create such an unreasonable hardship on a nursing home,
that the installation of a sprinkler system would not be practicable.

In those rare cases, we believe that a waiver should be considered.
In view of the current waiver provisions of the Social Security Act,
we believe standards should be established to meet the congressional
requirement that no adverse effect will result from such a waiver. We
also believe that since the Department of Health, Education, and
Welfare has not established standards as we suggested, we believe
that a requirement by statute should be placed on them to establish
those standards.

Mr. PerpER. I believe you said that both the Wincrest and the
Cermak Homes were in substantial compliance with existing life
safety requirements. .

Could you detail the firefighting equipment and the fire-resistant
construction they did have? '

Mr. MarTIN. Let me give you an answer in terms of the equipment,
that was available at Wincrest and Cermak at the time of the fire.

Senator PErcy. Could you please speak into the microphone,
Mr. Martin? .

Mr. MarTIN. At Wincrest, at the time that the fire occurred,
they had four alarm boxes, heat and smoke detectors, fire extinguishers,
emergency lighting, solid core doors and fire-resistant construction.

At Cermak, they had four boxes for alarms, smoke detectors, fire
extinguishers, fire hoses, a public address system, solid core doors,
sprinklers on the first floor, vertical pipes to the other floors, but they
did not have sprinkler systems installed, and it was also fire-resistive
construction.

" Mr. PeppEr. Mr. Martin, in other words, these homes were in
compliance with present requirements?

Mr. MarTIN. Yes, they were in compliance with the present
requirements.

Mr. PeppER. So the fact that these fires occurred, which was a
tragic loss, indicates that the present requirements of Congress are
not adequate to protect people against fire.
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Mr. MarTin. There is a strong case they do need one additional
item, an automatic sprinkler system.

Mr. PEpPER. Are you able to tell us further that if nursing homes
were protected by automatic sprinklers that multiple death fires
would not occur?

Mr. MARTIN. According to the National Fire Protection Association,
there have not been any multiple death fires in nursing homes fully
protected with automatic sprinkler systems.

Mr. PepPER. Are you able to express an opinion from your study
of this subject as to whether any other fire protection device, other
than a sprinkler system by itself or with other equipment, does have
an equal record of preventing death by fires to patients?

Mr. MarTin. Not to my knowledge, sir.

Mr. PeppER. So I would conclude that it is your opinion after a
study of this subject that the existence of adequately installed and
proper operation of sprinklers is essential to the protection of patients
In a nursing home against the danger of fire.

Mr. MarTIN. Yes, sir.

Senator PErcy. Mr. Pepper, if you could take over as chairman
now, I would appreciate it very much, indeed.

Are you able to stay, sir?

Mr. PeppEr. I am very grateful to you and for your kindness in
staying to do your duty.

Senator PErcy. T shall always regret not seeing the Magna Carta,
but please go right ahead.

Mr. Pepper. This is a very essential thing to the public interest,
and you are a great public servant to stay here and carry on.

Senator PERcY. I have no further questions.

I wish to thank the witnesses very much, indeed, and want to join
in expressing to the Comptroller General my appreciation for an
outstanding job. .

Mr. PeppER [presiding]. Thank you very much, Mr. Martin.

Our joint committee wants to express a great gratitude to the GAQ
and all the experts with you in your survey for the very fine public
services you have rendered.

Now, we are going to have a panel consisting of representatives
from the Department of Health, Education, and Welfare and the
Department of Housing and Urban Development.

This panel will consist of Dr. Faye Abdellah, Director, Office of
Long-Term Care, Department of Health, Education, and Welfare,
who will be accompanied by Mr. Marvin Hitt, Director, Office of
Long-Term Care Standards Enforcements; Mr. Michael Morelli,
Office of Nursing Home Affairs ; Mr. Jonas Morehart, Office of Facilities,
Engineering, and Property Management; and Mr. Gene Haislip,
Deputy Assistant Secretary of Legislation.

We shall also include on the panel Mr. George Hipps, Acting Direc-
tor, Office of Underwriting Standards, Department of Housing and
Urban Development.

Now, then, I guess we will just call upon you in the order on which
you appear on our program here.

Dr. Abdellah, you are now the Director of Office of Long-Term Care.

76-611 O - 76 - 4
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STATEMENT OF DR. FAYE ABDELLAH, DIRECTOR, OFFICE OF LONG-
TERM CARE, DEPARTMENT OF HEALTH, EDUCATION, AND WEL-
FARE, ACCOMPANIED BY MARVIN HITT, DIRECTOR, OFFICE OF
LONG-TERM CARE STANDARDS ENFORCEMENT;, MICHAEL MO-
RELLI, OFFICE OF NURSING HOME AFFAIRS; JONAS MOREHART,
OFFICE OF FACILITIES, ENGINEERING, AND PROPERTY MANAGE-
MENT; AND GENE HAISLIP, DEPUTY ASSISTANT SECRETARY FOR
LEGISLATION

Dr. ABpELLAH. Thank you very much, Mr. Chairman. T

First, I want to thank you for your support in the change of out
name to the Office of Long-Term Care. It seems quite fitting that tha
becomes official today and, of course, broadens our interest and sup”
port in terms of alternatives to institutional care, and we do thank
you very much.

For HEW, I will be the key witness, and to my right is Mr. Haislip,
and Mr. Hitt will speak specifically to the Chicago situation.

I would like to read my prepared statement and then provide an
opportunity for questions.

r. Chairman and members of the subcommittee:

I appreciate the opportunity to appear before you today to discuss
fire safety and related problems in nursing homes.

I would first like to take a few minutes to explain how the De-
gartment of Health, Education and Welfare enforces the statutory

re safety requirements and to report on the current status of our
enforcement efforts. As you know, under titles XVIII and XIX of
the Social Security Act, the Department is now required to enforce
for skilled nursing facilities the applicable requirements of the 1973
edition of the Life Safety Code (except for existing facilities which
have already met the 1967 edition requirements)—a consensus
standard published by the National Fire Protection Association
(NFPA). The 1973 edition of the code was substituted for the 1967
edition by Public Law 94-182, the provisions of which became
effective on June 1.

Although the law only requires that the Life Safety Code be applied
to skilled nursing facilities (SNFs) participating in the medicare or
medicaid programs (with waivers permitted under certain circum-
stances), the Department has required, by regulation, that hospitals
and intermediate care facilities also comply with the code provisions.
In enacting the legislation requiring the application of the Life
Safety Code, Congress recognized the fact that the code contains
provisions which are nationally accepted and which provide an ac-
ceptable degree of safety for patients and staff in institutional
buildings.

This is a very important point we would like to make, that the
standards today provide only an acceptable degree of safety, not the
maximum degree of safety. :

The Department’s principal enforcement mechanism is direct
survey of nursing homes by State surveyors. Our regional offices of
Long-Term Care Standards Enforcement, which were established 2
years ago, monitor State survey activities for long-term care facilities
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and provide training and consultation to State survey agencies. The
directors of our regional offices of Long-Term Care Standards En-
forcement, under delegated authority of the regional directors, review
surveys and determine whether skilled nursing facilities comply with
Life Safety Code requirements. They also pass judgment on requests
for waiver of specific requirements for these facilities.

Waiver determinations for SNFs, which are explicitly authorized
by law, are made on a case-by-case basis. Waivers are approved
only if the waiver will not adversely affect patient health and safety
and if by requiring compliance an unreasonable hardship on the
facility would result. These waiver criteria can be applied to all code
requirements, including the sprinkler requirement. However, the
Department does not permit waiver of the sprinkler requirement in
one-story unprotected wood frame facilities of multistory protected
wood frame facilities, because the type of construction in these
facilities offers the least resistance to fire.

In addition, specific criteria have been established for the waiver
of the sprinkler requirement on one-story protected wood frame
facilities. These criteria must be satisfied before a waiver of the
sprinkler requirement can be considered. Although these specific
criteria need not be met to approve waivers for the sprinkler require-
ment in other types of construction, the Department has instructed
State surveyors to consider these criteria in establishing the basis for
waiving the sprinkler requirement in other types of construction. The
Department believes that it would be unrealistic to specify waiver
criteria in all types of buildings because each building is unique and
& judgment must be made on a case-by-case basis by professional
surveyors. However, HEW is continuing to review this matter.

Intermediate care facilities are also subject to Life Safety Code
requirements. In this case, the State survey agency determines whether
these facilities comply with Life Safety Code requirements and also
approved waiver requests. The Department’s Directors of Long-Term
Care Standards Enforcement (OLTCSE), in this case, monitor
State actions to insure that Federal criteria and guidelines are being
followed.

In an effort to upgrade the quality of fire safety surveys the De-
artment has conducted a number of training sessions on fire safety.
he most recent were conducted in the fall of 1974 for all of the 10

regions. Another training program is being scheduled for this summer
to include in each region to orient surveyors to the 1973 Life Safety
Code. Our Regional Offices, aided by the Department’s Regional
Office of Facilities Engineering (ROFEC), providing training and
consultation to State surveyors on an ongoing basis. Regional valida-
tion surveys of a randomly selected sample of nursing homes serve
not only to monitor State enforcement practices, but also identify
areas where additional training may be required.

The Department’s continuing efforts to improve the quality of
surveys and its strong stance on enforcing Life Safety Code require-
ments have forced many nursing facilities to make the necessary
improvements or to be dropped from participation in the programs.

n the State of Pennsylvania alone, since our last meeting, 200 field
mission facilities with serious deficiencies are no longer participating
in Federal programs.
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I would now like to turn to the subject of the automatic sprinkler
requirements which is the key issue this morning. The 1967 edition
of the Life Safety Code does not require automatic sprinklers in
buildings of fire-resistive construction, regardless of height, nor in
one-story buildings of protected noncombustible construction. The
1973 edition exempts buildings of fire-resistive construction, regard-
less of height, as does the 1967 code, and buildings up to three stories
in height if they are of protected, noncombustible construction. There
are other variations regarding construction types and sprinkler re-
quirements in the 1973 code.

The Secretary accepts the recommendations of the association in
terms of the materials and standards under the terms of the existing
code—as of June 1, the 1973 edition is the current one in effect.

The recent tragic fires in Illinois have raised serious questions as
to the degree of safety provided in institutions of fire-resistive construc-
tion that are not required to have automatic sprinklers. These facilities
were in compliance with the provisions of the Life Safety Code, yet
31 elderly residents perished. We in HEW are deeply concerned over
these tragedies. We took immediate steps working in Chicago to
investigate both fires. Mr. Hitt will speak to these a little later.

Fire safety experts within the Department and at the National
Bureau of Standards have been studying the reports of these investiga-
tions and will soon make specific recommendations to us on actions
which should be taken to help prevent similar tragedies in the future.
In fact, a departmental committee met yesterday and is meeting again
today for the purpose of recommending appropriate action.

Over the past several years, there has been an increasing body of
oFinion which argues for requiring automatic sprinkler protection in
all nursing homes without regard to type of construction. A few States,
such as California and Ohio, and most recently the city of Chicago,
require that all nursing homes have automatic sprinkler protection.

I would like to suggest that, before any decisions are made with
respect to requiring automatic sprinklers, we look at other possible
solutions and weigh all proposals m terms of their cost effectiveness.

I might add here also that, in terms of the needs of individual
facilities, there are the basic requirements of health and nutrition
and occupational therapy—everything we would want elderly in-
dividuals to receive in these long-term care facilities. Their overall
needs must be weighed against the desirability for sprinklers.

How much additional safety will automatic sprinklers provide?
Are there other requirements or combination of requirements which,
if required, will provide additional safety yet cost much less? We
don’t have answers to these questions, but we are trying to find out.
We are looking to the National Bureau of Standards regulations to
give us guidance in this direction.

Under Secretary Lynch has recently established a departmental
work group to examine costs of requiring compliance with the Life
Safety Code and to recommend changes which would bring about a
proper balance between costs and the degree of safety provided.

In addition, the Department has a contract with the National
Bureau of Standards to study the effectiveness of many of the fine
safety requirements pertaining to institutional occupancies and to
determine whether additional or different requirements should be
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mandated. One of the things they are looking at is the placing of
automatic sprinklers at selected locations rather than throughout a
facility ; there is no question that there is evidence to show that lives
can be saved by automatic sprinklers. They may determine, for
example, that placing sprinkler heads in a corridor, outside each
patient room door, would save as many lives but cost much less than
sprinklers throughout.

In response to our request for recommendations on Life Safety Code
changes suggested as a result of the recent fires in Illinois, the National
Bureau of Standards provided us with an analysis indicating the
degree to which patient safety is increased for each category of change.

If the chairmen wish, we will be glad to make the report available
or to have one of the fire safety engineers here today explain the
report. You may also wish to discuss the report with NBS officials.
I believe that the report provides a good example of the type of
analysis that must be done before decisions are made with respect to
extending the current provisions of the Life Safety Code to require
automatic sprinklers throughout every facility.

[The report was supplied and is reproduced in the appendix,
pp. 183-197.]

As you are aware, the cost of installing automatic sprinklers is
considerable. Estimates range from 50 cents per square foot to $3
per square foot, depending on who provides the estimate. The General
Accounting Office, on the basis of four actual installations in 1975 in
Ohio and Minnesota, has indicated a cost between $1.21 to $1.55 per
square foot. Using the higher cost, the GAO has indicated that the
cost per bed is $625 and has amortized this cost over a 20-year period
at 9% percent interest. On this basis the cost per bed is $5.57 or about
19 cents per bed per day.

Assuming that these figures are representative of actual costs
throughout the country, which has not been established, the actual
cost of installing sprinklers in all nursing homes (SNF’s and ICF’s) that
are currently participating in the medicare or medicaid programs but
which are not sprinklered would be $412,500,000. This figure is
based on an estimate that 50 percent of the approximately 16,500
SNF’s and ICF’s currently participating in medicare or medicaid,
with an average capacity of 80 beds, would have to install sprinklers.
Our best estimate is that, at current prices, the national average cost
for installing sprinkler systems in existing nursing homes is approxi-
mately $2.30 per square foot. At 1978 prices, the average cost ap-

roaches $3 per square foot. At $2.30 per square foot, the cost per
ed would be approximately $927, resulting in a total cost of
$611,820.000.

Again, this is a very large investment, one that needs to be weighed
in terms of the total needs of the individuals in these facilities and
arriving at a balance of both safety and health requirements.

Automatic sprinklers do help prevent multiple-death fires (defined
by the NFPA as three or more deaths). The NFPA has never reported
multiple death fires in buildings which were completely sprinklered.
The May 1973 report of the National Commission on Fire Prevention
and Control entitled “America Burning” estimated that there are
between 3,500 to 4,000 fires annually in nursing homes and homes for
the aging, which indicates, I might say parenthetically, that the
reason there are not many more fires is because of the dedication of
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the personnel in these homes and the kind of training that is now
going on.

In the 20-year period from 1951 to 1970, 496 residents of facilities
for the aged perished in multiple death fires.

And, while we are all in agreement that automatic sprinklers. can
help prevent multiple death fires, I believe that we also agree that
automatic sprinklers cannot save an individual who is intimate with
the source of ignition, especially if the patient is bedridden or other-
wise immobile.

In conclusion, I wish to thank you for the opportunity to present
our views on this most important issue. The Department will be
pleased to assist the committees in whatever way we can in future
deliberations. My colleagues and I will be pleased to answer any
questions you may have,

Thank you.

Mr. Chairman, Mr. Hitt is on my left to speak specifically to the
Chicago fires and is most knowledgeable on our staff about that.

Mr. Morehart in the second section behind me can speak very
specifically about the National Bureau of Standards’ studies, also
about any questions that you might have regarding the carpst test
and other related specific factors about the 1973 code.

Mr. Peprrer. Doctor, we will wait until we hear from Mr. Hipps
before we ask some questions.

Now, we will hear from George Hipps from HUD.

STATEMENT OF GEORGE HIPPS, ACTING DIRECTOR, OFFICE OF
UNDERWRITING STANDARDS, DEPARTMENT OF HOUSING AND
URBAN DEVELOPMENT

Mr. Hrrrs. Thank you, Mr. Chairman. I do havs a brief statement
directed to the loan insurance program.

Thank you for the opportunity to testify on the nursing home and
fire safety equipment loan insurance program under section 232(i) of
the National Housing Act.

As you know, Public Law 93-204, signed on December 28, 1973,
added to section 232 of the National Housing Act a provision for
FHA insurance for supplemental project loans to finance purchase
and installation of fire safety equipment in nursing homes and inter-
mediate care facilities, including those not financed with FHA insured
mortgages.

The legislation specifically requires that equipment installation
bring the facility into compliance with HEW requirements for pro-
viders of services under the medicare and medicaid programs. The
committee reports indicated that the program should be implemented
with the assistance of HEW. Carrying out this intent, meetings were
held in early January 1974 with the Department of HEW to prepare
for implementation of the program.

Drafting of regulations and a program handbook began immedi-
ately. Development proceeded to the point that a memorandum of
agreement was prepared by HUD for signature by both Departments.
Former HUD Secretary James T. Lynn signed the memorandum of
agreement on March 25, 1974, and it was forwarded to HEW for
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execution. Further meetings were subsequently held with HEW to
resolve objections to the agreement as submitted and a revised agree-
ment was finally executed by both parties in October of that year.

While negotiating the final memorandum of agreement, HUD
drafted proposed regulations which were published for comment by
HUD on June 6, 1974. Final regulations were subsequently published
for effect on August 12, 1974.

During this same period, we proceeded with the preparation of a
program handbook, which included HEW's participation in the pro-
gram. In September 1974, we began planning for orientation meetings
for personnel in both Departments. Three such meetings were held in
late October to brisf HUD and HEW field office personnel, and the
program was operational on November 1, 1974.

During this period of time, from January to November 1974, HEW
had been _enforcing fire safety standards and requirements before the
program became operational. As a result, we received many requests
to insure loans retroactively. As you may know, FHA insurance
under section 232 is on a prospective basis, thus precluding insurance
of mortgages where work has commenced prior to application for
insurance,

Soon after the program became operational, we informed all FHA
mortgagees of the program and encouraged their participation. To
date, no projects have been insured nor commitments issued.

In developing the operating procedures for the program, it was
felt that we should keep as much of the processing as possible outside
of HUD because of the processing time lags which have developed
in some HUD/FHA programs. We believed HEW participation in
the program was necessary to assure compliance with fire safety
requirements applicable to the medicare and medicaid programs. For
this reason, we elected to identify the 10 HEW regional offices as the
initial contact point for all applicants.

"The following procedural steps are followed in utilizing the program:

One: The applicant takes plans for correction of fire safety defi-
ciencies to HE%‘&)'

Two: HEW reviews the plans and advises the applicant in writing—
with copy to HUD—that the plans were acceptable and that he may
submit an application to the local HUD office.

Three: The applicant submits an application to the local HUD
office through a mortgage lender willing to make the loan on an
insured basis.

Four: HUD/FHA processes the application mainly on the financial
capacity of the proposed borrower. 1f HUD/FHA approval is ob-
tained, a commitment is issued.

Five: After issuance of the commitment, installing of the equip-
ment may begin.

Six: HEW inspects during the installation of the equipment and
advises HUD when the installation has been satisfactorily completed.

Seven: HUD endorses the loan for insurance.

That completes my prepared remarks. I will be happy to respond
to any questions you may have.

Mr. Pepper. What concerns me is that these fires occurred in
January and February of this year, and here it is June 3 and you
representatives of two of the major departments of Government and
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the ones that have to act on this matter are still studying the question
and still getting reports which you have not yet evaluated and upon
which you have not made a decision.

Now, that is 5 months since the fire occurred, and now you are
considering, according to your statement, which is the most desirable
method to use and can prevent such a tragedy as these which will
get effective cost benefits.

Now, we have already sustained an enormous and immeasurable
cost in the loss of 31 lives.

Does Government have to move this slowly when life or death is
involved? Citizens of this country are in a way entrusting their lives
to public-State authorities when they go into these nursing homes
since these nursing homes are supposed to be approved by State and
Federal authorities. These people who are patients there, it seems to
me, are entitled to rely upon competent observation and scrutiny of
these nursing homes. By the fact the nursing homes are permitted to
be open and they receive Federal funds, it would seem to me that
the Federal Government should confirm their competence and that
the Federal Government should see to it that the elderly are safe
within those homes.

Why on the 3d of June has our great Government not come up
with a solution to this problem with recommendations as to what
to do?

Does Government have to move that slowly?

Were you waiting for the GAO report? The report has just been
officially filed and released. I do not know whether you have seen it.

Have you seen the GAO report prior to this, Doctor?

Dr. AspeELraH. Yes, Mr. Chairman.

Mr. Pepper. When did you see it?

Dr. AspeLrag. I did see it wrapped up about a week ago.

Mr. PeppEr. Mr. Hipps, when was HUD aware of this?

Mr. Hipps. Within the past week.

Mr. PeppEr. Did you all meet together on the GAO report before
you made a decision on this matter on what to do or recommend to
the Congress?

Mr. Hrpps. I think you have to understand HUD’s position with
respect to this program.

Mr. Chairman, we are the insurer of loans. We do not set the stand-
ards that are to be followed, nor do we certify the nursing homes
themselves.

That, Mr. Chairman, falls within the responsibility of HEW.

Mr. PeprER. Yours is only to make a loan certified by HEW?

Mr. Hieps. That is the sequence.

Mr. Pepper. Mr. Hipps, if I understand from you, there was only
one application for a loan to be made, and was that certified by HEW?

Mr. Hipps. There was one that we reviewed that HEW found
acceptable which we found unacceptable because the nursing home
did not have the financial capacity to pay the additional loan.

Mr. Pepper. Did you offer them the loan payable over a long
period of time?

Mr. Hrpeps. I do not have the specific circumstances of the terms of
that proposal, but normally, yes, it would be a long-term loan.
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. Mr. PeprEr. You recall how long or how long you may extend the
oan?

Mr. Hipps. It is up to 20 years.

Mr. PeppeR. You say that in this one application the nursing home
was not able to pay back the loan over a period of 20 years.

Mr. Hipps. That is my understanding.

Mr. PeppER. And HUD certified 1t, but you did not find a borrower
qualified because they did not have the financial capacity to repay
the loan.

Mr. Hrpps. No.

Mr. PeppEr. How much of a subsidy would have been necessary in
that case to justify your making a loan?

In other words, what subsidy would HUD have required in order
to be able to put in a sprinkler system?

Mr. Hieps. I cannot answer the question, Mr. Chairman. I have
not particularly examined that particular application itself. That
information could be obtained, I am sure, and provided for the record.

[The Department submitted the following information for the
record ;]

The application in question was submitted by the Nursing Home of Boaz to
our Birmingham Office. The applicant was neither the owner nor the primary
lessee of the facility but is categorized as a subtenant. The credit report obtained
on the applicant indicated that income was not sufficient to cover operating
expenses. An audited financial statement for the period ending November 1973
showed a profit to the Nursing Home of $6,335 and a similar statement for the
period ending November 1974 showed a profit of 8799. Our calculations, including
the debt service on the proposed fire safety equipment loan, projected a $3,000

loss utilizing a 93 percent occupancy factor. To make this loan acceptable a 100
percent subsidy would appear to have been necessary.

Mr. Peprer. Do you not think it would be desirable to set up some
machinery that an applicant may be examined concerning his ability
to repay all of it back within the 20-year period allowed for the loan,
and if not, a subsidy could be provided to pay for the part they could
not otherwise pay?

Mr. Hrppes. I think that is one thing that is under study, from what
as I have read the possibility of grants as opposed to-loans, but I do
not think I can comment on that at this moment.

Mr. PEpper. Would it be more appropriate for HUD to extend that
subsidy if the law should allow one or would it be more appropriate
for HEW to extend that?

"Mr. Hrpps. I do not think I can really correctly answer that question
at the moment without first having an opportunity to examine what
kind of a proposal it would be and then determine who would be most
appropriate to administer.

I believe HEW has administered a grant or a combination of loan
and grant program in the past.

Mr. Pepper. Does HEW now have any authority or fund to give
a subsidy to a nursing home that needs to meet safety requirements
that is financially unable to do so without aid?

Dr. ABpELLAH. No; we do not.

Mr. PeprER. Would it take legislation?

Dr. AspELLan. Yes, sir, it would.

One of our problems in the HUD-HEW program, as indicated
in the GAO report is that, as Mr. Hipps has indicated, the HUD
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program is & prospective program, so that when the applicants did
come in seeking a loan guarantee, they had already made arrange-
ments and had already started to install fire safety equipment. The
prospective requirement is a real handicap to the applicants.

Mr. PeppER. Do you think it would be desirable for Congress to
authorize HEW to make subsidies and make grants to nursing homes
to enable them where that was necessary to meet the safety require-
ments?

Mr. Haisuip. That would be a significant change from the manner
in which we have proposed standards thus far.

Mr. PEpPER. Give your name for the record.

Mr. Haisuip. Gene Haislip, Deputy Assistant Secretary for
Legislation.

You have to bear in mind that the Federal Government provides
extensive multibillion-dollar expenditures for health care in this area
to both medicare and medicaid and the standards have been imposed
by requiring that facilities meet certain standards in order to be
reimbursed under these systems.

I do not know whether you prefer to characterize that as a subsidy,
but that is the extent of Federal involvement and that is the manner
in which standards have been imposed and pot through some sort
of direct grant program.

Most of these nursing facilities are private facilities and their
capacity to react to regulations or requirements depends upon
individual management and funding in many cases.

These are matters over which only those individual owners have
control and would present a real question as to whether we simply
automatically blanketly subsidize their facilities in any respect.

Mr. PeppEr. Well, it would seem from the evidence that you all
have given here that you have no record of a multiple death’ fire in
a nursing home which was protected by a sprinkler system. In
addition, there were many fire deaths that occurred in the country
in the last 20 years in nursing homes which did not have sprinkler
systems. This would seem to indicate that the sprinkler system, even
though other requirements would be made, is an essential contri-
bution to the safety of those patients.

Now, let me ask you this, Dr. Abdellah. Is the rule or rather the
provision that a fire-resistant building does not have to have a sprinkler
system, is that a rule and regulation of HEW, or is that a statutory
requirement?

Dr. AspELLaH. It is part of the requirement of the code.

Mr. Pepper. Is that passed by the Congress or promulgated by
HEW or by some other department of Government?

Mr. MoreHART., My name is Jonas Morehart, Office of Facilities,
Engineering, and Property Management for HEW.

Your question has to do with who promulgates the Life Safety
Code? It is the National Fire Protection Association, a private
nonprofit association consisting of about 35,000 members of the fire
service, health care facilities, and so forth.

Mr. PepPER. You mean there is a rule or regulation promulgated
by a private association?

.- Mr. MorerART. This is a national consensus standard.
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Mr. PeppER. Well, is it embodied in any rule or regulation of
HEW?

Mr. Morenarr. No, sir. It is embodied by reference in the Social -
Security Act.

Mr. PeppER. You mean the Social Security Act also authorizes the
fire association to lay down fire protection criteria?

Mr. MorenART. It refers to the standards as a national consensus
standard.

Mr. Peprer. What I am getting at is this: I presently believe
that we should not provide any Federal money from medicare or
medicaid to a new nursing home if it does not have a sprinkler system
in effective operation.

Do we have to have legislation to do that, or can HEW simply
eliminate the criteria of fire-resistant construction, which itself
unfortunately eliminates the necessity for a sprinkler system?

Can you eliminate the practice of improper ‘“fire-resistive” def-
initions which you have observed in the past?

In other words, will it take legislation to accomplish what we are
looking for, or can it be done by regulation by the appropriate depart-
ment of Government?

Dr. AspeLLaH. Mr. Chairman, the Life Safety Code which is
recommended by the National Fire Protection Association, is the
Code which the Secretary of Health, Education, and Welfare follows
so that this is a mandate by Congress. Therefore, there would have
to be legislation in order to carry out your wishes.

Mr. PeprrEr. Now, wait a minute. What is the answer to my
question?

Can the change be effectuated by rule or regulation, or does it
- have to be by statute of the Congress?

Dr. AspELLan. It would have to be by statute of the Congress
because at present, the statute reads that the Secretary apply the
Life Safety Code of the National Fire Protection Association.

Mr. PeppER. There was one surprise that I got, Dr. Abdellah, from
your testimony, the actual surveys of these nursing homes is not
made by Federal officials but by State officials, and apparently they
report to the Federal Government. Is that true?

Dr. AspELLAH. Yes, Mr. Chairman, that is true.

The Department does not have the manpower to do the actual
annual surveys for all facilities.

Mr. PeprER. But it is Federal money being put into these nursing
homes, is it not?

Dr. ABpELLAH. Yes, sir.

Mr. PeppER. Well, I think you should be provided with the per-
sonnel to protect the proper use of Federal moneys.

How many billions of dollars go into Federal payments through
medicaid and medicare to the nursing homes?

Dr. AppELLAH. $3 billion.

Mr. Pepper. In other words, we are spending $3 billion a year.

How many people are in the nursing homes under the Federal
program?

Dr. AppELLAH. There are 1.1 million persons.

“Mr. PEPPER. 1.1 million people in these nursing homes and we are
paying $3 billion a year to keep the people in these nursing homes,
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yet you say the Federal Government does not have the personnel to
see to it that our money is properly spent, and the people in there
properly and safely protected.

Dr. ABDELLAH. iflay I point out something?

Mr. PeppER. I am not saying it is your fault. Somebody is at fault
for not providing inspection as to where the Federal money goes.

Dr. AspELLaH. I do not mean to imply the Federal Government
does not carry out any inspections.

Through our 10 regional offices, these facilities on a sample basis
do have routine validation surveys, but we do not carry out the annual
survey.

This is a State responsibility for which the Federal Government
reimburses the States.

Mr. PeppER. I am sorry, Dr. Abdellah, and you other witnesses,
but I have to go for another engagement, but othars will carry on.
I thank all of you very much.

Mr. Haisurp. Just to respond to which Federal funds are funneled
to the States when the States make certain representations, by
statute the States have the responsibility for administering the
medicaid program, so they have this particular responsibility with
regard to medicaid funds.

It is a different situation with regard to medicare. There again,
this is a matter that is mandated by law and it would be necessary
that we have a basic change in the character of this statute.

Mr. WEINER [presiding]. Mr. Abdellah, or any of the other members
of the HEW panel, you say you are providing training and consulta-
tion to State surveyors on an ongoing basis.

HEW has been phasing out the surveyor training program. We
understand you might phase out Tulane’s excellent program and we
have seen what they have accomplished.

I agree with your assessment of the surveyor training, so is not this
phaseout inconsistent with your stated goal?

Dr. AspeLLAR. I realize that there have been misleading reports
about Tulane.

Mr. WeINER. Are they going to continue?

Dr. ABpELLAH. At the moment, that is our only facility for training
of State surveyors.

I see no choice for us to have that facility continued.

My colleagues in the Social Security Administration, the Rehabilita-
tion Service, have recommended that that effort be continued.

There are plans to establish a Federal institute locally which is in the
planning process which has some strength in that it would certainly
pull upon Federal personnel and the faculty and also eventually reach
out to the whole training effort.

We are committed to the training of State surveyors and we must
have the training component.

I personally have recommended that this training effort at Tulane
be continued. We have nothing to substitute for it, as yet.

I see no other alternative to that, Mr. Weiner. I do not wish to
say that the program cannot be strengthened.

We recognize that there are problems in that situation, but at the
moment that is the only one we have.

Mr. WEINER. I just want to make clear in my own mind because
we have been talking about it and they are very, very upset.
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That program will not be discontinued, is that right?

Dr. AspELLaH. What I am saying is, I have recommended, as my
colleagues in social security and SRS, that it be continued.

I personally have no control whether it is continued or not.

Mr. WeiNER. You do not know what is going to happen?

Dr. ABDELLAH. As of this moment, it is still continuing. I have not
heard that it is not.

Mr. WEeINer. All right, in 1975, GAO recommended that you
establish waiver standards for all nursing homes regardless of con-
struction type to insure that sprinkler waivers did not adversely
affect patient safety.

Evidently, the department did not accept that, and I read it is still
your position.

Can you explain why and how you can insure patients’ safety
without minimum standards?

Dr. ABpELLAH. I call on Mr. Morehart.

Mr. MorEHART. The question of waiver standards which has come
up here has to do with a very specific criterion that was developed for
waivers for a one-story, protected wood-frame construction.

This was a very pressing need and it was developed. If criteria or
standards were to be developed similarly for other types of buildings
it would put a very severe restraint on the individual surveyor or the
individuarl) office making the waiver, and some types of facilities would
not be able to qualify for the waiver because of these guidelines,
whereas from a commonsense standpoint, they should have a waiver.

Mr. WeiNEr. But you are intending to promulgate any specific
regulations that state what should be. You are on a case-by-case
basis making a decision, so perhaps things like Chicago can happen
again,

Mr. MoreHART. If every facility could be designed and built identi-
cally and operated identically, then you could begin to draw up
uniform guidelines for this.

Mr. WEINER. In your opinion, do you not think the possibility of
automatic sprinklers is working and do save human lives?

I am still not clear about your position on this in my own mind.

Mr. Haisiip. I am sure OMB would have an opinion.

I think the problem here is one of taking a particular piece of
resource—here, we talk about $600 million—and deciding how a
maximum benefit can be achieved in terms of helping a class of people.

Now, I think Dr. Abdellah would be delighted, if you wish to listen,
to give you long lists of deficiencies that need to be corrected in
nursing homes.

These are deficiencies which also affect people’s lives.

Mr. WEINER. It would be very helpful, but perhaps you can provide
it later for the record. Would you be willing to do that?

Dr. AspeLLaE. I would be glad to do so.

[The information was later submitted and is reproduced in the
appendix, pp. 198-215.]

r. Haisure. The point is: Which of these deficiencies are you
going to cure and how much are you going to spend for them? This
particular matter—fire safety—while extremely important, is, alas,
only one of many deficiencies.

There are deficiencies in nutrition and quality of care and surveil-
lance and many other areas which also result in people dying.
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Mr. WEINER. I agree with you completely on the total of the
Federal allocation dollars, but I would like to relate one personal
experience having gone around to various nursing homes, having
visited with residents. If you ask a patient what concerns him most
about his care in a nursing home, he will generally say two things—
it 1s fine, but not like home, and No. 2, he will say fear of a fire because
they have seen and heard the stories about the Chicago fires.

They are just deadly afraid of fire, and it just seems to me that on a
psychological level, if you are going to provide some kind of happiness
in their twilight years, let them be assured of safety.

Mr. Harsurp. It is very important. We agree.

Dr. AspELLan. One should consider balancing priorities with the
limited health dollar—where funds and resources should go. We
recognize that the sprinklers do save lives, and ask that consideration
be given to the recommendations of the National Bureau of Standards,
the report that will be coming out if we find that their recommenda-
tion is sustained it may be that sprinklers are only needed in cor-
ridors and hazardous areas.

Mr. WEINER. When can we have that report?

Mr. MorenarT. We anticipate probably at least another year,
although it is part of a 5-year contract which is about 1 year down
the road.

Mr. WEINER. We have to wait 1 year? Really, Mr. Pepper’s point
about the need to avoid delay and act promptly is very valid here.

Mr. MorEHART. If I may, I would like to set the record straight
concerning what was said earlier this morning, and that is, that the
human element is failing. I cannot agree that this is the case because
we are having at least 10 fires in nursing homes every day of the year.

If the human element was always failing, then you can see the
number of disasters that we would be faced with.

The fires we are having are accidents, and just like automobile acci-
dents, we have millions and millions of miles driven every year when
no accidents ever happen.

This is a case of multiple loss of life, and this is all we are talking
about; we are not talking about the several hundred single fatalities
from a fire. We are talking about 25 lives per year and the amount
of money, whatever it may be, if put on other health care programs,
could result in considerably more savings of life.

Mr. WeinEr. Well, I think the Senate committee, if I read the
summary of their report accurately, has statistics that show they are
three times more heavily involved in deaths from fire as the general
population as a whole.

It should be a priority. In addition, it is the single most important
thing to an elderly person in a nursing home.

Mr. Harsrre. It is a priority.

Mr. WEINER. You awarded HEW’s contract to the American
Health Care Association for their safety code.

What were their requirements relating to sprinklers?

Mr. MorenART. This was a contract to the American Health Care
Association? Did I understand you correctly?

Mr. WeINER. Yes.

Mr. MoreHART. As I recall, this was a series of tests, six tests;
the entire building burned down.
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One of the things the tests did show was that the sprinkler could
effectively control the fire and confine it to the room of origin.

There is no question in my mind as a professional fire protection
engineer about the effectiveness of the sprinkler system; its effective-
ness is proved by 100 years of statistics. But the question that really
bothered me as a professional is, we are looking at these sensational
media-reported cases of multiple fire deaths, and we are not giving due
consideration to solving the problem of the individual.

Mr. Weingr. For HEW, why did it take over 6 months to process
the four loan applications cited in the GAO report?

Do you not think this long processing time creates a problem for
nursing homes trying to make corrections within the allotted time for
correction?

Mr. Hrrr. I am Marvin Hitt, Director, Office of Long-Term Care
Standards Enforcement, and I will try to respond to your question.

I think there are delays in the processing. When we receive letters
of interest in our office, we catalog them, and send out packaged
materials to the inquirer. The packaged materials consist of a hand-
book and some of the material referred to and other correspondence.

Sometimes the providers respond immediately with other materials,
and the materials they send to us might be obsolete from the stand-
point they need updating.

We feel we had to make an outside inspection so we could certify
to HUD that if this project was completed the facility would be in
compliance with fire regulations. All of these things create some delay.

When we received plans for engineering and architectural appraisal,
many times our regional engineers decided they needed additional
information and they would have to go back to the provider and again
we would have a time delay.

Sometimes, they just would not respond. This is beyond our control.

Mr. WeiNER. Well, we have some questions on HUD on these
situations also.

Again, for HUD, since you rely on validity of State inspection re-
ports for medicaid and medicare certification, could you not rely on
them for the HUD insurance program?

Why the timelag on that?

Mr. Hirr. Well, that is a possibility, yes.

Mr. WEeiNER. Could that be done?

Mr. Harsuie. We would have to supply that for the record.

[The material was later submitted and is reproduced in the appendix,
pp. 216-228.] -

Mr. WEINER. Is there any reason why it would be part of a statute
since you are determining the process?

Dr. AspELLAn. As the program was developed, we had recom-
mended HEW involvement in the architectural review and survey
because, although some States have qualified eople to do this, there
are many States which would not have qualified people to carry out
their architectural survey. It was the intent of HEW to be helpful
by providing the expertise to those States where it was not available.

Mr. Weiner. Well, OK.

Mr. Hirr. I think too, if I may add, we did not rely totally on the
States for this survey certification effort.
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That is part of it, Mr. Weiner. They send the product of those sur-
veys to us and we monitor the process, so it is not a total reliance on
the State. ‘

Mr. WeINER. That is what it seems to me, too, in view of the fact
of HEW'’s great involvement here, obviously.

Certainly, with consultation, this would give at least a key to the
Pprocess.

OﬂIi believe that this is also recommended by the General Accounting
ce.

Would you give us some examples of the situation which might
exist at the qualifying nursing home in meeting a reasonable hardship
requirement for a waiver?

Dr. ABpELLAH. Do you want to respond to that, Jonas?

Mr. MoreHART. Would you rephrase the question, please?

Mr. WeinER. What qualifies for a waiver in terms of unreasonable
hardship?

Mr. MogreLL1. If I might clarify the question as I understand it,
under what grounds would a waiver be issued?

Dr. AspELLAH. This is Mr. Morelli of my staff.

Mr. MoreLLi. Our basic criteria are that a waiver may be issued
if it will not adversely affect the health and safety of patients and
would not result in undue hardship on the facility. I think your spe-
cific question is what would constitute an ‘‘unreasonable hardship’’ on
the facility.

We have some guidelines we have developed, and these are in sur-
vey manuals,

One thing we look at is the estimated cost of correcting a deficiency:
What would it cost to install a sprinkler system, if that is a deficiency.

Additional considerations would be the extent of destruction to the
existing building, disruption of services to the patients, the availability
of financing in that area, and the remaining useful life of the building.
In other words, is it worth making that expenditure if the building 1s
an old one?

Mr. WeiNER. If I might turn to another matter here, Mr. Hipps,
I would like to ask on what grounds does the Department support its
Eosition that it should not grant loans when the project had been

egun, even though the loan is in effect?

Mr. Hipps. That is the interpretation made by the General Counsel
of the language of section 232 of the National Housing Act.

Mr. WeinER. But it is an interpretation, not in the statute.

Mr. Hipps. That is their legal interpretation of the language of the
statute.

Mr. WeiNER. Would you be kind enough to supply us with a mem-
orandum which they issued, making that interpretation?

Mr. Hipps. Yes.

Mr. WeiNER. Thank you.

{The memorandum follows:]
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Public Law 93-204 ". ., ., does not authorize the insurance of loans to
reimburse owners of nursing homes for previously purchased and installed
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Honorzble Philip A. Mart
United Stetes Senate
Vashingion, D.C. 20510

Dear Senator Hart:

Ttis is in response to your letter of June 18, 1974, on behalf
of Mr, Jerry C. Kole of Town and Couniry Nursing Home, Ing.,
vho hes recuested that the propoged regsulations for HUD-inpured
loans for "Fire Safety Bguipment in Hursing Homes,” be amended
to provide for insurance of loaus on Tire safety eouipment which
bas elready been purchased ané installed,

These proposed rexvlations implexent Pabiie Law 93-204%, which
suthorizes the Secretary 4o inmsure loans ".,. to provide for the
purciase and installatiova of fire safely eauiprent ..." - In our
view, the statute does not autnorize the insurance of loans to
reimburse cwners of nursing homes for previously purchased and
ipstalled Tire safety equipament end the proposed reculgtions
properly vrovide for loan ingurance only for prospective instal-
lation and purchagses.

In responge to your auestion, smending the statute to provide for
loans covering fire safety eguiprent purchasad and installed prior
to the effective date of the statute, or the rezulations laplexmentin<
the gtatute, would ba lecally possible, However, we do not believe
trat it would be prenerally desirable to depart frow the pattern
esteblished for all other mortgage and loan insurance programd
under the National Housiug Act in which comeltrments to insure are
only issued for workx to be perferwed progpectively. Tanls procedure
enables HUD to determine not only the acceptavility of the con-
struction to be performed but also the finaucial feasibility of
ingsurance of the jncebtedness in relation to the prospective value
of the security.

¥Yle recoznize that Mr. Kole was facel with the dfilecunn of meeting
fire saicty reguirements, without a then-exzisting federsal progran
of loan insurance, an! mey have nadé to finance the purchase and
installaticn under less favorable termsg than ray be obitainable
when the final rules asre made efientive. lHowever, waking the
prozran available for reiinaneins oi indedbiedness or erze
already incurred, we believe would po well beyonl the ¢
of providing federally insured {inznciny for the prospechtive
purchase end installation ol fire safety eguiprent for nursing
‘houmes which might not otherwlse be able to Ffinance the purchsge
end installation of required eauipment.

Sincerely,

/s/ Robert R, Elliott
Robert R. Elliott
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Mr. WeiNerR. Why do you believe that no loans have been insured
under the program?

Mr. Hipps. I think there are probably several reasons.

Recalling back to the time the program was being considered
and developed, it was clear from some of the information and com-
ments received from the people in the nursing home industry that
the type of program provided was not what they thought they were
going to get.

Really, many of them, Mr. Weiner, believed that they were getting
a grant program. They did not really understand that this was
a mortgage insurance program and that it required the participation
of private lending institutions.

This is the type of program that has not been particularly attractive
to mortgage lenders, although we encourage their participation.
b ’Ill‘llilis type of loan is not one that is typically made by a mortgage

anker.

Mr. Weiner, you must remember that mortgage bankers originate
the bulk of the loans insured by the Federal Housing Administration.

Those, I think, are the primary considerations.

Mr. WeINER. In your opinion, could this loan program, the insur-
ance program work?

Mr. Hipps. Can this insurance program work?

Mr. WeINER. Yes, Obviously, it is not working now—no loans.

Mr. Hipeps. I do not think that the program is going to work any
better than it has now.

I think probably the reason it has not worked is more related to
the fact that it is easier to do business with a conventional lender
than it is with the Federal Government because of the typical red
tape.

Mr. WeiNeR. It is difficult in the private loan market also.

Mr. Hipps. The interest rate is 9.25 percent right now.

By regulation, that interest rate was established at one-quarter
of 1 percent above whatever the current interest rate is for a multi-
family mortgage in the FHA insurance program and is currently
9.25 percent.

I understand that kind of money is obtainable to those who have
the financial wherewithal to obtain it in the marketplace.

Then you have to find a lender willing to make the loan and although
at the time a program was implemented and announced, there was
some initial interest on the part of a very small number of mortgage
bankers about the program that interest never continued.

Mr. WriNEr. Let me ask you the same question Congressman
Pepper asked GAO earlier.

In view of the problems, perhaps direct loans would be a more
efficient way to do it.

What would be your reaction to that?

Mr. Hipps. I cannot respond to that. I think before you can answer
that kind of question, you really need to do a complete analysis of
the benefits and drawbacks of direct loans and things of that nature.

Mr. WeNER. Would it be possible for your department to provide
a staff study on your opinion on this?

er. Hireps. I presume it can be done. It would take a good deal
of time.
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Mr. WEINER. One other question. There is another loan program,
too, according to the GAO in their report.

Why have regulations to implement the Housing and Community
Development Act of 1974 not been published?

According to our information, this act gives you the authority to
insure loans for projects which have begun.

A Mr. Hipeps. That program is under title I of the National Housing
ct.

It is my understanding that some of the considerations that went
into the delay and implementation of the program really relate to the
characteristics.

There again, you are typically dealing with the title I programs of
HUD with home improvement lenders.

Those type of lenders are typically not making the kinds of loans
involved here and the dollar amounts envisioned.

It was also felt that since the experience with the program under
section 232 had been as it has been, that if the program under section
232 was not working well, there was no reason to think that the one
under title I would work either.

You also have to remember under title I the lender who makes the
loan is taking a coinsured risk, unlike the one under title II where
the lender is protected up to 100 percent of his investment.

It makes it even more unlikely that many lenders would be too
anxious to engage themselves in that kind of a coinsurance risk,
given the dollar amounts of the loans that you can anticipate.

Mr. WEINER. Is it your intention to issue regulations?

Mr. Hrpps. I believe it is, yes, sir.

Mr. WEINER. You have any idea when?

Mr. Hipps. No, sir, that is not in my area of responsibility.

Mr. WeiNER. I appreciate that.

Well, that concludes my questions.
~ I just want to thank you, Dr. Abdellah and your associates, on

behalf of Chairman Pepper for a very thorough, as always,
presentation.

You come with an army of preparation and it is very difficult for
us to match, but we really appreciate all the work you have put into
it.

Also, Chairman Pepper is very grateful for your change of the
title of the Office of Nursing Home Affairs to the Office of Long-Term
Care to reflect greater Federal concern with developing alternatives
to institutionalization.

We are very grateful that on extremely short notice, Mr. Hipps,
that you have provided your testimony today. We know it was un-
usual. We are grateful to you and your shop for putting it together
in 8 week. I now yield to my very distinguished and brilliant col-
league, Val Halamandaris.

Mr. Havamanparis. Four or five years from now, somebody will
likely look back and see why nursing homes are not sprinklered and
wonder why. Today’s record will be available to show our resolution
that they should be, along with your opposition to the requirement,
based on fear of the potential cost of installation.

T have a couple of questions I would like to address to Dr. Abdellah.

_In your research paper last year you suggested that two-thirds of
the nursing homes of this country have four or more deficiencies.
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I wonder if there has been any improvement in that, do you feel
encouragement in what you have seen this past year?

Dr. AspeLLan. Yes; I am very much encouraged. In fact, in view
of our discussions, we have seen major improvements in the ares
leading to requirements for the Life Safety Code.

I would like to see much more emphasis on activities in relation to
improvement of the quality of care, the level of care, provided.
In relation to this, our undersecretary, Mrs. Lynch, announced last
February phase II of the long-term care strategy campaign which
is focused on services needed and provided to patients and residents.
Because of the encouragement and changes in meeting the Life Safety
Cfode requirements, we feel there should be greater emphasis on quality
of care.

We do not hear about those patients who die from poor quality of
care. This aspect must be addressed.

Mr. Haramanparis. We all endorse that effort. However, I think
we would be remiss in our duty if we did not suggest that we proceed
on the other front as well. We must continue the effort to achieve fire
safety in nursing homes. We do not want to lose the gains made in
that direction.

Last year GAO mentioned, and, Dr. Abdellah, in your testimony
reiterated the same point, that many States are relying essentially
on untrained individuals to make fire safety surveys.

I am talking about using sanitarians, nurses, and policemen who
make judgments as to fire safety.

Can you tell us far the record what has been done to require the
States to use qualified inspectors?

Dr. AppELLAB. Yes; I would be very happy to submit our report
that was prepared by the Bureau of Quality Assurance in our De-
partment that details the qualifications of the State surveyors.

[The report was submitted and is reproduced in the appendix,
PpP- 225-295.]

Dr. ABpELLaH. I am very much encouraged by their report. For
example, more than half of the State surveyors today have a minimum
of a B.A. degree and have specific training in survey techniques.

Much of this is picked up through the efforts out at Tulane, and
some of the earlier programs.

Also, one might categorize about two-thirds of these individuals,
as professionals. For example, there are 41 physicians who are doing
State surveys, over 400 professional nurses, social workers, and hospi-
tal administrators.

Of about 2, 200 State surveyors, only 127 of those do not identify
with a specific health discipline. There 1s & major change from 2 years
ago and I am encouraged that most of the surveyors are committed
health professionals.

Mr. Havamanparis. The point is a little more specific than that.

Irecallin the survey last year, we learned that 22 out of 24 inspectors
in 1 State were retired Army officers.

I have nothing against retired Army officers. They may even have
had a strong background in health.

My point is, they do not have an engineering background or other
trainéngdwhich would qualify them to appropriately apply fire safety
standards.
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Do you see that as a problem? .

Dr. ABpELLaH. Yes; of course, and many States do have very
qualified individuals doing this; in each of our regional offices there is a
qualified fire safety engineer. In some cases, there are three, some from
a Federal level. We do have a very good picture in terms of qualified
safety engineers.

In some States, some are fire marshals with limited training, but
in most States, we find many of them are participating in the life
safety code training courses at the local, State, and individual level.

I think the picture is changing, and I want to mention one important
point that was brought out this morning. I see, as I am sure you do
also, the change in involvement of industry, in this effort, the American
Health Care Association has issued fire safety training manuals. They
have also issued, at their own expense, a set of training manuals in
patient assessment for some facilities. ‘

I have persuaded them to shift some of their public relations money
into the training effort of fire and safety for nursing home personnel.
I think that there is greater understanding and an improved working
relationship between industry and the States and Federal Government.

Mr. Haramanparis. Good. In terms of the medicaid program it
seems to me the Department of Health, Education, and Welfare is in
a difficult position. Anyone trying to administer that program gets
whipsawed between the Congress and States.

Have any of you reached any personal decisions about changing
the nature of the medicaid program?

Have any of you reached the point where you believe direct Federal
enforcement is either necessary or prudent or desirable?

Dr. AspeLLaH. That is a hard one. I think we certainly would not
in any way relinquish our responsibility for monitoring our capability.

Mr. HaramanNpagris. I just want an informal response. It is my
thought that perhaps direct Federal enforcement would help.

I wonder if that concept would be supportable. Do you find it
desirable?

- Mr. Hipps. Well, you have raised such a fundamental question.
In some ways the medicaid program suffers from dualness dilemma.
It is basically a State program, but yet it has a lot of Federal

involvement. -

It is never clear who has the final say on these particular measures,
and the Federal Government does attempt to fulfill its responsibility,
but again recognizes that administratively it does not have that
responsibility.

The administration has proposed turning it over to the States with
broader latitude to clarify. I think the question is just where you
come down philosophically on the question of State and Federal
relationships, and to what degree do you believe there is confidence in
tho%ei two different approaches, and who do you think is closer to the
problems.

There has been a lack of money in the States to do much about that.
The proposal which would clarify that, and provide them with money,
could change that picture.

There have been dramatic increases in State capability across the
board in the last decade, relative to the past.

“. It is not an answer.



65

Mr. Havamanparis. It is an intriguing problem, and I think it is
one the Congress is currently grappling with.

We have the administration’s proposal, and some others, but we
can discuss that point at some different time. However, I am stating
thy own preference. I am starting to believe that the States are doing a
fine job, but others are performing poorly.

I do not wish to remove the authority to regulate nursing homes
from the States, but when you reach a point where we can determine -
that a particular State is simply not living up to expectations, and not
doing the job, then I believe the Federal Government should step in
and help the State to meet its responsibility.

Dr. AspeLuaE. That is a problem, and we do have a current obliga-
tion in that regard.

We are responsible for the coordination of policy related to the
medieaid program, and it is a difficult problem.

You may remember about a year ago we planned to publish a
regulation that would strengthen the Secretary’s authority in terms
of waiver for the Life Safety Code in relation to the medicaid program.

With the exception of the State of Washington, all States agreed
not to give the Secretary increased authority in relation to medicaid.
There seems to be reluctance on the part of the States to relinquish
some of this authority to the Federal Government.

Mr. Havamanparss. I would agree, however, I have a strong sense
of déja vu, sitting here today, and talking to all of you HEW officials
about nursing home fires.

I have a long memory of past fires, and talking about them with
various HEW Secretaries and personnel.

I must digress to applaud Dr. Abdellah with her efforts, and all
of the dedicated people who work with her. However, it seems to me
that promises to us made by previous HEW officials were somehow
lost within the bureaucracy of HEW.

Senator Moss referred to one of these promises in his opening
statement.

I am going to address my comments really to Mr. Morehart because
I understand he is the officer in charge of technical standards.

Just to set the stage for you briefly, during our hearings on the
Marietta, Ohio Nursing Home fire, we learned of the major role which
carpet played in the fire. We learned through testimony at those
hearings that the only fire test for carpet was the so-called pill test;
a test for ease of ignition, a comparatively ineffective test in terms of
flammability. In fact, it allows some 90 percent of the carpet made in
this country to continue to be sold in the marketplace.

Second, the Steiner tunnel test was characterized as a more effective
test but HEW stopped short of adopting it, saying that the chamber
test was the ticket. It was HEW’s recommendation we test and study,
and wait awhile, and maybe this so-called chamber test was going to
be the thing.

Five years have gone by with all this bickering and we still have no
standard; now I hear HEW is proposing to use the pill test, and the
so-called radiant panel test. The latter is a completely new test;
is that correct?

Mr. MorenaRT. You have a very good source of information.

The current standards that are in effect now, are those referenced
in the Life Safety Code.
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This is based on the tunnel test, and we have for many years
required appropriate compliance with that.

We are looking at a new standard, or new criteria, which is based
on the radiant panel.

This is out for comment now.

One point that you made was that the pill test is inadequate, and I
cannot agree; it is a very stringent test.

The pill test probably is responsible for saving many lives in this
country, which we have no way of counting of course.

The new standard is based on the radiant panel, which should solve
many of the problems.

Mr. Haramanparis. I cannot disagree with you, Mr. Morehart.

If my mother was in a nursing home, with a carpet on the floor,
and the only standard that the carpet passed was the pill test as you
propose for patient rooms, I would be worried.

I would prefer the more stringent standard, the so-called Steiner
Tunnel test which the Public Health Service now requires and has
recognized for a number of years. I am wondering why all of a sudden
there is a change to a pill test, and then to the radiant panel. I would
like to know if the radiant panel test is supported by any recognized
authorities such as Underwriters Laboratories?

Mr. MoreHART. The radiant panel test simulates what happens
in a corridor situation during a fire from a flashed-over room feeding
hot gas into the corridor.

The hot gas travels along the ceiling of the corridor, and heat
radiates onto the carpeting in the corridor, which I can only char-
acterize as similar to raising the flash point of fuel oil to a given level.

In an open room you would not have this potential for the con-
centrated radiation; therefore, the radiant panel test is not applicable
to an open area. '

As to your concern about the inadequacy of the pill test, the Na-
tional Bureau of Standards has made a series of tests, where they have -
actually burned a large piece of furniture, or a large amount of wood
in the corner of a room, and measured the difference in the flame
spread travel between a mediocre carpet, such as the minimum of
the pill test, and the best that we could get, and I believe the dif-
ference in flame spread is in the neighborhood of 20 inches.

We are really not buying any additional safety in this 20 inches by
making a more stringent requirement on the carpet.

Mr. HarLamanparis. Let us talk about the carpeting and other
products which were totally consumed by the fire even though they
had a low rating.

Are you troubled by the fact that these products, particularly
with burning plastics, release toxic gases?

Mr. MorEHART. First of all, concerning the carpeting in the
Cermak fire as I recall, there was only a very small amount of scorching
in front of the door of the room of fire origin.

There was absolutely no spreading of the fire down the corridor,
and I think Mr. Best could probably bear this out.

As far as toxicity is concerned, it is something that was touched on
two or three times this morning. A recent study in the State of Mary-
land has shown that people do not die from these exotic chemicals,
they die as a result of carbon dioxide.
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Over 80 percent of the fire deaths in the State of Maryland the last
couple of years have borne this out, so it does not matter what we
have, if it is comfortable, it is going to burn, and anything that will
burn will give off carbon dioxide as a matter of course.

Mr. Hanamanparis. Do you favor the promulgation of smoke
generation standards?

Mr. MoRreHART. In our new standard, we have the criteria for
smoke development. It is not based on the tunnel. It is based on the
new NFPA standard on smoke generation of solid materials. It has
just been officially adopted by the NFPA.

Mr. Havamanparis. Will you tell me once again, what is the
status of this regulation that you are considering? Is that about to be
promulgated?

Mr. MoreHART. The standard is currently out for comment within
the Department.

Mr. Haramanparis. I would be very interested in receiving a
copy of it if you could send us one.

I know the Senator would like to read it, and react to it formally.

Could you do that?

Mr. MorgHART. Yes, sir.

[The information received is reproduced in the appendix, pp.
296-325.]

Mr. HaLamaNpaRis. Thank you very much.

That concludes the questions I have.

Mr. WeiNER. I have no further questions. Thank you.

Dr. AepELLaH. Thank you.

Mr. WeiNER. Our next panel is made up of Mr. Ross Richardson,
the Assistant Illinois State fire marshal, and we have only one further
witness after Mr. Richardson, Mr. Richard L. Best, fire analysis
specialist, National Fire Protection Association, he will have a very
useful presentation, so I hope our visitors will be able to stay.

Mr. Hovron. Excuse me, Mr. Weiner. As you know, Francis
Murphy of the Chicago Fire Department was scheduled to be here
today. He was to report to us on the Wincrest fire, and the findings .
gf‘ Mayor Daley’s commission, which investigated the causes of that

e.

Due to illness in his family, he is not able to be a witness here today.!
Since we do have a copy of the commission’s official report, which
was issued shortly after the Wincrest fire, we will submit that for the
record in lieu of Mr. Murphy’s not being here today.

Mr. WrinER. If there is no objection the report will be accepted for
the record.

So ordered.

[Cover and pp. 3—13 are reproduced in the appendix, pp. 326-337. A
copy of the complete report is retained in committee files.]

STATEMENT OF ROSS RICHARDSON, ASSISTANT ILLINOIS STATE
FIRE MARSHAL

Mr. RicHarRDsoN. My name is Ross Richardson, assistant State
fire marshal for the State of Illinois.
We are the State life safety survey for the Cermak House.

1 Chief Murphy later testified in Chicago, Ill., on Aug. 12, 1976, before the Subcommittee
on Retirement Income and Employment of the House Select Committee on Aging.
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We also had responsibility for the investigation of the fire that
occurred on February 24, 1976, in the early morning hours.

I have a fairly brief written statement, which I will read, and then
turn it over to questions.

The intent of fire prevention officials is to eliminate or reduce
hazards that cause fires, and to limit the spread of fire and its deadly
products if one starts.

The fire official limits fires in buildings by detection, compart-
mentalization, and extinguishment.

The quicker the detection, the quicker the fire can be brought under
control by firefighters. :

Compartmentalization serves to contain and isolate a fire within an
area or specific room of a building. Extinguishment, of course, provides
an automatic system to put out a fire before it can become a threat
to the entire building.

All fire safety codes are based on these three principles, including
NFPA-101, the code HEW has in effect for all health-care facilities
receiving medicare and medicaid moneys, and the minimum standards
for long-term care facilities enforced by the State of Illinois.

Under these two codes, automatic sprinkler protection is required
in all nursing homes except those deemed to meet fire resistive con-
struction requirements or protected noncombustible construction
requirements if a one-story building.

The homes in which the recent tragedies occurred, Wincrest Nurs-
ing Home of Chicago, and Cermak House of Cicero, were fire-resistive
construction and did not require sprinkler systems under these codes.

Fire deaths and injuries are caused, in the overwhelming majority
of cases, by inhalation of smoke and toxic gases.

No one was burned to death at Cermak House or Wincrest. All
victims were claimed by smoke inhalation.

The fires were limited almost totally to the room of origin. The
construction of the buildings prevented the fire from burning beyond
this room. Yet none of those who died were occupants of these rooms.
Victims were occupying other rooms, felled as deadly smoke spread
throughout the floor.

This occurred because the final link in fire compartmentalization
was broken. Although all patient rooms were provided with doors to
withstand the spread of smoke and heat, doors were left open, and
people within these rooms died. The doors to the rooms of fire origin
were left open, failing to contain the fires within those rooms.

What is the single most important fire safety improvement that can
be made in nursing homes?

The Illinois Division of Fire Prevention believes that automatic
door closers, equipped with smoke detection devices to trigger the
closing device at the first whiff of smoke, would significantly reduce
these tragedies.

Such & device would automatically contain fire to one room, pro-
tecting residents in adjacent rooms while rescue and extinguishment
operations swung into action.

If these devices had been installed in Wincrest and Cermak House,
certainly the number of deaths would have been reduced.

. Sprinkler systems are an effective method of fire control, and the
wider their application, the more we will reduce fire losses.
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But we believe they are not the ultimate panacea. Most sprinkler
heads are set to flow when the temperature at the head reaches 160° F.
This leaves the possibility of a smoky, smouldering fire burning
without triggering the head.

At Wincrest, the fire started in a closet, which might have shielded
the fire from the sprinkler, had one been present. A similar situation
existed at Cermak House. Nursing home patients because of age and
health are extremely susceptible to smoke, and even though sprinkler
systems will control and extinguish a fire when operating properly,
they may not adequately control smoke to prevent death and injury.
The Division of Fire Prevention is in favor of sprinklers, but we
believe that all available fire safety systems must be carefully evaluated
before health-care dollars are invested in them.

Another major concern is the heavy loading of patient rooms with
combustible furnishings. Modern synthetic materials have increased
fire hazards by the speed and toxicity with which they burn. Much
work remains to be done in proper testing and evaluation of these
materials. These industries must redirect their efforts to provide
safer, less combustible materials in furniture construction, not only
for nursing homes, but for all building occupancies across the country.
We hope the Congress will take action to encourage these industries
in this effort.

In conclusion, the Illinois Division of Fire Prevention wishes to
stress that although nursing homes are much safer now than in the
past, much needs to be done to insure greater levels of safety. We feel
door-closing devices on all doors is the most important single step
that can be taken, but that the issue is complex and no single action
will resolve the problem. As the public becomes more conscious and
concerned about fire safety, and becomes willing to expend the effort
and money to insure its reality, the tragic fire loss in this country will
be reduced, and in time, perhaps eliminated.

Mr. Hovuron. I thank you very much for that fine statement.

Only one or two brief questions. First, do we understand your
position to be that you prefer to see smoke detectors and door closers
putin place rather than sprinklers?

Mr. RicHarDpsoN. Yes, and now I am referring to fire resistance
and comhustible homes that are not now required to have sprinkler
systems.

Mr. HovTon. As opposed to a frame construction.

Mzr. RicaarDpsoN. All other forms of construction, where sprinklers
are required, and-have been installed.

Mr. Hourown. Fine.

Thank you.

One final question. As a consequence of these two fires, do you
expect the State of Illinois to promulgate any standards with respect
to training personnel in nursing homes, or with respect to types of
contents in rooms such as vinyl chlor.des, etc.?

Mr. RicHarDsON. It is sort of a three- or four-part question. As
far as the contents of the rooms, I really believe that is a problem
that is centered on the national industries involved, and is not some-
thing a State on its own can do anything about.

There is a great deal of work that has to be done, but so far there
has really been no impetus to do the job, and that I would hope would
coine from the national level here.
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Mr. Hovuton. I think your point is very salient, especially with
respect to the testimony we heard earlier from HEW officials, who
wish to delegate their responsibility to the States. As I understand,
you are telling us that States are not equipped to do the kind of
testing and set the standards necessary that we are talking about
today.

M¥ Ricuarpson. Right. As far as fire safety or training goes, I
feel this is very important.

In the Cermak fire, the staff failed to take one correct action,
which was to close the patients’ doors, and many people died as a
result, and they had an opportunity to close those doors early in the
fire.

We are conducting programs of fire safety training across Illinois.
It is somewhat limited, there are limited funds.

I understand HEW does have small amounts of money available
for this, and I would like to say certainly, HEW will be able to
distribute more money to the State to provide these programs.

Mr. Houton. As a licensed nursing home administrator myself, I
remember the great emphasis placed by State officials and Federal
inspectors regarding the posting of patient evacuation plans.

There were certain other training requirements, those were primarily
centered around the use of firefighting devices that were handy in
the homes such as fire extinguishers.

I recall very little emphasis being placed by State and city officials
or Federal agents on the aspect of door closures.

Mr. RicHArDSON. Our training program is aimed very much at
immediately notifying the fire department, letting the fire department
handle the fire.

Ignoring the fire extinguishers, whatever else is in there, as much
as possible, we go after the other first.

We have a four-part program, where we call it RACE, rescue the
patient immediately in danger; sound the alarm, close the doors, and
then worry about extinguishment, and at that point the fire depart-
ment is practically there anyway, so they could do the job.

Mr. Houron. Do you feel that nursing home employees should be
required to be trained and tested in fire procedures as a precondition
of employment?

Mr. Ricaarpson. I do not think you could make any precondition,
but I think you could certainly institute a training program within the
first 2 weeks or first month to nursing home employees on the job.

You are talking about somebody who is making a minimum wage,
and possibly lower, and one of the big problems is the turnover in-
volved; one of the things we found that Cermak House was—almost
all of the employees had been there no longer than 6 months, some as
short as 1, 2, 3 months.

Mr. HovLroN. What you are saying is that there should be some
kind of fire training within the first 2 or 3 weeks after a person is em-
ployed in the nursing home.

Mr. RicHARDSON. Yes, some sort of mandatory training program.

Mr. Hovron. Did you make that recommendation to the appro-
priate State officials? ‘

Mr. Ricuarpson. We are working on that.

Mzr. Hovurow. I have no further questions at this time. Thank you.
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Mr. WEINER. I have a couple of questions.

You said that smoke detection devices should be encouraged, those
that trigger something at the first whiff of smoke.

Do you want to define that?

Mr. RicearDpsoN. Smoke detection devices are not enough. You
have to have innovative devices which will trigger when there is even
no visible smoke at all. The device I am speaking of is one that has
come out, that is a door closer, incorporated with the smoke detector
in it, which can be set at any opening.

Now, nursing homes have a tremendous objection to this particular
device. They say people had to keep their doors closed, they
cannot push the dooor open, they get caught in the doors, but
the state of the art has gotten to the point where the pounds of
pressure to open the door are low, where the door can be set at any
opening, small or wide.

Mr. WEINER. You said at Wincrest the fire started in a closet.

Would a smoke detector be placed in a closet?

Mr. Ricuarpson. No, the smoke detector would be placed in a
room, or at the doorway.

Mr. WEINER. So regardless, the sprinker would put it out just as
fast or faster.

Mr. RicuarpsoN. Not necessarily.

Mr. Wemver. Will you explain why?

Mr. RicuHarpson. I did it in my statement, that certain fires are
not going to trigger enough heat to quickly set a sprinkler system off,
and because of the placement of heads, you may get a fire going in an
area where the sprinkler cannot effectively combat it.

Now, it is going to control the fire, there is no doubt about that, but
the question is how much smoke is going to generate while it is con-
trolling the fire.

That is the big danger.

Mr. Horron. I might just say it looks like we have two issues,
one emphasis for smoke control devices, and the other emphasis for
sprinklers, as the means of keeping temperatures low, and to retard
flash over from taking place.

After having seen a large number of related documents over the
last several months, it appears that we would be making a desperate
mistake to try to rely totally on a single system. What we do in fact
ne?d is a fail-safe system that will allow several kinds and levels of
defense.

Mr. RicrarpsoN. Now, my point is, taking the Cermak House,
that is where I was most intimately involved with, if there had been a
door closer on that door, or if the door had been shut by a staff mem-
ber, the fire never would have burned beyond the room, it would not
have threatened anyone else on the floor, and I am very certain that no
deaths would have resulted.

On the other hand, Ohio has adopted the complete sprinkler bill,
and what they are getting now is a lot of nursing homes being built to
be protected, and then you have the problem of concealed spaces,
combustibles in concealed spaces, and when you are an inspector
looking at a home already constructed, it is difficult to determine
whether there are fire hazards in those spaces.
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Mr. WeivER. Can you compare the fires in nursing homes with
sprinklers to ones without sprinklers, and will you speculate on the
potential damage on fires where sprinklers are utilized?

Mr. Ricuarpson. I believe a fire can be caused by improper use of
materials, and I know of this one fire that was caused by a mattress
so that there would have been a clear shot in the mattress to the head,
the head would be triggered, and it would have put that fire out.

The sprinklers are very effective. I do not mean to say that they are
not, but the impetus in the health industry is saying we want sprin-
klers, we want sprinklers, but they want everybody to, you know,
back off with the other requirements of the Lif)(; Safety Code, and 1
think you will get some protection, but there still will be enough
smoke to kill people.

Mr. Havamanparts. What you are saying is that sprinklers are
not a panacea, that you cannot abandon the rest of the requirements
of the Life Safety Code. :

Mr. RicrarpsoN. That is my personal opinion.

Mr. WeINER. From your investigation and also, from your opinions,
both before and after the fires in Chicago, did you find the Wincrest
and Cermak homes in compliance with Federal Safety Code re-
quirements?

Mr. Ricaarpson. The Cermak was.

In my opinion, it was an outstanding building.

Mr. Havamanparis. Thank you.

The other was not?

Mr. Ricaarpson. The Wincrest was not.

Mr. Weiner. Thank you very much.

Mr. RiceAaRDsoN. Thank you.

Mr. WEINER. Our final witness is a real expert in the field.

Will Mr. Richard L. Best please come forward?

Mr. Richard Best is with the National Fire Protection Association.

We do thank you for coming, Mr. Best, and would you please in-
troduce your associates.

STATEMENT OF RICHARD L. BEST, FIRE ANALYSIS SPECIALIST,
NATIONAL FIRE PROTECTION ASSOCIATION, ACCOMPANIED BY
MARTIN GRIMES, ASSISTANT VICE PRESIDENT, NFPA; AND JOHN
SHARRY, LIFE SAFETY CODE SPECIALIST, NFPA

Mr. Besr. Thank you very much, Mr. Chairman.

On my right is Mr. Martin Grimes, assistant vice president, and
on my left is Mr. John Sharry, who is our life safety code specialist
at the NFPA.

Mr. Smarry. Thank you very much. _

Mr. Chairman, frequent references were made this morning to the
Life Safety Code of  the National Fire Protection Association.

I would like very, very briefly to indicate that these codes are de-
veloped on a consensus standard system, with a committee, which
has a public review and comment period, and then which creates a
total adoption.

The association has numerous activities. We produce some 225
codes related to fire protection, and we in addition have published
many supplementary materials and are involved in research, and the
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Life Safety Code, particularly, has been the result of many years of
work that we have developed.

Itis in fact a total system, and one that has been greatly needed.

Any one element is supplementary or complementary to the other
element. ‘

To take one item in isolation as the last witness clearly illustrated
would be wrong, and it is very important to remember this, when
one talks about the value of sprinklers, and the need for other devices,
to consider everything as an interaction, right from the training aspect,
right through to the mechanical automatic aspects of it.

Another function apart from standards of the NFPA is in their
investigation in depth of fire significance.

These investigations are carried out as best by Mr. Best, will give
information on fires, and they are carried out in depth, not just for the
purpose of finding out what happened in that particular fire, but too
in feeding the research to various people involved in research, and
to assess the performance of the standards.

Bear in mind that these standards, the Life Safety Code in particular,
has been applied to State and local ordinances for a longer period
than used by Federal agencies.

In that time, there has been an evolvement of the standard, and it
is a continuing dynamic process.

The standards used have been reviewed every 5 years, and the Life
Safety Code is generally reviewed in 3 years.

The only other aspect is the NFPA codes are developed by the
NFPA, they are proposed, and this has been available for adoption
by Federal, State, or local officials, and then by industry.

Thank you.

Mr. HovLton. We appreciate your comments.

Mr. Besrt. Thank you.

Mr. Chairman, the National Fire Protection Association was or-
ganized in 1896 and has continuously addressed the problems of fire
safety since its inception.

With a staff of 220, it serves not only a membership of 33,000 persons
drawn from the many disciplines involved in fire protection, but also
the public at large.

The activities of NFPA range over the entire spectrum of fire
prevention and control. The two particular activities relevant to
this testimony, however, are NFPA’s standardsmaking process and
the investigation and analysis of fire behavior and effect.

The 225 codes and standards related to fire are produced by utiliz-
ing a balanced representative committee procedure, with a public
review and comment process. Standards are developed on the basis
of engineering design, technical expertise, human susceptibility and
reaction, and fire experience. The standards are dynamic in that they
are continuously revised as need is determined and technology
advances.

One of the standards is known as the Life Safety Code, which pro-
mulgates minimum standards for protection of life from fire and other
emergencies. This standard is widely used by Federal, State, and local
government by adoption by reference or by inclusion in regulations
or ordinances.
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The other relevant activity is the in-depth investigation of signifi-
cant fires with a view to further analysis for both research purposes
and also to determine the effectiveness of NFPA standards.

Many such investigations are carried on in association with the
National Bureau of Standards and, more recently, the National Fire
Prevention and Control Administration.

The NFPA Analysis Department, in cooperation with the National
Bureau of Standards, conducted an investigation of two recent fires,
the Wincrest Nursing Home in Chicago and the Cermak House in
Cicero, Ill. Significant factors of both fires will be contained in de-
tailed reports which will be published in the NFPA Fire Journal in
the near future. The following is a summary of the significant factors
of both fires.

The Wincrest Nursing Home is located in Chicago’s north side.
The four-story building is of fire-resistive construction with a protected
noncombustible roof. The building has enclosed stairways. Heat
detectors are provided in the chapel, stairways, and some closets, and
one smoke detector in the corridor near the entrance to the chapel.
Approximately 42 of the occupants of the building were in the chapel
on the top floor on January 30, 1976, when a fire 1n 1 of the patient’s
rooms on that floor filled the corridor and chapel with heat and smoke.
Reportedly, a staff member of the nursing home has been charged
with setting the fire.

The fire started in the area of a wooden clothes wardrobe and ul-
timately involved the contents of the entire room. Two wardrobes
were side by side constructed of plywood with hinged folding doors.
Mattresses were innerspring units consisting of 69 percent cotton felt
and 31 percent sisal pad. These combustible contents contributed
to fire growth and development. In addition, the wallpaper on sleeping
room walls consisted of vinyl wall covering, which may have contrib-
uted to the smoke production.

Fire damage was limited to the room of origin and the top portion
of a closet door across the corridor. The corridor opposite the room
of origin sustained heavy heat damage adjacent to and in both direc-
tions from the room of origin.

Thirty-five elderly residents were hospitalized as a result of the
fire. Thirteen patients died initially, but others have died since the
fire, and the total now is 24 dead. No fatalities occurred in the room
of fire origin, which was unoccupied at the time of the fire. All resi-
dents who died—with the possible exception of two—were located in
the chapel.

The Cermak House is located in Cicero, Ill., immediately west of
Chicago. The Cermak House fire occurred on February 4, 1976, less
than 1 week following the Wincrest Nursing Home fire. This
modern nine-story intermediate care nursing home is of fire-resistive
construction with automatic closing smoke barrier doors in the
corridors and corridor smoke detection. On each floor smoke barriers
divided the U-shaped building into a center section and an east and
west wing. The west wing housed six patient rooms with four patients
per room. A fire in a fourth floor room filled the west wing of that
floor with smoke and heat and caused the deaths of eight residents
on that floor.
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The fire started in the area of a combustible clothes wardrobe in
room 421 at approximately 6:30 a.m. At this time, the patients
were being awakened and were beginning their daily routine. The
cause of the fire has been attributed to a faulty electrical cord to the
lamp on the nightstand between the bed and the wardrobe. Com-
bustible material in the room contributing to the fire included mat-
tresses containing 50 percent polyurethane foam plastic and chairs
padded with urethane foam plastic.

No fatalities occurred in the room of fire origin. The three occu-
pants of this room were removed by the nursing home staff. The
fatalities were from rooms in the wing of origin, except one from the
center section who apparently received exposure to smoke during
evacuation. Reportedly, this person was suffering from respiratory
illness. The corridor smoke doors worked as designed and contained
most of the heat and smoke in the wing of origin. Fire damage was
limited to the room of origin. Smoke and heat damage extended
throughout the wing, with smoke damage in those rooms with doors
open. The carpeting in the room of origin was consumed, but the
carpeting in the corridor did not burn.

Reports of the Cook County Coroner’s Office have been reviewed
for 30 of the 32 victims of both fires, and they show that the victims
died of smoke inhalation or smoke inhalation complicated by respira-
tory problems.

Thirteen of the Wincrest victims died on the day of the fire, and
all 13 deaths were attributed to smoke inhalation by the coroner’s
physician. Most of the 11 other casualties died during the next 2
weeks from smoke inhalation complicated by respiratory problems—
including pneumonia—or heart condition. The average age of these
victims was 80 years old.

The coroner’s report of the four Cermak victims who died on the
day of the fire showed the deaths as smoke inhalation. The other four
residents died later. In three cases, the cause of death was listed as
smoke inhalation. In the fourth case, the victim died of smoke inhala-
tilon and extensive burns. The average age of the victims was 75 years
old.

The multiple death fire problem:

The Wincrest and Cermak fires exhibit similar characteristics in
their place of origin, contents involvement, rapid growth and develop-
ment, smoke spread resulting in untenable conditions, and their
tragic results.

Both the Wincrest Nursing Home and the Cermak House fires
originated in a resident’s sleeping room. The combustible contents of
the sleeping rooms at both fires contributed to the severity of the fires
and to the large quantities of toxic smoke produced.

Fire damage was essentially confined to the rooms of origin. The
construction of the walls, floors, and ceilings was adequate to confine
the fire to thess rooms. The door openings between the rooms and
corridors were the weak links, allowing the spread of smoke and toxic
gas, resulting in the tragic multiple fatalities.

Some of the methods of reducing the risk of multiple death fires in
fire-resistive nursing homes include: smoke detection, smoke control
systems, reduction of combustible contents, door closers, sprinkler
systems, and increased staff training. These are measures that can
alleviate the multiple death fire problem in nursing homses.

76-611 O - 76 - 6
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The NFPA Life Safety Code stresses the need for a written in-
stitutional firesafety plan, regularly conducted fire exit drills, and pro-
visions for the isolation of fire by the closing of all doors adjacent to a
fire. If the doors to the rooms where the fires started at Wincrest and
Cermak had been closed and had remained closed until the occupants
had been evacuated and the fire departments had responded, the
unfortunate loss of life in the two fires might have been avoided.

Although door closers are a method of confining fire to the room of
origin, they are not without their problems. Even with door closers
installed, the sleeping rooms may be entered by staff or firefighters
during emergencies to rescue occupants or to attack the fire, allowing
the smoke and toxic gases to permeate the area.

Automatic sprinklers, which will both detect and control incipient
fires as well as transmit the alarm signal to the fire department, must
be considered. The record of automatic sprinkler performance is good.
The NFPA records do not include any report of a multiple loss of life
fire in a nursing home fully protected by automatic sprinklers. The
NFPA Life Safety Code requires automatic fire extinguishing protec-
tion throughout all nursing homes with the exception of buildings of
fire-resistive or one-story protected noncombustible construction.
Although not required in these two types of construction, the code
encourages the installation of sprinklers by offering design trade offs
which recognize the increased safety to life provided. Life safety will
be considerably enhanced by the installation of automatic sprinkler
protection in any nursing home regardless of construction.

Amendments to the Social Security Act required that skilled nursing
homes and intermediate care facilities that participate in medicaid
benefits comply with the NFPA Life Safety Code 1967 edition. These
two intermediate care facilities were required to meet the requirements
of the 1967 Life Safety Code. An analysis of the conformance of the
facilities with the code was made as part of the NFPA investigation.
This analysis showed a few deficiencies with varying degrees of impact
on the fire problem in these two cases.

In the Wincrest Nursing Home the lack of separation between the
chapel and the corridor is considered a major contributing factor to
the loss of life in the chapel.

The Life Safety Code requires self-closing fire doors to separate the
chapel or assembly area from the rest of the nursing home. Other
deficiencies noted included: a 37-foot deadend corridor between the
chapel and the nearest stairway, which is in excess of the 30 feet
permitted ; and a section of exit access corridor 5 feet in width, which
1s Jess than the code-required 6-foot width.

In the Cermak House, the most serious discrepancy was a presignal
arrangement of the alarm system that did not permit an automatic
audible alarm throughout the building. The Life Safety Code spe-
cifically prohibits the use of presignal alarm system arrangements.
Another discrepancy was a deadend corridor 34 feet long which is
slightly in excess of the 30 feet permitted. The effect of the audible
alarm arrangement is difficult to measure, but neither of these dis-
crepancies is considered a major contributing factor to the loss of life.

The basic multiple-death fire safety problem in health care facilities
as exemplified by these two fires 1s the failure to confine a fire’s
resultant heat and smoke to the room of origin.
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Fast-developing fires as occurred in the two Chicago area nursing
homes produced large quantities of smoke and other toxic gases that
escaped from the rooms of origin and caused occupant deaths
within the area directly exposed by the smoke and heat of the sleeping
room fires—the third floor and chapel at Wincrest and the west
wing of the fourth floor at the Cermak House.

The combustibility of the sleeping room contents intensified the
problem, providing fuel for fast-developing and heavy toxic smoke
producing fires. There was insufficient time for nursing home staff to
safely evacuate the occupants from the area directly exposed by the
smoke and heat of the sleeping room fires.

Time is of the essence. There is a need to slow the development of
the fire or at least confine its effects, somehow; by reducing the amount
of combustibles, by closing the door to the room of origin, by elimi-
nating or controlling the smoke or by extinguishing the fire. These
measures will buy the necessary time for staff to evacuate occupants
to an area of safety.

In conclusion, the technology is available to prevent multiple-
death fires from happening. Complete sprinkler protection in all
nursing homes regardless of construction in conjunction with other
protective features is one solution that would significantly reduce
the risk of multiple-life loss.

Thank you for letting us provide the information.

Mr. WeINER. Thank you very much.

Unfortunately, we do not have a screen to see your slide. We had
it until about a half hour ago. If you would be willing at some point
the next time you are in Washington to provide the staff with a
presentation, we would be very appreciative of that.

Mr. Best. We would be happy to do that.

Mr. WEINER. Just let us know, and we would like to do that where
the Senate and the House staffs could both be invited.

I have just a couple of questions. I would like to say you have done
& real super A-one job on your investigation, and I think everyone
is grateful to you for that.

According to your prepared statement, you seem to support the
automatic sprinklers in all nursing homes.

Why then does the Life Safety Code exempt sprinklers?

Do you plan to change the code?

Mr. Suarry. The Committee on Safety Life Code, the development
of the Life Safety Code, felt in these two special superior types of con-
struction, that they should be at a reasonable level of safety, and
that could be achieved by offering two alternatives. -

One is, of course, the complete compartmentalization, which is
included with several other features, and an optional alternative to
the automatic sprinklers.

The code is constantly under review, and the committee is currently
taking a look at the possibility of requiring simply automatic sprinklers
as a complete alternative, rather than complete compartmentalization.

However, since there are other factors involved, we are awaiting
the results of a test underway in the National Bureau of Standards.

Mr. Weiner. How will sprinklers prevent death from smoke and
toxic acids?
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Mr. Best. Sprinklers have. an excellent record of extinguishing
fires, controlling and extinguishing fires, although there can be smoke
generated in the incipient stage of a fire, and additional smoke de-
veloped even though the fire is controlled by the sprinklers, the
sprinklers will reduce the amount of smoke produced in a fire, as in
Wincrest, there had been sprinkler protection in the room, even if
it had not been completely extinguished, and the wardrobe, it would
have prevented the burning of the rest of the contents in the room.

It would have reduced the overall amount of smoke.

Mr. WeivgEr. Does any other method of fire prevention that you
are aware of have the same track record of avoiding multiple death
situations, as the sprinkler does, either in combination or separately?
- Mr. Grimes. No; the sprinkler record, right from the origin of
sprinklers of over a hundred years ago, is being one of preventing
multiple life losses.

The only one where the sprinklers were installed, a multiple life
loss, is where these sprinklers were rendered inoperative by some
individual.

Could I refer to your question about smoke production, the
sprinklers will in fact react when that critical temperature occurs,
but that allows a sufficient time for a fire to begin to develop before it
operates.

The sprinkler then operates over the fire, over the part affected, and
it has the tendency, it may completely extinguish the fire, but if it is
something like a mattress, or a chair or something, it might continue
to smoke, it will not spread, but what it does do in effect of life safety,
smoke will go through the building, and I suggest that where there
had been a sprinkler, you would have had some smoke coming through
to the chapel; however, it would have been cool smoke, because it
had to pass through this spray of water, and, therefore, it would not
have had the pressure, or the ability to travel so far, and probably
not have the same effect.

It probably would irritate, but not have so much lethal gas.

Mr. Horron. That cool gas would not be capable of carrying as
much particulate matter as well.

Mr. GriMEs. Yes.

Mr. Hovrron. I have several questions I would like to ask Mr. Best.
In the course of your testimony, regarding the Wincrest situation,
and reading from your text, you said the 37-foot corridor is in excess
of 30 feet permitted by the code.

Is that the 1967 edition you are referring to, or is it the 19707?

Mr. Best. The 1970 edition.

Mr. HortoN. Mr. Best, you also commented, with regard for the
need for separation of that area by some type of door.

Is that once again 19677

Mr. Best. The 1967 edition.

Mr. Horron. Do you feel that the absence of that door was a key
factor in the loss of life?

Mr. Best. We feel that the lack of doors was definitely a con-
tributing factor.

Mr. HorTon. In that sense, would you conclude that that facility
was in violation of the life safety code?
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Mr. Best. By our interpretation of the code, yes; we feel it was in
violation.

Mr. Houron. Thank you.

One or two brief questions. The corridor part of the code, which
called for doors every so often, my recollection is that the length was
about a hundred running feet.

Mr. Best. 150 feet.

Mr. Horton. 150 maximum.

Mr. Best. Yes.

Mr. Hovron. Approximately how many patients’ rooms could have
access to a 150-foot long corridor?

Mr. Best. A good reference is your Cermak floor plan.

You have each wing, it has a separate smoke compartment, and
from the main body of the room is another compartment, and I will
give you the exact count.

There were 23 patients in the wing, the west wing.

There were 26 patients in the east wing, and 25 patients in the main
section of the building.

We are talking of six or more rooms.

Mr. Hovron. The point is, based on your experience at the Win-
crest fire, do you feel that the standard is adequate, or needs to be
further tightened to reduce the number of running feet or open
corridor?

Mr. Best. Our life safety code in this type of occupancy, in this
type of construction, is based on the plan, based on the reaction of
staff, that the door to the room originally had been closed, and without
the door of origin being closed, we have the smoke which is exiting
the room of origin, and endangering others.

Mr. Hovron. With respect to the Cermak fire, it has been alleged
that the cause of that fire was an electrical short in a lamp cord.

Apparently the plug was such that when furniture was pushed to
the wall, as in normal cleaning procedures, the cord was broken,
allowing the short to take place.

Have you had similar experiences with other fires of this kind of
origin where personnel pushed furniture against the wall, creating
some kind of electrical short?

Mr. Best. It has not been a major problem to my knowledge.

Mr. SeaRrRrY. I had personal experience as a fire marshal, and I
have seen this happen.

Mr. Hovron. Do you feel the adoption of a plug of different
design would protect against that?

I\E?SHARRY. That might be one way of stopping this type of
thing. We are starting into an area of what people can do in a building
after it is occupied.

It is very hard to control what is going on in the building after it
is occupied.

Mr. Houton. Nevertheless, we are saying that building usage
might tend to reduce the fire safety of the building overall, by chang-
ing it.

r. SHARRY. Yes.

Mr. Houron. One final question; in the Wincrest Home, on the

fire floor, I noticed that there was an emergency lighting system



80

installed, the kind that is the wet cell type, tied into the electrical
lines, and triggered to set off in the course of a powerline failure.

Tt is the kind that has the two-bulb light fixtures attached to it.

That fixture was located relatively near the ceiling, and they had
plastic hoods which supported the lights.

1t was rendered essentially useless because of the smoke in this
location, close to the ceiling, where the smoke was the thickest.

Secondly, the hoods melted, turning the lights down, and making
them useless.

Now, in this particular instance, since it was daylight hours, emer-
gency lighting was not critical, and, in fact, I do not think the system
was activated.

Would that particular unit based on your examination meet the
NFPA standards?

Mr. Best. Was that your question?

Mr. HouToN. Yes.

What I am asking, is, does the particular unit and the Wincrest
building meet the NFPA standards, and if it does, do you feel the
performance was such that those standards should be reviewed?

Mr. Best. I examined the emergency lighting in the chapel system
specifically, and I did not note any plastic hood you referred to.

The units looked like they would be operable, as they were, the
lens on the lamp were coated with a black residue, which may have
diminished the amount of light, and, incidentally, one of the slides in
the slide presentation shows this unit which would be of interest to
you.

Mr. Grimes. Regarding the position of the unit, there is a weak-
nqsls with the emergency lighting, which is normally located at the
ceiling.

Thg point of fire obscuration by smoke, and low-level lighting system
would probably be more effective, and if you ever see a hospital night-
lighting system, which is usually near the floor, you will realize it
would show a path under the smoke, and there is no doubt that it was
desirable for this to be considered, but as far as I know, the Life
Safety Code Committee has not considered any change with relation
to changing the position of the light. '

Mr. Suarry. It does not specify where it will be located as far
as the lights, and on the other point, the Life Safety Code or any other
standard, it does not spell out any product standard.

Mr. Hovron. That I find is somewhat shocking.

I do not mean to be derogatory. I am just surprised.

Am I to understand that the code calls for emergency lighting
systems, and then does not specify their characteristics or placement?

Mr. Suarry. It would specify the performance as to how and when,
but not specify the materials.

Mr. Horton. In the case of emergency lighting, who normally sets
standards for their manufacture?

Mr. SHarrY. They are usually done by one of the nationally
recognized testing laboratories.

Mrt. Houron. Thank you. That answers my questions.

Mr. Haramanparis. I have no questions.
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Mr. WEINER. If there is no objection, we would like to submit for
the record a summary and conclusions of the report on “Full Scale
Fire Tests in a Nursing Home Patient Room,” prepared for HEW.

Hearing no objection, so ordered.

{The material 1s printed in the appendix, pp. 338-339.]

Mr. WEeINER. I want to thank you for coming here.

Mr. Haramanparis. We have always enjoyed your good deal of
information and help and assistance, and we would like to continue
this very fine relationship in the future, and I thank all of you for
taking time to sit through this hearing.

The hearing is adjourned.

[Whereupon, at 2:05 p.m., Thursday, June 3, 1976, the hearing
was adjourned.]
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STATEMENT of the AMERICAN HEALTHE CARE ASSOCIATION

The American Health Care Association appreciates this opportunity
to contribute our comments to the record of this hearing. The AHCA
is the nation's largest organization representing long-term health care
facilities, with a membership composed of some 8,000 tucilitias,iboth

proprietary and non-profit.

There is no area of concern which has attracted more of this
organization's attention and activity than life safety from fire in
nursing homes, Over the years, AHCA and its predecessor, the American
Nursing Home Association, have been in the forefront of cooperative
research and educational efforts on fire safety. This Association was
also instrumental in supporting the adoption of the 1967 and, more
recently, the 1973 NFPA Pife Safety Code editions as the Federal stan-
dard for nursing homes participating in the Medicare and Medicaid pro-

grams.

An enormous improvement has been achieved in recent years in the
quality and integrity of buildings in use as nursing homes in the

United States.

By any statistical measurement, nursing homes are much safer
places to live than any residential occupancy. Nevertheless, we cannot
be satisfied with less than the safest possible environment which is
practical to attain in our nursing homes consistent wiéh maintaining a

functional and pleasing atmosphere.



while it must be stated that we will never completely eliminate
fires from breaking out in nursing homes, it is incumbent upon us to
reduce the consequences of fires to lives and property in any way we

can.

Need for Fact-Based Requirements

Despite the acknowledged improvements brought about since the
adoption by the Federal government of the NFPA Life Safety Code, the
time has‘ccme when various Code requirements must be subjected to rigid
empirical analysis in order to determine their validity and cost-bene-
£it. The Life Safety Code does not stem directly from factual analysis,
but represents a consensu; of a wide variety of "experts" and interest
groups (including nursing home administrators - let it be fairly stated),
all with their respective axes to grind. Not surprisingly, a decision.
to include any particular provision in the Code is as much the result
of good old-fashioned lobbying as anything else. Demonstrably, the
NFPA Life Safety Code, while extremely useful in many respects, is not a

fact-based set of requirements.

‘Literal adherence to the LSC in existing buildings is rarely
possible; hence the statutory provision for the granting of waivers.
The waiver system has been fraught with unbelievable confusion and error,
resulting alternately in non-enforcement of vital Code requirements, or
the unnecessary expenditure of thousands of dollars and disruption of
patient care in nursing homes due to erroneous application of require-

ments.

Research

In view of this dilemma, the American Health Care Association has
turned its attention over the last three years to the conduct of
research aimed at producing evidence on which conclusions might be
drawn with respect to the most important fire protection considerations.
The aim of this réaearch, and its attendant educational efforts, is to
give the nursing home administrator and staff the means by which to
develop and put into effect an grganized system of fire protection in
which available technology éan be combined with community fire services
and staff response to achieve the best possible result. Additionally,
it is our hope that Federal. and State Code enforcement can be simplified
and improved as results of various research efforts now underway become

available.

As a part of this effort, AHCA conducted a series of full-scale
fire tests in 1974 in an abandoned nursing home in Beverly Shores,
Indiana under contract with DHEW. These tests showed fire and smoke
development characteristics amazingly similar to the two recent fatal
fires in Chicago and Cicero, Illinois. As part of this statement, we
have attached reports prepared for AHCA by Gage-Babcock and Associates,

Inc. on both the Wincrest and Cermak fires.

AHCA submitted the report "Fire Tests in a Nursing Home Patient
Room” to HEW in August, 1975. Although both the conclusions and the
report have been available to the Department for more than eight months,
no action has been taken to implement the recommendations which were

made as a result of the tests.
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The ability of a fire to develop very rapidly with certain types
of room furnishings was shown in these -AHCA tests and clearly demon-~
strated in both the actual fires ih Illinois. The actual fires were
confined to one room, as were most of the fire tests, but lethal fire

gases spread into other spaces on the same floor.

The tests also demonstrated the effectiveness of closed room doors
and smoke barrier doors. In the actual fires, patients in rooms with
the closed doors survived, as did patients beyond the smoke barrier

doors in the Cermak House, Cicero.

The patient room test at the two Indiana test sites were conducted
in buildings of protected wood frame construction. However; in the
critical early stagaes, the fires in the two fire resistive nursing homes

in Iliinois showed nearly identigal develcpment.

The tests also demonstrated the effectiveness of automatic
gprinklers when the building does not have all the many protective fea-
tures which had been provided (but were ineffective) in the Wincrest
Nursing Home and Cermak House. AHCA has long supported sprinkler pro-
tection in nursing homes as the most effective single means of preventing
multiple death fires, Dr. Thomas G. 5;11, Executive Vice-Presidenc of
AHCA, made extensive reference to the value of sprinklers in testimony
before the National Commission on Fire Prevention and Control in Los
Angeles, California; in June, 1972. The Association continues to support
sprinklers as an effective means of protection. However, AHCA objects
to treating sprinklers as "add on" to a long list of expensive and

superfluous fire protection features. Current Life Safety Code

requirepents are not working in the best interest of all concerned. It
is time to reassess these requirements and develop meaningful standards.

The knowledge and technology to do this is available now.

It is essential that greatly increased fire safety features do not
impinge on the well;being of nursing home residents. The impact on
existing nursing homes can be lessened by goncentrating on automatic
sprinklers, the one fire safety measure which years of experience have

shown to be effective in controlling of fire while it is still small.

All the other fire safety measures now considered to be the primary
line of defense by today's codes should take a back seat to sprinkler
protection. Fire resistive construction, corridor partitions, floor to
floor barriers, latching hardward, increased corridor and door width,
smoke barriers, stairway enclosures, smoke and heat detectors, and all
the other code requirements now forced cn nursing homes together have

been proven to be less effective than sprinklers alone.

However, as with every protective measure, full reliance should not
be placed on any single device. The key is to create a fire-safe system
for each nursing home in which all factors are coordinated to achieve
a level of protection which is reasonable and proper for our patients

and residents.
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While HEW has been slow in implementing recommendations from these
fire tests, several agencies within HEW continue to cooperate with nur-
sing homes -- notably the Health Services Administration. HSA has
worked with AHCA on several projects which are of material and direct
safety benefit to nursing home residents. The agency sponsored the
drafting of a fire safety manual for nursing homes which was published
by AHCA. More than 10,000 copies have been distributed to date. In
addition to the previously mentioned fire test, HSA is currently working
with the Association to develop a manual on hazardous products due for
distribution to health care facilities later this year. The manual
will guide the purchasing of equipment and furnishings normally found
in patient rooms. The recent fires in Illinois have underscored the

need to more closely control contents of patient rooms.

RECOMMENDATIONS

1. Enforcement of the Life Safety Code shoutd emphasize essential
§ire protection features. AHCA believes that both new and existing
buitdings can achieve a satisfactorny Level of safety by adopting

either of the protection packages descrnibed below:

(A) Automatic sprinkler protection in buildings normally housing

patients who are difficult to evacuate.

1) Installat%on should be based on "light-hazard"
rules, and water supply should be capable of
supplying 250 gallons a minute for not less
than 20 minutes (5000 gallons). Wide-coverage
sidewall sprinkler heads should be specifically

allowed.

2)

3

(B) Control of Combustibles Plus Automatic Door Closers on.

Small closets and toilets opening into
sprinklered rooms in fire-resistive
buildings should be allowed to be left

unsprinklered.

Smoke detectors and heat detectors are
redundant and are unnecessary in

sprinklered areas.

patient sleeping rooms.

1)

2

3

Certain types of mattresses are OK: those
made of cotton without inner spring or

box spring, laid on flat or coil springs, or
cotton ticking inner spring mattress (a
wood headboard appears to present somewhat
of a hazard), or a polyurethane mattress
with a heavy vinyl covering. Mattress box-

spring combinations are not recommended.

Free-standing hardboard, plywood, or card-
board wardrobes are fast burning and dan-
gerous in an unsprinklered room. No con-
clusions have been reached as to the rela-

tive hazard of closets or built-in wardrobes.

oOverstuffed furniture (chairs and couches)

is unacceptable.
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4) Normal wooden furniture -~ dressers, night I1. The Life Safety Code of the National Fire Protection ASsociation

stands, and lightly padded chairs -- is should be modified to delete requirements which cause high expen-
not likely to cause rapid fire development. ditunes without significant Life safety benefit on which are actually
Increasing use of plastics in furniture detnimental to good fire safety.

could be a problem.
(A) Allow construction in existing buildings up to 3 stories

5) Door closers on sleeping rooms should close in height with approximately 20 minutes fire resistance

automatically in case of Eire in the room. {(i.e. wood lath and plaster) with "protection package” (A)
Fusible link releases are suitable for this and one hour fire resistance with "protection package" (B)

purpose, as has been shown by test, or the
Delete the requirement for partitions between patient rooms

(B)
releases can be actuated by smoke detectors
and corridors to be carried up tight to the underside of the
in the room, at the door, or from a central
floor .or roof above . unless the patient room uses a lay-in
system which closes all the doors simulta-
acoustic panel ceiling.
neously. Closers which keep a door closed
at all times should not be used because the (C) Return to the pre-1966 exiting basis: one perason per 150
door inevitably will be blocked open. square fuoet gross floor area and 30 persons per 22 inch
unit of stairway width (instead of 120 and 22, respectively).
6) "Hazardous" areas, in which combustibles
cannot be controlled, such as storerooms, {D) Eliminate the requirement for fire extinguishers in patient
janitor's closets, maintenance shops, etc. areas.
should be sprinklered. The fire-resistive
(E) Modify the requirement for counting the basement as a story
enclosures permitted by the Life Safety
if it hag direct exterior exiting, thereby penalizing a much
Code in lieu of sprinklers are not as reliable.
safer arrangement.
{F) A building should not be downgraded from "noncombustible"

to "ordinary” on account of wood stud partitions sheathed

with gypsum board.
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AHCA funther endonses the recommendations Listed on p. 531-532
of Supporting Paper No. 5 of the report of the Subcommittee on
Long-Team Care entitfed Nursing Home Care in the United States:
Failure in Public Policy. An exception would be recommendation
#8, for which our recommendation I‘shéuld be substituted. Also,
item 16 - adoption of the 1973 eqiticn of the Life Safety Code -
has been enacted as part of P.L. 94-182, largely thxough the

efforts of AHCA and the Maine Congressional delegation.

Federal Responsibility for Finaneing
It has been 30 months since P.L. 93-204 was enacted by the Congress
authorizing insured loans for the purchase and installation of

fire safety features in nursing homes.

The program has been completely ineffective, largely because

(1) there has been no particular need or motivation for lending
institutions to issue loans (and suffer horrendous red tape) for
this purpose when more favorable investments were available for the
scarce money banks had available; (2) uncertainty about what items
were actually required to achieve compliance hindered necessary
cooperation among banks, providers, HEW, HUD and state health
officials, and (3) a general wave of Medicaid cutbacks by the

States has increased the risks attached to all nursing home loans.

Loan insurance through HUD is not the answer., Congress must

seriously consider direct grants or loans in conjunction, for

example, with any decision to_ implement new equipment requirements

for nursing homes. A Federal decision of this type must be
accompanied by a Federal commitment of full funding based on

full advance knowledge of the costs.

Decisions such as these fall properly within the political realm
{although they must be based on expert technical evidence and
opinion). Why? Because a decision to spend more tax dollars (as
well as to force the expenditures of more private dollars) is a
decision to allocate resources for one objective - marginal improve-
ments in fire safety for nuréing home patients - rather than a

host of other concerns of equal or greater value to patients in
nursing homes., It is clear that even the protection packages we
have suggested, which are designed to avoid redundant or ineffec-
tive features, could result in several hundred million dollars in
new costs and offer only marginal additional protection?®. The
Congress and Executive Branch must weigh the benefits with the costs,

and base its decision accordingly.

* Estimate based on AHCA 1975 membership survey and figures
supplied by Gage-Babcock and Associates.
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Report of Fire at
Wincrest Nursing Home
chicago, Illinois
Jan. 30, 1976

Introduction

At the request of the American Health Care Association, I
investigated the circumstances surrounding a fire which occurred
at the Wincrest Nursing Home, 6326 N. Winthrop, Chicago, Illinois
on Jan. 30, 1976. I visited the home on Jan. 31, 1976 and talked
with administrator Mrs. Cassidy and with some staff members and
with Chicago City Officials. Although the home is not a member
of the American Health Care Association, they were very coopera-
tive as were the city officials.

The fire originated in a wardrobe in a third floor patient room
shortly before noon on Friday, January 30, 1976. At the time of
the fire approximately 40 patients were attending mass in a
chapel down the hall from the room of origin. The blaze was
essentially confined to the room of origin; however, there was
severe smoke and heat damage to the corridor and moderate smoke
and occasional heat damage to other rooms with open doors, in-
cluding the chapel which had no doors. Thirteen persons were
either dead on arrival or died shortly after arrival at local
hospitals. Thirty one persons were injured, 10 of whom have
since died. The current fatality count is 23. The fire was al-
legedly of incendiary origin.

The building was of fire-resistive construction and there were no
deficiencies with respect to the 1967 Life Safety Code which con-
tributed to the fire and loss. The code deficiencies that were
noted were not of any significance in this fire. The fire de-~
velopment and spread in this fire-resistive building would have
been the samé if the building were of protected wood-frame con-
struction. 'If the building had been of wood~frame construction
with plaster-on-wood-lath interior finish and had been equipped
with automatic sprinklers, I believe no loss of life would have
occurred.

The Wincrest Nursing Home Fire was almost identical to full-scale
fire tests numbers 5 and 7 conducted by the American Health Care
Association and described in the report "Fire Tests in a Nursing
Home Patient Room." All three fires were started in a wardrobe
by a match. The fires developed rapidly and spread flame and
smoke into the corridor and smoke filled rooms with open doors.
The major difference was that there were 40 patients exposed to
the fire at Wincrest,
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General Description

The Wincrest Nursing Home is an 88 bed Intermediate Care Facility
which had 83 patients at the time of the fire. The home was non-
sectarian but Mrs. Cassidy stated most of the patients were
Catholic. This accounts for the large percentage of the resi-
dents who were in the chapel on a weekday.

The building was about a 50 ft. by 125 ft., 4 level building of
fire-resistive construction. The first level is partially below
grade and the 2nd through 4th levels are referred to as lst
through 3rd floors.

The third floor contained 8 patient rooms, with a total of 27
beds, the chapel, a small sitting room, a nurses station and some
small service rooms. The approximate configuration is sketched
in Fig. 1. Patient rooms were furnished with dressers, night-
stands, beds and, if there was no closet, with wooden or metal
wardrobes. The beds had innerspring mattresses with a thin
plastic moisture resistant covering. Ticking was cotton; there
were no box springs. There was no evidence of a significant
amount of polymeric materials in the rooms.

Two enclosed stairways with direct exterior exits and an elevator
served all 4 levels. The chapel was approximately 800 sg.ft.
with a single entrance. No doors separated the chapel from the
corridor. The 1967 Life Safety Code did not require doors except
on patient rooms and hazardous areas. Neither the 1967 nor 1973
Life Safety Codes require two exits from a room under 1000 sq.ft.
The chapel would not be defined as a place of assembly under the
Life Safety Code.

All patient rooms and storage rooms had solid core wood doors
except for a very small closet which had a hollow core door.
Stairways were equipped with self-closing fire-rated doors.

Dead end corridor limits were less than the 30 ft. permitted for
new buildings by the Life Safety Code.

There were no smoke-stop barriers on the floor and none were re-
quired since there was less than 30 patients on a floor. Even
if smoke-stop doors were installed, the logical location for
them would have placed both the chapel and the fire room on the
same side of the smoke stop.

The Wincrest nursing home had manual fire alarm pull stations
located adjacent to each stairwell entrance and heat and smoke
detectors in some locations but not in patient rooms. The build-
ing fire alarm system had an auxiliary connection to a city fire
alarm box located outside the front door.

76-611 O - 76 - 7
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The normal first alarm response is 4 engines, 2 truck companies,
a manpower squad, 2 battalion chiefs and a division marshal. The
nearest fire station is less than 1 mile although it is not

known if that company was available at that time. The initial
report from the scene was that the 4th floor was totally involved
and 40 persons were trapped.

A second alarm was sounded at 12:04 p.m. The total response
would have included 8 engines, 4 truck companies, 1 elevating
platform, 2 squad companies, 3 or 4 battalion chiefs, a division
marshal, 2 deputy fire marshals and the chief fire marshal plus

a number of fire department ambulances. Total fire department
manpower would have been about 75 men without ambulance personnel.

The room of origin is located about 35 ft. down the corridor from
the chapel where an estimated 40 persons were attending mass.

The nearest stairway to the chapel was about two thirds the dis-
tance down the corridor towards the fire room door. There were
initial attempts to fight the fire by staff personnel; their ef-
forts were unsuccessful and they were forced to withdraw. The
fire room door was left open. Nursing home personnel evacuated
patients down the west stairwell until firemen arrived and ordered
them to get out.

The fire was essentially confined to the room of origin. There
was heavy heat and smoke damage in the corridor and moderately
heavy smoke damage in rooms with open doors. The chapel had
light heat damage to plastic light diffusers located in line with
the entrance and had moderate smoke damage to the ceiling and
upper walls. There were no noticeable smoke deposits in the
chapel on the lower walls. Maximum ceiling temperature in 8he
chapel in line with the entrancs are estimated at under 250°F
near the entrance and about 180 F in from the entrance. These
estimates are based on the damage to the plastic light diffusers.
Emergency lights on the west wall of the chapel had been exposed
to enough heat to cause the plastic supports for the sealed

beam bulbs to sag. However, the lights were still operative.

There were very heavy smoke deposits on the ceiling and walls of
the west stairway indicating the self-closing door had been open
much of the time. This would have been necessary for rescue and
fire fighting. Rooms that had closed doors had no noticeable
interior smoke damage. Some small traces of smoke deposits were
noticed along the top of the doors.

The interior gypsum board walls and gypsum board and tile ceiling
finish contained the fire very well. The tile in the fire room
was down presumably pulled down by the fire department. The sus-~
pended ceiling grid showed no visible heat damage and the wooden
form boards above were neither scorched nor sooted. Neither fire
nor significant smoke had penetrated the ceiling. Parts of the
interior layer of gypsum board in the fire room had been pulled
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down. The unexposed side of the gypsum board on the other side
of the steel studs was clean and undamaged. Wood furring strips
and plywood that had been under gypsum board were also undamaged.
The corridor walls and ceiling had only surface damage.

Heat and/or flames from the fire room had heavily damaged a solid
core closet door in an alcove directly across from the fire room
doorway. A hollow core door on a closet off this alcove had been
penetrated on the top only and the door on the patient room di-
rectly across the hall was separated from its hinge strip. It
appeared to me the door had been damaged by fire and then possibly
by impact during fire fighting. That door had been open during
the fire.

Much of the interior room furnishings had been destroyed in the
fire or thrown out during fire department overhaul. However, a
damaged dresser that remained was charred on the outside only;
clothes in the drawers were not damaged. This indicated the fire
had been of relatively short duration. A newspaper photographer
I talked to stated he was on the scene in about 10-15 minutes
after a working fire was reported and there was almost no sign
of smoke remaining at that time.

The majority of the victims were in the chapel at the time of
the fire. I was told that 2 survisors were in a third floor
room behind a closed door; however, I could not confirm that.

The fire was classified as of incendiary origin, allegedly star-
ted in the wardrobe with a match. A female attendant has been
formally charged with starting the fire.

Staff Actions

The nursing home staff appeared to have reacted to this emergency
as would be expected. They directed their efforts at extinguish-
ing the fire and evacuating patients. This is in accord with
much published information and probably reflects typical training
and is consistent with instructions contained in section 17-412,
Procedure in Case of Fire in the 1967 Life Safety Code. Section
17-412 does not even suggest closing the door but emphasizes con-
tinuing extinguishment efforts even if unsuccessful. The increas-
ing fire intensity forced the staff out of the room and by then
they either could not close the room door or they did not think
of it. .

I was unable to obtain a clear description of the evacuation op-
erations. However, the staff members engaged in rescue operations
until they were ordered out by the fire department. At least 3
staff members were injured.
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Patient Removal’

Chicago has programmed disaster plans to mobilize emergency
services in incidents involving many victims. Hospitals,

private ambulances, police, fire and supporting services are all
involved. Such a plan was activated at this incident. BAn esti-
mated 25 fire department and private ambulances and police vans
were used to remove victims to hospitals. (The police vans are
essentially a small patrol wagon that carries a folding stretcher -
emergency medical service authorities have previously strongly
critized their use as an ambulance )

Newspaper photographs and television news coverage of the removal
of victims showed a few deficiencies in handling the victims.

It is not know if these deficiencies were common or the exception.
At the time these incidents occurred the fire was out and there
were three habitable floors in the building below the fire floor.
Three specific incidents documented by news coverage were:

1. An elderly woman was being carried outside in below
freezing weather on a stretcher in her nightclothes
only. She had no blanket or other covering over her.

2. A fireman was carrying an elderly person out over
his shoulders.

3. Firemen were using their self-contained breathing
apparatus to "administer" air to victims outside the
building. This serves no useful purpose at best anad
indicates either a shortage or inadequate deployment
of resuscitation equipment.

The above handling of victims is likely to have had a traumatic
effect on these victims. At that time there was no imminent
danger on the fire floor and there would have been ample personnel
available for removing victims to ambulances.

Possible Benefits of Added Protectives

No single additional protective measure except an automatic sprin-

kler system would have definitely prevented this high loss of life.

Other protective measures would have still depended on specific
staff and fire department reactions. The existing protective
measures would have been more than adequate to safeguard the oc-
cupants if the fire room had been promptly closed and kept closed
until the occupants were removed to a safe location. Some of the
other protective features which are being promoted or in one case
required by the 1973 Life Safety Code are discussed below.

Early warning smoke detectors would not have provided any signifi-
cant benefit since there was no evidence that delayed alarm

-6-
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transmission contributed to the loss. Fire tests have shown
that a wooden wardrobe fire can develop very rapidly and involve
an entire room within a few minutes.

Automatic door closers would have quickly dampened the fire and
provided time to evacuate occupants if the door to the fire room
was kept closed. This would have required both the staff and
the fire department to refrain from extinguishing the fire until
all occupants were removed to a place of safety.

Doors on the chapel, which are required under the 1973 Life
Safety Code, would have impeded smoke entrance. I believe the
chapel would have remained tenable if these doors remained
closed and some chapel windows were opened. However, if either
the staff or the fire department attempted to "rescue" the occu-
pants of the chapel it would negate the benefit of the doors.

In addition, "rescue" efforts would have required moving the
patients toward the fire area.

A second exit stairway from the chapel would have been of little
benefit since most patients could not have used it. It would
have probably reduced the loss of life somewhat since rescue
would have been easier.

Response of City of Chicago

The City of Chicago appointed a special panel to investigate the
fire and recommend corrective legislation. The panel consisted

of the city building commissioner, the city health commissioner,
an architect and the retired head of an insurance inspection and
rating bureau. A city council committee has held hearings on a

sprinkler ordinance for Chicago nursing homes.

During my investigation I talked to the commissioner of buildings
and gave him a copy of the report on "Fire Tests in a Nursing
Home Patient Room." I pointed out the almost identical similar-
ities to the Wincrest Fire and the test fires.

Gage-Babcock was not invited to testify before the City Council
Committee.
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Report on Fire at
Cermak House Nursing Home
Cicero, Illinois
Feb. 4, 1976

Introduction

In accordance with the request of the American Health Care
Association, I investigated the fire which had occurred on the
morning of February 4, 1976, at the Cermak House, a nursing -
home located in Cicero, Illinois. I visited the site on
February 5, 1976 and discussed the fire with the assistant ad-
ministrator and representatives of the State Fire Marshal's
office.

The Cermak House was not a member of AHCA; the management was
cooperative but they were very concerned about possible legal
problems and publicity. Members of the news media had not been
permitted to see the fire floor. . The investigation was abbrevi-
ated when a group of attorneys arrived representing Cermak
House's insurance carrier. The State Fire Marshal's office
would not permit interior inspection of the room of origin, al-
though with reluctance they gave permission to enter the room
briefly to take photographs.

The fire occurred shortly before 7 a.m. on Wednesday, Feb. 4,
1976, in a 4th floor patient room. The fire was confined to the
room of origin but heavy smoke spread throughout one wing of the
hospital. Six victims were dead on arrival or shortly after ar-
rival at local hospitals. Eighteen were reported injured. Two
of these have since died. The State Fire Marshal's office stated
the fire was of electrical origin.

Cermak House was of fire-resistive construction and there were
no 1967 or 1973 Life Safety Code deficiencies noted that could
be identified as contributing to the life loss. If the building
had been of protected wood-frame construction the number of
fatalities would have been the same. If the building were of
wood~frame construction with plaster-on-wood lath interior but
protected by automatic sprinklers, I believe there would have
been no fatalities.

General Description

The Cermak House is a skilled and intermediate long term health
care facility located at 5825 Cermak Road in Cicero, Illinois.
Cicero is a town of about 67,000 population and has a full paid
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fire department. Adjacent suburbs with full-paid fire depart-
ments and the City of Chicago are available for mutual aid al-
though Chicago was not requested for this fire.

Cermak House is a 9 story, 160 ft. by 110 ft. U-shaped building
of fire-resistive construction. Floors are poured concrete and
interior partitions in the area of the fire were gypsum board on
steel studs. Fiberglass batts with no vapor barrier were installed
between the gypsum board in the partitions. Room and corridor
partitions extended to the underside of the floor above; there
was no suspended ceiling in the corridor or rooms in the fire
area. Markings on the inside surface of the gypsum board did not
indicate it was a fire~rated product. Interior wall and ceiling
finish in the fire area was paint on concrete or gypsum board

and carpeting on the floors.

Unit convectors under each window provided heating, cooling and
fresh air. There were no HVAC ducts serving the patient rooms
or corridors in the fire area. A typical patient floor con-
tained 14 four-bed rooms, 10 one or two-bed patient rooms, two
isolation rooms and living and dining area, Fig. 1. The:floors.
were divided into 3 smoke zones by a pair of smoke-barrier doors
located at each leg of the U. The smoke-stop barrier doors
could be bypassed by going through the washroom. However, the
washroom doors were self-closing so the barrier was effectively
continuous. The center corridor between smoke doors was 115 ft.
long and the length of each leg was about 63 ft. Dead end cor-
ridor lengths were approximately 30 ft. Three enclosed stairways
served the upper floors, one of each being accessible from each.
smoke zone.

21l patient rooms in the fire wing contained 4 beds. Furnishings
included the beds, bed stands, table lamps, dressers and semi-
built-in wooden wardrobes. The beds had a wooden headboard and

an innerspring mattress with straw and cotton ticking. Mattresses
had a thin plastic covering over the outside. There were no box
springs. There was no sign of any significant amounts of poly-
meric materials in the furnishings.

The building had manual fire alarm pull stations by the stairways
and smoke detectors in the corridor. The ground floor was pro-
tected by an automatic sprinkler system. The alarm system was
directly connected to the Cicero Fire Department. In addition,
the building was protected by a closed circuit television system
which covered the corridors and exterior doors. The TV monitors
were located at the switchboard operators station.

The Fire

The fire originated about 6:40 a.m. in room 421, a four-bed
patient room containing 3 occupants. The staff was reportedly
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alerted by a young blind female patient in the room. Flames
were first observed around the base of a lamp on a nightstand.
The fire was also reportedly sensed by a smoke detector which
transmitted an alarm to the fire department.

The fire was confined to the room of origin. The combustible
furnishings of the fire room were either destroyed by fire and/
or thrown out during overhaul by the fire department. The 4

bed frames and springs, deeply charred wooden headboards on two
of the beds, and the bottoms of a wooden wardrobe were the only
identifiable furnishing items remaining. Gypsum board surfacing
on parts of the walls had been pulled down, presumably during
fire extinguishing operations.

The fire had been effectively confined by the walls of the room.
There was no sign of heat or smoke damage on the interior sur-
face of the gypsum board on the opposite face of the partitions
except at one location where it appeared smoke and heat penetra-
ted along a seam. However, there was no indication of impending
penetration of the opposite face.

The corridor outside the fire room had heavy smoke and heat dam-
age. One of the pair of smoke~stop doors, which were adjacent
to the entrance of room 421 had heavy damage on both sides indi-
cating it was open during part of the fire. The other door in
the pair swung in the opposite direction so only one side would
have been exposed to heat on one side regardless of whether it
was in the open or closed position. There was light to moderate
smoke damage and a slight amount of heat damage beyond the smoke
doors and in line with the corridor leg. In the central corri-
dor which runs at right angles to the leg, no smoke damage was
noted.

on the fire side of the smoke-barrier doors, heavy smoke deposits
covered the entire corridor ceiling and walls to within about

4 ft. of the floor. The carpeting appeared undamaged. Incandes-
cent electrical light fixtures in the corridor ceiling, away from
the fire room, were operating although the translucent enclosures
were gone. The heat at the corridor ceiling had not been high
enough to damage the wiring except near the room of origin.

Patient rooms in the fire winé that had open doors had moderately
heavy smoke deposits on the ceilings, walls, bedding and furni-
ture. Rooms which had closed doors were clean.

Fire had extended out of the fire room corridor and impinged on
the wall and corridor of the room above. Although the window
above the fire room was broken at the time of the investigation,
I was informed it had not been penetrated by fire.

State Fire Marshal's office investigators stated they believed
the fire was started as a result of an electrical fault in a
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cord to a lamp on a nightstand. The cord was plugged in to a
wall receptacle behind a bed. Repeated movements of the bed,
such as during cleaning, bent the cord back over the plug
damaging the insulation. The resultant electrical fault then
ignited the insulation which burned rapidly spreading the fire
up to the lamp.

I do not concur with this theory of ignition, although an elec-
trical origin is possible. Electrical insulation burns very
poorly, if at all, except when it has been preheated such as by
excess current flow. An electrical fault at the plug would not
cause excess current flow through the wires; however, a high
resistance electrical fault in the lamp would.

I was surprised at the apparent rate that this fire developed.
I would not have expected a fire involving these furnishings
to involve the entire room in less than 15 minutes unless the
wardrobe became involved early in the fire.

The three occupants of the room of origin were safety evacuated
with only one receiving injuries. All the initial fatalities

on the fifth floor were at the end of the hall about 60 ft. from
the room of origin. Four died in room 425; the door had been
left open and they had broken a window for fresh air which ap-
parently drew smoke in through the open door. One victim was
from room 424 which had a closed door and was very clean. I do
not believe that a lethal level of smoke could have entered that
room. In my opinion, the victim had to either have absorbed a
lethal amount of smoke outside room 424 or that the trauma of
the incident was a major contributor to the fatality. The sixth
initial victim was on the 8th floor and it is assumed that death
was caused by a heart attack. I have no information on the two
victims that died of injuries.

There was no indication of any delay in discovery, fire depart-
ment notification or fire department response. One Cicero town
official was quoted in the newspapers as saying the fire depart-
ment forgot to bring their aerial ladder truck with them.

However, even if this were true, it would not have had any effect.

Discussion of Incident

The fire was very similar to the Wincrest Nursing Home Fire which
occurred a few days earlier. Both buildings essentially conformed
with Life Safety Code requirements; the fire was discovered
promptly; there was no indication of delayed alarm; the staff
concentrated on evacuation and extinguishment; the fire was con-
fined to one room; victims were down the corridor from the fire
room; and most of the occupants had to move toward the fire to
evacuate. A major difference was that there were fewer people

on the fire side of the smoke-barrier doors in the Cermak House
than were in the chapel at Wincrest.

-4-
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The smoke deposits in the distant corridor and in rpoms with
open doors were much heavier than those observed in the
Wincrest fire. The furnishings were sufficiently similar so
the difference would not have been caused by the materials that
burned. This could have been the result of the efficiency of
combustion or by more heat being vented out the larger window
in the Cermak House.

The open smoke-barrier door or doors during part of the fire
could have been the result of fire fighting actions or it could
have been blocked open. There was no evidence that this con-
tributed significantly to the fire loss since there was no
noticeable smoke damage in the center corridor. 1 saw no sign
of any hold-open device-on the smoke doors, although one could
have been destroyed by the fire or damaged and removed. How-
ever, the closed circuit TV camera locations suggested the possi-
bility that the smoke doors were normally open.

Staff actions concentrated on evacuation of the patients and ap-
parently extinguishing the fire. I was told the fire department
found two empty extinguishers in the corridor. The fire room
door was not closed after the patients were evacuated from it.
Had it been closed and other patients secured in a safe location
before any. fire fighting was attempted, I believe there would
have been no fire fatalities, although the trauma of the incident
could have brought on heart attacks.

A nurses aid interviewed on television stated she was on the
fifth floor in the wing above the fire room. They closed all
patient room doors after the fire was discovered. When the fire
department arrived they told them to evacuate all the patients
to the center dining room.

The fire-resistive construction did not contain the fire any
better than protected wood-frame construction would have. An
automatic sprinkler system would have promptly suppressed this
fire. Patient room door closers would have contained the fire
and since all patients would have been in rooms behind closed
doors, the life loss might have been prevented. This would have
required that neither the staff nor the fire department would
have evacuated patients until the fire was suppressed and the
floor ventilated. 1In addition, the patient rooms near the fire
room would have had to been ventilated to prevent buildup of
smoke, which would come through the walls. There was time for
all this to have been done by the staff instead of attempting
evacuation. However, the universal tendency and training is,
and probably will remain, to evacuate all occupants at least on
the fire floor. As long as codes and training emphasize fire
fighting and having ample fire extinguishers available, the
staff will continue to attempt to extinguish fires rather than
closing a fire room door.

-5-
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PREPARED STATEMENT OF HON. FRANK ANNUNZIO, A REPRESENTATIVE
IN CONGRESS FROM THE STATE OF ILLINOIS

Mr. Chairman; 1 very much appreciate the opportunity to testify
before this subcommittee today.

In my own City of Chicago last January the Wincrest Nursing home
fire killed 23 people, elderly or disabled patients whose lives were
helplessly and horribly snuffed out. Within a week, another nursing
home fire at Cermack House just outside Chicago claimed the lives of
eight more people.

Naturally these holocausts were investigated as to the cause and
possible remedies --they stillare continuing. But as a result of these
two nursing facility fires this Subcommittee requested a thorough in-
vestigation from GAO, the conclusijons of which have just been pub-
lished. The explanations for the fires were researched as well as
possible actions to avoid similar situations,

According to the reports of the investigations:

-- multiple deaths occurred in these fires even
though the buildings were of fire resistant con-
struction and were in substantial compliance
with the Federal fire safety requirements,

-- Deaths were caused by smoke and products
of combustion rather by flames because the
flames were confined to the rooms of origin.

-- Neither facility was fully protected with an
automatic sprinkler designed to activate an
alarm and begin fighting the fire immediately.

-- Although local fire departments responded
promptly to both alarm’ the fire departments

were unable to prevent the deaths which oc-
curred.
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-~ Even though the fire departments responded
quickly to the blazes, the fire generated in-
tense heat and considerable damage.

The experts concluded that an automatic sprinkler system
would have put both the Chicago fires out and saved the lives. And
the GAOreportmakes a strong recommendation that the Congress enact
legislation which will require that all nursing facilities be fully pro-
tected with an automatic sprinkler system. Moreover, the Congress
should also require HEW to establishrigid standards whichmust be met
by nursing facilities requesting a waiver from the automatic sprinkler
requirement. 1

We remember that P.L. 93-204 authorized government-insured , ...

installing fire safety equipment in nursing homes and intermediate care facilities,
CAO report discovered that the. Federal insurance programs for fire safety
equipment loans has not been successful in assisting nursing homes in

installing automatic sprinkler systems. Outof 159 initial inquiries from

the Chicago region for this program, HEW received only 10 applica-

tions. And because of thebureaucracy and long processing times, none

of these facilities received financing through P. L. 93-204. According

to HUD officials, there have not been any loans approved under this

law:

These facts lead me to one inescapable conclusion: the application.
of existing safety standards must be re-evaluated with a view toward
requiring all nursing homes to install sprinkler systems throughout
their facilities, This is not the first time we have come to these con-

clusions. But it is time we did something definitive about it.
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PREPARED STATEMENT OF HON. PETE V. DOMENICI,
A U.S. SENATOR FROM THE STATE OF NEW MEXICO
Mr. Chairman: I very much hppteéiate the opportunity to

address the Committee today.

For too long, the Conéress has stood by and held proposed safety
standards in nursing homes in abeyance. Especially in terms of
fire safety, too little has been done for too long, and we must
act as soon as possible to protest the lives of nursing home

patients.

It is, however, not that the issue hasn't been broached before.
Hearings have been held, words have been spoken, but action has

been continually delayed.

In 1972, the Committee on Government Operations published "Saving
Lives in Nursing llome Fires"™ -- 92-1321. . The 93rd Congess
also held a series of hearings dealing with fire safety in nursing
homes, and in 1974, another report was issued by the Committee on
Governmen; Operations, 93-1672, entitled "Fire Safety Deficiencies
in Nursing Homes." Once again, recommendations were issued, and
. further action was urged. The Special Senate Committee on Aging
also issued a report entitled, "Nursing Home Care in the United
States: Failure in Public Policy" -- subtitled, I might.add, "The

Continuing Chronicle of Nursing Home Fires."

Meanwhile, the patients continue to be killed in nursing home
fires. Fires in Chicago claimed a total of 30 lives in two code-
certified nursing homes earlier this year. Investigations now
continue into the fires that killed 23 patients of the Wincrest

Nursing Home in Chicago and seven more lives lost at the

Cermak House in suburban Chicago.

76-611 O ~-76 - 8
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P. L. 93-204 authorized government-insured loans for installing
life safety equipment in SCF's and ICF's. But certain questions
geem in order:

- Why is the law not being more fully implemented?

- Why are not State inspections pfocedures more uniform
or complete?

- Are we positive about the qualifications of the inspectors?
- How do we measure the quality of training of the personnel
who assist patients if, God forbid, a fire does occur
in a nursing home?
- Has HEW been enforcing its life safety standards, and
should they be stronger?
Should we, regardless of the expense, mandate that complete
sprinkler syétems are installed in all nursing homes? Perhaps

the GAO report, to be released today, will address these questions.

I certainly hope so.

Most experts agree that sprinklers would have put both the Chicago
fires out and saved the lives. Unfortunately, the State of Illinois
classified the facilities as being safe according to existing
rules; the homes did not require sprinklers in order to be in

technical compliance with the Life Safety Code.

There are other sad examples, Mr. Chairman, of many, many lost
lives in nursing homes. 1In a great many instances, the patients
are helpless, or mentally deficient. How ctan we hope that they

will be able to help themselves?

It is obvious that the application of existing safety standards
must be re-evaluated. We should seriously consider the possibility
of requiring all nursing homes to install sprinkler systems through-

out their facilities.

. I am hoping we move with judicious speed. Our older citizens'

lives are at stake.
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— Hirst [pswich Cempany

Leaders in Quality Health Care ‘ﬁ g

July 30, 1976

The Honorable Claude Pepper, Chairman
United States House of Representatives
Select Committee on Aging

Subcommittee on Health and Long-term Care u._‘
715 House Office Building, Annex 1
Washington, D.C. 20515

Dear Representative Pepper:
| write you in connection with your bill, H.R. 14406.

Our nursing home group is comprised of some eight skilled nursing
facilities, comprising nearly one thousand multi-level beds. All
of the facilities are located in the state of Massachusetts.

| am in full support of the legislation you propose, being of the
opinion that the installation of sprinkler systems are greatly reduc-
ing the threat of injury and death to our elderly residents in nur-
sing homes. The Commonwealth requires automatic sprinkler systems
in all such facilities, and each of our homes is in full compliance
with the applicable statute.

However, | wish to bring to your attention what | believe to be a
great misuse of Federal funds and an unjust burden upon nursing
homes .

Our facilities have collectively been forced to expend funds in ex-

cess of $1,000,000.00 on safety improvements mandated by Life

Safety Code Legislation. The improvements have been carried out under
threat of loss of federal reimbursement under Titles XVIII and XIX of the
Social Security Act. Many of these expensive improvements have been shown
to be ineffective methods of protecting the elderly, as was tragically

pointed out in the Chicago nursing home fires early this year.

Our attempts to finance these improvements through H.U.D. have not

been fruitfull. We have to date, after three attempts, been unsuccessful
in getting any useful information relative to loan applications. | understand
this is due to the failure of H.U.D. to promulgate regulations to impiement
the legislation pursued some two years ago.

Fifty-One Summer Street Rowley, M: hi 01969 Teleph (617) 848-7755
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Our compliance with these mandated regulations has positioned our
company in such a way that our viability as providers of quality
health care has come into question.

It appears that the intent of Congress has been obstructed or at

best impeded by the failure of the various Federal agencies to
implement such legislation.

| therefore, ask your assistance in determining a worthwhile course
of action to pursue in order to obtain much needed government assist-
ance relative to these regulations.

1 would be pleased to offer testimony and evidence, based on our ex-
perience, of the necessity of framing such legisiation as you have
proposed in H.R. 14406.

Thank you for the kind courtesies extended.

Yours truly,

IPSWICHf CGMPANY, INCORPORATED

Fyank’ C. Rophano, Jr.
esident

CERTIFIED MAIL #334234
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?}n ‘pmhdlun - Q;‘»‘umt;c \:a-iml'Con'-Ilanl

* 8SD BOUTH NEW STREET
s WEBT CHESTER, PA. 19380
* {215) 696-1354

11 June 1976

Senator Frank E. Moss '
United States Senate
Washington, D.C. 20510

Subject: Joint Hearing, June 3, 1976
United States Senate Subcommittee on Long
Term Care- Special Committee on Ageing
U.S. House of Representatives Subcommittee
on Health Maintenance and Long-Term Care-
Select Committee on Ageing ’

Dear Senator Moss:

We respectfully request that this letter and supporting material
be included as part of the official transcript of the subject Joint
Hearing. This information is being submitted on behalf of the Smoke
Control Association, a newly formed group specifically concerned with

. the current inappropriate reaction to smoke inhalation injuries and

fatalities (Appendix I Articles of Incorporation).

Having read the entire Report to the Congress by the Comptroller
General of the United States and Statement of the American Health Care
Association(including engineering reports on both the Wincrest and
Cermak fires), we can present our position concisely by reference to
these two sources:

1. Both Cermak and Wincrest had fatal fires, Plaza did not.

2. Both Cermak and Wincrest lacked sprinklers, Plaza did not.
- But this was not the critical point, careful reading of
the reports of all three fires reveals the critical
difference:

3. In both Cermak and Wincrest the door to the room of fire
origin was left open, in Plaza it was closed.
- The importance of this simple fact is further substantiated
by the answer to the question "Since Cermak had a greater
fire floor occupancy and denser smoke than Wincrest, why
were there only one-third as many fatalitites? "

4. In Cermak there were corridor smoke doors which were closed
during most of the fire (opened for evacuation) which con-
fined all the fire and nearly all of the smoke to a portion
of the fire floor.
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Facts three and four above dramatize the tremendous effect
of just partial smoke control in saving lives. It must be empha-
sized that all fatalities were from smoke inhalation (plus one
coronary), none from fire or heat.

We agree that sprinklers constitute the best fire control
system which can be provided in almost any building. However, the
critical fact is that no degree of fire control yet available is
responsive quickly enough to prevent multiple fatalities from smoke
and toxic gases. ’

Consideration should be given to all of the following facts in
fotmulating a bill to provide additional life safety in any sleeping
occupancy, particularly one housing non ambulatory individuals:

I. Sprinklers

A. They are capable of confining the fire to the room of origim ;
however, the Chicago and Cicero Fire Departments also demon-
strated their equal capability in this regard.

B. They are only thermally responsive, but no one died of
excess heat in the subject fires. A closed bedroom fire will
often be self extinguishing due to oxygen depletion without
producing sufficient heat to open an ordinary temperature
(160° F) sprinkler head. This was demonstrated at the "Heart
of Atlanta" Fire Tests of Motel Bedrooms, 25 July, 1973 (Appen-
dix II).

The Public has been grossly mislead into thinking that sprinklers respond
immediately upon air temperatures reaching the sprinkler rating. This
is not true. Sprinklers’ activating elements are fusible links or simi-
lar devices, all of which are tested to Underwriters Laboratories Stan-
dard for Fusible Links (UL33). That Standard requires operation of the
link (sprinkler) at +50 F of the temperature rating when tested in
liquid. However, the Operation Air Oven Test permits any sprinkler
link with a rating of 1350F to 1700F to rise to 2900F before operation
and still receiving "Listing by UL" ! Furthermore, while the test
temperature applied reaches 1650F in 15 seconds, the sprinkler link
need not operate until 6 minutes, 30 seconds-the point at which the test
temperature reaches 2900F. (Appendix III)

In many smoldering fires- typically small areas like bedrooms with
closed doors- the ceiling temperature never reaches 290oF. This occurred
in the first Atlanta test with the room door closed. The test report
states "The fire was characteristic of a smoldering low heat fire that
generated large volumes of smoke that completely filled the room. To
expedite burning within the room, the exterior door was opened and addi-
tional fuel was supplied 17 minutes after fgnition. Thirty-five (35)
minutes after ignition, the sprinkler head fused; the water coverage
adequately covered the entire room and extinguished the fire. The fol-
lowing CO (Carbon Monoxide) readings were obtained: 2400 PPM (10 minutes)
and 5000 PPM (13 minutes)”.
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As a result of this first test experience it was found necessary
to open every test bedroom door as soon as the bedroom became smoke
filled (about 3 minutes) in order to provide. enough fresh air to
feed the fire to build up the heat to fuse the sprinkler. In short,
in order to assuie sprinkler operation in a bedroom, the bedroom door
must be opened to let in fresh air by releasing smoke into the corri-
dor!

II. Compartmentation

A. Sometimes this prinicipal alone can control fire by oxygen
starvation (Atlanta Motel Fire Tests).

B. This principal alone can substantially impede smoke flow
and reduce the death rate (Cermak vs. Wincrest).

C. Compartmentation with pressurization can confine both smoke
and fire to the room of origin (Carlyle Apartment Fire-
Appendix IV).

III. Cost Effectiveness

A. More lives can be saved by confing smoke to the room of
origin.

B. Compartmentation/Pressurization (Smoke Control) systems
cost no more, often much less than sprinkler systems be-
cause the pre-existing doors and air conditoining/ventilating
systems are utilized.

C. A smoke control system, backed up by a sprinkler system is
ideal, but the economic feasibility is questionable for wide-
spread application.

p. Particle~of-Combustion Detector operated sprinklers are under
development ,are most effective, most expensive, but constitute
the only system capable of providing reasonable life safety
within the room of origin and without resorting to evacuation.
Such a device exists experimentally (Appendix V), but detector
false alarms could cause some water damage and major inconvenience
and shock to the bedroom occupants.

IV. Conclusion

No thermal response nor human response can be relied upon to prevent
smoke inhalation fatalities, therefore early warning detectors must auto-
matically initiate any system designed to prevent fatalities in a sleeping
occupancy .

Such a system should:

1. Automatically call the fire department-direct wire, no human
judgement involved.

2. Notify the appropriate staff to evacuate the immediate fire area.
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3. Automatically close all room doors.

4. Automatically pressurize the ccrridor outside the fire room
to restrain any smoke from entering the corridor during
evacuation and to act as a back up system to the bedroom
door closers because some ambulatory patients will open
their doors '"to see what's happening”.

Since smoke control systems can restrain the passage of smoke and
fire for a period long enough for immediate area evacuation and fire
department response, such systems must be the first line of defense
where life safety considerations are greater (such as nursing homes)
than property values (such as warehouses). On the other hand, since
smoke control systems can not be relied upon in most cases to extinguish
the fire, sprinkler systems should be considered whenever the cost can
be justified for them as a back-up.

A few final considerations:

1. The normal response time of a modern fire department to a
low rise facility (usually less then 5 minutes) coupled
with an alarm sent by an early warning smoke detector is
generally faster than the thermal initiation of the first
sprinkler head installed in the room of fire origin.
This will be the rule in smoldering fires (beds and clothing,
doors closed) not so often the case in high fuel fires where
wood clothes cabinets are permitted and doors are open.

2. All fire insurance deductions resulting from sprinkler instal-
lations are offset to some degree by the additional cost of
water damage insurance.

3. If a smoke control system false alarms there will be no water
damage, only minor inconvenience in manual resetting of the
system.

There are lives to be saved as a result of sound legislation.

It will take millions of dollars of public money. It is essential that
a bill be drafted to save the greatest number at the lowest cost.

Sincerelg,

ééks Semple, P.E.

JBS :dws

Enc: (5)
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ARTICLES OF ORGANIZATION APPENDIX T

Article 1. Name. The name of this corporation is SMOKE CONTROL ASSOCIATION.

Article 2. Purposes. The purposes of the corporation (hereinafter referred
to as the Association) shall be to substantially reduce fire fatalities, injuries
and property loss due to smoke/toxic gas/ heat development from hazardous heat
or fire by:

a. Compiling and maintaining a central library of:

1} Information on smoke control technology

2) Problems associated with building fires, including accounts of
both successful and unsuccessful control.

3) Records of fire deaths and injuries from smoke/toxic gas inhalation
or induced panic problems due to loss of visibility.

b. Disseminating to concerned publics and media perinent information and
reports concerning smoke control problems and hazards as occur in real
fires and fire research testing.

¢. Encouraging engineering systems development among its members to pro-

duce early responsive, effective, highly reliable smoke control systems

which will:

1) Assure a high degree of occupant safety for all those’inside:and
outside the room of fire and smoke origin.

2) Reduce smoke damage losses.

3) Bring together individuals and businesses whose personal knowledge
of smoke control techniques and expertise can be utilized as a
source for other organizations. .

d. Encouraging construction and contents standards development and code
promulgation organizations to assure that smoke/toxic gas control
systems are a design part of all building construction.

e. Coordinating and reporting critical research programs designed to
develop better smoke control.

Article 3. Nature of Organization. The Association is a membership corporation
not organized for the purposes of realizing pecuniary profit or gain to its
members, but the Association may pay reasonable compensation for services render-
ed and may indemnify the directors, officers, employees and agents of the Associa-
tion from certain unexpected consequences of their actions or omissions in the
affairs of the Association, to the extent provided from time to time by action of
the Board of Directors. Through membership no member is pledged to any course
of action. )

Article 4. The corporation is organized upon a nonstock basis.

Article 5. Membership. The membership of the Association shall consist of
such class or classes with such qualifications, rights and obligations as shall
be set forth in the Bylaws of the Association as the same may from time to

time be amended.

Article 6. The term for which the corporation is to exist is perpetual.
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KOPLON - "Heart of Atlanta" - Summary of Results appewprx 11

Carbon Monoxide

) Time ) Cco
1 Viking sidewall - 160° F ’ . 10:00 min:sec - 2400 ppm
Fire smoldered - 190° - 220° max. ) 13:00 5000
Door opened in 17 minutes to add oxygen .
Sprinkler fused - 35 minutes
1 Viking pendant 160° F 0:20 450
More paper fuel . - 1:00 700
Smoky but hotter ’ 5:00 3700
Sprinkler fused 3 min., water off 6 - still smolders 15:00 5000
1 Viking pendant 160° F with ETSR 0:20 250
limited paper fuel 1:30 1000
Bedspread just started ) 4:00 200
Sprinkler fused at 1:25 . 5:00 0

- Immediate extinguishment

Grinnell Aquamatic {CO not measured)

#2

#

Fire load similar to Room #7 - 2 minutes - smoke filled, 3 1/2 minutes
sprinkler actuation (disk facing fire - ceiling temperature only 135° F -- radiant
energy?), 4 1/2 minutes - extinguishment, but still smoldered, 6 1/2 minutes
sprinkler OFF - reignition - 265° F recorder and 4 minutes for actuation ~

2 minutes flow before OFF

1 Viking pendant 160° F - ' i
Identical with room #2 except different sprmkler '3 mmutes - smoke filled,

"4 minutes - 340° F - sprinkler activation

#3/T1

172" PVC glpe - reduced water supply effective with incipient detection?
Viking 160° F with ETSR, 2 minittes - actuation when only a slight haze of smoke
was evident. Limited water supply was sufficient.

#3/T2 1/2" PVC - Viking 1600 F

Fire started in adjoining, unsprinklered closet - loaded with fuel, 4 minutes
actuation from heat through open door, sprinkler controlled spread but did
not reach fire source to extinguish.

° Conclusion

" 1. Domestic water source can provide economical protection for bedrooms,

giving an opportunity to designers to go "beyond the code" to improve life
safety.

2. One inch supply should be minimum size. '

3. Considerable smoke and toxic products of combustion are generated
before actuation of conventional sprinklers; the ETSR in conjunction with
a smoke detector optomizes the philosophy of early smoke warning with
effective fire suppression. ’
4. A complete envelope of protection in sleeping occupancies can be

- provided using domestic water for sprinkler supply and using a smoke

detector to activate both individual sprinklers and a corridor pressurization
system.



[ STANDARD OF UNDERWRITERS' LABORATORIES, INC,

P Operation — Air Oven

23.  FPusible links shall operato with sharp, positive action under
test load equal to the manufacturer's minimum design load, bus not less
than 1 pound, with complete relcase of all operating parts when exposed
to air within the temperature snd time limits shown in Table IT.

24, The operating temperatures of a given model and typs of fusible
link of like temperatare rating shall not vary more than 20° F,

25, A coating, if used, shall not melt, run, or otherwise accumulate on

Darts at temperatures at or below the operating temperature, {n a manner

likely to impair operation,

TIME-TEMPERATURE OURVES FOR OVEN TESTS

540 INT DIATE, HIGH AND
EXTRA-HIGH DEGREE RATINGS
]
500 =
1A
460
V
420 /’

ago

340 /

ORDINARY DEGREE RATING

OVEN TEMPERATURE - DEGREES F

1 2 3 4 S 6 7 8 9

100

TIME - MINUTES
FIGURE 1

FUBIBLE LINKS FOR FINE-PUOTECTION SERVICE .
TABLE II
OPERATING TEMPERATURE BANGE
Maximom Actual Maximum Actual
Ratinga,

Degroes P Degrees ¥

125-130 248

135-170 z

175-225 45

250-300 476

326-378 505

28. At least ten samples of each sixe and temperature rating shall be
smbjected to this test.

27.  An oven test is to prvﬂdn for o meana of subjceting samples to s
rapidly rising nir where the rise
followa a preseribed time-temperalure relationship; whoro the velocity and
path of tho sir stream are controlled and are uniform in the vicinity of the
sample; and where other factors influencing heat transfer, such as radiant
walls, ave maintained practically uniform in their effocts.

28.  The timo-temperaturo relationsbips, as shown on the curves, snch
a8 thoso illustrated in Figure 1, aro associated only with a particular oven
dosign and method of test.

20, Tho ovens are made of copper and are provided with a water-cir -
enlating jackat. The body of each oven is cylindrical in shape with an
intornal diameter of 10 inches, an external diameter of 12 inches, and a
height of 24 inches. Ench oven is fitted with & movable lid which is 10
inches in dinmater and 714 inches in hoight. The naturnl-gas-fne) burners
are manually controlled and are looated at the bottom of the oven, which
is open to allow air intake. Air is continuously releasod from the lid of the
ovon through a contrally located 3-ineh-dinmeter hole. A 0%-inch-dlamelor
baffle is located % inch nbove tha air cutlet hole to limit the air flow. The
unshiclded thermocouple used to record the temperature of the oven is
mnde using No. 20 Awg wires, ona chromel and ono alumel, and ia located
centrally in the oven.

30.  Tho fusiblo links are to be placed in the oven under the minimum’
deaign loud, but not less than 1 pound. Btarting from a preseribed ambicnt
situation in the oven, the temperature of the oven iy to be increased in the
manner proscribed by tho time-temperaturo curve applicabla to tho tost. &

81, Observations arc to be mnde throughont the test for eonfomnneo§
with the requivemonts of paragraph 25. Contings aro to havo becn meltedS
ond run off or otherwise dissinated from the surfaces of oporsting parts lt*
or below the operating temperature of the ssmple under test.

82, Observations are to be made and recorded of tho time and tem-
persture ot which each sample operates and the manner in which. the re-
leasa of parts is accomplished.

N
)
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CARLYLE
APARTMENT

‘FIRE:

STUDY
OF

PRESSURIZED
CORRIDOR

Fig. 1

with p z of and high-rise fires
can be Bnd fled in P build-
ings. will be d by all

concemed befora another disaster occurs with old tech-
niques. This paper was presented at the Symposium, Fire
Technology Developments that affect the ASHRAE en-
gineer, held during ASHRAE's 1975 Semiannual Meeting in
Atfantic City, NJ. Other papers included: Evacuation and
Other Fire Safety Measures in High-Rise Buildings, by
Jacob L. Pauls, and Test Results of Duct Stairwell Pres-.
surized System in a H:gIrRIse Bulldmg, by Bayﬂss J. Er-
delyi. The entire it ill be

from ASHRAE Hsadquanars

ROBERT E. TAYLOR
Affilicte ASHRAE

NTIL recently, with few exceptions, if a fire department’s
Ipdders could reach the top floor of a building and the pumper
could supply enough water for a deluge gun, that was all the
pre-fire planning many cities thought necessary. Those life safety
measures specified in NFPA 101 and learned through bitter experi-
ence were enforced by the building official when buildings were
built, but seldom ever reviewed again until a fire occurred. Fire
prevention was left to periodic cursory inspections. Then when a
tragedy occurred, everybody pointed fingers and for awhile efforts
&t prevention were practiced.

R. E. Taylor is with Republic Steel Corp., Cleveland, OH.
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However, in city after city, now that structures have grown in
height far beyend the tallest ladder and in width so wide hose
streams cannot span ot arc stopped by compartmentation, a cry of
frustration by firefighters has risen. They ask: ‘‘How do we fight a
working fire from inside a building and still move people ou
safely?"* Some imply it can’t be done.

The tendency is to reach back into the basket of time and pull
out so-cafled tried and true methods of life safety protection such
s sprinklers, hose cabinets, vented elevator shafts, and smoke-
proof stair towers. Unfortunately, in many cases, practical reality
indicates these approaches alone may not be an effective answer
— or even 2 major part of the tota! answer. Expecially since toxic
gases and smoke present an early evacuation life hazard, these
methods have never controlled.

Building access, exterior and interior landscaping and design,
interior contents, internal communications, available water pres-
sure, fire manning, e ion — alt play a
role that needs careful assessment for every high-rise built. These
basic points seldom concern themselves with how fast people can
evacuate a building, or if evacuation is feasible or necessary.
Furthermore, old approaches don’t concern themselves with how
quickly firemen can actually reach a fire above the 8th floor and
still be in a physieal condition to work — even under ideal condi-
tions. What happens when people clog the stairs, when smoke and
hot fire gases tear at the throat and obscure vision during an actual
fire is yet another story.

Then, too, there is the current code tendency to lump all

high-rise type of structures together — the apartment, hotel, office
building, medical group — yet cach is a separate and complex
problem in itseif. To lump them alt under oné heading isn't facing
reality.
Use of a building’s air system for fire fighting was virtually
unheard of five years ago. Everyone knew that when a fire started
you shut off the supply air and the exhaust. That would control the
fire. However, the horrible record of major fires in this country has
shown that this practice doesn’t work. To give air to a firc was
cven more radical. You'd fan the flames. You'd see the fire.

Ask the veteran firefighter why he lost his battle in the big
ones: Usuaily he’s indicate he couldn’t see the fire from the smoke
— or couldn’t find the fire because he couldn't get through the
smoke and heat. He couldn't use the clevator because of *‘stack
effect™” rising heat and smoke. When he opened the stairway door
{if e could) that was the end of the use of the stairway anywhere
above as well.

Even if he could see the fire, he would still retort, **Well I'd
tike sprinklers up there — they’ll handle it?”” But he didn't reckon
with many of today’s materials which, unlike the wood age, often
ignore water and go right on burning underneath and filling the air
with smoke and very hazardous gases at a rate-of-smoke release
far in excess of what wood and cellulosic materials give off.

‘What does it take to prove that air — working much as a cold
front moves against a warm front — can perhaps be the best fire
control measure ever designed into a building? Actual experience
can. And that's what this fire report is about. A working fire that
destroyed 80 percent of the interior of a luxury apartment on the
20th floor of a Lakewood, Ohio, condominium.

The fire occurred at approximately 4:30 a.m. the momning of
March 7, 1974. When he discovered the fire, the occupant ran
from his apartment with no clothes on and closed the door behind
him. What he did for approximately 30 to 40 minutes* no one
knows. But during that time, the wood door and wood door frame
10 the corvidor burned off. He Saally pounded on some doors and
sounded the alarm. He was sitting on the window ledge in the cor-
ridor near the clevators when the firemen found him. Everyone
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evacuated safely. In fact, some people walked right by the fire
room door and looked in ‘‘to see what was burning." Prior to the
fire department’s arrival, some even took elevators, even though
they had been told not to do so in building fire procedure bulletins.
Data developed after the fire shows that decision could have been
fatal because the fire burned out the elevator control wiring, er-
roncously placed in his suite instead of the shaft.

A delayed alarm of o5 much as 40 minutes was involved.
Lakewood firefighters had the fire under control 1S minutes after
the alarm was sounded. Firemen were able to walk right up to the
door of the apartment and attack the blaze using two 1% inch fog
lines.

Unusual was the tightness of the corridor and the almost
complete bumout of the suite which occurred with almost no
communication to the corridor.

THE FAIRE

Let us review the site and sec what the fire actually did. Then, we
will look at the lessons we have learned from this fire. Fig. |
shows the exterior view of the 20th floor fire location in the Car-
tyle. You are looking west.

Fig. 2 is & floor diagram showing the apartment of bumout in
relation to the clevators and the other wing of the building. The
pressure measurements taken the day after the fire were on the
other side of the building in a comparable apartment location due
o a 180° wind switch.

Fig. 3 is a close-up layout of the room of origin. Cause was
never officially determined, although it was probably in the corner
next to the elevator shaft.

Note how the wood door to the fire room bumed off. The
wood door frame was extensively burned. Wallpaper over the door
in the corridor bumned. There was almost no extension of fire or
smoke into the plenum through the lay-in type ceiling tile fastened
in place with hold-down clips (Fig. 4).

Escape of smoke into the corridor did littic smoke damage.

* From nature of firs demage to the suite.



Nate door width radiant heat marks on the wall across from fire
room (Fig. 5).

Wallboard and studs against the elevator shaft in the kitchen
were very heavily damaged. The EMT conduit and steel pipe were
not damaged. Zinc couplings used with the EMT conduit disap-
peared (Fig. 6).

The living room alcove was extensively damaged (Fig. 7).
Fire extended through the hole in ceiling corner to the suite above
after the ceiling tile failed.

Fig. 8 shows that the insulated piping did not fail. The in-
terior partition wall surrounding the pipe and separating the living
room from the bedroom was 90 per cent destroyed. This wail was
gypsum board on wood studs.

Glass fiber ductwork used with the kitchen fan failed even
though glass fiber batting used for fire stopping around the vertical

coreipor,
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pipe stayed in place (Fig. 9).

The north comer of the balcony separation wall suffered se-
vere concrete spalling. The aluminum window frames and glass
virtually disappeared.

Our next step was to run static pressure tests on various floors
under as wind and itions as we could

get to approximate conditions existing the night of the fire_ Pres.
sure differentials were taken in the fire room and at a comparable
location in the next wing the day after the fire. There was a differ-
ence in measurements taken the day of the fire and several days

Fig. 5

Fig.7
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On the day of the fire, air pressure differestials were tzken ot
the former window ledge dividing the balcony from the living
room. A pressure of 0. 11 inches water column was developed with
the fire roem door open to the comidor and the plywood window'
cuverings in place.

Towoxmthewhmeofmﬂwdnwghhﬁmm
door the night of the fire, air velocity readings (in feet per minute)
across the open doorway of an intact room in the other wing of the
20th floor were taken. The aiflow was between 200 and 450
feet per minute measured at three beights with the window door
to the suite open and the corridor door open.

Fig. 8

Fig. 9

THE LESSONS LEARNED
At a Iater date, pressures were tzken on the 4th floor and 20th fioor
to confirm our findings, This is what we found:

® The 4th floor static pressure was 035" w.c. between the
outside and the corridor, with the corridor being low pressure
(negative).

o The 20th floor pressure was L0307 w.c. betweea the cor-
ridor and the outside, with the corridor being Aigh pressure (posi-
tive).

& The make-up sir system on the 4th floor delivered 356 cfm
with all doors closed. When ope toom was opened to the outside,
the flow reversed and air flowing through the room from the cut-
side was entrained into the make-up air system in the corridor.

® The make-up air system delivered 1329 cfm to the 20th

Reprinted from the April 1975 i
the A
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floor wth all doors closed. With one room open to the outside, the

.supply air increased to 1563 cfm,

This data tends to confirm work done by the Canadian Buitd-
ing Rescarch Council and others. It shows:

o Fire on a iower floor below the neutral plane can be spread
into a comidor by the airflow.

* Smoke from floors below the ncutral plane can be spread to
upper floors by entertainment into the supply air system if the sys-
tem is not balanced to provide a positive supply to all floors under
all conditions.

® Fire on upper floors can be contained in the fire room of
crigin by the airflow from a positively pressurized corridor.

® Smoke oa upper floars will be forced outside.

@ Comparison of later test data to data the day of the fire in-
dicates that weather can have significant effect on the pressures in
the building.

From this study it would appear that:

1. Positive pressurized corridors using a * make-up”® air sys-
tem can contain a fire within o suite if:

(a) The system is properly balanced, or

(b) The fire occured in a suite above the neutral plane.

The system should be designed to serve only a few floors at a
time. Stacking 10, 20, or mare floors on a common shaft probably
would not be practical since effective balancing for both fire and
non-fire conditions may be impossible to achieve.

2. With pressurized corridoes the following are essential:

(a) Stairwells should be pressurized more than corridors to

keep smoke and fire gases out of stairwells. Vents at the
top of the elevator shafts should be closed

(L] ible corridor doars,

door frames, door hardware, acoustical ceilings, wall
coverings and service conduit and pipe is critical since
radiant heat is a factor despite pressurization.

(¢) Corridor exhaust systems should be of a noncombustible

material

(d) Suite exhxnst systems should be noncombustible if not

going directly to the outside.

(e) All corridor doors should have automatic self-closers.

(D Each fire compartment should have exterior windows or

vens.

‘This study also indicated that sprinklers would be of dubious
value in a properly pressurized corridor.

Positive air supply at approximately 0.10 inches of water
pressure kept this fire out of the carridor even though the door had
failed. It may be that requirements for 0. ISmx:hcsof water may be
excessive in such buildings.

The best confirmation that corridor pressurization -works
comes from the firemen themselves, Lakewood firemen walked
right up to this fire, watched it for a moment, then put itout. Ina
non-pressurized corridor, this fire could have spread to the entire
20th floor and to the several penthouses above.

Several months Jater in a fire at the apartment next door on the
roof (or 31st floar), it took almost 30 self-contained breathing air
packs for the firemen to get up the stairs to a fire in a storage room
due to heavy smoke. They now know the difference that air —
properly. used — can make in controlling severe fires. Theyne
now believers.

A great deal of further work needs to be done. But the day
when tuming off the air as & fire alarm goes off hopefully is near an
end. With pimumnmm of stairwells and corridors, high-rise fires
can be i in buildings.
Hop:funy,xmhmmmwnwulbenccepwdbylllmmermd
before another disasier occurs with old techniques. We have much
of the answer — Mnbmumm&malx{:-nfnynmdpmm
lmunumguumedmommddy’

® of ASHRAX Journal by permission of 58
rican Soclety of Heating, Refrigerating and Air-Conditioning
Copyright 1975 ©ASHRAR Journal.
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“HOT HEAD,’ apPBNDIX Y. Page 1

WHO?

All of you. All of us must be more con-
cerned about life safety in buildings be-
cause of lethal gasses released from
heating and burning contemporary furni-
ture and building materials.

WHAT?

An electrically initiated chemical reactor
‘ to melt the sprinkler fusible element.

WHY?
To extinguish fires upon smoke detec-

tion, long before smoke kills and fire
grows enough to fuse the sprinkler.

WHEN?

Within three seconds after the detegtor '

senses an incipient fire.

WHERE?

Wherever concern for life safety
exceeds potential losses from water
damage.

SR DTOGUCLS IMC. .0 502 308, mendenhal, pennsytuania 19357/ (315) 388-7861
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THE CHALLENGE APPENDIX ¥ Page 2

Report to the Safety to Life Committee (NFPA Std 10i1) by Sectional Ci ittee on Institutional Oce
. (Underlining by S R Products)

Selected Findings:

“We did find many instances of single tire death fosses in ali institutions whether they were in compiete conform.
ance with the code or whether they had a ic_sprinkler system or not.”

“Smoke and toxic gasses, rather than burns, cause by far the greater majority of deaths in institutions.

“No building is fireproof. They can ali burn, or at least their finishes, furnishings, decorations and other con.
tents can, thereby affecting the life safety of occupants.”

“"Many fires result in loss of life because fires were not immediately detected, or because life saving measures
and fire suppression were commenced too late.”

“'Evacuation cannot be relied upon in institutions as a satisfactory means of protecting life safety from fires.”

A Few Conclusions:

“The majority of institutional occupants should be protected in their own rooms.’

**Compartmentation is a highly effect:ve means of preventing multiple loss of life due to fires.”

“C ic extingui it systems are also h|ghly effechve in prevenhng multiple fire death losses."”

“To require both strict compart ion and compl ex ishment would not only be redundant,
but would lead to greatly increased costs. Trade-offs are, therefore, of great importance.

“Neither system will protect against the single fire death foss.”

*“A reasonable compromise would be to require a system of early warning detection which reacts to products
of combustion, other than heat.”

Implementation:

“The next chore of the Sectional Committee was to determine how much life safety would be enhanced by instali.
ation of a complete automatic extinguishing system in nursing homes and in other heaith care institutions. Its
investigations gave clear evidence that smoky fires, as in mattresses or upholstery, have burned for periods on
the order of an hour, producing lethal quantities of smoke with heavy proportions of carbon monoxide without
enough heat development to actuate a sprinkler head. It concluded that one ideal solution would be a system
that could detect products of combustion (other than heat) for the actuation of only the sprinkler head immedi-
ately over the smoldering source of smoke, without flooding other areas, a techni lly teasible but not ically
nor industrially available product.”

*‘Nevertheless, the Sectional Committee accepted the fact-that ordinary automatic extinguishment is desirable when
it can be made economically attractive. Therefore, with encour: g t from the C ittee on Safety to Lief, the
Sectionai Committee set out to find safe ways to maintain performance capabilities of required barriers to smoke
and f:re spread that would result in construction savings to heip pay for a complete approved system of fire
ex it luded that its decision had to be based on the life protection integrity of the residual
quality of compartmentation balanced against the calculated effectiveness of fire suppression by the extinguish-
ment system supplied in lieu of the reduced compartmentation requirements.”

THE RESPONSE

The Hot Head® was developed specifically to fill the need to economically protect against the single life loss,
hitherto unprotectable. It is a high intensity jet arranged to activate standard sprinkler heads by the use of a
smoke detector or any other electrical switching device. Electrical response to the signal is instantaneous,
initiating a chemical reaction which melts the sprinkler's fusible element within three seconds. Any smoke,
heat, rate of rise, ionization detector or any other switch may be used to control it.

The Hot Head is compatable with all major upright, pendant and sidewall sprinkler designs. The operating
range is 6 to 30 volts AC or DC, one ampere trip current required, with a 2 millisecond (.002) response at 24
volts. it will operate sprinkier ranges from 135°F to 212°F (57°C to 100°C) yet, if there is no electrical
signal, the sprinkler will operate in its normal, thermal manner with no interference from the Hot Head. It is
installed “dry”, after the sprinkler system is instailed and pressure tested. The sprinkler system, new or
existing, is always “on stream’ during the installation of Hot Heads. The Hot Head has been tested to operate
from —40°F to +175°F (—40°C to 480°C) and it meets Underwriters' Laboratories, Inc. Standard for Sprink-
lers (UL199) in respect to Operation, ‘Distribution, Corrosion and Vibration.

S‘R pTOduCtS mec. P. 0. box 308, mendenhall, pennsylvania 19357/(215} 388-7661 ETSR 474.5M

76-611 O - 76 - 9




Ry
A i,

AN

124

APPENDIX II
ADDITIONAL MATERIAL SUBMITTED FOR THE RECORD

REPORT TO THE CONGRESS

=5 BY THE COMPTROLLER GENERAL
“527  OF THE UNITED STATES

on Y

Federal Fire Safety Requirements
Do Not Insure Life Safety
In Nursing Home Fires

Department of Health, Education, and Welfare

Two Chicago nursing home fires killed 31
people during early 1976. GAO was asked to
investigate reasons for the severity of the fires
and to suggest possible actions to avoid simi-
lar situations.

GAO reported that experts said automatic
sprinkler systems would have extinguished the
fires and saved lives. GAO recommends that
the Congress enact legislation requiring ali
nursing homes to be fully protected with
automatic sprinkler systems.

MWD—76-136 JUNE 3.1876
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COMFTROLLER GENERAL OF THE UNITED STATES
WASHINGTON, D.C. 20348

B-164031(3)

To the President of the Senate and the
Speaker of the House of Representatives

This report discusses Federal fire safety requirements
for nursing homes participating in Medicare and Medicaid.

We made our review at the request of Claude Pepper,
Chairman, Subcommittee on Health and Long-Term Care, House
Select Committee on Aging. The Chairman's request was
prompted by 2 nursing home fires in the Chicago area early
in 1976 in which 31 patients died.

Two recommendations for legislative action are included
in the report.

We are sending copies of this report to the Director,
Office of Management and Budget; the Secretary of Health,
Education, and Welfare; and the Secretary of the Department
of Housing and Urban Development.

”
ACTING Comptroljg} Gener2l
of the United States
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COMPTROLLER GENERAL'S FEDERAL FIRE SAFETY REQUIREMENTS DO

REPORT

TO THE CONGRESS NOT INSURE LIFE SAFETY IN NURSING

HOME FIRES

Social and Rehabilitation Service

Department of Health, Education,
welfare

DIGEST

As a result of two nursing facility fires
that killed 31 people during early 1976, the
Chairman, Subcommittee on Health and Long-
Term Care, House Select Committee on Aging,
asked GAO to investigate reasons for the
severity of the fires and to suggest possible
actions to avoid similar situations. (See

app. I.)
According to reports of investigations:

--Multiple deaths occurred in these and sev-
eral fires in prior years even though the
buildings were of fire resistive construc-
tion and were in substantial compliance
with the Federal fire safety requirements.
(See p. 11 and app. III.)

~-Deaths were caused by smoke and products
of combustion rather than by flames be-
cause the flames were confined to the
rooms of origin. (See p. 9.)

--Neither facility was fully protected with
an automatic sprinkler system designed to
activate an alarm and begin fighting the
fire immediately. (See pp. 5, 6, and 7.)

-—-Although local fire departments responded
promptly to both alarms, the fire depart-
ments were unable to prevent the deaths
which occurred. (See pp. 6, 7, and 8.)

--FPacility employees tried to evacuate resi-
dents and extinguish the fires, but in
neither case were they successful in pre-
venting death or extinguishing the fires.
(See pp. 6 and 8.)

--Although a short period of time elapsed
from the identification of the fires to

and

i MWD-76-136
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the arrival of the fire departments, the
fires generated intense heat, resultina
in considerable fire damage to the .ooms
in which the fires originated. (See

pp. 7 and Y.)

--Experts said automatic sprinklers would
have prevented the deaths in these homes.
{See p. 12.)

studies by congressional committees, a fire
safety engineering firm, a special investi-
gative committee, and others have pointed
out the need for and the benefits of auto-
matic sprinkler systems in nursing facili-
ties. (See pp. 12, 15, 16, and 18.)

GAO determined that the cost of sprinkler
system installations ranged from $393 to
3625 a bed. The amortized cost of $625
over a 20-year period with a 9-1/4 percent
interest rate is $5.57 a bed each month,
or about 19¢ a bed each day. (See pp. 19
and 20.)

With the installation of a sprinkler sys-
tem, savings on nursing facility fire
insurance premiums are possible on both
the building and its contents. Through
reimbursement for depreciation and inter-
est, Medicare and Medicaid will pay for
part of the cost of sprinkler system in-
stallation. (See pp. 20, 21, and 22.)

The program which authorized the Department
of Housing and Urban Development to provide
Federal loan insurance for the installation
of fire safety equipment has not been util-
ized. GAO believes that excessive process-
ing time by HEW and the Department of Hous-
ing and Urban Development procedures, which
prohibit loan insurance after work has begun,
contribute to the problems facing nursing
facilities applying for loan insurance.
(5ee pp. 25 and 26.)

GAO recommends that the Secretary of HEW
minimize the problem of excessive processing
time by establishing procedures which make
better use of existing survey and certifica-
tion documents. (See p. 32.)

ii
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GAO recommends that the Secretary of Housing
and Urban Development

--astablish regulations to permit fire safety
equipment loan insurance after work has
begun (see p. 33) and

--publicize the availability of the fire
safety equipment loan insurance program by
revising the nursing home brochure dealing
with nursing home mortgage insurance (see
p. 33).

Because congressional hearings were sched-
uled, the chairman's office requested that
GAO not delay the report to get formal com-
ments from HEW and the Department of Housing
and Urban Development. Informal comments
from agency officials were considered where
appropriate in this report. The National
Fire Protection Association and the National
Fire Prevention and Control Administration
of the Department of Commerce agreed with
GAU's recommendations to the Congress.

(See apps. VI and VII.)

RECOMMENWDATIONS TO THE CONGRESS

GAO believes that a strong case can be made
for requiring that all nursing facilities

be fully protected with automatic sprinkler
systems. Therefore, in line with previous
recommendations of congressional committees,
we recommend that the Congress enact legis-
lation which will require that all nursing
facilities be fully protected with an auto-
matic sprinkler system. The Congress should
require HEW to establish rigid standards
which must be met by nursing facilities re-
questing waiver from the automatic sprlnkler
requirement. (See pp. 22 and 23.)

iii
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CHAPTER 1

INTRODUCTION

In January 1976 a Chicago nursing home fire killed
23 people. Within a week, another nursing home fire just
outside Chicago claimed the lives of eight people.

In his letter of February 20, 1976, the Chairman, Sub-
committee on Health and Long-Term Care, House Select Commit-
tee on Aging, asked us to investigate reasons for the
severity of the fires and to suggest possible actions to
avoid similar situations. He also asked us to investigate:

--The fires and determine if automatic sprinkler systems
would have put out the fires or lessened their sever-
ity in these facilities.

--The facilities in Chicago and determine if they met
the Life Safety Code requirements for participation
in federally financed health programs.

--The Department of Health, Education, and Welfare's
(HEW's) enforcement of fire safety standards in
Chicago and elsewhere.

--The State inspections of the Chicago facilities in
question and HEW's validation of those inspections.

--The State inspection procedures including the quali-
fications of the inspectors.

--The quality of trained personnel assisting patients
during the fires.

--The implementation of Public Law 93-204, approved
December 28, 1973, which authorized federally in-
sured loans to provide fire safety equipment for
nursing homes and intermediate care facilities.

NURSING HOMES IN FEDERAL PROGRAMS

There are about 16,500 nursing homes, referred to as
skilled nursing facilities (SNFs) or intermediate care fa-
cilities (ICFs), devending on the level of care provided,
participating in the Medicare and Medicaid programs.

Medicaid--authorized by title XIX of the Social Secur-
ity Act, as amended--is a grant-in-aid program in which the
Federal Government pays part of the costs (50 to 78 percent)
incurred by States in providing medical services to persons
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who are unable to pay. At the Federal level the Hedicaid
program is administered by the Social and Rehabilitation
Service (3RS) within HEW.

States have the primary responsibility for initiating
and administering their Medicaid »rogram under the Social
Security Act. The act requires that State Medicaid programs
provide SNF services. However, services in ICFs which pro-
vide care to patients that do not require skilled nursing
services are an optional Medicaid service.

HMedicare, authorized by title XVIII of the Social Secur-
ity Act, is the Federal health insurance program for the
aged and disabled. Part A of Medicare provides hospital
insurance and also pays for all covered services in a SNF
for the first 20 days after a hospital stay and all but a
certain amount a day, up to 80 additional days, during a
benefit veriod. ICFs do not participate in Medicare.

About 7,500 SNFs are participating in Medicaid, about
4,300 of which also participate in Medicare. 1In addition,
about 9,000 ICFs participate in Medicaid. During fiscal
year 1975, Federal and State Medicaid payments for SNF and
ICF services were $4.6 %illion, and Medicare paynments for
SNF services were $257 million.

CERTIFICATION PROCEDURES

Standards have been established by law and regqulation
wnich must be met by all nursing facilities participating in
Medicare or Medicaid. The Federal requirements on fire
safety have incorporated the Life Safety Code, established
by the National Fire Protection Association.

HEW regulations require that each nursing facility cer-
tified for Medicare or Medicaid be inspected at least annually
by State inspectors (employed by State agencies having con-
tracts with the Federal Government) to determine whether the
facility is in compliance with Federal requirements, includ-
ing the Life Safety Code. Facilities not in full compliance
with the fire safety standards may be certified for limited
periods under both programs while corrections are being made.

Current HEW requlations for both Medicare and Medicaid
provide for canceling a nursing facility's certification if
ageficiencies noted during the inspections have not been
corrected within a specified time, including approved ex-
tensions.
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THE LIFE SAFETY CODE

The Life Safety Code is established by the National Fire
Protection Association. The primary function of the Associa-
tion's Committee on Safety to Life has been to study and
analyze the causes of fires involving loss of life. The
code, which is based on established standards for various
types of construction, is revised periodically. The latest
edition was published in 1973.

The Social Security Amendments of 1967, effective
January 1, 1970, require SNFs to comply with the 1967 edi-
tion of the Life Safety Code to participate in Medicaid. 1In
October 1971 HEW extended that requirement to Medicare SNFs.
Public Law 92-603, enacted October 30, 1972, incorporated in
titles XVIII and XIX of the Social Security Act the require-
ment that Medicare and Medicaid SNFs comply with the 1967
Life Safety Code. Federal requlations requiring ICFs to meet
this code became effective March 18, 1974. Nursing facili-
ties entering the program on or after June 1, 1976, are re-
quired to meet the 1973 edition of the code, as provided in
Public Law 94-182, enacted December 31, 1975.

The code requires automatic sprinkler protection
throughout all nursing facilities, except those of 2-hour 1/
fire resistive construction or one story, l-hour protected
noncombustible construction. The fire resistance rating of
building construction varies with the susceptibility to fire
damage of the building materials used and the degree of fire
protection provided for the structural members.

A building classified as 2-hour fire resistive con-
struction is one in which the structural members, including
walls, partitions, columns, floors, and roofs, are of ma-
terials having fire resistance ratings ranging from 1-1/2 to
4 hours as required by the National Fire Protection Associa-
tion standards.

A building may be classified as l-hour protected non-
combustible if it is constructed of materials having a mini-
mum fire resistance rating ranging from 1 to 2 hours.

1/The National Fire Protection Association defines the rat-
ings of building materials in terms of hours. The ratings
are the result of standard fire tests in which the materials
are subjected to controlled fire conditions. The perform-
ance is based on the length of time the materials maintain
their structural integrity and expressed as 2-hour, 6-hour,
1/2-hour, etc.
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The requirements for these two classifications are
directed toward limiting the spread of fire and maintaining
the building structure to permit adequate time to safely
evacuate nursing home patients.

The Social Security Amendments of 1967 permit a waiver,
in accordance with regulations established by the Secretary
of HEW, of specific Life Safety Code provisions, including
the automatic sprinkler requirement. A waiver may be issued
for specific Life Safety Code provisions which, if rigidly
applied, would result in unreasonable hardship on a nursing
home. Such a waiver, however, will be granted only if it
will not adversely affect the health and safety of the
patients.

SNF waivers under Medicare have always been issued by
HEW. Initially, waivers of the Life Safety Code standards
for Medicaid facilities were issued by State Medicaid agen-
cies in accordance with HEW criteria. The Social Security
Amendments of 1972, however, transferred this authority to
HEW.

Under current procedures the States make recommendations
for both Medicare and Medicaid SNF waivers relating to fire
safety standards, but HEW regional directors make the final
decisions. Waivers of Life Safety Code standards are issued
by State agencies for ICFs.

Federal loan insurance for nursing home
fire safety equipment

The Congress enacted Public Law 93-204 on December 23,
1973, which authorized the Secretary of the Department of
Housing and Urban Development (HUD) to insure loans made to
nursing facilities for purchasing and installing fire safety
equipment, including automatic sprinkler systems.

SCOPE OF REVIEW

Qur review included work at the regional offices of HEW
and HUD in Chicago, Illinois; the Illinois State Fire Mar-~
shal's office; and the Illinois State Medicaid Agency. Work
was also done at HEW and HUD headquarters in Washington, D.C.

In addition to the two nursing home fires in the Chicago
area, we obtained information on other nursing home fires for
comparison., We also obtained information from various other
studies and reports on nursing home fires and fire safety.
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CHAPTER 2

NURSING FACILITY FIRES

IN CHICAGO

On January 30, 1976, and February 4, 1976, fires occurred
at the Wincrest and Cermak nursing facilities, respectively,
which resulted in the deaths of 31 patients. Both institu-
tions were intermediate care facilities participating in Med-
icaid. According to reports of investigations, these deaths
occurred even though

--the nursing facilities substantially met Federal fire
safety requirements,

--the fire departments responded promptly to the alarms,
and

--the construction of the buildings adequately confined
the flames to the rooms of origin.

The deaths were reported to be caused by smoke and toxic gases
rather than by flames. No fatalities occurred in the rooms

of fire origin. Investigators of these fires stated that
sprinkler systems would have prevented deaths in these nursing
facilities; however, both facilities were classified as fire
resistive and, under the Life Safety Code, were exempt from
the automatic sprinkler requirement.

WINCREST

The Wincrest Nursing Home fire occurred on the third
floor of the facility during the morning of January 30, 1976.
(See app. IV.) Wincrest, an ICF in Chicago, has 28 sleeping
rooms which can accommodate 88 permanent residents. The
residents included Medicaid patients.

At the time of the fire, Wincrest had the following
fire safety devices (see app. 1IV):

-~Three alarm systems: (1) pull box, (2) heat detec-
tors (both of which activate alarms to the Chicago
Fire Department and to the nursing home staff) and
(3) smoke detectors which activate an alarm only to
the nursing home staff. The three alarm systems
were activated at approximately the same time.

--Three portable fire extinguishers.
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--A public address system.

--A vattery-operated emergency lignting system (not a
significant factor because the fire occurred during
daylight hours). The system reportedly would not
have functioned properly because smoke residue
covered and the heat nad melted the plastic hoods
on tne lights.

--S0l1id core woors to residents' tooms--authcrities con-
sidered these adequate to stop the fire, heat, and
smoke if tne doors were closed.

--Fire resistive floors, walls, and ceilings. These
were not penetrated by the fire, although the wall
coverings aid ourn.

At the time of the fire, 383 aged residents (many con-
fined to wheelichairs) occupied the home. When the fire oc-
curred, five nursing home attendents, a priest, and 40 resi-
dents were on the tnird floor of the home. Approximately
28 of the 40 residents were attending a religious service in
the third floor lounge-chapel. The lounge-chapel did not
have a door and was open to the corrider. (See app. IV.)

A nurse's aid discovered the fire in room 306, at the
approximate center of the single corridor which serves the
third floor (see app. 1V), at about 11:40 a.m., summoned the
priest, and activated a pull-box fire alarm. 1Initially the
priest, and later two maintenance men and an administrator,
attempted to put out the fire with fire extinguishers but
could not contain the fire. Intense smoke and heat forced
them to abandon the room after attempting to close the door
to the corridor. The attendants and others began concentra-
ting on evacuating residents from the lounge-chapel and the
third floor.

The Chirago Fire Department arrived at about 11:46 a.m.,
approximately 3 minutes and 40U seconds after it received the
alarm. 1In response to the first alarm, the fire department
dispatched 39 firemen with 7 trucks (4 pumpers, 2 hook and
ladders, and 1 Snorkel). Upon arrival of the fire department,
intense smoke on the third floor was already affecting elderly
residents (some residents were gasping or unconscious). In
response to a special call, 18 more firemen arrived at 12:01
p.m. with special equipment including another snorkel truck.
In response to a second alarm, 44 firemen arrived at 12:04
p.m. with 1 helicopter, 1 communication van, and 8 trucks
(4 pumpers, 2 hook and ladders, and 2 water cannon turrets).




137

In response to special calls, the fire and police de-
partments and private organizations dispatched 10 ambulances
to the home. The ambulances and four fire department auto-
mobiles transported the injured to hospitals.

As of February 20, 1976, 23 nursing home residents had
died from smoke inhalation. The majority of which were in
the lounge-chapel area at the time of the fire.

Tie fire destroyed room 306 and caused significant damage
in the corridor. Moderate fire and intense smoke and heat
damaged the corridor, the lounge-chapel (which did not have
doors) and sleeping rooms in which the doors were open dur-
ing the fire. 3lceping rooms in which the doors were closed
during the fire did not incur smoke or heat damage.

CERMAK HOUSE

Tone Cermak House Wursing Home fire occurred in room 421
on the fourth floor early in the morning of February 4, 1976,
(See app. V.) Cermak House is an ICF in Cicero, Illinois,
adjacent to Chicago, and can accommodate 618 residents. The
residents included Medicaid patients.

At the time of the fire, Cermak House had fire safety
devices which included (see app. V):

--Two alarm systems: (1) pull-box and (2) smoke de-
tectors (both of which were wired to activate alarms
to the Cicero Fire Department). The smoke detectors
automatically closed hall smoke doors.

--Fire extinguishers and fire hoses on each floor. Be-
cause of operator error, the fire hdse on the fourth
floor did not operate.

--A public address system which was used to notify nurs-
ing home staff of the fire and its location.

--Solid core doors to residents' rooms--authorities
considered these adequate to stop the fire, heat, and
smoke if the doors were closed.

--A sprinkler system on the first floor, with vertical
pipes to the other eight floors. According to a
Cermak House official, horizontal pipes and sprinkler
heads of the upper floors had not been installed be-
cause of financial consideration.
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According to a patient census the previous night, 460 persons
occupied the nursing facility; 24 persons could have been
accommodated in the fourth floor west wing in which room 421
was located.

At about 6:30 a.m. a nurse and a nurse's aide heard
screams and discovered the fire in room 421. While the aide
activated the pull-box alarm, the nurse evacuated two of
the residents from tne room. The third occupant was not in
the room at the time of the fire. A security guard who
responded to the alarm attempted to extinguish the fire--
first with a fire extinguisher and second with a hose which
he did not operate properly--but abandoned the attempt when
he was cvercome by smoke. Two maintenance employees directed
water on the fire from a hose operated through a fifth floor
window but they could not extinguish the blaze.

The Cicero Fire Department arrived oromptly at 6:44 a.m.
to the alarm activated by smoke detectors on the fourth floor.

The snoke detectors automatically closed smoke doors at
the entrance to the corridor and contained the heat and smoke
in the west wing of the nursing home. Although room 421 was
adjacent to the smoke doors, residents <¢id not sustain in-
juries nor did damage occur outside the smoke barrier on the
west wing. Elight residents died from smoke inhalation in
west wing sleeping rooms where doors to the rooms were oven
at the time of the fire. Smoke and heat damage also occurred
in these rooms and in the corridor. In another west wing
sleeping room where the door was closed during the fire, re-
sidents did not sustain injuries and little property was
damagead.

Officials of the Illinois Fire Marshal's office initially
attriputed the fire to a faulty electric cord on a nightstand
lamp and, at the time of our fieldwork, were continuing to in-
vestigate other possible causes.

SEVERITY OF THE FIRES

An official of the Illinois Fire Marshal's office at-
tributed the severity of the fires at Wincrest and Cermak to
(1) steadily burning fires, (2) combustion of gases trapoed
by the upper walls and ceilings in the fire rooms (flash-
overs), and (3) ejection of flames and lethal smoke from burn-
ing plastic and vinyl in the rooms where the fires originated.

At both Wincrest and Cermak, steadily burning fires in
freestanding wood wardrobes generated intense heat, result-
ing in considerable fire damage to the rooms in which the
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fires originated. Heavy smoke damaged the corridors, lounge-
chapel at Wincrest, and resident rooms with open doors.

At wincrest most of the fatalities occurred in the
lounge-chapel area which did not have a door and into which
lethal smoke traveled. The lounge-chapel was not damaged
vy flames; nowever, the plastic covers on the ceiling light
fixtures were melted by heat.

At Cermak, the fatalities and damage occurred in resi-
dent rooms with "doors open to the corridor.

The fires at both facilities burned material which gen-
erated toxic smoke. At Wincrest, the fire burned vinyl
chloride wall and mattress covers. Combustion of vinyl covers
generated hydrogen chloride gas, which sears lung tissue. At
Cermak, the fire burned polyurethane foam (foam rubber) mat-
tresses. Conbustion of foam rubber generates hydrogen cyanide
gas. According to experts of the National Fire Prevention and
Control Administration of the Department of Commerce, all com-
mon combustible materials can generate lethal quantities of
carbon monoxide when subjected to fire. Medical evidence was
not available to us which could identify the specific prod-
ucts of combustion that were primarily resvonsible for the
deatns.

According to a study made by a nursing home association
and an engineering firm under contract to the Department of
Health, Education, and Welfare, wood wardrobe fires in simu-
lated nursing facility rooms can cause flashovers within 5
minutes after ignition. The nursing home association and
engineering firm based this conclusion on an experiment which
they conducted for HEW to test the 1967 Life Safety Code.

COMPLIANCE WITH FIRE SAFETY STANDARDS

In Illinois, the State Fire Marshal's office surveys
skilled nursing facilities and the Department of Public Health
surveys ICFs for fire safety.

The Illinois Fire Marshal's office has a staff of 44
inspectors to survey SNFs. The inspectors have fire-related
backgrounds, such as work experience as firemen or a degree
in fire technology. New inspectors receive classroom and
on-the-job training, including training in the Life Safety
Code, before making inspections. All inspectors receive fire
safety training each month.

Inspectors normally spend 1 to 1-1/2 days annually in-
specting SWFs for compliance with the Life Safety Code and

76-611 O - 76 - 10
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State laws. Inspectors followup on deficiencies at 30-day
intervals until they have been corrected.

Ine Illinois Department of Public Health inspectors make
annual health and safety surveys of ICFs. The Department's
arcnitectural section has 14 registered architects and 2
engineers who make fire safety surveys. The Department trains
its inspectors, using the Life Safety Code, and gives them
on-the-job training before placing them in charge of inspec-
tions.

while we did not evaluate the quality of the State in-
spections or the adeguacy of training provided to inspectors,
we pelieve that these areas are critical in the enforcement
of fire safety requirements in nursing homes, as pointed out
in our report, "dMany Medicare and Medicaid Nursing Homes Do
ot Meet Federal Fire Safety Requirements," MWD-75-46, dated
larch lg¢, 1375.

Inspectors usually inspect a facility in 1 day and re-
visit facilities within a specified period to verify correc-
tion of serious deficiencies. Inspectors followup on minor
deficiencies by correspondence or during the next annual
inspection.

Tnhe HEW regional office conducts validation reviews,
wnich are surveys of facilities to insure the adequacy of the
State inspections. These validation reviews are made in
facilities selected at random. The HEW regional office has
one team which surveys, on a random basis, selected facili-
ties from the 3,600 SNFs and ICFs in the region.

The regional office team did not survey either Wincrest
or Cermak House because neither home had been included in
the survey sample.

In addition, the City of Chicago makes fire safety in-
spections of 3NFs and ICFs. The Chicago Fire Department,
Sureau of Fire Prevention, is responsible for inspecting the
129 SNFs, ICFs (including Wincrest), and other types of nurs-
ing homes in Chicago. Tne department uses the Chicago Muni-
zinal Code for fire prevention rather than the Life Safety
Code. Within the Bureau a specially trained department cap-
tain and 11 lieutenants are responsible for inspecting in-
stitutional facilities, such as hospitals and nursing homes.
The fire department requires lieutenants who are assigned
to the Bureau of Fire Prevention to attend a fire safety
course at the Chicago Fire Academy.

10
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The results of recent State inspections' at Wincrest and
Cermak House indicated that both facilities were in substan-
tial compliance with existing fire safety standards.

Wwincrest

The Illinois Department of Public Health noted two defi-
ciencies at the Wincrest ICF in its December 1974 fire safety
survey. According to Department documents, Wincrest corrected
both of the deficiencies in April 1975. Department officials
told us in February 1976 that Wincrest had substantially com-
plied with the Life Safety Code at the time of the fire.

The Chicago Fire Department's Bureau of Fire Prevention
inspected Wincrest six times in 1975, noted two deficiencies
which were corrected in October 1975, and did not note any
further fire safety violations in the October, November, and
December inspections. According to Bureau officials, Wincrest
had no known deficiencies at the time of the fire. The Mayor
of Chicago's special investigation committee concluded that
Wincrest had complied with exising regqulations.

Nurses, nurse's aides, the administrator, two maintenance
men, and a priest assisted Wincrest residents during the
fire. According to an Illinois Department of Public Health
report, Wincrest holds a minimum of 12 fire drills annually,
including simulated fire conditions and transmission of fire
alarms. According to Chicago Fire Department officials, Win-
crest employees responded properly to a simulated fire emer-
gency situation during the December 1975 inspection.

Cermak House

The Illinois Department of Public Health noted 10 defi-
ciencies at Cermak House in its December 1975 fire safety
survey. . On February 7, 1976, 3 days after the fire, the Il-
linois Fire Marshal officials, in a special investigation of
Cermak House, noted 5 deficiencies under the Life Sifety
Code and 27 conditions which needed to be corrected under
I1linois$ rules and regulations.

According to Illinois Department of Public Health and
Fire Marshal officials, the deficiencies noted in the in-
spections before and after the fire did not contribute to
the ignition or the severity of the fire.

A nurse and nurse's aide, two maintenance meén and
others assisted residents during the fire.
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According to the Illinois Department of Public Health
and the Fire Marshal's surveys, Cermak House nolds a minimum
of 12 fire drills annually, including simulations of emer-
gency fire conditions and transmission of fire alarms.

INVESTIGATION FINDINGS ON
SPRINKLER SYSTEMS AND OTHER
FIRE SAFETY MEASURES

Sprinkler systems

According to officials of the Illinois Fire Marshal's
office, sprinkler systems prevent flashovers because they
prevent the accumulation of excessive heat on the upper walls
and ceiling. In the opinion of Chicago Fire Department of-
ficials, sprinkler systems provide the best fire protection
because they signal the fire location and immediately spray
22 gallons of water a minute on fires which activate the sys-
tem. Fire department officials believe sprinkler systems
would have extinguished the fires at Wincrest and Cermak and
prevented deaths.

After its investigation of the Wincrest fire, a special
panel appointed by the Mayor of Chicago recommended that new
requirements immediately be made part of the Building and
Fire Ordinance of the City. One requirement was that
sprinkler systems be installed in all new and existing nurs-
ing homes and be electrically interconnected with the fire
alarm system.

On February 4, 1976, the Mayor of Chicago asked the
City Council to require all nursing homes to have automatic
sprinkler systems. The ordinance was introduced only a few
hours after the Cermak fire. On April 7, 1976, this ordinance
was approved by the City Council. It requires all Chicago
nursing homes to install sprinkler systems by February 1977.

According to an HEW engineer's report on the Wincrest
fire, "the only alternative to a well trained staff is a
complete sprinkler system, smoke compartments, and smoke
detectors." Of the two Chicago area fires, another HEW re-
port stated:

"The facilities in each case were of fire resistive
construction, but failed ta provide reasonable pro-
tection. There is a need for several fire safety
measures which exceed current regulations."”

12
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furnishings

According to a report by an official of the Illinois
Fire Marshal's office which was presented at hearings in
Illinois, "the Wincrest and Cermak House fires demonstrate
that ignition of coverings and furnishings can turn nurs-
ing facilities into gas chambers.” Other Illinois officials
indicated that Federal standards are needed to regulate
furnishings used in nursing facilities.

Fire emergency training

Illinois and local (Chicago) municipal officials empha-
sized the importance of fire emergency training of nursing
facility employees. The committee, appointed by the Mayor of
Chicago, recommended that nursing facility employees, in ad-
dition to existing training programs, be required to partici-
pate in formal fire department emergency training every 6
months.

CONCLUSIONS

--3o0oth nursing homes substantially met the Federal fire
safety requirements and were classified as fire ra-
sistive, but people still died as a result of the
fires.

--The building construction adequately confined the
flames to the rooms of origin.

--The deaths were caused by smoke and other products
of combustion rather than flames.

~--The fire departments, which responded oromptly to the
alarms, were unable to prevent the nursing home
deaths.

- -—Efforts by nursing home staffs to extinguish the fires
and prevent the loss of lives were unsuccessful.

--The fires created a lethal environment in a very short
time.

--Experts investigating the tragedies said that automa-

tic sprinkler systems would have saved lives in these
fires.

13
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CHAPTER 3

AUTOMATIC SPRIWKLER SYSTEMS PUT OUT

FIRES AND SAVE LIVES

Many studies and reports have concluded that automatic
sorinkler systems are effective in putting out fires and
saving lives. About one-half of the nursing homes partici-
pating in Medicare and Medicaid are not required, because
of construction classification, to be protected with auto-
matic sprinkler systems., Historically, nursing home fires
resulting in multiple deaths have had two conditions similar
to the wincrest and Cermak House fires--the orimary causes
5>f death were smoke and other gaseous products of combustion,
and tne facilities d&id not have complete automatic sprinkler
systems. Since 1972 several congressional committee reports
have recommended that all nursing facilities be fully pro-
tected with automatic sprinkler systems. We believe that a
strong case can be made for adopting such a proposal.

The cost of installing automatic sprinkler systems will
vary with factors such as building size, type of construction,
metnod of installation, and whether installation is in exist-
ing buildings or those under construction. 1In several in-
stallations during 1975, the cost ranged from $393 to $625 a
ped. The monthly cost of amortizing $625 a bed over a 20-year
period at a 9-1/4 percent interest rate is $5.57 a bed each
month, or about 1lv¢ a bed each day.

B8y installing an automatic sprinkler system, some savings
are possinle on fire insurance for both the building and its
contents. In the Washington, D.C., area, estimates on these
savings are up to 30 percent on building coverage and 50 per-
cent on contents insurance, depending on type of construction.
In addition, Medicare and Medicaid will pear a share of the
cost of sprinkler systems through payments on behalf of pro-
gram beneficiaries.

CURRENT FEDERAL STANDARDS
ANO AUTOMATIC SPRINKLERS

The Lite Safety Code requires, with some exceptions,
that all nursing facilities be fully protected by automatic
sprinkler systems. Those nursing facilities classified as
2-hour fire resistive construction or one-story, l-hour
protected noncombustible construction are exempt of the
sprinkler requirements. As a result, only about half of the
aursing facilities are required by the Life Safety Code to
have automatic sorinklers. As pointed out in the previous
chapter, both the Wincrest and Cermak douse nursing facilities
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were classified as having fire resistive construction and,
therefore, were exempt from the automatic sprinkler require-
ments.

As of March 1976, the Department of Health, Education,
and Welfare estimated that of the 16,500 nursing facilities
participating in either Medicare or Medicaid, about 8,580
were not required to be fully protected with automatic
sprinkler systems because of their construction classifi-
cation, although some facilities might have installed them.

In addition to the exemptions, HEW also has the author-
ity under the Social Security Act to waive the automatic
sprinkler requirement in any nursing facility regardless of
construction type.

The Gffice of Nursing Home Affairs could not tell us
how many facilities were waived from the automatic sprinkler
requirement as of April 1976 because information on such
waivers is maintained at the regional offices.

Our report entitled “Many Medicare and Medicaid Nursing
Homes Do Not Meet Federal Fire Safety Requirements,*
(MWD-75-46) dated March 18, 1975, pointed out many problems
associated with the waiver procedures. We reported that, of
our sample of nursing homes inspected, over 79 percent of the
nursing homes granted waivers from the automatic sprinkler
requirement did not meet the HEW standards for such a waiver.

We reported that the HEW waiver standards, designed to
insure a level of safety equivalent to that provided by auto-
matic sprinklers, have not been established for any type of
nursing home, except those of one-story protected wood frame
construction. We recommended that HEW establish waiver stand-
ards for all types of nursing homes to insure, as required
by the Social Security Act, that waivers from the automatic
sprinkler requirement would not adversely affect patient
safety. HEW did not accept this recommendation on the basis
that the propriety of a waiver should be left to the discre-
tion of the State with the approval of the HEW regional office.

STUDIES AND COMMENTS ON THE
VALUE OF SPRINKLERS

The National Safety Council and American Nursing Home
Association's "Safety Manual for Nursing Homes and Homes for
the Aged" states that:

“Automatic sprinkler systems provide the

greatest 'safety to life' feature available in
the fire protection field. Not only can they
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automatically sound an alarm, but they will
immediately start fighting the fire when acti-
vated. Automatic sprinklers are by far the most
reliable and effective means of fire extinguish-
ment. Other forms of protective equipment, as
well as automatic alarms, have their special
place, but none can ever be an effective sub-
stitute for automatic sprinkler systems."

According to the National Fire Protection Association,
there is no record of a multiple death fire in any nursing
home fully protected with an automatic sprinkler system.

puring the summer of 1974, the American Health Care
Association (formerly the American Nursing Home Association),
under contract to HEW, made a series of monitored fire tests,
some of which were carried out in an abandoned nursing home
near Gary, Indiana. The tests were conducted by a fire safe-
ty engineering firm. The purpose of the contract, according
to an HEW official, was to validate specific fire protection
requirements contained in the 1967 edition of the Life Safety
Code applicable to nursing homes.

According to an HEW official, the tests were also in-
tended to provide the basis for policy modifications regard-
ing fire safety.standards, for making recommendations for
action by HEW, and for suggesting legislative amendments.

During one of the fire tests, with fire department
personnel stationed throughout the building, a fire started
in a wooden wardrobe burned out of control and destroyed the
building. According to the project engineer for the fire
safety engineering firm, as the fire developed it traveled
into the concealed spaces near the roof, and the fire de-
partment could not contain it. It gradually spread through
the concealed spaces, then down to the second floor, and
eventually worked its way completely through the building.
The engineer pointed out that fire in concealed spaces can
be very difficult to reach. He said buildings have been
lost this way many times throughout the country.

The HEW officials noted that automatic fire sprinklers
were not in use for the specific test which resulted in de-
stroying the building. The project engineer pointed out a
number of conclusions from the various tests, including:

--Smoke barrier doors were effective.
--Many of the ordinary doors, such as might be found in

typical nursing homes, do a good job of containing
fires for a short time.
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--Automatic sprinklers generally did a good job of
controlling and containing the fires. Even where it
was arranged so the water from sprinklers could not
hit the fires directly, the sprinklers still contained
them.

--The fires did not last long enough to be affected
even by combustible wall paneling and ceiling tiles
when automatic sprinklers were used.

Fire in another Illinois nursing home
with sprinklers did not result in deaths

The Plaza Nursing Home fire occurred on February 18,
1976. The Plaza Nursing Home, a skilled nursing facility in
Niles, Illinois, can accommodate 300 residents. At the time
of the fire, 224 residents, including both Medicare and Med-
icaid patients, occupied the home.

A nurse‘s aide noted smoke and a burning mattress in
room 421 (no one was in the bed) and, with a nurse's assist-
ance, evacuated the three occupants of the room. The nurse
activated a pull-box alarm and closed the room door. The
fire activated one of two sprinklers in the room which
sprayed water on the fire. The sprinkler extinguished the
fire before the firemen arrived, which was shortly after the
alarm.

The fire did not cause any deaths or injuries to resi-
dents at the Plaza Nursing Home. Fire damage was confined
to the mattress and little, if any, heat or smoke damage
occurred.

The Fire Chief attributed the absence of injuries and
the prompt control of the fire to the sprinkler system and
the quick employee response. Because the fire was promptly
controlled, it did not generate sufficient heat (160 degrees
Fahrenheit) to activate the second sprinkler in the room.

An official of the Illinois Fire Marshal's office at-
tributed the cause of the fire to the careless use of smoking
materials by a resident.

FIRE RESISTIVE NURSING HOMES
DO _NOT INSURE LIFE SAFETY

The two nursing home fires in the Chicago area demon-
strate that deaths do occur because of fire, even in fire
resistive buildings. Moreover, there are other examples of
fire resistive nursing homes which have had fires resulting
in multiple deaths. Congressional committees have investi-
gated these fires and used this information as the basis for
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their recommendations for automatic sprinklers. (See
apps. II and III.)

Causes of death in nursing home tires

The causes of death in the Wincrest and Cermak House
fires were the same as other fires involving multiple deaths--
smoke and toxic gases. There were similarities between these
two fires and four other nursing facility fires in Harietta,
Ohio; Buechel, Kentucky; Madison, wisconsin; and Wayne, Penn-
sylvania, studied by the Senate Subcommittee on Long-Term
Care. (See app. III.) All of these facilities were classi-
fied as fire resistive and smoke and other products of combus-
tion, rather than flames, caused multiple deaths.

In 1972, after its investigation of multiple death
nursing facility fires, the House Committee on Government
Operations reported in House Report 92-1321 that most fire
deaths in nursing homes were caused by asphyxiation result-
ing from toxic gases, rather than actual burns. In 1975 the
Senate Special Committee on Aging reported in Senate Report
94-00 that nursing home patients present a particular problem
‘because of their reduced tolerance to heat, smoke, and gases
and that many patients are under sedation or bound with re-
straints. The Senate Committee reported that despite the
importance of smoke as the major cause of fire deaths in the
United States, there are no national standards governing the
smoke generation properties of furnishings, including car-
pets and floor coverings. (See app. II.)

Following the January 1970 Marietta fire, the following
quote was included in the "Fire Journal": "Had the building
been equipped with an automatic sprinkler system, all the
victims could have been saved." After the Buechel fire, the
publication stated: “If the entire building (not just the
rubbish and laundry chutes) had been protected with an auto-
matic sprinkler system, the fire could have been confined to
the room of origin, with very little smoke or fire damage."

CONGRESSIONAL COMMITTEES HAVE RECOMMENDED
SPRINKLERS IN NURSING HOMES SINCE 1972

The matter of the safety of elderly and disabled
patients in nursing facilities has been a subject of con-
siderable congressional concern for many years. Congres-
sional committees studying this problem have historically
advocated a requirement that all long-term care facilities
be fully protected with automatic sprinkler systems.

(See app. II.)
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In its report of August 9, 1972 (House Report 92-1321}),
the House Committee on Government Operations concluded that
the best means of avoiding multiple death fires is to con-
struct complete automatic sprinkler systems which will also
transmit an alarm to the nearest fire service.

Based on its investigation and conclusions, the Commit-
tee recommended legislation requiring all nursing facilities,
as a condition for eligibility under Medicare and Medicaid,
to be equipped with an automatic sprinkler system.

Upon completion of additional studies of nursing home
fire safety, the House Committee on Government Operations
issued a second report (House Report 93-1627) on December 18,
1974, which reiterated its earlier recommendation that all
nursing homes, regardless of the type of construction, be
equipped with automatic sprinklers.

The Senate Special Committee on Aging issued a report
(Senate Report 94-00) on nursing home fires in August 1975.
The report recommended that all States should enact legisla-
tion requiring automatic sprinkler systems in each of their
long-term care facilities.

THE COST OF AUTOMATIC SPRINKLER SYSTEMS

The cost of installing an automatic sprinkler system
will vary with the size and type of facility and depend on
whether it is of new or existing construction. However, to
examine the impact of requiring all nursing homes to install
sprinkler systems, we are presenting general data obtained
regarding the cost of sprinklers. In February 1976 we dis-
cussed the cost of installing a complete sprinkler system
with a representative of the National Automatic Sprinkler
and Fire Control Association. According to the representa-
tive, the installation of a complete sprinkler system, in-
cluding pumps, valves, piping, and alarms, would cost from
75¢ to $1.25 a square foot while constructing a building.
Installation in an existing building would cost from $1 to
$1.50 a square foot. Variables include whether the pipes
were to be concealed or exposed, whether the sprinkler heads
were to be recessed, and the availability of a water supply
(that is, is a reservoir necessary), etc. 1In April 1976 we
obtained data from seven sprinkler installation companies in
the Washington-Baltimore area. According to their estimates,
a sprinkler system might cost between 50¢ and $1.75 a square
foot in an existing facility. Actual installations during
1975 in four existing nursing facilities, three in Ohio, and
one in Minnesota, showed costs ranging from $393 to $625 a
bed, as follows:
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Number Total HEW Cost per
of Square approved cost of Cost square
Facility beds feet sprinkler system per bed foot.
1 30 12,100 $18,744 $625 $1.55
2 34 16,481 20,070 590 1.22
3 100 35,484 42,350 429 1.21
4 150 48,040 58,917 393 1.23

Sprinkler systems may cost
about $5.57 a bed each month

Using the highest actual cost per bed, the monthly cost
of amortizing $625 a bed over a 20-year period with a 9-1/4
percent interest rate is $5.57 a bed each month, or about
19¢ a bed each day.

According to the National Fire Protection Association,
automatic sprinkler heads need replacement at the end of 50
years. However, financing sprinkler system installation
over a period of more than 20 years does not seem likely.
Consequently, our computation shows the monthly payment ex-
pected over the term of a 20-year loan.

Savings for nursing facilities
with sprinkler systems

Although fire insurance rates vary among States, savings
are possible on both building coverage and contents insurance
when nursing facilities are protected by automatic sprinkler
systems. We obtained information on the general rates in
Maryland and Washington, D.C., and found that savings of about
30 percent are possible on building coverage and 50 percent
on contents insurance.

According to a representative of the Insurance Services
Office of Maryland, a rating bureau under the jurisdiction
of the State Insurance Commission, fire insurance premiums
would be less because of the installation of automatic
sprinklers in nursing facilities. With regard to fire in-
surance on the building, he said the rate per $100 of in-
surance is about 8¢ without sprinklers in ordinary construc-
tion and about 6¢ with sprinklers, for a reduction of about
25 percent. In protected wood frame construction, he said
the fire insurance rate per $100 of insurance is about 16¢
without sprinklers and about 11¢ with sprinklers, for a
savings of about 30 percent.

According to a representative of the Insurance Rating
Bureau of Washington, D.C., building contents insurance
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premiums could be reduced by as much as 50 percent by
installing automatic sprinkler systems. He quoted rates for
nursing facilities of frame, ordinary, and fire resistive
construction. He stated that in buildings of frame construc-
tion, the building contents insurance rate per $100 of in-
surance is about 71¢ without sprinklers and 45¢ with
sprinklers, for a reduction of about 37 percent. In ordinary
construction, he said the building contents rate per $100

of insurance is about 50¢ without sprinklers in contrast to
about 30¢ with sprinklers, for a savings of about 40 percent.
For fire resistive construction, he guoted a building con-
tents insurance rate per $100 of insurance of about 20¢ with-
out sprinklers and 10¢ with sprinklers, for a reduction of
about 50 percent.

To illustrate the annual savings on fire insurance pre-
miums due to the installation of an automatic sprinkler sys-
tem, consider a hypothetical example of a protected wood
frame facility insured for $500,000 on the building and
$100,000 on the contents. Without a sprinkler system the
facility would pay about $800 for building insurance at 16¢
per $100 of coverage and about $710 for contents insurance
at 71¢ per $100 of coverage, for a total annual cost of about
$1,510. With a sprinkler system the facility would pay about
$550 for building insurance at 11} per $100 of coverage and
about $450 for contents insurance at 45¢ per $100 of coverage,
for a total annual cost of about $1,000. In this hypothetical
example, the installation of an automatic sprinkler system
would result in annual savings for fire insurance in excess
of $500.

Medicare and Medicaid will help
pay for automatic sprinklers

Nursing facilities participating in either Medicare or
Medicaid will be reimbursed for part of the cost of auto-
matic sprinkler systems through interest and depreciation.

Medicare facilities receive reimbursement for all -

allowable costs associated with the use of the facilities

by Medicare patients. Medicare regulations (20 CFR 405.415)
provide that an appropriate allowance for depreciation on
building and equipment is an allowable cost. Consequently,
Medicare will reimburse facilities for the cost of auto-
matic sprinkler systems over a period of time, suggested as
25 years, based on the number of Medicare patients. In
addition, Medicare regulations (20 CFR 405.419) provide

that interest on both current and capital indebtedness is an
allowable cost. As a result, part of the interest paid each
year on sprinkler system loans can be reimbursed under Medi-
care.
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Medicaid is required to reimburse facilities on a cost-
related basis as of July 1, 1976. Under HEW proposed regu-
lations, dated April 7, 1976, to implement this requirement,
depreciation and interest may be included in the determina-
tion of costs, based on Medicaid patient utilization of the
facility.

Over the long run, since depreciation and interest are
allowable costs under both Medicare and Medicaid, part of
the costs of installing automatic sprinkler systems in
nursing facilities will be paid by Medicare and Medicaid.
Medicare is all federally funded and Medicaid is funded by
Federal, State, and local governments.

The actual amounts to be paid by Medicare and Medicaid
will vary among facilities depending on the number of resi-
dents covered by the programs. However, according to a re-
port from the Social Security Administration, Medicare and
Medicaid paid over 55 percent of the national health expend-
itures for nursing home care during fiscal year 1975,

These expenditures include services in SNFs, ICFs, and
~all other homes providing nursing care.

CONCLUSIONS AND RECOMMENDATIONS
TO THE CONGRESS

As a result of the investigations of multiple death
nursing facility fires, a strong case can be made for a
requirement that all nursing facilities, regardless of con-
struction type, be fully protected with an automatic
sprinkler system. Therefore, we recommend that the Congress
enact legislation which will require that all nursing facil-
ities be fully protected with an automatic sprinkler system.

From a practical perspective, however, we recognize that
in some cases, such a requirement could result in unreason-
able hardships, and some facilities may be unable to comply
with a requirement for automatic sprinklers. Since such
factors may exist, the waiver provision of the Social Secur-
ity Act should be applied only in specific cases and only
when approved by personnel gualified in fire protection en-
gineering. HEW policy should be to make every effort to
avoid waivers and to assure installation of complete
sprinkler protection in all nursing homes.

The waiver provision of the Social Security Act allows
a waiver if the enforcement of the fire safety requirement
would result in an unreasonable hardship, but only if the
waiver would not adversely affect patient health and safety.

22



153

Because of HEW's improper treatment of its existing
waiver authority, as discussed in our 1975 report, and its
lack of acceptance of the need for waiver standards for all
types of construction, the Congress should require that HEW
establish waiver standards which must be rigidly enforced
before a waiver may be granted to any facility, regardless of
construction type. This should help insure that the waiver
will not adversely affect patient health and safety and will
be applied in a uniform manner throughout the country.
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CHAPTER 4

LITTLE USE MADE OF FEDERAL

LOAN INSURANCE PROGRAM FOR

NURSING HOME FIRE SAFETY EQUIPMENT

There are a number of ways nursing home owners can
finance the cost of installing automatic sprinkler systems,
including equity capital of the owner, commercial borrowing,
mortgage financing, and federally insured loans. While we
do not know why the federally insured loan program has not
been successful, we believe that the Department of Health,
Education, and Welfare's long processing time and the Depart-
ment of Housing and Urban Development's position of not in-
suring loans for projects which have already started con-
tribute to the problems facing nursing facilities applying
for Federal loan insurance.

FEDERAL LOAN INSURANCE PROGRAM
HAS NOT BEEN UTILIZED

In its August 9, 1972, report (House Report 92-1321),
the House Committee on Government Operations concluded that,
unless the Federal Government provided a mechanism for in-
suring loans for automatic sprinkler systems, not all facil-
ities would be able to finance such systems. The Committee
recommended that the appropriate congressional committees
consider legislation to provide insurance for long-term
loans made for installations of sprinkler systems as a means
of assisting facilities in obtaining such financing.

As a result, on December 28, 1973, Public Law 93-204
was enacted, which authorized the Secretary of HUD to insure
loans made to nursing facilities for the purchase and instal-
lation of fire safety equipment. This law amended section
232 of the National Housing Act which is designed to provide
mortgage insurance for nursing homes. .

In October 1974, 10 months after the law was approved,
the Secretary of HUD and the Acting Secretary of HEW entered
into an agreement for administering this section of the Na-
tional Housing Act. HUD and HEW agreed to the allocation of
functions, as well as policies, procedures, and joint working
arrangements, for administering the loan insurance program.
Applications for insurance would be processed as follows:
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——-HEW would furnish HUD a copy of the approved
architectural exhibits and a determination that,
with the installation of the equipment, the facil-
ity would meet the Life Safety Code or any other
code required for Medicare or Medicaid certifica-
tions.

--HEW would advise HUD that the proposed cost of the
installation of the fire safety equipment was
reasonable.

--HUD would process the applications and issue a
commitment and insure the loan on the basis of the
analysis of the HUD underwriting staff.

~--HEW would inspect the installation and notify HUD
that the improvements had been satisfactorily
completed. .

--HUD would reimburse HEW for the services rendered
under the agreement.

According to HUD, the following terms had been
established for insuring such loans:

--$10,000 minimum loan.
--Annual interest rate not in excess of 9-1/4 percent.
--Annual loan insurance premium of 1 percent.

--Maturities of 5, 10, or 15 years. On loans of
$50,000 or more, a maturity period of 20 years.

In a March 12, 1975, letter to all approved lenders,
HUD pointed out that "it is crucial that this program be
implemented quickly.® The letter said "the program needs
the support of the financial community to make the important
goals of this new law a reality. Processing of these loans
by our field offices will be given prompt attention."

According to HUD officials, there have not been any
loans approved under Public Law 93-204. As of late April
1976, only one application had been sent to HUD and this
was disapproved because the facility did not meet HUD
financial requirements (relating to loan repayment).
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Little interest in the loan
insurance program

According to HEW officials, there has been relatively
little interest in the Federal loan insurance program for
fire safety equipment. The following table reflects the
low interest level and shows a concentration of inquiries
in the Chicago region. This region includes Ohio which,
on December 30, 1972, enacted a State law requiring nursing
homes to install automatic sprinkler systems by January 1,
1975 (later extended to Janaury 1, 1976). This data, as of
April 1976 (except for the Chicago regional office which was
September 1975), was provided by HEW for 5 of its 10 regions.
Information on the other regions was not available.

HEW Regions

San
Boston Philadelphia Atlanta Chicago Francisco

Number of
inquiries
to HEW 5 2 9 159 27

Number of
applications
received by
HEW 0 90 2 10 11

Number of

applications

sent to HUD 0 0 1 a/4 0
Wumber of

applications

not approved

by HEW 0 0 b/1 b/6 b/11

Number ot
applications
disapproved
by HUD 0 0 1 0 (1}

a/In each of these cases the applicant withdrew before the
application had been processed through the lender. HUD
does not begin its processing until it receives an appli-
cation from an approved lending institution.

b/These applications were not approved by HEW because work had
begun and HUD would not insure loans for such projects.
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HEW officials told us that the only application HUD acted

on resulted in a disapproval because the facility did not
meet HUD financial requirements relating to the ability of
the nursing facility to repay the loan. Applications re-
ceived by HEW and not forwarded to HUD were applicants who
withdrew. The reason for the withdrawal was that they had
begun work and HUD would not provide loan insurance for proj-
ects already bequn.

According to HEW officials, nursing facilities did not
apply, or withdrew their applications, because the program
offered no advantage over conventional loans and involved
much nore paperwork and time. These officials said the
insured loan program came too late to be helpful because
most nursing facilities had already begun to make the neces-
sary corrections as a result of the HEW and State enforcement
efforts. They pointed out that HEW had been insisting on the
correction of serious fire safety deficiencies before the
enactment of the loan insurance program.

These officials said that because the interest rate on
these loans was no better than could be obtained without the
HUD guarantee, nursing facilities obtained needed financing
through conventional means.

The HEW officials told us that it is unlikely that many
nursing facilities will use the program in the future unless
there are clear advantages, such as low interest rates. If
the program is used in the future, they said it could be im-
proved by simplifying the process of obtaining HEW and HUD
approval.

HEW processing time

According to the Associate Director of the HEW Office
of Nursing Home Affairs, it takes HEW more than 3 months to
process applications for insured loans. This, he said, is
too long for the nursing home operators to wait to begin
loan negotiations with lending institutions. The official
said the time period was long because HEW engineers needed
to obtain all necessary information, to review and approve
architectural plans, and to evaluate cost estimates. He
pointed out that each regional office has a limited number
of engineers and much demand for their services; the regional
offices are simply overloaded with other work. Accordingly,
the regional office staffs have been slow in processing
applications for insured loans.

He also pointed out that the number of applications to
HEW for such insured loans has been limited. Although a
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number of ingquiries have been received, very few result in
actual applications for the program.

We examined the number of applications received in the
Chicago regional office of HEW. Of approximately 159 in-
quiries, as of September 1975, in the program, HEW received
only 10 applications. In six of the cases, HEW refused to
process the applications because the nursing home owners had
already started to correct their fire safety deficiencies.

According to a January 28, 1975, HUD memorandum to the
Director of the HEW Office of Nursing Home Affairs, HUD
would not insure a loan after work had started on installing
the fire safety equipment or in making repairs.

The remaining four cases all resulted in the ‘installa-
tion of sprinkler systems, but not with HUD-insured loans.
In two cases, the owners told us that they became so frus-
trated because of the time HEW was taking to process the
applications that they went ahead and obtained commercial
financing. In another case, the owner told us that he
could not find a lending institution willing to make the
insured loan because the insured loan interest rate was too
low at the time, and the banks were reluctant to make such
loans to a nursing home. The owner then obtained an adjust-
ment to his existing mortgage to finance the sprinkler sys-
tem. In the fourth case, the owner said HUD wanted him to
make extensive repairs to the roof which were not required
by HEW. According to HUD officials, the repairs were sug-
gested rather than required, and they were willing to begin
processing the loan guarantee without such repairs. However,
the owner withdrew his application and obtained financing
elsewhere.

In all four cases the processing time by the HEW Chicago
regional office took from 6 to 8 months as shown on the
following page.

Long processing time
can be a problem

HEW requlations provide that a2 nursing facility's cer-
tification will be automatically canceled no later than 60
days after the date established for the correction of health
or safety deficiencies unless all deficiencies are corrected
or substantial progress has been made in correcting the
deficiencies. HEW guidelines define "substantial progress"”
to mean that corrections are well underway and that there is
tangible and visible evidence of progress made. If the-only
progress by the facility has been a loan application,
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according to the guidelines, this would not be substantial
progress sufficient to prevent the automatic cancellation.

Approximate
Date of Date of processing
Facility application HEW approval time
Nursing Facility A
{30 bed ICF)
Felicity, Ohio 1-13-75 7-21-75 6 months
Nursing Facility B
(100 bed SNF)
East Cleveland, Ohio 12-09-74 7-31-75 8 months
Nursing Facility C
(150 bed SNF/ICF) .
Cincinanti, Ohio 2~-04-75 8-15~75 7 months
Nursing Facility D
(34 bed ICF/MR)
Minneapolis, Minnesota 2-03-75 8-20-75 7 months

According to the HUD procedures, a loan cannot be in-
sured under the program after work has started. An official
said HUD believes that the law establishing the loan insur-
ance program does not authorize insurance for loans for pre-
viously purchased fire safety equipment. He said that if
work had begun, the purchase was considered to have been
made and the loan would be for a retroactive project.

An illustration of the problems facing nursing facilities
is the actual case of nursing facility D in Minneapolis. 1In
January 1975 the facility was cited by the State survey agency
as requiring an automatic sprinkler system to be in compliance
with Federal fire safety requirements. At that time, an auto-
matic cancellation date was established as September 1975,
which was 60 days after the planned correction date. 1In
February 1975 the facility applied through HEW for a federally
insured loan to pay for the sprinkler installation. HEW
approval of the loan insurance application was not received
until mid-August 1975. Very little time remained for the
facility to locate a lending institution, negotiate a loan,
process the HUD application, obtain a sprinkler contractor,
and begin work before the certification of the facility
would be automatically canceled in September. Because of the
long processing time, the facility obtained financing through
other means during September 1975.
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Causes of delays in HEW processing

The Deputy Director, HEW Chicago regional Office of
Long-Term Care said the office believes that it is necessary
for HEW engineers to physically inspect the facilities before
the loan insurance applications can be processed to certify
to HUD that the facility will meet Federal fire safety re-
quirements. She said that because of past experience with
the quality of State inspections in Ohio and Minnesota, HEW
engineers were reluctant to rely on the State Life Safety
Code surveyors. She pointed out that neither Ohio nor
Minnesota use engineers or architects to make fire safety
inspections. In the cases of the four facilities approved
by HEW for HUD-insured loans, deficiencies were found at
each facility by HEW engineers which were not identified by
the State inspectors. At nursing facilities B and C, the
State inspectors identified no fire safety deficiencies,
although the HEW engineers noted several deficiencies in
meeting the fire safety requirements. At facilities A and D,
the State inspectors cited some fire safety deficiencies; the
HEW engineers found several additional deficiencies.

She said also that the processing time by HEW includes
the onsite inspection by HEW engineers and evaluation of
architectural drawings and exhibits. 1In addition, HEW eval-
uates cost estimates from sprinkler contractors. These doc-
uments must be obtained from the facilities. 1In the four
cases reviewed by the Chicago office, several letters were
sent to the facilities requesting this information, which
delayed the final approval of the applications.

HUD did not publicize the
loan program -

In April 1975 HUD published a brochure entitled,
"Nursing Home Mortgage Insurance," which explains that the
program under section 232 of the National Housing Act is
designed to foster the construction of new nursing homes and
the rehabilitation of existing ones. The brochure did not
mention the availability of loan insurance for the purchase
and installation of fire safety equipment as provided in
section 232(i) of the act. The brochure did not publicize
the loan insurance program or explain the eligibility re-
gquirements, the amounts available, the conditions, fees and
charges, special requirements, and application instructions.

We believe that the brochure should have included a
section explaining the availability of insurance for loans
for fire safety equipment.
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0w _TO IMPROVE TdE
LGAN Ta5URANCE PROGRAM

The HUD loan insurance program could pe a viable source
of assistance to nursing facility owners in obtaining finan-
cing for automatic sprinkler systems. We believe the prob-
lems encountered in the loan insurance program for fire
safety equipment rests both with HEW's processing procedures
ana auv's position of not insuring loans on projects which
lave already been started.

To alleviate the difficulties encountered by HEW, we
velieve that both HEW and HUD should evaluate the loan
application processing procedures to reduce the need for
HEW's uetailed review and inspection.

Currently, HEW receives copies of the State inspection
reports which indicate nursing facility deficiencies in the
fire safety requirements. 1In addition, EEW receives copies
of the plans for correction, which, when completed, should
bring the facility into compliance with Federal fire safety
requirements. Consequently, it seems that these documents
could satisfy the need to certify that correction of the
fire safety deficienciss sheould result in compliance with
Federal fire safety requirements because Medicare and
#edicaid certification is contingent upon the approved cor-
rection of such deficiencies. With regard to the certifica-
tion of reasonable cost estimates by HEW, it seems that this
function could be more efficiently accomplished by HUD
pcersonnel, since they deal with estimating costs in other
types of construction projects. The certification of
reasonable cost could be made part of the HUD underwriting
procedures and thereby reduce HEW's processing time.

o solve the problem experienced by nursing facilities
denied loan insurance applications because work has pre-
viously started, we believe HUD should reconsider its posi-
tion of not insuring loans for ongoing work. Nursing facil-
ities can be under strict time constraints to correct fire
safety deficiencies or be faced with the possibility of
having their certification canceled. It would seem to be
in the interest of patient safety to have the corrections
made as soon as possible. In some cases work could pe
started while the loan insurance application is being
processed.

The Chairman of the House Committee on Banking and
Currency pointed out in a letter that the Housing and Com-
munity Development Act of 1374 (Public Law 93-383) provided
"?ditjional statutory authority to HUD to assist in the
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financing of fire safety equipment.. He stated that in his
opinion, the authority contained in section 309 of the 1974
act could be used to assist in the financing of fire safety
equipment which has been, or is in the process of being,
installed. A HUD attorney told us that the provision cited
by the Cnairman was not operational because implementing
regulations have not deen oublished.

Title I, section 2 of the Hational Housing Act authorizes
the Secretary of HUD to insure loans :ade by apprcved lending
institutions for financing alterations, repairs, and improve-
nents on or in existing structures. The Housing and Commun-
ity Development Act of 1974, section 309, added fire safety
equipment to eligible improvements. This section further
specifies fire safety equipment in nursing facilities. B8ased
on our review of this section, we believe that it permits the
Secretary to insure loans already in existence for work which
nas begqun or been completed.

CONCLUSIONS

The Federal insurance program for fire safety eguipment
loans has not been successfulin assisting nursing homes in
irstalling automatic sprinkler systems. The prograa could
be more effective if HEW and HUD establish procedures to
minimize loan insurance eligibility processing time and en-
courage lenders to make fire safety eguipment loans. - HEW
and HUD should publicize the tfederal loan insurance program.

RECOMMENDATIONS

We recommend that the Secretary of HEW:

--Review the current loan application processing proce-
dures with HUD and establish procedures for HEW to
provide HUD with:

(1) Copies of 3tate inspection reports
to substantiate the violations of
Federal tire safety requirements
and the need for correction.
(2) Copies of the approved plans for
correction, wnich should indicate
that correction of the cited ae-
ficiencies should bring the facil-
ity into compliance with Federal
fire safety requirements, \\

--Eliminate the need for HEW to certify the reasonable-
ness of the cost estimate for ths installation of fire
safety equipment.
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We recommend that the 3ecretary of HUD:

--Establish regulations to permit fire safety equip-
ment loan insurance after the work has begun.

--Publicize the availability of the fire safety equip-
ment loan insurance program by revising the nursing
home brochure dealing with nursing home mortgage
insurance.

AGENCY COMMENTS

Because congressional hearings were scheduled, the
Chairman's office requested that we not delay the report to
get formal comments from HEW and HUD. However, we did give
both agencies an opportunity to review our findings, con-
clusions, and recommendations. Informal comments from agency
officials were considered where appropriate in this report.

In addition, we discussed the contents of the report
with representatives of the National Fire Protection Associ-
ation and the Department of Commerce's National Fire Preven-
tion and Control Administration who agreed with our recom-
mendations to the Congress. Their comments are included in
appendixes VI and VII.
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APPENDIX I APPENDIX I

STAPY OO
-~ ~ BLIoT ). ST
— MSERITY STAPY DORECTOR

o .. Bousge of Representatives

7 mAson L M. SELECT COMMITTEE ON AGING

" »‘.}-..m__ SUBCOMMITTEE QN HEALTH AND LONG-TERM CARE
o oo, A 715 Houst OFFICE BUILDING ANNEX 1

OB WILEON,

Waspington, B.C. 20515
(202) 225-2381

February 20, 1976

Mr. Elmer B. Staats
Comptroller General
General Accounting Office
441 G Street

Washington, D. C. 20548

Dear Mr. Staats:

Our Subcommittee and the Senate Subcommittee on Long-Term Care intend
to hold a hearing in Chicago on the recent tragic nursing home fires in that
city killing approximately 20 persons. Your recent reports on the subject of
nursing home fires and your staff's expertise in this area are well known to

‘me.

I would greatly appreciate your assistance in investigating the reasons
for the severity of the fires and your suggestions as to possible curative
actions to avold future similar situations. In addition, please investigate:

--- vhether a sprinkler system throughout the facilities would have
put out the fires or lessened the severity;

~-~ whether the facilities in Chtéago meet the life safety code require-
ments for participation in the Medicare program;

--- H.E.W.'s enforcement of fire safety standards in Chicago and elsewhere;

~-~ the accurac§ of state inspections of the Chicago facilities in
question and of H.E.W.'s validation;

--- the state inspection procedure,‘lncluding the qualificatyps of the
inspectors;

-~~ the quality of trained personnel assisting patients during the fires;
--~ H.U.D.'s implementation of P.L. 93-204, authorizing insured loans

to provide fire safety equipment for nurging homes and intermediate care
facilities, both in Chicago and elsewhere;
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Mr. Elmer B. Staats
Page 2
February 20, 1876

APPENDIX I

-—- finally, any additional matters which, in your judgement, would
assist our Subcommittee in its agsessment of the fires and possible acttion.

Kindest regards, aand

Believe me,

Subcommittee on Health

CP:ke

35
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SUMMARY OF PERTINENT CONGRESSIONAL

COMMITTEE REPORTS ON

FIRE SAFETY IN NURSING HOMES

HOUSE COMMITTEE ON
GCVERNMENT OPERATION5--1972

House Report 92-1321, "Saving Lives in Hursing Home
fires,” published August 9, 1972, by the House Committee on
Government. Operations was a part of tne study on the problems
of the aging dequn in the latter part of 1971 by the Special
5tudies Subcommittee. The findings reported by the Commit-
tee included:

--In the 20 years from 1951 through 1970 a total of
496 deaths in nursing home fires were reported where
multiple deaths occurred, for an annual average of
25 deaths. In 1971 there were 33 such deaths and
for the first half of 1972, 30 deaths had occurred.

--The comoination of a sparse night staff and agced
residents, of whom 50 percent are aisoriented and
40 percent are partially or totally nonambulatory,
renders infeasible the successful evacuation of
residents in case of a fire at night.

--The use of a fire detection alarm system connected
to the nearest fire department may serve to avoid a
total loss of life, but it still does not prevent,
as recent fires had shown, a large number of deaths
occurring, notwithstanding an extremely oprompt re-
sponse by the alerted fire department.

--Bven fire resistive or protected noncombustible con-
struction does not prevent contents fires in such
structures. In fact, if such construction is not
carefully executed, or if at the time of a fire, doors
are not closed, then such construction will not stop
a fire from spreading, as demonstrated by the nursing
home fires in Marietta, Ohio, in 1970 and in Buechel,
Kentucky, in 1971.

--Since most fire deaths in homes for the aged are
caused by asphyxiation resulting from toxic gases
rather than being caused by actual burns, the in-
creased use of fire retardant materials and sub-
stances, which basically result in incomplete combus-
tion produce toxic gases, may in the opinion of one
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expert, increase the hazard of death in fires rather
than reducing it.

--According to the idational Safety Council and the
American Nursing Home Association, automatic sprinkler
systems installed througnout a facility, not only in
nazardous areas, provide the greatest "safety to
life"” factor available in the fire protection field,
oecause tiey can automatically sound an alarm and
immediately start fighting the fire when activated.
When activated, they are the most reliable and effec-
tive means of fire extinguishment. Other forms of
protective equipment, including automatic alarms, are
not effective substitutes for automatic sprinkler
systems,

--This 1is basically the position of the National Fire
Protection Association, wnich has voted to require
early warning detection and automatic sprinklers in
all new and existing nursing homes, regardless of the
type of construction.

--The Fire Marshals Association of dNorth America. which
has within its membersnip all of the 3tate Fire Mar-
shals as well as those serving local government,
adopted a resolution in its 1965 convention endorsing
the principle of complete automatic sprinkler systems
for all institutions and homes caring for the aged,
regardless of construction type, detection systenms,
or other protection.

--The Joint. Commission on Accreditation of Hospitals,
in its standards of accreditation for nursing care
and resident care facilities, agrees with this view
and recommends that every facility be provided with a
complete automatic sprinkler system.

--The best means of avoiding multiple death fires is
the construction of complete automatic sprinkler sys-—
tems wnich will also transmit an alarm to the nearest
fire service.

--Tne cost of installing an automatic sprinkler system
in an existing structure will necessarily be more than
the cost of including it in new construction. The
Committee has, from figures received by it, concluded
that the average installation cost will be about $300
a bed for existing construction. Amortization of such
installation costs on a 20-year basis, at 8 percent,
comes to an annual charge of approximately $80.
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--Unless the Federal Government provides a mechanism
for insuring such loans, not all facilities will be
able to finance sprinkler system installation costs.

The House Committee on Government Operations made spe-
cific rtecommendations in its August 9, 1972, report (House
Report Y2-1321) including: :

--The appropriate ccngressional committees should con-
sider legislation requiring that, as a condition for
eligibility under Medicare or Medicaid or for housing
the aged receiving old age assistance payments, each
institutional facility for the aged (no matter what
its name and even if not licensed under State law as
a nursing home or related health care facility of some
type) must have a complete automatic sprinkler system
which will also transmit an alarm to the nearest fire
service. WNo facility should be deprived of its exist-
ing Medicare or Medicaid eligibility unless it fails
to comply within a reasonable period of time.

--The appropriate congressional committees should con-
sider legislation to provide insurance for long-term
loans made for installations of such sprinkler systems
as a means of assisting facilities in obtaining such
financing. (This legislation was enacted as Public
Law 93-204, approved Dec. 28, 1973.)

HOUSE COMMITTEE ON GOVERNMENT OPERATIONS--1974

‘House Report 93-1627, "Fire Safety Deficiencies in Nurs-
ing Homes," published December 18, 1974, by the House Commit-
tee on Government Operations, was a continuing part of the
study of problems of the aging by the Special Studies Sub-
committee, The findings reported by the Committee included:

—=A staff survey of Medicare facilities disclosed that
half of the “unsprinklered" protected ordinary con-
struction nursing homes housed above the street level
floor, contrary to HEW requlations, blind nonambulatory
or physically disabled patients. It also showed that
two-thirds of the unsprinklered protected noncombus-
tible homes also housed such patients above the street
level floor.

--Under its authority to grant waivers of certain re-

quirements under the Life Safety Code, HEW had adopted
a system that had resulted in nursing facilities
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receiving federal funds, even though they had not met
statutory safety requirements.

--UEW prescribed sprinkler equivalency standards in
1972 for only one class of construction--protected
wood frame--leaving the granting of a waiver a matter
of discretion for other types of construction. Pro-
tected ordinary construction alone accounts for almost
one-third of the unsprinklered Medicare homes on HEW's
Bureau of Health Insurance records.

--A sampling of homes operating under a waiver of the
sprinkler requirement disclosed that 35 percent did
not meet the four equivalency standards prescribed
in HEW regulations.

--The same survey found that homes were granted waivers
on the basis of plans to meet the HEW reguirements,
even though HEW policy is to grant waivers only when
tne four equivalency requirements are satisfied.

Recommendations

The House Committee on Government Operations made spe-
cific recommendations in its December 18, 1974, report
(House Report 93-1627) including:

--The Committee reiterates its earlier recommendation
that 21l nursing homes, regardless of the type of
construction, be equipped with automatic sprinklers.

~-Pending sprinklering of all such facilities, HEW
should act to insure that homes presently permitted
to operate without sprinklers because of construc-
tion type actually meet the Life Safety Code require-
ments for such construction type.

--Likewise, nonampulatory, blind, or physically disabled
patients should not be housed above the first floor of
any non-fire resistive structure which does not have
an automatic sprinkler system.

--Waivers permitting homes to operate without sprinkler
systems should not be granted to any facility, regard-
less of construction type, that does not meet the HEW
equivalency standards.
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SENATE SUBCOMMITTEE ON
LONG-TERM CARE--1975

Senate Report 94-00, "Nursing Home Care in the United
States: Failure in Public Policy, Supporting Paper No. 5,
the Continuing Chronicle of HNursing Home Fires," published
in August 1975 by the Subcommittee on Long-Term Care, Senate
Special Committee on Aging, stated:

—--Older Americans make up 10 percent of the population
but 30 percent of the deaths by fire. They are in-
volved in 59 percent of all clothing fires, having a
73 percent mortality rate in such fires, as compared
to 23 percent for younger persons.

--Nursing home patients present a particular problem
because of several factors: (1) their advanced age
(average 82), (2) their failing health (average four
disapbilities), (3) their mental disapbilities (55 per-
cent are mentally impaired), (4) their reduced mobility
(less than half can walk), (5) their sensory impair-
ment (loss of hearing, vision, or smell), (6) their
reduced tolerance to heat, smoke, and gases, and
(7) their greater susceptibility to shock.

--Despite much progress in recent years, nursing homes
and related facilities still rank number one on the
list of unsafe places to be in case of a fire.

—~In 1973 there were 6,400 nursing home fires (17.5 each
day of the year), causing $3.6 million in damage. An
estimated 500 persons lost their lives in single death
institutional fires. Fifty-one persons lost their
lives in multiple death fires (those killing three or
more). These figures represent sharp increases from
1971, when there were 4,800 fires and 31 persons killed
in multiple death fires.

--Because nursing home patients often cannot take action
to protect themselves in case of fire, they must rely
upon the help of others. In most cases such help has
not been available. There are few nursing personnel
available (particularly at night), and most are un-
trained in rescue and firefighting techniques. Com-
pounding the problem, many patients are under sedation
or bound with restraints.

--Because the elderly cannot protect themselves and be-

cause nursing home personnel often prove incapable of
taking action to save them in case of fire, automatic
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detection, alarm, and extinguishment equipment are
recommended. Sprinkler systems, while far from a
panacea, are, by and large, the difference between
life and death.

--Greater emphasis must be placed on the installation
of fire-retardant furnishings. Too often fire resis-
tive buildings are constructed only to be filled with
flammable carpets, curtains, vinyl upholstery, and
the like. There is no emphasis on the hazard of smoke
production or on the effect of toxic gases on humans.
Recent research demonstrates that deadly gases such as
phosgene and cyanide are released when various plas-
tics, acrylics, and nylons are burned. Many such prod-
ucts are found in nursing homes.

--Over the years, 33 percent of all nursing home fires
have been caused by smoking or matches; heating or
electrical problems followed next with 18 and 15 per-
cent, respectively. Eight percent were labeled
"suspicious"--a suggestion that arson was the fire's
cause. Fires most frequently begin in patient rooms
(35 percent) and most often take place from midnight
to 6 a.m. (42 percent). About 35 percent of all nurs-
ing home fires occur in wood frame buildings; only
3 percent occur in fire resistive buildings.

Recommendations

In its August 1975 report, (Senate Report 94-00) the
Senate Special Committee on Aging made several recommenda-
tions, including:

--Nursing home providers and State and Federal Govern-
ment officials must work together to create an all-
out effort to eliminate serious fire loss in nursing
homes and related facilities. This coordinated attack
must proceed on every level, encompassing the latest
technology with respect to fire prevention, detection
and alarm, and confinement and control.

--HEW needs to insure that States follow its procedures
in recommending waivers.

--All States should enact legislation requiring auto-
matic sprinkler systems in each of their long-term
care facilities.

--Legislation should be enacted to help nursing homes
repair and renovate to meet Federal minimum standards.
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--State and Federal fire safety officials should place
greater emphasis on the flammability of nursing home

furnishings.

--A greater research effort is needed with respect to
the adequacy and appropriateness of current fire
safety protection for nursing home patients. Smoke
production standards should be created. State and
Federal policymakers should place much greater em-
phasis on the toxicological effects of fire on humans.
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DETAILS OF OTHER FIRE RESISTIVE NURSING FACILITY

FIRES INVOLVING MULTIPLE DEATHS

The 1975 report (Senate Report 94-00) by the Senate
Special Committee on Aging included the following examples
of fires which resulted in multiple deaths even though the
nursing homes were classified as fire resistive.

Marietta, Onio--January 9, 1970

The Harmer House Convalescent Home was an unlikely
site for a tragic nursing home fire. This relatively new
(built in 1966), noncombustible structure boasted the most
advanced technology, design, and building materials. The
latter included solid core doors, brick veneer, gypsum-board
walls, roof of plywood on steel stresses, concrete floor
covered with noncombustible tile and/or nylon carpet with
sponge-rubber backing. This home also had rate-of-rise and
fixed-temperature heat detectors connected to an internal
alarm system with manual pull stops. There were no sprinklers
or smoke detectors, and the alarm system was not tied in to
the fire department. Of the 46 residents, 32 died of smoke
inhalaticn, even though there were 4 regular employe2s and
2 private-duty nurses in the home when the fire broke out
at 9:57 p.m. The probable cause of the fire was a cigarette
thrown into a trash;filled plastic wastebasket which, in turn,
ignited the sponge-rubber carpet backing, causing consider-
able smoke throughout the byilding. The fire department's
relatively late arrival (10415) was due, in part, to the fact
that the employees tried to fight the fire and evacuate re-~
sidents before calling for assistance.

Buechel, Kentucky--January 14, 1971

Westminster Terrace Presbyterian Home for Senior Citizens
was a modern, four-story, fire resistive building. It was
made of 8-inch concrete block with 4-inch brick veneer and
equipped with rate-of-rise and fixed-temparature heat detection
devices and automatic smoke-stop partitions. Sprinklers were
installed in laundry and rubbish areas. There was a manual
alarm but no direct tie to the fire department. Two nurses
were on duty at 2:23 p.m. when the fire began, and the fire
department responded in less than 3 minutes. Some 13 fire-
trucks, 150 firefighters, and 46 emergency vehicles responded
to the blaze. 1In spite of these efforts, 10 of the 94 res-
idents perished. The cause of the fire is not known but
experts have labeled the fire "suspicious"--indicating that
arson is suspected. This fire demonstrates the folly of con-
structing fireproof buildings and filling them with flammable
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furnishings and combustible interior finishes. The House
Committee on Government Operations reported that a postfire
investigation revealed that on the first floor the smokestop
partltlons extended only to the suspended ceiling, and utility
piping pierced the concrete floor slabs so that openings were
left through which smoke could travel from floor to floor.
Smoke apparently traveled to the rest of the building through
tnese gaps in the fire resistive construction and, to a lesser
extent, through the building's ventilation system.

dadison, wisconsin--January 8, 1973

Three of the 75 residents in this comparatively new ten-
story {10 year old) fire resistive apartment house with re-
sidential care facilities died in the fire. The cause of
the fire was smoking in bed. In fact, 3 months before, the
same occupant had been blamed for a mattress fire which
caused $100 damage. The building was equipped with fire
extinguishers, a manual alarm system, a public address sys-
tem,-posted evacuation plans, and sprinklers in stairways of
the lst-2d and 10th story levels. A switchboard operator
alerted a new part-time employee that one of the residents
nad comgplained of fire. The student went to investigate;
consequently there was delay in reporting. The fire depart-
ment did not reach the fire which began at 9:58 until 10:15
p.m.

wayne, Pennsylvania--December 4, 1973

On July 12 an inspection by the Pennsylvania Department
of Labor and Industry revealed 13 violations of the Life
Safety Code in the Caley Nursing and Rehabilitation Center
which was given 6 months to comply to the code. The fire
that began at 8:57 a.m. in a clothes closet killed 15 people.
Tne fire department responded within 4 minutes. Several em-
ployees were on duty, including a physician who pulled the
manual alarm to report the fire. The facility was also
equipped with heat detectors. The building was a three-
story, converted attic mansion of cut stone with wood frame
interior walls. It had been used as a nursing home since
1951. An addition was added in 1966, largely of noncombus-
tiole material such as concrete floors and a steel-deck roof.
The critical defect was the lack of sprinklers. The facility
was classified as fire resistive; however, during an inves-
tigation by the Special Studies Subcommittee, House Govern-
ment Operations, it was found to be improperly classified.
According to a National Fire Protection Association special-
ist, one of the fire safety code violations noted was a lack
of fire doors in the communicating openings between the new
and old sections of the building. This single violation
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appeared to have been most critical, since smoke movement
through the new section of the second floor was significant.
Of the 15 fatalities, 8 were in the new section. Had the
doors been provided, the degree of smoke migration would have
been significantly reduced, and the possibility of fatalities
would have been proportionally reduced. Important too was
the lack of automatic sprinklers, which probably would have
controlled the fire early, preventing loss of life.
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APPENDIX VI APPENDIX VI

NATIONAL
) FIRE PROTECTION

ASSOCIATION
NFPA

‘Moving Monkind Toward Solety From Fie™

May 24, 1976

Mr. Alan S. Zipp

General Accounting Office

330 C Street, S.W. Room 1126
Washington, D.C. 20201

Dear Mr. Zipp:

Thank you for permitting us to review and comment on the
draft report of the controller General to Congress on
Federal Fire Safety Requirements for Nursing Homes, as
produced by the pepartment of Health, Education and Wel-
fare. We are glad to have the opportunity to comment on
the proposals for automatic sprinkler protection of nursing
homes.

The Life Safety Code developed and recommended by this
association, which, as you know, is widely enforced through-
out the country, calls for the installation of automatic
sprinkler systems in all nursing homes of other than "fire
resistive" and one-story "protected non-combustible” con-
struction. Further, the Life safety Code encourages the
installation of such systems in nursing homes of fire re-
sistive and non-combustible construction by offering design
trade-offs which recognize the increased safety to life pro-
vided by automatic sprinklers.

There can be no guestion that life safety will be consider-
ably enhanced by the installation of complete automatic
sprinkler protection in any nursing home of whatever con—
struction and thus, on purely humanitarian grounds, deserves
every encouragement. The economic assistance being made
available to proprietors through HEW programs should over-
come many obstacles to full automatic sprinkler protection
and your recommendations for a progressive yet practical
approach to this matter are to be commended.

Very truly yours,

///ngfgzi?Z:J?'Van
-“Charles S. M{?Zan

President
48
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\" Fire Pr and Contro! Administration

or,
\ UMITED STATES DEPARTMENT OF COMMERCE
N . Nati 1 D M
} Washington, D.C. 20230

Pares o

May 26, 1976

Mr. Alan S. Zipp, CPA
Supervisory Auditor

U. S. General Accounting Office
.Room 1126

330 C Street, S.W.

Washington, D. C. 20201

Dear Mr. Zipp:

We appreciate the opportunity to comment on the subject
of fire safety in nursing homes as it relates to the GAQ
studies of Federal fire safety requirements for these
facilities under the Medicare and Medicaid programs.

We strongly advocate that all nursing homes should be pro-.
vided with automatic sprinkler systems throughout in
accordance with the national consensus standard for
sprinkler systems of the National Fire Protection Associ-
ation (NFPA No. 13). We also urge that "trade-offs" in
building construction and equipment be encouraged when
automatic sprinklers are provided as specified in the Life
Safety Code also produced by the National Fire Protection
Association (NFPA No. 101),.

The GAO is to be congratulated for its efforts.

Sii;;rely,
g /j -

- Howard D. pton
Administrator
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APPENDIX VIII

APPEWNDIX VIII

OTHER NURSING LOME-RELATED REPORTS

ISSUED BY GAD SINCE 1972

Report title

Improvements Needed in the ianaging
and Monitoring of Patients' Funds
Maintained by Skilled Hursing Facili-
ties and Intermediate Care Facilities

VA Community Kursing Home Program

Error in veterans Adaministration's
Calculation of Community Nursing Home
Rates in Medical District 5

Increased Compliance Needed with
nursing Home Health and Sanitary
Standards

Many Medicare and Medicaid Hursing
Homes Do dot Meet Federal Fire Safety
Requirements

Need to More Consistently Reimburse
iflealth Facilities Under #edicare and
Medicaid

Better Use of Outpatient Services and
tursing Care Bed Facilities Could
Improve dealth Care Delivery to
veterans

Problems in Providing Guidance to
States in Establishing Rates of Pay-
ment for wursing Home Care Under the
tledicaid Program

sumnary of Reviews of Planning, Con-
struction, and Use of Medical Facili-
ties at Selected Locations

Drugs Provided to Elderly Persons in

Nursing Homes Under the Medicaid Pro-
gram

50

Date

Number issued
MWD-76-102 3-18-76
MWD-76-97 3-08-76
MWD-76-50 10-24~75
MWD-76-8 8-18~75
MWD-75-46 3-18-75
8-164031(4) 38-16-74
B-167656 4-11-73
8-164031(3) 4-13-72
B-167966 3-07-72
B-164031(3) 1-05-72
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APPENDIX IX APPENDIX IX

PRINCIPAL HEW AND HUD OFFICIALS

RESPONSIBLE FOR THE ADMINISTRATION OF

ACTIVITIES DISCUSSED IN THIS REPORT

Tenure of office
From To

DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE

SECRETARY OF HEALTH, EDUCATION,
AND WELFARE:

F. David Mathews Aug. 1975 Present
Caspar W. Weinberger Feb. 1973 Aug. 1975
Frank C. Carlucci (acting) .Jan. 1973 Feb. 1973
Elliot L. Richardson June 1970 Jan. 1973
Robert H. Finch Jan. 1969 June 1970
Wilbur J. Cohen Mar. 1968 Jan, 1969
John W. Gardner Aug. 1965 Mar. 1968
DIRECTOR, OFFICE OF NURSING HOME
AFFAIRS:
Dr. Faye G. Abdellah Nov. 1973 Present
Ernest Michelson (acting) Sept. 1973 Oct. 1973

SPECIAL ASSISTANT FOR NURSING
HOME AFFAIRS:
Marie Callender Nov. 1971 Aug. 1973

ADMINISTRATOR, SOCIAL AND
REHABILITATION SERVICE:

Don I. Wortman (acting) Jan. 1976 Present
John A. Svahn (acting) June 1975 Jan. 1976
James S. Dwight, Jr. June 1973 June 1975
Francis D. DeGeorge (acting) May 1973 June 1973
Philip J. Rutledge (acting) Feb. 1973 May 1973
John D. Twiname Mar., 1970 Feb. 1973
Mary E. Switzer Aug. 1967 Mar. 1970
COMMISSIONER, MEDICAL SERVICES
ADMINISTRATION:
Dr. Keith Weikel July 1974 Present
Howard N. Newman . Feb. 1970 July 1974
Thomas Laughlin, Jr. (acting) Aug. 1969 Feb. 1970
Dr. Francis L. Land Nov, 1966 Aug., 1969
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Tenure of office
From To

DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE (con't.)

COMMISSIONER, SOCIAL SECURITY

ADMINISTRATION:
James B. Cardwell Sept. 1973 Present
Arthur E. Hess (acting) Mar. 1973 Sept. 1973
Robert M. Ball Apr. 1962 Mar. 1973

DIRECTOR, BUREAU OF HEALTH

INSURANCE:
Thomas M. Tierney Apr. 1967 Present
Arthur E. Hess © July 1965 Apr. 1967

DEPARTMENT OF HOUSING AND URBAN DEVELOPMENT

SECRETARY, HOUSING AND URBAN

DEVELOPMENT:
Carla A. Hills Mar. 1975 Present
James T. Lynn Feb. 1973 Feb. 1975

ASSISTANT SECRETARY FOR HOUSING
PRODUCTION AND MORTGAGE CREDIT
AND FEDERAL HOUSING ADMINISTRA-
TION COMMISSIONER:

David S. Cook Aug. 1975 Present
David DeWilde (acting) Nov. 1974 Aug. 1975
Sheldon B. Lubar July 1973 Nov. 1974
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BUREAU OF STANDARDS LETTER TO HEW ON
PROPOSED CHANGES TO NURSING HOME REQUIREMENTS

LISARTEIENTY OF COLiTERCE
f Grandsrds

. 20us

March 25, 1976

Mr. Donald Brocks
Office of Faciliity ZIngineering
and Property ilanagement
Department of Health, Education & Welfare
7th and D Street, S$.%.
Vashington, DC

Dear Mr. Brooks:

This is in response to your memorandum of March 9, 1976 requesting
comments relative ro the proposed changes to nursing home requirements
resulting from the reccnt fires in Caicago. .

An analysis of the memorandum attached to your cerresponderce in-
dicates that the various recommendaticns and comments can be readily
discussed in approximately 5 categories. These are: 1) Cempart-
mentaticn to confinz fire or smoke; 2) Fire and smoke detection;

3) Automatic extinguishment; 4) Fuel control, and 5) Staff capabilities.

Rackpround Statement

Every cet of codes, critéria or other requirements result in sone
level of protection freom harm. No set of docuzents proavides coxzplete
protection. It is our belief that a healrh care fecility corforming
with the requiremeats of the Life Szfety Code, 1573 edition, weculd
result in protection in case of fire to the approximate decrees

showm in Figure 1. (See Appendix A for a discussion of the elements
and cerisiderations in Figure 1). Throughout the rest of the discussion,
we will use the compariscn to the Life Safety Code (i.e., Figure 1)

as the base line for discussion of the merit and inpact of the fire
safety recommendations and considerztions being presented.

Compartmentation

The points raised on compartmentation logically divide into two areas:
those related to proposals to usgrade the hardware (closers) on

patient roowm doors to increase the security of the existing bedroom

as a safe compartment; and these relating to the srovisicen cf addizican:zl
compartiientation in the form of smoke barriers and cut off deors for
day room activities.
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A. Provision of smoke operated door closers on patient room
doors. Figure 2 demonstrates the manner in which the provision of
smoke operated dcor closers on every patient room door could affect
the overall safety of occupants in nursing homes. The result would
produce no measured safety for the person intimate with the fire ignition.
There may be some reduction in the safety of immobile occupants in
the room of origin due to the potential interference with rescue
operations should the door automatically close before the patients
are removed. The protection of persons outside the room of origin
but inside the same smoke zone would increase significantly, parti-
cularly the protection of the immobile persons who are dependeat upon
rescue or protection in their beds. There would-of course be no
measurable change in safety outside the smoke zone of origin. The heip
in confining the fire to the room of origin would of course potentially
reduce the risk to the entire building. The level of protection
devices specified by the Life Safety Code and the ‘amount of redun-
dancy in the code, however, provide such a high level of protection out-
side the smoke zone of origin that this would not show any increase in
safety.

-

In considering these devices there are several items that are of
important note. First in regard to the fire in the Wincrest and
Cermack house our information is slightly different than that upon
vhich Mr. Fisher and Mr. Hitt apparently tased their proposals.
In both cases, the door to the room of fire crigin was original , closzd.
At the Wincrest house it was closed early in the fire by a nurse's aid. Ia
the Cermack house it appears that it was closed at the time of
fire ignitiation. In each case the door was opened. In the Wincrest
- house to attack the fire with fire extinguishers; and in the Cermack
- house to rescue the two patients that were still in the room. In
each case the staff apparently knew that it was important to close
the docr after they had failed to extinguish the fire or had completed
rescuing“the patients. In each case, however, they claim they were un-
able to do it because of the ferocity of the fire. In line with Mssrs.
Fisher and Hitt, however, the staff apparently never attempted to close
any othet doors. Detectors on the doors to the occupied rooms parti-
cularly at the Cermack house might have well closed the doors prior
to the entry of lethali smoke.

Our estimacte on costs suggests that the figure quoted by Mr. Hitt would
be proper orly if the door closers were designed in a new construction
project. The estimates we have suggest $400 to $500 per door for a
retrofit job in an ex <isting building: more if the devices on 211 doors
‘are interconnected so as to either sound an alarm or so that all dcors
will operate if one detects smoke.

We also do not have any reliable data on either the long term relia-
bility or maintenance problems associated with these somevhat complex
door closers. They represent a new technology and in all probability
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there will be some problems. The type of devices being proposed have
been on the market in modest numbers for five to ten years and the
1imited expericnce has been quite variable. If .HEW were to mandate.
such door closers, it should be expected that there would be reli-
ability and use problems in the first five to ten years.

At this time we also do not have any data regarding the capability of
the door closer on the room of origin if the door should be opened during
the fire sequence in attempts to rescue or fight the fire. Warping ths
door or bending of the hinges however would be expected to be a signi-
ficant factor on reclosing the door. ’
The statements in some of the letters regarding the use of self closing
doors in the codes are not quite correct. For example, any new building
built in communities following the Uniform Building Code requires

that patient room doors have either smoke operated door closers-or

self closing doors. Self closing doors may for all intents and purposes
be impracticable and its doubtful if any facility could live with decors
that close as soon as the person passing through them lets loose of

the door or its handle.

B, Increasing the amount of cowmpartmentation. Two recommendations
are incliuded in the proposals of Mssrs. Fisher and Hitt: first to
require that every floor have at least one smoke division regard-
less of the number of patients on that floor; and second to require
that day rocms or other assembly.areas have docrs. The adoption of
these proposals would not change the levels of protection as depicted
in Figure 1; but, would change the amcunt or numbar of persons
in each group. In the Wincrest home, the provision of a smoke
barrier would have probably had little impact on the outcome.

The logical place to establish a smoke area would have been the point
where the building narrowed between rooms 303 and 305. The effect

of this would have been to have four bedrooms on each side of the

smoke bdrrier. Bedroom 306 (the room of fire origin) and the chapel
would still have been on the same side of the smoke barrier. This

does not decrease the worth of Mr. Fisher's recormendation. It only
points out that the provision of smoke barriers in small buildings
tends to reduce the number of people in immediate danger but not
eliminate the danger. Some of the codes, by the way, say that if there
are more than 5 occupants per floor the smoke barrier should be used.

The point on providing docrs for chapels or other day rooms is very
pertinent and appropriate. In the Life Safety Code (1973) such doors
are required on all day rocms over 250 squarc feet in new buildings.
They are not, however, required in existing buildings. The extension
of this to existing buildings, would in many cases, be quite practi-
cal as it would have been at the Wincrest installation. There are
undoubtedly, however, numerous floor plans in which such enclosures

76-611 O - 76 - 13
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may be difficult. 1In such cases other alternate schemes of protection -
(total sprinklers, wide-scale use of detectors, may reasonably be =
considered instead). The protection of such areas, however, is a

wvery important consideration as was emphasized in the Wincrest disaster.
There are periods of time in which considerable numbers of patients

are collected together in recreation, eating, religous, or other gatheriznzs.
This would appear to be more attuned to'long tern care installations

than critical medical hospitals. In these situations, large groups -

are subjective to a common tradegy. We would strongly endorse this
recommendation.

Fire and Smoke Detection

‘Three points are considered. These include smoke detectors in the cor-
ridor as specified for new buildings in the Life Safety Code, 1973,
smoke detectors in every room, and heat detectors. Figure 3 plots
the estimated increase in safety that would result from these three
approaches. These conclusions are more tentative than some of the
others; and are based on the assumption that proper response will

- be made after the detector alarms. The series of full scale burns
to-be run at the NBS site during the next 12 months are specifi-
cally aimed at getting better answers on the degree of safety lead
time provided by various types of detectors in various locations.

It is expected that the initial series of tests will give relatively
quick data on detectors in the room of origin. It is expected that
more extensive and possibly some follow up testirg will be needed
before firmer statements can be made on the value of detectors in
the corridor. :

The provision of smoke detectors in every room would increase pos-
sibly by a factor of two or three the level of safety for imrobile
person intimate with fire ignition. The szfety here would priwarily
be that for a smouldering fire. In such case a smcke detector in

a room has a good possibility of detecting the fire before serious
harm is done to the patient. If the fire is an open flaming fire,
however, the possibility of reaching an invalid patient before he

or she has receivad serious harm is low. Corridor smoke detectors

and to a greater extent a smoke detector in each room would, of course,
increase the level of safety.for others than those in the room of fire
origin; and they would be most effective at night. Where corridor
smoke detectors are involved, the aerodynamics of the air handling
systems in the building would be of extreme importance in deternmining
their location and effectiveness. The main point of concern is the
lead time which these type of detectors would provide for the responding-
nursing staff. They fall short of total protection bacause some fires,
particularly those which rapidly develop in an open flaming mode, would
progress with such speed that the lead time between thke operation of
‘the detector and the development of lethal conditions would be too
short to effect any positive actions. The heat detector kLas no value
because the lead time it can provide is so little as to"be of vir-

_ tually no use to increase safety for those in the same room of the fire.
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Protection provided outside the room of origin but in the same smoke
zone has a similar distribution of increased protection over the
basic NFPA 101, 1973 lcvel. An increase in safety with corridor
detectors is shown above the basic level shewn in Figure 1, since for
the existing building situation no corridor detectors are required,
Heat detectors in each room shows a small positive value, to indicate
the worth of such protection in the specific condition where the door
to the room of origin is closed. For this situation, heat detection
would provide informztion on a conceazled fire that might otherwise

go undetected. The value of a heat detector in a room with the

door open is considered to be negligible. At the more extensive
-levels of exposure, the value of the datectors dacreases because tha
‘inherent capabilities of the basic fire protection system function
well in these areas and the impact of the detec:ors is redundanc to
the other protection systems.

Automatic Extinguishment

Consistently the question of sprinkler protection arises. Sprinkler
protection can be either total (covering every room, closet, toilet,
passage, etc.) or partial. Figure 4 gives the estimated level of
protection provided at each degree of exposure to the fire by several
approaches to increased automatic sprirkler protection. The three
-approaches considered are 1) total sprinkler protection; 2) the
provision of a sprinkler head in the corrider outside of each patient
room, and the location of at least one sprinkler head in each patient
room; and 3) the provision of a sprinkler head in the corridor outside
each patient room without any sprinklers in the individual patient
rooms.

Again there are some unanswered questions regarding the type of product
gases that can be produced duriag sprinkler operation particularly

if the fire involved is being controlled by the sprimklers rather than
extinguished. Sprinkler installations are also limited by the reli-
ability of the sprinkler. This, of course, is true for detectors,
door closers, and essentially all of the mechanical protection devices
dvailable to increase the level of safety above that inherently pro-
‘vided by the rigid building structure. The patient room burn tests
vhich will be run at NBS are being carefully instrumented to provide
measurenents of the gases cmitted frow patient rocm doors with and
without sprinkler protection, to increase the knowledge in this area.
Until that data is developed, the question on the effluent during
sprinkler operation will remain unanswered. Sprinkler operation

from any of the three approaches covéred can be expected to mitigate
the overall fire situation and control the fire to where it is pos-
sible for the staff to close the door on the room of fire origin.

The installation of sprinkler protection retrofit situation can be
quite expensive. The principle economy factors are choice of system
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(i.é. total or partial) and the level of decor. If the sprinkler systea
is run exposcd under the existing ceiling, the cost is greatly reduced.
If the decor demands that the sprinklers be concealed above the ceiling
space, a major increase of costs in the order of two to three tixzes

will occur due to the cest ¢f removing porticas of the ceiling to insert
the sprinkler piping and then replacing it. If an exposed system

is acceptable in a building, the cost of installing the sprinkler

system could well be the same order ol magnitude as the cost of installing
detector operated self closers on zach door. The comparison in this
case, of course, is dependent on the number of doors versus the total
size of the patient rooms. A principle value of total sprinkler
protection, rot readily apparent ia Figure 4, is their capabilities

of controlling tha overzll emergzy within the fire zone, and thereby
protecting arcas outside the .smoke zone of origin. Tais is not an
important need if a building currently wmeeting all of the stringent
structural requirements prascribed in the Life Safety Code in either

the 1967 or 1973 editions; but will provide a backup if some of the
requirements are not adequately met. In considering alternatives

to building deficiencies, it is common to allow total sprinkler pro-
tection to compensate for some degree of structural shortcomings in
nonconforming buildings. In larger buildings where smoke control

systems beyond simple doors becowe imporiant the provisions of sprinklers
will also reduce the requirements on the smoke control system and increase
the probability of its effective operaticn.

The mention of sprinkler protection other than compleie coverage is
a break with tradition. The rationale for raising the potential

of such systems is based on the success of such partial systems in
extensive tests conducted at NBS over the past two years and the
substantial cost differcnce betwzen total systems and either of the
other approaches. The type of partial sprinkler protection systems
discussed here must include specifically engineered positioning

of sprinkler heads on the basis of discharge patterns in line with the
NBS research results. Faile the less than tctal approaches provide
somewhat less safety, they do, as shown in Figure 4, result in sig-
nificant safety increasas over the present requirements. This is
particularly true in terms of protecting those outside the room of
fire origin but in the same smoke zone.

Fuel Coatrol

Both Mssrs. Fisher and Hitt mentioned the value of controlling fuel.
Mr. Fisher specifically discusses the wood wardrobe where the fire
in the Wincrest house almost certainly initiaced. We have not
plotted a risk figure to show the impact of fuel control. If fuel
could be completely controlled, the risk of fire would be eliminated,
but this type of control is not possible. For example, with
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wardrobe or other clothes containers it ig portant to recognize

that the material inside the storage unit and the position of tha ceor
can be a greater factor than the actual construction of the compart-
ment. The same risk can occur from a closet built irzo a rooz.
The reduction of room ifurniture and the control of badding can
greatly reduce the fire problem. This was pointed out o some ce
in the tests conducted at Beverly Shcres. The tests to be conduz
at NBES are even more directed at evaluating the differences that cz
occur from the fuels that relate to the bedding and the intericr finish.
At this time we kncd of no practical way to Lotal1y control the ZIte

in furniture used in a health care facility. We expect that tha

tests that we are geing to conduct may point out some areas such

as mattresses where a direct attack can be made. A long cern p
to discourage wooden furniture, improved closet or wardrcbe desi
and eliminate highly combustible mattresses and related beddi ing weould

be meritous but expensive. At NBR3 there are several long rengs preograzs
running parallel to the HEW project vhich are aimed 2t improved z2
anisms in evaluating the hazard of furnituvre. These, however, are
several years from developing mechanisms that could be effectively
used as procurement controls. .

Inproving Staff (and Patient) Ca Dabl’ltles

The question of staff training and capabilities is interesting. I
is impossible tec put this on a ‘grapiiic prasentation. In the
home, our interviews lefc the izpressicn that the staff operated

as 2 reasonable organized team, though they were disruptad in their
efforts by the abortive action of an outsider. At Cermack heus
the impression of our investigators was that the staff did rot op
as a team but each member did what he or she felt test at that t
In each case, the entire team directed their attentions more t
the extinguishment of the fire than removal of the patients.
of these cases and in other case histories that we have been
vwe sensed a repitition of underestimation of the level of izpact,

speed of development, and lethalness to the patients cf the fire
situation being faced. In this arca we are developing two approaches
vhich may be of help in the reasonable future. One involves the
development of edutational material abstracted from fire histories

and our fire research data to better educate the nursing professicn

in the real nature of the threat of fire. This sort of informacisca

could be carried from job to job and would be important in any insctant of
a fire threat. The second area is oue in which we are just now
considering. 1In this case, we are considering an investigatinn on

the reievence of behavior in emergencies te the types of picnnin
training programs, and drills involved in nursing homes. TIne init
study will be one of modest depth. If it ws great worth, additional
follow up will be made. In the meantime, it dces not appear thet

oo
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anyone has a solid proposal of a mechanism to improve training other
than an attempt to try to do more of the same and we question the value
of "more of the same."

Summary Statement

As can be seen from the various Figures, the improvement or addition

of protection items and mechanisms can raise the safety in nursing
homes. The raising of the level of safety will in each case be

costly. In general, the mechanisms are only modestly additive. For
practical purposes if one cocnsiders the simultancous use of more than
one of these protection systems the cnd result could be considered

at each level of exposure as squal to the better of the two, but

not equal to the sum. Ve would not without further studw

the requirements for botn door ciosaers and sprinklers. Ia general,
either one could contribute to life safety with the spriniklers probadly
making the greater contribution. But, we question the cost benefit

of using both together. Of the protection mechanisms proposed, sprinkler
protection by its capability of reducing the basic fire threat offers
the major potential for "'trade-off" or the acceptance of deficient

‘buildings. Figure 5 is a composite’ of Figures 1-4.

27
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We also strongly endorse the requirement for a door at the entrance to
all lounge, assembly or recrcational area.

It is suggested that the level of protection that would be provided
by compliance with the existing requiresments in the Life Safaty Code
be reviewed znd a determination made as to whether this level neets
the fire safety objectives of HEW in its nursing home activities.

If it is felt necessary to raise the safety level, then the type of
analysis provided here can demonstrate both the requirements and
options available.

We would be pleased to meet with-the OFEPM Committee or any other
persons in HEW to discuss the points in this letter or other
factors related to nursing home and other health care facility
fire safety.

Sincerely,

H. E. Nelson, Chief
Program for Design Concepts
Center for Fire Research




FIGURE 5, COMFOSITE VIEY OF FIRE PROTECTIOHN APFROACHES

DC = Smoko operated door closers on paticent rooms. A4S = Total automatic sprinkler protection.
5 = Snoke.delectors in each rooms’ K = Heat detectors in cach roome C e Smoke detectors in corridox.

Certainty of | PS = Sprinklers in rooms and corridors. CS = Sprinklers in corridors at patlent room doors.
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APPENDIX A. Apparent Life Safety Objectives of the Life Safety Code
(KFPA 101-1973)

Figure 1 is an expression of an evaluvation of the life safety objectivés
for health care facilities that would be achieved by full compliance
with NFPA 101-73. To develop this figure, we have divided the occu-
pants of the health care facility in two ways. The first consiceration
is the proximity of the exposed person to the point of fire origin.

We have divided it into four classes comsisting of 1) persons intimate
with the fire ignition (ignition of their clothing, bedding, or other
raterial in direct coantact with ther); 2) persons in the reon of fir
origin other than anyone who may be intimate with fire igniticn; 3) any
persons outside the room of origin but within the same smoke zone;

and those persons outside the smoke zone of origin (if the floor is
divided into separate smoke zones these persons can be on the saze
floor with fire origin. If, however, the £loor is not so diviced

than this would apply only to persons on different floors).

Secondly, we have divided the character of the occupants by rmobility
consisting of 1) those who are not capable of any mobility without
outside assistance. In this category, we include bedridden patients,
patients under sedation, and those patients which might beccme

mobile if someone ware to assist them, as into 2 wheelchair; but can
not initiate their mobility on their own. These are depicted cn the
graph by a cartoon of a person in bed. 2) Those persons who are
partially mobile. We define these people as ones having an ability

to initiate their own action for evacuation or other self preservaticn,
but an inability to move or operate with the speed or assurance of a
totally mobile person. The degree of mobility, of course, can vary
from very slight mobility to almost as capable as a fully mobile pe
The graph accounts to this by the sloping character -of the line use
to indicate safety of such persons. This is depicted by a patient
in a wheelchair. 3) Those fully mobile persoms, indicated by an erec:z

sen.

a

The current Life Safety Code does not attempt to protect any person

if their clothing, bed, or chair becomes ignited. The safety of these
people depends upon either shedding the burning clothing or becding,
etc., or getting the fire prowmptly extinguished. The immobile patient
is almost entirely dependent upon outside assistance and, as indiczted,
has a very low probability of survival under such case, With the
person who is fully capable their perceantage of survivel rises. This
difference, however, is bzsed cn the difference in thair ability to
take care of themselves rather than on anything related to the Code.

For other persons in the room of origin the Life Safety Code also
provides relatively little protection. The primary activity in the
Code in this area is to constrain the flammability of the intericr
finish; and for new buildings to specify detectors in the corridors,
which may or may not provide detection early enough to help a person
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in the room. In this case, inmobile patieats are dependent upon
obtaining assistance to remove them frex the rooxn of origin or on

having the fire extinguished prior to any toxic impositions The mobile
person on thie other nand has the ability to leave the roon. Tre

rates of development of fire in health cere facilities while sozetizes
rather quick are not normally so speedy as to prevent the fully zobile
persen from leaving the room. Ia the Carnack house fire, at least

one patient in the room of fire origin obtained the assistance neces-
sary to get herself removed by shouting for help.

The Life Safety Code specifies the patient room enclosure in such a
manner that the room is a separate eatity from the corridor and reason-
able separate Irom adjacent patient roens cencept is to Srovid

a first line of defense at the patient room door. The Code, evar, |
depends upon staif to zssure that the door is closed. While no sta-
tistics are sclidly available, it is roughly estimated that so here
in the range of 507 of the time that the staff wiil close the door

to a room conteining a fire and that it will be kept closed. Expevience
seems to indicate a lesser assurity that doors on other patient rooczs
will be closed by the staff or by mobile occupants in that rocom.

Again the immobile person is almost entirely dependent upon the clesirng
of these doors. The times involved in evacuation or relocation of

such persons is such that in the majority of fire incidents immobile
persons in their beds must obtain protection from fire in the place.
Where they are in wheelchairs or geriatric chairs, the possibilicw

of movement ic increased if a place of safety is obtainable on the

same floor. The level of safety for ambulatory and fully mobile
persons outside the room of fire origin is very high, as they cen
either evacuate under theilr own ability or take rcfuge benind the

doors to their rooms. If the doors are not automatically operating
they are capable of closing them. It is felt that the Life Safety

Code provides an extremely high level of safety for these persons.

For persons outside the smoke zone of origin, including, of course,
those on other floors or other fire segments of the building, the
Life Safety Cocde provides a near certain level of protection for 2ll,
regardless of their degree of mobility. The Life Safety Code in
fact provides significant redundancies in providing structural sound-
.ness, protection of high hazard locations, subdivision of floors,

and compartmentation which tends to limit the impact of the exposing
fire.
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42578
34666
44095

902



MEOICARE/MEDICAID AUTOMATED CERTIFICATION SYSTEM

IDENTIFICATION
F283-CCMMITTEE MEEYS AT LEAST
QU2RTERLY
I LABORATORY + RADIOLOGIC
SERVICES
-7 PROVISION FOR SERVICES
94 F238-LA8 4ND X-RAY SERVICES
MEET APPLICABLE CONDITION
9A F239- ARRANGEMENTS FOR OUTSIDE
SERVICES
94 F290-PROVIDED ON PHYSICIAN §
ORTERS
9A F291-PHYSICIAN NOTIFIED
94 F292-3SS1STS IN ARRANGING
TRINSPORTATION
94 F293-SIGNED REPORTS
88 BLOOD AND BLOOD PRODUCTS
88 F297-ADBQUATE BLOOD FACILITIES
98 F298-MEETS CERTIFICATION
Cor.DITIONS
98 F299-MEETS TRANSFUSION
RECUIREMENTS
X OENTAL SERVICES
104 ADVISORY OENTIST
1O F302-ADVISORY DENTIST
104 F303-ORAL HYGIENE POLICIES
108 ARRA".GEMENTS FOR OUTSIDE
SERVICES
tQ8 F305-COOPERATIVE AGREEMENT
WITH A DENTAL SERVICE
108 FJ06 -MAINTAINS LIST OF
QE%TISTS
108 F307-ASSISTS PATIENT IN
ARRANGING TRANSPORTATION
Xl SOCIAL SERVICES
114 SOCIAaL SERVICE FUNCTION

TOTAL SKILLED NURSING FACILITIES

NATIONAL DEFICIENCY PATTERNS

TABLE 8

MOST RECENT SURVEYS
FOR ALL FACILITIES

THROUGH G5-12-76

UNITED STATES

NOT MET
FACILITIES

e 5%
16

78 1%
63

61

k2

15

10

77 "
101 %
27

30

35

61
579 %
464 6%
334 L33
134 1%
113 1%
93 %
25

92 1%
253 N

BEDS
27558

796
6370
8471
4490
2639
1351

682
4702
7398
2038
2225
2694
4556

39571

32380

23962

10067
7949
7994
1991
6439

16856

L0c



MEDICARE/MEDICAID AUTOMATED CERTIFICATION SYSTEM
TOTAL SKILLED NURSING FACILITIES

NATIONAL DEFICIENCY PATTERNS

IDENTIFICATION
1 F310-NEEDS IDENTIFIED
114 F311-SERVICES PROVIDED TO MEET
NEEDS
114 F312-REFERRED FOR FINANCIAL
ASSISTANCE
114 F313- INFORMED OF RIGHTS
118 STAFFING
18 F315-RESPONSIBLE STAFF MEMBERS
118 F316-OUTSIDE AGREEMENT
118 F317-SUFF{CIENT SUPPORTIVE
PERSONNEL
118 F318-ACEQUATE FACILITIES FOR
SOCIAL SERVICE PERSONNEL
11c RECOFDS AND CONFIDENTIALITY OF
SOCIaL Dara
11¢ F321-SOCIAL DATA RECORDS
MAINTAINED
1¢ £322-RECORD OF. REFERRALS
ERTA F323-POLICIES FOR
CONFIDENTIALITY
X1 PATIENT ACTIVITIES
124 RESPCNSIBILITY FOR PATIENT
ACTIVITIES
124 F326 -DESIGNATED STAFF MEMBER
124 F327-CONSULTATION IF NECESSARY
128 PATIENT ACTIVITIES PROGRAM
128 F331-ONGOING PATIENT
ACTIVITIES PROGRAM
128 F332-PHYSICIAN APPROVED OF
PROGRAM
128 F333-PROMOTES WELL BEING
128 F334-ADEQUATE SPACE AND
SUPPLIES

X111 MEDICAL RECORDS

TABLE 8

MOST RECENT SURVEYS
FOR AtL FACILITIES

THROUGH ©5-12-76

UNITED STATES

NOT MET
FACILITIES
150 2%
tas [}
35
144 1%
240 3%
51
195 2%
84, 1%
29
181 2%
239 3%
120 %
109 1%
112 1%
33ls ax
64
248 an
449 6%
210 2%
a67 6%
135 1%
108 1%
76 %

BEDS
13174

11730
2568
10172
18377
4657
14074
8841
2693
14406
20911
8899
9335
7024
22803
3825
16694
3174
14669
35619
10316
9052
5858

80¢



MEDICARE/MEDICAID AUTOMATED CERTIFICATION SYSTEM TABLE 8

. MOST RECENT SURVEYS
TOTAL SKILLED NURSING FACILITIES FOR ALL FACILITIES

THROUGH 05-12-76
NATIONAL DEFICIENCY PATTERNS

UNITED STATES

NOT MET
IDENTIFICATION FACILITIES
134 STAFFING 364 ax
134 F337-SUPERVISED BY FULL-TIME EH
EMZLOYEE
124 F338-SUPPORTIVE PERSONNEL 51
134 F339-CONSULTATION IF 234 x
NECESSARY
138 PROTECTION OF INFORMATION 91 1%
13¢ CONTENT 757 10%
13¢ F345-SUFFICIENT INFORMATION IN : 125 %
RECORD .
13¢ F346-CONTENTS OF RECORDS 662 9%
130, PHYSICTAN DOCUMENTATION 69
130 F351-DOCUMENTATION BY 20
PHYSICIANS
130 F352-PHYSICIAN SIGNS ENTRIES 82 11
138 COMFLETION OF RECORDS AND 283 3%
CENTFALIZATION OF REPORTS
13e F354 -RECORDS COMPLETED 245 x
PRCMPTLY
13€ F355-ALL CLINICAL INFORMATION ' 52
ENTERED
137 RETEI.TION AND PRESERVATION 61
136G INDEXES 636 ax
134 LOCATION AND FACILITIES 58
x1v TRANSFER AGREEMENT 15
144 PATIENT TRANSFER ag
144 F361 -WRITTEN AGREEMENT 1
144 F352.TRANSFER OF PATIENTS 17
: BETWEEN HCSPITAL AND SNF
144 F363- INTERCHANGE OF a3
INFORMATION
144 F364-SECURITY OF PERSONAL

94 %
EFFECTS .

BECS
24241

2474
4118
14835
5894
57059

8995

‘50066

5195
1209
§558
20322
17753
3736
5172
47276
415t
915
3714
476
1088
3099
6845

602




IDENTIFI
X

158
158
188
158

18¢C
15C
15C

A5C
15¢C
158C
15C
15¢C
15¢C
15¢C
RE-14
15¢
15¢C
15¢C
15¢C
15¢C
18¢C
15¢

MEDICARE/MEDICAID AUTOMATED CERTIFICATION SYSTEM

CATION
PHYSICAL ENVIRONMENT

EMERGENCV POWER
F368-EMERGENCY POWER SUPPLY
F369-POWNER REQUIREMENTS
F370-EMEFGENCY GENERATOR FOR

LIFE SUPPORT SYSTEM
FACILITIES FOR PHYSICALLY

HANTICAPPED

F372-ACCESSABILITY OF FACILITY

£373-ACCCAMODATIONS FOR
Ha:'.DICAPPED

[4.1] GROUNDS GRADED TO
ENTRANCE LEVEL

(4.2) WIDTH AND GRADE OF WALKS

[4.3] PARKING AREA
[5.1] RA¥PS PRGPERLY DESIGNED

{5.2] PRIMARY ENTRANCE FOR
WHEELCHALIRS

[5.3]) WIDTH AND WEIGHT OF
DOCRS

[5.4.1, HEIGHT aND DESIGN OF
STALRS

[5.4.3] EXTENDED HANDRAILS

{5.5] NON-SLIP FLOORS ON
COVMON LEVEL
{5.6) ACCESSIBLE TOILET ROOMS

{5.7] ACCESSIBLE WATER
FOUNTAINS

[5.8) ACCESSIBLE PuBLIC
TELEPHONES

[5.9] 4CCESSIBLE ELEVATORS

[s.10)
CONTROL
[(5.11] FACILITIES ARE
IOENTIFIABLE BY THME BLIND

ACCESSIBLE SWITCHES AND
S

TOTAL SKILLED NURSING FACILITIES

NATIONAL DEFICIENCY PATTERNS

TABLE 8

MOST RECENT SURVEYS
FOR ALl FACILITIES

THROUGH 05-12-76

UNITED STATES

NOT MET
FACILITIES
93 %X
199 2%
46
96 1%
79 1%
407 5%
40
302 a%
S0
15
476 6%
62
52
26
56
8o %X
S
taa 1%
221 3x
142 1%
40
16
616 ax

BEDS
5827

13155
2797
6159
4744

28333
2797

22919
3193

772

37655
3977
4015
1985
4274
6298

296
10562
15134

9737
2340
1206
46861

012



MEDICARE/MEDICAID AUTOMATED CERTIFICATION SYSTEM
TOTAL SMILLED NURSING FACILITIES

NATIONAL DEFICIENCY PATTERNS

IOENTIFICATION
15 {S.12] aUDIBLE AND VISUAL
WAFNING SIGNaLS
15C {5.13) HAZARDS TO HANDICAPPED
ARE ELIMINATED
15D NURSING UNLT
150 F394-NURSING SERVICE AREAS
150 FI95-CLMUNICATION SYSTEM
18SE PATIENT ROCMS AND TOILET
FACILITIES
15€ F397-ROCNS DESIGNED FOR
ACEQUATE CARE
15¢€ F398-NUMEER OF BEDS
15€ F399-SIZE OF SINGLE ROCMS .
15€ F400-SIZE OF MULTIPATIENT
ROCMS
1S€ FAa01 -ADECUATE TOLILET AND
BATAING FACILITIES
15€ F402-DIRECT ACCESS TO A
CORRIDCR
1SF FACILITIES FOR SPECIAL CARE
15F F40a-SPECIAL RIOMING
PROVISIONS
15F FAa0S5-WRITTEN PROCEDURE FOR
ISOLATION AND ASEPTIC
15F F4C6 - PRECAUTIONARY SIGNS
156 DINILG AND PATIENT ACTIVITIES
ROOMS
156 F40B - ADEQUATE DINING AREA(S]
156 F4a09-WELL LIGHTED AND
VENTILATED
15G F410-USE OF MULTIPURPOSE ROOM
15H KITCHEN AND DIETETIC SERVICE
AREAS
15K F414-ADEQUATE KITCHEN AREAS
154 F415-PROPERLY VENTILATED AND

EQUIPPED

TABLE 8

MOST RECENT SURVEYS
FOR AL FACILITIES

THROUGH 05-12-76

UNITED STATES

NOT MET
FACILITIES
573 %
a2
188 2%
79 113
189 %
215 2%
159 2%
110, 1%
93 %
129 1%
74 1%
L)
243 3%
t76 k13
235 x
a0
72
83 1%
67
58
246 3%
46
242 X

BECS
43759

2920
18145
5692
14314

19575

10813

9379
885%
9960
6512
3475
16938
12087
16638
2833
4431
6123
4140
3842
19547
3030
19838

112




IDENTIFICA
151

151
151
151
189
15y
159
154
#15J
159
154
154
xvi
164
164
16a
16A
168
168
168
16¢C
16C
16C

MEDICARE/MEDICAID AUTOMATED CERTIFICATION SYSTEM

TION
MAINTENANCE OF EQUIPMENT,
BUILCING. AND GRCUNDS

FA17-WRITTEN EQU]PMENT
MAINTENASCE PROGRAM
F418-CLEAN INTERIOR AND
EXTERICR

FA19-EQUIPMENT MAINTAINED IN
SAFE OFERATING CONDITION

OTHER ENVIRONMENTAL
CONSIDERATICNS

FA21-FUNCTICNAL, SANITARY
ENVIRONMENT

F422-ADEQUATE LIGHTING LEVELS
F423-COMFORTABLE SOUND LEVEL
F4a24-CCMFORTABLE ROOM
TEVPERATURES

F425-EMERGENCY WATER SUPPLY
F426-ADECUATE VENTILATION

FA27-HANDRAILS IN CORRIDORS

INFECTION CONTROL

INFECTION CONTROL COMMITTEE

FAa30-COMPOSITION OF COMMITTEE

F431-ESTABLISHES POLICIES AND
PRCCEDURES

£432-MONITORS STAFF
PE®FORMANCE

ASEPTIC AND ISOLATION
TECHMIQUES

F436-WRITTEN PROCEDURES

F437-FROCEDURES REVIEWED
ANNUALLY -

HOUSEKEEPING

F439-SUFFICIENT HOUSEKEEPING
PERSONNEL

F440-PROVIDES NECESSARY
HOUSEKEEPING EQUIPMENT

TOTAL SKILLED NURSING FACILITIES

NATIONAL DEFICIENCY PATTERNS

TABLE B

MOST RECENT SURVEYS
FOR ALL FACILITIES

THROUGH 05-12-76

UNITED STATES

NOT MET
FACILITIES

585 ™
287 3x%
230 3%
193 2%
378 SX
253 X
124 %
34

S6

370 5%
153 %
72

145 1%
694 9%
355 ax
307 ax
300 4%
381 5%
2S¢ %
200 2%
206 2%
69

114 1%

BEOS
46146

20497
19429
15324
28304
20294

989t

3179

$118
25487
13056

5326
11045
51401
25071
22326
21218
28473
19003
14469
16178

5149

10007

[4t4



IDENTIFICATION
16C

16¢C
16¢
160
160
160
16€
avil
174
174
174
174
174
174
178
17a
178
8
178
xviL
184
194

18a

MEDICARE/MEDICAID AUTOMATED CERTIFICATION SYSTEM

F4a4a1-TRAINING CF PERSONNEL

FAa32 -NURSING PERSONNEL NOT
ASSIGNED MOUSEKEEPING LJTIES
F443-0UTSIDE SOURCE OF
HCLSEKEEPING

LINEN

Fa45-AVAILABLE QUANTITY OF
LINLEN
FA446-MANDLING AND PROCESSING
OF LINEN

PEST CONTROL

DISASTER PREPAREDNESS

DISASTER PLAN
F4S50-WRITTEN DISASTER PLAN

Fa51-PLAM DEVELOPED WITH
QUALIFLIED EXPERTS
FaS2-TRANSFER OF CASUALTIES
ANC RECORDS

FAa53- INSTRUCTION FOR USE OF
ALARM SYSTEM

FA54- INFCRMATION ON CONTAINING
FIFE

FASS-NUTIFICATION PROCEDURES

F456 -EVACUATION PROCEOURES

STAFF TRAINING AND ORILLS

Fas8-EMPLOYEE DISASTER
TRAINING
F4a59-ORIENTATION AND TRAINING

UTILIZATION REVIEW

WRITTEN PLAN OF UR ACTIVITY

F462-WRITTEN UR PLAN

F483-CONTENTS OF PLAN

TOTAL SKILLED NURSING FACILITIES

JATIONAL DEFICIENCY PATTERNS

TABLE ©

MOST RECENT SURVEYS
FOR_ALL FACILITIES

THROUGH 05-12-76

UNITED STATES

NOT MET
FACILITIES

44

85

43
220 x
75 1%
275 %
89 1%
79 "
249 3%
152 %
t18 1%
164 %
95 %
39

64

91 %
279 x
186 2%
265 x
107 "
336 4%
107 1%

t18

BEDS
335%

J8n
N9,
17501
7003
21218
7420
5266
18599
10836
9368
13157
7640
2974
4618
6384
20914
14978
20347
7108
26365
7914
‘8348

€12




MEDICARE/MEDICAID AUTOMATED CERTIFICATION SYSTEM
TOTAL SKILLED NURSING FACILITIES
NATIONAL DEFICIENCY PATTERNS

IDENTIFICATION
188 COMPCSITION AND ORGANIZATION
OF UR COMMITTEE
188 F465-CCMPOSITION OF COMMITTEE
188 FA66-MEDICAL DETERMINATIONS
188 F467-PHYSICIANS DO NOT REVIEW
. NEW CaSES
18¢ MEDICAL CARE EVALUATION
STUCIES
18¢ Fa76-MEDICAL CARE STUDIES
18¢ F477-EMPHASIS OF STUDLES
18¢ F478-PURPOSE OF STUDY
8¢ Fa79-STUDIES INCLUDE
ADRISSIONS
18¢ F4B0-ONE STUDY ALWAYS IN
PROGRESS
180 REVIEW OF CASES OF EXTENDED
DURATION
180 F464-PERIODIC CASE REVIEW
180 F485-REVIEWS CAN INCLUDE
NON- BENEFICIARIES
180 Fa86 -REVIEW PERIODS' CAN VARY
180 F487-EXCEPTION TO 21-DAY LIMIT
480 F488 - ADVANCE PAYMENT APPROVAL
180 F489 - THIRTY-NINETY DAY REVIEW
LINITS
180 F490-FINAL DETERMINATION TIME
LINITS
18¢ AOMISSION OF FURTHER STAY NOT
MEDICALLY HECESSARY
18€ FA496 - PHYSICIANS MAKE COMMITTEE
DECISION )
18€ FA97 - CONCURRENCE OBTAINED
WITHIN 7 DAYS
18E F498 - CONSULTATION WITH
ATTENODING PHYSICIAN
18E .  F499-NOTIFICATION WITHIN 48

HOURS

TABLE 8

MOST RECENT SURVEYS
FOR ALL FACILITIES

THROUGH 05-12-76

UNITED STATES

NOT MET
FACILITIES

77 1%
48

6

56
310 ax
118 %
139 %
182, "
97 %
151 k33
368 5%
56

33
217 2%
k]

55

68

123 1%
78 1%
2

34

24

45

BEDS
6088

4012
787
4460
21629
7378
9958
9856
5723
9242
2706t
3958
1844
17376
2312
3719
4680
8628
5628
946
2162
1278
3024

¥1c



MEDICARE/MEDICAID AUTOMATED CERTIFICATION SYSTEM
TOTAL SKILLED NURSING FACILITIES

NATIONAL DEFICIENCY PATTERNS

IDENTIFICATION
18F ADMI*ISTRATIVE
RESPCNSIBILITIES
18F FS01-ACMINISTRATIVE STAFF KEPT
INFORMED
16F FS02-ACMINISTRATOR ACTS UPON
RECOMMENDATIONS
186 UTILIZATION REVIEZW RECORDS
168G FS507-WRITTEN UR COMMITTEE
RECORDS KEPT
186G FS508 -SIGNED REPORTS TO STAFF
186 FS09-MINUTES OF COMMITTEE
MEET INGS KEPT
184 DISCHARGE PLANNING

~18H-1 OD15CHARGE PLANNING PROGRAM IN
OPERATION

18M-1 FS523-RESULTS AVAILABLE TC UR
CONMITTEE

18H-2 ADNINISTRATOR DELEGATES
RESPONSIBILITY

18K-3 WRITTEN DISCHARGE PLANNING
PRCCEDURES .

18H-4 APPROPRIATE SUMMARY UPON
DISCHARGE

TABLE 8

MOST RECENT SURVEYS
FOR ALL FACILITIES

THROUGH 05-12-78

UNITED STATES

NOT MET
FACILITIES
115 1%
a4
105 1%
219 2%
51
107 %
267 3%
‘419 5X
418 5%
33s 4%
395 5%
521 ™%
309 ax

BEDS
8778

2702
8788
15397
2017
7405
20022
30082
30027
23967
27990
38071
20214

11 (4



LIFE SAFETY CODE DEFICIENCY REPORT

The number of Skilled Nursing Facilities with a reported deficiency have
been entered next to the requirement on the attached Fire Safety Survey
Report Form SSA-2786. For example: 809 facilities are deficient with
respect to 2 - 1 construction type. The total number of SNFs in the
Medicare/Medicaid Autamated Certification System at the date of report

preparation was 7990.

912



OEPAATMENT OF HEALTH, EDUCATION, AND WELFARE

$OCIAL SECURITY ADMINISTRATION Ferm Approved )
SOCIAL AND RENABILITATION SERVICE . OMB Ne, 72-R0973
1 (A) PROVIDER NUMBER 1 18) MEDICAID 1 D NO
FIRE SAFETY SURVEY REPORT
Medicare - Medicaid 1 X2

Part | is a guide to surveying for complionce with the Life Safaty Code (21t edition, 1967). Part Il contains those Medicare and Medicoid fire safety
requirements not otherwise identified in the Life Safety Code. Part It contains a certification form to be completad by the fire authority when waiver of o
specific provision of the Life Sofety code is ded. Building sketches can also be included in Part I11.

Identifying information as shown in opplicable records. Enter changes, if any, alongside each item, giving date of change.

2. NAKE OF FACILITY 2 {AIMULT'PLE CONSTRUCTION (BLOGS) ]2 (B) ADORESS OF FACILITY (STREET, CITY, STATE, £'F CODE"
K3 A, BUILDING
8. WING —
C. FLOOR
3. SURVEY FOR: 4 OATE OF SURVEY
" Cmeoicane [Omeoicain
4
S SURVEY FOR GERTIFICATION OF:
1. [Jroseitar 2" [7] SKILLED NURSING FACILITY 3. [[]INTERMEDIATE CARE FACILITY
(Ks) .
e e
tF "8' OR "'C'* 1S CHECKED, CHECK APPROPRIATE ITEMIS) BELOW: (3.1 {7 DISTINCT PART OF HOSPITAL, 1S HOSPITAL
ACCREDITED BY JCAHT
OISTINCT PART OF:
(. [ enTire FaciLiTy [ 120 C)srPeciey) o []ves b, {Ino
6. BEO COMPOSITION:
« TOTAL NO, OF BEDS IN THE b, NUMBER OF HOSPITAL BEDS €. NUMBER OF SKILLED BEDS 4. NUMBER OF SKILLED BEDS . NUMBER OF 1ICF BEDS
FACILITY. ' CERTIFIED FOR MEDICARE, CERTIFIED FOR MEDICARE. CERTIFIED FOR MEDICAID, CERTIFIED FOR MEOICAID.
\ .
7. A. (] THE FACILITY MEETS, BASED UPON (CHECK ALL APPROPRIATE BOXESI: )
1%6) .
1. [C) COMPLIANCE WITH ALL PROVISIONS 2. T]ACCEPTANCE OF A PLAN OF CORRECTION 3. [[] RECOMMENDED WAIVERS

such stondards of the NFPA Life Sofety Code (215t edition, 1967) as are opplicable to hospitals or nursing homes as well as other
Medicare and Medicaid requirements as shown in Part [l of this form.

8. [CJTHE FACILITY DOES NOT MEET THE STANDARD

SURVEYOR-{$IGNATURE) TITLE OFFICE vate
I SURVEYOR 1.D. NO, '

130}

FIREL AUTHORITY OF FICIAL (SIGNATURE)} TITLE OFFICE DATE
FoRm SSA-2786 174 - 1

L1g



1.D.
PREFIX [YES | NO | N.A

PART | = Items Identified In LSC

EXPLANATORY REMARKS ~

209

Construction Type - Building construction complies
with Section 10-1321 and 10-1322.

K9

~

w

>

Indicate type of construction as defined in NFPA 220
(Standard Types of Building Construction, 1961.)

. [T FiReE RESISTIVE s. [_] PROTECTED ORDINARY
. [CINON-COMBUSTIBLE 6. [[1HEAVY TiMBER

[ [[)ProTECTED 7. [[] wooD FRAME

NON COMBUSTIBLE

. [ oroiNARY 8. [[] PROTECTED WOOD FRAME

Number of stories, notincluding basement or cellar

Floors on which patient rooms are located if multi-
stories

D.

—L_L__ Dae original building permit issued or approval

given by appropriate authority
(Complete sketch in Part Il showing original and
subsequent construction dates)

K13

~7

Corridor Walls - Corridors shall be separated from
slecping rooms and treatment areas by construction
having at least a l-hour fire resistance rating with
openings therein, other than doors, limited to 1296
square inches and glazed with wired glass in approved
steel frames. 10-1331

Kta

1,073

Corridor Doors - Doors to patient rooms and
diagnostic and treatment areas are 1%" solid wood
bonded core doors or the equivalent with any openings
limited to 1296 square inches with wired glass in
approved steel frames. (Undercutting of such doors is
not permittedd). 10-1332

Kis

394

24,

Subdivision of Floor Areas - Each floor used for
sleeping rooms for more than 30 patients, unless
provided with a horizonta! exit, is divided into at least
two sections by a smoke barrier. (New buildings are
required to provide comparimentiation on patient floors
regardless of the number of patientis). (See definition of
horizontal exit in 5-5111). 10-2311

PORM $SA-2786 (11-74

2

81¢



ST - 94 -0 t19-9

1.0
PREFIX | YES | NO

EXPLANATORY REMARKS

NA
e 3-1. Smoke Barriers - Smoke barriers or horizontal exits
divide corridors into sections of not more than 150 feet
433 in lcngth. 10-2312
Ki7
9/3 3-2. Smoke Barriers have at least a '4 hour fire ratingand are
continuous from exterior wall to exterior wall and floor
10 floor or roof deck above. (In new buildings the smoke
harrier has a fire-resistance rating of one hour). 10-2313
Kta 3-3. Common Wall - If the building shares a common wall
/4’ with a non-conforming structure, the wall is at leasta 2-
hour fire rated partition with any openings protected by
a self-closing Class B 1'% hour fire door. 10-1131
X19 3-4. Stairway Enclosures - Each stairway between stories is
3 P\f enclosed with partitions having at least a I-hour fire
resistance rating to prevent the spread of fire between
stories. 10-2321
K20 3-5. Doors in stairway enclosures are not equipped with
27 hold-open devices. 10-2246
"2 3-6. Doors in walls separating hazardous areas are not
yoL cquipped with hold-open devices. '10-2246
K22 3-7.  Stairs and smokeproof towers are Class A or Class B.
137 {Class B specifications are not accepiable in new
construction). 10-2251, 5-3121
K23
3o/ 3-8.  Vertical Shafts - Elevator shalts, light aqd ventilation
shafts, chutes. and other vertical openings between
storics are protected as required in item 3-4. 10-2322
K24 3-9. Fire-Stopping - Combustible concealed spaces between
/a9 the basement and the first floor are fire-stopped. (Fire
stopping in new construction shall be in accordance
with 6-1311) 10-2323
X123 3-10. Linen and Trash Chutes - Any linen or trash chute

188

which opens directly on to a corridor is sealed by fire-
resistive construction to prevent further use or is
provided with a door assembly suitable for a Class B
location. (In new construction, chute and incinerator
Jlues do not open directly on to an exit corridor and

Sugs gre sprinklered.} 10-2324, 7-113

roRM SSA-2786

3
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1.0, .
PREFIX YES| NO |[N/A

EXPLANATORY REMARKS

X6

293

Exits - Number and Type - At least two exits, remote
from each other, are provided for each floor or fire
section. At least one of the exits is adoor leading directly
outside the building or to an interior stairway leading
outside the building, 10-2211, 10-2212

4-2.

Access - Every aisle, passageway, corridor exit dis-
charge. exit location and “access™ has a readily available
egress leading to the exit. (/n new buildings. corridor
dead-ends shall not exceed 30 feei). 10-2231, 10-1234

Capacity - The capacity of exits providing horizontal
travel is 30 persons per exit unit. Where travel is over
stairs, the exiting capacity is 22 persons per exit unit. 10-
2221

K2y Horizontal Exit - Any horizontal exit is in accordance

?J with section 5-5 and has at least 44 inches in clear width.
10-2261

x30 Corridor Width - Aisles and corridors arc a minimum off
48 inches in clear width when serving as a means of

/58 hes in clear wi servin _
egress from institutional sleeping rooms. (For new
construction the corridor is 8 feet in clear width). 10-
2233, 10-1233

K31 Room Egress - All sleeping rooms have a door leading

32 directly 10 a corridor providing access to an exit, unless
there is a door leading directly to grade. See 10-2234 for
altowance of one intervening room.

x32 Travel distances to an exit are 100 feet or less from the

entrance door and 150 (ect from any point ina room. (/n
huildings  completely protected by an automatic
sprinkler system these distances may be increased by 50
Jfeer.) 10-2232; for new construction: 10-1232

K33

39¢

Door Width - Any door to a patient’s sleeping room,
any door between occupied spaces and the required
exits and exit doorways are at least 40 inches in clear
width. (44 inches in new buildings.)

See 10-2242 (or allowable exceptions.

4-9.

Doors in Line of Exit Travel- Every doorin the line exit
travel from a patient’s sleeping room is of the swinging
type. 10-2244

rorm SSA-2786 (1-re
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Patient Rooms - Locks installed on patient sleeping

EXPLANATORY REMARKS

room doors other than doors not teading directly to the
exterior of the building can be locked only from the
corridor side. Al sleeping room locks are readily
opened by the patient from inside the room without the
usc of a key. Patient room doors lockable from the
inside are permitted provided they can be unlocked
Irom the corridor side and the keys are readily available
to attendants. 10-2242

L1}

5-2.

Windows - Every patient’s bedroom, unless it has a door
leading directly outside of the building, has at least one
outside window which can be opencd from the inside
without the use of tools. 10-2213

LYo

Doors in Fire and Smoke Partitions - Every door in a
firc partition, horizontal exit, and smokestop partition
shali be seif-closing. Doors may be held open only by
clectric hold-open devices and are capable of being
opened and closed manually. Doors shall be closed
upon actuation of the firc alarm system and by one of
the approved methods shown as A, B, Cin Explanatory
Remarks. However, if more than one of the protection
systems is installed, each system upon actuation, must
close all fire and smoke partition doors. 10-2245, 10-
2313

54.

Closing Fire and Smoke Doors - indicate which of the

following methods will automatically close those fire or
smoke doors which are normally held open:

1.0 A. Activation of the sprinkler system.

2.3 B. Actuation of any detector of a complcte smoke
or products of combustion dctection system.

3.0 C. By local detection devices instalied to detect
smoke or other products of combustion on
cither side of the door opening.

csé

5-5.

Stairwall doors bear an appropriate sign indicating that
this is a fire exit and must be kept closed. 5-2133

Kao

3058”

Exit Lighting - Mecans of egress are illuminated to
permit safe evacuation of patients, 10-2272, 5-10113

FORM SSA-2786 (11-70)
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EXPLANATORY REMARKS

Exit and Directional Signs are continuously illuminated

Kal
S72 with a reliable light source and include the word EXIT
in casily visible letters. 10-2271, S-11121
Hospitals Only: (indicate Not Applicable for Nuir-
wa2 sing Homes)
Central electrical sy are designed, i lled, and
maintained to assure continuity of electrical power in
accordance with NFPA Standard No. 76 (Essential
Electrical Systems for Hospitals, 1967) 10-1293
Xay 6-3. Emergency lighting of Type I, Il or 1l is provided in
33/ facilities with an inpatient capacity of 30 or more
persons. (In new buildings only types I or 1l are
permitied.) 10-2273, 5-102, 10-1294
K4 6-4. Required emergency lighting is automatic and not
of?s manual. 5-10215
Kas Interior finish of walls and ceilings is Class A or Class B.

(In completely sprinklered buildings, Class C interior
Sinish may be continued in use. In newly constructed
buildings, means of egress and patient rooms accom-
modating more than 4 patients have Class A interior
finish). 6-2. 10-1351, 10-2331

Floor Covering has a flame spread rating not in excess
of 75 when tested in accordance with NFPA Standard
255, “Flame Spread Tests™. (Flame spread rating of
floor covering in completely sprinklered existing
buildings is not over 200).

K&? 4 B. Indicate floor covering test score:

1. C CONCRETE, MARBLE, TERAZZO, ETC,

2. [C)RESILIENT 3. [T ] CARPETING
Kas 6-6. A. Floor Covering Indicate type of finish floor or

floor covering:

1. [TJo-7s 3. [Jover 200

2. [J7e-200 4. (CJwNoT TEsTED
x4p

C. Testing Laboratory:

rorm SSA-2786 ni-7a
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EXPLANATORY REMARKS

1.0,
PREFIX [YESTNO [N A 7-1.  Sprinkler Coverage - Automatic Sprinkler protection is
Kso provided throughout the facility with adequate water
7,072 supply and pressure (15 psi at the most remote sprinkler
/ heads). Fire resistive buildings or I-hour protected non-
combustible buildings of one story should be marked
“Not Applicable.” 10-2341, NFPA Std. 13
w81 7-2. Sprinkler System Maintenance - Automatic sprinkler
o systems are maintained, inspected and tested in accor-
4\5‘ dance with NFPA Standard 13A (Care and
Maintenance of Sprinkler Systems) 6-4131
Ks2 72 A Date sprinkler system last checked &
necessary maintenance last provided.
B. Show who provided the service:
33 C. Note the source of water supply for the sprinkler system:
' 7-3.7 Sprinkler Alarm System - The automatic sprinkler ~
,)/\f? system is electrically inter-connected with the fire alarm
. system 10-2342
Lt 7-4.  The main sprinkler control valve is electrically super-
/,30/ vised so that at least a local alarm will sound when the
valve is closed. 10-2342
Ks6 7-5. Manually operated fire alarm system is provided. In
/,073 new buildings it is electrically superviscd. ( Pre-signal
’ N system is not acceprable). 10-2344, 10-1365
33‘ Ks? 7-6.  The fire alarm system is tested at least wecekly. 17-1412
xss 7-1. Portable fire extinguishers are provided in accordance
a 77 with NEPA Standard 10 (/nstallation of Portable Fire
. Extinguishers) 10-2345
Kso o 7-8.  Fire extinguishers arc maintained 1n accordance with
- NFPA Standacd 10A (Maintenance and Use of Por-
33( - table Fire Extinguishers). 6-4221
K60 7.9, Air Conditioning and ventilaling equipment 15 main-
Il a/(/ tained in accordance with NFPA 90A (Installation of
dir Conditioning and Veniilating Systems). 10-2411 ____ |
K61 7-10.  Fuel-burning space heaters and portable electric space
ga‘ ‘heaters are not used. 10-2412
K62 7-11. Combustion and ventilation air for boiler, incinerator
/ 9‘ and heater room is taken from and discharged to the
outside air. 10-2413

FORM S8A-2786 111-7a
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EXPLANATORY REMARKS

X631

Lesy

Hazardous Areas - Every hazardous area has automatic
fire protection or is scparated by construction having at
least a -hour fire resistance rating. Where a hazard is
severe, both automatic fire protection and fire-resistive
construction are used. 10-2351

A. The following hazardous a

reas are protected b

d

automatic extinguish Y and/or fi P
AES - Automatic extinguishment system

S - Separated .

N/A - Not Applicable

(1 1(21(3)
S| S |N/A

boiler, heater rooms

incinerator

laundries

repair sHops

laboratories using hazardous
quantities of flammable solvents

areas storing hazardous
quontities of combustibles

trash collection rooms

employee locker rooms

soiled linen rooms

kitchen

handicreft shop

gift shop

Fire Protection Plan - The facility has in cffect and
available to all supervisory personnel written copies of a
plan for the protection of all persons in the event of fire
and their evacuation to areas of refuge and from the

building. 17-4111

rorm SSA-2786 r-re
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EXPLANATORY REMARKS

K66 9-1. Evacuation Plan Posted - The evacuation planis posted
342 in prominent locations on all {loors. 174111
xe7
9-2. Fire Drills - A minimum of 12 fire drills are conducted
572 annuaily at irregular intervals to familiarize employees
on all shifts with their responsibilities, 17-4113, 17-11
Kes 9-3. Furnishings and Decorations - Furnishings and
232 decorations do not obstruct exits or the ability to locate
exits, 17-1211
xe9 9-4.  All combustible draperies and curtains (including cubi-
/0 9 cle curtains) are rendered and maintained Name-
retardant, 17-4151 .
K70 9-5. Wastebaskets are of non-combustible material. 17-
S8 1213, 174161
32 ‘ 9-6.

Smoking - Regulations to control smoking have been
dopted and impl d and are promi ly posted
throughout the building. 17-4141

FORM SSA-2786 (1-1a)
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1.0.
PREFix |YES | NO | N,A

PART II — NON-WAIVERABLE Requirements

Specified by Federal Regulations 405.1022(b), 405.1134(a)

EXPLANATORY REMARKS

-z 10-1.  Nonflammable medical gas systems such as oxygenand
32 4/ nitrous oxide used for the administration of inhalation
therapy and resuscitative purposes comply with NFPA
Standard 568 (/nhalation Therapy, 1968)
73 10-2.  Piped-in oxygen systems shall comply with NFPA
/96/ Standard 56F (Nonflammable Medical Gases, 1970)
x74 10-3.  Hospitals Only (Indicate Not Applicable for nur-
sing homes)
Anesthetizing areas and rooms used for the storage of
Nammable anesthetic agents are designed, operated and
maintained in accordance with NFPA standard S6A
(Inhalation Anesthetics, 1971)
‘;} 10-4.  Nursing Homes Only (Indicate Not Applicable for

hospitals)

Housing of Blind and Non-Ambulatory Patients - Blind
patients and non-ambulatory or physically han-
dicapped patients are not housed above the street level
floor unless the facility is of fire resistive construction, |-
hour protected non-combustible construction, or fully
sprinklered I-hour protected ordinary or fully
sprinkiered protected wood frame constrction.

FORM SSA-2784 (1170
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PART 11

EXPLANATORY REMARKS

A. Alternative Provisions for Sprinkler Requi - if
item 5-7 on sprinkler coverage has been answered “NOTMET™
and the facility is a one-story protected wood frame facility,
answer the next four items.

X268

R 1n-1.

Hazardous Areas- All hazardous areas are sprinklered.

xry . ‘\ 1-2.
397 -

Detection Systems - Automatic fire detection devices
are installed in all areas required by the Life Safety Code
10 be protected by an automatic sprinkler system. The
detection system is currently listed with UL's Fire
Protection List. The system is arranged to close ali fire
doors in barricr partitions and, where possible, shall be
hooked into the local fire department or central control.
At a minimum, the detection system must activate an
alarm system inside and outside the building.

K78

/¢

Compartmentation - Patient ‘rooms are separated from
each other and all other arcas by construction having at
least a I-hour fire resistance rating.

xys

/3¢

Fire Department Response - The response time and
capability of the local fire department isadequate, inthe
judgment of the State fire authority official, to provide
an acceptable level of protection for an unsprinklergd
facility.

roau $SA~2786 11-7¢
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B. RECOMMENDATION FOR WAIVER OF SPECIFIC LIFE SAFETY CODE PROVISIONS

For each item of the Life Safety Code (215t edition, 1967) recommended for waiver, list the survey report form item number and
state the reason for the conclusion that: (a) the specific provisions of the code, if rigidly applied, would result in unreasonabie
hardship on the facility, and (b) the waiver of such unmet provisions will not adversely affect the health and safety of the patients.

(1f additional space is required, use reverse side.)

PROVISION NUMBER(S)

JUSTIFICATION

8¢S

DATE

SURVEYOR (SIGNATURE) TITLE

OrrFiCeE

DATE

FIRE AUTHORITY OF FICIAL (SIGNATURE} TITLE

OFFICE

rorm SSA-2786 (11-re
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INVENTORY OF HEALTH CARE FACILITY
SURVEYORS

INTRODUCTION

During the months November, 1974 through January,
1975, a nation-wide survey of health facility surveyors for
Medicare-Medicaid was conducted by CPI Associates, Inc.,
under a contract to the Division of Provider Standards and
Certification (DPSC). This report contains a compilation of
data derived from that survey.

A questionnaire was developed for the survey and is
included in the Appendix. The questionnaire sought infor-
mation concerning age, sex, professional discipline, educa-
tion, work experience, work status and activities, surveyor
training, survey structure, program responsibility, kinds of
facilities surveyed, and survey functions. The purpose of the
questionnaire was to obtain information on all State and
county employees, including life safety code surveyors, who
as part of their normal duties conduct on-site surveys and
complete at least a portion of the survey report form for
facilities covered under Title XVIII (Medicare and Title XIX
(Medicaid).

BACKGROUND

The 1974 national inventory of health facility surveyors
constitutes the second of its kind. The first was conducted in
1972 by the Community Health Service through the Com-
munity Profile Data Center and the Division of Medical
Care Standards. In the 1972 Surveyor Inventory, question-
naires were sent to 2,061 individuals, 1,886 of whom were
later determined to be employed in survey-related activities.
Fifteen-hundred fifty-one persons responded after three
mailings and one phone call was made in an attempt to elicit
response. The findings of the inventory are included in
““Inventory of Health Care Facilities Surveyors; United
States—1972’ (DHEW Publication No. HSM 73-6503).

The 1974 inventory of surveyors was quite similar in
format to that of 1972. There were, however, differences in
definitions of health facility surveyor, and in methodology,
as will be delineated below. Thus, comparability of the two
studies is somewhat limited.
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PURPOSE OF SURVEY

The Division of Provider Standards and Certification,
of the Bureau of Quality Assurance, Health Services 2 min-
istration, in cooperation with the Social Security Adminis-
tration, Social Rehabilitation Administration, and the Office
of Nursing Home Affairs, is responsible for operation of a
continuing program designed to improve the effectiveness of
State health certification procedures. A major part of this
mandate is the training of State and Federal personnel
engaged in survey activities. Such training is the responsi-
bility of the Bureau of Quality Assurance, Division of
Provider Standards and Certification. .

In 1971, the President stated that there would be 2,000
surveyors trained by 1973 for the survey of health facilities.
According to the Under-Secretary of Health, Education, and
Welfare, in a speech to a conference of State long-term care
facility surveyors in St. Petersburg, Florida in June of 1974,
that goal has been reached.

Over the period that training has been conducted, there
have been six university-based training programs involving
one or more of three courses. First, there has been a basic
training course for surveyors with emphasis in four major
areas: (1) techniques of surveying health facilities, (2) tech-
niques of proper documentation, (3) techniques of consulta-
tion, and (4) techniques of programming for improvement.
Second, there has been an advanced course for surveyors
that emphasizes the four areas covered in the basic course,
but which offered an opportunity for surveyors with one to
two years of experience to refine their skills. Surveyors in the
advanced course have been given greater instruction on the
technical and professional aspects of their jobs and have
taken optional training in such topical areas as investigation
of complaints, comprehensive health planning, and quality
of life. The third course offered has been the supervisor
training institute. The institute has been directed towards im-
provement of the certification process in general and has
involved basic training in management by objective theory.

The information in this inventory is provided as a basis
for planning and development of any future training
activities for surveyors. The report contains data concerning
the characteristics of surveyors, their responsibilities and
activities, the kind of training received by surveyors, and
areas where training could be improved.
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METHOD

When the 1972 surveyor inventory was conducted, 335
nonsurveyors—Director, Supervisors, or consultants—were
included in the population analyzed in the inventory. To
achieve a more ‘‘pure’’ analysis of surveyors per se, a formal
definition of surveyor was composed for the 1974 inventory.
The definition was as follows:

Any individual who as part of his/her normal
duties makes on-site inspection visits to facili-
ties which, under law (Medicare-Medicaid),
require certification and is responsible for
completing at least a portion of a survey report
form documenting information derived from
observations made during on-site visits.

In September, 1973, the ten HESIP Regional
Coordinators provided the Division of Provider Standards
and Certification with the names of surveyors that they had
obtained from the directors of the State survey agency in
their respective regions. During August of 1974, the heads of
the Regional Offices were asked to obtain an update of the
lists that took into account the above definition of health
facility surveyor. The lists of surveyors’ names were trans-
mitted to CPI Associates and they served as the basis for the
inventory. The lists and the time at which they were
submitted may have affected the quality of the inventory.
First, some States provided more comprehensive lists than
others. For instance, some States sent names not only of
surveyors but also of all individuals employed in the
licensure and certification program. And some States
neglected to include the life safety code surveyors in their
lists. Second, the lists were not completely current because of
an OMB clearance delay that precluded mailing the
questionnaires before November.

The questionnaire itself was based upon the 1972
questionnaire in format. Changes were made, however, to
accommodate alterations in regulations made since 1972.
For instance, in 1972 surveyors had the Federal survey
functions for only the Medicare program—hospitals,
nursing homes, and home health agencies. By 1974 functions
had been expanded to include the Medicaid Program—
hospitals, skilled nursing facilities, intermediate care
facilities, institutions for the mentally retarded and other
related conditions, home health agencies, independent
laboratories, outpatient/physical therapy services, domi-
ciliary facilities, and portable x-ray facilities. Questions were
added in the 1974 questionnaire to elicit information about
these additional facilities.
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The 1974 questionnaire also varied from the 1972
instrument in that more elaborate information was requested
in some areas. For example, the 1974 questionnaire included
questions on survey structure (single surveyor vs. team
survey construction) whereas the 1972 questionnaire did not.
Also, the 1972 questionnaire did not include questions on the
number of facilities surveyed and the number of hours spent
in survey. The 1974 questionnaire included such questions.

Given that the basic questions were the same in both the
1972 and 1974 questionnaires, an extensive pre-test was not
conducted. The ‘‘pre-test’’ for the 1972 questionnaire was
considered by the Division of Provider Standards and
Certification to have been the 1972 inventory. New questions
were perused extensively by personnel in the DPSC and
tested on a selected number of surveyors.

On November 14, 1974, the first mailing of the
questionnaire occurred; the total number of questionnaires
mailed was 2,118. There were two follow-up mailings, the
last of which brought the overall response rate of 88.5
percent (cf. Table 1). Eleven States had response rates of
100.0 percent—Alaska, Arizona, Delaware, Hawaii, Ne-
- vada, New Hampshire, North Carolina, South Carolina,
South Dakota, Vermont, and Wyoming. Detracting from
the overall rate were States which had relatively low response
rates, e.g., five States had less than 70.0 percent return—the
District of Columbia, Iowa, Puerto Rico, Virgin Islands,
and West Virginia. :

The method used differs from that used in 1972 in that
in the 1972 inventory non-respondents were contacted by
" phone in an attempt to obtain the information asked for in
the questionniare. Such a procedure was not followed in the
1974 inventory. Phone calls were made only to ascertain
whether or not individuals were surveyors. Through these
phone calls it was determined that 86.4 percent of the
persons who actually survey facilities responded. The differ-
ence in information gathering techniques between 1972 and
1974 may account for the difference in response rate to the
two instruments. Moreover, because it has been found that
information elicited in telephone interviews differs from that
which would be elicited through questionnaires, the
comparability of the two sets of data is limited.
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The number of persons included in the analysis and who
met the definition of surveyor was 1,541 of the 1,875 who
returned their questionnaires. Three hundred and thirty-four
respondents were deleted from the analysis because: (1) they
were no longer employed by the agency, (2) they had clerical
or other duties not related to surveying, (3) they functioned
as supervisors of surveyors per se, (4) they served only as
consultants and performed no direct survey functions, or
(5) they functioned as administrators and/or directors and
conducted no on-site surveys. This deletion represents a
variation from the approach used in 1972, as noted above,
since in 1972, directors, consultants, and supervisors were
included. The variation further limits comparability.

In the following sections information about health
facility surveyors based on the responding popuiation of
1,541 will be provided. The results should be interpreted in
light of the fact, as in any mail survey, the validity of
response may have been affected by the construction of
questions in the questionnaire, the accuracy and complete-
ness of the listing of the surveyors’ names submitted by the
State Survey Agency to the DHEW Regional offices, and/or
by the respondent’s views and manner of reporting.

76-611 O -~ 76 - 16
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TABLE 1}

NUMBER OF QUESTIONNAIRES AND RESPONSE RATE;BY STATE, 1974

Number
State Number of Number of Response Rate | of Applicable | Number of |Response Rate
Questlonnaires |[Questionnaires to Questionnaires| Applicable | on Applicable
Mailed Returned (General Mailing \ Mailed - Responses [Questionnaires
Alabama 33 31 93.9 . 26 P24 92.3
Alaska 8 8 100.0 | 6 ! 6 100.0
Arizona 12 12 100.0 H 12 12 100.0
Arkansas 19 17 89.5 17 15 88.2
California 156 147 94.2 120 111 92.5
Colorado 25 22 88.0 24 21 87.5
Connecticut 48 37 80.4 i 41 32 78.0
Delaware 10 10 100.0 9 9 190.0
District of Columbia 23 14 60.9 22 13 59.1
Florida 55 52 94.5 48 45 93.8
Georgla 26 24 92.3 19 17 89.5
Hawaii 10 10 100.0 9 9 100.0
Idaho 14 13 92.9 13 12 92.3
Illinols 120 101 84,2 107 88 1 82.2
Indiana 46 45 97.8 39 38 { 97.4
Towa 70 53 75.7 $3 36 ' 67.9
Kansas 32 29 90.6 27 24 88.9 '
Kentucky 33 29 87.9 22 18 81.8 !
Louisiana 13 11 84.6 13 11 84.6
Maine 40 32 80.0 34 26 76.5
Maryland S50 47 94,0 35 32 91.4
Massachusetts 68 62 91.2 $3 47 88.7
Michigan 49 44 89.8 43 43 89.6
Minnesota 59 54 91.5 41 36 87.8
Mississippi 10 8 80.0 9 7 77.8
Missouri 43 41 95.3 37 35 94.6
Montana 13 12 92.3 9 8 88.9
Nebraska 28 25 89.3 25 22 £8.0
Nevada 11 11 100.0 10 10 100.0
New Hampshire 21 21 100.0 17 17 100.0
New Jersey 44 35 79.5 41 32 78.0
New Mexico 3 3 100.0 2 2 ' 100.0
New York 189 165 87.3 169 145 | 85.8
North Carolina 27 27 100.0 24 24 : 100.0
North Dakota 15 12 80.0 12 9 . 75.0
Ohio 69 58 84.1 61 50 ' 82.0
Oklahoma 24 22 91.7 21 19 90.5
Oregon 22 21 95.5 18 | 17 94.4
Pennsylvania 163 128 78.5 127 i 92 72.4
Puerto Rico 17 11 64.7 17 | 1 64.7
Rhede Island 27 25 92.6 22 ’ 20 90.9
South Carolina 15 15 ] 100.0 13 1 13 100.0
South Dakota 24 24 i 100.0 18 ; 18 100.0
Tennessee 15 14 93.3 15 14 93.3
Texas 113 102 ! 90.3 100 89 89.0
Utah 18 17 ’ 94.4 17 16 94.1
Vermont 13 13 i 100.0 9 9 100.0
Virginia 27 26 i 96.3 26 25 96.2
Virgin Islands 1 0 | 0.0 1 0 N 0.0
Washington 65 62 | 35.4 45 42 93.3
‘| West Virginia 15 10 66.7 14 3 64.3
Wisconsin 63 57 $0.5 61 55 90.2
Wyoming 6 6 100.0 6, 6 100.0 )
Total 2,118 1,875 88.5 1,784 1,541 86.4 |
J
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SECTION A. CHARACTERISTICS OF SURVEYORS

This portion of the report is concerned with basic infor-
mation about the 1,541 surveyors who responded to the
questionnaire. The fifteen tables presented in this section
include demographic data, information concerning educa-
tional attainment, and data concerning surveyors’ profes-
sional disciplines.

Some summary information may be presented:

(1) The mean age for those who answered the
question concerning age was 46 years. The
median age was 47 years.

(2) Approximately 50 percent were male and
50 percent were female.

(3) The average number of years employed as
a surveyor was four years. Ninety-seven
percent of the surveyors served in a health
field prior to becoming surveyors, spending
on the average of 16 years in such employ-
ment. Twenty-eight percent of the sur-
veyors had been employed in a non-health
field that has aided them in the survey
activities. The average number of years
spent in such a non-health field was ten
years.

(4) Ninety-eight percent were employed by the
State.

(5) Thirty-eight percent of the respondents
were nurses; 13 percent, sanitarians; and
seven percent, hospital administrators.
Seventy-one percent of all respondents
were certified or registered in their profes-
sional disciplines.

(6) As might be expected given the number of
nurses in the surveyor population, 33 per-
cent of the respondents held nursing
diplomas. Sixty-six percent of all respond-
ents held baccalaureate degrees. Approxi-
mately 45 percent of the surveyors had
completed at least some graduate work,
27 percent receiving graduate degrees.
Thirty-eight percent of those receiving
technical school certificates received them
in health-related fields. The vast majority
of respondents attending universities at
any level obtained their training in health-
related fields.



TABLE 2

LOCATION OF RESPONDENTS, BY DISCIPLINE, 1974

. Health, Education , and Welfare Region
Professional Discipline
I j1¢ III v v VI VII VIIL X X Total

Hospital Administrator 2 11 0 34 9 19 8 S 17 0 105
Health Administrator 3 6 8 10 10 4 2 2 16 1 56
Medical Records Administrator 1 1 1 7 1 3 1 3 3 4 25
Medical Technologist 6 9 3 8 2 3 4 3 11 2 Sl
Nurse, RN 94 73 87 34 128 29 54 24 35 31 589
Nurse, LPN or LVN 1 0 4] 4 2 1 1 1 1 0 11
Nutritionist 0 12 2 6 3 4 0 1 3 0 31
Dietitian S 7 6 6 7 9 1 3 3 3 S0
Occupational Therapist 1 0 0 2 0 0 0 0 1 0 4
Pharmacist 0 2 4 7 0 2 1 3 4 1 24
Physical Therapist 2 0 8 0 2 0 4] 2 4 0 18
Physician, DO 0 1 0 0 0 0 0 0 0 0 1
Physician, MD S 13 1 5 11 1 1 4 4 1 46
Sanitarian 4 24 12 2 56 35 18 10 25 20 206
Social Worker 1 8 0 0 1 1 0 0 3 1 15
Architect 1 S 1 2 3 0 1 2 2 0 17
Engineer 2 4 4 5 19 0 2 4 0 0 40
Speech or Audiologist Therapist 1] 2 4] 0 4 2 1 0 0 0 9
Recreational Therapist 2 0 1 3 2 0 0 0 0 1] 8
Laboratory Technician [ 0 0 0 3 i) 4 1 5 2 15

Fire Marshal, Life Safety Code
Surveyor, Health Inspector 8 3 21 2 17 1 11 6 2 9 80
Counselor 0 0 0 0 1 0 0 0 0 0 1
Educator 1 0 1 0 1 1 1 0 0 0 S
Nursing Home Administrator 1 0 0 1 0 3 0 1 0 0 6.
Surveyor 11 7 20 24 28 18 6 3 9 2 128
Total 151 188 180 162 310 136 117 78 142 77 1,541

8€C

| p—_— .
This category includes: persons who called themselves surveyors, persons who left the question regarding disciplines blank, and
persons whose professional disciplines could not be coded in the above categories.,



TABLE 3

EDUCATIONAL ATTAINMENT OF SURVEYORS, BY REGION, 1974

Level of Educational Attainmentl

Region Some High Tech-
High School nical Asso- [Diploma| Bacca- Some Grad- Not
School! | Diploma) Some School | ciate in laureate | Graduate| uate | Ascer-
Only Only | Coltege | Certifi- | Degree | Nursing | Degree work Degree | tained
cate
Reglon [ 0 7 6 12 7 85 80 30 30 4]
Region II 0 4 0 8 S 49 171 24 119 0
Region Il 3 20 5 8 S 78 90 33 29 1
Region IV 0 6 2 11 10 29 126 39 42 1]
Region V 2 31 9 27 13 115 174 51 72 3
Region VI 0 4 3 S 3 22 1 40 22 0
Region VII 1 15 7 14 4 53 44 19 15 1
Region VIII 0 2 0 6 3 20 56 13 23 1
Region IX 1 8 6 14 17 34 97 32 41 4]
Region X 1 5 1] 6 5 21 64 16 22 0
Total 8 102 38 111 72 506 1,012 297 415 6

1Fer‘sons who attended hich school or received a high school diploma and went no further Were included in the categories
If they had cre-

referring to high school,

Persons who went further than high school were coded in other categories.
dentials in more than one area, they were coded in all areas that applied, with two exceptions.

(1) People who re-

ceived baccalaureate or associate degrees were not included in the "some college" category, and (2) persons who
received graduate degrees were not included in the category "some graduate work" unless the field of study listed by
the respondent under "some graduate work" differed from that in which the respondent received a graduate degree.

6€¢
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TABLE 4

REGIONAL LOCATION OF SURVEYORS, BY AGE, 1974

Region
Age
Region |[Region [Region Region {Region Region [Region |Region Region Region Total
I I Ir - v \ VI VII VIIL X X
Under 25 years 1 3 3 1 ) 3 0 0 0 0 16
25 - 34 years 20 31 43 30 55 30 12 16 22 12 271
35 - 44 years 25 43 42 35 65 30 24 13 29 17 323
45 - 54 years 61 65 50 63 85 29 44 28 52 29 506
55 - 64 years 30 35 33' 24 75 37 31 19 34 17 335
65 years and over 6 4 3 2 13 3 4 4] 4 0 39
Unknown 8 7 6 7 12 4 2 2 1 2 Sl
Total 151 188 180 162 310 135 117 78 142 77 1,541
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TABLE §
NUMBER OF SURVEYORS, BY SEX AND REGION

Health, Education and Welfare Region

Sex. of
Respondent
I 1 I 1AY v VI VIt Vi X X Total
Male 43 75 78 99 160 87 62 41 86 36 767
Female 108 113 102 63 150 49 55 37 56 41 774
Total 151 188 180 162 310 136 117 78 142 77 1,541

1¥¢
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PERCENT DISTRIBUTION OF SURVEYORS, BY AGE AND SEX - 1974
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TABLE 6

AGE AND SEX OF SURVEYORS, BY PROFESSIONAL DISCIPLINE, 1974

£l

Yra] 25-34 Yrs, 35-44 Yrs. | 45-54 Yrs. | 55-64 Yrs. [65 Yrs,& Over] Unknown Total Per

Professional Disclpline M P M Flm FiMm £ Im r M F Discipline
Hospital Adminisgtrator 0 0 5 0 16 0 43 3|33 1 2 0 2 L] 105
Health Administrator 1 0 8 0 8 2 19 41190 o 2 ] 2 0 56
Medical Records Administrator 0 0 [\ 6 0 4 1 610 5 0 2 0 1 25
Medical Technologist 0 0 6 s {10 s| 9 612 4]0 2 |o 2 51
Nurse, RN 1 1 7 52 7 122 8 2291 1 134 | 1 4|2 20 589
Nurse, LPN or LVN 0 0 0 1 3 3 0 2|1 1 ;0 0 0 0 11
Nutritionist 0 2 1 9 0 S 1 §| 0 7 .0 0 0 1 31
Dietitian 0 1 0 9 0 7. 0 12| 0 17 0 3 0 1 S0
Occupationa! Therapist 0 0 Q 0 0 1j o 3| o 0 0 0 10 0 4 4
Pharmacist 1] 0 3 Q 5 11 4 17 0 1 0 3 2 0 2 24
Physical Therapist 0 0 3 2 1 3 S 4( 0 0 ] 0 0 [ 9 18
Physician, DO 1] 0 0 0 0 0 1 0|0 0 ] 0 ;0 0 0 1
Physician, MD 0 ] 0 0 8 0 8 215 2 49 0 1 1 5 46
Sanitarian 6 1 69 8 49 0 40 2|24 1 1 1 4 o 13 206
Social Worker 0 0 0 2 0 1 1 St 1 3'0 0 1 1 12 15
Architect 0 0 2 0 7 0 4 1 2 0 i 1 0 0 0 1 17
Engineer 0 0 12 0 12 [ 9 0] 7 00 0 0 0 0 40
Speech or Audiologicai Therapist 1 1] 2 0 1 1 2 of o0 1 ‘ 0 1] 1 [1] 2 9
Recreational Therapist 0 0 4 1 0 0 1 1.0 1,0 [} 0 3 8
Laboratory Technician 0 0 4 4] 2 0; 5 1{ 2 1 0 [ 0 2 15
Flre Marshal ; Life Safety Code | [}

Surveyor; Health Inspector 1 0 12 [} 13 0! 28 1[17 0 S 0 3 [ 1 80
Counselor 0 0 0 0 1 0 I 0 07 0 0 0 0 0 0 0 1
Educator 0 [ 0 1 0 1 ' 0 03 0 0 0 0 0 2 5
Nursing Home Administrator 0 0 Q ] 1 0 2 0'3 0 0 o |o 0 [ 6
Surveyorl 1 o_|33 4|20 3. 25 2126 3 1ls olg 0 12 128

Total [ s N7t 100 {164 159 [ 16 290 154 181 27 12 f24 27 1,541

l‘l‘his category includes: persons who called themselves surveyors, persons who left the question regarding discipline blank, ana

persons whose professional disciplines could not be coded in the above categories.

54




TABLE 7

NUMBER OF SURVEYORS BY DISCIPLINE
WHO ARE REGISTERED OR CERTIFIED, 1974

21

e

Not Registered Not Ascertained
Professional Discipline Registered or Certified or Certified or Not Applicable Total
Hospital Administrator 18 14 73 105
Health Administrator 16 9 31 56
Medical Records Administrator 22 1 2 25
Medical Technologist 36 6 9 S1
Nurse, RN 575 2 12 589
Nurse, LPN or LVN 10 1 0 11
Nutritionist 23 2 6 31
Dietitian 49 0 1 50
Occupational Therapist 4 0 0 4
Pharmacist 23 0 1 24
Physical Therapist 17 0 1 18
Physician, DO 1 0 0 1
Physician, MD 41 3 2 46
Sanitarian 145 32 29 206
Social Worker 10 2 3 15
Architect 12 0 5 17
Engineer 27 7 6 40
Speech or Audiological Therapist S 1 3 9
Recreational Therapist 3 0 S 8
Laboratory Technician 8 1 6 15
Fire Marshal; Life Safety Code
Surveyor or Health Inspector 18 3 59 80
Counselor 0 1] 1 1
Educator 3 0 2 )
Nursing Home Administrator 3 0 3 6
Surveyorl 20 7 101 e 128
Total 1,089 91 361 1,541

1 This category includes: persons who called themselves surveyors, persons who left the §uestion regarding discipline blank,
and persons whose professional disciplines could not be coded in the ahove categories,
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TABLE 8

NUMBER OF PHYSICIAN/SURVEYORS
PER MEDICAL SPECIALITY, 1974

Physician's Number of
Medical Specialty Physician/Survevyors
Anesthesiology 5
Geriatrics 2
Internal Medicine 4
Pediatrics 1
Public Health 10
Psychiatry 8
Pathology 3
Preventive Medicine 6
Obstetrics/Gynecology 1
Not Ascertained 6

Total 46
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TABLE 9

NUMBER OF SOCIAL WORKER/SURVEYORS
PER SOCIAL WORK SPECIALTY, 1974

Social Work Number of
Specialty Social Work/Surveyors

Medical Social Work 6

Psychiatric Social Work 1

Public Health Social Work 1

Community Organization/Community

Mental Health 1
Not Ascertained 6
Total 15

16
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TABLE 10

TYPE OF AGENCY EMPLOYING SURVEYORS,
BY PROFESSIONAL DISCIPLINE, 1974

Professional Discipline State County
Hospital Administrator 104 1
Health Administrator 56 0
Medical Records Administrator 25 0
Medical Technologist 51 0
Nurse, RN 579 10
INurse, LPN or LVN 11 0
INutritionist 31 0
Ppietitian 48 2
Occupational Therapist 4 0
Pharmacist 23 1
Physical Therapist 17 1
Physician, DO 1 0
Physician, MD 46 0
Banitarian 184 22
Bocial Worker 15 0
Architect 17 0
Engineer 40 0
Speech or Audiological Therapist 9 0
Recreational Therapist 8 0
[Laboratory Technician 15 0
Fire Marshal; Life Safety Code

Inspector; Health Inspector 80 0
Counselor : 1 0
Educator S 0
INursing Home Administrator 6 0
Surveyml 127 1

Total 1,503 38

lThis category includes: people who called themselves surveyors,
persons who left the question regarding discipline blank, and
persons whose professional disciplines could not be coded in
the above categories.



TABLE t1

WORK EXPLRIENCE QF SURVEYORS,BY PROFESSIONAL DISCIPLINE, 1974

28

Years of Survey Experience Years Experience 1n the Health Field Years Experience in Non-Health Field

\ 8 Not 25 Uryi::s 25 Ovyearg

Protessional Discipline D lyear| 2-4 5-7 JormordAscer-| year| 2-4 | 5-9 [10-14{15-19}20-24}years |y .| 1 year] 2-4 | 5-9 |10-14]15-19 120-24 jyears X’SC“"

or lesslyears |ycars | yeers[tanedjor less|years |years |years |years Jyears prmore), Lo 07 less{years | years | years |years |years [or n.ore| laint‘rd

Hospital -
Hospital Administrator | 13 45 23 22 2 % 8 8 10 7 30 34 6 1 14 4 4 2 1 3 76
Health Administrator 9 21 17 9 1] 3 12 6 4 5 9 10 7 2 ] 6 3 1 t 2 33
Medical Records Administrator ‘ 8 11 3 4 1 3 2 1 3 6 4 4 2 1 5 1 3 4] 0 0 15
Medical Technologist 7 20 15 9 [ 0 3 8 10 9 8 11 2 1 4 3 0 [ [ 0 43
Nurse, RN ‘156 233 99 30 11 2 22 72 98 BS 118 179 13 10 21 10 12 0 0 1 535
Nurse, LPN or LVN 4 2 3 2 [ 0 0 3 1 0 4 3 0 0 0 ) 1 0 0 0 10
Nutritiomist 1l S 12 1 2 1 [} 8 S 3 1 0 7 4 2 1 3 1 ] 2 20
' Dietitian 14 15 11 10 0 1 7 13 4 7 5 13 1] 4 5 5 2 2 0 0 2
|| Occupational Therapist o1 3 [¢] 0 4] 0 0 1 o 1 2 0 ] [ 0 0 0 0 0 1] 4
! Pharmacist o4 9 7 3 1 0 0 3 3 6 4 7 1 0 0 1 1 0 0 L] 22
Physical Therapist 3 8 4 3 0 0 ¢ S 5 3 1 3 1 0 3 1 ] 0 0 0 14
Phystcian, DO 0 e 0 1 o 0 0 0 0 o 0 1 0 0 0 0 0 0 [} 0 1
Physician, MD H 20 13 B 0 9 0 5 5 3 7 23 3 o 1 1 0 0 0 0 44
Sanitanan 45 77 47 34 3 17 48 49 18 11 15 12 36 5 24 22 7 9 5 2 132
Social Worker 3 4 8 o 0 0 3 2 1 2 3 1 3 1 1 3 2 1 0 0 7
Architect 0 7 4 3 3 2 2 2 ] 0 0 1] 11 ] 1 2 2 S 3 0 4
Engineer 5 19 8 7 1 1 7 5 1 1 0 [¢] 25 0 6 9 3 2 7 3 10
Speech or Audiological “herapist 2 4 2 1 0 0 1 1 1 2 0 ] 4 0 2 0 1 0 1 o 5
Recreational Technician 3 2 2 [¢] 1 1] 2 2 ] 0 0 0 4 [} 3 2 0 1 1] 0 4
Rre Marshatl; Life Safety Code 1 6 S 2 1 0 2 2 1 q [ q 2 1 1 0 1 0 0 0 12
Surveyor; Health Inspector

Counselor L 17 45 7 2 9 4 7 6 4 1 1 1 56 2 10 7 7 5 15 17 7
Educator 1 0 ] 0 0 o 0 ! 0 [¢] [¢] 0 0 0 0 1 0 [ 0 0 0
Nursing Home Administrator 3 [ 0 2 ] 0 o 1 1 Q 0 1 2 [} i 2 0 1 0 1] 1
Surveyor! 0 2 1 3 0 0 ! 2 0 0 3 0 [ 0 [ 0 2 0 0 0 4

— .ol 38 62 10 17 3 12 21 14 14 ) a 9 44 7 13 7 10 7 8 16 60 |

Totat 351 6201 299 233 38 48 [154 220 189 {162 223 3ls | 229 39 123 88 62 37 41 46 11,108

Ihis category includes; persons who called themselves surveyors, persons who left the question regarding discipline blank, and persons
whose professional disciplines could not be coded in the above categories

8%C
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TABLE 12

JUMBER OF RESPONDENTS PER HEALTH FIELD
PRIOR TO EMPLOYMENT AS SURVEYOR, 1974

Health Fields In Which
Respondents Worked
Prior to Becoming

Surveyors Number of Respondentsl
Hospital Administration 110
Health Administration 50
Medical Records Administration 25
Medical Technology 34
Nursing, Administration 116
Nursing 465
Nursing Home Administration 46
Dietetics 60
Nutrition . 17
Occupational Therapy S
Physical Therapy 15
Recreational Therapy 6
Physician (M.D.) 39
Physician (D.0.) 1
Dentistry 5
Pharmacy 30
Sanitation 85
Environmental Health 36
Health and Safety Inspection 60
Biological Science/Laboratory Work 77
Food/Dairy Processing 12
Social Work, Health-Related 14
Architecture, Health-Related 7
Education, Health-Related 95
Public Health 116
Hospital Work, Unspecified 74
Other 73
1

Total does not equal 1,497 as some of the 1,497 respondents for whom
the question was applicable or from whom an answer was ascertained
served in more than one field prior to becoming surveyors.

19
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TABLE 13

EDUCATIONAL ATTAINMENT OF SURVEYORS, BY PROFESSIONAL DISCIPLINE, 1974

Level of Ed 1 Attal 2
Tech-

. Some High nical Asso- | Diploma| Bacca-| Some Grad- Not

Professional Discipline High School Some |School |ciate in laureate | Graduate| uate |Ascer-

School | Diploma | College | Certifi-| Degree| Nursing | Degree | Work School|tained

Only Only cate \
Hospital Administrator [} 6 1 11 7 3 a6 25 42 [}
Health Administrator 0 3 2 s 7 4 a1 15 15 1
Medical Records Administrator 0 1 3 7 6 1 14 8 1 0
Medical Technologist 0 0 0 S 2 0 49 9 1s 0
Nurse, RN 1 0 20 8 18 485 293 111 149 1
Nurse, LPN or LVN 0 0 0 4 1 6 3 2 0 0
Nutritionist [ 0 0 0 0 0 31 7 18 0
Dietitian 0 0 ] 1 0 0 49 12 28 0
Occupational Therapist I 0 0 1] 0 0 4 4 0 0
Pharmacist ] ] o 1 1 0 22 6 3 1
Physical Therapist (] 0 o 2 0 1 18 4 7 0
Physician, DO 0 0 0 [ 0 0 1 [ 1 [
Physician, MD (] 0 0 1 0 1 45 1 43 1]
Sanitarian 1 16 1 22 14 1 172 52 34 0
Social Worker 0 [ 0 0 1 1 14 1 12 -0
Architect 1] 5 0 0 1 0 10 1 1 1
Engineer 0 [ 1 2 0 0 39 10 11 0
Speech or Audiological Therapis 0 3 0 0 1] 0 6 3 V] 0
Recreational Therapist 1] 0 ] 1 2 0 6 0 5 0
Laboratory Technician 0 0 0 4 1 0 12 3 7 0
Fire Marshal; Life Safety Code

Surveyor: Health Inspector 1 35 6 19 6 0 15 3 1 1
Counselor 0 0 0 0 0 0 1 0 1 0
Educator 0 1 0 1 0 0 H 1 3 0
Nursing Home Administrator 0 0 1 0 0 0 4 1 1 0
Surveyor ! 5 a2 k! 17 s 3 72 18 17 1
Total 8 102 ki 111 72 506 1,012 297 415 6

Ithis ca téqow includes: persons who called themselves surveyors, persons who left the question reandlhq discipline
blank, and persons whose professional disciplines could not be coded in the above categories.

2Persons who attended high school or recejved a high school diploma and went no further were included in the categories
referring to high school, Persons who went further than high school were coded in other categories. If they had cre-
dentials in more than one area, they were coded in all areas that applied, with two exceptions. (1) People who re-
cefved baccalaureate or associate degrees were not included in the "some college” category, and (2) persons who
received graduate degrees were not included in the category "some graduate work® unless the field of study listed by
the respondent under "some graduate work® differed from that in which the respondent received a graduate degree.

11414
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TABLE 14

FIELD OF STUDY FOR 111 SURVEYORS
WHO ATTENDED TECHNICAL SCHOOL, 1974

Field of Study

Business

Trade

Sanitation

Medical Training

Fire and Safety

Not Ascertained

76-611 O - 76 - 17

Number of Surveyors

12

33

42

10

2]
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TABLE 15

SURVEYORS' FIELDS OF STUDY BY,EDUCATIONAL ATTAINMENT, 1974

Field of Study

2
o H 3
@ = & a
£ s £1 8 8
=1 5 CRE k=1
3 2 —l8{a) 8 e
I k=] Q 5 o
Level ) g €| E € E 3 “2 > = 5
of = H s13 slejo|g| & B 8
. r] -3 = | < alE E| o]l s
Educational o EY | a NE IR IR IR = o | Total
Auainment ! ° 3 R 5 Zle AN E E|l S| = T ]
& e Els o} 21 8 SlE|SjE| =181 8 S -
wlele s|lala|Ee = il e sl lslcleleglal2lz)= 3
21819 sl 28ie|5)5)el. S .. 5 xle|oat o x| §|wa|Zi s . 5
| 81&8)la)2|5|a|El812]8 2131zl 2|zte|lz|=|5|2|Siei8]|3]3 8
al2|lal=|3s]8]|¢& 2|8 0|3 AR Sl e|3te 3 3
slzl8el|efielslel121]% ElStgistelBlale|elels|8laleolElels
ElelelEtels Bz 15telsr= e|sls|elBt2 |zl 2|5)5]8)z21818|5(8]8
2l8|els|s|8|8lzls e 1q|a|2|E18|el2|8|a|=2|e|aj2|&|2|2j2|8|0|=
Some College olalolo|lofo|ojo |1 oo ]ofojrfofjojol]oijo o|lojoft2)0]ofz2]18] 38
Assoclate Degree slzlsfiunialv o rfolajofio}r 2|1 |ofof2foj1|rjojojofo]2]2i3]| s} 72
Baccalaureate Degree b1 |se{147]73 {26 |47 |64 |19 |11 |17 |18 |0 lieajrz|2alie|o s [ 310 j1s]o o8 37|s]4a] 1i10)196)1,012
Some Graduate Work 7 larl2zfe2 s |s |halafvafezfa jarleafofr |s|ajafefas]tr |7]2)e6t20] 2|o0]z] 22 207
Graduate Degree 4 |2a|29|13}1 |atfsseqro]aloles|t |7ola |2 o |8 |of1]ar]ss|o|sj2|2s|33]oyo]7 |14 415

1H’ respondents had credentfals in more than one area, they were coded in a1l areas that applied, with two excepticns,
(1) peapie who received baccalaureate or assiciate degrees were not included in the “some college” catelory, and {2}
persons who received graduate degrees were not included in the catenory “some graduate work" unless the field of
study listed by the respondent under “"some nraduate work" differed frors that in which the respondent received a
graduate degree.
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TABLE 16

EDUCATIONAL ATTAINMENT OF SURVEYORS,
BY NUMBER OF YEARS EMPLOYED AS SURVEYOR, 1974

Level of Educational Attainme t!
Some High Tech-
High School nical Asso- |Diplomal Bacca- Some Grad- Not
Number of Years School | Diplomai Some |School ciate in laureate jGraduate! uate |Ascer-
of Survey Experience Only Only |College |Certifi~ |Degree |[Nursing { Degree Work |Degree [tained
. cate ’
1 year or less 1 19 7 1 20 128 220 62 82 0
2 - 4 years 7 Sl 15 33 36 201 385 127 144 3
S - 7 years 0 11 8 45 9 90 222 58 98 0
8 or more years 0 15 7 24 7 78 165 44 83 0
Not Ascertained 0 6 1 8 0 9 20 6 8 3
Total 8 102 38~ 111 72 506 1,012 297 415 (]

TPersons who attended high school or received a high school diploma and went no further were included in the categories

referring to high school.

the respondent under “some graduate work"

Persons who went further than high school were coded in other categories.
dentials in more than one area, they were coded in all areas that applied, with two exceptions,

If they had cre-

(1) people who re-
ceived baccalaureate or associate degrees were not included in the "some college” category, and (2) persons who re-
ceived graduate degrees were not included in the category

"some graduate work" unless the field of study listed by

differed from that in which the respondent received a graduate degree.

€9¢
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SECTION B. TRAINING OF SURVEYOR)S

In this section of the report there are seven tables
describing the kinds of training that surveyors have had. As
-in Section A, several general points may be derived from
these tables and from additional information found in the
questionnaire:

(1) Sixty percent of the surveyors responding
to the questionnaire have attended one or
more of the DHEW-sponsored university-
based courses. Fifty-nine percent had at-
tended the basic course; 9 percent, the ad-
vanced course; and 4 percent, the super-
visor training institute. By region, Regions
VI and IX had the highest percentage
attendance at the DHEW-sponsored
courses.

(2) Not included in the tables is information
pertaining to the location and date of
attendance at the university-based courses.
The data reveal that 45% of the 861 per-
sons who reported the university they
attended for the basic course had received
training from Tulane. Twenty-one percent
received their training from the University
of California at Los Angeles; 13 percent,
the University of Colorado; 13 percent, the
University of Maryland; and 8 percent;
the University of New Hampshire. Most
hgd taken the basic course during 1972 or
1973.

(3) The likelihood of attendance at a univer-
sity-based course increased with the
number of years that a surveyor had been
employed. Only 30 percent of those
employed one year or less had attended any
of the courses. Sixty percent of those
employed two or four years had attended a
course. And 73 percent of those employed
five to seven years or 8 or more years had
attended.

(4) Percentagewise, the professional discipline
most likely to be in attendance at any
university-based course were hospital ad-
ministrators, health administrators, regis-
tered nurses, social workers, speech or
audiological therapists, and nursing home

24
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administrators. Nurses, who represented 38
percent of the total population of sur-
veyors, had 71 percent attendance for at
least one course.

(5) Fifty-four percent of the respondents re-

ported having professional disciplines that
required continuing education. Of these in-
dividuals, 62 percent stated that the
DHEW-sponsored university-based courses
met the discipline’s requirements. Courses
most likely to meet requirements were the
basic and advanced courses.

(6) Those most likely to have attended a

university-based course were those who had
received at least one higher-educational
credential. Those least likely to have
attended were those who had attended high
school only or received a high school
diploma only.

(7) Aside from the university-based courses,

respondents had opportunities to attend
other continuing education conferences.
Approximately 70 percent availed them-
selves of that opportunity since 1972.

25
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TABLE 17

ATTENDANCE AT DHEW-SPONSORED COURSES,
BY REGION, 1974

Attendance at any DHEW Course

1
Number Who Attended

Region Not Supervisor
Attended Did Not Attend Ascertc;lned Cﬂsusri:e Ag;:_:.z:d Training
Institute

Region.1 83 68 ] 81 15 S
Region II 116 77 1 109 2 3
Region III 86 92 2 82 15 7
Region IV 105 S7 0 105 22 12
Region V 161 147 2 156 29 10
Region VI 102 33 1 102 27 7
Region VII 75 41 1 74 9 4
Region VIII 48 30 0 47 0 3
Region IX 103 36 3 102 22 11
Region X 49 28 0 49 2 1

Total 922 609 10 907 143 63

1Persons who attended more than one course were included in all categories that applied.

96¢
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TABLE 18

ATTENDANCE AT DHEW-SPONSORED CCURSES, BY STATE, 1974

Attendance at any DHEW Courses Number Who Attended 1
State Supervisor
Did Not Not Basic Advanced | Trafning
Attended Attend Ascertained| Course Course Institute
Alabama 22 2 0 22 6 1
Alaska 2 4 Y 2 1 1
Arizona 7 4 1 ? 4 0
Arkansas 7 :] 0 7 0 0
California 86 23 2 86 14 10
Colorado 11 10 0 11 0 0
Connecticut 20 12 0 20 6 1
Delaware S 4 0 5 1 0
District of
Columbia 8 S 0 8 2 0
Florida 25 20 0 25 11 3
Georgia 13 4 0 13 1] 0
Hawaii 6 3 0 S 2 0
Idaho 6 6 0 6 1 0
Illinois 45 42 i 43 5 2
Indiana 14 23 1 13 2 1
Towa 19 17 0 19 2 0
Kansas 10 14 0 9 3 1
Kentucky 1 7 2 11 0 1
Louisiana 11 0 0 1 11 6 0
Maine 11 15 0 10 [} 0
Maryland 21 11 0 21 5 1
Massachusetts 29 18 0 28 2 ]
Michigan 18 25 0 16 0 2
Minnesota 27 9 0 27 9 3
Mississippi 6 1 0 6 0 0
Missouri 32 3 0 32 0 1
Montana ] 3 o S 0 1
Nebraska 14 7 1 14 4 1
Nevada 4 6 [ 4 2 0
New Hampshire 6 11 0 6 1 1
New Jersey 2 29 1 2 [} 0
New Mexico 1 1 0 1 1 0
New York 102 43 0 101 1 3
North Carolina 10 14 [ 10 0 0
North Dakota 8 1 0 8 0 1
Ohio 32 18 0 32 13 2
Oklahcma 16 3 0 16 1 6
Oregon 12 S 0 12 [} 0
Pennsylvania 40 52 0 37 7 5
Puerto Rico 6 s ] 6 1 0
Rhode Island 13 7 0 13 6 3
South Carollna 9 4 0 9 3 )
South Dakota 14 4 0 14 0 0
Tennessee 9 5 0 9 2 2
Texas 67 21 1 67 19 1
Utah 9 7 0 9 [+] 0
Vermont 4 ] 0 4 0 0
Virginia 10 15 0 9 1] 1
Washington 29 13 0 29 0 0
West Virginia 2 5 2 2 [} 1
Wisconsin 25 30 0 25 o 0
Wyoming 1 S 1] 0 0 1
Total 922 609 10 907 143 63

Ipersons who attended more than one course were included in all categories that applied.
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TABLE 19

ATTENDANCE AT DHEW-SPONSORED COURSES,
BY PROFESSIONAL DISCIPLINE, 1974

Attendance at DHEW Courses

2
Numbe: Wio Attended

Professional Discipline Not Advanced Supervisor
Attended Did Not Attend {Ascertained Basic Course Course Training
. Institute
Hospital Administrator 85 20 0 8s 29 17
Health Administrator 43 13 0 41 9 8
Medical Records Administrator 9 16 0 9 1 0
Medical Technologist 9 39 3 9 0 1
Nurse, RN 420 166 3 415 S7 21
Nurse, LPN or LVN 10 1 0 10 0 1
Nutritionist 14 17 0 14 2 0
Dietitian 26 24 0 25 1 1
Occupational Therapist 1 3 0 1 0 0
Pharmacist 15 9 0 14 1 1
Physical Therapist 7 10 1 8 1 0
Physician éD.O.% ~ 1 0 0 0 0 1
Physician (M.D. 4 42 0 3 1 0
| Sanitarian 151 55 0 151 24 S
. Social Worker 12 3 0 12 1 0
i Architect 2 15 0 1 0 0
i Engineer -6 34 0 6 [} 0
E Speech or Audiological Therapist 7 2 0 5 1 0
| Recreational Therapist 5 3 0 [ 1 0
! Laboratory Technician 2 13 0 2 2 0
. Fire Marshal; Life Safety Code
Surveyor; Health Inspector 12 65 3 11 [} 0
+ Counselor 0 1 0 0 0 0
! Educator 3 2 0 3 1 0
| Nursing Home Administrator 5 1 0 S 1 1
rveyo 73 55 0 72 10 6
Total 922 609 10 907 143 63

IThis category includes: persons who called themselves surveyors, persons who left the question blank, and
persons whose professtonal disciplines could not be coded in the above categories.

2Persons who attended more than one course were included in all categoreies that applied.
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TABLE 20

ROLE OF DHEW-SPONSORED COURSLS
IN MZETING PROFESSIONAL DISCIPLINL'S REQUIREMENTS
FOR CONTINUING EDUCATION, BY PROFESSIONAL DISCIPLINE, 1974

Courses that Meet Discipling 's Requira ments;

62

Number Number of Surveyors Whose
of Professional Disciphines Re-
Surveyors quuc Continuing Education
Whose Basic,
Professional Discipline Professional Basic  [Advanced [Advanced
Disciplines DHEW-Sponsored| DHEW-Sponsored Basic and and and
Require Courses Mce" Courses Do Not Supervisor] and Supervisod Supervisod Supervisor | Not
Continuing Discipline’s Mcet Discipline's) Basic Training d d|Training |Traiwning | Training Ascor-
Education Requirements Reguirements Course Institute | Courses |Institute [Institute | Institute taincd
Hospital Administrator 57 44 13 0 7 2 3 17 1 b 8 0
Health Administrator 33 28 S 0 1o 2 2 6 1 1 6 0
Medical Records Administrator 25 11 & B 2 0 [} 1 o 0 6 2
Medical Technologist 26 4 18 o 3 2 [} 1 o 0 1 ¢
Nurse, RN 285 187 85 13 93 20 6 50 0 [ 18 0
Nurse, LPN or LVN 7 7 [ 0 4 1 o 1 0 0 1 0
Nutritionist 30 3 16 s 4 1 0 1 0 0 2 1
Dietitian 50 14 29 7 q 1 1 3 0 0 5 0
Occupational Therapist 3 2 1 0 [ 1 ¢ 0 0 0 0 1
Pharmacist t4 5 9 [ 1 1 [ 0 ] [ 2 1
Physlcal Therapist 2 ! 1 ] 1 0 0 4 0 Y 4 4}
Physician, DO 0 0 0 0 o 0 0 0 0 0 0 0
Physician, MD 27 4 19 q 1 1 0 L] [ 0 0 2
Sanitarian 112 92 16 4 40 6 3 29 1 0 13 0
Social Worker 4 3 1 0 0 [ 0 1 0 0 2 0
Architect 3 2 1 0 0 1 o 1 0 o L] [
Engineer 19 8 11 [ 1 2 1 1 ] 0 2 1
Speech or Audiological Therapist 6 6 0 0 3 3 0 0 0 0 0 0
Recreational Therapist 3 1 2 0 0 1 0 ] 0 L] 0 0
Laboratory Technician 6 1 5 0 0 0 1 0 0 0 0 0
Fire Marshal; Life Safety Code
Surveyor; Health Inspector 51 28 18 5 7 0 8 [ 1 2 [}
Zounselor 0 L] [ 0 ] 0 0 4 0 0 4]
Educator 3 3 0 0 2 1 0 0 [ 0 0
Nursing Home Administrator 6 5 0 1 0 1 4 0 [ 0 0
Surveyor 60 48 12 0 11 (1] 11 0 4 9 L]
Total 832 517 Z68 a7 194 20 135 312 77 N

1
This category includes:

persons who called themselves surveyors, persons who left the question regarding discipline blank, and persons
whose professional disciplines could not be coded 1n the above categories.
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TABLE 21

ATTENDANCE AT DHEW-SPONSORED COURSES,

BY EDUCATIONAL ATTAINMENT, 1974

Attendance at any DHEW Course

Number Who Attended:2

Levelvof ]
s |
Attended Did Not Attend | Ascertained g::r':e Ag;ﬁ:::d Crztxr:sr;g
Some High School Only 2 [ 0 2 0 0
High School Diploma Only 38 63 1 34 7 S
Some College 25 12 1 25 8 ]
Technicat School Certificate 57 52 2 57 7 7
Associate Degree 42 28 2 42 7 3
Diploma in Nursing 360 144 2 357 48 17
Baccalaureate Degree 620 387 5 613 101 45
Some Graduate School 202 92 3 202 38 18
Graduate Degree 239 176 [ 233 24 2]
Not Ascertained 3 2 1 3 1 [}

]Persons who attended high school or received a hi

gh school diploma and went no further were included in the categories
referring to high school. Persons who went further than high school were coded in other categories.

If they had cre-
dentials in more than one area, the

y were coded in all areas that applied, with two exceptions, {1) people who re-

ceived baccalaureate or associate degrees were not included in the "some college" category, and {2) persons who re-

ceived graduate degrees were not included in the category "some graduate work"

the respondent under "some graduate work"

2persons who attended more than one course were included in all categories that applied.

30

unless the field of study listed by
differed from that in which the respondent received a graduate degree,
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TABLE 22

ATTENDANCE AT DHEW-SPONSORED COURSES,

BY NUMBER OF YEARS OF SURVEY EXPERIENCE, 1974

Number of Years

Attendance at DHEW Courses

Number Who Attended

1

of Not Supervisor

Survey Experience Basic Advanced Training

Attended Did Not Attend | Ascertained Course Course Institute
1 year or less 105 242 4 105 2 2
2 - 4 years 411 208 1 402 62 24
S - 7 years 218 78 3 217 43 19
8 or more years 171 62 0 166 32 17
Not Ascertained 17 19 2 17 4 1
Total 922 609 10 907 143 63

Ipersons who attended more than one

course were included in all categories that applied.
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TABLE 23

REGIONAL LOCATION OF SURVEYORS,
BY CONTINUING EDUCATION CONFERENCES,
COMPLETED SINCE 1972

2t

Health, Education, and Welfare Regio:
Continuing Education Conferences
I i3 I w v VI vit vIIr X X Total

Number of respondents who have

attenced continuing education

courses 104 140 129 118 195 79 79 57 107 64 1,072
Number of Respondents who have

not attended a9 45 41 40 105 54 34 19 30 12 419
Not ascertained 8 3 10 4 10 3 4 2 5 1 s0
Subjects of Conferences
Administration 3 17 7 8 13 10 4 5 7 2 76
Care of Aging 4 20 10 7 21 B 4 5 14 3 83
Dietetic Services 10 14 3 9 15 12 2 1 8 S 7%
Environmental Health 1 2 2 [} 9 2 3 2 3 2 6
Life Safety 6 27 30 6 32 6 16 9 10 6 148
Home Health Agencies 2 1 1 0 1 3 1 2 1 1 13
Infection Control 6 20 7 3 11 1 3 H 7 4 67
Laboratory Procedures 2 3 2 3 ] 2 1 1 8 H 30
Hospital Services 1 1] L] 1 1 1 0 2 0 1] 6
Legal Aspects 1 2 0 1 0 1 [ 0 7 2 14
Medicat Records 12 7 9 12 15 6 3 6 16 2 88
Mental Health 4 2 0 0 3 ] 2 1 4 Q 16
Mental Retardation S 2 2 S 4 6 ] 0 8 3 35
Intermediate Care Facilities 5 5 7 4 4 8 3 1 3 5 45
Skilled Nursing Facilities 5 1 6 6 3 7 1 2 1 4 36
Nursing Services 14 17 4 12 24 7 6 8 13 4 109
Patient Activitles 3 1 1 H 7 0 0 4 5 2 28
Pharmacy Services 13 3 7 11 9 4 12 ) 5 2 67
Radiation Hazards 1 o 0 0 1 0 2 0 ] 0 4
Rehabilitation 9 1 2 1 10 1 2 1 4 1 32
Soclal Services 2 5 1 4 3 0 2 1 1 1 20
Survey Process 12 5 27 16 29 21 11 7 10 9 147
Title VI 0 0 0 1 9 0 ] 0 0 0 1
Title XVIII & XIX (Regulations) 13 17 15 15 17 13 5 7 15 16 133
Utilization Review 1 7 7 3 7 2 S 1 S 10 48
Government-conducted Workshops]

Seminars, Staff Meetings

(toptc unspecified) 24 10 34 29 26 12 13 9 21 12 190
Conferences conducted by Associ~
attons In Respondent's Discipline 15 21 14 16 27 8 7 9 1n 13 141
Conferences dealing with Specific

Diseases 3 3 4 3 8 1 1 3 4 2 32
Other 20 23 s 21 32 2 14 11 24 8 170
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SECTION C. SURVEY RESPONSIBILITIES AND
ACTIVITIES

This section of the report deals with surveyors’ activities
and responsibilities. There are 22 tables in this section which
describe program responsibility, functional responsibility,
survey structure, kinds of facilities surveyed, conditions of
participation and standards surveyed, estimated number of
facilities surveyed per year, and estimated number of hours
spent surveying particular kinds of facilities.

General points that may be drawn from these tables
include:

(1) Seventy percent of the surveyors are re-
sponsible for Title XVIII, Title XIX, and
Licensure.

(2) Twelve percent of those reporting that have
survey activities spent one to 25 percent of
their time as surveyors. Nineteen percent
spent 26 to 50 percent; 16 percent, 51 to 75
percent; and 43 percent, 76 to 100 percent.
The estimates of 10 percent were not
ascertained. (Not included in the tables is
information about the number of hours
spent in survey-related activities. These
may be summarized as follows. Reporting
surveyors spent an average of four hours
per week in pre-survey file review. They
spent an average of 16 hours per week in
actual surveying. An average of nine hours -
per week is spent in report writing and
other survey-related activities, while an
average of eight hours is spent in travel. An
average of seven hours is spent in con-
sultation and/or. follow-up. Seven hours
are spent in other activities. This brings
the average work week for surveyors to
approximately 51 hours. This average may
be somewhat inflated, but some surveyors
reported that travel was on the ‘‘sur-
veyor’s own time’’ and others reported that
they normally worked a longer than 40
hour week.)

(3) In addition to their survey activities, one
percent of the surveyors spent their time in
director positions. Eight percent reported
that they spent a portion of their time in
administrative duties in offices. Twelve
percent acted in supervisory capacities.
Sixty-two percent functioned as con-
sultants.
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(4) Those most likely to hold administrative
duties are those who hold higher-éduca-
tional credentials.

(5) The likelihood of holding administrative
positions is directly associated with the
number of years of survey experience.

(6) Males are significantly more likely than
females to hold administrative positions.

(7) Seventeen percent always work as single
surveyors. Fifty-one percent sometimes as
single surveyors and sometimes as part of a
team. Thirty-one percent always work as
part of a team.

(8) Facilities for which a team is most likely to
be used include general hospitals, psychiat-
ric and TB hospitals, skilled nursing
facilities, intermediate care facilities, insti-
tutions for the mentally retarded and other
related conditions, outpatient/physical
therapy services, and domiciliary facilities.

" Facilities for which a surveyor is likely to
be solely responsible include home health
agencies, independent laboratories, and
portable x-ray facilities.

(9) Persons in almost all disciplines were likely
to survey other conditions of participation
or standards as well as their own areas of
expertise.
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TABLE 24

PROGRAM RESPONSIBILITY OF SURVEYORS,
BY PROFESSIONAL DISCIPLINE, 1974

Kind of Program Responsibility
Professional Discipline Title Title Licensure |[Title XVIII | Title XIX | Title XViIl All Not
XVII XIX Only & Title XIX and and P.ograms | Ascertained
Licensure |Licensure
llospital Administrator 13 2 0 16 1 4 68 1
Health Administrator 0 0 2 4 S 1 41 3
Medical Records Administrator 1 0 0 8 1 1 13 1
Medical Technologist 13 1 1 6 1 9 19 1
Nurse, RN 28 21 6 39 19 29 440 7
Nurse, LPN or LVN 0 0 0 1 3 0 6 1
Nutritionist 1 1 0 2 1 2 24 0
Dietitian 2 0 0 S 4 3 34 2
Occupational Therapist 0 0 0 1 0 ] 3 0
Pharmacist 3 1 0 2 1 1 14 2
Physical Therapist S 1 0 4 0 0 8 0
Physician, DO 0 0 0 g 0 0 1 0
Physician, MD 5 V] 1 6 3 3 26 2
Sanitarian 1 0 6 5 8 4 181 1
Social Worker 1 0 0 2 0 1 11 0
Architect 0 0 2 3 [ 2 10 0
Engineer 1 0 0 1 1 0 36 1
Speech or Audiological
Therapist 0 0 0 1 2 0 6 0
Recreational Therapist 0 0 0 3 0 0 5 0
Laboratory Technician 5 0 1 1 0 1 6 1
Fire Marshal; Life Safety Code
Surveyor, Health Inspector 0 1 4 23 1 1 46 4
Counselor 0 0 0 1 Y] 0 0 0
Educator 1 2 0 1 0 0 1 0
Nursing Hlome Administrator 0 1 0 1 0 1 3 0
Surveyor 7 6 1 16 10 4 77 7
Total 87 37 24 152 61 67 1,079 34

This category includes: persons who called themselves surveyors, persons who left the question regarding discipline blank,
and persons whose professional disciplines could not be coded in the above categories.
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TABLE 25

PROGRAM RESPONSIBILITY, BY PERCENTAGE OF TIME
SPENT AS SURVEYOR, 1374

Percentage of

Program Responsibility

Title XVIIT
Time Spent Title XVIII Title XIX Title XVIII Title XIX Title XVIII and XIX

As Surveyor Certification| Certification| Llcensure and XIX Certification | Certification | Certification Not
Only Only Only Certification | & Licensure |& Licensure | & Licensure | Ascertained| Total
1-25 14 1 4 17 4 7 127 5 179
26 - 50 25 1 1 20 17 13 196 H 278
s1-75 10 T 3 18 5 12 184 2 238
76 - 100 25 24 13 57 26 25 444 6 620
Not ascertained 10 6 2 7 28 7 70 11 141
Total 84 36 23 119 80 64 1,021 29 1,456l

1,

Total does not equal |, 541 because 85 individuals did not list “surveyor"
answered later questions concerning survey activities.

as a functional responsibility even though they
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FUNCTIONAL RESPONSIBILITY, BY PROFESSIONAL DISCIPLINE, 1974

TABLE 26

1
Number of Surveyors Who Hold Functional Responsibility as:

Professional N .
Discipline Administrator f Supervisor Not
Director (in office) (of field Surveyor |Consultant Other Ascertained
operations)
Hospital Administrator 3 21 27 101 66 16 1
Health Administrator 4 18 17 52 26 8 4
Medical Records Administrator 1 0 1 23 24 0 0
Medical Technologist 0 11 9 S0 35 11 ]
Nurse, RN 7 21 10 564 386 97 16
Nurse, LPN or LVN 0 0 1 11 4 0 0
Nutritionist 0 1 4 31 25 6 0
Dietitian 0 3 5 44 40 16 4
QOccupational Therapist 0 ] 0 3 3 1 1
Pharmacist 1 2 1 23 21 S 1
Physical Therapist 0 2 1 15 14 1 2
Physiclan, DO 0 [} 0 0 0 0 1
Physician, MD 4 6 10 38 31 6 6
Sanitarian 1 15 22 201 133 26 2
Social Worker 0 1 0 15 13 4 0
Architect 1] 3 2 15 12 ] 2
Engineer 0 3 8 37 29 12 2
Speech or Audiological
Therapist [} [ 0 9 9 0 0
Recreational Therapist 0 1 1 8 S 2 0
Laboratory Technician 0 3 2 15 8 0 1
Fire Marshal; Life Safety Code
Surveyor; Health Inspector 1 1 6 70 24 10 2
Counselor 0 0 0 1 1 0 0
Educator 0 0 1 5 1 0 0
Nursing Home Administrator [} 1 1 6 2 0 [
| Surveyor2 1 13 20 119 46 10 3
Total 23 126 179 1,456 958 231 48

lRespondents were coded in all categories that applied.

2This category includes: persons who called themselves surveyors, persons who left the question regarding discipline
blank, and persons whose professional disciplines could not be coded in the above categories.
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TABLE 27

FUNCTIONAL RESPONSIBILITY OF SURVEYORS,
BY EDUCATIONAL ATTAINMENT, 1974

Number of Surveycrs Who Hold Functional Responsibilities as:?
Level of
Educational Administrator |Supervisor Not
Attainment! Director (in office) (of field Surveyor Consultant Other Ascertained
operations)

Some High School Only 0 0 2 7 2 1 0
High School Diploma Only 1 3 10 92 28 9 6
Some College 1 q 3 37 20 7 0
Technical School Certificate 0 10 12 105 63 15 2
Associate Degree 0 4 3 68 35 7 3
Diploma in Nursing 4 15 36 487 320 90 12
Baccalaureate Degree 18 110 146 957 693 145 30
Some Graduate School 7 31 50 286 209 39 5
Graduate Degree 12 51 63 388 299 65 15
Not Ascertained 1 1 0 5 3 0 1

]Persons who attended hi?h B

referring to high schoo

dentials in more than one area, t

chool or received a high school diploma and went no further were included in the categories
Persons who went further than high school were coded in other categories.

If they had cre-
hey were coded in all areas that applied, with two exceptions, (1) people who re-

ceived baccalaureate or associate degrees were not included in the "some college" category, and {2) persons vho re-
ceived graduate degrees were not included in the "some graduate work" category unless the field of study listed by
the respondent under "some graduate work" differed from that in which the respondent received a graduate degree.

2Respondents were coded in all categories that applied.
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TABLE 28

FUNCTIONAL RESPONSIBILITY OF SURVEYORS,
BY NUMBER OF YEARS OF SURVEY EXPERIENCE

Number of Years

Number of Surveyors Who Hold Functional Responsibllities as :l

Administrator Supervisor Not

of Survey Experienc

urvey Lxperlence Director (in offlce) | (of field Surveyor Consultant Other Ascertained
operations)

1 year or less 2 10 16 336 212 53 7
2 - 4 years 8 48 72 591 366 85 16
S -7 years 7 27 43 273 202 56 18
8 or more years 6 38 44 222 162 32 S
Not Ascertained 0 3 4 35 17 S 2
Total 23 126 179 1,457 959 231 48

lRespondents were coded In all categories that applied.
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TABLE 29

FUNCTIONAL RESPONSIBILITY, BY SEX OF SURVEYOR, 1974

Number of Surveyors Who Hold Functional Responsibility as:l

Sex Administrator | Supervisor Not
Director (in office) | (of field Surveyor Consultant- Other Ascertained
operations)
Male 16 97 122 720 437 97 23
Female 7 29 57 736 521 134 25
Total 23 126 179 1,456 958 231 48

lRespondents were coded in all categories that applied.
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TABLE 30

NUMBER OF SURVEYORS WHO WORK AS SINGLE SURVEYORS
SOMETIMES AS PART OF A TEAM, OR ALWAYS AS PART OF A TEAM,

BY PROFESSIONAL DISCIPLINE, 1974

Survey Structure

Professional Discipline Always Work| Sometimes Always Work Not Total
As Single Work As Part As Part Ascertained
Surveyor of a Team! of a Team
Hospital Administrator S 76 22 2 105
Health Administrator 7 35 1n 3 56
Medical Records Administrator 0 4 20 1 25
Medical Technologist 12 35 3 1 51
Nurse, RN 116 280 188 5 589
Nurse, LPN or LVN 0 7 2 2 1
Nutritionist 1 8 22 0 31
Dietitian 1 13 36 ] 50
QOccupational Therapist 0 1 3 0 4
Pharmacist 1 12 11 0 24
Physicat Therapist 4 7 7 0 18
Physician, DO 0 1 0 0 1
Physician, MD 7 29 9 1 46
Sanitarian 16 113 76 1 206
Social Worker 0 S 10 0 15
Architect 8 8 1 0 17
Engineer 11 20 9 0 40
Speech or Audiological Therap 1 5 3 0 9
Recreational Therdpist 1 4 3 0 8
Laboratory Technician 8 ] 1 0 15
Fire Marshal; Life Safety Code
Surveyor; Health Inspector 38 34 7 1 80
Counselor 1 0 0 0 1
Educator 2 2 1 0 )
Nursing Home Administrator 0 S 1 Q 6
Surveyor: 24 78 26 0 128
Total 264 788 472 17 1,541

lOf those respondents who sometimes work as single surveyors or always work as single surveyors, 770 use
consultant support back-up, 146 do not, and the answers of 136 were not ascertained.

2This category includes: persons who called themselves surveyors, persons who left the question regarding
discipline blank, and persons whose professionatl disciplines could not be coded in the above categories.
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TABLE 31

NUMBER Of SURVEYORS WHO WORK AS SINGLE SURVEYORS,
SOMETIMES AS PART OF A TEAM, OR ALWAYS AS PART OF A TEAM,
BY EDUCATIONAL LEVEL, 1974

‘I - Survey SL.rucLure o v
Level Of
Educational Alwéys Work Sometimes Always Work Not Total
Attainment! As Singie Work as Part As Part Ascertained
Surveyor of a Team?2 of a Team ;
Some High School Only o 7 1 0 8
tigh School Diploma Only 32 53 15 2 102
Some College 9 22 7 0 38
Technical School Certificate 23 55 30 3 111
Associate Degree 10 42 18 2 72
Diploma in Nursing 103 242 156 S 506
Baccalaureate Degree 148 509 346 9 1,012
Some Graduate School 36 166 93 2 297
Graduate Degree 58 194 157 [ 415
Not Ascertained 1 5 0 0 6

persons who attended high school or received a hich school dirloma and went no further were included in the categories
referring to high schooi. Persons who vent further than high school were coded in other cateqories. [f they had cre-
dentials in more than one area, they were coded in al) areas that applied, with two exceptions, (1) people who re-
ceived baccalaureate or associate degrees vere not included in the “"some college” category, and (2} persons who re-
ceived graduate degrees were not includec ir the "some qraduate work" category uniess the field of study listed by
the respondent under “some graduate work" differed from that in which the respondent received a graduate degree.

2Of those respondents who sometimes work as single surveyors or always work as single surveyors, 770 use consultant
support back-up, 146 do not, and the answers of 136 were not ascertained.
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NUMBER OF SURVEYORS SURVEYING PARTICULAR KINDS OF FACILITIES,
BY SURVEY STRUCTURE

TABLE 32

Kind of Facilities3

"
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Work as Single
Surveyor 469 257 585 522 189 126 65 44 87 14 6 5
Work as Part of a
Team 758 361 910 769 322 91 32 77 104 12 6 5

1
The kinds of facilities surveyed with a particular structure could not be ascertained for 73 of the 1,541 respondents.

2Resmonchents who “"sometimes work as part of a team" were divided and coded into the other two categories, "work as

single surveyors" and “work as part of a team." See question G. | in questionnaire.

3Respondents who survey more than one kind of facility were included in all categortes that applied.
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TABLE 33

NUMBER OF SURVEYORS SURVEYING PARTICULAR
KINDS OF FACILITIES, BY REGION, 1974

Number of Sarveyors Who Survey'l

> >

s = &
o = 83 w = @
2| 2 (5= e | g 2
S| p =& 2| 82 5| =
Mo Q <] @ ] 3]
Region & 2|5 2 ‘q; s |2 2 2
2 O |80 < S E o )
— — o
2l 2120 5| 2 S S !
0 > 2 1§®% g a @ e o x
I = 5 |2ve & T | gal = °
= o 2 1583 @ =8 T o
a | &8 E 1223 o g | 85 = ;.
8| S| £ |2%8 5| 2 |35 §| b
T & £ |5&80 = S |o&) A <
Region I 65 100 97 29 22 10 16 33 4
Region I1 163 159 139 77 12 13 28 7 1
Region IIT 103 150 141 99 26 9 19 49 4
Region IV 150 144 133 86 48 13 23 27 6
Region V 165 249 243 158 17 9 21 34 5
Region Vi 63 106 103 38 17 S 16 5 3
Region VII 72 87 84 36 6 3 8 31 3
Region VIII 61 66 57 41 17 7 16 13 3
Region IX 130 124 76 82 53 16 26 4 3
Region X 70 67 61 27 7 8 3 29 1
Total 1,042 |1,252(1,134( 673 225 93 176 | 232 33

IRespondents who survey more than one kind of facility were included in all categories that
applied.
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TABLE 34

NUMBER OF SURVEYORS SURVEYING
PARTICULAR KINDS OF FAUILITIES, BY STATE, |974l

- EY >
: | 2 |33 e | £ s
z L - 2 ] 2
Z 2 =< k: 5 € H z
£ s |22 £ 5 g E ]
State o s B o A w i} N
£ o 50 < 5 > 2 >
- o g £ 4 3
5 H 25w = K ~ 4 0
- z ] So§ 3 ] H ] x
a 3 g8 z ? o8 = 2
2 3 g g2 o s < g =
sl 2| F |EsEl g8 e s |d
B 8 £ E20 = E 33 [} <
Alabama 21 22 20 3 14 2 3 10 [
Alaska 3 6 a 3 2 1 2 0 0
Arizona 8 10 2 2 2 1 5 0 2
| nrkansas ? 9 7 ? 1 2 1 ! 0
California 108 98 63 7 45 12 18 1 0
) Colorado 19 17 17 17 4 1 s ] 9
Connecticut 9 20 19 4 7 s 8 10 2
Delaware 3 8 7 6 2 1 2 1 0

District of
Columbia 10 10 9 7 5 2 2 s 1
Florida a1 34 32 29 s 4 6 5 2
Geargla 17 17 16 13 3 1 2 ° !
Hawaii 8 ? 6 3 3 2 1 ! 0
tdaho 12 10 9 6 1 1 [ 2 0
Hiinots a3 61 g 42 9 8 s 7 s
Indiana 15 17 24 8 ° 0 o 1 0
fowa 25 23 27 13 3 0 6 8 o
Kansas 18 12 12 9 1 1 0 ! 2
Kentucky 17 17 16 8 8 2 5 3 2
Louisiana 11 1 1 6 s 0 2 0 0
Matne 19 20 22 10 3 0 2 10 1
Maryland 24 28 3 12 ! 1 1 22 [
Massachusetts 1 32 26 6 ] 2 1 12 0
Michigan 42 43 35 35 ° 0 4 3 0
Minnesota 31 34 35 18 1 o | 1 4 0
Mississippi 6 [ 4 3 0 LI ) 0 0
Missourt 7 31 25 s 1 1 2 19 1
Montana 8 8 8 7 4 2 ) 4 0 0
Nebraska 22 21 20 9 1 1 [ 3 [
Nevada 9 3 5 6 3 1oy 2 2 1
New Hampshire | 12 13 12 3 4 1 3 ° 0
New Jersey 20 22 21 9 2 5 l 5 ] 0
New Mexico 2 2 2 2 1 o, o [} o
New York 132 127 17 66 7 7 22 3 1
North Carolina 24 23 22 16 12 2 I 6 7 1
North Dakota 6 6 2 1 1 o 0 o 0
Ohto 19 39 a7 23 5 ! I 8 5 0
Oklahoma 19 19 18 12 s 3 5 [ 0
Oregon 15 13 13 7 2 3 e 7 [
pennsylvania 38 77 8 58 8 [ is 3
Puerto Rico n 10 1 2 3 1 0 0 0
Rhode Island 7 9 13 2 2 1 0 o 1
South Carolina 11 12 12 7 3 1, o ' [
South Dakota 12 1 o 4 1 1 0 6 o
Tennessee 13 13 i 7 3 S 1 ° [
Texas 24 65 65 1 5 [ 8 4 3
Utah 10 15 11 10 . s 3 . 3 2 2
vermont 7 6 s 4 2 o1 2 L o
! Virginia 19 20 20 'z | o6 3 3 5 0
Washington 37 38 s 11 2 '3 1 20 1
West Virginie s 7 6 P R 1 2 1 0
Wisconsin 15 55 54 32 2 o 3 - 8 0
Wyoming 6 6 6 2 Y2 v g N i 1
Towal 1,02 1,282 11,134 673 ! 225 93 176 232 33
i

1
Respondents who survey more than one kind of facility weic iacluded in all
categories who applied. :
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KINDS OF FACILITIES SURVEYED, BY PROFESSIONAL DISCIPLINE, 1974

Kinds of F:

cilities?

- z g7 a5 = 3 2| & 3 ]
7. 2 s |e |28 % E.d Bl o8 |® 2| 3
5 5 g 15 581 & |e 589 §| § |2l 2 &
Professional Discipline &% -] 2 2 o< e |8 508 £ 'E _E gl 2 >
I el S %] S80S ! £ {e [5ed s| v (&3 v | &
Ld% el gl Bleel 2 |eh|t= 515, (e 2|5 (23] 5| &
SEE | B 2| D k2t s |TEB syl 2 1588y B E |89 2%
228 S| 5| 2| S |Z8| % |EEi3s| B |E2 (289 .| & 55| | 3
29 s 4 2 c 3] ] g | €2 = 13 w2358 E 3 59 § T
28 81 F 1 58 8 |58) 5 15855 2 |25 |25d S| 2 38| 8|5

Lp2 (43 a = &3 - i1 S2 taa @ Sp |Sxe = = O o
Hospital Administrator 10: 36 1 0 26 0 0 39 1 78 60 a7 16 4 25 6 7
Health Administrator 18 1 0 10 1 3 10 0 43 41 30 13 5 H 8 2
Medical Records Admintstrator 8 0 0 4 0 2 5 1 23 12 9 3 o 1 2 0
Medical Technologist 25 0 0 11 0 1 S 4 7 5 12 1 45 3 0 1
Nurse, RN 153 6 ) 86 0 3 39 11 474 449 209 122 6 L] 110 6
" Nurse, LPN or LVN 2 0 0 4 0 [ 1 0 8 8 7 1 o [ 0 0
' Nutritionist 15 0 [ 4 0 1 2 2 31 27 20 1 0 0 3 1
| Dietitian 22 1 0 8 [ 0 5 2 44 41 31 3 1 0 S 0
Occupational Therapist 1 1 0 1 0 0 0 0 4 4 2 1 0 0 0 [1}
Pharmacist 8 ] 0 7 0 1 4 0 20 19 11 4 1 1 2 0
! Physical Therapist 2 2 0 2 0 ] [} o 15 11 k] 6 0 11 1 )
{ Physician, DO 0 o 0 1 0 [} 0 ] 1 1 0 0 0 [} 0 0
Physician, MD 10 6 ] 10 ] 1 9 5 24 10 10 2 5 8 2 1
Sanitarian 57 [¢] 1 38 0 1 38 2 198 183 1107 10 2 32 42 2
Social Worker 7 2 0 1 0 0 2 0 15 13 7 4 3 2 1 1
Architect 5 Q 4] 5 0 3 4 0 17 17 9 2 1 6 2 0
Engineer 14 0 0 10 [ 0 14 0 38 36 29 3 1 4 9 1
Speech or Audiological Therapist 12 0 0 1 0 0 [ [ 9 8 7 0 ] 1 1 1]
Recreational Therapist 2 ] 0 Q 0 L] [ 0 [:] 7 1 1 0 0 i 0
« Laboratory Technician 6 4] [ ! 0 1 2 2 4 0 2 1 11 ¢ 0 0

Fire Marshal; Life Safety Code

Surveyor; Health Inspector 25 0 0 23 0 1 18 0 79 77 61 5 2 8 5 [
Counselor 1 0 0 o 0 ] 0 0 1 0 1 0 ] 0 ] 0
i Educator 2 0 0 1 ] 0 [ 0 2 4 1 1 0 1 1 0
t Nursing Home Administrator 3 0 0 0 0 1 1 0 q 4 4 2 1 1 1 [}
Surveyor 34 2 2 32 0 3 16 3 105 97 53 23 7 12 30 11
Total 468 22 3 286 1 26 204 33 1,252 1,134 |673 225 93 176 [232 33

MThis category includes: persons who called themselves surveyors, persons.who-left the question regarding discipline blank, and persons

whose professional disciplines could not be coded in the above categories

ZRespondenls who survey more than one kind of facility were included in all categories that applied.

9.2
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TABLE 36

KINDS OF FACILITIES SURVEYED,
BY EDUCATIONAL LEVEL, 1874

Kinds of Facilities2

> >

8|33 g
3| 2 (2% g 13 3
E — Q = @ = f. =
2| s (=2 | 2 8 (2 s | =
Level of 5 o |23 g g § = 3
Educationa = 5 |°5 3 2 |a 3 [

o %0 £ >
Attainment £ o R 3 £ ' :
w 9 ° < - o. o
5| = [Esg 5| 5|32 gl &
2 =4 3 18w 6§ o T 5 o 2 o
o - o B T S = o = =
a 9 E 2835 o a g2 9 2
w = 2 |w8g & 1= E I
o 2 = c o 9 o B 29 2 %
T @ [ Il ] = Ow [s] a
Some High School Only 8 8 7 6 2 0 1 1 0
High Schoo! Dipioma Only 72 94 91 67 12 2 8 13 2
Some College 19 36 31 18 3 1 2 9 1

Technical School

Certificate 87 96 83 59 14 7 6 14 8
Associate Degree 50 58 54 34 13 S 12 8 1
Diploma in Nursing 241 409 387 17_7 97 4 43 92 6
Baccalaureate Degree 768 791 699 423 155 82 134 146 22
Some Graduate School 211 250 221 132 53 16 47 47 8
Graduate Degree 3}8 309 251 172 62 38 51 46 9
Not Ascertained 4 S S 2 1 0 1 3 0

TPersons who attended high school or received a high school diploma and went no further were
included in the categories referring to high school. Persons who went further than high school
were coded in other categories. If they had credentials in more than one area, they were
coded in all areas that applied, with two exceptions, (1) people who received baccalau-
reate or associate degrees were not included in the “some college” category, and (2) persons
who received graduate degrees were not included in the category “some graduate work" unless
the field of study listed by the respondent under "some graduate work” differed from that in
which the respondent received a graduate degree.

2
Respondents who survey more than one kind of facility were included in all categories
that applied.

47



8t

TABLE 37. PROFESSIONAL DISCIPLINE OF SURVEYORS,
BY HOSPITAL CONDITIONS OF PARTIGIPATION, 1974

Prolessional Discipline

& | 3
%
g 5 g
- = @ PR O R E H
Sls|518 F S1E1%)3 £
5| = z [~ - o g £
Conditions alg M % 2 2 2 _§' e 2 Total
of Participation Ela g £ 5 '_: s | o % 5 5 Ele a3 E »
AN EE z |z A - R £ L ANEE g
LR BRI R RN -0 - I o -0 - - 2 B I P - B - - T O B e
SlE |88 e|s| 21218 2|88zl Elseselegels|E|s
Slelglglele|Elele|s| sl olE|c|5 eleacialoid|lalit]e
2(zls|s|2|2|Z2|a|S|&|E£;E|&|q|d|2|&|8F |3 |ggo|dl=z|a
Compliance wlth State and
Local Laws 92 | 41 S |23 (185 4 9 9 2 14| 2 1 131112 5 11| 26 2 1 7183 [ 2 4 69 692
Governing Body 90134 | 4 51134 5 [} 3 1 71 2 01 12] 54} 2 1 3 [} 2 2 4 0 3 3| 43 414
Physical Environment 80321 8 103 4 2 8 0 4] 2 0 71127 1 9] 25 2 2 111 0 3 4 | 47 483
Medical Staff 82)32| 9 4 1141} 5| 0 3 1 S| 2 14§31 46| 1 o] 0| 0] 2 2 2 0 3 41 4 418
Nursing Department 45)23 | 2 2 1279 5 1 1 0 711 0| 11}32| 0 2 0 0 1 2 1 0] 2 2|3 450
Dletary Department 59| 27 1 4 (106 4 (22135 2 41 0 0 51104 1 2 2 2 2 1 3 0 3 3 34 426
Medical Records
Department 77|25 {19 51173 5 1 5 1 613 1) 271 32] 1 2 0f 09 2 2 2 ol 3 3|36 431
Pharmacy or Drug Room 8l )28 | 2 6 (191 § 0 1 0 20f 1 0 8] 43| 1 2 ¢} O 2 3 3 0 3 2] 32 434
Laboratories 41|17 | 4 (45 | 83 o 0 0 0 210 ¢ |17} 51 1 3 1 2 0 6 7 4] 2 1 30 313
Radiology Department 67 121 | 3 91 931 4 0 1 0 6| 2 0 | 124 59( 1 4 3 1 o[ 5 6( 0 2 2|35 337
Medical Library 79126 |11 47132 5| 01 3 0 7)2 0|12 27| 1 ¢ 0| O 2 2 3 0 3 3§33 355
Complementary Department | 60 | 20 | 4 3 {189] 6 0 2 1 5| 4 0 8| 46| © 1 2 0 1 2 2 0 3 3|37 399
Qutpatient Department 60§ 22 8 39198 S 0 1 0 5§ 2 114} 42] 0 4 0 1 1 1 3 0|3 3|3 409
Emergency Services
Department 60 | 23 8 4 (228 6 0 1 0 8|1 1 144 61| 1 3 0 1 1 2 5 Q 3 3 {36 470
Social Work Department 66 | 25 2 31145} 3 0] 3 1 5| 2 0|10 29}12 4] 0] 0 2 1 1 0 2 1|33 346
Utilization Review Plan 88 | 31 |13 S| 96| 4 0} 4 1 4|1 1 3651 3 0 1 o) 2 2 1 1 3 4 | 46 398
Life Safety Code 9f 71 0160 4{ 0j 0}t ol 0 110 1] 3] 4¥{ 0f15{30] 3 01 0(s3 0l oflo]33 205

lThis category includes:

2Responden(s who survey

persons who called themselves surveyors, persons who left the question regarding disclpline blank, and persons

whose professional disciplines could not be coded in the above categorles,

more than one condition of participation were coded in all ca tegories that applied.

8.¢
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TABLE 38. PROFESSIONAL DISCIPLINE OF SURVEYOR,
BY SKILLED NURSING FACILITY CONDITIONS OF PARTICIPATION, 1974

Professional Discipllne |
8 o
2 3 4 !
5 Oy 5 [
2 > 5 |
o ] @ s lsleldd a |
Sis|E|® a g |25 2
L1212 | 4 - g FEEREE E
Slaf<|8 g g w I - ]
215 @ |3 O £ & s | g |82 2
Conditions of Eja{2| 8 = © a . 5 3 FREE o
Participation! s|lc{8!| £ 8 = $ 8 = o 5 = & € Tota
FRERN z | = Y N % < ] Qo o
2lEle el gz §lalelgleletsl. 2l 51 2|29 5 RN
PR -2 Dol I - S|l =|s izle|e|2|3|els]|°&2]l8|egz|8]als
2ls|8|8is|s|2|2|8|2|8 |8 |C|5]=]|2|E|s55]s g elg|s|®
ER - R wlwalwl|2l={z]| = 5 g 3 i
sl |8 8|55 53 8 5|8 8|8)2i8)5|5(8g5|8la08 2]8]2| ¢
zlz = |=|z|z|z|Aa|o|&(&|&|2|8|d|2|5|5H | |fq0|8(=2|a
Compliance with Federal,
State and Local Laws 74) 42| ¢ §1367 7] 15| 18| 3| 14 8 0 70180 6} 14} 291} 8 3 2160 0 214 83| 970
iGoverning Body and
Management 72| 38| 4 313221 6 6] 10 11 8 51 0 S |108] § 0y 715 3 2 31 0 213 581 676
Patient Care Policies 64| 30| 6 3 (447) 7 911 2| 11| 8] a)ro]| 73| 8 11 2 414 2 3 0 2| 4 54| 765
Physician Services S1| 27]12 3|416| 7 1 2 1 8 S 11172159 4 0] 2 1 1 2 1 0 2 3 471 671
Nursing Services 30| 25) 2 31463| 6 2| 6 0| 13] 3 [ §|s8| 4 1} 1 112 2 1 ] 1 1 41| 671
Dietetic Services S0 30f 2 4257 s 31]43 21 5 o[ 0 3 (150§ 4 1 2 614 1 2 4 2] 3 491 656
Special Rehabilitative
Services 50 25| 2 31{407| S 0 31 24114 0 6] 691 5 0 1 3 2 4 [ 211 42| 648
Pharmaceutical Services 65( 30| 2 3 |408 of 1 o|19} 1} 0 6] 681 3 1|1 113}2 3} 2| 1 | 44| 668,
Laboratory and Radiologic :
Services s2[ 25| 3 | 6298 s| 2| 3¢ ol 6| 2| of10fes|{3| 2f0|3|afalalo) 2]2]|a9] sesl
Dentati Services 64 28} 4 3352 5 41 S 11 8 it o S| 72] 3 o) 0 2 5 2 1 0 22 S1] 622!
Soclal Services 62| 25} 3 4{348| 5 1 4 1 7 3 0 4 72|15 Q11 3 S 1 2 0 2 1 48| 617
Patient Activities 61 291 3 41399] 6 S| 6 3| 6 6 0 2] 92(10 0} 1 4 7 2 El 1] 212 $5| 709,
Medical Records §7| 3023 41410| 7 2 7 1 8 5 0|16 ] 61 4 of o 1 S 2 1 0 212 S1| 699-
Transfer Agreement 68| 37{ 7 41317 6 1 5 1 S 3 ] 71 88| 4 ol 1l 4 3 2 3 1 2] 4 58| 631,
Physical Environment 63| 30] 2 q4192| s 4 8 Qo) 4 5 [+] 3186 3 9|22 8 3 1 |17 1] 2] 4 61 635‘1
Infection Control 57| 28] 2 41329 8 91l 0} 7 2 0 |10{173] 3 ol 716 3 2 2 0 2|2 56| 723
Disaster Preparedness 63| 3ty 2 Ifre2| s 5 9 0l 2 2 0 31163} 3 3] 6|8 3 2 (15 0 2|4 57 | 583§
Utllization Review 72| 33]14 3228 6 Q 3 1] 3 4 0 |20]86] 3 0 0]3 3 2 1 1 213 53 | s44
Life Safety Code 13 sj1jojealojojolofjofrijo]l3ies]olis|so]|s |oJol7zfo ]o|o |as]2s0

lRespondenls who survey more than one condition of partictpation were included in all categories that applled.

2This category includes: persons who called themselves surveyors, persons who left the question regarding discipline blank, and persons
whose professional disciplines could not be coded in the above categories.
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TABLE 39. PROFESSIONAL DISCIPLINE OF SURVEYOR BY
INTERMEDIATE CARE FACILITY CONDITIONS OF PARTICIPATION, 1974

Professional Discipline A
8 @
8 =
g 3, :
] 9 4
sl |E % 3 15|58 @
Sl 1E|s B S | 4|=l3 g
Conditions 112} % z g - T ig||eg E
of Participation 218 )lx |3 2 2 2 < | Ele b}
Ela|®| g - = slola - = | &) 9|35 N
AERERR S 5 glalz= g 3 lzl5=s €
2lEjE|&|z|B|5E slal€llslcls < 2 el=d S
g 21 e | s o al o | & <]
212z g2 18tsis(a|lxlel=|2|3l8 |s|Ca<|8|eys|{slel|st
Sls|8|81ejeaf2i2]8)e|8je|elglz|elelsaaleigdelslsls
glela(srelele|3|glslelelelelc|s|sleeai8loy3l3ls!s
z|f|s|s5|2|2|2|a|loc|&|d,&|&(8|A|2|S|&F |3 |FFo(d]2|a
State Licensure s8 |39 5 5 |380] 8 14 24 3|12 6 0 5 |161f 7 |12 }28 [ 8 2 0 50 0 3 41 77
Conformity with Federal,

State and Local Laws 59 {39 6 4 (374 8 11 21 312 7 1] 61154 7 {11 [22 | 8 2 0 52 0 2 41 75
Administrative Manaaement ;57 |37 { 2 | 3 |345| 7 6 71 1] 7 61 0} 41924701 2}5%12]|0 2 0f 3} 4| 54
Transfer Agreement §6 |34 S 4 1324} 7 1 3 1 S 3 0 3] 74) 4 0 1 4 2 0 3 0 3 4] s3
Arrangements for Services 54 |32 3 4 }353] 7 2 7 1] 5 5 0 41 6671 5 4] 0 4 2 0 2 0 3 3] 83
Resident Record System 43 129 (12 4 1407 8 2 [ 1 4 4 0 3 64| 6 [} 1 3 3 0 3 [ 3 3] 50
Life Safety Code 15 {13 0 1 367 1 0 1 0 1 1 0 1 72| 0 {15 |28 4 0 0 73 0 0 0| 48
Environment and Sanfitation |52 |30 1 3 [1s8| 6 7] 12 0 2 4 0 3 179} 2 8 {23 7 2 0 12 0 3 41 57
Dietetic Services 44 129 3 4 (272 7 25{ 41 1 S 0 0 2 1139} 3 2 2 6 3 0 2 0 3 3 45
Drugs and Biologicals 46 |30 3 4 1423} 8 0 2 117 1 4] 6| 52] 3 1 1 1 1 [1] 1 0 3 2] 42
Health Services 40 |26 2 3 |436( 8 2 4 1 7 5 0 9| 82 3 0 1 1 2 [} 2 0 3 1| 43
Disclosure of Ownership 54 |34 23 |298) 7 1 3 1 4 4 0 1] 83| 4 0 1 4 2 4] 2 0 3 41 51
Administrator 55 {35 3 3 132417 2 2 1 6 4 0 1]196] 4 1 3 6 2 0 4 0 3 4] St
Resident Services Director [46 |28 3 3 3604 7 0 2 1 3 4 0 3671 4 0 1 2 2 0 2 0 3 21 47
Rehabilitation Services 43 {25 3 3 |407 | 8 0 2 3 2111 0 716213 0 1 1 3 0 3 0 3 1! 42
Soctal Services 49 {26 | 4 4 1348 7 1 3 21 S| 4.0 35913 0 1 z |4 0 2 0 3 1| 46
Activities Program 50 |28 3 4 (3788 4 6 3 4 5 4] 4 [ B4 9 0 1 4 7 0 4 0 3 21 48
Physician Services 41 27 8 3 416 |8 1 2 1 6 6 111 {503 2 1 1 1 0 2 0 3 2] 44

Total

887
650
594
615
659
308
575°
641
648
651
566
615
§90
633
§87
659
640

1
Respondents who survey more than one standard were included in all categories that applied.

2This categories includes: persons who called themselves surveyors, persons who left the question regarding discipline blank, and persons
whose professional disciplines could not be coded in the above categories,
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TABLE 40, PROFESSIOWAL DISCIPLINE OF SURVEYOR, BY CONDITIONS OF PARTICIPATION
FOR INSTITUTIONS FOR THE MENTALLY RETARDED AND OTHER RELATED CONDITIONS, 1974

Professional Discipline ____4
s 3
g O g
8 - > s
TNEr REAS
5 2 - R ] =
Conditions s % 2 g g g w gl 2 ‘?, = E
of Participation 21s5lalsg a & a s |E|E]lss < Total
£1231% | = 5 4 8 a = ° Bl g -
E|{S 8% - ] g z ] 2 |3[c|=8 E
R R A I e R A R e A L PRI AN
slels |3l 18le1518 32182 s|Sl=a%| 2|58 9|82t
HEREREIIIE I AR TR AR AR AN A A AR A - R A AL R AR A - ¢
HEHHHHE R I R R I H T
2|2 |z |S[(2(2|2ja|8|&|&|&|&|a|8]5%|5|&8eln cHo18]2|a
State Licensure 42) 26| 4 711481 7 N 9 2 8 2t 0 (3 8al’ 2 7| 20 S 1 036 © 1] 4331456
Conformity with Federal,

State and Local Laws 39| 28 4 3 |152] 6 710 1 9 11 0 2 86 3 7117 7 1 t]35 0 0] 4 38| 481
Disclosure of Ownership 36 23 2 0110y s 0 1 0 2 11 0 1] 45 0 ] 0 3 1 [} 1 Q 1 4 13 1 248
Transfer Agrecment 38123 4 ohaa| 4 0 1 0] 2 1j0 |0 34 0o oy o) 3 1 [N ] 1 113 115] 255
Admission of Residents 33420 4 11167 s 1 ol o0 2 10 1 21 3 ol o 0 1 04 0 0 13 }10] 264
Active Treatment 241 16 3 11170 4 2 0 1 2 11 0 4 17 ] 0 0 1 1 0 1 0 1 2 9| 260
Administrative Management | 38 | 22 2 0136} S 1 0 0 2 110 1 41 0 0 ] 2 1 [ ] 0 1 3 1s | 271
Administrator ‘36| 23 2 040} 5 0 0 0 2 1} 0 1 44 4] 0 0 4 1 0 ! ] 1 3 15 | 279
Qualified Mental Retarda-

tion Professional 2120 2 1 1441 3 1] 0 1 0 1o 2 18 3 4] 0 0 1 o 0 0 1 4 7| 729
Arrangements for Services 29| 22 2 1 1S5 5 1 2 1 3 110 2 25 3 ol o 3 1 ol 0 0 1 3 7 | 267
Services as Needed 24 |17 3 1 65| 4 1 0 1 1 310 2 20 S 0 0 0 1 0 0 0 1 2 |13 | 264
Direct Care Staff 21 116 2 1 11811 4 3 4] ¢ 1 1] 0 2 17 1 0 0 0 3 4] 4] 0 1 2 8 {262
Health Sorvices 21118 2 6 {190 S 3 3 o 1 3|0 H 20 4] 0 1] 1 1 0 o 0 1 2 9 |29
Dietetic Services 28119 1 111121 4 |20 |29 1 1 1|0 1 63 0 0 1 4 1 0 1 4] 1 2 |10 | 300
Drugs & Biologicals 291 20 2 1 176} S 0 0 ¢ j11 1]10 3 24 0 0 0 1 1 1) 0 0 1 3t 289
Resident Record System 30(19) 9 1177 s 3 1 0 1 110 1 20 1 0 0 1 1 n ] 0 113 j1r {287
Life Safety Code 8 7 [} 0 12| v v v 0 0 v|lo v 38 v B|2c 4 v 0 |54 U U io 33 1ub
Environment and Sanitation |32 | 21 1 0§165|5 3 7 1 1 1|0 1 97 0 4115 6 ! 0 6 0 1 4 |17 | 289
Relationship to 2439.13 16114 ] 0ol Go| o 0 1 0 0 1o 0 16 0 0 3 2 1 0 0 0 v o3 3 118

lRespondents who survey more than one standard were included in all categories that applied.

2This category includes: persons who called themselves surveyors, persons who left the question regarding discipline blank, and persons
whose professional disciplines could not be coded in the above categories.
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TABLE 41, PROFESSIONAL DISCIPLINE OF SURVEYOR .

BY HOME HEALTH AGENCY CONDITIONS OF PARTICIPATION, 1974

Professional Discipline

— —
5 @
2 8 5
5 Oy s
2 " > ol 5
5 S| . 2 3 | #lelze 2
Slalei® o 2 1a} 3 3; o £
Condltions 3 % b g Z @ ] g 3 E o = 'lE?
of 215 le)s <] E a a CHREFARREE: <
Participation! S1215| £ 5 ~ o g s 5 5 |E| 81 e Total
_g El1olw z | = R 2 A 2 3 | T e o
T |Ej@l&|=zla}l slalElcleleti 8] al.o]sal b Fle™ 5] .| =~
~|[2l=]=(2i-|s5le|s|s|gletmti2l3{vlclodizc|e|eysitlels
s ® | W o8yl elal8ictelElile|loiceYe|alead Q121 >
alE|8t8lgiel2|2|5|cialalalilBlzl519 2|28 ¢5|8|@w]|¢
gl 13|85 815|282l 21z/2|81%8 Sioiz8ialwz 8l215]|5
2l2ls|slzZ|212|R|o|s|&l&|s|q|d|z|alor&|3[zgdo01R2|=2|a
Compliance with Federal, B
State, and Local Laws 1l 1| 2 ofns ol 1floej2f1fo]|1r]z]ofjri3l}o 1| s 1| 1]23]191
QOrganization, Services,
Administration 131 11 1 o111y 1 0 1 [ 2 1 0 1 4 1 0 0 0 1 1 1 0 1 2|14 167
Group of Professional
Personnel 121100 1 oins| 1) ofj1fop2}1 0}l 3312 |00 (O 1| 1| v} 0f 1} 1] 14) 168
Acceptance of Patients, Plan
Of Treatment, and lledical .
Supervision 1mjw| 2fo0j11sf r{ o 1oz |1 {01 2 |1 g lo0 |0 1| 1y 1| 0 Y| 1} 14]168
Skilled Nursing Service 11110 [ 01171 ! 0 1 2 170 1 3 |0 0 0 4] 0 1 1 0 1 0| 16) 166
Therapy Services 1210 1 0{114] 1 0 1 1 2 6 0 1 2 o 0 0 0 1 1 1 0 1 1 141 170
Medical Social Services 11w 1fopolrfojrjotl2yipl (0|1 2 |4 0|0 (o0 11 1{ 10} 1} 0]13]160
Home Health Aide Services | 11 | 10 1 1]115] 1 o 1 [ 2 1 0 1 2|0 0 0 0 0 1 1 0 1 0} 14] 163
Clinical Records 11110 3 0 {11s5] 1 1 1 0 3 2 0 1 1 0 0 0 1 1 1 0 1 1} 14]170
Evaluation 1) 10 1l onzyrjoflrfo|3ftio |1 3|2 0|0 [0 ofrfz2fo]1 1] 14] 1865
Qualifying to Provide Out-
tient Physical Thera
;:Mces Y P ofazy sl o) ol sl jololofz2]edo i {alotololol vf ] rfoel ][]
lRespondenls who survey more than one condition of participation were Included in all categories that apply.
2 . ) .
This category includes: persons who called themselves surveyors, persons who left the question regarding discipline blank, and persons

whose professlonal discipline could not be coded in the above categories.
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TABLE 42, DISCIPLINE OF SURVEYOR, BY INDEPENDENT LABORATORY
CONDITIONS OF PARTICIPATION, 1974

61 -9L-0 119-9L

£5

Professional Discipline
o
o o
: 8, :
@ ) > 8 g
= s - - b=y ry
8. |8 & AR E
2121281 %® z 2 - T lele &2 €
Conditions A A PR R 3 2 2 o |5 |e b}
21518 5] = o o ' o g
of £l21%5 | ¢ 5 slo|2 . 5 CHECEEE °
Participation? ElE 106 S - ® gz ) 3 LR £ Total
2 O @ z sl =& . . e < r o
< | £ zlale 5| al¥E c| b Jdel| |2 5 T | -
Szt sl s glel 25|55l slslsalsisladils|als
= 218 sl sl 21218 e|8|B]S|5I=]¢ Sledi sl alnd 92| 2| %
ZlE 8 E el g|ElE|5|Elalaja 22 2|E]¢e|s|=gc|8af?
S1213 |8 5|5|3|2 \812|2|2|25!8!¢2(2|88 38 a(2238|3(2!3
2iz|ls|s|2|2|Z2|ajoj&al&|E|E€|&|A| & |S|adHe|3|=gq0o|d|=2]|a
Compliance with State and
Local Laws 4 3 0 [44] 4 0 0 1 0 1 ] ] 4 1 0 111 0|0 11 2 0 0 0 5 82
Clinical laboratory;
Laboratory Director 4 3 0 44 1 0 0 1 0 1 0 0 4 1 0 o0 ) 0 ] 0 0 1 4 76
Clinical Laboratory;
Supervision 4 |3 |10 )44 aj0jo]r1yjot1]o ojalr1{ojJojojo}o0 910|001 |4 76
Clinical Laboratory; .
Tests Performance 4 13 0 1441 3|00 1 011 0 0] 4 1 0 040 010 9({o4q0 {0 1 4 75
Clinical laboratory;
Technical Personnel 413 0 (43| 40|01 a 1 0 [V ] 3 00 |oO oto 9jofojo (1 4 75
Clinical Laboratory;
Records, Equipment, and
Facilities 4 3 0 144]3 0 0 1 "] 1 [ 0 4 1 [ ) 4] 0 v 910 0 0 i} 4 75

IThis ca tegory includes: persons who called themselves surveyors, persons who left the question regarding discipline blank,
and persons whose professional dlsciplines could not be coded in the above categories.

2 . . . . :
Respondents who survey more than one condition of participation were included in all categories that applied.
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TABLE 43.

DISCIPLINE OF SURVEYOR, BY CONDITIONS OF PARTICIPATION
FOR OUTPATIENT/PHYSICAL THERAPY SERVICES

Professional Discipline

o
<] o
s 3 5
5 O o =
4 2 g
c » — o 2 o
[ ] 7 - T T €
Conditions Sle |18 g G @ g Sl gies £
21 s a ] <) & A 5] < | € |= g <
of Ela |2 |2 . = 108 = 5 [F] 8195 ]
Participation EIE S5 ; " = s|la|= g E] =] & €
< .g g1&| = & E - E aiEtl 2t g H sl . sz £l 2 _'c’::x: 1NEl™ Total
sl sl 1Sl 88|53 aleiE|2i8]sl2d=|2i553|8]|2|8
= £ ] 5] o | = = e g 2 2] =2 giol = e lom § Sz N 2 @ | = v
aiZ gt el alElo|lwlol2lelZ2|si8selci{Z2g S| wf¢?
gl 812 |5 5|3 (8|8 |2zzlz|8191% 28 Slalegdlalsls
z| =l |2|l=z|2|z|a|olalala|d|d|ld|z|djaF |3 z4o0jda|=z]|a
Compliance with State and
Local Laws 23 0 |3 |43 olo 0 1proy 04} 31{z2s 5 {3 010 0]S]o]|1]o0 9 125
Administrative Management | 22} S 0 3 4210 0 0 Q 1(10] 0 ] 110 0 ) 0 0 [ 0 0 1 1 5 102
Patient Care Policies 21 (s 0 2 s¢{ o0 0 0 0 1 (11} 0 S 911 0 0 0 0 0 0 o 1 1 4 111
Program Evaluation 200 5 0 2 431 0 0 0 0 1p1t] o 2 910 Q 0 0 0 0 0 0 1 0 99
Phusician Service and Plan
of Care 18 | 5 0 3 43| 0 0 0 "] 111 0 7 8|0 0 0 0 o] 0 0 0 1 0 H 102
Phvsical Theraps Services 18| 5 0 2 52| 0 ] [4] 0 1111 0 4 g0 0 0 0 [ 0 0 0 1 1 S 109
Rehabilitation Program 1815 {0 3 j4a7(0}0 |0 0 111 fo]s 811 [N] cjofo0oj0 |0 1 3 5 106
Arrangements for Physical
Therapy Services to be Perq
formed by Other than
Salaried Clinic or Agency
Personnel 18 |5 0 3 41 0 0 0 0 1 (10]|0 0 710 Q 0 0 0 0 0 4] 1 0 4 90
Clinical Records 19 15§ 1 2 145 0 0 0 0 111110 5 9]0 o 0 0 0 0 0 0 1 1 5 106
Emergency Procedures 20| s 0 2 a5 [ 0 0 [} o 1|11 Q 6 120 1 1 0 o] 0 1 0 1 1) S 111
Physical Environment 2215 jo (3 j33{ojofofofrfnjo|1r]|3t]|ofs |3 tjofofslojr |t 129
l'I'his category includes: persons who called themselves surveyors, persons who left the question regarding

discipline blank, and persons whose professional disciplines could not be coded in the
above categories,

2
Respondents who survey more than one condition of participation were included in all categories that applied,

1.1



TABLE 44

ESTIMATED NUMBER OF FACILITIES SURVEYED YEARLY, BY NUMBER OF SURVEYORS
SURVEYING PARTICULAR KINDS OF FACILITIES
Number of Surveyors Lstimating They Survey: Total Average
Kinds of 2 Number | Number of
Facilities 1-5 1 6-10{11-15 [ 16-20 | 21-25 [26-35|36-50|51-64 [65cr morefNot Ascer{_ Of Facilities
Facilities|Facilitied Facilities | Facilities| Facilities | Facilities|Facilities|Facilities|Facilities | tained [Surveyorg Surveyed
Hospitals 164 337 140 173 61 37 11 5 4 110 1,042 12.5
Skilled Nursing
- Facilities 153 186 145 152 108 138 148 33 55 134 1,252 23.6
Intermediate Care
Facilities 233 214 119 92 76 85 100 20 55 140 1,134 20.3
Institutions for the
& Mentally Retarded
and Other Related
Conditions 469 62 17 16 8 1 4 0 1 95 673 4.
Home Health Agencies 92 33 18 15 6 17 9 S 3 27 225 13.2
Independent
Laboratories 22 S 8 12 3 4 10 3 6 20 93 22.9
Outpatient/Physical
Therapy Services 107 24 10 4 1 0 0 0 1 29 176
Domiciliary Facilitieq 85 62 23 15 7 5 g 1 1 24 232
Portable X-Ray
Facilities 18 ) 1 2 3 1 4] 0 0 2 6 33
1Average is based on number of surveyors whose estimates were ascertained.
7Res;pondenls who survey more than one kind of facility were included in all categories that applied.
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TABLE 45

ESTIMATED NUMBER OF HOURS SPENT SURVEYING,
BY NUMBER OF SURVEYORS SURVEYING PARTICULAR KINDS OF FACILITIES

— 1
Number of Surveyors Estimating They Spend:
' Total Average
?md'flt?f 1 Number [Number ,
acilltles 1-4 5-8 |9-12 13-16 |17-20  |21-24 |25-36 |37 - a8 |49 or more [VO! Ascer  of of
Hours Hours Hours Hours Hours Hours Hours Hours Hours tained [Surveyors {Hours
Hospi[a’ls 96 347 137 154 80 53 47 9 9 110 1,042 12.5
Skilled Nursing
Facilities 132 370 155 222 97 81 63 8 12 94 1,252 12.9
Intermediate Care
Facilities 146 442 147 137 57 35 29 2 10 130 1,134 10.7
Institutions for the
Mentally Retarded
& Other Related
Conditions 80 170 72 85 44 45 32 14 9 122 673 13.8
Home Health
Agencies 40 103 28 18 7 2 0 2 1 24 225 8.7
/
Independent N
Laboratories 31 40 2 4 0 0 0 0 0 16 93 5.5
Outpatient/Physical
Therapy Services 55 63 8 9 1 0 0 1 1] 39 176 6.5
Domiciliary
Facilities 73 30 10 9 4 1 1 0 1 34 232 6.6
Portable X-Ray
Facilities 16 [ 2 0 0 0 1) 0 0 9 33 3.9 i

1Respondents who survey more than one kind of facility were included in all categories that applied.
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CONCLUSIONS

Summary characteristics have been presented at the
beginnings of Sections A, B, and C and need not be
presented here. But some general conclusions may be derived
from the data.

The majority of the surveyors have received training.
However, due to turnover and expanding State survey staffs
necessary to meet Medicare/Medicaid demands, there is a
continuing need for entry-level training. Likewise, there is
need for training staff who survey in specialty areas such as
fire safety and laboratory services.

The focus of future training must be sensitive to special
needs of States, regions, disciplines, and years of survey
experience so that basic as well as specialized training
requirements are met in the most effective manner.
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE

BUREAU OF QUALITY ASSURANCE APPENDIX
DIVISION OF PROVIDER STANDARDS AND CERTIFICATION

r 1

CONFIDENTIAL: A/l information which per-
mits the identification of the individual will be
held strictly confidential, will be used by
personnel engaged in and only for the purposes
of the survey.

L J

Dear Health Facility Surveyor:

The Division of Provider Standards and Certification has been periodically conducting a national
inventory of surveyors to update our census on surveyors to assist in the development and pro-
jection of plans for the surveyor training programs. We have contracted with CPI Associates, Inc.
to perform and to prepare a report on this inventory study. However, we do need your assistance
in completing the enciosed questionnaire.

The purpose of the questionnaire is to obtain information on ail State and local employees who
survey health care facilities and home health agencies. This includes surveys conducted for State
licensure programs, Titte XVIIl (Medicare) and Title XIX {Medicaid) certification, Life Safety
Code, and inspections for comptiance with local health facility ordinances. For purposes of this
inventory, the term "‘Surveyor' includes any individual who, as part of his normal duties, makes
on-site visits to facifities, which, under law (Medicare/Medicaid), require certification, and is
responsible for completing and documenting at least a portion of a survey report form. No
individual respondent will be identified in the final report since it consists of a summary of all
questionnaires. Confidentiatity measures will be in effect throughout the study and a copy of the
final report will be sent to each respondent.

Please complete all questions on this form and return it within five days in the enctosed self-
addressed envelope.

Thank you for your interest and support.
Sincerely yours,
'
% ,
/
Michael J. Spodnik, Jr.
Acting Director

Division of Provider Standards
and Certification

Enclosures
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CONFIDENTIAL:

OMB 265-R1289
Expires June 30, 1977

DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE
BUREAU OF QUALITY ASSURANCE

DIVISION OF PROVIDER STANDARDS AND CERTIFICATION

HEALTH FACILITY SURVEYOR INVENTORY

Al information which permits the identification of the individual will be beld strictly confidentisl, will be used solsly
by personnel engaged in and only for the purposes of the Survey.

BIOGRAPHICAL DATA
1. Year of Birth

2. Sex

1 O Mae

2 O Female

EDUCATIONAL ATTAINMENT {Check ALL categories that apply)

1 O Less than High School
2 0 Righ School Diploma

3 0O Technical School Certificate; Specify major fietd:
4 [J Associate Degree; Specify major field:
5 O Diploma in Nursing; Specify number of years spent in training:
6 [J Baccalaureate Degree: Specify major field:
7 O Some Graduate Work; Specify major field:
8 [J Graduate Degree: Specify major field:

PROFESSIONAL DISCIPLINE (Check ONLY one and indicate whether you are registered or certified to fulfill your dis-

cipline’s requirements)
Discipiine

01 O Hospital Administrator
02 (J Health Administrator
03 O Medical Records Administrator
04 0O Medica! Technologist

05 O Nurse, RN

06 O Nurse, LPN or LVN

07 O Nutritionist

08 [J Dietitian

09 O Occupational Therapist

10 O Pharmacist

11 O Physical Therapist

12 O Physician, DO: Specily specialty:
13 O Physician, MD; Specity speciatty:
14 03 Sanitarian

15 O Social Worker; Specify field:

16 O Other; Specify:

gooooooooooooooany

gooooo0DOoOoODOoOoQoOc 2

Registered/Certitied

ot
Applicable

00000 O0O0O0O0ODO0OOCO0OO0ON

EXPERIENCE

1, How many years since 1966 have you worked as a health-related facility surveyor under the Medicare-Medicaid pro-

grams?

2, How many years did you work in the health field prior to becoming a Medicare-Medicaid surveyor?

Specify fietd{s):

3. How many years did you work in a non-health field that has aided you in your job as surveyor?

Specity field(s}:
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E. 1. Oo you, as part of your normal duties, make on-site inspection visits to facilities which, under law {Medicare-Medicaid),

require certification?
18 Yes 20 No

2. Are you responsible for completing at least a portion of a survey report form, documenting information derived from
observations made during these on-site visits?
10 Yes 20 No

3. Type of agency in which employed tor surveying activities {(Check appropriate box)
1 O State (Specify State: )
2 0 County/Parish {Specify County/Parish and State: )
3 0 City (Specify City and State: )
4 03 Other (Specify location: )

4. Official name of agency:

5. Address of agency:

6. How many hours per week are you employed in:

Pre-Survey File Review Travel

Actual Surveying Ci ion and/or Foll 3
3

Report Writing and Other Survey-Related Activities Other

7. What responsibilities do you have in the Licensure/Certification Program?

(Check ALL that apply and estimate the percentage of time you spend in futfilling that responsibility: percentages
should not exceed a total of 100%)

Responsibilities Percentage of Time
1 O Director
2 O Administrator {in office)

3 O supervisor (of field operations)
4 O Ssurveyor

5 O Consultant

6 [J Other Specify:

|

F.  SURVEYOR-RELATED TRAINING

1. Have you attended and completed any of the DHEW-sponsored university-based health facility surveyor training courses?

10 Yes 20 No

tF YES is checked, which one(s)?

1 0 Basic course (Specify university and date: )
2 O Advanced course (Specify university and date: )
3 O Supervisor training institute (Specify university and date: )

2. Does your professional discipline require continuing education?
10 Yes 20 No
IF YES is checked, do any of the courses mentioned in question 1 of this section meet your discipline’s requirements?
10 Yes 20 No
IF YES is checked, which one(s)?
1 0 Basic course
2 [J Advanced course
3 O Supervisor training institute
3. Since 1972 have you attended other continuing education conferences that have helped you in your survey functions
and responsibilities?
100 Yes 20 No
IF YES is checked, specify subject area(s):

OMB# 68-R1289
Explres June 30, 1977
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G. TYPE, AREA AND FUNCTIONAL RESPONSIBILITY

1

Do you work as:
1 O a single surveyor
2 03 sometimes as a single surveyor, sometimes as part of a team

3 0 part of a team {two or more persons, excluding life safety code surveyors, who are responsible for surveying the
same facility)

If you work st least sometimes as a single surveyor, do you utilize consultant support back-up?

10 Yes 20 No
If you work sometimes as a single surveyor and sometimes as part of a team, for what kinds of facilities do you function
as a singte surveyor? For what kinds
of faci

es do you function as part of a team?

If you work at least sometimes as part of a team, please answer the foliowing questions:

What is the average size of the teams on which you worked during past year

Specify the p i pI on the teams with which you worked during the past year {Check
ALL that apply)

01 O Hospital Administrator

02 O Health Administrator

03 O Medical Records Administrator

04 O Medical Technologist

05 O Nurse, RN

06 O Nurse, LPN or LVN

07 O Nutritionist

08 D Dietitian

09 O Occupational Therapist

10 O Pharmacist

11 O Physical Therapist

12 0 Physician, DO

13 O Physician, MD; Specify specialty(s):
14 0 Sanitarian

15 O Sociat Worker; Specify field(s):
16 O Other; Specify
Do you survey facifities together as a team or do you conduct individual visits on separate days?

1 0 Survey facil s together as a team

2 [J Conduct individual visits on separate days

Program Responsibility (Check ALL that apply)
1 03 Title XV Certification

2 0 Title XIX Certification

3 O Licensure

Survey Functions
1. Do you survey hospitals?
10 Yes 20 No
If YES is checked, please answer the following questions:
Please estimate the average number of hospital facilities you survey yearly

Please estimate the average number of hours spent in facility for survey
What kind of hospital facilities do you survey? (Check ALL that apply)
1 O General

2 O Psychiatric

3078

OMB#63-R1289
Expires June 30, 1977
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What condition(s) of participation do you survey 1n hospitals? (Check ALL that apply)

01 13 Comphance with State and Local laws

02 O Governing Body

03 1 Physical Environment

01 O Medical Statf

05 O Nursing Department

06 O Dhetary Department

07 £] Medical Records Department

08 O Pharmacy ot Drug Room

09 O Laboratones
Do you survey skilled nursing facilities?
10 Yes 20 No

10 [ Radiology Department

11 O Medical Library

12 O Complementary Department

13 O Qutpatient Department

14 O Emergency Service or Department
15 0 Social Work Department

16 O Utihization Review Plan

17 O Life Safety Code

1f YES is checked, please answer the following questions:

Please estimate the average number of skilled nursing facilities you survey yearly

Piease estimate the average number of hours you spend in facility for survey

What condition(s) of participation do you survey in skitied nursing facilities? (Check ALL that apply)
01 O Compliance with Federal, State, and L.ocal laws

02 O Governing Body and Management
03 O Patient Care Policies
04 O Physician Services
05 3 Nursing Services
06 O Dietetic Services
07 O3 Specialized Rehabilitative Services
08 [ Pharmaceutical Services
09 O Laboratory and Radiologic Services
10 O Dental Services
Do you survey intermediate care facilities?
13 Yes 20 No

11 01 Social Services

12 O Patient Activities

13 O Medical Records

14 O Transfer Agreement
15 O Physical Environment
16 O infection Contral

1] O Disaster Preparedness
18 [ Utitization Review
19 O Life Safety Code

1f YES is checked, please answer the following questions:

Please estimate the average number of intermediate care facilities you survey yearly

Please estimate the average number of hours you spend in facility survey

What standards do you survey in intermediate care facilities? (Check ALL that apply)

01 0 state Licensure

02 £] Conformity with Federal, State, and Local laws

03 0 Administrative Management
04 O Transfer Agreement

05 [J Arrangements for Services
06 {J Resident Record System

07 O Life Safety Code

08 0 Environment and Sanitation
09 O Dietetic Services

10 O Drugs and Biotogicals

11 O Heatth Services

12 O Disciosure of Ownership
13 O Administrator

14 [0 Resident Services Director
15 O Rehabilitation Services

16 [ Sociat Services

17 O Activities Program

18 O Physician Services
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5.

6.
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Do you survey institutions for the mentally retarded and other related conditions?
10 Yes 20 No
If YES is checked, please answer the following questions:
Please estimate the average number of mental retardation facilities you survey yearly

Please estimate the average number of hours you spend in facitity for survey

What standards do you survey in institutions for the mentally retarded and other related conditions? (Check
ALL that apply)

01 O State Licensure 11 O Services as Needed

02 O Conformity with Federal, State, and Local laws 12 O Direct Care Statt

03 O Disclosure of Ownership 13 0 Health Services

04 O Transter Agreement 14 O Dietetic Services

05 {1 Admission of Residents 15 [ Drugs and Biologicals

06 0] Active Treatment 16 O Resident Record System

07 J Administrative Management 17 O Lite Safety Code

08 [J Administrator 18 O Environment and Sanitation
09 O Quatified Mental Retardation Professional 19 0J Relationship to 249,13

10 0 Arrangements for Services

Do you survey home health agencies?
10 Yes 20 No
if YES is checked, please answer the following questions:
Please estimate the average number of home health agencies you survey yearly

Please estimate the average number of hours you spend in facility for survey

What condition(s) of participation do you survey in home health agencies? (Check ALL that 2pply)
01 [J Compliance with Federal, State, and Local law

02 [3 Organization, Services, inistratior

03 00 Group of Professional Personnel

04 O Acceptance of Patients, Plan of Treatment and Medical Supervision
05 O Skilled Nursing Service

06 O Therapy Services

07 O Medica! Social Services

08 O Home Health Aide Services

09 O Ciinical Records

10 O Evaluation

11 0 Qualifying to Provide Outpatient Physical Therapy Services

Do you survey independent laboratories?
10 Yes 20 No
I1f YES is checked, please answer the following questions:
Please estimate the average number of independent laboratories you survey yearly

Please estimate the average number of hours you spend in facility for survey

What condition(s) of participation do you survey in independent laboratories? (Check ALL that apply)
1 0 Compliance with State and Local taws

2 O Clinical Laboratory; Laboratory Director

3 0 Clinical Labaratory; Supervision

4 [ Clinical Laboratory; Tests Performance

5 O Clinicat Laboratory; Technical Personnel

6 O Clinical Laboratory: Records, Equipment, and Facilities

Expires june 30, 1977
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Do you survey outpatient/physical therapy services?
10 Yes 20 No
1f YES 15 checked, piease answer the foilowing guestions:

Please estimate the average number of outpatient/physical therapy services you survey yearly

Ptease estimate the average number of hours you spend in facility tor survey
What condition(s} of participation do you survey in outpatient/physical therapy services? (Check ALL that
2pply)

01 O Compliance with State and Local laws

02 O Admunistrative Management

03 {1 Patient Care Policies

04 O Program Evatuation

05 [ Physician Service and Plan of Care

06 [ Physical Therapy Services

07 O Rehabilitation Program

08 O Arrangements for Physical Therapy Services to be Performed by Other than Salaried Clinic or Agency
Personnel

09 [1 Clinicat Records
10 O Emergency Procedures
11 O Physical Environment

Do you survey domiciliary facilities?
10 Yes 20 No
If YES is checked, please answer the following questions:
Please estimate the average number of domiciliary facilities you survey yearty

Please estimate the average number of hours you spend in facility for survey

Do you survey portable x-ray facilities?
10 Yes 203 No
{f YES is checked, please answer the following questions:

Please estimate the average number of portable x-ray facilities you survey yearly

Please estimate the average number of hours you spend in facility for survey

OMa#68-R1289
Expires June 30, 1977
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DEPARTMENT OF HEALTH. EDUCATION. AND WELFARE 65

BUREAU OF QUALITY ASSURANCE
DIVISION OF PROVIDER STANDARDS AND CERTIFICATION

Dear Surveyor:

Approximately two weeks ago, you were sent a questionnaire concerning your duties
as a surveyor of facilities participating in the Medicare and Medicaid programs. This
questionnaire was to be returned within five days after receipt, and your questionnaire
has not yet been received.

The Division of Provider Standards and Certification has been periodically conducting
a national inventory of surveyors to update our census on surveyors and to assist in
the development and projection of plans for the surveyor training programs. To make
a more reliable assessment of training needs and the nature of the surveyor population,
a high rate of response by surveyors is needed. Therefore, we would like your ques-
tionnaire as soon as possible.

We have enclosed a copy of the questionnaire, which also includes a letter giving a
more detailed explanation of the survey. As we note in the letter and on the question-
naire, all answers will be kept confidential.

Thank you for your cooperation.

Sincerely,

Michael J. Spodnik, Jr.

Acting Director

Division of Provider Standards
and Certification

Enclosures
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cHaPTER 8-40

Safety Standard for Flammability of Floor Coverings

8-40-00

8-40-10

8-40-20

8-40-30

8-40-00 Purpose DR AFT
10 Policy

20 Applicability

30 Effective Date

40 Standards for Flammability

50 Standard for Smoke Developed

60 Standard for Static Build-up

70  Standard for General Safety

80 Standard for Use by Handicapped

90 Previous Standards for Departmental Facilities
100 Previous Standards for Program Facilities

110 Exceptions

Purpose

To establish a Department of Health, Education, and Welfare
safety standard on the flammability of floor coverings.

Policy

It is the policy of the Department of Health, Education, and
Welfare to assure a safe and healthful environment insofar as
practicable, for its employees in the performance of their
assigned responsibilities and to those members of the public
whose environments may be affected by activities or programs
of the Department, through the establishment of appropriate
Departmental safety and health standards, criteria, policy and
guidance for uniform and consistent use on a Department-wide
basis.

Applicability

This standard is applicable to all types of floor coverings and
surfacings used in all facilities owned or operated by the
Department of Health, Education, and Welfare and to all program
areas of the Department including Federally aided and grant
programs.

Effective Date

This standard is effective on January 1, 1977; floor coverings
installed prior to the effective date of this standard may be
continued in use. In those cases where a purchase contract or
similar commitment to install floor coverings was entered intc
prior to January 1, 1977, but for installation to commence
after that date, the policy standards in this chapter should be
adhered to 1f it is feasible to renegotiate the contract or
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Safety Standard for Flammability of Floor coverings Page 2

8-40-30 (continued)
similar commitment.

8-40-40 Standard for Flammability

A. Floor coverings used in corridors and means of egress
in health care facilities shall have a minimum critical
radiant flux of 0.45 watts per square centimeter as
determined by the Flooring Radiant Panel Test (FRPT).
See Exhibit X-25.

B. Floor coverings used in corridors and means of egress
in facilities other than health care shall have a
minimum critical radiant flux of 0.22 watts per square
centimeter as determined by the Flooring Radiant Panel
Test (FRPT). See Exhibit X-25.

C. Carpets and rugs used in spaces other than corridors
and means of egress of all facilities (including health
care) are required by Federal Law to meet “"Standard for
the surface Flammability of Carpets and Rugs" DOC FF-1-
70 (Pi1l1 Test).

See Federal Register, April 10, 1970. Only those floor
coverings installed after April 10, 1970 are required

to meet DOC FF-1-70. Floor coverings of other materials
used in spaces other than corridors and means of egress
of all facilities may be required to meet the interior
finish requirements of the "Life Safety Code,” 1973
edition as published by the National Fire Protection
Association as determined by the authority having
jurisdiction.

D. When floor coverings are composed of multi-layered
materials, such as a carpet over a separate pad, the
minimum criteria above shall apply to the entire
assembly. s

E. When an additive or process has been applied to either
the basic material or to the final floor covering
material which significantly decreases the flammabil-
ity of the floor covering and enables it to meet the
acceptance criterion of this standard, the test method
calls for a washing or other determination that such
treatment or process is not easily removed by normal
maintenance procedures,

F. Special treatments, such as carpet shampoo which may
render a floor covering less flammable, shall not be
used to comply with above criteria. The use of such
treatments requires judgment on the part of the enforc-
ing official as to the acceptability of such treatments
for previously installed floor coverings.
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Safety Standard for Flammability of Floor Coverings

8-40-50

8-40-60

8-40-70

8-40-80

8-40-90

Standard for Smoke Developed

Floor coverings, installed throughout any facility, after
the effective date of this standard shall possess a "smoke
developed" rating of 450 or less as determined by the stand-
ard "Smoke Generated by Solid Materials".

(Note: This standard is currently National Fire Protection
Association's No. 258T and was developed as National Bureau
of Standards Technical Note No. 708. The smoke developed
rating is intended to permit hardwood floors and most rea-
silient (vinyl, asbestos, etc.) floor coverings).

Standard for Static Build-up

Floor coverings, unless in conflict with another safety or
medical standard, installed after the effective date of this
standard, shall not build-up a static level exceeding 3.5 kV
when tested by the AATCC Test Method 134-1969. In locations
where flammable 1iquids, vapors, gases, and highly combustible
solids are present, there should be no measurable build-up of
static electricity charges.

Standard for General Safety

Floor coverings, installed throughout any facility after the ef-
fective date of this standard, shall be of types which do not
present an unusual slipping or tripping hazard to those persons
traveling over them.

Standard for Use by Handicapped

A1l carpeting in areas subject to use by handicapped individuals
shall, in addition to meeting other requirements of these stand-
ards, be specifid as high density, low uncut pile, and non-
absorbent. Underlayments are permissible provided they are
specified as firm or hard and do not exceed 3/8 inches in depth.
Carpets,and underlayments if used, shall be installed stretched
taut and securely anchored at all edges to the floor. Edging
%r'lps shall not project higher than 3/8 inches above the floor
ne.

Previous Standards for Departmental Facilities

Floor coverings in use in Department owned or operated health
care facilities prior to the effective date of this standard and
installed after May 17, 1973 are required to have a flame spread
rating of 75 or less as determined by ASTM E-84 test method
(Steiner Tunnel).

(Note: This ASTM E-84 standard will no longer apply to floor
coverings installed after the effective date of this standard.
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8-40-100 Previous Standards for Program Facilities

Floor coverings in use in facilities under a Department
funded or grant program were required to meet various
standards according to the particular program. These
floor coverings may be continued in use, provided they
met the applicable standards of the specific program
(Hi11-Burton, Medicare, Medicaid, etc.) at the time of
installation.

(Note: These program standards will no longer apply
to floor coverings installed after the effective date
of this standard.)

8-40-110 Exceptions

When deviations from the basic intent of this standard are
required to meet specific conditions or problems, justifi-
cations supporting such determinations may be submitted to

the official possessing waiver authority for the specific pro-
gram or faciiity involved. In the case of Departmental owned
or operated facilities justifications shall be submitted via
appropriate organizational channels to the Director, Office

of Safety Management, in accordance with 8-00-40 of the Safety
Management Manual, DHEW. -

76-611 O - 76 - 20
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FLOORING RADIANT PANEL TEST (FRPT) EXHIBIT X-25

1. Scope

1.1 This method of test describes a procedure for measuring the
critical radiant flux of horizontally mounted floor covering systems ex-
posed to a flaming ignition source in a graded radiant heat energy
environment, in a test chamber. The specimen can be mounted over under-
layment, a simulated concrete structural floor, bonded to a simulated
structural floor or otherwise mounted in a typical and representative
way.

1.2 This method measures the critical radiant flux at flame out.
It provides a basis for estimating one aspect of flame spread behavior
for floor covering systems in corridors or exitways of buildings. The
imposed radiant flux simulates the thermal radiation levels likely to
impinge on the floor of a corridor whose upper surfaces are heated by
flames and/or hot gases from a fully developed fire in an adjacent room
or compartment.
2: . Summary of Method

2.1 The basic elements of the test chamber, Figure 1, are: 1) an
air gas fueled radiant heat energy panel inclined at 30° to and directed

at 2) a horizontally mounted floor covering system specimen, Figure 2. The
radiant panel generates a radiant energy flux distribution ranging along

the 100 cm length of tgg test specimen from a nominal maximum of 1.0 watts/
cm? to a minimum of 0.1 watt/cm?. The test is initiated by open flame
ignition from a pilot burner. The distance burned to flame out is converted

to watts/cm? from the flux profile graph, Figure 6, and reported as critical

radiant flux, watts/cm?.
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3. Significance

3.1 This method of test is designed to provide a basis for estimating
one aspect of the flame spread behavior of a floor covering system installed
in a building cofridor. The test environment is intended to simulate con-
ditions that have been observed and defined in full scale corridor experi-
ments.

3.2 The test is intended to be suitable for regulatory statutes,
specification acceptance, design purposes, or development and research.

3.3 The fundamental assumption inherent in the test is that "critical
radiant flux" is one measure of the sensitivity to flame spread of floor
covering systems in a building corridor.

3.4 The test is applicable to floor covering system specimens which
follow or simulate accepted installation practice. Tests on the individual
elements of a floor system are of limited value and not vaiid for evaluation
of the flooring system.

4. Definitions of Terms

4.1 Critical Radiant Flux is the level of incident radiant heat energy

on the floor covering system at the most distant flame out point. It is
reported as watts/cm? (Btu/ft? sec).

4.2 Flux Profile is the curve relating incident radiant heat energy
on the specimen plane to distAnce from the initiation of flaming ignition
point, i.e. 0 cm.

4.3 Total Flux Meter is the instrument used to measure the level of
radiant heat energy incident on the specimen plane at any point.

4.4 Black Body Temperature is the temperature of a perfect radfator—

a surface with an absorptivity of unity and, therefore, a reflectivity of

zZero.
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5. Flooring Radiant Panel Test Chamber -- Construction and Instrumentation

5.1 The flooring radiant panel test chamber employed for this test
shall be located in a draft protected laboratory.

5.1.1 The flooring radiant panel test chamber, Figures 3 and 4, shall
consist of an enclosure 140 cm {55 in] long by 50 cm [19-1/2 in] deep by
71 cm {28 in] above the test specimen. The sides, ends and top shall be
of 1.3 cm {1/2 1n] calcium silicate-asbestos fibre, 0.58 g/cm® {36 1bs/ft3]
nominal density, insulating material with a thermal conductivity @ 200 F
of 0.96 cal (gm)/hr cm? deg C per cm [0.77 Btu/(hr) (ft2) (deg F per im)}.
One side shall be provided with a draft tight fire resistant glass window
so that the entire length of the test specimen may be observed from outside
the fire test chamber. On the same side and below the observation window
18 a door which when open allows the specimen platform to be moved out for
mounting or removal of test specimens.

5.1.2 The bottom of the test chamber shall consist of a sliding steel
platform which has provisions for rigidly securing the test specimen holder
in a fixed and level position.

The free, or air access, area around the platform shall be in the range
of 1950-3550 ecm? {300-500 square inches].

5.1.3 The top of the chamber shall have an exhaust stack with interior
dimensions of 12.5 ecm {5 in] wide by 38 cm {15 in] deep by 30 cm [12 in]

high at the opposite end of the chamber from the radiant panel.
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5.2 The radiant heat energy source shall be a panel of porous
refractory material mounted in a cast iron frame, with a radiation surface
of 30.5 x 45.7 cm [12 by 18 1in]. It shall be capable of operating at
temperatures up to 816 C [1500 F]. The panel fuel system shall consist of
an aspirator for wixing gas and air at approximately atmospheric pressure,

a clean dry air supply capable of providing 28.3 NTP m3 per hr [1000 Standard
Cﬁblc Feet per Hour] at 7.6 cm [3.0 in] of water, and suitable instrumentation
for monitoring and controlling the flow of fuel to the panel.

5.2.1 The radiant heat energy panel 1s mounted in the chamber at 30°
to the horizontal specimen plane. The horizontal distance from the 0 mark
on the specimen fixture to the bottom edge (projected) of the radiating
surface of the panel is 8.9 cm (3-1/2 in]. The panel to specimen vertical
distance is 14 cm {5-1/2 in] (see Figure 3).

5.2.2 The radiation pyrometer for standardizing the thermal output of
the panel shall be suitable for viewing a circular area 25.4 cm [10 in] in
diameter at a range of about 1.37 m [54 in]. It shall be calibrated over
ghe 490-510 C (914-950 F) operating black body temperature range in accordance

with the procedure described in Appendix A.

5.2.3 A high impedance potentiometer voltmeter with a suitable
millivolt range shall be used to monitor the output of the radiation pyrometer
described in 5.2.2.

5.3 The specimen holder (see Figure 5), is constructed from heat
resistant stainless steel1 having overall dimensions of 115 cm [45 in] by
32 cm {12-3/4 in] with a specimen opening of 20 cm [7.9 1n] x 100 cm
[40 in]. $Six slots are cut in the flange on either side of the holder to
reduce warping. The holder is fastened to the platform with two stud bolts

at each end.
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5.4 The pilot burner used to ignite the specimen 1s a commerical
propane venturi torch2 with an axially symmetric burner tip having a propane
supply tube with an orifice diameter of 0.0076 cm [0.003 in]. In operation,
the propane flow is adjusted to give a pencil flame blue inner cone length
of 1.3 em [1/2 1n}. The pilot burner is positioned so that the flame
generated will impinge on the center line of the specimen at the 0 distance
burned point at right angles to the specimen length (see Figures 3 and 4).
The burner shall be capable of being swung out of the ignition position so
that the flame is horizontal and at least 5 cm [2 in] above the specimen
plane.

5.5 Two 0.32 cm {1/8 in] stainless steel sheathed grounded junction
chromel alumel thermocouples3 are located in the Flooring Radiant Panel Test

Chamber (see Figures 3 and 4).
. 5.5.1 An indicating potentiometer with a range of 100-500 C (212-

932 F) may be used to determine the chamber temperatures prior to a
test.

5.6 An exhaust duct with a capacity of 28.3-85 NTP m3 per minute
(1000-3000 SCFM) decoupled from the chamber stack by at least 7.6 cm [3 in]
on all sides and with an effective area of the canopy slightly larger than
plane area of the chamber with the specimen platform in the out position
is uged to remove combustion products from the chamber.

5.7 The dummy specimen which 1s used in the flux profile determination
shall be made of 1.9 cm {3/4 in] inorganic 0.58 g/cm3 [36 1bs/ft?] nominal
density calcium silicate asbestos fibre board (see Figure 5). It is 25 cm
(10 in] wide by 107 em [42 in} long with 2.7 cm {1-1/16 in] diameter
holes centered on and along the center line at the 10, 20, 30 ~--- 90 cm

locations, measured from the maximum flux end of the specimen.
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5.7.1 The total heat flux transducer used to determine the flux profile
of the chamber in conjunction with the dummy specimen should be of the
Schmidt-Boelter? type, have a range of 0-1.5 watts/cm? (0-1.32 Btu/fc2 sec),
and shall be calibrated over the operating flux level range of 0.10 to 1.5
watts/cm? in accordance with the procedure outlined in Appendix A. A source
of 15-25 C cooling water shall be provided for this instrument.

5.7.2 A high impedance or potentiometric voltmeter with a range of
0-10 m.v. and reading to 0.01 m.v. shall be used to measure the output of
the total heat flux transducer during the flux profile determination.

5.8 A timer shall be conveniently mounted on the chamber for measuring
preheat and pilot contact time.

6. Safety Precautions

6.1 The possibility of a gas-air fuel explosion in the test chamber
should be recognized. Suitable safeguards consistent with sound engineering
practice should be installed in the panel fuel supply system. Thesé may
include_one or more of the following: 1) a gas feed cut off activated"
when the air supply fails, 2) a fire sensor directed at the panel surface
that stops fuel flow when the panel flame goes out, 3) a commerical gas water
heater or gas fired furnace pilot burner control thermostatic shut off which
is activated when the gas supply fails or other sultable and approved device.
Manual reset is a requirement of any safeguard system used.

6.2 In view of the potential hazard from products of combustion, the
exhaust system must be so designed and operated that the laboratory environment
is protected from smoke and gas. The operator should be instructed to
minimize his exposure to combustion products by following sound safety
practice, e.g. insure exhaust system is working properly, wear appropriate

clothing including gloves, et al.
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7. Sampling

7.1 The samples selected for testing shall be representative of the
product.

7.2 Standard ASTM sampling practice shall be followed where applicable,
see ASTM Method E-122.
8. Washing of Textile Floor Coverings

8.1 If the carpet has had a treatment, or is made of fibers which have

had a treatment as the term "treatment” is defined in 8.2, the selected
sample shall be washed as prescribed in Appendix C, unless this method

can be proven to be unsuitable for the particular fabric involved. 1In

this case, such other method as the manufacturer determines is likely to

be used on the carpet in service and which is agreed to by the purchaser,

may be used. Alternatively, the carpet may be washed and dried as many

times under such other washing and drying procedures as shall have been
demonstrated to be the equivalent of ten washings under the washing procedure
described herein.

8.2 'Treatment' as that term is used in this standard shall mean any
process, such as spraying, padding, dipping, brushing, or otherwise applying
a material onto the pile or primary backing of a carpet at any stage of
manufacture, which has the effect of reducing ilammability.S

8.3 This washing requirement may be modified or waived by the purchaser
{f the manufacturer will certify that washing does not affect the permanence

of the fire-retardancy resulting from the treatment.




9. Test Specimens

9.1 The test specimen shall be a floor covering system sized to provide
for adequate clamping in the mounting frame. Its minimum dimensions shall
exceed the frame width [20 em (7.9 in) nominal)] and length {100 cm (39.4 in)
nominal] by about 5 c¢m (2 in). It may be necessary to notch or punch holes
in the specimen to accommodate the mounting frame bolts (see Figure 5).

9.2 Iﬁsofar as possible, the floor covering system specimen should

simulate actual installation practice. Typical examples follow:

9.2.1 A carpet mounted over the atandard6 cushion or the standard
simulated concrete subfloor’ (see Appendix B2.1).

9.2.2 A carpet with or without integral cushion pad bonded to a
high density inorganic sheet simulating a concrete subfloor (see Appendix
B2.2).

9.2.3 A resilient floor bonded to a high density inorganic sheet
simulating a concrete subfloor (sée Appendix B3.1).

9.2.4 A hardwood floor nailed to a plywood subfloor, then sanded
and finished according to standard practice (see Appendix B4.1).

9.3 A minimum of three specimens per sample shall be tested.

10. Radiant Heat Energy Flux Profile Standardization

10.1 1In a continuing program of tests, the flux profile shall be
determined not less than once a week. Where the time interval between
tests is greater than one week, the flux profile shall be determined at the
start of the test series.

10.2 Mount the dummy specimen in the mounting frame and attach the

assembly to the sliding platform.
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10.3 With the sliding platform out of the chamber, ignite the radiant
panel. Allow the unit to heat for one hour. The pilot burner 18 off during

this determination. Adjust the fuel mixture to give an air-rich flame.

Make fuel flow settings to bring the panel black body temperature to about
500 C (932 F), and the chamber temperature to about 180 C (356 F). When
equilibrium has been established, move the specimen platform in the chamber.

10.4 Allow 0.5 hours for the closed chamber to equilibrate.

10.5 Measure the radiant heat energy flux level at the 40 cm point
with the total flux meter instrumentation. This is done by inserting the
flux meter in the opening so that its detecting plane 1s 0.16-0.32 cm
(1/16-1/8 in) above and parallel to the plane of the dummy specimen and
reading its output after 30 * 10 seconds. If the level is within the limits
specified in 10.6 the flux profile determination is started. 1f it is not,
make the necessary adjustments in panel fuel flow. A suggested flux profile
data log format is shown in Figure 7.

10.6 The test shall be run under chamber operating conditions which
give a flux profile of the form shown in Figure 6. The radiant heat energy
incident on the dummy specimen at the 40 cm point shall be 0.5 + 0.02 watts/cm?
(0.44 t 0.017 Btu/ft? sec).

10.7 Insert the flux meter in the 10 cm opening following the procedure
given in 10.5 above. Read the m.v. output at 30 *+ 10 seconds and proceed
to the 20 cm point. Repeat the 10 ém procedure. The 30 - 90 cm flux levels
are determined in the same manner. Following the 90 cm measurement, make
a check reading at 40 cm. If this is within the limits set forth in 10.6.
the test chamber is in calibration and the profile determination is completed.
If not, carefully adjust fuel flow, allow 0.5 hours for equilibrium and repeat

the procedure.




10.8 Plot the radiant heat energy flux data as a function of distance
along the specimen plane on rectangular coordinate graph paper. Carefully
draw the best smooth curve through the data points. This curve will
hereafter be referred to as the flux profile curve.

10.9 Determlne the open chamber black body and chamber temperatures
that are identified with the standard flux profile by opening the door and
moving the specimen platform out. Allow 0.5 hours for the chamber to
equilibrate. Read optical pyrometer output and record black body temperature
in C. This is the temperature setting that can be used in subsequent test
work in lieu of measuring the radiant flux at 40 cm using the dummy specimen.
The chamber temperature also should be determined again after 0.5 hours and
is an added check on operating conditions.

11. Conditioning

11.1 Specimens shall be conditioned according to standard practice
for the floor covering being tested unless otherwise specified: see ASTM
E-171-63.

12. Test Procedure

12.1 With the sliding platform out of the chamber, ignite the radiant
panel. Allow the unit to heat for one hour. Read the panel black body
temperature and the chamber temperature. If these temperatures are in
agreement to within #5 C with those determined in accordance with 10.9 above,
the chamber is ready for use.

12.2 Invert the sample holder on a workbench and insert the flooring
system. Place the steel bar clamps across the back of the assembly and

tighten nuts firmly. Return the sample holder to its upright position, clean

the test surface with a vacuum and mount on the specimen platform.
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1273 Ignité the pilot burner, move the apecimen into the chamber and
cloge the door. Start the timer. After 2 minu;es preheat, with the pllot
burner on and set so that the flame is horizontal and 5 cm above the specimen,
bring the pilot burner flame into contact with the center of the specimen at
the 0 cm mark. Leave the pilot burner flame in contact with the specimen for
10 minutes, then remove to a position 5 cm above the specimen. If the specimen
does not ignite within 10 minutes following pilot burner flame application,
the test is terminated by extinguishing the pilot burner flame.

12.4 For specimens that do ignite, the test is continued until the flame
goes out. Observe and record significant phenomena such as melting, blistering,
penetration of flame to the substrate, etc.

12.5 When the test is completed, the door 1s opened, the specimen
platform is pulled out.

12.6 Measure the distance burned i.e. the point of farthest advance
of the flame front, to the nearest 0.1 cm. From the flux profile curve,
convert the distance to watts/cm? critical radiant heat flux at flame out.

Read to two significant figures. A supgested data log format is shown in
Figure 8.
12.7 Remove the specimen and its mounting frame from the moveable

platform.

12.8 The succeeding test can begin as soon as the panel black body
temperature is verified (see 12.1). The test assembly should be at room

temperature prior to start up.
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13. Calculations
13.1 The mean and standard deviation of the critical radiant flux test
data on the three specimens are calculated in accordance with ASTM standard
practice (ASTM Manual on Quality Control of Materials 1951 Edition STP 15C).
S
S ~ j (£X2-n)_(2)
n-1
where S = eotimated standard deviation
X = value of single observation
n = number of observations, and
X = arithmetic mean of the set of observationms.
14. Report
14.1 The report shall include the following:
14.1.1 Description of the flooring system tested including its elements.
14.1.1.1 1If a textile floor covering is tested, indicate whether it has
been washed in accordance with 8.1.
14.1.2 Description of the procedure used to assemble the flooring system
specimen.
14.1.3 Number of specimens tested.
14.1.4 Average critical radiant flux and standard deviation.
14.1.5 Observations of the burning characteristics of the specimen
during the testing exposure, such as delamination, melting, sagging, shrinking,

etc.

15. Precisiond

Defining a test result as the average of 3 replicate determinations,
the repeatsbility (within laboratory variability) is about 20 per cent of
the measured value? and the reproducibility (among laboratory variability)

is of the order of 35 per cent of the measured value.lo
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APPENDIX A

Procedure for Calibration of Radiation Instrumentation

Al Radiation Pyrometer

Al.l Calibrate the radiation pyrometer by means of a conventional black
body enclosure placed within a furnace and maintained at uniform temperatures
of 490, 500, and 510 C (914, 932, 950 F). The black body enclosure may consist,
of a clogsed chromel metal cylinder with a small sight hole in one end. Sight
the radiation pyrometer upon the opposite end of the cylinder where a therm-
ocouple indicates the black body temperature. Place the thermocouple within
a drilled hole and in good thermal contact with the black body. When the
black body enclosure has reached the appropriate temperature equilibrium, read
the output of the radiation pyrometer. Repeat for each temperature.
A2 Total Heat Flux Meter

A2.1 Calibrate the total flux meter against a standard quartz lamp source
having a radiant energy output of approximately 0.15 watts/cm? in accordance
with the procedure [NBS Report of Calibration, Test No.: 221.12/ 1B/74
Interdivision Work Order No. 490-2220, dated 10/17/74] developed by the NéS
optical radiation group. The precision (3 sigma limits) of the calibration
based on 25 measurements at the above single point 1s of the order of *17.
For a calibration across the operating range of the instrument, the manufacturer

of the transducer should be contacted. This calibration can be good to *5Z.




APPENDIX B

Guide to Mounting Methods

Bl  Introduction

Bl.1 This guide has been compiled as an aid in gelecting a method
for mounting various flooring materials in the fire test chember. These
mountings are suggested for test method uniformity and convenience.

B2  Mounting Procedures

B2.1 Carpet and Cushion Pad Over Concrete, Simulated -- Carpet specimens
should be cut in the machine direction. To mount a specimen, invert the holder
on a clean, flat surface. 1Insert the test specimen in the holder. Then
insert the cushion pad with the waffle side facing the carpet followed by a
0.64 cm [1/4 1in] thick cement asbestos board* and a 1.2 cm [1/2 {n] 0.58
gms/cm? {36 1bs/ft3}) inorganic millboard. Finally, place the steel har clamps
across the assembly and tighten firmly. Turn the specimen upright and vacuum
to remove any foreign particles. Brush the surface to raise the pile to its
normal position. Mount the test assembly on the specimen transport frame so
that the pile lay faces the panel.

B2.2 Carpet with or without Integral Cushion Pad Bonded to Concrete,
Simulated -- carpet specimens should be cut in the machine direction. The
adhesive shall be that recommended by the carpet manufacturer (see note
B5.1). Apply the adhesive to the smooth side of the cement asbestos board
according to the directions provided by the adhesive manufacturer. Mount
the specimen in testing frame as described in B2.l and test according to
standard procedure.

*The cement asbestos board may spall during a test. This can be avoided by
heating for 12 hours at 325°F.
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B2.3 Carpet, Other -- The actual sub-floor may be substituted for
the standard cement asbestos board substrate.
B3 Resilient Flooring

B3.1 Follow and/or simulate commerical installation practice. This
will in wmost instances mean bonding to the standard cement asbestos substrate.
B4 Hardwood Flooring

B4.1 Follow and/or simulate commerical installation practice. In a
typical system, the substrate would be a 5/8" plywood sheet covered with
building paper. The oak flooring strips would be nailed to the plywood then
sanded, sealed, and waxed. The assembly should be treated with the moisture
content of the oak at 7-8%.
BS Notes

BS.1 Taylor's Multi-purpose Latex Base #260 or equivalent.
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APPENDIX C

Method for Washing Textile Floor Coverings

€1  Purpose and Scope

Cl.1 This lgboratory procedure is designed to produce results comparable
to the "Rotary Brush" and the "Roll-A-Jet" methods customarily used for
textile floor coverings in service. The method is suitable whenever cleaning
procedures, in which a textile floor covering is wetted-down, scrubbed, rinsed,
and dried, are to be simulated.

Cl1.2 This method is applicable to either soiled or unsoiled textile
floor coverings.

Cl.3 This method 1s applicable for evaluating the permanence of fire-
retardant treatments for textile floor coverings.
C2 Principle

C2.1 The test is performed by wetting the textile floor covering with
water, applying a solution of a sodium alkylsulfate surfactant, hand scrubbing
with a nylon bristle brush, rinsing, extracting excess water, and then drying
in a vented oven.
C3  Apparatus and Materials

C3.1 Cleaning agent--a 12, by volume, solution of a sodium alkylsulfate
(see note C5.1).

C3.2 A brush having nylon bristles 0.056 to 0.066 cm (0.022 to 0.026 in)

e

in diameter and a bristle height of 2.2 to 2.9 cm (0.88 to 1.13 in). Width
of the brush should be approximately 5 cm (2 in). A desirable length of
the brush should be approximately one dimensional width of the test specimen

(see note C5.2).

76-611 O - 76 - 21
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C3.3 A hydro extractor (see note C5.3).

C3.4 Laboratory oven, a vented circulating air type, capable of removing
the moisture from the spacimens when maintained at 105 C (221 F) for 2 hours
(see note C5.4).

C4 Procedure

C4.1 Cut three test specimens, 110 x 30 em (41 x 11 in) in size from
the pample free from defects or creases. The perimeter shall be stitched,
if necessary, to prevent delamination, distortionm, or qther degradation.

C4.2 Immerse the test specimen to be washed in a container of water
at 18 to 30 C (65 to 85 F) until it appears to be uniforﬁly wet. Remove
specimen, drain until exceas water rums off, and then position on a flat
working surface with traffic surface up.

C4.3 Apply 250 ml. of the surfactant solution at a temperature of 18
to 30 C (65 to 85 F) distributed uniformly over the traffic surface of the
test specimen. Hand scrub, with minimum pressure, the traffic surface with
the nylon bristle brush for 10 strokes in the long direction, lifting the
brush between strokes. Attempt to keep the brush centered on the specimen
during each stroke. Rotate the specimen a half-turn and repeat the brush
strokes, doing this until the specimen has been stroked 10 times in each
long direction for a total of 20 etrokes.

C4.4 Thoroughly rinse the specimen on both gides by spraying forcibly
with water at 46 to 52 C (115 to 125 F) untileoaming ceases.

C4.5 Position the washed and rinsed test epecimen in the hydro-extractor
to extract excess water so there is no over-lapping and spin-dry for approxi-

mately 3 minutes.
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C4.6 Place the damp—dry specimen in the oven at 104 to 110 C (220 to
230 F) for 30 minutes and then remove for additional washing.

C4.7 Repeat steps C4.2 to C4.6 nine times until the specimen has been
washed a total of 10 times.

C4.8 On the 10th and final cycle, keep the epecimen in the oven until
dry, or for not less than 2 hours. Remove the specimen from the oven and
allow to stand at least 8 hours in order to come to equilibrium conditions
with the laboratory environment.

C4.9 Cut the three specimens to 105 x 25 cm (40 x 10 in) in size,
condition as prescribed in paragraph 11.1 of the test method, and test.

C5 Notes

C5.1 Orvus WA Paste has been found to be suitable. Available from
Procter and Gamble Company, Textile Specialities Section, P.0O. Box 599,
Cincinnati, Ohio 45201.

C5.2 A guitable brush may be obtained from the Atlanta Brush Company,
19 Hilliard Street, Atlanta, Georgia 30312 (stock oumber 1-4638).

C5.3 A satiefactory means of extracting excess water from specimens
is the use of the spin-dry cycle only in a home laundry type of washing
machine. Care must be used in setting the machine or cloeing the water
valves so that no rinse water is admitted during this spin-dry cycle.

C5.4 Procedure 2 of ASTM D 2654-71, "Moisture Content and Moisture
Regain of Textile Material," without the predrying feature for the incoming

air describes a satiefactory oven.
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Flooxing Radiant Panel Tester Apparatus

Figure 1.
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RADIANT FLUX PROFILE

Date

Black Body Temperature n.v. . °c (F)

Gas Flow NTPm3H (SCFH) Air Flow NTPm3H (SCFH)
Room Temperature °c (F)
Alr Pressure Gas co. (in.) of H.O

2

Flux Meter Conversion Factor
Radiometer No. © From Calibration On

Distance ' MV watta/cm2
(cm)
10
20
30
40
50
60
70
80

90 ' :

Signed

FIGURE 7. Flux Profile Data Log Format
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Test Rumber Date Time

Laboratory

Specimen Identification/Code No.

Test Assembly:

Panel: Angle ° Temperature °C (°F)
Flow: Gas NTPm3H (SCFH) Alr NTPm3R (SCFH)
Pressure, cm. (in.) H20: Initial, Air Gas H

Chamber Temperature (Initial) °C (°F)

Room: Temperature °C (°F) Rood Draft cm (in.) water

Total Burn Length cm (1a.)

Critical Radiant Flux watts/cm?

Flux Profile Reference

Observations:

Signed

Figure 8. Flooring Radisnt Panel Test Date Log Format
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Appointed By
Mayor Richard J. Daley
City Of Chicago
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Introduction

Purpose of Investigation

Mayor Richard J. Daley appointed a special panel cago, lllinois on January 30, 1976, and to draw such
to investigate and record all facts related to the fire and conclusions as are supported by the facts and to make
subscquent deaths which occurred at the Wincrest dati to p a similar tragedy from
Nursing Home, 6326 North Winthrop Avenue, Chi- recurring. .

Panel Members
The following people were named to this special panel:

Fire Commissioner ROBERT J. QUINN (Chairman)
Health Commissioner DR. MURRAY C. BROWN
Building Commissioner JosepH F. FrTzceRaLD, F.A.LA.

MR. Jack D. TRaIN, F.A.LA., Metz, Train, Olson and
Youngren, Incorporated, Architects

MR. ELMER RESKE, P.E., Consultant to
Metropolitan Chicago Loss Bureau
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CONDITION AT THE TIME OF THE FIRE

BUILDING DESCRIPTION

General Features

The building had been designed as a nursing home
for 88 per resid in 28 sleeping rooms and
was constructed in three stages. The three additions
are of fire resistive construction. The original brick
building was removed prior to the second stage of
construction in 1966.

The three stages of construction were as follows:
(See Plan)

In 1959, a 47-8” x 42°-0”, 1,906 square foot fire
resistive building consisting of two floors and 2 garden
level, totaling 5,719 square feet, was added to the rear
of the existing two story basement and attic brick
nursing home. This addition was constructed with pre-
cast concrete floor and roof slabs on stecl beams and
columns. In 1966, the original building was demolished
and replaced by a three story and garden level precast
concrete floor and roof slab structure with 2,367 square
feet of area per floor for a total of 9,466 square feet.
At the same time, a third floor was added to the exist-
ing two floors and garden level building constructed in
1959. The roof of this third floor addition was of steel
bar joist construction and gypsum roof deck with a
5/8” gypsum board suspended ceiling. In 1973, the
third addition was added at the rear of the existing
building. This addition was 40’ x 20" with a connecting
10’ corridor having 903 square feet per floor. It con-
sisted of three floors and a garden level, for a total of
3,613 square feet of floor area. The construction was
precast concrete floor slabs and metal roof deck on
steel bar joists with a suspended 3/4” mineral acousti-
‘cal ceiling. All partitions are 16” O.C. metal studs,
covered with 5/8” thick one hour fire rated plasterboard
or masonry with 1/2” plasterboard on 3/4” furring
strips.

As each addition was constructed, there were changes
in the use of certain areas. At the time of the fire the
usc consisted of patient care rooms with supporting
services such as nursing station, lounges, small kitchens,
(no cooking appliances), bedpan closets, bathrooms,
toilets and small storage closets on the 1st, 2nd, and
3rd floors. The garden level was a non-resident floor
consisting of the entrance and supportive facilities such
as laundry room, boiler room, storage rooms, kitchen,
dining room, examining room, lounge and offices.

A combination chapel-lounge a2pproximately 18’ x 32’
was located on the 3rd floor of the 1973 addition.

Stairs

There are two enclosed stairwells of two hour fire
rated construction. The cast stairwell door on the 3rd
floor is located 5’ from the east end of the corridor.
The west stairwell door is located approximately 50’
from the west wall of the loungechapel. The east
stairwell exited at grade on the north side of the build-
ing and continued down approximately 4’ to the garden
level in the front lobby area. The west stairwell exited
at grade on the north side of the building and continued
down approximately 5° to the garden level floor in the
boiler room area.

Elevators

One standard hospital size hydraulic elevator was
provided across the corridor from the ecast stairwell.

Exterior Walls

The exterior walls consist of brick and concrete block
backup with gypsum board on furring strips.

Interior Parlitions

The interior partitions are 5/8” gypsum board on
steel studs.

Structural System

The structural system consisis of reinforced concrete
foundation walls and footings below grade, floor slabs
of 8” thick precast concrete with 2-1/2” of concrete
fill, supported on fire protected steel columns and
beams. The roof slab of the east section, constructed
in 1966, is precast concrete, while the middle section
constructed at the same time is gypsum roof deck on
steel joists, The roof of the 1973 addition on the west
end is also gypsum deck on steel joists.

Doors {third floor)

The doors leading to the two enclosed stairways are
both 3°-8” x 6-8” x 1-3/4” wood, class “B", one-hour
rated fire doors with single 10”7 x 10” wire glass win-
dows, operated by approved hydraulic type door closers.
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All other doors, with the exception of one hollow-
core door on the small linen closet adjacent to Room
305, are 1-3/4” solid core. The doors to all patient
rooms are 3’-8” wide by 6-8” high.

All doors are mounted on self casing metal frames
with integral metal door stops.

Wall Finish Materials (third floor)

The 3rd floor contains five different wall finish
materials: paint, ceramic tile, vinyl-fabric wallpaper,
vinyl-paper wallpaper and a vinyl-asbestos tile wainscot.

All toilets and bathrooms have 4”x4”x 1/4” ceramic
tile set in mastic over plasterboard, extending 4’-4”
above the floor. The upper walls of these rooms are
both painted and in some cases, covered with vinyl
fabric wallpaper.

The walls in the new 1973 lounge-chapel section are
all painted, over plasterboard, including the short cor-
ridor walls to the lounge-chapel.

All walls in the patient care rooms and the front
lounge are covered with a vinyl coated fabric wall-
paper.

The entire corridor, up to the 1973 section, is covered
with either a vinyl wallpaper or a vinyl fabric type
wallpaper, probably “Vinyl Weave.”

A vinyl-asbestos tile, 12”x12”x1/16”, formed a wains-
cot, approximately 4° high, adjacent to rooms 305, 306,
and the west stairwell. It was covered with the vinyl-
fabric wallpaper on the north side of the corridor.

Specifications kept by the management for the *Vinyl
Weave’ vinyl fabric-backed wallpaper indicate 2 flame
spread rating of 8, a fuel contribution of 2, and a smoke
density of 8. Positive verification of receipts and iden-
tification of materials was attempted.

Ceiling Construction (third floor)

The 3rd floor contains 3 different types of ceiling
construction: exposed flexicore, suspended plasterboard
and suspended acoustical mineral tile.

Exposed (painted) flexicore ceilings cover patient
rooms 301, 302, 303 and 304, both stairways, and the
front lounge (built in 1966).

The entire corridor up to the 1973 addition, the
nurses’ station, all closets, toilet rooms, bathroom,
janitor’s closet, kitchen service areas and rooms 305,
306, 307 and 308 have suspended 5/8, one hour
rated, plasterboard ceilings attached with sheet metal
screws 1o metal channels and rails.

The lounge-chapel section and the short corridor
leading to it contains a suspended 12”x12”x3/4” acous-
tical mineral tile ceiling with a one hour fire rating.
The tile is set in metal ch Is, and i d
with metal spleens. The upper tile surface is suspended
approximately 8” from the bottom of the 14” bar joists
spanning the lounge-chapel roof.

Floor Finish (third floor)

The entire floor is covered with vinyl-asbestos floor
tile laid directly on the concrete deck. This includes
all rooms, service areas, corridors and stairwells except
for bath and toilet rooms which are covered with
17 x 1”7 ceramic tile.

The base in every room (except bath and toilet
rooms) corridor and stairwell is 4” high rubber base
attached to the wall with mastic.

There was no carpeting, throw rugs or runners evi-
dent on the 3rd floor.

Heating

With the exception of the 2nd floor recreation room
and the 3rd floor lounge-chapel which are also par-
tially heated and cooled by 220 volt G.E. electric
‘through-the-wall’ units, the entire building is heated
by hot water radiant baseboard copper fin radiators
supplied from two gas boilers: one supplying the base-
ment only, and the other supplying the 1st, 2nd and
3rd floors.

Hot water is supplied by a high recovery gas-fired
water heater. Combustion air is supplied to the boiler
room through screened and louvered openings in the
west exterior wall.

Ventilation

The 1st, 2nd and 3rd floor patient rooms, lounges
and 3rd floor loungechapel are ventilated by natural
ventilation means, employing sliding type and double-
hung windows.

All bath and toilet rooms on the Ist, 2nd and 3rd
floors are mechanically ventilated. Sheet metal ducts
run horizontally above the dropped corridor ceiling to
vertical risers and to the roof mounted exhaust fans.

The garden floor contains the admission and admin-
istrators’ offices, lounge, nurses' office, examining
room, kitchen, dining room and laundry room. All
garden floor rooms are mechanically ventitated through
the dropped ceiling with a sheet metal ducted air sup-
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ply system utilizing a hot_water heating coil supplied
by the hot water boiler. The kitchen is mechanically
exhausted through the kitchen range hood. The hood
system is constructed of 14 gauge black iron and runs
horizontally, through the west wall and up to the roof
level exhaust fan.

Electrical System

The building has a2 600 AMP, 3 phase, 4 wire,
220/440 volt service to a main distribution panel located
in the basement boiler room, plus a separate 60 AMP,
single phase, 3 wire, 120/240 volt emergency service.

Each patient floor has a 100 AMP general purpose
circuit breaker panel to handle the floor’s electrical
foad.

Separate circuits are provided for all special equip-
ment such as the seven 220 volt clectric heater-air con-
ditioner units in the 1973 addition.

The building also contains the required System II
emergency exit sign and corridor lighting system. This
system operates on an automatic transfer switch, turn-
ing on the emergency corridor lights in the event of
failure or power loss in the buildings’ normal lighting
circuits. This system is wired separately on special
fused circuits, from its own separate and remote 60
AMP service.

Although not required, battery-operated emergency
lighting was installed in two locations on the 3rd floor,
set to illuminate the entire corridor in"the event of a
failure of the normal lighting and the System II emer-
gency lighting. In the event of a neighborhood ‘brown-
out’ or a total power failure within the building, these
units would automatically activate.

Patient Room Furnishings and Contents
{third floor)

Each patient is furnished with or shares a specific
amount of furniture plus half of one free standing
wardrobe.

Each patient is supplied with a bed and a bedside
table, and shares one or two 4 drawer chests with
other patients.

The rooms are also equipped with one or more
movable servicing tables and have from no chairs to
5 chairs. All chairs have vinyl covered cushions (seat
and back) on wood or metal frames.

The personal property of patients is limited to nec-
essary clothing, toiletries, pictures, books, magazines
and portable television sets and radios.

All of the furniture in Rooms 305, 306 and 307,
including the wardrobes and head and foot boards on
the beds were of wood construction. Rooms 301, 302,
304 and 308 had a mixture of metal and wood furniture
and wardrobes in each room.

Room 303 had all metal fumiture including bed-
boards and two metal wardrobes. There was no chest
of drawers in this room.

All windows in the patient rooms, front lounge,
corridor and rear lounge—chapel have single pane! fibre-
glass draw drapes extending to the window sills.
Each window is also equipped with a vinyl-fabric shade,
most of which were in a rolled up position.

Each patient room is equipped with a metal ‘through-
the-wall’ unit air conditioner sleeve under the window.
The sleeves were sealed and secured with sheet metal
covers. None of the sleeves contain an air conditioner.

Each bed conmsists of a metal crank-type hospital
frame with open metal spring and a 7” thick hospital
type, cotton felt, polyurcthane and sisal mattress.
The matiress is covered with a clear vinyl plastic cover,
3 cotton sheets, 1 or 2 cotton blankets, and 1 or 2
pillows filled with feathers. The pillow cases are cotton,
covered with a clear vinyl plastic and cotton pillow
cover. One bedspread of quilted nylon or white cotton
is provided for each bed.

PRIVATE FIRE PROTECTION AND FIRE ALARM SYSTEM

Fire Alarm

The home was equipped with a manual and auto-
matic fire alarm system that is connected directly to the
main fire alarm office of the Chicago Fire Department.
The alarm system is designed to give the code or box
number of the alarm station activated.

Two manual pull boxes are located on each floor
and an exterior city fire alarm box is located in front
of the home.

76-611 O - 76 - 22

Automatic alarms are transmitted by rate of rise
136 degrees fixed temperature heat detectors placed in
areas as required in the Municipal Code. Heat detec-
tors on the 3rd floor were located in the ceater of the
loungechapel, small storage closet and in ‘each stair-
well.

In addition to the required fire alarm system de-
scribed above, a local smoke detection system was in-
stalled with smoke detectors located at the entrance of
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the chapel-lounge on the 3rd floor, and also the lounge
entrance on the 2nd floor. The 3rd floor smoke detec-
tor did activate, transmitting a house alarm to the 2nd
floor nurses’ station.

Private Fire Protection
The 3rd floor is equipped with (3) hand-held fire
inguishers and (2) ic battery operated emer-
gency lighting units, and a public address loud speaker.
The 3 fire extinguishers are hand held, 2-1/2 gallon,
pressurized water type.

INSPECTION REPORTS

1. Health Department

The 2 automatic emergency lighting units are dry
cell operated, designed to switch on in the event of a
power failure in the 3rd floor lighting system. Each
have 2 beam type bulbs set to illuminate the entire
length of the corridor.

Each floor is equipped with a one way loud speaker
located above the closct door adjacent to the front
(east) enclosed stairway. The speaker is connected to
a public address system at the switch board in the
garden level and is used to summon various employees
and give messages to staff personnel on each floor.

This facility was inspected on a monthly basis by the
Health Department. The last visit was January 8, 1976.
No significant violations of the Municipal Code were
found at this time.

2. Fire Department

This building was inspected on a monthly basis by
Fire Department lieutenants from the Fire Prevention
Bureau. The last inspection was made on December
31, 1975. No violations of the Municipal Fire regula-
tions were found.

3. Building Department

BUILDING CONDITION

This building is required to be i d on an annual
basis. The last inspection was made on September 8,
1975, by an inspector from the Institutional and
Assembly Bureau. No violations of the Municipal
Building code were found.

. The building was well built, well maintained and
well operated. The building complied with all city rules

and regulations governing its construction and opera-

tion. Prior to the fire, this nursing home would be
considered a good example of a typical and proper
institutional use of this type.
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CHRONOLOGY OF THE FIRE

At the time of the fire the building contained 83
permanent residents and was staffed by 3 nurses, 6
nurses’ aides, 2 maintenance personnel, 5 office per-
sonnel and 4 kitchen and laundry personnel.

Approximately 28 of the residents were attending
mass in the third floor lounge-chapel with an approxi-
mate total of 40 residents, 5 attendants and a priest on
the entire 3rd floor.

Fire was detected in Room 306 at the approximate
center of the single corridor which serves the third
floor. Fire-fighting attempts were made by the priest
and attendants. The fire alarm box was also activated
by an attendant.

The initial alarm was received by the Fire Alarm
Office at 11:43 AM.,, Friday, January 30, 1976. This
alarm was transmitted as Fire Alarm Box 31769 and
was activated by either of the following two methods:

1. One or more of the heat detectors on the 3rd
floor.

2. The fire alarm box located at the entrance to the
west stairwell on the third floor.

Note: The fire alarm box was activated by
nursing home employees and may have
followed or preceded the alarm from
the heat activated device..

These 2 devices are on a single circuit. Consequently,
the device that op d or of their operati
cannot be identified.

4

The usual institutional box alarm response that is
dispaiched by the Fire Department to either a school,
hospital, nursing home or similar occupancy, was sent.
This response consisted of 4 engine companies, 2 hook
and ladder companies, a flying squad, a snorkel, a
division marshall and 2 battalion chiefs.

The first fire company arrived on the scene 3 min-
utes and 40 seconds after the initial alarm at 11:46
AM., and verified the fire. They found the 3rd floor
heavily charged with smoke and elderly patients, many
in wheel chairs, gasping or unconscious, and in need
of i di ion and | to. nearby hos-
pitals for emergency care.

Disaster Plan No. 3 was put into effect at 12:16
P.M., and other organizations, utilities, city officials
and city departments, etc., notified by the Fire Alarm
Office. '

The fire was struck out at 1:28 P.M. Room 306
was completely gutted while the corridor sustained
only moderate fire damage but intense to heavy smoke
and heat damage. Three other patient care rooms with
open doors to corridors suffered moderate to intense
smoke and heat damage, while 4 of the 8 patient care
rooms suffered no heat or smoke damage because doors
to the corridor were closed.

No fire, smoke or heat damage was evident on the
2nd, 1st or garden floors of the building. Water dam-
age was minor.

Total damage from fire, smoke and water was rela-

. tively minor.

The death toll from the fire, on the date of this
report, 2/20/76, is twenty-three.



334

INVESTIGATION OF THE FIRE

ORIGIN AND CAUSE

Reports of eyewitnesses who fought the fire initially,
indicated that it started in a plywood wardrobe located
in the southwest corner of Room 306, on the 3rd floor.
The room was occupied by four female patients.

Approximately 28 patients, incleding those in Room
306, were attending a Roman Catholic mass that was
being held in the lounge-chapel at the west end of the
3rd floor and Room 306 was unoccupied at the time

the fire was discovered.

Inasmuch as the cause of ignition could not be deter-
mined, it is the Committee’s considered opinion that
this fire was of incendiary origin.

A Police Arson Bureau investigation has resulted
in the arrest of a temporary housekeeper who has been
charged with multiple counts of murder by arson in
connection with this fire.

FIRE AND SMOKE SPREAD

The blackened ceilings and side walls indicate that a
large volume of smoke and hot gasses raced through
the corridors and entered rooms where doors were left
open. Whereas smoke damage was confined mainly to
the 3rd floor, some smoke entered the front and rear
stairwells as rescue attempts were carried out along with
fire fighting operations. Standard fire fighting proce-
dures require the closing of all doors and windows to
confine fire and cut off oxygen supply, however, a nurse’s

aid opened a window in the lounge-chapel at the west
end of the building. Due to the wind direction and
strength (N.W. at 15-25 M.P.H.) this action appears
to have reduced the amount of smoke and gas that
would normally have entered the lounge-chapel area
and undoubtedly saved lives. The pattern and direction
of the heat and smoke are clearly demonstrated in the
pictures included with this report.

FIRE FIGHTING OPERATIONS

Nursing Home Personnel

A nurse’s aid discovered the fire in Room 306, sum-
moned the priest who was conducting the mass in the
lounge-chapel, and activated the pull box which sum-
moned the Fire Department. The priest attacked the
fire with a 2-1/2 gallon, pressurized, water type extin-
guisher, to no avail.

He was joined by the administrator who came from
the first floor and two maintenance men from the 2nd
floor. All were summoned by the sounding of the local
fire alarm system throughout the building which was

activated by a pull station or a thermal detector. Also
" activated was the smoke detector on the third floor
which sounded an alarm at the 2nd floor nurses’ station.

Each of the other three persons also used a 2-1/2
gallon, pressurized, water type extinguisher. The com-
bined efforts of all four persons failed. Smoke and heat
forced retreat and an unsuccessful attempt was made
to close the door to Room 306.

Six of the 2-1/2 gallon extinguishers were found at,

the scene.

All fire extinguishment efforts having failed, efforts

10

were then concentrated on evacuating patients from the
lounge-chapel.

Fire Department

At 11:43 A.M. on January 30, 1976, the Chicago Fire
Alarm Office (main) received an alarm from station
31769 which is in front of the Wincrest Nursing Home
at 6326 North Winthrop. The following units responded
on the box alarm: 4 engine companies, 2 hook and
ladder companies, 1 flying manpower squad, 1 snorkel,
2 battalion chiefs and 1 division marshal (Deputy
District Chief) with a total of 39 men.

The first fire unit on the scene was Battalion 27
arriving in 3 minutes and 40 seconds, with Engine
Company 70 arriving a few seconds later from a sta-
tion one mile to the west. Smoke was seen on the top
floor but the fire was not visible from the front of the
building because the involved room was located in a
setback on the north side of the structure.

At 12:01 hours, 2 flying squads and snorkel squad 1
were dispatched with a total of 18 men.

A second alarm at 12:04 hours brought 4 more en-

) gines, 2 trucks, 2 Deputies, Fire Commissioner Quinn,



the Chief of Fire Services, 2 turret squads, 1 helicopter,
2 air botte trucks, and 1 communication van with a
total of 44 men.

Special calls brought 10 ambulances with 27 men,
4 battalion chiefs’ cars to be used as ambulances, 8 men
and 2 flying manpower squads with 9 men.

11

b}

Disaster Plan No. 3 was put into effect at 12:16 P.M.

Fire Commissioner Robert J. Quinn responded on
the second alarm and assumed command upon his
arrival at 12:31 hours.

Victims were transported 1o 4 hospitals by fire and
police vehicles. 7
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CONCLUSIONS

Evidence to date indicates fire of an incendiary
crigixi. No matter what the cause of ignition, this fire
demonstrates that a modern, well-built, well-maintained
nursing home that complies with present regulations is
still vulnerable to a disaster of this-magnitude.

Initial fire-fighting efforts by the staff were natural
and proper reactions to a fire of this type. The attempts
to subdue the fire with the available hand-held extin-
guishers proved futile and subscquent attempts to close
the fire room door were also unsuccessful because of
the heat. While these initial attempts to extinguish the
fire were being made, heat detectors and/or a pull box
alarm notified the Fire Department directly and a
smoke detector in the lounge-chapel alarmed the 2nd
floor nurses’ station.

Fire personnel arrived on the scene and proceeded
to rescue the residents and fight the fire without delay.
An emergency plan summoned available ambulances
for immediate transport of the injured to four local
hospitals. The four receiving hospitals, having been
notified that a Fire Department “Disaster I1I" plan was
in effect, initiated their own “in-house” emergency
action plans to treat the firc victims.

It appears that the opening of the window in the
west wall of the lounge-chapel, assisted in reversing the
flow of smoke, heat and gas that was moving towards
the lounge from the room of origin. This may have
saved lives in the lounge area.

There is no evidence of panic. The problem lay with
the inability of the elderly residents to evacuate them-
selves from the fire floor, and the difficulty of moving
wheel-chair patients down the available stairs.

Occupancies of this type must be capable of pro-
tecting the residents during the course of a fire without
relying on evacuation. Toward this goal the following
considerations must be kept in mind:

a) Limiting combustible personal items, furniture
and bedding would not entirely solve the prob-
lem and would be in part dehumanizing;

b

-

Providing self-closers on corridor doors held in
the open position with magnetic hold open de-
vices activated by smoke detectors would be an
inadequate form of protection for institutional
slecping rooms. These devices are too subject
to various types of failure and could prove dan-

12

c) Smoke

d

-

gerous to older people who may accidently bump
such a door, releasing the self closer. Facing the
practical operational realities, wedges and fumni-
ture would very likely be placed to negate the
effectiveness of the door closers;

In addition, self closing devices activated by
smoke may trap a number of residents in the fire
room making it difficult for them to exit them-
selves or with attendants’ assistance. Also, these
devices are by no means an inexpensive solution
in both their initia} and maintenance costs;

or heat d only notify
that there is a fire. Many of the peoplein nurs-
ing homes cannot take proper action, themselves,
but must then rely on attendants. There are not
normally enough attendants to move all threat-
ened residents to a safe enough location to en-
dure the fire, smoke and gasses that may develop
in an uncontrolled fire before the arrival of the
Fire Department;

4.

Smoke barriers in corridors protect the occu-
pants on the non-fire side but are not a solution
for those on the fire side;

e) The proper emergency action of attendants is

f

-

important but again is not a complete solution.
Their decision to fight a fire or use that time to
remove residents from a dangerous area must be
made in split seconds. Should the fire proceed
beyond their control, they must have enough
time and training to remove all affected people
to a safe area. Quite often that time is not avail-
able or the training inadequate;

Sprinklers detect a fire, give an alarm and either
extinguish or hold a fire in check until outside
aid arrives. They also control, indirectly, the

-amount of smoke generated. They would limit a

fire to a size that would be controllable by attend-
ants and would also provide the time mecessary
to remove residents to a safe area. They will not,
however, prevent fire nor will they prevent a
person in the immediate vicinity of a fire from
being affected by that fire. They will, however,
protect other residents by controlling the fire and
thereby the smoke, gas and heat, and will also
give attendants the time necessary to affect th
> . location of th -

PR
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RECOMMENDATIONS

The following list of recommendations have been
separated into various parts. The recommendations
for immediate code revisions are considered of primary
importance. This should not, however, detract from
the importance of the other recommendations which
will, in certain instances, require extensive deliberations
by the Mayor's Advisory Committee on Building:Code
Amendments in the consideration of additional code
revisions dealing with other aspects of the general
category of institutional occupancies. These studies
could eventually lead to furnishing combustibility and
other standards on a national basis.

The following requi should i diately be
made part of the Building and Fire Ordinances of the
City:

1) Sprinkler systems to be installed in all new and
existing nursing homes and be electrically inter-
connected with the fire alarm system for water
flow. In addition, local valve supervision shall
be provided;

2) Formal Fire Department emergency training to
be required for all nursing home personnel every
six (6) months to supplement the monthly in-
spection programs and existing training pro-
grams. The nursing homes themiselves should
also provide emergency training for all person-
nel at least each month;

3) Dead-end corridors to be disallowed in all new
nursing homes.

The following recommendations should be enacted
by the Board of Health:

1) Training of nursing home staff should include
the following:
a) The transporting of patients during an emer-
gency;
b) The keeping of patients not in immediate
danger calm and comfortable;

c) The intaining of desi d areas for
family members;

d) The establishment of a system of ‘Round
Robin’ on-call nursing home personael to be
continually available for emergency duty.

2

~

Nursing home management shall require pre-
employment screening of all employees as de-
fined in the Hlinois Department of Public Health
Rules and Regulations concerning Long-Term
Care Facilities;

Disaster plans and dates of drills shall be on
file with the Department of Health as well as the
Fire Department. Disaster plans are to be in
written form, approved by both departments
and posted at all nursing stations;

4) All residents shall have identification bands
(wrist bands) which shall include name, medical
diagnoses and age;

3

~

5

-~

Smoking rules are to be enacted by the nursing
homes which include the designation of smoking
areas and the requirement of strict smoking
supervision with a staff member in constant
attendance.

Further detailed study and evaluation should be
made in the following areas of concern:

1) The allowed location of assembly areas, or
what might be utilized as assembly areas should
be examined. This analysis should -include a
review of Section 48-12.2 Auxiliary Uses;

2) Standards for smoke detection and furnishing
combustibility should be promulgated and con-
sidered for inclusion in institutional occupancy
requirements;

3) An analysis of toxic gas emissions emanating

from various types of building and furnishing
materials as well as fire retardant treated ma-
terials should be made which would eventually
result in adequate standards.
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FULL-SCALE FIRE TESTS
IN A
NURSING HOME PATIENT ROOM

1.0 SUMMARY

A series of 14 full-scale fire tests were conducted to validate
provisions of the 1967 Life Safety Code which are applicable to
existing nursing homes. This code is the fire safety standard
which nursing homes must meet if they are to be certified under
the Medicare or Medicaid Programs. Five of these tests were
conducted in a fire test laboratory which was representative of
a nursing home of fire-resistive construction. Three tests were
conducted in a vacated wood-frame nursing home and six in a
modified apartment of brick-wood joist construction.

The primary conclusions of this program were that current fire-
Safely construction standards ans COrridor wall constructicn
WEW

lresatecy runction in buildings protecte Yy automatilC Sprin=
klers.

The results also suggested that some changes in room door stan-
dards may be possible and that interior furnishings can be very
significant in non-sprinklered buildings. However, additional
experimental work is necessary before any standards can be
established in these areas.

6.0 Conclusions
— H

The conclusions of this program are directed to protection

against the rapidly developing fire which poses a multiple

life loss threat in an existing nursing home. The smoldering

fire which generally poses a threat to a single life was not

within the scope of the program.

The principal conclusions of the program was that ordinary non-
combustible interior finish such as 1/2 in. gypsum board or
plaster on wood, metal or gypsum lath commonly found in exis-
ting wood-frame and brick, wood-joist buildings, provides ade-
quate fire protection for the combustible structure in sprin-
klered buildings. Although plaster on wood lath was not used
in the test buildings, other fire tests have shown it to per-
form as good or better than the ordinary gypsum board that
was installed, ref. 13. In the early stages, a fire develops
and spreads in the same manner in a full fire-resistive build-
ing as in a wood-frame building with common non-fire rated
gypsum board or plaster interior finish. With automatic

sprinklers, the fire does not last long enou R for its behavior
To Do alrected even by Class C CombUSEible wall paneling and
celriing tiles. Zven 1n rire tests without sprinkiers, e
ordinary plasteér or gypsum board walls resisted the fires very
well.

These tests also indicate that in real room fires other common

types of doors may provide a level of protection equivalent to
that of the presently required 1-3/4 in. solid core wood door.

These tests results are different than would be predicted from
a standard ASTM Fire Test. More experimental work is necessary
with real room furnishings to establish accurate and sufficient
door criteria.

-126-
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»¥+o,  The Library of Congress
Congressional Research Service
Washington, D.C. 20540

August 9, 1976

TO: Subcommittee on Health and Long-term Care
Attn: Alan Zipp

FROM: Education and Public W=lfare Division

SUBJECT: Cost estimate of a smoke detector system for a

nursing home.

This is in response to your request asking us to obtain an estimate
on the cost of purchasing and installing a smoke detector system for a
nursing home. We contacted Simplex Time Recorder Company, Gard-
ner, Massachusetts, afirm which installs smoke detector systems and
asked them to give us an estimate on equipment and installation costs
for a 1-story, 25 bed nursing home; a 2-story, 50 bed nursing home;
and a 100-bed, multiple story facility.
Mr. Praskiewiez, Washington, D.C. sales repres'entative for
Simplex supplied us with the following estimates.
1-story, 25 bed nursing home: equipment cost--
; Ins ion cost--%5, ; total cost--
$10 000.

2-story. 50 bed nursing home: equipment cost--
mstallation cost--31U, OUU; total cost-<
$20 000.

multiple story (4-6 stories), 100 bed nursing home;
equipment cost--325, installation cost--
$25, 000; total cost--$50, 000

Equipment costs would include the costs for fire alarm equipment,

stations, gongs, and smoke detector units.

Mr. Praskiewiez cautioned us that the figures represented only esti-
mated costs and these costs mightvary higher or lower depending upon
the amount of equipment and system purchased by the home.

We hope this information helps you. Please call if we can provide

you with additional assistance,

Janet Kline
426-5863

O



