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USE OF PSYCHOACTIVE MEDICATION AND THE QUALITY OF CARE IN REST HOMES

Findings and Policy Implications of a Statewide Study

JErRY Avorn, M.D., Paur DrevEr, Pu.D., KatHLEEN CONNELLY, M.A., AND STEPHEN B. SouMERal, Sc.D.

Abstract Rest homes have become a major component
of the health care system for frail elderly persons and de-
institutionalized psychiatric patients. Although psychoac-
tive medications are frequently used in rest homes, there
is little detailed information about the extent of such use,
its supervision, or its effects.

In a survey of a random sample of 55 rest homes in
Massachusetts, we found that 55 percent of the residents
were taking at least one psychoactive medication. Anti-
psychotic medications were being administered to 39 per-
cent; of these, 18 percent were receiving two or more such
drugs.

In a follow-up investigation, we studied 837 residents
in 44 rest homes with particularly high levels of anti-
psychotic-drug use. About half the residents had no evi-

HE growing proportion of frail elderly persons in

the population and the movement to deinstitu-
tionalize chronically mentally ill patients from large
state hospitals have produced important changes in
the character of facilities providing long-term care.
Rest homes have traditionally provided only minimal
assistance and supervision for relatively independent
elderly residents, rather than the nursing, medical,
and rehabilitative care provided in nursing homes.
Yet in many states, deinstitutionalized psychiatric pa-
tients and frail elderly patients are increasingly cared
for in these facilities (also known as board-and-care
homes, group homes, or domiciliary care facilities).

From the Program for the Analysis of Clinical Strategies, the Division on
Aging, and the Department of Social Medicine and Health Policy, Harvard Medi-
cal School, and the Beth Israel Hospital (J.A., S.B.S.), and the Massachusetts
Department of Public Health, Division of Health Care Quality (P.D., K.C.),
Boston. Address reprint requests to Dr. Avorn at the Program for the Analysis of
Clinical Strategies, Harvard Medical School, 643 Huntington Ave., Boston, MA
02115. Supported in part by a grant from the John A. Hartford Foundation.

dence of participation by a physician in decisions about
their mental health during the year of the study. A third of
the residents had performance deficits on mental-status
testing that indicated serious cognitive impairment, al-
though the causal relation of such impairment to med-
ication use could not be determined. Six percent had
evidence of moderate or severe tardive dyskinesia, prob-
ably as a side effect of medication. An assessment of staff
competence revealed a low level of comprehension of
the purpose and side effects of commonly used psycho-
active drugs.

We conclude that psychoactive drugs are widely used in
rest homes, with little medical supervision or understand-
ing by staff members of their possible side effects. (N Engl
J Med 1989; 320:227-32.)

From 1955 to 1980, the census of state mental hos-
pitals declined 75 percent nationwide, from 559,000
patients to 138,000 patients. Facilities providing long-
term care have played a large part in providing
ongoing care to these patients. In a single four-year
period between 1969 and 1973, the nursing home pop-
ulation 65 years of age or older with chronic mental
disorders more than doubled, whereas the number of
residents in this age group in psychiatric facilities
fell by 30 to 40 percent.! In Massachusetts, the de-
institutionalization program has progressed further
than in almost any other state. The state hospital pop-
ulation has declined from 23,000 in 1959 to about
2700 patients currently. Ninety percent of the for-
mer state mental hospital patients are now in alterna-
tive settings.?

Rest home residents compose a relatively small pro-
portion of all patients receiving long-term care. In
1984, there were 42,000 nursing home patients and
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6100 rest home residents in Massachusetts, and a sur-
vey by the Department of Public Health found that
4 percent of nursing home residents and 25 percent of
rest home residents (1763 and 1533 patients, respec-
tively) had been admitted from mental hospitals. The
appropriateness of nursing home or rest home place-
ments for such patients has often been debated.>*
Nursing home and especially rest home personnel are
seldom trained in the special needs of mentally ill cli-
ents,' and the heavy use of psychotropic medication in
such settings has been questioned.’

We have recently reported on the high levels of psy-
choactive-drug use in intermediate care facilities.
In contrast to the nursing home setting, there are
almost no published data for rest homes on the pat-
terns of medication use, the staff’s level of knowl-
edge or training in monitoring the effects of power-
ful psychotropic drugs, or the appropriateness of
decisions by physicians to initiate or modify such
treatment. A 1971 survey of pharmacy services in
68 rest homes in North Carolina indicated that 69
percent of the personnel who handled medication
had no formal training in nursing practices, less than
30 percent of the homes had any drug reference mate-
rial on hand, and two thirds of the facilities lacked
drug-administration records.” A 1980 study?® that sur-
veyed the use of antipsychotic drugs among 500
former mental patients randomly selected from Cali-
fornia sheltered-care homes found that 76 percent of
the residents were taking antipsychotic drugs. Of
these, more than one third were taking two or more
such drugs concurrently. Two fifths lacked medical
supervision and had lower levels of social functioning
than supervised residents — particularly older people
receiving high doses of antipsychotic agents. High
frequencies of adverse drug reactions have been re-
ported among residents of rest homes on admission
to a geriatric ward.®

Rest homes are typically required by state regula-
tions to provide little more than protective supervision
and are usually free from federal regulation because
they do not participate in the Medicaid or Medicare
programs. In Massachusetts, for example, rest homes
are not required to provide more than four hours of
consultation by a licensed nurse per 40-bed unit per
month. Physical examinations are required on admis-
sion, and reexaminations are required at six-month
intervals. Most residents have the costs of their care
reimbursed through the Supplemental Security In-
come program for the disabled, either with (31 per-
cent) or without (29 percent) a supplement provided
by the state welfare department. A third of the resi-
dents pay their own expenses.

These facilities have been of particular concern to
the Massachusetts Department of Public Health be-
cause of the changing pattern of responsibilities of the
facilities and because of questions of inappropriate
use of psychotropic medications, with minimal moni-
toring by physicians or other health professionals.
Optimal management of the complicated clinical
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problems and potentially dangerous medications asso-
ciated with major psychiatric disease or chronic illness
of all kinds in the elderly requires close surveillance
and interaction with medically trained personnel. In
Massachusetts, routine licensure inspections by the
Department of Public Health have uncovered numer-
ous problems in the care of deinstitutionalized pa-
tients, and many serious problems with enforcement
have arisen in rest homes with large numbers of such
patients. Although current regulations require refer-
ring institutions to provide care after deinstitutionali-
zation, such care has in fact been lacking.

In response to such problems, the department initi-
ated a study of the care requirements of rest home
residents to determine the nature and extent of psy-
choactive-drug use and to identify other problems in
the delivery of services to residents. The study includ-
ed (1) a statewide survey of a sample of homes to
define the patient population and evaluate the ade-
quacy of placement and patterns of medication use
and (2) an intensive review of a subset of these facili-
ties, including an inspection of patients’ medication
profiles and clinical documentation, an assessment
of individual patients’ functional status through sur-
veyor-administered standardized tests designed to
measure clinical status, and an evaluation of a sample
of rest home staff members through the administra-
tion of a brief, simple quiz to estimate their capacity to
recognize important medication-related problems and
to use good judgment in administering these medica-
tions.

MEeTHODS

At the time of the initial statewide survey, Massachusetts li-
censed about 224 free-standing rest homes and 41 rest home units as
part of multilevel nursing homes. These facilities cared for approxi-
mately 7700 residents. The state also licensed an additional 480
nursing homes containing no rest home beds. The first phase of the
study involved the stratified random sampling'® of 50 free-standing
rest homes and the selection of 5 additional rest homes from the
multilevel facilities. The sample was stratified according to the size
and geographic location of the facility and the anticipated charac-
teristics of the resident population.

Content of the Statewide Survey

Data were collected on all residents in the sampled facilities. This
sampling scheme resulted in the review of the status and medica-
tion regimens of 1201 residents. Data were collected on their
demographic characteristics, ability to perform activities of daily
living, and medication use and on the frequency of behavioral prob-
lems. The frequency of behavioral problems was assessed according
to scales developed by the staff of the Department of Mental
Health; such problems ranged in seriousness from wandering, se-
verely withdrawn behavior, or verbal abusiveness to fire setting or
homicidal behavior. Initially, the demographic information was
supplied by the staff of the facility. Clinical staff from the Depart-
ment of Public Health, Division of Health Care Quality, then vis-
ited each facility and obtained the balance of the information by
means of record reviews, interviews with staff, and interviews with
residents.

The Follow-up Survey

In this second phase, a more detailed investigation was carried
out with use of a subsample of all rest homes in which more than 50
percent of the residents had been admitted from psychiatric facili-
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ties. Homes were also included in the follow-up survey if the propor-
tion of residents who were prescribed antipsychotic medications
(neuroleptics) greatly exceeded the proportion of residents ad-
mitted from psychiatric hospitals. Data were collected in this com-
ponent of the study on 837 residents in 44 facilities. Three areas
were addressed: medication use, residents’ clinical status, and staff
members’ knowledge.

Medication-Record Review

Surveyors documented the details and duration of medication
" use for residents receiving antipsychotic medication. This review
included the collection of data on the current regimens of all
psychoactive medications, including dosage and details of orders
specifying medications to be taken as needed, and a review of the
resident’s history of using such medications, with particular at-
tention paid to evidence of involvement by physicians in the re-
newal of orders or the reassessment of a patient’s status. The
chart-review component of the study was also designed to deter-
mine whether adequate records were kept on the clinical status
of patients taking antipsychotic medications and to assess proce-
dures to monitor clinical status and to consult with outside health
professionals.

Assessment of Individual Residents

In this part of the study, surveyors from the Department of Pub-
lic Health administered a standardized test for the assessment of
mental status — the Folstein Mini~-Mental State Examination, a
well-studied instrument that includes tests of orientation, attention,
alertness, memory, language, and psychomotor performance.!' The
surveyors also administered to residents the Abnormal Involuntary
Movement Scale test, a standardized instrument designed to evalu-
ate the presence and severity of tardive dyskinesia.!2

Assessment of Staff Competence

Since current regulations impose minimal hiring requirements for
the staff in rest homes, we sought to determine whether even
the most rudimentary lower limit of competence existed in re-
lation to clinical care. Most medications are administered by rest
home staff members, for whom training or competence is not re-
quired in any area related to such activities. In this phase of the
project, surveyors from the Department of Health presented brief,
simple clinical vignettes to the staff members responsible for direct
patient care. The questions were designed to test basic levels of
understanding that would be important for personnel administering
such medications. The test was administered to all staff members
with patient care responsibilities who were present at the time of the
survey, and it dealt with their capacity to recognize important side
effects of drugs. The following are sample questions:

Mr. James Smith is a 60-year-old man admitted to your rest
home after being in a state mental hospital for several years. He is
taking thioridazine (Mellaril) for his mental problems, digoxin
(Lanoxin) for his heart condition, and a diuretic (hydrochloro-
thiazide [HydroDIURIL]) for high blood pressure. You notice
that he is making strange movements of his lips and tongue over
and over again. What is the most likely cause of this? (Check only
one answer.) (A) He wants more attention; (B) it is related to his
heart condition; (C) this is a symptom of being mentally ill; (D) it
is a side effect of his Mellaril; (E) his blood pressure is out of
control; or (F) he is having a stroke.

Betty Jones is a 75-year-old woman taking several medications.
Over several weeks, she seems to be “slowing down” in her move-
ments, getting stiff in her muscles, and she develops a tremor
(shake) in her hands. Which medication is the likeliest cause of
this, if any? (Check one.) (A) Digoxin; (B) chlordiazepoxide
(Librium); (C) haloperidol (Haldol); (D) penicillin; or (E) this
cannot be caused by medication.

What effect, if any, does Thorazine (chlorpromazine) have
on blood pressure? (Check one.) (A) Thorazine can raise blood
pressure, leading to headache or stroke; (B) Thorazine can
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lower blood pressure, leading to lightheadedness or fainting; or
(C) Thorazine does not have any effect on blood pressure.

REesuLTs

The Statewide Sample

Demographics

Half the residents in the initial statewide sample
of 1201 were 75 years of age or older, and 26 per-
cent were 85 or older. Two thirds were women, and a
large proportion of all residents (45 percent) had
never been married; an additional 38 percent were
widows or widowers. A third had a history of psychi-
atric hospitalization; most of these residents had
been admitted to the rest home directly from a state
psychiatric hospital. The median length of stay was
three years; one fifth had been residents for nine or
more years. Data on residents stratified according to
the setting from which they were admitted (source of
admission) are presented in Table 1. Fewer than
3 percent of the residents were judged by care givers
to be physically dangerous to themselves or others,
whereas 19 percent of the residents were reported to
have engaged in psychotic behavior at least once a
year. Twelve percent had engaged in “problem” be-
havior such as wandering or verbal abusiveness at
least once a year.

Medication Use

In the statewide sample of rest home residents, 39
percent were taking antipsychotic medications (aceto-
phenazine, chlorpromazine, fluphenazine, haloperi-
dol, loxapine, mesoridazine, molindone, perphena-
zine, prochlorperazine, promethazine, thioridazine,
thiothixene, or trifluoperazine); 9 percent, antidepres-
sants; 8 percent, minor tranquilizers; and 3 percent
lithium. In most cases, the prescriptions had been
written in the remote past and were refilled automati-
cally. Almost all these drugs were given orally by staff
members, usually on a daily basis. Fifty-five percent of
the residents were taking at least one psychoactive
medication, and 11 percent received medications from
two or more drug categories.

Although most were taking only one agent from a

Table 1. Characteristics of 1201 Rest Home Patients in a
Statewide Sample.

RESIDENTS ADMITTED

FROM PSYCHIATRIC AcrL OTHER
HosPiTALS RESIDENTS
CHARACTERISTIC (N = 360) (N = 841)
percent
Frequency in sample 30 70
Age (yn)
<65 50 21
=85 3 31
Taking neuroleptic medication 70 24
Male 41 25
Source of payment
Personal funds 5 35
Supplemental Security Income 79 46
Life-care contract 0 11
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given therapeutic class, 18 percent of the residents in
the statewide sample who were taking antipsychotic
medications were receiving two or more different
medications in this class. Multiple prescriptions for
the other psychotropic medications occurred less fre-
quently: 6 percent of the residents who were receiving
antidepressants, 8 percent of those who were taking
tranquilizers, and 7 percent of those who were taking
lithium received two or more prescriptions for medica-
tions within the same class. The use of antipsychotic
medications was markedly higher in free-standing
homes (41 percent of patients) than in those that were
part of multilevel nursing homes (12 percent).

Characteristics of Deinstitutionalized Residents

In keeping with the effects of deinstitutionaliza-
tion, residents admitted from psychiatric facilities
were much younger than those admitted from other
settings (e.g., private residences, acute care hospi-
tals, and other rest homes or nursing homes). Half
the residents in the statewide sample who had been
admitted from psychiatric hospitals were less than
65 years of age, whereas only 21 percent of those ad-
mitted from other settings were this young (P<<0.001).
The converse was seen for the very old: only 3 percent
of the patients from psychiatric hospitals were 85
years of age or older, whereas 31 percent of the
residents admitted from other settings were in this age
range. As expected, residents admitted from psychiat-
ric facilities were much likelier than other residents
to be taking antipsychotic medications (70 vs. 24 per-
cent; P<0.0001).

Rest homes were not homogeneous in their case mix
with respect to psychiatric illness: patients with histo-
ries of hospitalization for mental illness were clustered
in a few facilities. Twenty-one of the sampled facilities
had no such residents, whereas in 13 (25 percent)
more than half the residents had been patients in a
state mental hospital.

The Follow-up Study
Patient Characteristics

In this phase of the study, which focused on resi-
dents of rest homes with a high frequency of psychiat-
ric illness, the mean age of residents (+SD) was
64+12 years. Thirty-five percent were 70 or older. The
average length of stay at the facility for the cur-
rent admission was seven years. Fifty-eight percent of
the residents had never been married; 36 percent were
separated, widowed, or divorced; and 3 percent were
married. Fifty percent of patients were admitted
from a state psychiatric hospital, 5 percent from an-
other psychiatric facility, 10 percent from an acute
care hospital, 10 percent from another rest home,
and 25 percent from all other settings. Seventy percent
of the residents surveyed had a history of institu-
tionalization in a psychiatric facility of some kind.
Most (89 percent) had the costs of their rest home
care covered by Supplemental Security Income or its
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equivalent; only 7 percent paid the costs themselves or
were privately insured.

Medication Use

In this sample, 685 residents (82 percent) were tak-
ing one or more antipsychotic drugs. Of these, 106
(15 percent) were taking two antipsychotic drugs and
10 (1 percent) were taking three simultaneously. An
evaluation of the means and standard deviations of
dosages for these drugs revealed that their use was
generally within the commonly accepted therapeutic
ranges. About 10 percent of the medications were ad-
ministered as needed.

Retrospective data on the use of medications were
available for a mean of 35.2 months. A review of pa-
tients’ records revealed that the mean number of
changes in the dosage of each medication in this peri-
od was 1.1. The changes included a mean of 1.2 dos-
age adjustments for antipsychotic drugs, 0.6 for seda-
tives or hypnotics, 1.0 for antidepressants, and 1.2 for
lithium. Since the initiation of a medication counted
as a dosage change, these findings reflect a minimal
level of adjustment in dosages.

An inspection of clinical records indicated that for
all residents, an average of 3.8 notes had been made
by a physician in the chart in the 12 months preceding
the survey. However, records for 24.2 percent of the
residents included no notes made by a physician dur-
ing this period; this population included 21.7 percent
of the patients receiving one antipsychotic drug and
19 percent of the patients taking two or more drugs in
this class. During the same period, nurses made an
average of 1.2 notes in the chart, and aides or other
health care workers made an average of 9.7 notes.
Some reference (very broadly construed) to the resi-
dent’s mental health was found in 48 percent of the
notes by physicians, 70 percent of the notes by nurses,
46 percent of the notes by aides, and 44 percent of the
other notes. In the 12-month period sampled, records
for 47.8 percent of all the residents studied included
no notes made by physicians on any mental health
issues.

Clinical Measures

No mention of tardive dyskinesia was made in the
records of most of the assessed residents (751, or 90
percent). However, tardive dyskinesia was mentioned
once in the records of 55 patients and twice in those of
17 patients. Tardive dyskinesia was mentioned three
or more times in the charts of an additional 14 resi-
dents.

Among the patients taking neuroleptics, 77 percent
had no clear evidence on the Abnormal Involuntary
Movement Scale of any signs of tardive dyskinesia.
An additional 17 percent had mild or indeterminate
signs. However, surveyors found moderate or severe
signs of tardive dyskinesia in 4 and 2 percent of the
residents, respectively. Of the 214 residents with some
movement disorders noted on examination by survey-
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ors from the Department of Health, only 36 (17 per-
cent) had any mention of tardive dyskinesia in their
records. (These assessments were made by registered
nurses or social workers with considerable experience
in the clinical assessment of patients receiving long-
term care. However, because these surveyors did not
have specific expertise in neurologic assessment, their
findings should be considered approximate.)

Impairment of cognitive function was widespread.
Eighty-eight percent of the surveyed patients agreed
to have the Folstein Mini-Mental State Examination
administered; their average score (*SD) was 21.6
(%7.0) out of a possible score of 30. However, 32
percent of the residents scored 20 or below — a cutoff
point that generally indicates a need for the evaluation
of serious cognitive impairment; 17 percent scored 15
or lower.

Assessment of Staff Competency

In response to the clinical vignette of a man ad-
mitted from a mental hospital who was taking several
medications and was “making strange movements of
his lips and tongue over and over again,” 53 percent
of the rest home staff members answered correctly
that these movements could be a side effect of the
antipsychotic drug he was receiving. However, nearly
half the respondents failed to recognize this primary
manifestation of tardive dyskinesia and instead attrib-
uted the symptoms to a stroke (15 percent), mental
illness (11 percent), a heart condition (6 percent), or
blood pressure problems (3 percent), or gave no re-
sponse (12 percent).

Similar results were found when staff members
were presented with the case of a resident with parkin-
sonian symptoms induced by haloperidol. Half the
respondents correctly identified haloperidol as the po-
tential cause, but 18 percent indicated that the likeliest
cause was chlordiazepoxide (Librium), digoxin, or
penicillin. An additional 13 percent indicated that a
medication could not cause such effects, and 17 per-
cent did not answer the question.

One vignette described a 69-year-old patient with
chronic schizophrenia receiving several medications
who was found to be disoriented and sluggish and was
having trouble speaking. Asked what to do with his
next dose of medication, 88 percent of the staff mem-
bers tested correctly responded that the medication
should be withheld until medical advice was obtained.
Only 2 percent chose an incorrect response (mixing
the medication dose into the patient’s breakfast cere-
al), but 10 percent left this answer blank.

When asked the purpose of six commonly used psy-
choactive medications, somewhat fewer than half the
respondents knew into which of four broad multiple-
choice categories to place the drugs; many others
provided answers that were far from accurate. For
example, 22 percent indicated that the neuroleptic
haloperidol (Haldol) was an antidepressant, and an-
other 17 percent indicated that it was a minor tran-
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quilizer or a sedative; 14 percent did not know its
purpose. Twenty-nine percent indicated that the anti-
depressant amitriptyline (Elavil) was an antipsychotic
medication, a sedative, or a sleeping medicine, and an
additional 24 percent did not know its purpose.

The neuroleptic chlorpromazine (Thorazine) was
identified as an antidepressant by 12 percent and as a
minor tranquilizer by 47 percent of the respondents;
an additional 19 percent did not know its purpose.
Another neuroleptic, trifluoperazine (Stelazine), was
thought to be an antidepressant by 20 percent, a mi-
nor tranquilizer or sedative by 24 percent, and a sleep-
ing pill by 3 percent; 13 percent did not know its pur-
pose. The minor tranquilizer diazepam (Valium) was
identified as an antipsychotic medication by 6 percent
and an antidepressant by 39 percent; 15 percent did
not know its purpose. Diphenhydramine hydrochlo-
ride (Benadryl) was correctly identified as a sleeping
medication or sedative by 76 percent; 20 percent did
not know its purpose.

When asked what effect chlorpromazine (Thora-
zine) has on blood pressure, 38 percent correctly indi-
cated that the drug can lower blood pressure, which
may lead to lightheadedness or fainting. However, 32
percent indicated that Thorazine has no effect on
blood pressure. An additional 7 percent thought that
Thorazine could raise blood pressure, and 22 percent
did not offer any response to this question.

DiscussioN

Rest homes are a small but important part of the
spectrum of long-term care. This statewide survey
and the follow-up study focusing on a subset of rest
homes in which residents had a high level of psycho-
active-drug use raise important concerns about the
characteristics of residents and the nature of care
in these facilities. Although initially conceptualized
as inexpensive homes offering room and board and
oriented around self-care for relatively healthy res-
idents, rest homes have increasingly come to house
deinstitutionalized state-mental-hospital patients,
chronically ill elderly persons, or both. Residents with
histories of psychiatric institutionalization often re-
ceive psychoactive medications, particularly antipsy-
chotic drugs, with little or no medical supervision. In
addition, such residents are generally much younger
than conventional rest home patients. In most states,
the staff members who care for rest home residents are
not required to have any training or competency in
drug administration or the care of elderly or mentally
ill patients.

Several conclusions emerge from this work. First,
there is a very high level of psychoactive-medication
use in these facilities, as well as a high proportion of
residents who are deinstitutionalized, elderly, or both.
At best, the high level of antipsychotic-medication use
indicates the presence of a group of mentally ill pa-
tients who are receiving potent therapy with minimal
professional supervision. At worst, the data raise the
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question of whether this high level of medication is
truly necessary. Only careful longitudinal clinical
study of patients, on and off their drug regimens, can
distinguish between these two explanations and clarify
the extent to which the impaired cognitive function
observed in residents is a result of medication use or
underlying illness.

Rest homes are not homogeneous in regard to medi-
cation use; instead, these facilities tend to cluster into
homes that serve a high proportion of clients with
psychiatric histories and those that cater to a more
traditional geriatric clientele, although many homes
do not fall into either group. The level of supervision
by physicians of patients receiving neuroleptic medi-
cations in these facilities varies greatly; a sizable pro-
portion of patients have minimal meaningful contact
with a doctor or none at all for long periods. Although
patients discharged from state mental health facilities
are supposed to receive follow-up care at the rest home
from “mental health assistants” or case workers, the
frequency and intensity of such follow-up care are ex-
tremely variable. Rest home residents can be referred
to outside mental health professionals for care, but this
is not the rule. Nonetheless, rest home staff members’
level of knowledge concerning practical patient care
issues is such that they are often unable to supply the
missing clinical surveillance of such patients.

These findings suggest that some rest homes may
require more vigorous regulatory monitoring than
they have historically received. One approach might
be to designate rest homes caring for a large propor-
tion of patients with psychiatric illness as a special
type of facility within the rest home category. The
administrators and staff members of such facilities
would then be expected to have a somewhat higher
level of expertise and ability to monitor residents, in
exchange for which a higher level of reimbursement
could be provided to cover the increases in the cost of
care. Such specialized facilities would also alleviate
the problem of mixing younger residents who have
mental illness with older, conventional rest home resi-
dents, who may be frightened or troubled by the be-
havior of these younger residents. The Massachusetts
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Department of Public Health has developed regula-
tions that embody such an approach.

Even with the creation of a new subcategory of fa-
cility, it will still be necessary to raise the legal and
regulatory expectations for care givers and managers
of all rest home facilities, in order to ensure a safe base
line of competence and clinical surveillance for all res-
idents. This is particularly important because demo-
graphic changes and fiscal constraints will make such
facilities more common in the coming decade. Ensur-
ing the optimal care of these physically and psycho-
logically vulnerable patients without creating the costs
and complications of a new class of “mini-nursing
homes” presents an important challenge for policy
makers and care givers alike.

We are indebted to the staff of the Massachusetts Department of
Public Health, Division of Health Care Quality, for assistance in
the performance of the surveys, to Sharon Hawley, Harvard Medi-
cal School, for assistance with data analysis, and to Susanne Belle-
vance, Harvard Medical School, for assistance with the preparation
of the manuscript.
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