MINUTES

ASSEMBLY JUDICIARY COMMITTEE
April 14, 1977

Members Present: Chairman Barengo
Assemblyman Hayes
Assemblyman Banner
Assemblyman Coulter
Assemblyman Polish
Assemblyman Price
Assemblyman Sena
Assemblyman Ross
Assemblyman Wagner

The meeting was called to order at 7:10 a.m. by Chairman Barengo.
The people wishing to testify were sworn in as they came forward
to testify.

AB 562 and ACR 28: Assemblyman May appeared before the committee

on these two measures and testified on both simultaneously. He
gave the committee some historical background on both measures and

pointed out that there was a similar bill last session. He stated
that he, and others, were concerned that there are so few trusts

like the Fleischmann Foundation and the Corde trust which is in pro-
bate. He stated that he felt the Fleischmann Foundation was too
valuable to allow to expire, under its existing tems, without giving
more thought to it. He said that as a result of the passage 'of

ACR 67 last session that it was found out that there were many prob-
lems 1nvolved, including the IRS changes in 1969 which effect trusts,
and that the limitations which are placed on this type trust are so
stringent and demanding, that the amounts of trusts created have
dropped off dramatically. And, he felt it was unlikely that any will
be created in the near future as a result of those restrictions. '

Mr. May then read from a news release which is attached and marked
Exhibit A.

He explained that the first two paragraphs in AB 562 are extremely
important. He stated that it sets forth a legislative declaration

of intent and knowledge of the historical impact of trusts in the
past. He said it also includes a declaration to encourage the re-
tention and creation of private charitable trusts and foundations. /
He stated that the balance of the bill sets out the procedure which
must be followed to disburse the proceeds of the trust or founda-
tion through the courts. He pointed out that the important part of
this bill is that there is provision at the end of the court hear-
ing for the method that the court will use in determining what will
happen to the trust or foundation. This includes a provision for
taking into consideration all the factors which should influence

the retention or dissolving of the fund.

In summation he stated that he felt this bill's intent was that

before an asset as valuable as a private foundation or trust, as

few in number as they are, is that they should be reviewed perhaps

by the judicial body before they are allowed to dissolve themiﬁléﬁi.
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ACR 28, he stated, was simply and expression of feeling by this
legislative body, the Senate concurring, with regard to the Fleisch-
mann Foundation specifically, that the legislature finds that the
Fleischmann Foundation and the work it has done in the state and

the good that it has done, should be, if at all possible, continued.

In answer to a question from Mrs. Wagner, Mr. May stated that the
Fleischmann Foundation is, according to the bulletin attached as
Exhibit D, the only sizeable foundation presently operating in Ne-
vada and that it was extremely unlikely that any new private founda-
tions will be formed. And, he stated that he did not believe that
any new foundations had been formed since the IRS change in law in
1969. At that time Mr. May presented to the committee a graph and
information which indicates the drastic drop in private trusts
since 1969, not only in Nevada but throughout the nation. That
graph and information is attached and marked Exhibit B. That con-
cluded his presentation to the committee.

Chairman Barengo read to the committee a letter from Julius Bergen,
Chairman of the Fleischmann Foundation expressing four of the five
directors of the foundation's opposition to AB 562 which is attached
and marked Exhibit C.

Mr. Jordon Crouch, Director and Executive Vice President of the Nevada
Bankers Association, speaking for all the eight banks in Nevada,
and their 2 billion dollars in trust assets. He stated that this
was a very difficult time for him because he had very close freinds
on both sides of this issue. He state that the NBA tries to keep a
low profile and appear only when they feel they absolutely should
do so. He stated that AB 562 would have adverse effects on all
trusts if it were to pass. He stated that their primary concern
was that they felt that a man should be able to do what he wants
to do when it comes to disposing of his own assets and property.

He said that he felt Mr. Fleischmann had made it exceedingly clear
when he set up his trust what he wanted to do with his funds and
that Mr. Fleischmann was a very positive person. He explained

that when the foundations was first set up there was about $60 mil-
lion in the fund and they have given away some $60 million and the
remaihder in the trust is around $111 million. And, of the portion
which had been disbursed, some $40 million had been used in Nevada.

He stated that if he were speaking strictly as a banker, it would
be very clear, that he would not want this piece of business dis-
solved, rather keep it. And, he stated, he felt that as a personal
thing, most people would want it to continue. But, he pointed out
that that is not the point in this case. He said that the import-
ant thing was what the grantor stated in his will. He then handed
out to the committee the report which Mr. May had referred to ear-
lier entitled, "Report of Study of Ways of Encouraging Private and
Community Foundations", bulletin number 77-21 of the LCB, which is
attached and marked Exhibit D. He read to the committee from sec-
tion 4 (a) and continued for four paragraphs.

He said that this covered his testimony except that he felt that by
this legislation people who might possibly want to begin founda+w
tions and trust, will feel taht the state of Nevada has attacked
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the sovereignty of those types of institutions and be skeptical as
to whether or not their wishes would, indeed, be carried out as
they had set out.

i D 2 e et B ot b

Mrs. Wagner told Mr. Crouch that she still did not understand why
the bankers would be in opposition to this bill. He stated that

the reason they are opposed to it is that they feel that it will :
undermine the security of the trust and, perhaps, deter any fur- ]
ther trust being set up in Nevada because of the questions which .
will come up in people's minds. ;

Chairman Barengo asked Mr. Crouch if it wasn't possible that the
reason the foundation was originally set up to be liquidated in !
1980 was because of the structure of the laws at the time the foun-
dation was set up. And, that it should be interpreted within the
confines of the laws at that time. Mr. Crouch stated that he felt
that Mr. Fleischmann had indicated exactly what he wanted and that
he could not interpret it any other way and added that he was not
an attorney.

L s i < S

Mr. L. J. McGee, Chairman of the Trust Committee of the Nevada
Bankers Association and also representing Pioneer Citizen's Bank, ;
next addressed the committee,:~. He stated that his comments i
would be brief and that he wanted to let the committee know that 1
on behalf of the Trust Committee of the Nevada Bankers Association
they do endorse Mr. Crouch's statement. He stated that there were
two other members of the committee present and they wished to add
some remarks to those of Mr. Crouch.

Mr. Don Brown,Vice President of Valley Bank, Las Vegas, pointed out
that section 4, page 1, would effect the variety of charitable re-
mainder trusts or trusts wherein at some point the trust terminates
with a charity as the beneficiary thereof. He suggested that the
committee consider that the private trusts or trusts created under
a will wherein a specific charity is designated that those trusts
be exempted from this bill. He stated that he interprets this bill
to possibly include those types of trusts and that he felt that
they should not be touched by it.

In answer to a question from Mrs. Wagner regarding section seven,
Mr. Brown explained that if someone leaves a remainder type trust

to his survivors with a specific charity as the ultimate benefi-
ciary on the survivors demise, then they have to go through all

the provisions of section seven in order to do that and still the
judge could modify that wish and he 4id not believe that to be prop-
er. He wanted to know what there was in this bill to prevent that
judge from changing that beneficiary.

Mr. John Cockle, Senior Vice President and Head of the Trust Depart-
ment of Nevada National Bank and attorney, stated that he agreed :
with the comments of those bankers who had commented before and
that he would like to add that while it is more difficult to create
a private foundation or charitable trust, under the tax laws in
effect currently, these trusts are still being considered by peo-
ple of means, in excess of $1 million. He stated that if this bill
were passed it would be necessary to advise those people that it
would be possible that their intent as to distribution of thglsﬁiﬁ;
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would be thwarted by the courts. And, for that reason they should
consider a different jurisdiction for their trust or foundation.

He remarked that it was basic that people of wealth would like to
have that wealth distributed in the manner in which they prescribe.

Mr. Rene Ashleman stated that he felt there should be a matter of
law pointed out in this discussion. He stated that the law has
not been for more than a hundred years that a person could set up
a charitable instrument and be free from interference by the court
or legislature in its entirety. In fact, he said, the IRS changes
in 1969 was just such an interference. He pointed out, therefore,
that no bankers had the right to say that no one could interfere
with the trusts which are established. He then referred to the
Franklin vs. Attorney General of Massachusetts case which is at-
tached and marked Exhibit E, where this type of thing had gone to
court before. This case pointed out that the directives can be
changed when certain circumstances, such as a change in social
circumstances, come about. He then explained the historical basis
for the case. Mr. Ashleman pointed out that some trust directives
become obsolete and there must be some way to redirect those funds.
He said this is extremely touchy because people cannot peer into
the future.

He stated that he felt when one was dealing with a client who
wished to set up this type of trust or foundation, one of the con-
cerns should be that what you are setting out may become obsolete.
He said that the history of these cases have been numerous, where
the beneficiary is no longer in existence when the trust is dis-
solved and he felt that it might even be helpful to have this pro-
vision in the law so that they would know that they could be re-
assured that it would be dissolved in light of the changes, social,
economical, etc.

He said he felt that one of the reasons that Mr. Fleischmann had
set out the dissolution of the foundation was that he was apprehen-
sive that the trustees would not grant out the money and it would
become perpetuating and bureaucratic rather than carry out his
wishes and grant out the monies, even though in this case this has
not happened and, in fact, is prevented from happening by the new IRS
laws.

He said he did not have any quarrel with the changes that Mr. Brown
had suggested. However, he did not feel this bill was a dramatic
change from the law as it has been and he did not think that there
should be any vast difference in what should be told to a person
who would be thinking about setting up a trust and he urged passage
of the bill.

Mr. Jim Joyce, lobbyist, was next to speak and he gave to the com-
mittee a copy of a petition which urged passage of the bill. The
petition is attached and marked Exhibit F. He stated that he and
the other lobbyists who had signed the petition had done so because
the felt there was a need to pass this type of social legislation.
He pointed out all of the various benefits that the people of Ne-
vada had received from the foundation and stated that they felt

that should continue. .
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Mr. Joyce explained that he is a charter member of an organiza-
tion in Las Vegas which was funded by Fleischmann Foundation mon-
ies, in part, and he felt that that and the help it has given to
various other organizations is critical in this state. In conclu-
sion he pointed out to the committee that he felt they should keep
in mind that one of the strongest social awareness actions they
could take this session would be to pass AB 562.

Mr, Fran Breen was next to speak to the committee on this bill. He
stated that he was not speaking as a lobbyist in this matter, nor
was he appearing as a representative of the Fleischmann Foundation
of which he is a trustee. He said that his main intent was to
supply the committee with some information on this issue.

Mr. Breen suggested an amendment which he felt would answer the
bankers objections. It would be on page two and he would submit
the exact language and location to the chairman later. This amend-
ment would be to add language to the effect that it would apply
only to foundations or charitable organizations where they were to
terminate and there were no specific designated remainderment. This
would allow an organization to specify their ultimate beneficiary
and avoid the rules of this bill.

He gave the committee the following financial information on the
FPleischmann Foundation as of June 30, 1976: 1, ©Net worth $114,
880,000, 2. Income for year, $5,134,000, 3. Taxes paid, $196,000,
4. Amount distributed in grants totally since inception,$76,393,000
of which Nevadans have received $39,742,000, or some 52%.

He stated it was his understanding from the personal secretary to
Mr. Fleishmann that there were three reason for distributing the
trust, and they were: 1. A tendency to accumulate the income and
not distribute. it for charitable purposes, 2. A tendency to
bureaucracy, 3. That each generation should take care of its own.
And he pointed out that the 1969 tax act made these types of con-
cerns less important and, of course, were instituted after the trust
was set up by Mr. Fleischmann,

Mr. Breen stated that this bill would only provide that this would
be reviewed prior to termination,

In answer to a question from Mrs. Wagner, Mr. Breen stated that last
year the foundation distributed just under $6,000,000 in grants,

In answer to a question from Mr, Banner, Mr. Breen stated that upon
dissolution the funds would be distributed somewhere within the 50
states at the discretion of the trustees in 1980. No exact terms
areknown at this time as to where the money will go specifically.

In answer to a question from Mr. Price, Mr. Breen stated that their
were no children or heirs involved in this estate to whom the funds
nmight be distributed. Therefore, the entire amount of the assets at
the time of distribution would be used.
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AB 608 and AB 609: Judge Guinan first addressed these bills. He
stated that these bills were the result of a request from the Dis-
trict Judges Association.

AB 609: Judge Guinan stated that he apologized for the lateness of
the bill and that they had intended to introduce it when AJR 1 was
presented. He stated that the purpose of AB 609 was to clean up
the language in the statutes to indicate which functions belong to
which office. He stated that that was its only purpose and that
they were not trying to change the status of either position but to
designate which functions belong to each office. He also stated he
did not feel this bill should be controversial.

AB 608: Judge Guinan pointed out that all the sections included in
AB 609 are included in this bill and this additionally covers the
ability to diminish the office of county clerk by removing there-
from the ex officio duties of court clerk. This would be, in es-
sence the same as AJR 1, except that it would be done by statute.
However, he felt that since this bill was introduced to late in
session and because he felt the bill still was in need of amendment,
he suggested that this bill be postponed until next session.

He said he did feel that the passage of AB 609 was important because
the courts are only interested in the duties of the court clerk and
this would set those out specifically.

In answer to a question from Mr. Polish, Judge Guinan stated that
this bill would not effect the smaller counties at all except that
the district court would be able to direct the court clerk in her
duties as they were set out, even if that person were the same as
the one who performed the duties of the county clerk.

Mrs. Loretta Bowman also gave testimony on these bills. She stated

that she needed some clarification on AB 609. Judge Guinan respond-
ed to her guestion stating that the county clerk would still be the

court clerk, in some instances, and this bill would only set out the
functions that belong to each office. Mrs. Bowman stated then that

she would be in favor or AB 609 and opposed to AB 608.

Mr. Bob Broadbent, Nevada Association of County Commissioners, said
that all the counties, with the exception of Washoe County, are op-
posed to the transfer of the court clerk from the county clerk. He
stated that recently in Clark County they had come up with some-
thing that this hill would have helped them with. He stated that he
felt this would affect the county budgeting problems because this
might lead to the judges adding employees since they had direction
over the court clerks. He said that they felt that the answer to
the problem was to put the courts under the state system and elim-
inate the counties from jurisdiction in this area. He said he felt
the bills were premature in light of the up coming interim study of
putting the courts under the state system. He urged that both the
bills be held till next session for consideration. He also pointed
out that they were told at the beginning of session that AJR 1 was
necessary because the changes could not be implemented by statute.
He felt that seeing what the electorate would do with AJR 1 was im-
portant before considering these.
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A discussion followed on this between Mr. Ross and Mr. Broadbent.
Mr. Ross asked Mr. Broadbent what the opinion of the county com-
missioners would be if the courts were state funded. Mr. Broad-
bent stated that they would only be interested to know how far the
funding would go and added that they have and are in favor of state
funding of the courts. But, he stated, that they would not know
their formal opinion until they had a chance to see the proposed
bill.

Judge Guinan responded that he wanted to point out that AB 609 had
nothing to do with budget or salaries or separation of the offices.

Mr. Wayne Blacklock was next to testify. He is the District Court
Administrator in Clark County. He stated that he was in support

of AB 609 and AB608 but agreed with Judge Guinan in regard to the
postponement of AB 608 this session. He gave the committee some

of the facts regarding the budgeting questions which had been raised
by the previous people. He stated that they are in the process of
trying to organize and manage the judiciary so that it can be oper-
ated functionally, efficiently and well. He felt that AB 609 is
a step in that direction and would help the interim study, 1nasmuch
as it would delineate the responsibility of the offices for them.
He therefore felt that that was a very non-controversial bill and
that it would help everybody all the way around.

In answer to a question from Mrs. Wagner, Mr. Blacklock stated that
in the areas of their budget which were overspent they were manda-
ted areas statutorially and there have been recommendations made.

AB 559: Assemblyman Wagner explained the purpose of the bill to

the committee as introducer of the bill stating that she felt most
of the bill was self-explanatory and that the language was basically
taken from California law and felt that it could be done econom-
ically and the rights, in printed form, should be given to the pa-
tients.

She pointed out that the bill carries no enforcement clause and
that could be included if the committee felt it was necessary for
the bill. She said she felt it should be voluntary now and if vio-
lations occurred then a section on enforcement could be added next
session., She stated that the reason she introduced this bill is
because she had known of flagrant violations and this might help in
that area.

Chairman Barengo asked Mr. William Isaeff to notify Mr. Trounday
of this bill and if he had any comments on it to contact the com-
mittee.

Mrs. Marge Brewer was the next person to testify on this bill and
her comments are attached and marked Exhibit G (with attachments) .
Along with he comments are also other letters in support of this
bill which she submitted to the committee and are the attachments

to that Exhibit. 1In response to a remark from Mr. Ross, Mrs. Brewer
stated that perhaps discussion of files by name could be reason for
taking a doctor before the board of medical examiners, however, she
felt that informing the patients of their rights was important.
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Mrs. Anna Hicks, Nevada Nurses Association, was next to testify
stating that her association was in favor or the bill., However,
she stated that she questioned line five on page one, wondering if
that was to be in the opinion of the patient or in the opinion of
the health care provider. She also referred to section 2, page 3,
and stated that she did not want this to become an implementation
problem and that perhaps this information could be supplied to the
patient on the back of or in connection with the admissions forms.
She just didn't want it to become burdensome to the staff.

Bishop Divine Ruth Turner of Reno stated that she had been victim
of a course of treatment which she had not requested or been in-
formed of and felt that under this statute the doctor would know
that it was now the law that he should inform the patient of the
treatments and their possible side effects. She stated that she
was in strong support of this bill.

Mr. Paul Prengenman was next to speak in favor of the bill He said
that he would like to address the problem from a slightly different
angle and he hoped that this would clarify some points which had
been raised during prior testimony. He distributed some informa-
tion to the committee regarding the way that hospitals across the
nation were responding to declarations of patient's rights,

His prepared outline of comments and the material he quoted, is
attached and marked Exhibit H (with attachments). He also pointed
out that some states, including Maine, have proposed some patient
responsibilities and they are included in that package of exhibits
and marked with an asterisk.

Dr. William L. Thomas, Administrator of the Nevada State Bureau of
Health Facilities, Nevada Divison of Health, testified next. He
stated that their department was responsible for the licensing and
certification of health care facilities in the state. He stated
that because of this responsibility they would propose an amendment
to the bill on line 17, after the word case, which would read: "Un~
less an affirmative duty is imposed by other provisions of law, to
submit any report from such records to the health division or any
local health authority." This language is attached and marked Ex-
hibit I and is excepted by the deletion of the request that it al-
so be reflected in 2 (h) of the bill, as their only concern is sec-
tion 1.

Mr. William Isaeff, Deputy Attorney General, stated that he saw two
problem areas in the bill. He stated that there is an apparent con-
flict with SB 185 which is the access to medical records bill of
the medical malpractice package, He suggested an amendment to sec-
tions one and two to state on lines 15 and 41, respectively, to
amend to read "him. Except as otherwise provided by law, written".
He stated that this would take care of the concerns of the board of
medical examiners, the Attorney General's office, and probably the
hospital's internal committees and hospital review boards. ' He said
that all of these uses, of course, are strictly and highly confi-
dential. He also stated that this would resolve Dr, Thomas' prob-

lem, if SB 185 is passed. .
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Dr. John Sandee, Nevada Medical Association, said that his asso-
ciation was opposed to the passage of AB 559. He then explained
to the committee that it was his feeling and that of the associa-
tion that most of the rights set out in this bill are already be-
ing given to the patients by the doctors and he did not feel that
they had to be set out by statute. He stated that many of the pa-
tients who he deals with would not fully understand the rights if
they were told to them because they are under such a strain when
being treated medically.

He also pointed out to the committee that many of these ethical
points of the bill are already provided for by review of the ethics
committee and the board of medical examiners. He stated that peo-
ple have always had the right to walk out of a hospital if they
did not want treatment, but, that it was extremely difficult some-
times to get them to sign a form refusing treatment if they did not
want to sign it.

Dr. Sandee pointed out also that many times the patients which come
into the facilities are drunk or so irrational that it is extremely
difficult to deal with them politely or considerately and therefore
he felt they had responsibilities also.

He stated that Washoe Medical Center had around 105 admissions per
day and he felt that this requirement to make each patient aware
of his or her rights would take at least two additional people on
the staff and would be expensive. He said that he felt that way
becuase he did not feel you could just hand them their rights writ-
ten out and that there would not be questions as to an explanation
of those rights. He stated that WMC is trying to cut down on pro-
grams now, and he felt this could not be implemented because of
that problem.

Discussion followed and Mr. Coulter suggested that the rights be
posted in each office or facility publicly. And that he had talked
to Jo Powell who is on the board of Washoe Medical Center and she
had stated she felt passage of this bill was top priority.

Dr. Sandee stated that if this were to pass, he felt there should be
and enforcement provision with it. Otherwise there was no was to
make sure it was carried out. He also stated that he would have no
objection to the notice being posted instead of given to each pa-
tient separately.

Mrs. Wagner stated that she had no objection to having notice posted
or some different manner and also would not oppose a responsibility
section, though she did not know if it would be in time for the
Senate to pass on if they added a major amendment such as that.

Mr. Prengenman commented to the committee that he did not feel
posting the rights would be sufficient because people do not go in-~
to a hospital in the same manner or under the same conditions that
people go into other places that have notices posted to make them
aware of other things. This ended formal testimony and there was

a short break. -
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COMMITTEE ACTION:

AB 608: Mr. Sena moved for an Indefinite Postponement. Mr. Ross
seconded the motion and it carried.

AB 609: Mr. Ross moved for a Do Pass. Mrs. Hayes seconded the mo-
tion and it carried. Mr. Polish and Mr. Sena voted no.

ACR 28: Chairman Barengo introduced into the record a letter from
the Nye County Board of County Commissioners which urged passage of
this measure. The letter is attached and marked Exhibit J.

Mr. Sena moved for a Do Pass. Mr Polish seconded the motion and it
carried. Mr. Ross voted no.

AB 562: Mr. Polish moved for a Amend and Do Pass. Mr. Sena second-
ed the motion. The exact language of Mr. Breen's amendment will be

given to Chairman Barengo. The motion carried with Mr. Ross and Mr.

Coulter voting no.

AB 247: Mr. Price presented the proposed amendments which had been
agreed upon by both sides to the committee and they are attached
and marked Exhibit K. Mr. Ross moved for an Amend and Do Pass. Mr.
Sena seconded the motion and it carried. B

AB 559: The amendments which were proposed to include, "as pro-
vided by law" which was suggested by Mr. Isaeff (see testimony) and
the committee decided to amend the bill by deleting on page 2, line
10, the words "in substance",.

Mrs. Wagner moved for an Amend and Do Pass. Mr. Ross seconded the
motion and it carried with Mr. Sena and Mr. Polish voting no.

AB 580: The committee delayed action on this bill.

SB 151: Mrs. Wagner moved for a Do Pass. Mr. Ross seconded the
motion and it carried unanimously.

There being no further business, Mr. Sena moved for adjournment
and Chairman Barengo seconded the motion and the meeting was ad-
journed at 10:30.

Respectfully submitted,

Linda Chandler, Secretary

1350



EX”’B/T{

February 16, 1877

At a meeting of the Max C. Fleischmann

Foundation today, the following Resolution was adopted:

In conformity with Max C. Fleischmann's wishes,
as expressed in the trust agreement, the trustees will
distribute the Foundation'’s total assets and terminate
its activities by July 4, 1980.

Furthermore, in conformity with what the trustees
believe was Major Fleischmann's intent, if any grants are
made to grant making organizations such as community

foundations, such grants shall not exceed $1,000,000.
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RS agents averased six days on each foundation audic (FIGURE 12) —-
an adrage which excludas several larger foundations, one of whi€h
!

reportad \hat its 1udir ran for approvimately 2-1/2 vears zpd coverad

records fromNocur fiscal years. IRS audit activity was Aurther

n

tabulzated by typdAef foundarion and sice {(TABLES 5 3644 7). Cn the

averagze, company IouiNztions were audited less oftea thza non-coxzpany
foundations. FounditisnNyith sver % :il234% :n assecs avaragsd two
audits since 1959, wnile thosy with lesg/than $5 millicn avarzzad ona.

k24 whether the agants audicing

made any eflorts to inflvencd the direciidu of the Zound
grant-uaking activitias LZENHIBIT 13). Oaly 78 o

indicatad that the azints did nor sezm knowledzeaNlz zbouz Icunisticrs,

and only 21 of 520 rezssondents Indicatad that IRS sud®oors aztenpred
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vities srticularciy
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to influenceAheir foundations rant-making act
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@
by discowptaging scholarship and expenditure respoasibility zraqes.
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Most Aoundations, however, found IRS agents to be kaowledgeable an

éported no 2iforts to influence programs.

ty

~ N
T1oagt

10. Birth and death rates: An important Tax Reio

effect, but still difficult to quantify, is its impact ca the

e
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N

on
or birth of new foundations and the termination or death of existing
ones. In the spring of 1974, the Senace Finance Subcommittee on Foun-
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dations asked the IR53" for figures on foundation terminations,

t
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number of 501(c)(3) organizations created after 19469, and the assat
value of foundations formed after the 1969 Tax Act. Although the IRS
indicated earlier in the vear that its data were not organized in
ways to provide answess to the questions, subsequent comaunication
from Cotmissioner Alexander addressed these matters. 1/ The Commis-—
"sioner reported that current assets of foundations establishad since
the 1969 Tax Reform Act were some 3977 miltica. On the other hand,
organizacions classifiad qé private foundations sinca the 1259 Act

and which subsequently terminated =heir exemption produced the

following nuxbers:

:Ter?inatigns 295283
Operatinz foundations 43 $ 1,502,758
Non-operating foundatiorns . 4,892 33,413,532
4,935 §254,922,320

Although theses death and birth rate dataz are not directly

. -

nat the

re

comparable, the figures might lezd one to the concliusien t
ratio of new private foundation dollars to those now lost to the

field is quite favorable. Closer inspection of this information in-
dicates that such a conclusion is not justified. The IRS rermination
figures do not include the many organizations that discontinued opera-~

tions as a result of the Tax Reform Act of 1969 before they were

1/ Letter from Commissioner Donald C. Alexander, Internal Revenue
Service, to Howard Yarlowes of Senator Vance Hartke's Staff, October 2,
1974, reprinted as Aopendix C, Hearings Defore the Subcomaittee on
b TR

wiie Iro

B L
BT .

— - 1 i s - o~ T
Tountdntinns, on the 2cla of Privacas Fouadations in

1
Sentenbor 2 oand 10, 1374, at pp. Lin-las,
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classified as private foundations, nor encompass fouundacions that

I8

have already distributzd substantially all of their assets but

nave not vet

AT

oundation termination appear o be considerably understated,
che osset noldings of new foundatiens, cenversaly, seen
Our raesearch strongliy suggaests that IRS birth-rate figures

cust include many foundatis-ns already functioning befores the Act

took effect, with nothing naw adout them excapr that thar had to .
apoly for and did raczive an IS exemprion letter for ths first tice
after the 1969 ict took =2ffiect. Than, too, the IRS Iigures would

Ludz a subscantial -groun oI organizations established in nascent

trusts, but which matured and oaly found thzir way intce IRS ewempt:

organization rollis therezfter. Pre-ict foundatioms in this catsgory

(4]

would include, for ewxample, rtestamaatary charitable trusts establiished

by persens dying Deafore tha Act's effective date, but fuaded at che

close of the administration of the estate, after the dct took =2ffect.

nizations also do not discrioinate beatween

4

IRS figures oa nzw 07Z
operatiaz and noa-operacinz foundations. Their figures would also
apparaently include recently formed entities primarily furded by foun-

dation grants, such as the Druz Abuse Council and The Police Foundation.

Data collected by The Foundation Center Ior purposes of The

Foundation Directory, Edition 3, reinforce these reservations.
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Even with access to returns of all organizations filing as privaie
foundations in post-TRA years, The Center could identify only about

50 organizations qualifying for Directory size limitations (S1 nillion
11 assets or annual charitable expenditures of $500,000 or morz) with

. . .

nA creacion dates. Assets of these2 organizacioas are

possible post-T
about $200 millicn for the year of record, which does not begia to

approach the $977 aillion figure of IRS. 1/ Moreover, a majority of _

these "new'" Diraectory foundations also anpear to fall uader the -

el

"prior law'" or "ioundation crezted" caregories described above.
In addition zo :the forzzoing, & more racent analysis of the

creations and dissoluticns of orivate Ioundations in a twealve-state

/area shows that-a very sharp drop occurrad in the creation of new

7 N -
7

foundations with a lavellinz off at the new lower

=y
"
o
3]
}_4
)
an
o
(N1
o
H
)
o
.

level afrer 1970. 2/ Likewise there was a sharp increase in disso-

lution%. Althouch dissolutions were declining by 1972 and the aumber

of creacions was remaining fairly coustant, the "death-rate" of foun-

—

dations conzinued to far exceed the '"birth-rate." These trends are

wv’”“‘"”""‘ -
in sharp contrast to the situation prior to 1969, which showed 1,228

foundations being established in 1968 as opposed to 71 terminations.
In thesa twelve states in 1972, 128 foundations were established,

while 605 foundations were terminated (FIGURE 13).

1/ 'Because of the size limitations referred to, Edition $ lists
only about 10%, numerically, of all orivate foundations. However,
Dlrectorv listed foundations are believed to account for some 802 of
: and 9N7 of all fauandat Lon

ler

s~z onaew but snall

betw~veen Cazater and IRS rigures. ~

2/ "Analysis of Foundation Ceater Data on Creation, Dissolution and
Reclassification of Private Foundations,' Washinrton, D.C., Octaober 23,
1974, »reparad by Caplin & Drysdale and The Foundation Center in er_

9

vasitla,Tua.

56


dmayabb
Original


\ .
ne study just

the some 1,320 orzanizaticas in existence in 1262 that ware sur-

. . - e v A LN = P I -

it was Zound thaco 127 -- 153 Zounizcisons —-- ara2 a0 longer
T e et i e & e e et e e il

- et - T - Lyt 2 -~ - - L

in zuistence, ~2nd twut lzss than 5% had azi2d Lo changs their

USRS LREL SRR
e

—— M’ .
status to that 2f a public

twice as maay dissolutizas (59) duriag tha three wears zf

smaller foundations, »oth mzdium and larzz founadnrlions z2lso showad

1973. 2/ Citing 11 Zifizrent znd alszcellaneous iIndicaters, 3/

[N PEBES S M it N
e e i e S P e -

s that early raturns prcv1de some support for

e S T P e L A SN P N o e i

Professor Simon conc
e

emm e

P

the "grim astimzte' that "The bell rmay - 1l have .a11t;y tolled for

- P Al e e s g cepp———r——

thé private foundation; it is now to bz Eound only in captivit

T e

1/ U.S. Congrass, Senata., Commit:ie2 on
resentatives, Cooniittee 3 d ’
on Private Foundations (39th Conzress, lst
Februarv Z, 1973).

dations, ».
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D

and there are strong doubts about its ability to reproduce.” 1/

On

w

element of the zrant-making community has clearly

rom the h2ightened death rate of private foundations -—

Fr.

benefited
namely, the community Zoundation sector. As proviously noted, a
1973 identified sonme 20 community foun-

limited survey in garl

of 5580 million

n
[

dzations that had roceivad sssats valued in 2xce

from 91 dissolving privata foundations since the Act took effect.

This flow has continued, znd we balieve.that many other types of

£ roi-

[

public charities have receivad substzntial sums from such t

nations. There is also a concurrent birth rate phenozenon.

Community foundations curreatly teport less resistance by denors

to sugsastions that they establish a fuad within the commwunity foun-
dation, instezd of creatiag a new foundation.

Thus some of the contributioans that would have beeun made to
private foundations befora the enactment of the 1969 Tax Refora Act

are undoubtedly being given to publiec charities. That appears to

have bean the intent in the minds of at least some legislators when

the more stringent ra2quirzments were imposed for gift; to private foun-
dations in 1969. However, it has n&t been possible so far to deternine
whether any major shifc-over has occurre&, and, as pointed out by

John R. Labovitz, the diversion of funding from the private foundations

is not necessarily going to benefit the public charities. Charity

as a whole may actually receive less funds because doanors will be

1./ Taz=art, John Y. '"Charitable Deduction,” Tax Law Review
(Novazoer L270) p. ol.
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less willirz to contributs without reviecus adwvantagzes o

o
]
[0
%)

ziving to privare fouadatisas. 1/

girth and death rare trends are also rzilaected in figzures
on post-Act 3ifts to exisging Ioundfatiens. Ia tha Council's basic
survey for this rerart ihout on2-thivd of the respanding Ioundatiens
recaived new ziits during their Dost recen:t faw vazT. TALLEIS § and 2

P _ -~ € - ER - e - ] 1250 N F o ~az '
estimata of contributions to foundations in 1252 2 suzsaests that

M T =~ PR g 5 - . . P-AP i - 2 e hy
there hias een a signiifiicant drop in the proportion of $ilts receivad

from living doaors. The 19%%
reported a total of $3833 million of contributions'to foundations in
1962. Over half of this total was in the form of gifts from liviag
individuals, while approximately 21% was in the Zcra of bequests.

This ratio change suggests the significance of the zuch less favorable

income tax treatment, discussed telow, of contributions to private

1/ 0o. cit., p. 102. Labovitz stresses the naca2ssicy of analvzing

s
overall siving patterns among donors who gava *o grivate Zoundations
before 1963 -- a zopic to pe addressed in che Michigan Survey Research
Center's study for the Commission.

2/ Treasury Deoartment Reoort on Private Toundatioas, ob. cit., p. 71.
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non-operating ioundations. A comparison between the two studies
also supports the observation that zifts to foundations nave declined

in receat years.

Moreover, an indetz2rminable but substantial portion of these

"new" gifts can be presunad to have beea made pursuant to astate

n
o

T
[\
ot
A
9
Q
1
rg
18}
tw
EY
o
-
)
"
..
o
=

nlans established well befors tha Tax Reforn Ac

law. The two larzast cifts reported, accounting for more than 25

of the gifts, sz2em claarly of this nature. Yor havs exisiing olans
escaped unscathad. A4S one survey respondent put it in aizliziaing cha

absence of currant coatributions --

drying up

always paid os <
fanily channsled its g
=]

A prospective denor has many hurdles to jump telcre 2e can
decide to establish a new private foundation. IHe must considzr adminis-—
trative burdens, program restrictions, the investment tax, pay-out

obligations, and filing requirements. An intaanziblie is che in terrorem

effect of the possibility Qf personal liability for penalty taxes under
the self-dealing, jeopardy investment, and taxable expenciture sections
of the Code. Donors and their advisors may be reluctant to ask people
in wnom they have confidence to serve as foundation managers in these

circumstances. Beyond, these factors, three tax rules specifically
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relate to and dire

The primary disincentive
treats a gift of appreci
non~oparating Iouadation
the propavriy and reaiiza
dation rediscribuzes an

other pay-ouf requirzman
Thzre i3 & A= 205 dlif

-
2rac

non-cp

e the process of crzation:
iz tho ruiz winich in 2fIect

atad Srop2riy to a nrivate
zs 1f the donor had sold

d 2 gain, uvnlsss the [oun~

ejual amount tin addirion to
£3) within o year.

ferantial in the amsunt that

a tri : pt

irez2nzs oI the Lcz's

tles, not infreguzntly
dation pav--ouc regquiremaatis,
=g for potzu:zial {ounders

a2 faniiv Husziness ianterast.

The Zirst two of these disiacznrtives =7plr fov inzone tax pur-
poses onlw, but as Prolfessor Simon's Subrommizte2 festinsny points oub,
" = 3 < P [ . 3 - = B Y = PP

...most Ioundaticn donors wani to begin o Zund their Ioundations
while thay are alive; 1if cthey have to wait until deacth for the foun-
daticn to get going, thara is a zood chance they will not star:t at all.”

The negative effects of the divestiture reguirements can also

be strong. To abstract briezfly

complex section of the Internal

prevented, now and in the future, from reczaivia

a de minimis part of a donor's conzrol

interest of the foundation, the

(or closely associated with the

within five years of the gzift.

what is zenerally considered the most

Revenue Code, private foundatio

stock u2nless the combined voting

donor, and those relatad o him
foundatiosn) is brouzht below 207

Moreover, special liheralizing rulas
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applicable to divestiture of control stock already held by

exist private foundations do not apply to new control stock

5

rn

gifts. Gifts o contvol stock not treated as made prior to May 27,
1969_do act benefir from special accumuliated earnings rules en-
couraging to corporate redemptions, and only a five-year dives-
titure periocd is allowed for new zifts, as against 10- to 35-year
transition periods for control stock held by foundacions omn

K /

day 25, 1669, 1,

Tet available evidence suggests that coatvol stock is a major
source of new foundations of substantial size. Control stock is

likely to be appreciated stock. According to the Peterson Comnission's
Report to the Senate Comnittez oa Finance in Ocrtober 1959, substan-
tially more than one-nalf of all fouadations in the $10 milliion and

.

coopanies in which the

rn

over categorv have at some time held stock o
foundation and the donor together ownad at least a 20% interest —-

precisely the form of asset coverad by the Tax Reform Act prohibitionms.

1/ The fact that required divestiture is delayed for foundations
holding control stock when the Act took effect does not mean these
rules have no effect for ten years. IRS Commissioner Donald C.
Alexander reported to the Subcommitree on Foundations in June 1974,
that about $17 million in 4% excise tax collections during the
government's 1972-73 fiscal year were derived from more than
$400 million in realized capital gains by ten very large foundations,
znition of =hese gains to foundations

L3

and he attributcad the racs
putting themselves in 2 position o comply wich the oixcess business
holding rules.
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TELEPHONE: AREA CODE 702 EXH/B /7—-@ MAILING ADDRESS:
P O. BOX 1871, RENO, NEVADA 89503

329-92582

MAX C. FLEISHMANN FOUNDATION
SUITE 309, SECURITY NATIONAL BANK OF NEVADA BUILDING
ONE EAST LIBERTY STREET
RENO, NEVADA

TRUSTEES:
JULIUS BERGEN, CHAIRMAN
FRANCIS R. BREEN
THOMAS L. LITTLE
WALTER ORR ROBERTS
SESSIONS 8. WHEELER

April 13, 1977

Mr. Robert Barengo

Chairman of the Assembly Committee
on Judiciary

Nevada State Legislature

Carson City, Nevada 89710

Dear Mr. Barengo:

I understand that a hearing on Assembly Resolution 28 and
Assembly Bill 562 will be held before the Committee on
Judiciary on Thursday, April 14th. If the above is correct,
I would like to make the following statement:

I firmly believe that Major Fleischmann is entitled to have
his Foundation terminated as he so clearly specified. 1In
my conversations with him in the 1930's and 1940's, when

he was thinking about establishing his Foundation, he stated
his belief that each generation can be and should be relied
upon to provide for its own needs as they arise in each
generation. His clearly stated intent was that all of his
assets go to the benefit of the people throughout the United
States while some of his appointees and associates were
still alive.

Mr. Barengo, I respectfully request that this and the follow-
ing statements be read to the Committee on Judiciary during
the hearing.

Signed:

We, the undersigned trustees of the Max C. Fleischmann
‘ Foundation, wish to express opposition to any legislation



Mr. Robert Barengo Page Two April 13, 1977

intended to alter what we believe was Major Fleischmann's
intent, as stated in the Trust Agreement, to terminate the
Foundation in 1980.

We are proud of the quality and careful procedures followed
in arriving at the total of some $80 million in grants we
have made. Over 50% have been made directly to grantees in
the State of Nevada. Other substantial grants, such as

for research, both medical and scientific, indirectly
benefited Nevadans.

In termination we expect to make grants with the same care
and with the aid and advice of recognized authorities in
their fields so that the end result will be in accordance
with the donor's directive and with the welfare of Nevadans
and the residents of all other states.

Signed: T ~ 0

. ;// // ;/ /“
L Frerema A eglle
Thomas L. Little

. fn
Gstine . Whalon
Sessions S. Wheeler
Walter Orr Roberts

Trustees, Max C.
Fleischmann Foundation
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662 Mass.

43 N.E. 92; Schofield v. Wood, 170 Mass. fore would not exercise its equitable power
415, 416, 418, 49 N.E. 636; Shrigley v. to terminate the trust.

Boston Symphony Orchestra, Inc, 287
Mass. 300, 302-303, 191 N.E. 420; Si-
mons v. Murray Realty, Inc., 330 Mass. 194,

Decree in accordance with opinion.

.
PITNOAA L Y

o
PR R -
Qunwver T Y
- [ SIS

-

196-197, 112 N.E.2d 264; note, 62 Harv.
L.Rev. 669, 671.

Exceptions sustained.

©  NEY NumGER SYSTEM

T

FRANKLIN FOUNDATION
v.
ATTORNEY GENERAL and others.

Supreme Judicial Court of Massachusetts.
Suffolk.

Argued Nov. 5, 1959.

Decided Jan. 5, 1960.

Action in equity by foundation against
Attorney General, Commonwealth, and city
of Boston to implement act providing in
effect that portions of fund which had been
bequeathed to inhabitants of town of Boston
and would be distributable to the city and
to Commonwealth on termination of trust
shall be paid over to foundation for benefit
of institute but that payment shall not be
made and trust shall not terminate until
decree of Supreme Judicial Court author-
izes such payment and termination. Reser-
vation and report was by Williams, J., with-
out decision. The Supreme Judicial Court,
Wilkins, C. J., held that although testa-
mentary program for loan of portions of
fund to young artificers had ceased all use-

~ fulness, charitable objective of testator to
" make gift at end of 200 years, when trust
would terminate, of part of fund to the
city and part to Commonwealth, had not
become unreasonable under current condi-
tions, and Supreme Judicial Court there-

i. Charities €30

In action by foundation against At-
torney General, Commonwealth, and city
of Boston to implement statute providing
in effect that portions of fund which had
been bequeathed to inhabitants of Boston
and would be distributable to the city and
to Commonwealth on termination of trust,
sha'l be paid over to foundation for benefit
of institute, but that payment shall not be
made and trust shall not terminate until
decree of Supreme Judicial Court author-
izes such payment and termination, Com-
monwealth was properly a party. St.1958,
c. 596, §§ 1, 2.

2. Charlties €30

Purpose of act providing for payment
to Franklin Foundation for benefit of
Franklin Technical Institute of trust fund
bequeathed by Benjamin Franklin to in-
habitants of town of Boston was to enable
Supreme Judicial Court to make decree
respecting termination of trust fund which
was distributable in part to Commonwealth
and in part to city of Boston. St.1958, ¢.
596, §§ 1, 2.

3. Appearance €8(3)

In action by foundation against At-
torney General, Commonwealth, and city
of Boston to implement statute providing
in effect that portions of fund which had
been bequeathed to inhabitants of town of
Boston and would be distributable to the
city and to Commonwealth on termination
of trust shall be paid over to foundation for
benefit of institute, but that payment shall
not be made and trust shall not terminate
until decree of Supreme Judicial Court
authorizes such payment and termination,
although answer entitled “answer of At-
torney General and Commonwealth”, as
written, was answer of Attorney General
alone, inclusion of Commonwealth in title
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FRANKLIN FOUNDATION v. ATTORNEY GENERAL AMass. (63
Cite as 163 N.E.2d 662

thereof constituted general appearance. St.
1958, c. 596, §§ 1, 2.

4. Charities €22

Termination of testamentary trust fund
established by Pennsylvania citizen and,
upon termination, distributable in part to
Commonwealth of Massachusetts and in
part to city of Boston was matter for deter-
mination under Massachusetts law, which
was law governing administration of the
trust.

5. Charlties €=36

Under testamentary provisions be-
queathing fund to inhabitants of town of
Boston to be let out upon interest to young
artificers and directing that at end of 100
years, managers of fund should lay out
part of fund in public works, and that at
end of 200 years, part of fund was for dis-
position of inhabitants of town and part for
disposition of state government, making of
loans to young artificers was not sole pur-
pose of trust, but there was a purpose to
make gift to city of Boston at centennial
and gift to city and Commonwealth at end
of 200 years.

6. Charlties €30

Although testamentary program for
loans to young artificers of money from
fund bequeathed to town had ceased all
usefulness, charitable objective of testator
to make gift at end of 200 years, when trust
would terminate, of part of fund to city and
part to Commonwealth had not ceased to
become unreasonable under current condi-
tions, and Supreme Judicial Court therefore
would not exercise its equitable power to
terminate the trust. St.1958, c. 5396, §§ 1, 2.

7. Charities €30
Trusts €&=61(3)
1f continuance of trust is neccssary to
carry out material purpose of trust, bene-
ficiaries cannot compel termination of trust,
and this principle applies to charitable
trusts.

8. Charities €30

Principle that, if continuance of trust
is necessary to carry out material purposes
of trust, beneficiaries cannot compel its
termination, applied to any consent by
city of Boston or Commonwealth to alter
codicil whereby testator bequeathed fund
to inhabitants of town of Boston to be let
out-upon interest to young artificers, and
directed that at end of 100 years; managers
of fund should lay out part in public works,
and that at end of 200 years, when trust
would terminate, part of fund was for dis-
position of inhabitants of town of Boston
and part for disposition of state govern-
ment. St.1958, c. 596, §§ 1, 2.

9. Trusts €=61(1)

Decision whether purposes of a trust
had been achieved is a judicial matter, and
court alone can make that decision. St
1938, c. 596, §§ 1, 2.

10. Charities ¢=30

Under statutory provisions to effect
that portions of fund, which had been be-
queathed to inhabitants of town of Boston
and would be distributable to city of Bos-
ton and to Commonwealth on termination
of trust, shall be paid over to foundation for
benefit of institute, but that payment shall
not be made and trust shall not terminate
until decree of Supreme Judicial Court au-
thorizes such payment and termination,
there was no determination that public
policy favored termination of the trust, and
there was at most an attempt to consent to
procedure outlined in the provisions of the
statute. St.1938, ¢. 596, §§ 1, 2.

I1. Charities €=30

Under testamentary provisions be-
queathing fund to inhabitants of town of
Boston to be let out upon interest to young
artificers, and directing that at end of 100
years, managers of fund should lay out
part in public works, and that at end of 200
years, when trust would terminate, part
of fund was for disposition of inhabitants
of town and part for disposition of state

Y L T AR 1S Ll e s

B N ARV, 00 e 4 A O S

U N " —

— = c——

SR e
SR A

o agn

s v N T 3

™

o

s . it




R CUREY
s §

664 | Mass.

government, although there was no longer
any possibility of making loans to artificers,
fund would not be turned over to founda-
tion pursuant to statutory provisions for
payment of the fund to foundation for
benefit of institute. St.1958, c. 596, §§ 1, 2.

12, Charitles €236

Under codicil whereby testator substi-
tuted for bequest of £2000 for improvement
of river, provisions bequeathing £2000 to in-
habitants of town of Boston to be let out
upon interest to young artificers, directing
that at end of 100 years, managers of fund
should lay out part in public works, and
recommending that river be made com-
pletely navigable, entire emphasis was not
on benefits of loan plan, but there was
shown only preference that sum available
at end of 100 years be available in whole or
in part as means of improving river, rather
than that the £2000 be so available.

13. Charlties €30

Where testator bequeathed fund to in-
habitants of town of Boston to be let out
upon interest to young artificers and di-
rected that at end of 100 years, managers
of fund should lay out part in public works,
and that at end of 200 years, when trust
would terminate, part of fund was for dis-
position of inhabitants of town and part for
disposition of state government, and testa-
tor stated in will that he hoped that no part
of fund would lie dead or be diverted to
other purposes but that eventually there
could be loans to artificers in other towns,
accumulation of fund was not to cease if
such accumulation could not be accom-
plished by such loans, and fact that trust
would not attain amount estimated by tes-

* tator at end of 200 years did not require

present termination of trust.
PO S—
William H. Kerr, Boston, stated the case.

Noel Morss and Edward W. Raye, Bos-
ton, for plaintiff.
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Richard H. Gens, Asst. Atty. Gen., for
Attorney General.

Before WILKINS, C. J., and SPAL-
DING, WILLIAMS, COUNIHAN and
CUTTER, JJ.

WILKINS, Chief Justice.

This bill in equity is described in the
briefs as brought “to implement St.1958, e¢.
596,” which is entitled, “An Act providing
for the payment to The Franklin Founda-
tion for the benefit of the Franklin Techni-
cal Institute of the trust fund bequeathed by
Benjamin Franklin to the inhabitants of the
town of Boston.” The defendants are the
Attorney General, the Commonwealth, and
the city of Boston “as it is trustee of a fund
commonly known as the Franklin Fund, and
as it may otherwise be interested in said
fund.” The Attorney General has filed a
document entitled “Answer of the Attor-
ney General and the Commonwealth of
Massachusetts,” which, as written, is an
answer of the Attorney General alone. The
city of Boston filed an answer. Both an-
swers in substance admit the allegations of
the bill but express various doubts as to
the validity of the act. The case has been
reported without decision by a single jus-

tice upon the bill of complaint and the an-

SWers.

Statute 1958, c. 596, § 1, reads, “That por-
tion of the fund bequeathed by Benjamin
Franklin to the inhabitants of the town of
Boston in trust which is distributable to the
commonwealth on termination of the trust

“shall be paid over to The Franklin Founda-

tion for the maintenance, extension or
otherwise for the benefit of the Franklin

Technical Institute, and as to said portion

said trust shall thereupon terminate; pro--

vided, hiowever, that such payment shall not
be made and said trust as to said portion
all 1o i niless and until a_de-

¢ree of the supreme judicial court author-

izes such payment m

tion 2 makes an identical provision for
“That portion of the fund * * * which
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is distributable to the city of Boston on ter-

mination of the trust.” Section 3 made the

provisions of § 2 subject to acceptance by
vote of the city council approved by the
mayor. Such acceptance and approval
were duly given. The market value of the
fund on February 28, 1939, was $1,578,098.

Benjamin Franklin, a citizen of Penn-
sylvania, died on April 17, 1790, leaving a
will dated July 17, 1788, and a codicil dated
June 23, 1789, which were proved and al-
lowed on April 23, 1790. By the codicil,

which is lengthy, he bequeathed £1000 ster-

ling each in trust to the inhabitants of

the town-of Boston and to the inhabitants

of the city of Philadelphia. The history
of the bequest to Boston appears in our
previous decisions. Higginson v. Turner,
171 Mass. 586, 51 N.E. 172; City of Boston
v. Doyle, 184 Mass. 373, 68 N.E. 851; City
of Boston v. Curley, 276 Mass. 549, 177 N.E.
557; Franklin Foundation v. City of Bos-
ton, 336 Mass. 39, 142 N.E.2d 367.

The £1000 in trust to Boston “shall be
mdnaged under the direction of the Select
Men, united with the Ministers of the old-
est Episcopalian, Congregational and Pres-
byterian Churches in that Town; who are
to let out the same upon Interest at five per

verted to other purposes, but be continually
augmenting by the Interest, in which case
there may in time be more than the occa-
sions in Boston shall require, and then
some may be spared to the Neighboring or
other Towns in the said State of Massachu-
setts who may desire to have it, such Towns
engaging to pay punctually the Interest and
the Portions of the principal annually to
the Inhabitants of the Town of Boston. If
this Plan is executed and succeeds as pro-
jected without interruption for one hun-
dred Years, the Sum will then be one hun-
dred and thirty one Thousand Pounds,” of
“which the managers are then to lay out
£100,000 in public works. “The remaining
thirty one thousand Pounds, I would have
continued to be let out on Interest in the
manner above directed for another hundred
Years, as I hope it will have been found
that the Institution has had a good effect
on the conduct of Youth, and been of Serv-
ice to many worthy Characters and useful
Citizens. At the end of the second Term,
if no unfortunate accident has prevented
the operation, the Sum will be Four Mil-
lions and sixty one Thousand Pounds Ster-
ling; of which I leave one Million sixty one

Thousand Poundsto-the Disposition 61 the .,

~~Inihabitants of the Town of Boston and

Tent per Annum to such young married Three Millions to the Disposition of the

Artificers, under_the Age of twenty five

Years, as have served an Apprenticeship earry my Views farther.” 1 h

in the said Town; and faithfully fulfilled
the Duties required in their Indentures, so
as to obtain a good moral Character from
at least two respectable Citizens, who are
willing to become their Sureties in a Bond
with the Applicants for the Repayment of
the Monies so lent with Interest according
to the Terms herein after prescribed.” The
loans are intended to assist the borrowers
in sctting up in business, and are to be
between £15 and £60. “And as it is pre-
sumed that there will always be found in
Boston virtuous and benevolent Citizens,
willing to bestow a part of their Time in
doing good to the arising Genceration, by
superintending and managing this Institu-
tion gratis, it is hoped that no part of the
Money will at any time lie dead or be di-
163 N.E.2d—42¥%

Government of the State, not presuming to
have perhaps
too much flattered myself with a vain
Fancy, that these Dispositions, if carried
into execution, will be continued without
interruption, and have the Effects proposed
* * * ] think that tho’ unforeseen Diffi-
culties may arise, expedients will be found
to remove them, and the Scheme be found

practicable * * *”

At a town meeting on May 25, 1790, Bos-
ton accepted the bequest, and in March,
1791, received $4444.44 from the execu-
tors. The managers met on April 8, and
the first loans to artificers were made on or
about May 3, 1791. Until February 23,
1822, when Boston became a city, the select-
men and ministers designated in the codicil
managed the fund. From then unti]l 1902
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the aldermen or mayor and aldermen acted
with the ministers as managers. ' Following
the decision in 1904 in City of Boston v.
Doyle, 184 Mass. 373, 68 N.E. 851, the
management of the fund has been in the
ministers and in the mayor and eight other
persons appointed by the Supreme Judicial
Court for the county of Suffolk. By St.
1608, c. 569, the managers were incorpo-
‘rated as the plaintiff corporation @nd em-
powered to manage what is now called
Franklin Technical Institute.

For the first few years of the operation
of the fund substantially all of it was kept
loaned to artificers. Thereafter until 1811
the number of properly qualified applicants
progressively decreased. By 1836 less than

six per cent of the fund was so employed,
and by 1866 less than one per cent. No
loans have been made since 1886. Th Thxs

situation has  been brought abo
“eutty infin mg/g_r_g_ucs,_changm

nomic condltxons num-

ber of articled apprentices.

‘From about 1819 the managers invested
that part of the fund not used in loans in
obligations maturing in not longer than
five years. From 1827 to 1931 most of the
fund was invested with the Massachusetts
Hospital Life Insurance Company. Since
1931 the fund has been invested in diversi-
fied securities,

On January 1, 1894, the fund was $431,-
395.70. On January 17, 1894, there was
paid from the fund to the city treasurer

163 NORTH EASTERN REPORTER, 2d SERIES

Franklin Technical Institute offers cours-
es in engineering technology leading to a
degree and provides training at the post-
high school level in industrial technology.
Its educational standards are high, and it
is recognized as one of the leaders in the
technical institute field. Its enrollment has
been sharply increasing in recent years. In
October, 1958, there were 336 students in
the day school and 729 in the night school.
Operating revenues are derived from tui-
tions, endowment income, and gifts. On
June 30, 1958, the book value of invested
funds managed by the plaintiff for the bene-
fit of the institute was $679,712, consisting
of the Carnegie Fund of $502,236, the title
to which is in the city, and $177,476 held by
the plaintiff in its own name. The institu-
tion is currently operating on a balanced
budget, but could effectively employ addi-
tional funds in strengthening its present
services and particularly in enlarging its
facilities and staff to serve an increased
student body. The need for expanding
technical institute education is imperative
both in this Commonwealth and in the na-
tion.

It is impossible to employ the fund in
loans to the class of persons and upon the
terms prescribed by the testator. The plain-
tiff has considered the possibility of ob-
taining leave of court to modify these terms,
but in the opinion of the plaintiff it is not
practicable to employ the fund or any snh-
stantial portion in making loans under any

aodification of the testatotr’s plan which

Wwould advance young persons of the gen-

(now collector-treasurer) $329,300.38, as -
the sum to be laid out at the end of the first
hundred years.t This money and ‘accumula-

tions of income, acrgro:gatmcr 435 e
spemt_in and equipment

of Franklin Union (now Franklin Techni-
c ifute, 41, ¢. 212) along with an
equal sum given by Andrew Carnegie.
Franklin Foundation v. City of Boston, 336
Mass. 39, 142 N.E.2d 367.

1. The fund had not attained £131,000, as
expected in the codicil,. The amount

paid was 100/131 of the principal, or

eral class contemplated by him, or its ap-
Pproximate equivalent or serve any public or
charitable purpose, while at the same time
providing rcasonable assurance of the pres-
ervation and increase of the fund.

[1-3] 1. The Commonwealth is proper-
ly a party to this suit. In Glickman v.
Commonwealth, 244 Mass. 148, 149, 138 N.
E. 252, 233, it was said that “the common-

$208.602.04, with interest from July 1,
1891.
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FRANKLIN FOUNDATION v. ATTORNEY GENERAL Mass. 647
Cite as 163 N.E.2d 662

wealth cannot be impleaded in its own
courts except with its consent, and, when
that consent is granted it can be impleaded
only in the manner and to the extent ex-
pressed in the statute.” The statutory ref-
erence in that case was to G.L. ¢. 258, § 1,

"reading, “The superior court, except as

otherwise expressly provided, shall have ju-
risdiction of all claims at law or in equity
against the commonwealth. * * *” An

express purpose of St.1958, c. 596, was to

enable this court < ecree respect-

ing the termination of a trust fund which
is distributable in part to the Common-
wealth and in part to the city of Boston.
The istatare must have contemplated
that the Commonwealth could be made a
party. The inclusion of the Common-
wealth in the title of the answer of the
Attorney General constituted a general ap-
pearance. The absence of a detailed an-
swer is unimportant. The entry of a prop-
er decree is still the issue in the case.
See Publico v. Building Inspector of Quin-
¢y, 336 Mass. 152, 153, 142 N.E.2d 767.

[4] 2. The trust was to be administered
in this Commonwealth for two hundred
years. Termination is largely a matter for
detewmm
minfStration of the trust, in this case the
thistFust in other respects. See Boston
Safe Deposit & Trust Co. v. Alfred Uni-
versity, Mass., 157 N.E.2d 662, and author-
jties cited. Restatement 2d: Conflict of
Laws (Tent. draft No. 5, April 24, 1959),
§ 298. No question of the possible rele-
vance of Pennsylvania law has been ar-
gued. As to this we need make no deci-
sion. But see Restatement 2d: Conflict of
Laws, § 295, comment a and reporter’s note

lems, to a trust in the course of adminis-
tration in such other State. Amerige v.
Attorney General, 324 Mass. 648, 659-660,
838 N.E2d 126; National Shawmut Bank
v. Cumming, 325 Mass. 457, 463464, 91
N.E2d 337. See Restatement 2d: Con-
flict of Laws, § 294, and reporter’s note
tentative draft, p. 169.

[5,6] 3. We are of opinion that the
record does not disclose facts sufficient to

calisé us to exercise our authority in equity
o terminate the trust. We need not specu-

ate as to any other possibilities not now

presented. In stating one ground for our
opinion we do not intimate that there may
not be other serious objections to the plan
projected in St.1958, c. 596. The plaintiff
argues as though the making of loans to
young artificers was the sole purpose of
the testator. We are unable to agree with
this contention, as we think that Frank-
lin had another purpose, which was to make
a gift to the city at the centennial of the
fund, and to the Commonwealth and to
the city at the two hundredth anniversary
of the fund. In 1891 the money was to
be expended on public works, and in 1991%*
the money is to be at the disposition of
the State and city government, whether to
be expended on public works or other pub-
lic purposes is beside the point. See Frank-
lin Foundation v. City of Boston, 336 Mass.
39, 45, 142 N.E2d 367. Franklin esti-
mated what would be the principal sum in
one hundred years, and, after deducting
£100,000, he estimated what would be the
accretion to £31,000 in a second hundred
years. He then made an unequal divi-
sion between the Commonwealth and the
city of the estimated fund in 1991. We are
not convinced that his charitable objectives

have ceased to be in accord with the pub-

tentative draft, p. 177. Certain cases may - ;¢ inferest or have become

able under current conditions that we

be noted in which the law of a State other
than that of the domicil of a testator or a
settlor has been applied, in determining
substantive as well as administrative prob-

2. A question as to whether the precise
date of termination is to be in 1990 or

should exercise our undoubted equitable

power of termination _even if the loan pro-
gram Has ceased all usefulness.

Ges not require a decision at this

time.

1

S
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[7, 8] “If the continuance of the trust

is necessary to carry out a inaterial purpose
of the trust, the beneficiaries cannot com-

pel “-5 til',fll,.,mall_@l’.’_——RﬁStatement 2d:
Trusts, § 337(2). Rowland v. June, 327
Mass. 455, 458, 99 N.E.2d 283, and cases
cited. Gordon v. Gordon, 332 Mass. 193,
196-197, 124 N.E.2d 226; Springfield Safe
Deposit & Trust Co. v. Stoop, 326 Mass.
363, 365, 96 N.E.2d 161; Scott, Trusts (2d
ed.) § 337. This principle applies to chari-
table trusts. Scott, Trusts (2d ed.) § 367A.
It applies to any consent by the Common-
wealth or the city to alter Franklin's
codicil.

[9,10] The decision whether the pur-
poses of the trust have been achieved is a
judicial matter. The courts alone can
make that decision. That the Legislature
so recognized in enacting c. 596, §§ 1, 2,
abundantly appears from the provision that
“payment shall not be made and said trust
* *x * shall not terminate unless and
until a decree of the supreme judicial
court authorizes such payment and termina-
tion” We do not accept the plaintiff’s
argument that there has been a legislative

163 NORTH EASTERN REPORTER, 2d SERIES

The plaintiff enumerates provisions of
the bequest which, it urges, show that “the
entire emphasis is, on the benefits of the
loan plan, and on that alone, as the purpose
of the continuing trust.” We shall mention
those which merit discussion.

[12] First, it is said that the testator
substitutes the bequests to the two cities
for a bequest of £2000 in the will for the
improvement of the Schuylkill River, un-
derstanding that “such a Sum will do but
little towards accomplishing such a Work,
and that the project is not likely to be
undertaken for many Years to come”
Later in the codicil, in giving the same
directions respecting the disposition and
management of the donation to Philadel-
phia as had been given to Boston, the tes-
tator states with respect to the use of the
£100,000 to be given at the end of the
first hundred years, “I also recommend
making the Schuylkill compleatly navi-
gable.” " All that this shows is a preference
for the availability of all or part of £100,-
000 in one hundred years to £2000 at the
time of the gift as a means of improving
the Schuylkill,

determination thgiggbhg_polmyiams—tef-’ _

mination. At most the Legislatur
tempting to give consent to the procedure
outli

[11] 4. Although no present occasion
has been shown for termination there need
be no sterile accumulation. Notwithstand-
ing the plaintiff’s contrary opinion alleged
in the bill, some charitable outlet, even
with the plaintiff, probably could be found
for use of the income until 1991. That
there is no possibility of making the loans
contemplated by the testator is no reason
to hand over to the plaintiff the principal
of a fund which under the codicil was
never to be given to the managers at any
time. Rather than risk an application of
the doctrine of cy pres in the courts, where
the plaintiff would have to take its chances
with other charities, it relies upon a stat-
ute the effect of which it secks to en-
large.

[13] The plaintiff also refers to the tes-
tator’s expressed hope that no part of the
fund will at any time “lie dead” and that
it will not be “diverted to other purposes.”
It is argued that this must mean “during
the continuation of the trust,” since he him-

‘self diverts the sum to other purposes

thereafter. The words of Franklin, fully
quoted above, refute this argument. To
restate what the codicil says, “it is hoped
that no part of the Money will at any time
lie dead or be diverted to other purposes,

_but be continually augmenting by the In-

terest, in which case there may in time be
more than the occasions in Boston shall
require, and then some may be spared to
the Neighboring or other Towns in the
said State of Massachusetts who may de-
sire to have it, such Towns engaging to
pay punctually the Interest and the Por-
tions of the principal annually to the In-
habitants of the Town of Boston.” We
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agree that the reasonable interpretation is
that there may be loans to artificers in
other towns, but we see an equally domi-
nating intent to accumulate for the gifts
of principal in one hundred and two hun-
dred years. We also agree that Franklin
did intend that the accumulation should be
achieved by the device of making loans to
young artificers. But we have been shown
nothing to justify the suggestion that he
would wish all accumulation to cease if
not capable of accomplishment in that way.
That the trust will not attain by the date
set for termination the principal amount
estimated by the testator is unimportant.

We observe in the codicil an intent to pro-
vide substantial gifts to future generations
in the two cities. We shall not defeat
that intent by destroying the trust now as
to the Commonwealth and the city of
Boston.

No useful purpose would be served by
analysis of the cases cited by the plaintiff.
Franklin’s codicil is unique.

5. A final decree is to be entered to the
effect that the Commonwealth is properly a
party to this suit, and that the trust is not
to be terminated under S$t.1958, ¢. 596.

So ordered.

— (i A
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EXH 1B 17 =

m———

RESOLUTIONS IN SUPPORT
OF A.C.R. 28 AND A.B. 562

WHEREAS, The State of Nevada, its political subdivisions,

municipal corporations, educational and charitable institutions

and organizations have over the years been the fortunate bene-
ficiaries of substantial grants of money from the Max C.
Fleischmann Foundation of Nevada for necessary and worthwhile

projects which could not have realities without such financial
assistance; and

WHEREAS, It is believed that the people of the State of
Nevada will further benefit from the continued existence of

such foundation; now, therefore, be it

RESOLVED BY THE UNDERSIGNED REGISTERED LOBBYISTS that the

Assembly and the Senate adopt A.C.R. 28 and unanimously pass

A.B. 562 which would make the foregoing possible.
. ) TY/? ) .:;jzz’—¢4;4a/
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Yr. Berango,

May I request that this letter be snte into the record of
: 0

red
imony in support of Assembly Bill 5597

I speak in support of AR 559 both as a registered lcbbyist
(#77 7%) for the "Political Action Committee +to Establish a VA
Fospital in Las Vegas and a Medical School at UNIV" and
personally.

AR 559 "Establishes certain rights of medical patients”,

which follows a growing national trend to clearly delineate,

by statute, the rights people have assumed they posses, but

which have, unfortunately, been often forgotten or, worse,
conscously subverted, for many reasons. I do not believe we

hzve to debate whether cor not the rights -of medical patients

are being respected, or why. Indeed, toomany cases of disrespect
for the rights ofmedical patients exist. The number of medical
malpractice lawsuits in our Courts and the skyrocketing cost of
medical malpractice insurance prove this.

The language of thel Eill speaks clearly and explicitly to

the most often expressed and most Vlable comyl@ln+s we 1in
the'Political Action Committee' have ard both from veterans
and other regidents of this State. This Bi1l end what it sets
forth in its lonfogwe is long overdue. We think the informed

congent clause w ey of compleints from
medical patients becal ge they will understand what is happening
before it happens. We also think this Bill will serve to refresh
the minds of a few medicel practitiocners who have Ffcrgotten the
patients rights. Too often, a medical practitioner will be so
busy that he, or she, will rush through a patient's treatment
and therefore add, unfortunately, to the feeling many patients
have that medicsl practitigners are 'cold' or callous.

The Folitical Acticn C
favorable congider A;
WDO raqqr?

mmittee rﬂspeotfulhj urges you to
59 and to repcrt it ocut of your Committee

.

Ilease accept my apologies for being unable to appear in

person. Thank you.

Regpectfully rsubmitted,
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April 12, 1977

Mr, .Barengo:

This letter is in reference to Assembly Bill No. 559
relating to medical patients and their rights,.

I am extremely in favor of everything stated in this
new section and strongly recommend that it be added.

| So many peOpie just take it for granted that all these |
things are automatically done for a person when he bedomes
{11 and needs a doctor ar hospital. It's only when one ha§
actually required very much medical attention that they can
really relate to the articles stated.

T think it's time people didn't have to take a doctor's
word as gospel in these matters and that they were able to
have more of a say in their own feelings and personal being
and to be assured they will receive consideration and respect
no matter what their decision may be or their social standing.

People are tired of being left so much in the dark as to
their medical rights and made to feel helpless about doing
anything about them, ’

I know I'd feel much better entering a hospital knowing

I was guaranteed these rights by law,

Yours very truly,

Mooy # At
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JOHN H, LAUB, J.D.
ROBERT E. CLARK, J. D.
GLADE L.HALL,J.D.

A.KENT GREEN, J. D.

OF COUNSEL

MELVIN LAUB
1148 SKI RUN BOULEVARD
SO. LAKE TAHOE, CA 95705

(916) 544-5258

MORGAN, SCALLEY, LUNT & KIMBLE

345 SOUTH STATE STREET
SALT LAKE CITY, UTAH 84N

(801) 531-7870

TO WHOM IT MAY CONCERN:

LAUB, CLARK 8 HALL, LTD.

ATTORNEYS AND COUNSELORS AT LAW

A PROFESSIONAL CORPORATION

April 13, 1977

SUITE 200
NEVADA NATIONAL BANK BLDG.
ONE WEST LIBERTY STREET
P. 0. BOX 2577
RENO, NEVADA 89505
(702) 329-1315

SUITE 208
WINCHESTER PLAZA
(700 EAST DESERT INN RQAD
LAS VEGAS, NEVADA 88109
(702) 734-8191

REPLY TO:  peno Office

I have reviewed the provisions of Assembly Bill 559 presently
referred to the committee on judiciary. This office has represented
numerous doctors concerning matters associated with patient care and
patient relations, particularly the malpractice problem, and is also
representing several malpractice claimants.

Accordingly, we feel we have a view of both sides of the doctor-
Based on this experience, I believe AB 559, as
enacted into law, would provide guidelines for both doctors and patients

patient relationship.

to know what should be expected from this relationship.

It would be

beneficial to both doctors and patients and may even have the affect
of minimizing the medical malpractice problem that our system is pres-

ently confronted with.

Accordingly, I would indicate my strong support for passage of

this bill.

GH:m

Very truly yours,

Y M

GLADE L. HALL
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patients
BT rights

‘ THE coxCePT of “pa-
tients’ rights” has been a nebulous
and increasingly crucial issue in the

surance have brought us even fur-

ther down the road of socialized

medicine and impersonalization of

treatment. “Health care is a right” ' ,

h the vin; - for y

has become the rallving v S A yyore ynderstanding

organizations and has presented hos- I , /1 . b* ]1 B d .

pital administrators with the per- ' 1 '

Hloxing problem of defining and re d[lOf’lS’ {LU can be acrnieve

protecting the rights of patients . . . 17

who utilze their institutions. Tous 1] € hospital s willing to meet

far, responses to the problem have

been seen in the creation of patient .

been seen in the ereation of patient ., 7 Jicese mutual problems

tient prievance committees, and a . '

changing attitude on the part of y ¥

changing attitude on with the community 1t serves
Unfortunately, the patient enters

the arena of health care totally un- v

_armed and unaware of his rights. by Andre L. Lee and Godfrey Jacobs

He is quickly faced with the stark

reality that he is not alone—no one

else knows his rights either. The

important question is why it is dif- Puerto Rican indigent population.

ficult to recognize these rights and,
even more important, what can
the hospital do to bring about this
~ recognition. ;

Kings County Hospital Center is
a 2,250-bed municipal hospital lo-
cated in the heart of Brooklyn. It
serves a predominantly black and

BRUARY 16, 1973, VOL. 47

With a staff of approximately 7,000
employees, 26 clinics (the outpa-
tient department averages 450,000
annual visits), and 3 emergency
suites (325,000 annual visits), the
hospital experience is representa-
tive of attempts to provide service
to an aroused community while es-
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(LEFT) THE patient has the right to every consideration of his privacy during
medical treatment. Those not directly involved with the patient's care must have
the patient’s permission to be present during examination. (ABOVE, CENTER)
The patient has the right to considerate, respectful care. (ABOVE, RIGHT) The
hospital should provide the patient with information concerning his continuing
health requirements following discharge.

3
-

Ao s b

tablishing the concept of patient in- hospital and the community.

volvement in hospital operation. As As a result of this continuing ef-
a subsidiary of the New York City fort, the first “Patients’ Rights
Health and Hospitals Corporation, Workshop” ever conducted in a hos-

e A e IR A, £

am

i

it is required to have a Communi-
ty Advisory Board. In addition, the
hospital maintains an office of pub-
lic affairs, which works in close as-
sociation with the board in fostering
a working relationship between the

The Authors

Andre L. Lee (left) is acting director of Highland Park
(Mich.) General Hospital. At the time that this article
was written, he was an administrative resident at Kings
County Hospital Center, Brooklyn, N.Y. Mr. Lee re-
ceived a bachelor's degree from Michigan State Univer-
sity, East Lansing, and a master’s degree in hospital
administration from Cornell University, Ithaca, N.Y. He
is a nominee of the American College of Hospital Ad-
ministrators and a member of the National Association
of Health Service Executives. Godfrey Jacobs is direc-
tor of public relations at Kings County Hospital Center.

pital in New York City was planned
and carried out with remarkable
success. The National Association of
Health Service Executives and the
Kings County Hospital Center com-
bined to pull together the resources
of Kings County Hospital and the
interests of the community. The
central theme of the workshop—
which is probably a misnomer, for
it closely resembled a forum-—was
to make the community aware of
the services available at the hospi-
tal, to provide the community with
the opportunity to express any opin-
ion or complain about any aspect of
the hospital, and, most important, to
advise the patient of his rights, even
though, to the embarrassment of the
hospital, some of the rights would
be difficult to observe. A handbook
(Please_turn to page 42)
{599 |
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on patients’ rights, modeled after
the handbook distributed by the
Martin Luther King Neighborhood
Health Center, was compiled.

Advance publicity on the work-
shop went out in the form of press
releases to the city news media,
leaflets, posters, announcements on
black and Spanish-speaking radio
stations, and two radio interview
shows, one of which was a Spanish
program. In addition, letters were
sent by the community board to va-
rious community organizations. The
letters were followed by telephone
calls.

The lobby of the hospital’s main
building was selected for the work-
shop site because of its adjacence
to adult and pediatric emergency
treatment areas and because of its
reasonable proximity to the out-
patient department.

Displays, complete with brochures
designed for Medicare/Medicaid,
sickle cell anemia and lead poison-
ing, and the Kings County master
plan, were set up. A panel com-
prised of individuals.from within
the hospital who made themselves
available for answering . questions
and discussing all areas of health
care was selected. Again, the main
emphasis was to make the patient
cognizant of his rights and of the
benefits available to him. To avoid
the criticism that the hospital had
presented a coached panel or had
selected those individuals who
would give the establishment point
of view, panel members were from
various ethnic backgrounds, held
no common status within the orga-
nizational structure, and varied
decidedly in views and speaking
ability.

Speakers were limited to a two-
minute presentation to allow as
much time as possible for questions.
The location of the workshop proved
to be a valuable asset because the

crowded spaces and in a disrespect-
ful manner seems to occur regular-
ly. Also, respect and an atmosphere
of caring are lacking from treat-
ment by physicians and supportive
personnel.

3. Ability to pay or the means of
payment should not decide how one
is to be treated.

4. The community is not aware of
the existence of many services of-
fered by the hospital.

There were some accusations of
racism, administration inadequacy
at all levels, and hospital isolation-
ism. The hospital took the opportu-

nity to determine the patients’ ideas
on quality and finance. Many of the
responses on quality focused not on
the methodology of treatment but
rather on supportive services, such
as ambulance, food, and x-ray. When
attendees were asked if they felt
money was being spent wisely in
the health field, an overwhelming
response was affirmative. Any money
spent to alleviate human suffering
was welcome, although there was
some negative feeling about ex-
penditures on research. Research
was thought questionable because
of the belief that minority groups,

A one-woman lobby in London, Helen Hodgso
manages a Patients’ Assocxatmn and researches,
clarifies, and defends its 2,000 members’ rights un-
der the National Health System. The association’s
purpose, according to Mrs. Hodgson, .is not to-un~ '

dermine the cradle-to-grave care guaranteed' 3

her government and paid for by her fellow cxtizens,

but to make sure patlents get what they ar

titled to.

Although the Natlonal Health System'lega.lly
provides for the treatment of patients, the neces-
sarily complex and bureaucratic system does: not
specify the conditions under which patients as =
people should be cared for. As advocate Hodgsdii
puts it, “We have been trying for years:to: gef :
levlslatmn mtroduced ‘and passed in Parhament,x

audience changed continually, aver-
aging 150 persons at any one time.
Questions proceeded at a lively pace,
ranging over a broad spectrum of
hospital operation. As anticipated,
the questions centered around the
following points:

1. There is a long waiting time in
outpatient clinics and emergency de-
partment.

2. Treatment of patients in over-

42 . ~ HOSPITALS, JAH.A.




- particularly in municipal hospi-
"tals, were being experimented on.
Many panelists took the opportu-
¢~ to express their views about the
ration and direction of the hos-
. This lent legitimacy to the
workshop and raised an even more
~ vital point—informing patients of
their rights is only a halfway mea-
sure; all hospital personnel must be-
. eome informed of these rights and
make an effort to see that they are
enforced.
The experience of the workshop
and the resultant requests for re-

peated workshops demonstrated that -

fur speakers who endorse the assocxatxon s purpose
a.nd‘work are produced i m the modest htt]e third-

FEBRUARY 16, 1973, YOL. 47

it was fruitful for patients and hos-

- pital alike. Because the hospital took

the initial step in establishing com-
munication with the patients it
serves without regard to possible ex-
posure to embarrassing questions, it
instilled in the community the idea
that the hospital has shortcomings
that can be resolved only through
mutual cooperation. Hostility was
evident, but certainly consumer ig-
norance of the hospital’s problems
breeds hostility and contempt and,
in the long run, only serves to im-
pede progress in the delivery of
health care.

: nght

1t has not been assumed that one
patients’ rights workshop will re-
dress the ills of years of neglect nor,
for that matter, cement a relation-
ship of understanding. It does, how-
ever, represent a giant step toward
dealing with the problem of com-
munity relations directly, no matter
how painful. A successful effort re-
quires an administrative staff un-
afraid to face the problems a poten-
tially vocal community may raise, a
medical staff dedicated to the princi-

ple of good health care, and more im-

portant, a recognition by all that the
reality of patients’ rightsisuponus. ®

“among ‘hospital and “bea.‘lth officials that‘:when a
“white paper” is issued.soon, a healthm ¢ S
sioner will be»appointedl-whose du" mchxde PR

the individual pauept- as'effectively ‘as'the Pa-
tlen'ﬁh Association h'as\:ntﬁunpted m dﬂm‘bea age

rights ‘cmsade, w111 carry
on.—Louis GRAFF Dz-rec-

lations,” Umve'rszty Hos-

twofHealthSmencesRe- Ao P,

pital, University of Mich- |
igan Medical Center, Arm 8
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ANNUAL ADMINISTRATIVE REVIEWS

DURING this past vear,
the nebulous concept of patients’
rights came into a clearer focus.
1t became an identifiable element
in the very complex health care
system. For the most part, the pa-
tient comes into the health care
system unarmed and unaware of
his rights. During the past year, a
variety of forces were at work
identifying these rights. The State-
ment on a Patient’s Bill of Rights
was affirmed by the Board of
Trustees of the American Hospital
Association late in 1972.1 Dissemi-
ration of the siatement generated
@ universally positive response.
Scores of editorials commenting
favorably on the bill appeared
across the nation.

Patient representatives

Partially as a recognition of the
patients’ rights movement, a grow-
ing number of United States hos-
pitals began programs to cope with
the patients’ personal problems and
fteeds.z Many of these programs
mc.tlude a patient-grievance mech-
amsm. The American Hospital As-
Sociation endorsed the concept by
Organizing a professional society
for directors and staff of the pa-
tient representative service pro-
£rams. (The society has more than
200 members from hospitals in 39
states.) The patient representative,
or hospital .ombudsman, is one of
the most demonstrable develop-
Ments in the movement for pa-
tients’ rights. Some hospitals and
clinics distributed booklets to tell
Patients what they should expect
in the way of courteous and ef-
ficient ¢ eatment from their staffs.3

APRIL 1, 1974, voL. 48

IN RESPONSE to 'the patients’ rights
movement, many hospitals have de-
veloped patient-representatives pro-
grams to help a patient and his family
cope with personal needs and prob-
lems. A director of patient services
(ABOVE) visits with an elderly patient
who considers her an inhouse friend.

A hospital in Montreal reports that
the appointment of a patient’s ad-
vocate, one of the first such ap-
pointments in Canada, has proven
successful in giving the patient a
way to be heard and to obtain
redress for the grievances4 The
patient representatives attempt to
visit all newly admitted hospital
patienis. They explain their role,
present information, answer ques-
tions, and provide follow-through
on personal matters.®

There is an indication that nurs-
ing also was becoming involved in
the patients’ rights movement. One
article pointed out that the patient-

 Patients’ rights

movement gains momentum

« Hospitals implement
patient-representatives

programs and services

« Physician-patient
relationships merit

and receive priority
consideration

by I. Donald Snook Jr.
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centered revolution was creating
new opportunities for nurses to
respond with sensitivity as well as
efficiency to the needs of the pa-

tients they serve.® An important -

element, which was reemphasized
in the literature, was the nurse’s
teaching role.” A nurse in the role
of a parent-teacher worked suc-
cessfully at a children’s medical
center in Texas. As a result of the
patients’ rights movement, dis-
charge planning was given a new
emphasis in one Illinois hospital.®
In this institution comprehensive
discharge planning was a function
of an interdisciplinary team ap-
proach involving physicians, nurses,
and social workers.

Response to community

Hospitals were aggressive in es-
tablishing community relations as
well as reacting to the sick pa-
tients’ needs. A large municipal
hospital in Brooklyn and an urban
hospital in Philadelphia reached
out to the community. As a direct
result of a New York City hospi-
tal’s interest and effort, the first
Patients’ Rights Workshop in that
city’s history was planned  and
carried out with remarkable suc-
cess.9 Its goal was to make the
community aware of the hospital’s
services and to provide it with a
forum to express any opinions or
complaints about the hospital and,
most important, to advise the pa-
tient of his rights. The Philadelphia
institution, like many inner-city
hospitals, accepted the challenge
to involve its community in plan-
ning and implementing health care
programs.10 In this particular case,

The Authors

hospital administration responded
to a community’s request to estab-
lish a health center and it involved
residents in planning and decisions.

During 1973, action was directed
at consumers in general and not
only to patients. In Pennsylvania,
a Citizens Bill of Hospital Rights
directed at the public at large was
released in April 1973 by the state
insurance commissioner.ll The
statement, the first of its type to be
formulated by a government agen-
cy, duplicates and, in some cases,
elaborates on the Patients’ Bill of
Rights issued by the AHA. In New
York City, a consumers’ group in
a low-income section won accep-
tance of a patients’ bill of rights
by eight medical group practices
serving the area.l? The bill was for-
mulated because the community
believed that certain independent
group practices were taking ad-
vantage of the community’s Medi-
caid residents by ordering unnec-
essary medical procedures and, in
some instances, by providing in-

adequate services. One of the na--

tional consumer groups that turned
its attention to the health care field
during the year was Public Citizen,
Inc., an outgrowth of Ralph Nader’s
Center for Responsive Law. One
of the group’s goals is “to provide
consumers with an informative ac-
tion-oriented manual to assist them
in conducting their own evalua-
tions of their community hospitals,
to upgrade the quality of care, and
to improve the consumer account-
ability of those hospitals.”13

At the American Hospital Asso-
ciation’s House of Delegates meet-
ing in Washington, D.C., the State-

ton, D.C.).

I. Donald Snook Jr. is an assistant director at Thomas
Jefferson University Hospital in Philadelphia and a lec-
turer in the graduate program of health care adminis-
tration at Temple University. Mr. Snook received a B.S.
degree from the College of William and Mary (Williams-
burg, Va.), an M.A. degree from St. Joseph’s College
(Philadelphia), and an M.B.A. degree in hospital admin-
istration from George Washington University (Washing-

posed that the House stay action on:

g

ment on a Patient’s Bill of Rights;
which previously had been affirmeg:
by the AHA Board and released ty:
the public media, was presented fop:
House approval.-One delegate pro.., ;

the document, since he felt thel
document ‘was being interpreted by:
the press as being mandatory policys
applying to all hospitals. Anotha:'i
delegate thought that the typics]
administrator and legal counseE
would find the principles in thég
statement inflammatory. Notwith
standing these objections, the H
adopted the statement which hadg
been prepared by its Commltteé
on Health Care for the Disadvani
taged.’4 The Catholic Hospital AsA 3
sociation expressed its concerns
over several planks in the AHA'®
statement. The CHA was con=
cerned about the specific wording';;f
in the bill. The CHA Board of:
Trustees noted that the AHA Comqﬁ
mittee had referred to the state«
ment as only a “guideline.” Thef-
CHA with a concern to the taﬂor-g
ing of language and emphasis for:a
the moral and religious beliefs, andz} :
resulting obligations of their con-
stituents, issued its own Guldelme;
for Patients’ Bill of Rights.15 At&
the American Medical Association’ sa
House of Delegates meeting i
June, the physicians took a posmv&%i
stand. The delegates stated: “Tha
the American Medical Association
and the American Hospital Assow
ciation cooperate in restating the
principles which should underli€
an appropriate ‘bill of rights’
hospital patients which define and
distinguish the administrative :
sponsibilities as well as the profess
sional responsibilities and othe
aspects of proper patient care«d
patient is entitled to expect ang
receive in the hospital setting.”164

>

Patients’ rights legislated

In at least one state, Minnesota

a patients’ bill of rights which apg
plied to hospital and nursing home
patients was adopted by the legis%
lature and took effect Aug. 1, 19735
Under the law, the eight-poin
statement must be posted and give
to each patient on admission.
law provides, among its eig
points, that a patient has the rig

v Sk € 2

.

16GSE HospiTaLs, J.AH.



{0 expect privacy and respect; to
» know which physician is respon-
5 sible for coordinating his case; to
obtain current information about
¢ his diagnosis and treatment, and
3 to expect ‘“reasonable” continuity

of care. The Minnesota Hospital

Association distributed the docu-
ment to its members and advised
' them to develop a statement of
patient responsibilities and to ap-
point patient representatives.!?
: Though modeled after the AHA
bill, the Minnesota document omits
several of AHA’s specifics, includ-
ing the patient’s right to refuse
medical treatment to the extent
permitted by law; to refuse to par-
ticipate in research projects; and
to receive an explanation of his
hospital bill. Concerning the bill,
a California medical center pub-
! lished a 12-page brochure titled,
b “What You Should Know About
Your Bill.” The document is given
to all patients admitted to the
hospital.
The Secretary’s Commission on
Medical Malpractice, Department
f Health, Education, and Welfare,

B R
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released its final report late in
April 1973. It stated that, “an
important aspect of the human
dimension of the patient-provider
relationship concerns the rights of
patients as human beings.”’18
Among the commission’s recom-
mendations were included: the
adoption and distribution of a
patient’s bill of rights and the de-
velopment of institutional patient-

- grievance mechanisms. The com-

mission strongly believes that the
rights of all patients should be
fully protected.

Legal aspects of rights

An aspect of the law that in-
volves the rights of patients is the
right of the patient to an informed
consent. In an informative three-
part series of articles on consent
law, two attorneys discuss in-
formed consent court eases in which
the patient has refused treatment,
special problems involved in the
treatment of juvenile drug abuse,
and the performance of abortions.19
A well known attorney on hospital
law cautioned that if a physician

fails to tell the patient about the
risks involved in treatment, this
may be considered negligence.2° On
Jan. 22, 1973, the U.S. Supreme
Court ruled on the abortion issue.
The ruling invalidated restrictive
abortion laws in almost every state.
Following the decision, articles ap-
peared discussing the issue. One
author asked, “Can someone act-
ing on behalf of an unborn child
take action for injury to it?” An-
other article asked the question
whether “we should look at the
body in a utilitarian sense or
whether we shall attach greater
value to it.”22

Summary/and projection

It is clear that the patients’
rights issue is still moving ahead
on several fronts. Several trends
were evident in 1973. The promi-
nent ones included the hospitals’
reactions to the AHA’s Bill of
Rights. These took the form of
encouraging consumer participa-
tion, informing their patients, and
developing patient representative
serviceé programs. Another impor-

A DIRECTOR of patient services main-
tains contact with outpatients and with
former inpatients who ask for help in
solving personal and economic prob-
lems created by their hospitalization
and medical needs.

W
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tant trend was seen in the con-
sumers’ reactions to the health
care system, which were expressed
by organized groups in the health

care institutions and in govern- =~

mental agencies. A very significant
trend was the issue of patients
rights and the. legal -system.. This
took the form of the review of
patient’s consent laws and of iden-
tification of the relationship be-
tween a hospitalized patient’s
rights and the problem of mal-
practice.

It would appear that hospitals
will be expanding their efforts to
keep patients informed of their
rights, of alternatives of treat-
ment, .and of other information
from time of admission through
discharge. More counselors will be
made available to patients. Look
for an expanded effort by hospitals
in the area of patients’ grievances.
The ombudsman or patient repre-
sentative will be comprehensively
involved. Perhaps in the distant
future we can look for a formal
and independent process to be es-
tablished for the arbitration of
consumer complaints against hos-
pitals. Because of their utilization
of patients in teaching and re-
search, special emphasis will be
placed on hospitals affiliated with

medical schools.

In the legal arena, during the
1950s and the early 1960s, the
issue was charitable immunity. In
the middle 1960s, the issue was the
judicial application of due-process
principles to the hospital-medical
staff relationship. In the 1970s it
would appear that the concern is
with the physician—pafient rela-
tionship and particularly with the
law of consent.
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IN THIS AGE of consum-
ism, how do patients feel about
1eir hospital care and, more pre-
sely, what do they think about
aspitals? o

Recent public opinion surveys
sveal that sometimes judgments
e made that have little to do
ith the quality of care provided.
hese may include the availability
! comfortable chairs for parents
'ho stay overnight in the pediat-
.cs department, the type of paint-
igs in patient rooms, the brand of
ifee served, the quality of tele-
ision reception, and the provision
{ newspapers in the hospital lob-
y. On other occasions, the hospital
1ay be rated on the quality of its
rod, its proximity to patients’
omes, and the adequacy of its
arking facilities.

Unlike physicians and others

CONSUMER VIEWS RQS@EQ% 55 gﬁﬁ'g& dﬁméﬁ

Summary of surveys of patients’

attitudes toward hospitals

shows that their overwhelming concern

is a desire to be treated humanly-

7 that the patient treated as a person

is likely to perceive his hospital
care as good and to view the hospi-
tal as a concerned and compassion-
ate source of care that satisfies and

| helps to heal him. The surveys

show that the public has consider-
able confidence in hospitals and ap-
pears to be generally satisfied with
the overall medical care it is re-
, ceiving.

Americans appear least critical
of the quality of care in hospitals.
In fact, most of the surveys indi-
cate that a vast majority of those
who were recently hospitalized are
satisfied with the care they re-
ceived. -

Price secondary

The public, as more recent sur-
veys show, is greatly concerned
with availability and quality of

care and does not appear nearly as -

critical as previously with the cost
of medical care. While many still
say costs are high or very high,
consumers are now indicating that
their bills are pretty much what
they expected. This is an indication
that the public is more knowledge-
able about inflationary pressures in
all parts of the economy and real-
izes that high-quality health care
costs money. If high-quality health
care is available, the consumer ap-
pears more willing to accept the
price, particularly with govern-
ment and private health insurers

'no work there, patients come to
pital with problems they do
nt and seek to be rid of
Most are naive about the
<Al environment and often
2arful or insecure. For these rea-
ins, recent surveys demonstrate

’

UGUST 16, 1974, VOL. 48

picking up more of the tab.

The most frequent complaints
relating to availability are long
waiting times, difficulty of getting
to a physician or a hospital, and
difficulty in getting care at night
and on weekends.

At the same time, surveys show
that the consumer is neither stupid
nor complacent; he just doesn’t
want to buy a “pig-in-a-poke.” He
is looking for personalized care
given by skilled, compassionate
professionals.

Washington survey

The public’s general satisfaction
with medical care in at least one
locale was disclosed in March 1974
by the Washington Post, which
published the results of a Washing-
ton area study conducted June
through August 1973 by the Bu-
reau of Social Science Research,
Inc.l The study shows that six of
every seven local residents are at
least “pretty satisfied” with their
medical care, and only one in 10
expresses any measure of discon-
tent. The Bureau is a not-for-profit
organization involved in collectirfg
and analyzing survey data, par-
ticularly on problems in the Wash-
ington area.

Interviewed were 1,209 adults in
250 locations selected to provide a
representative  areawide sample of
households. A majority of Wash-~
ington area suburban residents give

16095
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" their medical services the top mark

of “very satisfied.”
A sharp difference of opinion oc-
curred when the answers to the

question of satisfaction with medi-

cal care were broken down by fam-
ily income. For example, only two
of five residents living in the less
affluent District of Columbia rate
their medical care in the “very
satisfied” category.

Sick persons appear least satis-

fied of all, according to the survey.-

Three of every 10 persons who said
they are in poor health also said
they are dissatisfied with care being
provided by their physicians. This
supports the opinion held by some
that persons who are having the

" most extended contact with the

health systemn are the most apt to
be dissatisfied.

The survey data suggest, but do
not show conclusively, that resi-
dents enrolled in group and pre-
paid medical plans may be more
satisfied than those with private
physicians. Slightly more than half

"of those with private physicians

said they are “very satisfied,” while
that proportion increases to nearly
two-thirds for those with group
and prepaid health plans. However,
only eight per cent of the respon-
dents are enrolled in group and
prepaid plans.

Persons in that category may
not actually be more satisfied than
people with private physicians, the
Washington Post reported, but they

may be at least as satisfied as per-

sons who see private physicians.
The survey shows that the least
satisfied patients are those who
must go directly to busy hospitals
or clinics for treatment.
Whatever discontent exists
among the poor, the young, and
those in poor health, the very high

satisfaction with medical care found

in nearly every other group sur-
veyed reflects an apparent nation-
wide feeling of trust and respect
for physicians.

Dissatisfied with quality

A 1971 TUniversity of Chicago
study based on interviews with ap-
proximately 3,900 families across
the country nearly duplicates the
results of the Washington survey.?

58

It shows 84 per cent satisfied and
only 10 per cent dissatisfied with
the quality of their medical care.
University of Chicago researchers

- note that 7 per cent of those queried

agree with the statement, “There
is a health care crisis in the United
States.”

“The findings suggest,” the Chi-
cago researchers said, “that the in-
dividual may tend to believe that
his own personal medical care is
somewhat better than what the
population as a whole is getting.”

Individual hospitals are finding
an increased need to assess their
performance. A private research
firm conducted a survey of 300
former inpatients of Bridgeport
(Conn.) Hospital who were dis-
charged between Aug. 27 and Sept.
3, 1973.3 The results are very en-

" couraging. Approximately 90 per
cent of those surveyed think that

the hospital is very well run and
that care and service are either as
expected or better than expected.
The same percentage said they
would come back to the hospital
rather than seek another institu-
tion.

The survey shows a tendency for
attitude toward the hospital to im-
prove as the length of the patient’s
stay increases. According to Bridge-
port Hospital officials, patients ap-
pear to judge the hospital on ad-
mitting, food, and nursing services,
They are concerned with whether
their meals are hot enough and if
nurses come when called. Excessive
waiting time produced bad marks
on the hospital survey. Patients do
not like to wait more than one hour
for any service, particularly when
being admitted,

An interesting aspect of the
Bridgeport survey is that cost on
the whole did not appear to bother
those surveyed. Forty-five per cent
of the respondents indicated their
bill was what they expected. Of
those who answered the question,
“Did you feel your bill was high or
low?” 23 per cent said it was very
high, 19 per cent a little high, 43
per cent reasonable, 3 per cent low,

“and 12 per cent that they didn't

know.
A 1970 study on patients dis-
charged from the Medical Center

Hospltal of Vermont, Burlington, a
teaching hospital affiliated with the
College of Medicine of the Univer-
sity of Vermont, produced results
similar to those in the Bridgeport
study.¢

Of the 300 patients interviewed
within a week after discharge be-
tween April 23 and June 15, 1970,
more than 90 per cent said they

"had received excellent care and

professed themselves well satisfied.
Eighty-three per cent said they had
been improved by hospitalization,
and none said they had been made
worse.

Many complamts however ‘were
received about food, noise, lack of
rest, and similar irritants. A dis-
turbing point is that, despite the
high level of satisfaction noted by
those interviewed, 17 per cent said
they will not return to the hospital.

Once again little evidence was

' found that the cost of hospital care

causes undue concern, More than
90 per cent said that they expected
all or part of the bill to be cov-
ered by insurance—a factor that
could explain the attitudes of
many patients countrywide re-
garding their bills.

The Vermont study indicates that
the patient perceives himself as
more improved by hospitalization
when he is less irritated by the ad-
mitting procedure, by his room en-
vironment, or by lack of informa-
tion on his illness.

Those who indicated reluctance
or refusal to return to the hospital
appear to have been negatively in-
fluenced by the distance from home,
by prior admissions, and by irrita-
tion and annoyance with admission
procedures or room environment.

The study indicates clearly that
respondents are satisfied with their
hospital care, consider it humane
and personal, and believe that the
hospital helped them to learn ahout
illness.

-

Need for education

Other national and state surveys
conducted since 1968 point up the
need for public education, the
widespread concern about the ris-
ing cost of health care, and the lack

-of availability of health care to

many people when they need it. An
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An
overwhelming majority of Ameri-
cans believes that high-quality
Balth care is a right, and the
surveys indicate no distinction be-
Tween the expectations of the rich
or poor concerning the kind of care

. They are entitl

A 1971 survey conducted by
Louis Harris and Associates for the
Blue Cross Association. (BCA)

shows that most persons apparently -

know less about health care than
they think they know.5 Based on

interviews with 1,609 adults across -

the nation, the study shows 66 per
cent of the respondents believe
they are well informed about health
care and only 28 per cent believe
they don’t get enough information.
However, when the same persons
were asked specific questions about
illness and disease, a gap appears
between what they say they know
and what they actually do know.
For example, 63 per cent said
they could recognize the symptoms
of 'the most important illnesses.

"However, 30 per cent of the total

could not identify any of the seven

" danger signals of cancer, 17 per

cent could identify one of the signs,
and only 13 per cent could identify
four or more. Similarly, only hailf
of the total could volunteer more

_than one symptom of a heart attack

or heart condition, and 27 per tent
were unable to identify any such
symptoms. -

Persons with college and high
school educations, those in the 30
to 49 age group, and whites were
found by the survey to be the best.

‘ informed about health. Blacks and

those under 30 were found to be
the least informed. ,
Even though most of the persons
questioned said they have enough
health care information, 56 per cent
agreed that more information about
medicine and health care is desir-

able. Forty-one per cent said there

is no need for further information.

The study also asked where the
respondents get their health infor-
mation. Physicians were mentioned
by 51 per cent but most persons
said they have only limited contact
with their physicians. Twelve per
cent said they never visit a physi-
cian’s office, and 72 per cent visit
fewer than six times a year, most

&0

often for specific complaints. )
The next most common source of
health information is television

commercials, followed by medical

columns in newspapers, medical
sections in magazines, medical
news on television, and newspaper
and magazine advertising. ‘

Asked which sources they find
helpful and which they trust the
most for reliable information, the
public places physicians and hospi-
tals at the top of the list, along
with clinics.

Attitudes of poor

Previously, in 1968, Louis Harris
and Associates conducted a survey

for the BCA to determine how the

health attitudes of the poor differ
from those of the nonpoor.6. That
study indicates that poor persons
believe they are less healthy than
the poor in previous generations,
that they are critical of the quality
and availability of medical care,
and that they are extremely appre-
hensive about their ability to pay

rising medical costs. At the same .

time, however, their expectations
for high-quality care appear to be
as high as those of any group of
Americans.

The poor not only believe they

are less healthy than the rest of
America, the survey found, but 51
per cent of poor rural whites in-
terviewed believe their health has
actually deteriorated—that they
are less healthy than their parents
or grandparents, In contrast, 75 per
cent of the affluent Americans in
the survey reported that their
health is better now than it ever
was. -
Most of the poor in the study are
convinced that the reason for de-
teriorated health is lack of a prop-
er diet. Another reason cited fre-
quently is that proper medical care
is difficult to obtain.

When asked where they might
turn for help in a health emergen-
cy, 54 per cent of the poor said they
do not know. Almost 70 per cent of
the poverty groups expressed that
fear, Despite the much advertised
availability of free emergency
medical care, 60 per cent expressed
doubt that it would be there if they
need it.

1611
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‘though 84 per cent of the house-

Louis Harris conducted an inde-
pendent study in 1971 revealing
that an overwhelming majority of
Americans are anxious about their
ability to obtain proper, compre-
hensive care at a cost they can af-
ford* The Harris survey also
showed that health care issues cut
along traditional economic grounds.
Those who are most insecure and
desperate about the financial
squeeze in paying for adequate
health care are at the lower end of
the income scale.

According to the survey, which
covered a cross section of 3,123
households across the nation, 80 per
cent of the American public be-
lieves that hospitals and medical
costs have “risen faster than the
cost of living.” Nearly nine out of
10 believe that “the cost of pre-
scription drugs is too high.” Al-

holds reported they are covered by
some form of health insurance, 38
per cent believe they would not be
adequately covered in the event of
a major illness,

‘"Underlying this apprehensxon
about health benefits is the con-
cern, expressed by 74 per cent, that
“you are never sure what your
health insurance covers until you
have to use it.” The survey shows
that most Americans would be
willing to increase their health in-
surance payments by as much as 50
per cent in order to receive com-
prehensive coverage.

A 1972 Life Magazine survey, to
which some 41,000 readers re-
sponded, indicates a high degree of
satisfaction among Americans with
the treatment they received.? One-
third of the respondents said the
medical treatment they received in
the preceding year was “excel-
lent” Another Jne-third ecalled
their care “good.” Approximately
the same percentage said their phy-
sician appeared to “care some” or
“care a lot’” for them personally as
patients. Only one reader in 15
called his medical care “poor.”

One-third reported that their en~;
tire hospital bills were paid by in-:
surance. Four out of five said at|
least 75 per cent of their bills wereg
covered. Of those who had to payi
50 per cent or more of their bills

- HOSPITALS, JAH.A
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emselves, one-half rated their
edical treatment as fair to poor
d said physicians were indiffer-
nt or “just doing a job.”

A majority of the 41,000 respon-
dents said they favor a plan for
-pational health insurance (NHI)
paid for by payroll deductions and
administered by the federal gov-
ernment. However, this demand for

" “NHI is tempered by a severe reluc-

"tance to have government do it all.

‘ Inpatient care rated good

A 1970 Connecticut Hospital As-
‘sociation {CHA) survey shows that
- four out of five persons view hospi-
tals favorably.? Although the 600
partlcxpants in the survey, which
“zwas conducted for the CHA by a

_Zprivate research organization, ex-

~“pressed concern about the rising
=.cost of health care, 85 per cent said

""ihey believe the cost of care is be-
- ,yond the control of hospital man-"
,,agement Of that 85 per cent, three

~out of four identified salaries, per-

~sonnel problems, equipment costs,

Jnd inflation as the major causes of
sing  health . care . costs. Even
ugh they related hospital sal-
les to rising costs, few of them

&ud that hospital personnel are -

-overpald )

JSurvey participants rated the
Jquality of inpatient care higher
~than that of outpatient or of emer-

gagency care. The major criticism of

'rmpatlent care -is the shortage of

“nursing personnel, while major

;;rxtxclsm of outpatient services is
~“waiting time in obtaining care.
¥ About one-third of those sur-

eVeyed said patients are not as well
i_’janformed about their medical con-
sditions as they should be. A small

- percentage said that patients are

» sufficiently instructed about self-

-care after discharge.
One-half of the respondents said

- there are not enough hospitals, and

~one-fourth said hospitals are in-
- conveniently located. Hospital bill-
ing procedures, admitting proce-
dures, collection procedures, and
king also were identified as
blems. ;
e Hospital Council of North-
California sponsored a 1971
survey of a cross section of the
Population of northern California.19
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The survey indicates that while
residents think the cost of ho_spital
care is too expensive, they believe

. their hospitals are providing high-

quality patient care and are well
run.

Confusion noted

The survey, however, shows con-
siderable confusion and uncertain-
ity over the public’_s knowledge of
the reasons for hospital costs and
what to do about them. Most of
those surveyed believe hospital em-
ployees are not paid enough. Yet,
they also believe that rising labor
costs are the chief reason for rising
hospital costs. In addition, the ma-
jority of respondents believe incor.
rectly that most of the funds for
building and equipping hospitals
come from federal and state gov-
ernment,

Sixty-four per cent expressed a
good opinion of hospitals. Of those
who had been in a hospital recently

or had a relative in one, 71 per cent .

expressed a favorable attitude. The
survey also shows that these per-
sons have a better understanding of
the factors contributing to hospital
costs,

‘While the majority believe that
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financing of health care should be
turned over to the government,
they also believe that the quality of
medical care will suffer if this is
done.

Finally, a 1972 survey of resi-

dents of the Columbus, Ohio, met- -

ropolitan area shows that more
persons have favorable attitudes
about the quality of hospital care
in general than they do about the
quality of care in the last hospital
they were in.1! The survey, con-
ducted for the Ohio Hospital Asso~
ciation by a graduate class in
marketing research at Ohio State
University, Columbus, shows a fav-
orable response of 89.2 per cent to
the question, “What is your feeling
about the overall quality of health
care in hospitals?” However, only
a 68.5 per cent favorable response
came to the question, “What is your
feeling about the quality of care in
the last hospital you were in.”

At least four out of five persons
gave “adequate or very adequate”
ratings to the quality and safety of

.equipment used in hospitals, the

quality. of food served, and the
amount of attention given them by
the hospital staff.

On the question of hospital costs,
nearly 66.4 per cent said they are
“high, considering the care you
get,” 29.8 per cent said they are
“reasonable,” and 1.4 per cent said
they are “low.”

Forty-six per cent of the respon-
dents whose last experience with
a hospital was in the emergency
department said they found the
care to be “adequate or poor.” ®
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T.p COURT SAYS GUIDELINES USED BY
. COMMISSION ARE INVALID—The guide-
lines used by Maryland's Health
Services Cost Review Commission
- -to review hospital rates “are in-
- valid and of no effect,” the Balti-
- more County Circuit Court ruled
Feb 7. H
- The decision was handed down
- after 24 hospitals filed suit, chal-
-. lenging the commission’s use of
- the guidelines on all hospitals
without formally adopting them
. as rules. . )
The court postponed issuing an
- opinion on the hospitals’ challenge
-to the commission’s authority to
set specific discounts to be fol-
lowed by all hospitals for Blue

ek

kAR L

- Cross and other t}urd—party pay-

ers.
The commission had argued that

force of binding rules, but the
court held “that the guidelines
521l within the definition of ‘rule’
~ . and, not having been adopted

31 promulgated in accordance
B ':{h the applicable law, are in-
%= vaild and of no effect.” :

The guidelines “1mplement the
< act which the commission is to
- administer and specify in great
x- detail procedures for such admin-
_istration. They directly affect the
* rights and procedures available to
- the hospitals whose rates are to be
-~ reviewed by the commission. They
: are not concerned solely with the
* internal management of the com-
xmsslon,” the court said.

It also said that the commission
= exceeded its statutory mandate

B P

:Hs" s \Hm !_§<_n‘

o

stk :M""‘?l"‘ m}r".z'é('ﬂ'*é{i*a :

ﬁr ‘through use of “guidelines whiche

- attempt to substitute a capital j4
f_; cilities allowance for deprecxat'
ii Harry Rexff Jr :

b the ruling “doesn’t m any way

:- emasculate the commission and its -

» future.” Mr. Reiff said that a meet-
*. ing was scheduled Feb. 14 to dis-
- cuss whether to appeal the deci-
- sion. He added that the commis-
f,sion may go to the legislature for
clanﬁcation of intent of the law
?blishing the commission.
1e Maryland Hospital Associa-
“( : said that the hospitals in-
= volved in the action continue to
x support the existence of a regula-
tory commission..

MARCH I. l975. YOL. 49

Ry )

" the guidelines did not have the

-However, it said, the commission
“should start from scratch to con-
struct tests of reasonableness that
are permitted under the law,” add-
ing that failure to do so would be
detrimental to the hospitals in-
volved and would result in further
legal action. -

) SERVICE EMPLOYEES STRIKE FIVE KAISER
HOSPITALS, 14 CLINICS—Approxi-
mately 4,200 nonprofessional em-
ployees .went. on strike Feb. 3 at

‘five Kaiser foundation hospitals

and 14 clinics located in the Great-
er Los Angeles area.

The strike ended three days
later, however, after agreement
was reached on a new 26-month

contract that will provide the em-

ployees with an 11 per cent wage
increase the first year, a 10 per

_cent increase the second year, and

improved fringe benefits.
The agreement was negotiated

. by Kaiser and Local 399 of the

Service and Hospital Employees
Union, AFL-CIO, which represents
the employees. The new contract,
retroactive to Feb. 1, 1975, was

- ratified by the employees on Feb.

6. .

A Kaiser representative said that
the hospitals and clinics operated
at near mnormal throughout the
strike, although some elective ad-

missions were canceled. Exempt

and supervisory employees and
volunteers helped staff the institu-
tion, and arrangements were jgade

}MAINE HOSPITAL DRAFTS STATEMENT

5 pa-

3 hospitals
are e ailed in a statement adopted
by the board of trustees and the
medical staff of Maine Medical
Center, Portland.

S AT DEADL

Additional news coverage begins on page 115

tors, smoking, and noise; (4) to
indicate if they are unable to
understand or to follow instruc-
tions relating to their care; and
(5) to provide information neces-
sary in determining their ability
to pay for services,

DETAILING RIGHTS, RESPONSIBILITIES OF _

The statement, developed by a
committee of trustees, physicians,
and volunteers, says that patients

‘have a responsibility (1) to keep

appointments; (2) to furnish in-
formation about their health and
past hospitalizations; (3) to show
consideration for other patients,
particularly with respect to visi-

Physicians have an obligation
(1) to provide patients with suf-
ficient information to allow them
to consent to treatment, (2) to
inform patients of the need for

and the alternatives to any trans- .

fer to another institution, (3) to
provide reasonable continuity of
care, (4) to recommend consulta-
tion with other physicians when

requested or indicated, (5) to ad- -

vise patients of any involvement
in research projects and of their
right to refuse to participate, and
(6) to listen and discuss any com-
plaints patients have about their
care, according to the statement.

Ensuring a patient’s right to
competent and considerate care,
keeping patient records and com-
munications confidential, making
a reasonable response to patient
requests for service, and seeing to
it that patients have an oppor-
tunity to. discuss complaints with
hospital staff and administration
are identified as hospital respon-
sibilities. L

) “DUAL OPTION'' REQUIREMENT OF HMO
AZT DETAILED IN PROPOSED REGULAYIONS
—Proposed regulations that spell
t a provision of the Health Main-
Nace Organization Act of 1973
lic Law 93-222) that requires
empjfoyers to offer an HMO alter-
gfve to traditional health insur-
fnce coverage were published in
the Federal Register Feb. 12.

The “dual option” requirement
specifies that employers with a
quarterly average of at least 25
employees must provide an HMO
alternative when there is.a qual-
ified HMO available in the locality
and when the plan is offered to
the employer.

The proposed rules describe em-
ployer/employee contributions and
the relationship of the dual option
to the National Labor Relations
Act. The deadline for public com-
ment on the proposed regulations
is March 31.

1c1d
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ADMINISTRATIVE REVIEWS

atient
relations

/
by Ruth Ravich

THE PATIENT representative or
hospital ombudsman, little known
as recently as five years ago, is a
rapidly expanding new profession
and component in health care ser-

vices. The position addresses itself .

to making the hospital experience
or inpatients and for those served
ambulatory care facilities more
mane and personalized, to hav-
patients feel that hospitals
are as well as cure,” and to rec-
ommending changes in hospital
policies and procedures so that
services become more responsive
to patient needs. The representa-
tive must be a generalist familiar
with policies and personnel in all
departments of a health care in-
stitution, and he must be able to
contact staff at any level to obtain
needed services. He must develop
an overview of the hospital system
and, when necessary, he must open
communication between depart-
ments, :

The need for an interface be-
tween patients and health care
providers is well documented in
the literature. Szasz states that “It
is not enough that we in the health
professions do a technically com-
petent job of healing the patient’s
body. We must do an equally com-
petent job of safeguarding his dig-

ity and self-esteem.” Kosnik
s that the health system must
come responsive to the total

s of the patient . . . familial,
personal and societal.”? One sur-

APRIL 1, 1975, YOL. 49

A PATIENT representative (left) participates in a bedside conference

with a patient in order to reassure him and, if appropriate, she will
share her perception of his attitude and needs with other personnel who

may be involved in his care.

* Patient representatives verbalize

inarticulate and reluctant consumers’

concerns and complaints

| _* Feedback may pinpoint need to

improve or change procedures

* Hospital staff and personnel should be

oriented to the role and function

of a patient representative

vey of outpatient and emergency
departments showed that “the out-
standing finding was the deper-
sonalization shared by all patients
who felt they were merely num-
bers, no longer individuals.”3 A
summary of surveys of patients’
attitudes about hospitals confirms
that their “overwhelming concern
is a desire to be treated humanly.”*
This lack of individualization is an
outgrowth of the increasing com-
plexity of modern medical tech-
nology and our system of medical
education also increases this de-
personalization, which emphasizes
the precision of laboratory tests
and X rays over human concerns.

Another development leading to

the need for someone to speak on
behalf of patients is evidenced by
a survey that shows that 53.7 per-
cent of patients interviewed were
self or lay referred directly to a
specialist.5 These patients formerly
would have relied on their pri-
mary physician for information
about their care and for an ex-
planation of hospital procedures.t
Their personal physician also
would have interceded for them
when they were caught in a bu-
reaucratic system without the
power or expertise to disentangle
themselves. Patients often are un-
able to articulate complaints and
reluctant to put them on paper.

Because it is his primai' é? éhe
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patient representative can take the
time necessary to establish friend-
ly contact. He also is skilled at
helping patients express their feel-
ings and concerns.

Feedback, a critical factor

When complaints, problems, and
unmet needs are funneled through
a central ombudsman’s office, data
can be collected to pinpoint prob-
lem areas and bottlenecks to ser-
vice. Morgan says that we have
not always succeeded in meeting
the needs of patients through pro-
vision of what is appropriate. She
suggests that we must find a way
to incorporate feedback into what
we are doing for the public and
use information to improve or
change services.” Ravich and Rehr
describe a feedback:. mechanism
using patients’ problems to rec-
ommend change in service delivery.
They also discuss the patient rep-
resentative’s ability to open com-
munications within the institution
because of free movement among
the various departments and ob-
servation of the linkages essential
to sound care.?

The AHA Society of Patient
Representatives, which was orga-
nized in 1972, has 350 members
from hospitals in 41 states, the
Panama Canal Zone, and Canada.

Educational meetings for its
membership during the past two
years have focused on such topics
as:

® How to establish a patient
representative program

® Fostering change for optimum
patient care 5

® Understanding
system

the hospital

The Author

® Strategies for modifying the
system

® Knowledge of prerogatives and
procedure of other departments

® Orientation of new staff to
patient representative programs

® Good interstaff relationships

® Communication: confronta-
tion vs sensitizing

According to a survey conducted
by the AHA, patient representa-
tives serve in every size hospital
from the smallest, with 6 beds, to
the largest, with more than 1,000
beds. There is a patient repre-
sentative in 24.4 percent of hos-
pitals reporting; the largest per-
centage, 45.5, serve in 400-500 bed
hospitals. The majority of patient
representatives report to an ad-
ministrator in the institution. How-
ever, in some cases, although the
patient representative works in
the hospital, he reports to a com-
munity board.

Networks of health care om-
budsmen also are being formed.
The ombudsman of Blue Cross-
Blue Shield of northeastern New
York was appointed to listen to the
health needs of the community
and channel the consumers’ opin-
ions to management. Patient rep-
resentatives of the Health and
Hospital Corporations of St. Louis
and of New York City have
central offices to which patients
may bring their concerns regard-
ing the use of these municipal hos-
pital systems. The value of om-
budsmen for nursing homes is
being explored in a study de-
veloped by the U.S. Department
of Health, Education, and Welfare
in which ombudsman offices have
been established at state and local

Ruth Ravich is coordinator of the patient service repre-
sentative program ‘at the Mount Sinai Medical Center,
New York City. Mrs. Ravich received a B.A. degree from
Brooklyn College. In 1972-73, she served as the first
president of the Society of Patient Representatives,
sponsored by the American Hospital Association. She
is a consultant to the board of directors and a member
of the drug committee of the East Harlem Health Coun-
cil, and she is a member of the American Public Health
Association. Mrs. Ravich also is a member of the Na-

tional Academy of Sciences committee on biomedical
research in the Veterans Administration.
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levels in several states to deal with
patient and family complaints in
these institutions.? When the goals
of the institutions and the com-
munity are the same, the patient
representative who is institution-
ally based seems quite effective.
When confrontation is needed to
effect changes, the ombudsman
may need to function from a com-
munity base.

A valuable resource person

Resistance to the ombudsman,
often encountered from medical,
nursing, social service, and ancil-
lary personnel, sometimes is based
on a concern that the patient rep-

resentative will take over tasks-

rightfully assigned elsewhere.10
Some employees see themselves as

the patient’s advocate and feel no.

other should be appointed. Ex-
perience already has shown that
where the appropriate person is
selected, the representative comes
to be viewed as a valuable resource
person who is knowledgeable about

-the hospital and the community,

and who provides help both to pa-
tients and to staff.

The ombudsmen must orient new

staff, medical and ancillary, to the
goals of their programs. They also
must make a continuous assess-
ment of the need for reorientation
in areas that present special prob-
lems. In addition, representatives
should attempt to change staff at-
titudes by bringing the patient’s
feelings and perception to the
awareness of employees. A very
interesting pilot program in staff
orientation, “What Makes the Pa-
tient Tick?” is described by Rim-
mer. 1

The necessity for teaching con-
sumers to use the health care sys-
tem is particularly important at
the present time.12 Several repre-
sentatives conduct tours of the
hospital facilities to acquaint pa-
tients with the physical plant and
the services offered. Efforts to fa-
miliarize consumers with patient
representative programs are made
by distributing booklets to ambula-
tory care patients and by including
descriptive material in preadmis-
sion kits.13 Glasser is mentioned as
holding an orientation course for

h ilgSAEIJT;A}LS. JAH.A.
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assistants in surgeons' and inter-
nists’ offices so that they may better
prepare their patients for hospital-
ization,14

Volunteers utilized

Most representatives make an
effort to speak with as many hos-
pitalized and ambulatory care pa-
tients as possible to ask about
satisfaction with the care received
and assist with problems. In an
attempt to add to the number of
personal coqtacts, several programs
are experimenting with the use of
specially selected and trained vol-
unteers who work under a profes-
-sional patient representative. This
expands the ability of the program
to personalize the hospital experi-
ence. Volunteers often are able to
solve minor problems and to act
as a referral source to the patient
representative staff for more press-
ing concerns,15.18
The patient representatives also
fill many other roles. One repre-
sentative says that her scope is
anywhere and everywhere on her
66-acre medical complex.l1” Some
representatives recommend and de-~
velop programs to be turned over
to othér staff when they are op-
erational. However, the represen-
- tative must try to stay free from
rigidly assigned duties that will
reduce contact with patients and
staff. In this way he can have the
overview that points up the gaps
- to be filled. Among a patient repre-
sentative’s functions in various in-
stitutions are patient and health
education, liaison with the hospital
. community to open access to health
services, conducting tours of facil-
ities, providing information about
resources outside the institution,
- providing language banks for non-
English-speaking patients, and
linking elderly patients who are
" being discharged from the hospital,

with telephone reassurance pro-
grams. 18

The President’s Commission on

Medical Malpractice, U.S. Depart-
ment of Health, Education, and
Welfare, recommended that all
hospitals establish effective pa-
tient-grievance mechanisms, and
urged the Secretary to make such
programs a prerequisite of Medi-

APRIL 1, 1975, YOL. 49

care and Medicaid payments. In
many hospitals, this recommenda-
tion could lead to appointment of
a patient representative who can
function as an advocate for the pa-
tient without being an adversary
to the system. Annas and Healey
state that hospitals should adopt a
patient rights advocacy system
and that hospitals considering
such a system “should recognize
not only the public relations value
of such a move, but also, from the
perspective of resolving doctor-
patient grievances at the hospital
rather than in the courts, the legal
wisdom as well.”19

The literature has identified
multiple roles for the patient rep-
resentative. A next step should be
evaluation of these functions and
their effectiveness in terms of pa-
tient and staff satisfaction and of
system responsiveness.
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A\ An injunction requiring the state
federal authorities to provide
““unseling, instructional material,
and consent forms in Spanish and
to have all written materials,
whether in English or Spanish, to be
written at a level appropriate to the
population served also is sought. ®

Patients’ rights chapter
added to NY hospital code

The New York State Hospital
Code was amended on May 8 by
the State Hospital Review and
Planning Council to include a pa-
tients’ rights chapter.

Under the amendment, hospitals
are required to ‘“establish written
policies regarding the rights of pa-
tients and shall develop procedures
implementing such policies.”

The 15 rights listed in the code
include ones:

® to considerate and respectful
care,
® to the name of the physician
~esponsible for coordinating care,
W Pn request,

. # to the name and function of
| person providing health care
“<tvices to the patient,

® to refuse treatment, as per-
mitted by law, and to be informed
~ of the medical consequences of the
- action,

® to refuse to participate in re-
search and that human experimen-
tation be performed only with in-
formed effective consent,

* to examine and receive an ex-
blanation of bills, regardless of
source of payment,

® to know the hospital rules and
regulations that apply to patient
conduct, and

e to treatment without discrim-
ination as to race, color, religion,
sex, national origin, or source of
payment. i

The code addition, which became
effective May 15, must be available
upon hospital admlssxon to each pa-
tient or patient’s representative and
‘be posted in conspicuous places
within hospitals. .

Medical society proposes
_.» preservation committees

. laryland’s state medical asso-
ciation has recommended that a
ctommittee be established at every
hospital and nursing home in the
state for the purpose of aiding
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patients’ families, physicians, and
paramedical personnel in making
life and death decisions for totally
incompetent patients.

Each Life Preservation Advisory
Committee would be composed of
an M.D. other than a patient’s
attending physician, a religious
counselor who reflects the spir-
itual outlook of the institution, a
layman, a spiritual adviser chosen
by the patient and/or his family,
and a member of the patient’s
family.

The chairman of the medical
society committee that drafted the
recommendation said that “the op-
tional use of a Life Preservation
Advisory Committee does not
spread the burden of decision but
provides a proper consensus.” Al-
though all normal medical proce-
dures must be followed, “extra-
ordinary ‘heroic’ treatment should
be avoided if it is recognized as
hopeless and detrimental to the
patient and the patient’s family,”
the society said. "

Duncan to head Hill-Burton

The new di-
rector of the
Division of Fa-
cilities Develop-
ment in the U.S.
Department of
Health, Educa-
tion, and Wel-
fare’s Bureau of
Health Planning
and Resources
Development is
Edgar N. Dun-
can. Mr. Duncan is former assistant
surgeon general in the U.S. Pub-
lic Health Service Commissioned
Corps. He has been with the corps
since 1955.

MR. DUNCAN

BC claims increase in WI;
inpatient stays decrease

According to Blue Cross of Wis-
consin, Milwakee, although the av-
erage length of inpatient hospital
stays decreased in the state during
1374, claims were 17.7 percent
higher than they were in 1973.

The increase was attributed to a
growing use of Plan benefits, to a
new dental program, and to a rise
in the cost of health care.

Blue Cross noted, however, that
while the Consumer Price Index
rose 12.2 percent during 1974, av-

erage daily hospital charges in the
state rose 10.4 percent. A voluntary
rate review program instituted by
Wisconsin hospitals and the Plan
was cited as a factor in containing
charges. n

Surgical demand can be met
by specialists, study says

Although surgery is being per-
formed in the United States by
94,000 physicians, this country’s
surgical demands can be managed
adequately by the 52,000 board
certified surgeons and the 12,000
surgical interns and residents, ac-
cording to findings of the “Study
on Surgical Services for the United
States” (SOSSUS). »

The information, released in late
June, is based on research begun
in 1970 that involved 10 com-
mittees of surgeons from univer-
sity and community hospitals who
studied 10 aspects of surgical
services.

According to the study, stricter

hospital regulation for granting
surgical privileges is the only way
to solve the problem of physicians
performing surgery without suit-
able credentials or training.

In addition to stricter hospital
credentialing, SOSSUS also said
manpower standards for surgery
should be strengthened by “con-
tinuous monitoring and control of
residency output and board cer-
tification,” and “periodic reassess-
ments of fitness, performance, and
competence.”

It said the term *“surgeon,”
should be strictly defined to in-
clude board certified and board
qualified persons or those older
persons who have demonstrated
long service as effective surgical
specialists.

Surgical specialties, like most
medical specialties, tend to be
heavily concentrated in urban

areas, and, furthermore, there is
a close correlation between dis-
tribution of surgeons and avail-
ability of hospital beds and other
facilities, regardless of the area,
the study said. .

The report was unable to iden-
tify large or small areas of the
United States that are significant-
ly undersupplied with personnel
qualified to perform surgical pro-
cedures.

The three-volume study, to be
published by the U.S. Government
Printing Office, was coordinated
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fSometlmes a local church has some woulcl be rf’we"trred‘to take away

" Fhotad s

5 land avatlable, and is willing to get “these gardens.
behmd a’‘community garden. ‘That '“‘Banks,’ servic clubs and local in-

happened in Appleton, Wisconsin, - dustry are also getting into the act by - R ; &
: where a Catholic priest, Father: er-‘ sponsormg commumty gardens. Some ; 146 rlved« fh::l:f:ag}:?a?;mf’%ah'w hei
" bert Staudénmaier, made 259 plots provrde land ‘while “others “put’ ,Up : co§l & be g: ompare dy tQ i $:

P ‘rrsoner’“ orga« tomtes and

_cash to cover the admtmstratrve costs
of preparmg and mamtammg the: srte
It's good' pubhc relations. Other com
panies "get, rnto‘g denmg as a fring
beneﬁt for thelr workers. RCA Davnd R

available to families for just $5 each. .
And 90 percent of the work was done -
for”them' by a local farmer, ‘wh

| ntarr‘,?g"Annas descnbes an ‘actual’ lncrdentfm

‘Many cities and towns are ‘now, in .
5,10 !h¢ .Fall "\1974 © one: such h08p1tal‘ “When a student- ;

cludmg gardenmg pro;ects as: part of .

tered lots while feedmg people at the’
ame : time. - In Syracuse, gardeners’ .
"can select a site from a “list of lonely -
lots.’;' Then the city cleans up the lot,’
‘plows the' soil and marks off mdrvnd-
.ual plots, .7’ ' Bt

- “People’ made the program’ work .

“have been able to ‘rent garden plots
for the past two’ years. More than 15
‘families - parucxpated the first ‘yea
‘and’ the " program ‘was so successful
- that it has been expanded to include a
‘second garden site.. Employees pard
‘just $10 for the opportunity to raise
-people as unique as each part of town | g1 the fresh vegetables they could eat
“and each adopted lot,” says Roberta s __;n4 then’ some. At harvest time,
. Wleloszynskr coordinator of the Syra o surplus zucchini, lettuce, kale, broc-
.cuse project. “Senior citizens and . o) cucumbers and other delicious
chool children, mothers and fathers, - -’ produce started piling up in offices.
. students, . community  groups - and > Much of it was given away to those
‘neighbors raked and planted and got who hadn’t; srgned up for plots first
-to- know-each other. Old-fashioned . :
erghborlmess cropped up on every

i tled m lns room, the patrent has no
.nght to privacy: Doctors, nurses, stu-
dents and. axdes enter without knoek-

i Why hasnt more been done to ;
guarantee the. rights - of hosprtal pa--
tients? For. one thmg, most. pauents f
are* too 'sick 'to ‘really’ ‘care, ” says '
s ‘Most patients are never allowed to?’ Annas. Secondly, the average hospital
‘see their own records. “The only legal " stay is too short for individual pa-

method by which hosprtal patrents.m ‘.‘ tients to orgamze and assert.them-

-

make hospltals “more responsive tofl
human needs and human nghts

where plots in Fenway
" Gardens have been made available to
/ citizens since 1942, a park depart-
- ment spokesman says, “A lot of peo- homegrown frurts and vegetables.
ple never would get out of the house o Whether you re hvmg in a furnished
without | these - plots. I imagine the room or a penthouse, there could be
commtssroners would like toredevelop s a community garden plot in-your fu-

O

24-hour-a-day access to 8 new breeduﬂ'
of health worker ea]led a panent's ad-":
vocate It would be the advocate s job

It

~ ; as many as- two. million. unnecessary
kurgrcal and other procedures are per
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'Why would a commumty hospltal stick |ts neck '

OU ; HAVE | HEARD: Satlsfacnon e

Guaranteed Or.; Your. ‘Money
ck’. amillion:: times.. But can:you
imagine a hospital making that offer?’
No?. Well,:T couldn’t either. ik
vAfter I.was registered and bedded
down.at, Blanchard Valley Hospital,

in-the town of Findlay, Ohio, I found

slarge .supplemental - card in: ‘the

customary hospital portfolio. It listed ¢
the rules:and regulatxons for the in- ¥
e WAL this point,:I paused, took in'a

stitution,: covering . everything from
visiting hours to. penalties for pmch-

ing nurses. That card said in reason- f
ably large prints .. . . il

+¢'Blanchard Valley Hospital‘s and

Blanchard Valley - Extended Care

Facmtysw: Guarantee to . Our. Pa-

“‘Although{we can't guarantee the
‘sults of your medtcal care, we do

wﬂl be petformed to your satis-

faction,.ai‘l’his.z includes youx" )

13A through E below.”:/.

deep breath,:and smugly . said to my-
self,. “Here -is: where -they -crawl-out
.from under their promises.” 8o I read
‘on; anxious to see haw they wpuld do

L serwce(s) you.are recewing at
- Blanchard Valley. Hospital or
the Blanchard Valley Extended

Nsnnple requirements lxsted m‘

omplamt 1s found to be ca]l food. So much so, that on my

Htient gs treated ﬁrst
To be?:;i eligibl

‘human’ dlness,“we‘cannot
guarantee’:the: ‘results’. of!

your medical care rior can’;- selecuon from . -clam’ chowder,* tw ‘

we guarantec. the seryices - delightful salads” (tossed or cottag
provided by your’ physn- cheese), entreesof broiled - halibut,

B cian(s) or dentist(s),:'2-roast turkey, “with" dressing, gravy
. Patients wishing to’ dxs- ‘and cranberry sauce, or grilled liver

cuss. and/or take: advan-y._(real, not fried), with sautéed onion !
tage of - the*‘Guaranteed and mashed potatoes, broccoh, gar-
Service Program ‘should
call  Bxtension *ZSI,MA
member of the Admmxs—
trative $taff is on call 24

; d




from a 10-dollar bill for a tip;, . e
. After three days of such uncxpected i3 :
splendxd fare, -1 felt: comphments to; He grinned shyly.g‘All we try to d0‘
the chef were long overdue, v »;l is servc the ' kmd ot food we hke tojT
:*‘When do you suppose it mlght be:" :
convenient to.speak to the managera- -+ He frankly admttted that he is not “
of the food department?” I asked. .!: . a natural food. convert per se, but he
“‘It there is anything wrong, maybe‘fs does believe fresh fruits and vege-
.1 can help,” an employee replied. ;' - tables are our best food items.: When'
SfThere is nothing wrong,’? 1 qulck-, he . can’t.: get. sufficient ;;supplies . of .
y. replred.z.. The food service is' so.. those, he revertsreluctantly to frozen
fantastic,. so much better than I had.. fruits and vegetables.. One of the few
dreamed was possible in a hospital, - canned items ‘used, is; beets, because -
that I just wanted to tell the managerg"j )
what a good job was being done.” .
H1t's Mr.. Lewandowskr I'it havc
hrm get in touch with you.”
yDick - Lewandowskr popped . mto :

thc customary hosprtal garbage How

any atncntsir nderataud the"" astro-x
nomxcal costs facm '”‘hosprtal Most

 for’ 168 hours( of s‘alarnes}‘ mcludlng

¥ professronals. Costs are there ‘at all &

-

why Ruse would jstrck' ‘hig" neck! out
like that when he doesn’t-have fo.” ' ¥
“So I 'asked William' Ruse; Presrdent

of Blanchard Valley Hospltal «why he
stuck hls neck’?

How Is Thls Posslble? 5

e 1When 1 checked the 1dea of guar
the.; room.ilater.. that - afternoon.. -H _anteed services by a- hosprtal with B
looked much younger than his exten- Dean Cornell, now retired from a life
sive experience indicated. . w -time of hospital, administration and.
.Y ou must be sort of an odd ball ”  teaching -in- the, Chicago -area, he
1 greeted him. {'You are not scrvmg was amazed to ‘hear, that any hos-'

i

he sard “In’ fact some’ pe0ple may
o questron our thinking “process” when
“Eiwe guarantee “hospital“and nursmg“?}}‘
* home" services ‘from ‘cradle® to' grave
with no strings’attached:’A ‘guarantee -
that says, ‘If 'you'are not happy wrth ‘?‘;
what we do, you don'’t pay.” {
“We fence the’ guarantee wrth a
few reasonable statements,” he con-
tinued, “We -can’t guarantee the re-
-sults of your care. Nor can we guaran- *'
tee the care of your private physician.
That’s about it though. Unhappy with -
your meals?—You won't be charged
for them.”A- lumpy ‘maftress ‘ caused
yourto havé!‘a*restlesst mght?——-We
srmply \ubtract yourx room rate for

A small hospztal lzke Blanchard Valley, located in a small rural town in:
Ohio, is the unIzker settmg fora major breakthrough in zmprovmg hosprtal- y

William Ruse‘ts a super-progressive
hospltal admm ra :




necdle by the lab technician? O.K,, no

- charge for that lab test. Call for the-

‘;;,i- nurse and she didn’t respond rapidly
“ﬂ enough? O.K., credit an hour of the
1purse s time, J{ you're delayed longer,
we‘d better forget about the ennrc blll

: I my own expenence is any crlte-
; rron, and I believe it is, there will be
T few if any ‘credits needed for. lack of -

_Blanchard Valley Hospital has a -

is activated by a gentle tug of a fish
lme hangmg near each bed. Once you
]erk the cord a pleasant voice asks
hat help might be needed. It is real,

our message, At no time did I or my
g .roommate ‘wait more than three
minutes for someone to pop through
" the- door after a request for help. -
) Trymg to find a loose rivet in Blanch-
-';;» ard Valley Hospital service armor, I
‘i timed nearly every call in the six days
there, Dyt il

W 2’ two-fold objective in their radical

i cedures

rs

Turnlng Pallents Back into People

One is to re-establish personal re-
ations, . with patients.

ome Mrs, Jones, The system rsolated
2ifrom. patrents ‘must be ruptured and:
g‘r retreaded wrth compassron and human

o

attentron,‘ In addltron to the’ usual .-
“signal’ light outside my. hall" door, ™

mrcrophone built into the wall which -

_no recordmg ‘The mike was so sensi-
five,/ ordinary conversation . carried

Ruise explams that the hosprtal has-

A . departure from normal operatmg pro- .

The “gall- *
bladder" in room 444 must now be-"

4 gq Psychologlcal b apprehenslon about *
a” s, an rmpendmg hosprtal stay statisncal- :
ly lengthensr recovery time. To the 2 try to explam why we, did. what wc

extent that this apprchensron can be ..
overcome, a’ panent’s visit hopefully bl
can be ' reduced, "They would like
patients to think;’ “Blanchard Vallcy ~
Hosprtal ‘guarantees’ ifs’ services,
which 'indicates the | hospltul must
have a lot "of conﬁdence in its ‘em- -
ployees to al‘ford\such a guarantee '
Therefore, I can: expect reasonably;
good care. And I shouldnt be fcar—
ful about thq care I receive.;’ ...
. If ‘patients>d® thmk this way,c their
length of stay may wcll be shortened
Ruse told us that the second objec- "
tive, and a very important one, is to
lessen the possibility of malpractlce )
suits, Durrng the period from 1971 to .
+ 1973, Blaqchard Valley Hosprtal was
involved in four malpractice suits. Be-
fore 1971 the hospital had not been a.
party lrtrgant ina neghgence suit for
over 10 years. Investigation . showed .
better communications might have .
_prevented all four. If it had been
- known at the( time of alleged injury .
that a patient was unhappy, immedi- .
-ate steps could have been taken to
alleviate the patient’s fears, This in
turn could have completely .aborted
any need for filing a malpractice suit. -
“Have these results been achrcved?" g
“Tasked. - b
- “Who can rcally tell without readmg et
the mind of each patxent dismissed
- from the hospital or nursing home?”
‘Ruse replied. “We do know, theugh,
since the .Guaranteed  Services Pro-
gram - was - instituted . November i,
1974, that the hosprtal has not becn %
involved as-a: party litigant in any
mnlpractlée suits. Guarantged -Ser«
vices permits us to follow' up”on' any
exprcssed patient dxssatlsfacuon. We

i PREVENTION
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- did or why we failed to do-what the ,
© patient thought we should do, It:is ' bedside simply says, {If you have a e,
" our spolicy .to' apologrzev even if.we -
think a patient is totally wrong in the -
. conclusions ; reached.. fAb]ect :denials
.. seldom % accomplishi;i their. intended 5
. purpose regardless of the validity of
" the. grounds upon, which' the denials
-7 have-beent made.'s A srmple, ‘Gee,
“i. we're ‘sorry,’; lets:.the patrent ‘know
"% that we are human and we're not in-
. fallible, That is the philosophy of the
G Guarantecd Servrces Program :
o declared.. 5 ;
. .. When . .Guaranteed;:Servrces. was
originally .. developed,'_}ii.;sl ,000 -, per .
' month was budgeted {as" a possible,,
;> maximum -cost.:; In ! -meetings »with =
»{;?hospxtal -and nursmgshome temploy-=sx
- ees, the fact was stressed that the pro-
t gram was ‘a tremendous show of con-
. fidence the Board of Trustees had in’
each employee, It was also promised ' from a patient with a headache who
~ that any amount remaining at the end - 2
- of the year from the original $12, 000
.- would be given to them as a bonus.:.
<At the..end of the . first, year
(October 31, 1975) $11,856, 43 R
- mained. Only $143.57 ‘had been re-
- quested in credits,: A full-time..em-.
., ployee’s boous was. approxunately
l $2820 Lkt

!l
XS «

;\(’

Other Ways to Makei Pallents
- Feel More Secure . . .

Even before the mtroduction of the 4
.Guaranteed Services Program, Ruses
spys, Blanchard had other panent—or-
iented programs..The. “Aspinn Line’
program’ implemented ,in 1971 -pro-
'videw' &, 24-hour.” service \where.ia
patient. can reach 'a member of .the
administrative  staff day or. night 'if
the patrent has any

“headache.

A

T

_placard which sits. at. the: patrent’

* problem that cannot be resolved by *
"your nurse, please call ‘Aspirin Line.! 15
- We will try to immediately: assis
ou in resolution of your problem.’l !
~ Strange - “headaches” there . hav
een on “Aspirin Line." ¥ One patien
3 called about toilet paper, Wondered if -
hey rolled sandpaper 'by' mistake
One, patient ‘due- to, preach the: nex
~day asked to have her sermon’ typcd :
+and duphcated for distribution to the
. penitents. It was done. One, pauen
“expressed a desire for a sauna. A"
“plea for help came from a 67-year~
- old woman -who had been. shunted |
nto’ pediatrics by a. Candy Strlper
Rcsultmg confusion became so ludi
“crous ‘and confounding, a full day’
‘credit was issued. And a: call camel
.about ‘three a.m. on ‘“Aspirin Line”

5

W, wanted an aspirin. - vy e d
- Another” patlent-related program} ‘
began in 1967. It is called simply the:
- Patient Relations Program. A hosprtal
representative _visits patients on- the
third or fourth day of a hospital stay
" to ascertain the patient’s reaction to -
the hospital and to explain any policy
. or procedures not understood by the .
.- patient. At this time a patient is in-
. terviewed as to his.or her feelings
- about the hospital, its nursing service,
food service, cleanliness of the rooms,
and general impression of the institu-
tom. sl Bulilinl noanh ekl
- “With probably a ~world’s; record
already established : for innovations
+ and deviations in hospital manages
“ ment, is.there much chance of an-
 other idea incubating?” I asked. .y
; Ruse grmned a little and zephed
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" “Well, we do have one idea for which
the answer eludes us. We have people
‘rushing into emergency very excited
= about an injury which is basically not -,
- serious.’’ Perhaps. ‘medication. and 4

is that: the costs “of our emergency
room and the services ‘of a physician
“are not necessary in such cases, But
~how do you gracefully: explain that to
a patient ‘who believes his wound  is
-nearly - fatal. without - deflating - his
¢ dignity? We are contemplating an ad-*
:-jacent. room to emergency where a
7~ nurse, medications, -and a basketful -

;2 might say, ‘You are welcome to the .
‘emergency- room and the doctor’s
services for $25, but for a couple of

e anSWer

How tha S!aﬂ Feels

i Not all -the - staff - members at
‘Blanchard - are as .excited ' about
‘Guaranteed Services as Ruse.” * ¢
+ . Several doctors I spoke with be- -
7, lieved that the Aspirin Line did as -

Services. ~ Others doubted that .
-actually shortened anyone’s .hospxtal
stay, although things’ like that- are .

other. I got the feeling that some

for patients as gimmicks, which are
not needed when a ﬁrst—rate job is’
done. «: i SEN-E
Other staff members, though, are -
genuinely enthusiastic about . the .
i, Guaranteed . Services- Program. Dr.

Band-Aid would suffice. The problem_‘

i of Band-Aids are available. Then we -~

bucks you can have a nurse help you :
in the next room.” Of course we'll -
- polish the final phase to make it as-
; \palatable -as possxble—-xf thxs is the

: * . i ment. bought the motel across the '

;- much to help patients as Guatanteed :

.very difficult to prove one way or the -

doctors look upon speclal programs

Paul Ward says he.is certain that it

helps increase interest in- panents’ L
needs on all floors.. This;" he’ sug-

; gested, was in contrast to some of the

* principles’ he saw in operahon during -
extensive medical service in the mili-.

»

‘ tary,.He' is- also cnthusiastic - about

Aspirin Line and belieyes that know- -
ing that someone -can: be reached -
-when’ needed ° mcrcases .tranquillity, - . |
in ; turn+- contributes . .to . a ..

“which;

patlent’s progrcss toward tegamed

“health, {5 o

S el W B
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Rebecca A Stoner, - RN.,«ls 8

‘ never been ‘affiliated with nor even

“heard of -another - hospital so. con<," -
- cerned with consideration for patients -

and patients’ families,” she vows en-
thusiastically. “Do you know,” she
adds, “that after the hospital manage-

:~~‘street for*additional office space, they

" saved several rooms for family mem- =

- bers of patients who do not live near

here? Those patients are usually here -

+,bundle of energy and efficiency who '
serves -as . ‘Assistant Head Nurse at
Blanchard Valley Hospital.. “I have - -

- as a result of automobile accidents: .’
They - charge only three. dollars a |

- night—in this day and agel” - ... :
Bill Ruse modestly had not men- -

tioned that. But if you think about it,

that little touch shows a lot of :

human concern.

Hospntal do

%y e

e
e . 3T
ied »

ministrator, Blanchard: Valley Hos

pmd Findlay; Ohio 45840. .

A lot of thmgs at Blanchard Valley Y

Edntors Notc. Healih professxonals g
. who want more.-details . about - the 5
;i Blanchard Valley Hospital plan can -
Y write to Mr. William E. Ruse, Ad- :

% i PREVENTION ;ff{
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THOSE WHO SPEAK UP

Recent demands for accountability usher in the patient advocacy system as

a means for upholding patients’ rights

ver the last several years many

disparate groups have emerged
with programs to obtain basic health
rights, including changes in the basic
organizational and policy-making
structure of health services. These in-
clude articulate community and con-
sumer groups; sympathetic health
provider organizations; a few public
officials; and advocate groups. The ef-
forts by health consumers, their allies,
and their public representatives to en-
force accountability for services to the
patient have encompassed a variety of
strategies.

One resprnse of health provider
groups to this demand for account-
ability has been to define the scope of
patients’ rights through statements of
principles, the most well known of
which is the American Hospital Asso-
ciation’s Bill of Patient Rights. This is
designed to serve only as a guide for
hospital use, without any mechanism
for implementation or enforcement. A
few progressive state legislatures have
responded by passing statutes contain-
ing comparable bills of rights for pa-

_‘tients and residents in health care

facilities including, in some cases,
nursing homes and mental institutions.

Before examining some of the mech-
anisms to implement patients’ rights
that have been established, it is im-
portant to understand the narrow and
broad definition of such rights. The
narrow view of patients’ rights is de-
fined within the context of the doctor/
patient relationship, usually in an insti-
tutional setting. This view generally
encompasses a set of treatment expec-
tations aimed at giving the patient
more control over that process.

The basic rights include
® the right to be treated with basic
dignity and respect;
e the right to decide what is going to

Ms. Madison is Assistant Professor, School
of Social Work, at Virginia Commonwealth
University in Richmond.

28

by TERRY MIZRAHI MADISON

happen and why, including the right to

consent to or refuse any treatment;

e the right to physical privacy and
confidentiality of information; and

» the right to the whole truth, includ-
ing access to medical records.

The broader definition of patients’
rights includes a collective set of rela-
tionships between a whole range of
providers of health care and their in-
stitutions and all consumers in a com-
munity. It is more concerned with the
redistribution of power to control
basic health policy decisions and re~
sources, and gives the consumer a
more meaniagful role, if not complete
control, over the type and distribution
of health services affecting him, his
family and community. Under this
broad definition, the term consumer
is expanded to include bodies of citi-
zens representing the public (taxpay-
ers’) interest.

For example, former Pennsylvania
Insurance Commissioner Herbert Den-
enberg’s Citizens Bill of Hospital
Rights: What the Patient and Public
Can and Should Expect From Our
Hospitals promotes the direct partici-
pation and input of the public in the
decision-making fprocesses affecting
health institutions. In addition to urg-
ing that the boards of institutions rep-
resent and serve the entire community,
he advocates the right of the consumer
to
e high quality care and professional
standards that are continuously moni-
tored and reviewed;

e economical care and to hospital
management that operates efficiently
and eliminates unnecessary services,
and duplicative and unsafe facilities;
o redress grievances through formal
grievance procedures promptly and
efficiently; and

e expect the hospital to behave as a
consumer advocate rather than as a
business headquarters for doctors in
hospitals.

Another example of the broader

approach to patients’ rights is the Re-
port of the HEW Secretary’s Commis-
sion on Medical Malpractice, which
explicitly recognizes
o the need for greater consumer con-
trol and accountability from hospitals;
e the importance of increased con-
sumer input to medical licensure and
professional discipline boards;
e the necessity of establishing state
consumer and health affair offices and
patients’ grievance mechanisms; and
® the need for greater availability of
legal assistance to malpractice victims.
Until recently the malpractice law-
suit was virtually the only recourse a
patient had against improper medical
treatment. As the public has become
more sophisticated about medical
practice and their rights, there has been
an increasing number of malpractice

_suits, especially from the middle-class

consumer. In addition, as a result of
recent court decisions that no longer
protect a public or private nonprofit
hospital from being sued, the scope of

. litigation has been extended to include

a number of law-suits brought on be
half of poor people who use publicly
funded or operated health facilities.

However, while litigation remains
an important and legitimate vehicle
for refining and extending the scope
of patients’ rights, it is hardly a com-
prehensive means for improving health
care. Generally, malpractice suits are
costly, time consuming, and contribute
to an unhealthy secrecy and comra-
derie among doctors and their allies,
discouraging doctors from publicly
criticizing their colleagues. More im-
portantly, many consumer problems
with doctors and health institutions do
not fall within definable malpractice
areas.

Another vehicle used by consumers
to publicize dubious practices of cer-
tain physicians and institutions has
been the use of the mass media. How-
ever, the effectiveness of publicity to
expose such abuses is also limited. It
it largely dependent on how suscep-
tible the provider-institutions are to
public pressures, how flagrant and
tangible are the violation of patients’
rights, and how persistent the con-
sumer and his advocates are in pursu-
ing the matter.

Given the limitations of the mal-
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Dractice suit and the exposé routes to
lirl"proving the quality of health care in

‘community, the introduction of pa-
«ent advocacy systems at the health
institution and community levels
seems to be a logical next step in hold-
ing providers accountable for health
care policy and service delivery.

Whether patients’ rights are viewed
from the narrow or broad perspective,
it has become apparent that a patient
advocacy system can help both to pro-
tect the interests of patients when they
enter the health svstem and to serve
as a resource and informational link
to broader-based consumer and health
advocacy groups. Patient advocacy
mechanisms have been established in
many institutions and communities by
groups of citizens and/or progressive

_ provider groups. Most of them include
an identifiable patient advocate (who
inay also be known as patient repre-
sentative, ombudsman, patient coordi-
nator, community relations officer, or
patient liaison). 4

—. To date, most of what has been
Jritten about patient advocates falls

ithin the narrow view of patients’
ghts; that is, their role in relation to

“patients as they enter a specific facility,
usually a hospital. For example, a
noted patients’ rights expert George
J. Annas sees the patient advocate’s
primary responsibility as assisting pa-
tients in learning about, protecting,
and asserting their rights within the
health care context. He stresses that
the advocate exercises, at the direction
of the patient, powers that belong to
the patient.

Within this narrow framework of
patients’ rights, the patient advocate
role is usually to
e work with former. current. and po-
tential patients of the particular fa-
“cility; -
¢ formulate constructive criticism and

- “suggestions for changing service based

- on patients’ complaints;

e insure.recipients of service that ap-

"“propriate action will be taken on their
problems, which might include the es-
tablishment of a formal processing of
grievances;-and- —= -

/ develap. a formal relationship with

.0

]
Wy .

vl

Advocates-help - protect the interests of a
patient when he enters the health system.
o ] ) continuecd
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SUGGESTED GUIDELINES TO AFFECT STRONGER
PATIENT ADVOCACY SYSTEMS

* Given the difficulties inherent in creating-a meaningful 'patient

advocacy system, patient advocates should be directly responsible.

to or part of a community-based consumer group and not identified
as an integral part of the institution’s staff.

e The patient advocate needs supervised access to all adminis-
tration and staff in the health facilities. They should be invited to

- sit in on staff meetings and to participate on those bodies respon-
sible for monitoring quality care, e.g. utilization review committees.

* The presence of patient advocates should be well publicized.

" They need regular and open access to all patients served by the

program, both inside and outside the facility. They should include
meetings with patients in. the clinic and in the community so that
they can observe and analyze their problems and discuss services

_ with them.

¢ The patient advocate should be allowed to prépare and distribute

literature freely, including whatever patients' rights statement is -

adopted by the institution. There should be designated areas within
the facility for the posting of notices. Complaint and suggestion

forms should be routinely distributed to patients and community .-

residents. s

e The patient advocate should have the authority to investigate
and expedite conflicts and follow them through until they are re-
solved or mediated. It is essential that an administrative mecha-
nism be established to insure that suggestions and criticisms
made by patients and consumer advocacy groups be dealt with in
an effective manner. This should include a built-in system to allow
for abritration of disputes when the administration or provider in-
volved does not respond to the individual patient's grievance or a
group demand. Where possible, well-founded complaints should
be so handled so as to assure that they need not be repeated in
the future, and publicized so people are aware of the outcomes. An
ideal arrangement would be the formation of an independent con-
sumer and provider board so that the patient advocate does not

~have to have the sole authority or responsibility for rectifying a

particular probiem.

® One of the most important functions of the patient advocate is
to encourage consumers to be their own advocates by instilling in
them an understanding of their rights as well as obligations to
others. The traditional doctor-patient relationship has caused pa-
tients to be rather passive and unquestioning participants. This
reluctance on the part of patients to formally register complaints
or to ask too many questions is particularly prevalent among those
who do not speak English or who are overburdened and poor.
Thus, the patient advocate may have to use persuasion and tact in
encouraging patients to register grievances. In such cases, patient
advocates can try to bring several patients with similar problems
together and to obtain support for a patient from community
groups and the patient's families. Patient advocates can encour-
age persons with particularly serious grievances to dramatize and
publicize them by promising to provide the necessary support and
corroborating testimony. To facilitate patient openness, the ad-
ministration should accept the patient advocate’s presentation of
facts without requiring the patient’s testimony.
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or a crowded. appointment calendar .. .

SPEAK UP' cro;u‘ilnuedi

_the -various health workers at the fa-

cility to discuss issues and problems.
Under the broader view of patients’
rights, the  patient advocate would

have the major responsibility for iden-
'tjfying_ the gaps in health services af- .

fecting particular groups of patients or
deficiencies in. existing institutional
services affecting the community. as a
whole. o

" In order to function effectively, the
patient advocate must be recognized by
such groups as hospital boards of trus-
tees, local city health and hospital de-

partments, standard-setting review and

planning agencies (such as the Joint

Commission on the Accreditation of ~

Hospitals), professional standards re-
view organizations, and comprehensive
health planning agencies.

There are some limitations to the
patient advocate role. The major one
is that patient advocates rarely, if ever,
can unleash effective sanction against

those who have, in fact, violated pa-

tients’ rights. In most instances, their
tools are limited to moral suasion, tact,
education, and persistence. Another
extremely sensitive area for patient
advocates is their relationship to-the
health workers. There is always a
danger of alienating the consumer
from the health worker unnecessarily.
Patient advocates must be sensitive to
the fact that it may be the lack of ade-
quate staff, a doctor who is late, an
unfair distributiox of responsibilities,

that is responsible for long waits and
unresponsive services culminating in
consumer complaints.

The workers on the line—the clerks,
the nurses’ aides, the orderlies, the at-
tendants, the paraprofessionals—are
often part of an underfinanced and in-

equitable health system. However,

they may take an inordinate amount of
blame for what’s wrong. Thus, patient
advocates need to communicate their
understanding of the workers’ situation
to the workers and, where possible,
help them channel their complaints to
their union (if one exists), to the ad-
ministration, or to the trustees.

In this way, some of the antagonism
and suspicions of workers toward pa-
tient advocates may be lessened. By
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SUGGESTED GUIDELINES TO AFFECT STRONGER
' ' PATIENT ADVOCACV SYSTEMS
- e Given the difficulties mherent in creatmg a meamngful patlent
- advocacy system, patient advocates should be directly responsible.
to or part of a community-based consumer group and not identified
as an integral part of the institution’s staff.
" o The patient advocate needs supervised access. to- all admlms-
tration and staff in the health facilities: They should be invited to
- - sit in on staff meetings and to participate on those bodies respon-

sible for monitoring quality care, e.g. utilization review committees. .

* The presence of patient advocates should be well publicized.
" They need regular and open access to all patients served by the

program, both inside and outside the facility. They should include

meetings with patients in. the clinic and in the community so that

they can observe and analyze their problems and discuss services
. with them.

® The patient advocate should be allowed to prepare and distribute

“literature freely, including whatever patients' rights statement is -
adopted by the institution. There should be designated areas within -

the facility for the posting of notices. Complaint and suggestion

forms should be routinely distributed to patients and community .~

_ residents.

e The patient advocate should have the authorlty to Investigate

~and expedite conflicts and follow them through until they are re-
‘solved or mediated. It is essential that an administrative mecha-

nism be established to insure that suggestions and criticisms _

made by patients and consumer advocacy groups be dealt with in
an effective manner. This should include a built-in system to allow
for abritration of disputes when the administration or provider in-
volved does not respond to the individual patient’s grievance or a
group demand. Where possible, well-founded complaints should
be so handled so as to assure that they need not be repeated in
the future, and publicized so people are aware of the outcomes. An
ideal arrangement would be the formation of an independent con-
sumer and provider board so that the patient advocate does not

-have to have the sole authority or responsihility for rectifying a
-particular problem.

» One of the most important functions of the patlent advocate is :

to encourage consumers to be their own advocates by instilling in.
them an understanding of their rights as well as obligations to
others. The traditional doctor-patient relationship has caused pa-
tients to be rather passive and unquestioning participants. This
reluctance on the part of patients to formally register complaints
or to ask too many questions is particularly prevalent among those
who do not speak English or who are overburdened and poor.
Thus, the patient advocate may have to use persuasion and tact in
encouraging patients to register grievances. In such cases, patient
advocates can try to bring several patients with similar problems
together and to obtain support for a patient from community
groups and the patient’s families. Patient advocates can encour-
age persons with particularly serious grievances to dramatize and
publicize them by promising to provide the necessary support and
corroborating testimony. To facilitate patient openness, the ad-
ministration should accept the patient advocate's presentation of
facts without requiring the patient's testimony.
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_the .various health workers at the fa-

cility to discuss issues and problems.-
_Under the broader view of patients’

rights, " the . patient advocate would

have the major responsibility for iden-

tifying the gaps in health services af- .

fecting partlcular groups of patients or ;
deficiencies in. existing. institutional
services affecting the commuaity. as"a

_ whole.

" In order to funcuon eﬁectxvely, the

patient advocate must be recognized by - -

such groups as hospital boards of trus- -
tees, local city health and hospital de-

partments, standard-setting review and . . __

planning agencies (such as the Joint
Commission on the Accreditation of
Hospitals), professional standards re-
view organizations, and comprehensive -

‘health planning agencies.

There are some limitations to the
patient advocate role, The major one
is that patient advocates rarely, if ever,
can unleash effective sanction against

those who have, in fact, violated pa- = ~ -

tients’ rights. In_most instances, their
tools are limited to moral suasion, tact,
education, and persistence. Another
extremely sensitive area for patient
advocates is their relationship to-the
health. workers. There is always a

danger of alienating the consumer
from the health worker unnecessarily.

Patient advocates must be sensitive to
the fact that it may be the lack of ade-
quate staff, a doctor who is late, an

unfair distribution of responsibilities,

" or a crowded.appointment calendar.

that is responsible for long waits and -
unresponsive services culminating in
consumer complaints.

The workers on the line—the clerks,
the nurses’ aides, the orderlies, the at-
tendants, the paraprofessionals—are
often part of an uaderfinanced and in-
equitable health system. However,

they may take an inordinate amount of -

blame for what’s wrong. Thus, patient
advocates need to communicate their
understanding of the workers’ situation
to the workers and,.-where possible,
help them channel their complaints to
their vnion (if one exists), to the ad-
ministration, or to the trustees.

In this way, some of the antagonism
and suspicions of workers toward pa-
tient advocates may be lessened. By
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-» Given the difficulties inherent in cr‘ea‘tivﬁg -a fhean'ingyfullﬁp'atient ~

— : advocacy system, patient advocates should be directly responsible.

to or part of a community-based consumer group and not identified
- as-an integral part of the institution's staff. ,
" o-The patient advocate needs. supervised access to all admlms-
“tration and staff in the health facilities: They should be invited to

~ - sit in on staff meetings and to participate on those bodies respon-

sible for monitoring quality care, e.g. utilization review committees.
* The presence of patient advocates should be well publicized.
" They need regular and open access to all patients served by the
program, both inside and ocutside the facility. They should include
meetings with patients in. the clinic and in the community so that
they can observe and analyze their problems and discuss services

. with them.

e The patient advocate should be allowed to prepare ‘and distribute

literature freely, including whatever patients’ rights statement is -
adopted by the institution. There should be designated areas within -

the facility for the posting of notices. Complaint and suggestion

forms should be routinely distributed to patients and community -

_ residents.

"~ » The patient advocate should have the authonty to investigate

" and expedite conflicts and follow them through until they are re-
‘solved or mediated. It is essential that an administrative mecha-

nism be established to insure that suggestions and criticisms _

made by patients and consumer advocacy groups be dealt with in
an effective manner. This should include a built-in system to allow
for abritration of disputes when the administration or provider in-
volved does not respond to the individual patient's grievance or a

group demand. Where possible, well-founded complaints should

be so handled so as to assure that they need not be repeated in
. the future, and publicized so people are aware of the outcomes. An
ideal arrangement would be the formation of an independent con-
sumer and provider board so that the patient advocate does not
~have to have the sole authority or responsihility for rectifying a
- particular probtem.

e One of the most important functlons of the patient advocate is

to encourage consumers to be their own advocates by instilling in.

- them an understanding of their rights as well as obligations to
" others. The traditional doctor-patient relationship has caused pa-
- tients to be rather passive and unquestioning participants. This

reluctance on the part of patients to formally register complaints
or to ask too many questions is particularly prevalent among those
who do not speak English or who are overburdened and poor.

Thus, the patient advocate may have to use persuasion and tact in -

encouraging patients to register grievances. In such cases, patient
advocates can try to bring several patients with similar problems
together and to obtain support for a patient from community
groups and the patient’s families. Patient advocates can encour-
age persons with particularly serious grievances to dramatize and
publicize them by promising to provide the necessary support and
corroborating testimony. To facilitate patient openness, the ad-
ministration should accept the patient advocate’s presentation of

~ facts without requiring the patient’s testimony.
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. advocates need to communicate their

understanding of the workers’ situation
to the workers and, where possible,
help them channel their complaints to
their union (if one exists), to the ad-
ministration, or to the trustees.

In this way, some of the antagonism
and suspicions of workers toward pa-

tient advocates may be lessened. By

" In order to funcnon eﬁectxvely, the-‘w
patient advocate must be recognized by - —
- such groups as hospital boards of trus-

)
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bringing both groups together to dis-
cuss those issues on which they can
work together, the patient advocate
can help health workers and consumers
see their common goals toward im-
proving health care delivery. In the
long run, it may be the patient advo-
cate’s most important role.

Patient advocates should continu-
ously make the linkage between the
narrower and broader view of patients’
rights. For even in the best of settings,
they will not be able to improve the
delivery of health services by them-
selves. Of necessity, they will work
with many varying community inter-
ests that, at times, will conflict. Any
information, statistics, and ideas that

...they gather can be channeled to con-
" -cerned groups and individuails for re-

'

sponse and action if so desired.

In the meantime, patient advocates
can help develop standards for heaith
care, so that patients can better judge
the quality of care they are receiving.

Examples of moves in this direction

are the Consumer Guides to Local
Doctors and Hospitals, prepared by
consumer and advocate groups in
many communities. Patient advocates
can also encourage more public par-
ticipation in the public hearing process
required by the Joint Commission on
Accreditation of Hospitals at the time
it reviews an insti*ution’s accredita*ion.

For those who fear that patient
advocates will create unnecessary con-
flict, it should be noted that one im-
portant advantage is their potential
ability to temper patient antagonism
and to stop dissatisfaction from

-spreading. By -explaining the nature

and fonction of various staff members
and the facility itself to the patients,
patient advocates can insure a more
harmonious relationship between them

~and the facility. THis, in- time, can in-- "}

sure more cooperation on the part of

.- both the patient and his family in the
- treatment process. If further justifica-

tion is needed, many hospital authori-
ties have recognized - that patient

advocacy systems-are a-means of -te-

ducing malpractice suits and negative

-.- public relations at a time when the

demand for accountability is growing.
MH

EXAMPLES OF PATIENT ADVOCATES AND PATIENT
ADVOCACY SYSTEMS

Society of Patient Representatives. Formed by a group of hospital-
based represenatives of the American Hospital Association, this
society includes members who work in more than 350 hospitals.
It is developing guidelines for patient representatives and sup-
ports the concept of patients’ representative as advocates for pa-
tients. The society is also willing to work with consumer and other
interested groups to establish patient representative systems in
local hospitals.

Yale-New Haven Patient Advocates. As a result of a community
survey examining patients’ treatment in the emergency room and
outpatient clinics of the medical center, a group of concerned citi-
zens and professionals got together to establish a central office
with a patient advocate to explain procedures and terminology,
and to represent the patient in his requests for help on specific
problems Each patient admltted to the hospltal is given a bilingual

patlents as sistant.

Lutheran Hospital Grievance Committee. Organizers from thet'

Cleveland Legal Ald Society and low income families and their

representatives from the west side of Cleveland founded the com- -

mittee in 1972, After surveying 300 homes to define the needs of

- the community, they discovered Lutheran Hospital had no pedia-.

trician on call though the hospital was situated near a housing
development. In addition, there were no translators, no follow-up in
the emergency room, no transportation, no drug dispensary, and
very few bilingual staff. A public meeting with the chief adminis-
trator and a few trustees, good publicity from the local news
media, and further pressure from the community brought some
concrete results: the hospital hired a pediatrician and agreed to
set up a grievance committee.

Pittsburgh Free Clinic Patient Advocacy Program. This program
grew out of the observation ot several free clinics trat many of
the patients needed help in dealing with the hospitals or health

- centers to which they were referred. They take a city-wide rather
" than a one-institution approach to advocacy, emphasizing the dis-

cussion of legal rights of patients, developing training sessions

for administrators and workers, and reviewing referral information. .

Advocates operate desks at the various free clinics for- immediate
problems, collect and disseminate information about different fa-
cilities in the area, arrange back-up systems to see if patients are
satisfied with the clinic and with referrals, and accompany patients
needing hospitalization or other care to a particular institution.
Advocates will also speak to community groups.

Consumer Commission on the Accreditation of Health Services.
The commission is trying to gather facts on the quality and high
cost of health services. The major emphasis has been on the New
York. City. hospitals, where they have been helping -community

groups get involved in hospital accreditation procedures. They

have focused on pressing hospital boards of trustees to become

~more representative of the communities they serve. They also are-

beginning to rate area hospital services and identify the deficien-
cies and superiorities of each institution. .

‘
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BY WILLIAM A. NOLEN, M.D.

UR D¢

octors love to talk about their prac-
tices. Listen in at any gathering of
physicians, and all you'll hear is discus-
sion of interesting diseases, new medi-
cines, clever operations. Unfortunately,
most doclors prefer to talk about medi-
cine only to each other. When it comes
o talking to their patients, they're like
clams: IU's almost impossible to pry a
word out of them. Here are three exam-
ples from my recent mail:
- Helen, a 38-year-old business execu-
tive, had a breast lump removed under
local anesthesia. Her surgeon was sup-
posed to call her two days later to tell

her whether the tissue contained can-

cer. When she didn’t hear from him on
Thursday-when the 48 hours were up—
she called his office and was told, “The
doctor decided to get away for a fong
weekend. He'll be back on Monday.”
Helen had to wait three more days to
jearn that her breast lump was benign.

Jim, a 45-year-old truck driver, went
to the hospital by ambulance at nine
o’clock one morning, complaining of
severe chest pain. His wife, Rose, home
ith two young children, called the hos-
tal three hours later to find out whether
had, in fact, had a heart attack.
2 was told that Jim's doctor was in
nference and would call her back

later. When she hadn't heard after an--

other two hours, Rose called again and
was- told that the doctor “must have
forgotten to cali—better try his office.”

- Almost eight hours after Jim had left in

-

the ambulance, Rose was finally able’

o reach his doctor. She learned then
that Jim liad had a heart attack and
was in the hospital's intensive-care unit.
Llouise, 48, went to her doctor com-

. plaining of repeated episodes of ab-

dgmina! discomfort occurring, usually,
just after she had eaten. The doctor ex-
amined Louise, told her it was probably

~ “either an ulcer or your gallbladder,”

b would  cost,

wrote a prescription and told her to
"come back in a couple of weeks if
You're still having trouble; then we'll
get some X rays.” Louise wanted to ask
what the pills were for, what sort of diet,
#:;any, she should follow, what kind of
Xrays might have to be taken, what they
whether her insurance
would pay for them. But the doctor dis-
28ppeared and the nurse ushered Louise
ot before she had a chance to ask
any of these questions.

| three of these patients received

er, scientific medical care from

doctors, and yet every one of them
"8 mistreated. They, and their fami-
lies, needed and deserved more—and

more prompt—information than they
got. These patients were all victims of
what might be cailled “"the doctor-pa-
tient communication gap.”” This gap, in
my opinion, is one of the most serious
problems in medicine.

Interestingly, and characteristically,
these patients let their doctors get away
with the mistreatment. They wrote and
complained to me and they probably
complained to their friends and rela-
tives, but they never said a word to
their doctors. They should have; other-
wise, those doctors are going to go

- right on ignoring their patients’ rights.

Let's be candid: Doctors run the
world of medicine. We decide who will
go to the hospital and who will be treat-
ed at home; who will receive what medi-
cine; who will have an operation and
who will not. We have all the power.

There are valid reasons for this con-
centration of power. Someone has to
be “captain”; otherwise. medical care
would become fragmented and poten-
tially dangerous. Physicians, since they
have the necessary education and train-
ing, are the logical leaders. We are the
ones best suited to take ultimate re-
sponsibility for patients’ care.

But, as has been said so often,
power corrupts, and a bit of corruption
has manifested itself in our medical
system. Doctors’ power as ‘‘captains”
seems to have blinded some of them
to the fact that they are only part of the
health team and that they owe more
than their-scientific knowledge to the
patients they are supposed io serve.
Some doctors have become not just cap-
tains and leaders but dictators.

As a reminder to physicians that they

are not dictators, a “Patient’s Bill
of Rights” has been proposed by a num-
ber of organizations. The American
Hospital Association recommends that
each hospital adopt one. There is no
national law that compels adoption of
such a bill, but in Minnesota, where |
live, there is a state law that does so.
For those of you unfortunate enough to
live elsewhere, here is a copy of our
Bill of Rights. Each patient who enters
the hospital is given a copy.

PATIENT’S BILL OF RIGHTS

1. Every patient and resident shall
have the right to considerate and re-
spectful care;

2. Every patient can reasonably ex-
pect to obtain from his physician or the
resident physician of the facility com-
plete and current information concern-
ing his diagnosis, treatment and prog-
nosis in terms and language the patient

can reasonably be expected to under-
stand. [n such cases that it is not medi-
cally advisable to give such information
to the patient, the information may be
made available to the appropriate per-
san in his behalf;

3. Every patient and resident shall
have the right to know by name and
specialty, if any, the physician respon-
sible for coordination of his care;

4. Every patient and resident shali
have the right to every consideration of
his privacy and individuality as it relates
to his social, religious and psychological
well-being;

5. Every patient and resident shali
have the right to respectfulness and
privacy as it relates to his medicai-care
program. Case discussion, consultation,
examination and treatment are confi-
dential and should be conducted dis-
creetly;

6. Every patient and resident shall
have the right to expect the facility to
make a reasonable response to the re-
quests of the patient;

7. Every patient and resident shall
have the right to obtain information as
to any relationship of the facility to other
health care and related institutions in-
sofar as his care is concerned; and,

8. The patient and resident shall have
the right to expect reasonable continuity
of care, which shall include but not be
limited to what appointment times and
physicians are available.

 his bill of rights is, in my opinion, a

very reasonable, conservative docu-
ment. The “rights” it describes are
really only matters of common courtesy.
Although this bill speaks only of the
patient in a hospital, it is equally ap-
plicable to all professional relationships
between patient and doctor—in the of-
fice, over the telephone, in the home.
It embarrasses me, as a physician, to
realize that the doctor—patient relation-
ship has degenerated to the point that
it has become necessary to spell out ail
these “rights.”

A bill of rights is, of course, only a
piece of paper. If it is really going to
help patients, then it has to be enforced
—and no police officer is going to collar
a physician and throw him into jail be-
cause he hasn’t explained to a patient
why he prescribed “those yellow pills.”
Practically speaking, the only one who
can see to it that the patient's rights are
protected is the patient. If you want in-
formation or care you deserve and aren't
getting, you're going to have to make de-
mands. Based on my own experience
of 15 years of private / turn to page 18
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continued
practice, I have a few simple practlcal
suggestions on how to go about it.

1. Often, when I see a patient while
making rounds at the hospital, she’il
say, “I know there's something I want-
ed to ask you, but I can’t think of it
right now.” If questions occur to you
between visits to the doctor, either

in the hospital or his office, write them
down so you won't forget them. It

will save your time and his.

2. If you want news about a rela-
tive in the hospital and if you're le-
gally entitled to that information, call

the doctor and ask for the informa. -
tion. But if there are ten relatives who.-

want the- information, don't have ali

ten call—please. Let one person serve .

as interrogator for the rest of the fam-

il Your doctor can’t spend all his -

time on the telephone. Fair is fair.

3. If your doctor’s explanation is °
unclear or mcomp!ete, if you don't’

understand or aren’t satisfied. with
what he has told you, tell him so. If
you don't tell him you're unhappy,
there’s no way for him to realize that
he’s failed you. He'd much rather
have c{sou complain to him than fo your
friends or your family lawyer. Give
him a chance to help himself.

4. Like everybody else, doctors are
busier at some hours than at others.
If you want a lengthy discussion of
some facet of your care and if it isn't
an emergency, you might say, “Doc-
tor, if youre too busy to talk now,
when will it be convenient?” He'll ap-
preciate an opportunity to select a mu-
tually convenient time.

5. Finally, it's only reasonable to
expect that some doctors and some pa-
tieats just won’t get along well to-
gether, that’s the way people are. So
if you're not satisfied with the care
your doctor is giving you—or if the
rapport between you simply isn’t good
—ask him either to call in a consultant
or find you another doctor, whichever
you tprc‘,fer Don’t put up with an ua-
satisfactory relationship just because
you're afraid of hurting his feelings.
Your health 1s far too important for
‘that. (You may find that the doctor is
just as glad to be rid of you as you
are to be rid of him. I can think of
a number of patients I've treated over
the last 15 years whom I'd have been
delighted to transfer to some other
doctor’s care. But--like my dissatis-
fied patients, I suppose— [ didn’t want
to hurt anyone’s feelings.)

Patients, speak up! It's past time
for your voices to be heard. )

Dr. Nolen regrets that he is unable to an-
swer individual queries from readers.
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Hospital Patients' 'Bill of Rights
By LAWRENCE K. ALTMAN
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Hospital Patients"*Bill of Rights’ Backed

By LAWRENCE K. ALTMAN

An individual’'s ‘right to
choose death by rejecting med-
ical therapy and a patient’s
right to obtain a full explana-
tion in clear, concise terms of
his medica] condition were af-
firmed in a 12-point “Bill of
Rights” that the nation’s lead-
ing hospital association issued
yesterday.

The American Hospital Asso-
ciation, with headquarters in
Chicago, approved the Bill of

Rights as a national policy

statement after a three-year
study by its board of trustees
and four consumer representa-
tives,

Though a hospital will not
lose accreditation if it rejects

the policy, the association ex-
pects that its 7,000-member in-
stitutions will adopt the state.

ment and make copies avail-
able to all patients,

Among the major points that
the statement affirms are the
rights to considerate and re-
spectful care, privacy of a pa-
tient's own medical care pro-
gram, -confidentiality of his
medical records, a clear under-
standing of which doctor is in
charge of his over-all care, the
options that exist for treatment
of his condition, and if experi-

mentation i involved in such
therapies.

Most of the statement's
points have been put forth here
and there, For example, in 1961,
the American Medical Associa.
tion's legal department said
that “a patient has the right
to withhold his consent to lifc.
saving treatment” and impose
his own conditions on his
therapy. But this statement was
made to doctors in a publica-
tion not widely available to pa-
tients.

What the hospital associa»
tion has done is to collect the
'most commonly questioned
Isituations and put them in one
document for the benefit of
hospitalized patients.

The document is believed to

Continued on Page 30, Column 4
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Backs Patients

Continued From Page 1, Col. 8

se the first generally available
>ublic policy statement from
1 national ‘health organization
-hat specifically defends what
sourts have already ruled —
that an adult patient with no
srognosis for recovery has a
ight to die without medical
‘herapy.

The association said that be-
ause of the complexities in-
rolved in medical care, it ex-
sected hospitals to raise many
juestions
about specific cases. The bill
sould also pose administrative
aroblems for some hospitals
Intil they work out a mechan-
sm—if such does not already
wist—for fully answering a pa-
‘ient’s questions. ’

The hospttal association said
publication of the bill at this
time reflected a growing wave
of consumer action in health
and medical affairs.

Publication was intended to
make more effective com-
munications  between  doc-
tors and patients, particularly
because the traditional physi-
cian-patient relationship has
taken on a new dimension as
more Americans receive care in
an institution rather than a
doctor’s private office.

Dr. John A. McMahon, presi-

’“Bill of Rights’ |

dent of the hospital association,
said that “the 12 points are
subject areas that have always
needed to be spelled out to the
patient so that he would know
‘what his rights are in the hos-
pital setting.”

At least two medical centers
have already issued modified
versions of the rights state-
ment. More than two years ago,
the Martin Luther King Medi-
cal Center in the Bronx began
giving ambulatory patients an
illustrated booklet “Your Rights

of = interpretationlas 5 Patient.” The booklet also

includes a list of the patient’s
«duties and a complaint form.
Since last September, the
Beth Israel Hospital in Boston
has given each patient a simi-

lar pamphlet, which im-
plies that a patient has a right
to die without therapy.

Nevertheless, many doctors
still have conflicts in treating
such patients. Dr. Nancy L.
Caroline of the University Hos-
pital in Cleveland, for example,
pointed out in & recent issue
of “The New Physician,” a pro-
fessional journal, the problems
‘posed by one patient who felt
the time had come for him to
‘die but how the medical staft
had uncertainties in accepting
his decision.
|
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Doctor and Patient: Bill of Rightsa Break With Old Pater nalism

By LAWRENCE K. ALTMAN
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‘By LAWRENCE K. ALTMAN

Thére - was - a . time . when|"

- patients chose just one doctor

to treat their every ailment,
) held him in awe, took his word
- for everything, did not:want to

know what was.in-their med-

ical charts, accepted without

question the decisions that he

made on their behalf, and went
- .to a hospital- only to die. In
those not so dis-
tant days past, the
physician had: lit-
tle reason to cor-
municate with: his
o ratients other than
in a paternalistic manner. Now,
medicine is more complex, and
the nature of modern medical
practice has changed the tradi-
tional doctor-patient relation-
ship to the point - where on
Monday the American Hospital

. News:
Analysis

Association issued a 12-point

Bill of Rights for patients.
Patients today are often
treated by several doctors who
may practice the most sophis-
ticated specialties in widely
separated offices of as a group
in a clinic or a hospital. Some-
times-one doctor does not know

‘what another is prescribing for

the same patient.

. Patients go to hospitals for

a host of things that doctors
. used to do in their offices, The
doctor engages less in small
talk and much more in ques-
tions relevant to the physiology
of the patient’s body '

The doctor tends to speak-in
scientific rather than simple
terms; patients pretend to un-
derstand, but often -do not.
Wherever the. doctor. and the
patient meet, communications
exist, :

But doctors say they have
less time to explain “what's
wrong . because the knowledge
they have gained is difficult
to translate to a patient. And
many patients complain that
the quality of communications
lags behind the sophistication:

 Doctor and Patient: Bill of Rights a Break With Old Paternalism

|of the care doctors can-now

deliver, . .. . . . ,
Today, medical : paternalism
is rapidly. being challenged by
ealth - -consumerism - as
patients -are ‘demanding a
greater role.in‘making decisions
about’ their medical care.

More people want to know
more - about - what - doctors
record in their charts because
they have a better appreciation
of how a disorder can -affect
the quality of their ‘lives.
Courts are - telling doctors that
they must spell out for the
patient not only the choices
but also the risks of available
therapies. ' o
The patients’ .Bill of Rights
pulls together what doctors
and hospitals  have . long
récognized as the patient’s
rights but have lagged in com-
{nunic'ating directly to the pub-
ic. ' . ‘ :

The expectation that many
nurses and aides will hand such
a document to patients as they
enter a hospital is a revolution-
ary step for medical centers,
which have been- under fire
from many critics of the health
system,

The criticism reflects not
only the high costs of modern
medicine but also the growing
sophistication of the public
about health matters. More
people have learned more about
science and medicine in high
school and collége in recent
years and have a degree of
fascination for medicine that
many of their elders did not
share. They learn more about
medicine every day from the
news and entertainment media.
‘In the process, many
younger Americans are paying
for .and living with the con-
sequences of modern - medical
therapy that is helping 11.8
million - Americans live beyond
70 .and 3.8 million beyond 80.

The growing number of older
people is- increasing the im-

portance. of geriatrics- ..in
American  medicine.. =
. Yet for. some the infirmities
can be top great a burden, and
there is a growing discussion
about the right to die without
medical therapy. The patients'
Bill of Rights, recognizing a
body. of law that exists,
affirmed the patient’s right to
choose death by rejecting med-
ical therapy. .

The statement also affirms the
right to due consideration when
ldoctors and medical students
examine a patient, ‘

As more Americans are cov-
ered. by third-party payments
from private - insurance .com-
panies like Blue Cross and Fed-
eral programs like Medicare,
those who once were charity
patients now are treated as pri-
vate patients, ,

This change has had its im-
pact on where medical students
and young doctors are taught.

Traditionally: "doctors. were
taught in-charity hospitals like
Bellevue. Now, more and more
are taught in private hosptials,
which have affiliated with med-
ical schools to share costly hu-
man and physical resources,

This means that as more pri-
vate patients benefit from the
expertise of medical school pro-
fessors, more private patients
have become teaching cases. -

The Bill of Rights ensures
that the patient is made aware
of - this fact. It also reinforces
the need for “informed -con-
sent” from a patient for whom
his doctors recommend an ex-
perimental treatment. Last dec-
ade, when medical school facul-
ty. promotions were heavily in-
fluenced by research accom-
plishments, some critics
charged that professors had a

reater desire to treat a patient
or pursposes of writing a re-
search paper rather than for
the patient’s needs.

" But the Bil] of Rights will
also have an impact on physi-

cians -practicing in community

hospitals.. Doctors, too busy to
communicate -at length -with a
patient, have been known to
retreat behind a smokescreen
of -scientific términology.

The Bill of Rights specifies
that doctors must explain a pa-
tient's. medical condition in
terms the individual can be
reasonably expected to under-
stand. . The Bill of Rights en-
titles' the patient to a concise,
precise summary of the infor-
mation collected in his chart
and to have access to his rec-
ords when necessary.

It emphasizes the need to
preserve confidentjality of a
patient's medical record, a
problem of growing concern
among doctors and patients, As
more aides, clerks and non-
physicians have access to hos-
pital records, more opportunity
exists for breaches in confi-
dence.

_As Dr. William A, Nolen, who

Minn., pointed out in his book,
“A Surgeon’s World,” gossip
about a patient's case history
can come from nurses, hospital

. |staff and doctor’s wives.

Doctors have long discussed
among themselves such critical
questions as how much should
be done to prolong a patient's
life.. Now, physicians like Dr.
Robert H, Williams of the Uni-~
versity of Washington in
Seattle, are sharing such dis-
cussions with the public as a
means of helping . the laymen
prepara for death.

Dr. Williams has had an un-
usual perspective on the sub-
ject of death because he was
resuscitated after a heart at-
tack more times than his doc-
tors could count. Dr. Williams'
book, “To Live and to Die:
When, Why, and How”, which
goes far beyond his own .ex-
perience, is scheduled to be
published by Springer-Verlag,

practices surgery in Litchfield,

of New York, this spring.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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FAMILY HEALTH Geraid M. Knox

During a school health examination, a
heart murmur is detected in a seven-year-
old boy and reported to his mother. When
she asks the family doctor about it, he
merely waves aside her concern and puts
her off by saying, “Don’t worry about it.”

A young man consults a neurologist
about recurring headaches. After examin-
ing him, the physician states that he has
found nothing wrong and sends him on his
way. No suggestions are offered as to how
to obtain relief or pursue the matter.

A family paying 328 a month for health
insurance finds that their son’s appendecto-
my leaves them obligated for $300 over the
amount covered by their policy, just for
hospitalization. For a while, they refrain
from seeking any medical care at all, even
when it is clearly needed, rather than add
to the debt.

In these three cases, disappointment and
trustration were encountered in connec-
tion with health care. And these examples
are but a small sampling of the endiess
ways in which efforts to secure the best
health protection can be stymied. Among
the many roadblocks are long waits for
emergency treatment, impersonal doctor-
patient relationships, soaring medical
costs, and language barriers. Where does
the fault lie? In the trend toward special-
ization? Some say so. In runaway tech-
nology? Probably, to a degree. In the
shortage of doctors? Of course. In Ameri-
can mobility? That, too. But the real ques-
tion is, can the patient do anything about
it? The answer, in a word, is yes.

As the circle of interest in consumer
4ffairs grows wider, it has come to include
the practices and problems of medical
care. In the light of what is being learned,
the totems of old are beginning to topple.
The patient, who is no less a consumec
than when he pays for any other service,
is being released from his role as the silent
nonparticipant in his own health care, and
given a voice. What's more, he’s being
encouraged to use it as a means of exercis-
ing his rights. What do “rights™ have to do
with medical care? A great deal. They are
the lever by which a patient can maintain
his fair share of control over what’s hap-
pening to him.

What are
your rights
as a patient?

Here’s a rundown on your rights as a
patient, and some of the ways they can
work to your advantage:

You can be selective

It is perfectly permissible to check out the
background and training of a member of
the medical profession. The inquiry,
which can be a direct one, is not likely to
offend the doctor who recognizes your
right to quality care. Most doctors will, in
fact, readily supply you with pertinent in-
formation about themseclves on request,
and without rancor. |

Another way to make sure that a doctor
is qualified to treat you is to contact your
local or county medical society, or your
neighborhood or community hospital, for
information. While they will not recom-
mend one physician over another, they will
give you the names and qualifications of
as many accredited physicans in your area
as you might care to have. And if you think
you need to see a specialist—a gynecolo-
gist or an orthopedist, for example—bear
in mind that general practitioners have
usually made enough contacts in the com-
munity to help you select one who is con-
scientious and competent, as well as quali-
fied. Doctors do not, as is sometimes ru-
mored, profit from referrals; not, anyway,
if their license to practice medicine means
anything to them.

Bear in mind, too, that well-directed
inquiries can protect you from failing into
the hands of quacks who, despite the law,
still manage to exploit the health needs of
unsuspecting victims. Generally, it’s a good
idea to be wary of any practitioner who
guarantees an instant cure for serious or
chronic ailments, uses one method of treat-
ment for all disorders, produces written
testimonials from patients as proof of his
medical capabilities, or rails against the in-
justices inflicted upon him by the medical
profession.

You can chango doctors :

Staying with the same doctor has obvmus :

advantages. He's formed a medical picture
of you in his mind, and he’s recorded your
past ilinesses, your heaith problems and as-
sets, and the results of tests you may have
taken. If you've been seeing him for any
length of time, he’s also had the oppor-
tunity to get to know you as a person, as
well as a patient. All of this can prove to be
valuable when you come to him for medx-
-cal advice.

At the same time, the mere fact that a
doctor has your medical history in his
files shouldn’t bind you to him if you're not
completely satisfied under his care. Neither
should embarrassment or a misplaced
sense of loyalty. Unless you value your
doctor’s judgment and trust him enough

to follow through on his recommendations, -
?ou’re doing yourself, and probably him .~

7as well, an injustice. Records can easily be
transferred and no one, least of all the
medical profession, would dispute your
right to seek out a doctor in whom you
can have full confidence.

You don’t have to settle for a singl.e
opinion

Accordmg to the dictates of medical eth<

ics, you're well within your rights when
you set out to corroborate the findings of
any doctor. Most doctors would not, of
course, hesitate to call a consultant or
send you to a specialist if they have any un-
certainties about your condition. Even if
the doctor seems to harbor no doubts, but
you do, there’s reason enough to obtain
a second opinion. You can ask that a con~
sultant be brought in on your case, or take
the initiative yourself.

A second opinion can be particularly
helpful when it comes to the advisability
of surgery, which is sometimes debatable.
One doctor might, for example, believe in
routinely removing tonsils and adenoids,
while another suggests the operation only
if they are clearly causing a health problem.
The necessity for other commonly per-
formed operations, such as hysterectomies
and hemorrhoidectomies may likewise be
continued
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Patient’s
rights?

open to question.

There is, in addition, always
the element of risk and the dan-
ger of complications to consider
when contemplating surgery. Ex-
plore all alternatives before
agreeing to an operation. Here
two medical opinions—oprefer-
ably your family physician’s and
a surgeon’s—are better to work
with than one. And a third opin-

- ijon, obtained independently of

the other two, can't hurt either.

You're o a
amount of time and attention

A “good doctor-patient relation-
ship™ is a phrase that is bandied
about freely today, but it means
different things to different peo-
ple. While one patient wants his
doctor to be a confidant, another
‘wants his to stick strictly to medi-
cal matters. Others might seek
solicitude, cautiousness, a “gen-
tle touch,” or a sense of humor in
a doctor.

Whatever you, personally,
may expect from your doctor
when you go to him with a heaith
problem, you have a right to.ex-
pect that he has set aside the
time, and summoned up the inter-
est, to: (1) give you a chance to
talk about the problem, (2) ex-
amine you, (3) record the de-
tails, (4) discuss it with you, (5)
suggest what steps you can take
to solve it, and (6) answer any
questions you may have. More-
over, you have a right to his un-
divided attention (except, of
course, for unavoidable interrup-
tions like emergency calls) during
the time allotted to you.

And you have every right to
expect the following as weil:
Privacy—You should be able to
talk frapkly with your doctor
without fear of being overheard.
Your remarks or revelations
should be held in the strictest
confidence. Your health records

are privileged information and-

should not, unless you give your
permission, be made available to
anyone who is not directly in-
volved in your care.

Continuity of care—A compe-
tent backup doctor should be
standing by to answer your calls,
take over your care, or respond
to any emergency that may come
up when your own doctor is un-
available. Your doctor should be
prepared to explain how and
where you can get such services
as rehabilitative treatment, out-
patient care, and hospital care at
home if you need them. It is also
a doctor’s responsibility to ar-
range for hospitalizing you or
transferring you from one hos

arises.

The preservation of Perigny
dignity-—The manner in Whig
you are cared for should i,
way be affected by your |,
creed, cultural backgrmmiq'
social standing. Neither
your financial situation o
source of your payment have iy
bearing on the respectful‘m-:
considerate care that is every B
tient’s due.

" Fuil information is yours for
the asking
“What -the patient doesn’t know
can’t hurt him,” may have
a byword in the medical prof
sion at one time, but ng |,
longer. The tendency today is ¢y
doctors to come out from behiy,
the smoke screen of techuq
terms and Jevel with the patier
That means, in effect, that vy
not only have the right 1o 3y
questions, you have the right y
expect ul answers and .
planations yoirgan undersus:
You have the rifixin othe
words, to know as much—,
for that matter, as little—as
want to about your condinwe
care, or treatment, including s
doctor's diagnosis, the purpoe
and results of tests, and tx
name and possible side effects o
medications he may prescribe.
According to some recent ps-
chological studies, surgical p»
tients in particular suffer mud
needless anxiety when they xx
kept in the dark. While if's tx
that anyone who faces surgerya
bound to be somewhat appe
hensive, it’s equally true that lac
of the unknown only intensif
such feelings. A surgeon can. =
a matter of minutes, provide tx
reassurance that comes w&
knowing, in advance, ¥
what will happen during 2
medical procedure related ¥
surgery. That brief explanstoe
can help a patient immens
ably, and should not be regarde
as “taking up too much of &
- doctor’s time.”

You an refuse ireatment

You have the final sayso &
can, whatever your reasot T
fuse to go along with any add
forms of proposed medical 3%
An exception to the ruk *
course, would be if your ™™*
endangers the life of 2 mtff':
a person who is incapab¥
speakiag for himself. or ©¥%
dizes the health of the n’f’:
nity. Other than that. 3 0%
can do no more than ful>
role as an advisor CO“-‘:":
your health; whether er ™ __
act on his counsel is Y0 °
sonal decision. .o
Needless to say, the 4o
refuse treatment is
continued
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rights?

should be made arbitrarily and
without due consideration. The
doctrine of “informed consent”
by which the medical profes-
sion abides takes into account
your right to be advised of the
possible consequences of your re-
fusal. It also confers on you, by
its very wording, the right to
know the disadvantages as well
as the benefits of your treatment.
Once you've seen all sides of the
issue, you'll be in a better posi-
tion to decide whether to accept

TER]

w

or reject treatment.

A natural extension of the
right to refuse treatment is the
question of the terminaliy ill pa-
tient. Does he have the right to
choose death in. preference to

: artificial or mechanical aids that
can keep him alive, but cannot
improve his condition or lead to
his recovery? Several courts
have ruled that he does have the

b right, but the privilege of choice
is his alone. i

You're not cbliged to participate
in expetiments

Admittedly, new drugs and new
surgical procedures must be tried
out on someone before they gain
acceptance as conventional meth-
ods of treatment. But if you hap-
pen to be that “someone,” you
certainly have a right to know it.
‘What's even more important, you
have a right to know if you are
being exposed to any danger.
a patient, your needs and saf:
are of primary importance; ;8 a
subject in a scientific study=,
could, conceivably, take =
Pplace to scientific knowled fe.

You may, of course, be will-
ing-—either for the sake of your
own health, or for medical ad-
vancement—to take part in a re-
search study or submit to experi-
mental treatment. But even then
Yyou would be well-advised to
[stthhold your consent at least un-
til you have gathered all the rele-
vant facts and satisfied yourself
that the prospective gains actual-
ly outweigh the possible risks.

Medical cosis must be disciosed
to you

Discussion of medical fees has
traditionally been a delicate sub-
ject. Doctors have avoided bring-
ing it up for fear it might make
them sound mercenary, and pa-
tients usually don’t mention it
perhaps in the belief that they

would be creating the impression
that money is more important to
them than their health. To bridge
the communications gap, the
*President’s Price Commission
thas asked that signs indicating

played in doctors’ offices. But
sign or no, you have a right, and
the need, to know just what, your
medical care will cost. You can
find out simply by asking.

Fees for medical care do not,

of course, always coiancide with
medical insurance coverage. That
makes it imperative to familiac-
ize yourself with the exclusions
and limits of your policy. If the
terms are not spelled out clearly,

illingness to discuss fees be dis-

or if they are presented in incom-
prehensible language, request
clarification. The insurance com~
pany that refuses to comply is
suspect. You have the right to
know what you're paying for, the

‘right to collect all that is com- -

ing to you.

You can apply your rights to hos-
pital care

A hospital's first responsibility is

—and always has been—to its
patients. The trend today is to
reassure the patient of that fact
by affirming, in writing, his rights
while under hospital care. Ac-
cording to the determinations of

the American Hospital Associa-
tion—which urges its member
hospitals to relay the information
—a hospital patiznt has rights
that include those already out-
lined and the following as well:
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o The right to ask for an expla-
nation of the consent form he is
- given to sign when he’s admitted

* The right 1o refuse to agree to
a section, or sections, of the stan-
dard consent form and still re-
ceive the best possible care the
hospital can offer under the cir-
cumstances &

o The right to be informed of
any special rules regarding dict,
visitors, telephone cails, and the
like, that apply 1o him

o The right to know the names
of the persons in whose charge
he has been placed

o The right to refuse to be ob-
served for purposes other than
his care and treatment
omﬁght to inquire into any
aspect of the hospital’s admin-
istration or affiliations

o The right to examine his bill
and request an accounting

e The right to emergency care
without reservation

o The right to leave the hospital
without his doctor’s permission,
| as long as he or she absolves the
- hospital staff of responsibility
and is not carrying a communi-
| cable disease .

. ® The right to be informed of the
reason if he is to be transferred
to another facility, and to expect
that the hospital will assume the

necessary arrangements

® The right to adequate and clear
instructions in self-care and
health maintenance after his dis-
charge from the hospital

» The right to complain if he is
|| dissatisfied with the care he re-
ceives.

Some hospitals are taking the
patients’ rights concept a step
further by inviting their patients
to fill out a questionnaire where
they can evaluate the care they
received during their stay and
offer suggestions for improve-
ment.

Finally, volunteers known as
patient representatives, or om-
budsmen, have appeared on the
scene in some 400 hospitals
across the country. In general, a
patient representative acts as a
liaison between the patient and
the staff, thereby cutting red tape
and facilitating the solution of
problems. Specificaily. he may be
called upon to perform a variety
of duties such as conveying a
complaint about food service, in-
terpreting for a non-English-
speaking patient, and keeping
concerned relatives posted. Over-
all, he helps humanize hospital
care. And always his main objec-
tive is to see to it that patients’
rights are observed. &

(Written in cooperation with
Lilian Rothman, a noted medical
writer.)
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JOHN H. CARR, M.D., M.P.H., F.A.A.P.
STATE HEALTH OFFICER

EAH1Br7 L

NEVADA STATE DIVISION OF HEALTH

April 13,

BUREAU OF HEALTH FACILITIES
CAPITOL COMPLEX
505 EAsT KING STREET

CARSON CITY, NEVADA 89710
(702) 888-4478

1977

MEMORANDUM

TO:

FROM:

SUBJECT:

Assembly Judiciary Committee

William L. Thomason, D.D.S.
Administrator, Bureau of Health cilities

Assembly Bill 559

The Bureau of Health Facilities in order to carry out
its responsibilities under Nevada Revised Statutes,
Chapter 449, and certification of Medicare/Medicaid
facilities in the State suggest the following amendment
to this bill.

WLT/cif

Sections 1 (e) and 2 (h) add to end of
sentence:

unless an affirmative duty is imposed by
other provisions of law to submit any
report from such records to Health
Division or any local health authority.
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ALEXANDRIA N. METSCHER T TTT——  ANDREW M. EASON
COUNTY CLERK M
AND EX-OFFICIO CLERK OF ROBERT H. CORNELL
THE BOARD RO BDUD
‘ Board of Coumty Commissioners Donald J. Barnett

Nye @ounty

STATE OF NEVADA

PHONE 482.3330 P. O. Box 1031
TONOPAH, 89049

April 5, 1977

Honorable Robert R. Barengo

Chairman, Assembly Judiciary Committee
Assembly Chamber

Legislative Building

Carson City, Nevada 89710

Re: A.C.R. 28
Dear Mr. Barengo:

During the many years of the existence of the Max C.
Fleischmann Foundation of Nevada, Nye County has been the
recipient of many grants which have enabled its residents to
enjoy facilities and services which, without this financial
assistance, would have been outside the realm of our financial
ability. Like all Nevadans, we are aware of the tremendous
favorable impact that similar grants have had on every com-
munity in this State, all of which have helped perpetuate the
memory of this great benefactor. The trustees of this founda-
tion have served commendably, and, in addition to protecting
the trust assets and making sound investments, have been espe-
cially cognizant of the problems unique to the rural areas of
Nevada.

The Board of County Commissioners of Nye County
strongly urges the unanimous approval of A.C.R. 28, If the
fine work of the Fleischmann Foundation may be perpetuated in
any lawful means, it is our opinion that every effort should
be made to accomplish that end.

Very truly yours,
BOARD OF NYE COUNTY COMMISSIONERS

é//;éf//7é%/f:i§;<24&h

rew M, , Chairman

By: {IA{LLAA 44>umeZAZ
, Member

AME/rk i6d4e6



Honorable Robert R. Barengo April 5, 1977
Page Two

cc: Honorable Melvin D. Close, Jr.
Chairman, Senate Judiciary Committee
Senate Chamber
Legislative Building
Carson City, Nevada 89710

Honorable Mike O'Callaghan
Governor of Nevada
Executive Chamber
Carson City, Nevada 89701

Max C. Fleischmann Foundation of Nevada
One East Liberty Street
Reno, Nevada 89501
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Date:

Initial:
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Proposed by ommistas on Fodd oo

Bill / Joint:Resolution No.

AN
———deiee

Initial:

977 Amendment N ?
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be dapozited with the stake

1. . £ - = 3 B
ghts comndasion gift fund whiak is hereby

{

3, deleta “employ.” and insect "emplov.]”

lings 34 through 33 and insert:
LD eml A1 DT To Yournal
ot Drafted by Date_ “71er?F | i

1648
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Amendment No. $072to_Assenbly Bill No. 247 (BDR_ 15130 ) Page 2 __

"hen a complaint is filed, the commission mav hold an informal meeting

to attenpt a settienent of the disnute. Vo further action may e takan

if the parties agree to a settlement.

2. TIf an agreement is not reached, the commission shall conduct an

oo

nvestigation into the alleged unlawful practica. After the investigation,

3
w
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Yok
by
oF
D
)j ol
t‘\‘
o
b
o
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ol
o
ﬂ
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[}
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Q
w3
(o}
4
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practice has occurred, he shall attemnt to

tha parties., The party acgainst whom a complaint was filed mav agree to

ceas2 the unlawful practice. If an agreement is reac

) action may be taken by the complainant cr by the commission.
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0]
oo}
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through 4% and insert

L9

"(2) Pay to the aggrieved person any actual danages suffeced

pacause of the practice.”

Zamend section 2, page 3, delete linas 12 and 13 and insert:

"mant orvdered, the court shall award the ag@rievesd partyv actual d:

i
ot
1
N
”)

anend section 4, pags 3, line 29, after "chapter.” insert:

A1) woney so vereived shall be dengsited ~with the siate troasurecr for

credit to the Wevada ogual rights commission gift fuand which

created,?

Amend section 3, page 3, line 32, before Cqu‘ailtS ingert *1.0

imand section 5, page 3, bLetween lines 306 and 37 inzsert:

"2. The complaint shall specifv the alleged unlawful practice and

ASForm 1b (Amendment Blank) ' ) (3)CFB



con e

Amendment No.__807%0__ nacentts:  Bill No._ 247 (BDR__18-1133 ) Page_3

shall e sigrnad under oath by the complainant.
3. Tha commission shall send to the partv against whomn an uniawiul

discrininatoxry nractices is allegod:

{a) 2 copy of the complaint;

{} »~n explanation of the rights which are available to Bhizm; and

{c} A coov of the commission's procedures.”

Amen ec n 5, page 3, line 41, delete "prior tn" and 1n>ﬂr:;
"after the oprelininary meeting and oefore”

amend section 12, page 5, delete line 34 and insert:

"damages [and ; ”nlt*"e damagas], togather with court costs and a ason-
Amend section 13, pags 6, line 17, delete "1 vear” and insert "0 months”.
Amend section 146, page §, delete line 34 and insert:

" [thel actual damages, [and for the additional swa of $254,] to ha?

amend the bill as a whole by adding a new section, designatad section 20,

folliowing ssction 1Y, to read as follows:

Yoo, 20, Sactions Y and 2 of this act shzall bhecome effechive abt 12:01

“@,m. on July 1, 1877.°

To Journal
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