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NURSE SHORTAGES

FRIDAY, GCTOBER 30, 1987

U.S. SENATE,
SuscoMMITTEE oN HEALTH, CoMMITTEE ON FINANCE,
Washington, DC.

The Subcommittee met, pursuant to notice, at 10:00 a.m. in
Room SD-215, Dirksen Senate Office Building, Hon. George J.
Mitchell, chairman, presiding.

Present: Senators Mitchell, Rockefeller, Chafee and Durenberger.

The prepared statements submitted by Senators appear in the
appendix.]

[The press release announcing the hearing follows:]

{Press release No H-66, October 16, 1987]

FinaNce SuBcoMMITTEE ON HEALTH TO HoLD HEARING ON NURSE SHORTAGES

Washington, DC.—Senator George Mitchell (D, Mawne), Ckh~irman of the Senate
Finance Subcommttee on Health, announced today that the subcommittee will hold
a hearing to examine the current nursing shortage c1sis which is adversely affect-
ing the health care of all Americans, but in particular the elderly who consume a
disproportionate share of health care services

The hearing is scheduled for Frilay, October 30, 1557 at 10 am 1n Room SD-215
of the Dirksen Senate Office Building

“The hearing is intended to .olicit views and recommendatiors from interested
groupe on ways tc address thig crisis, including possible changes in the medicare
teaching adjustment to hospitals,” Mitchell said.

OPENING STATEMENT OF HON. GEORGE J. MITCHELL, U.S.
SENATOR FROM MAINE, CHAIRMAN, SUBCOMMITTEE ON HEALTH

Senator MitcHELL. Good morning, ladies and gentlemen. The
hearing will come to order.

We are here today to examine the shortage of nurses in our na-
tion’s hospitals, nursing homes, and home care agencies. We will
examine the causes of the shortage and look for possible solutions
to this problem, which affects the health care of all Americans but
in particular the elderly, who most rely upon health care.

Since the days of Florence Nightingale when women had few
career options outside of marriage, nursing has been considered an
honorable and leading pLrofession for women. But women’s lives
and options have charged dramatically since the nineteenth centu-
ry. According to a recent survey by the Higher Education Research
Institute at the University of California at Los Angeles, for the
first time in our nation’s history there are more freshman women
in four-year institutions aiming for careers as doctors than as
nurses. While this is a testament to increased opportunity and
equality for women in our society, it has had a negative effect upon
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the need to continue to provide an adequate supply of nurses in the
nation’s hospitals, nursing homes, and other health care facilities.

our population ages, the need for nursing care increases, espe-
cially the need for nurses with specialized training and competency
in geriatrics and rehabilitation.

Unfortunately, the supply of nurses and enrollment in schools of
nursing is declining. According to the latest federal projections, by
1990 demand for baccalaureate prepared registered nurses wijl
exceed the supply by about 390,000. By the year 2000, the gap is
expected to grow to more than one million.

In recent months we have heard of a shortage of nurses here in
the District of Columbia which created a serious problem for one of
the local hospitals. This problem is widespread and affects institu-
tions across the country in both urban and rural areas. The Maine
Medical Center, the largest and most comprehensive hospital in my
State, with an occupancy rate of over 95 percent, has been forced to
eliminate the use of 10 geds because they cannot find the nurses to
staff them.

The reasons for the current situation are complex; the solutions
will, therefore, not be simple or easy. We must examihe the causes
of the problem and work together to develop reasonable solutions
to the problein.

Earlier this year I joined with Senator Kennedy and others in
sponsoring legislation intended to establish programs to reduce the
shortage of professional nurses. That bill, The Nursing Shortage
Reduction Act of 1987, passed the Senate on August 5th and is
awaiting action in the House. I am hopeful that it will be enacted
into law before the end of this year.

On October 7th 1 introduced the Nursing Manpower Shortag:
Act, which would provide payment for direct graduale medical
costs related to nurse clinical training through the Medicare Pro-
gram.

These bills attempt to address the nursing shortage, each in a
different way. Senator Kennedy’s bill is intended to address the
registered nurse staff nurse shortage, while mine is intended to
provide a career track for the graduate level nurse.

One of the reasons often cited for nurses leaving the profession is
the lack of career advancement after the first few years. While the
entry-level registerea nurse makes a reasonable salary, within five
to seven years she has frequently peaked in terms of income and
responsibility. My bill would create incentives for nurses to go on
beyond the baccalaureate level to pursue careers as nurse practi-
tioners, nurse midwives, and masters and doctoral level nurses.

I look forward to working with all interested parties and groups
in reviewing and improving the provisions of the Nursing Manpow-
er Shortage Act. I hope this hearing will be the beginning of a con-
structive dialogue between the health care community and Con-
gress in finding workable solutions to the nursing shortage prob-
lem which threatens thc health care of all Americans,

We have a distinguished series of witnesses today, consisting of
three panels. The first panel includes—and I ask them to come for-
ward as I call their names—Barbara Curtis, a Registered Nurse,
member of the Board of Directors of the American Nurses Associa-
tion; Jan Towers, Ph.D., Past President and Legislative Chairman
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of the American Academy of Nurse Practitioners; and Christine
Zambricki, Director of Nurse Anesthesiology at Mount Carmel Hos-
pital, of Detroit, testifying on behalf of the American Association of
Nurse Anesthetists.

Good morning and welcome. We look forward to your testimony.
For those of you not familiar with the rules of the Committee, let
me state them for the benefit of these and subsequent witnesses.
Your written testimony will be placed in its entirety in the record
for review by members of the committee. In order to permit all wit-
nesses to have an opportunity to testify and to give ample opportu-
nity to questions from members of the subcommittee, we ask that
you limit your oral remarks to five minutes, that you use that to
hit what you believe are the highlights of your statement. To assist
you, we have a panel of lights here. They mean the same thing as
traffic lights: the green light means keep going, the orange light
means your time is coming to a halt, and the red light means stop.

We look forward to hearing from you, and we will begin with the
witnesses in the order they are listed. Mis. Curtis. welcome.

STATEMENT OF BARBARA CURTIS, RN, MEMBER, BOARD OF DI-
RECTORS, AMERICAN NURSES’ ASSOCIATION, INC., CHICAGO,
IL, ACCOMPANIED BY THOMAS P. NICKELS, DIRECTOR, CON-
GRESSIONAL AND AGENCY RELATIONS, AMERICAN NURSES'
ASSOCIATION, INC.

Ms. CurTtis. Thank you.

Good morning, Mr. Chairman. I am Barbara Tolman Curtis, a
meinber of the Board of Directors of the American Nurses’ Associa-
tion. I am pleased to appear today on behalf of our 188,000 me.. .-
bers to discuss, cbviously, an issue of overriding concern, that of
the nursing shortage. Accompanying me today is Tom Nickels,
ANA'’s Director of Congressional Relations.

As the largest organization of registered nurses in this country,
we appreciate the attention that this committee bas given to the
subject of the nursing shortage.

The publicity surrounding the nursing shortage has been over-
whelming because communities across the country are reporting an
ever-increasing shortage of nurses, and the ¢ utlook, unfortunately,
for the future 1s very bleak.

For example, a December 1986 study conducted by the American
Hospital Association revealed that 13.6 percent of hospitals’ regis-
tered nurse population jobs were vacant in 1986. This compared to
only 6.3 percent in 1985. Two-thirds of the hospitals reported that
they actually need more than 60 days to fill a vacancy.

The nursing shortage stems from a variety of factors, including
modest financial rewards compared with nurses’ responsibilities,
limited authority for the clinical practice of nursing, and little in-
volvement in management decisionmaking.

While there are numerous reasons for the nursing shortage, two
major causes really seem to be at the root of the problem, and
those two are salary and working conditions.

With respect to salary, it is not the starting salary, as Senator
Mitchell mentioned, in Kospitals that causes the problem. Salaries
are actually not commensurate with experience and responsibility;
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so that a nurse, when they have 10 years of experience, will not see

his or her salary increase or reach much beyond the $30,000 level.

Compared with the income received by other health care profes-
sionals, nurses are seriously underpaid and undervalued as employ-
ees. Salaries for nurses must be commensurate with their level of
responsibility, education, experience, as well as performance. With-
out such recognition, the nursing crisis wil! continue and be exac-
erbated.

Regrettably, there is little that the Federal Government can ac-
tually do directly about nursing salaries. The Prospective Payment
System, in which hospitals are paid a lump sum for care, doesn’t
lend itself to changes that would increase pay to employees. How-
ever, Congress should begin to put pressure on hospital administra-
tors to raise those salaries. Hospitals and other institutions must
realize that a major solution to the shortage problem is to pay a
more realistic salary to their nurse employees.

The second major cause of the nursing shortage involves the en-
vironment in which nurses work. Working conditions are really
quite difficult, with nurses often being treated poorly. Nursing
should be involved in policy development and decisionmaking
throughout the organization, and that rarely occurs at present.

Studies have shown that effective nursing practices are found
where conditions of employment foster professional growth and de-
velopment. Again, the solution to enhancing the work environment
for nurses does not lie entirely with the Federal Government. We
ask that perhaps the committee could send a clear message to the
hospital and nursing home industries that such a change is essen-
tial and that failure to enhance salaries and working conditions
may need to be met by congressional action, such as the promise of
increased regulation.

While we have focused on hospitals, it is important to note that
the situation is far different in nursing homes. Salaries are actual-
ly 15 to 25 percent below those in hospitals, and working conditions
are more difficult even.

The nursing home industry has really refused to provide ade-
quate compensation for their employees and has fought against
minimum staffing requirements. In our view, the shortage in nurs-
ing homes can be lessened by mandating increased nurse staffing.
Only when forced by the Federal Government will nursing homes
hire adequate staff. Such a requirement will force the industry to
pay a competitive wage in order to attract the required personnel.

Therefore, we commend the Chairman for his efforts to increase
RN staffing in nursing homes through the inclusion and reconcilia-
tion of his legislation S. 1108. However, we ask that in conference
the committee might accept the House Ene: gy and Commerce Com-
mittee provision, which requires an RN for 16 hours per day in fa-
cilities of 90 beds or more, and eight hours in facilities of 90 beds or
less.

We would also like to commend the Chairman for his introduc-
tion of S. 1765. We are particularly pleased with the establishment
of a demonstration authority for community nursing organizations.
By allowing nurses t: establish these organizations and receive
payment for their services, which they do not receive under cur-
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rent law, we believe the number of nurses willing to remain in the
profession will greatly increase.

Sectior: three of the bill will allow nurse practitioners and clini-
cal nurse specialists to certify and rccertify patients in nursing
homes. As geriatrics is a major area of the shortage, this provision
would make far more attractive the nursing practice in nursing
homes. Allowing nurses to certify the need for care, and paying
them for that service, will provide nurses with another attractive
career option.

Section one of S. 1765 envisions the expansion of graduate medi-
cal education pass-through.

We appreciate the opportunity to discuss these issues and hope
that this hearing will help focus the continued need and concern
and attention on the issuc.

Thank you very much.

[The prepared statement of Ms. Curtis appears in the appendix.]

Senator MitcHELL. Thank you, Ms. Curtis.

Dr. Towers, welcome. We look forward to hearing from you.

STATEMENT OF JAN TOWERS, PH.D., CRNP, PAST PRESIDENT AND
LEGISLATIVE CHAIRMAN, AMERICAN ACADEMY OF NURSE
PRACTITIONERS, GRANTHAM, PA

Dr. Towkrs. In addition to the information on the witness list, I
am a practicing Nurse Practitioner. I serve in a rural underserved
population. I serve as a clinician in the Adams County Migrant
Health Program in Central Pennsylvania.

I am here to.lay to express the concerns of the American Acade-
my of Nurse Practitioners regarding the current nursing shortage
in our country. At a time when a diversity of service-oriented occu-
pations are available to young people graduating from our secc1d-
ary schools, the need to make the profession of nursing an attrac-
tive and desirable occupational choice is extremely important.

This situation becomes particularly acute when one considers
also the increased need for nurses to prov.de services for patients
in the increasingly diversified health care systems in our country.

A particular problem arises in areas of health care requiring the
utilization of nurse: in advanced practice, for which the shortages
of nurses in our communities comes a reduction in the potential
pool for nurses entering programs to prepare them for advanced
practice. The arrival of this shortage, when the demand for special-
1sts such as Nurse Practitioners is increasing significantly across
the nation, makes the situation particularly acute. The need for at-
tention to the alleviation of the nursing shortage through the sup-
port of innovative nursing education and nursing service activities
is now, when consumers evpect more and better care for their
health care dollars.

Unfortunately, this shortage will have its major impact in the
provision of care to the underserved populations in our country.
Yet, it is in the economy’s best interest for Congress to attune itself
to methods for providing quality cost effective care for these
people. One of these methods is to assure the preparation and re-
muneration of cost effective providers of health care for these pop-
ulations—nurses.
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For this reason, we would call your attention to the need for
funding, first to assure quality basic education for nurses, but also
to prepare nurses at the graduvate level to undertake nursing rcles
for which there is an increasing demand in all segments of the pop-
ulation, and particularly among women, children, and the elderly.

In a report from the Congressional Budget Office as early as
1979, a summarization of findings of numerous studies focusing on
Nurse Practitioners demonstrated that Nurse Practitioners have
performed safely and with high levels of patient satisfaction.
Nearly 10 years later, the December 1982 report of the Office of
Technoiogy Assessments presents a similar report. In that report,
patients not only rated themselves highly satisfied with the care
they received from Nurse Practitioners but also gave particularly
higﬂ scores in the areas of personal interest exhibitedp to the pa-
tient, reduction of the professional mystique of health-care deliv-
ery, amount of information conveyed, and cost of care.

Some of the innovations initiated in the 100th Congress to pro-
vide funds for graduate nursing education are needed at this time
in order to recruit individuals to enter specialist roles in nursing.
Without such funding, many qualified candidates may be unable to
embark on careers in nursing or programs in advanced practice. In-
centives and assistance are needed.

Not only is legislation for funding educational and nursing serv-
ice programs needed, but additional legislation which will allow
nurses such as Nurse Practitioners to function more efficiently and
effectively must be passed.

We support bills such as Senate Bill 1765, which would provide
for Medicare reimbursement for Nurse Practitioners, contracting
with long-term care facilities to certify for Medicare eligibility, and
would provide for the establishment of nurse-managed community
health care centers. These provisions are badly needed.

The absence of legislation enabling Nurse Practitioners to re-
ceive payment for practice, particularly among the underserved pop-
ulations, serves as a potential deterrent to the N urse Practitioner’s
willingness to stay in these settings. Such enabling legislation moti-
vates and enables a nurse to enter a field of health care which,
aside from these restraints, is rewarding and productive, especially
from the consumers’ point of view. The biggest reward a Nurse
Practitioner obtains comes when a serious illness is prevented in a
child, when a woman or man understands the mechanisms for pre-
venting Aids, or an elderly patient’s hypertension and diabetes is
managed in such a way that that individual is a comfortable and
productive member of the community.

The need for legislation to enable Nurse Practitioners to serve
this population, particularly in the areas of Medicare and Medic-
aid, is sorely needed and long overdue. Not having to overcome
these funding or reimbursement obstacles would go a long way
toward reducing consumer and Nurse Practitioner frustration. It
would, instead, facilitate ihe provision of documented quality of
health care through more efficient use of the skills of all Nurse
Practitioners, regardless of their specialties—Family, Adult, Pedi-
atric, Obstetric/Gynecologic, Geriatric.

In conclusion, we wouﬁ; ask that the Senate seriously consider
the need for additional funding for recruitment and preparation of

12
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nurses for basic and advanced practice roles, particularly among
undeserved populations. In addition, we would ask for serious con-
sideration of the need for legislation which enables all Nurse Prac
titioners to be reimbursed for the services they are providing, par-
ticularly Medicare and Medicaid.

[The prepared statement of Dr. Towers appears in the appendix.]

Senator MircHELL. Thank you very much, Dr. Towers.

Ms. Zambricki, welcome.

STATEMENT OF CHRISTINE ZAMBRICKI, CRNA, BSN, MS, DIREC-
"OR OF NURSE ANESTHESIOLOGY, MOUNT CARMEL HOSPITAL,
TESTIFYING ON BEHALF UF THE AMERICAN ASSOCIATION OF
NURSE ANESTHETISTS, DETROIT, MI

Ms. Zamsrickl. Thank you.

I am Christine Zambricki. I am a CRNA, or Certified Registered
Nurse Anesthetist from Michigan. I have a Bachelor of Science
degree in nursing, a Master of Science degree in snesthesia, and 1
am currently employed as the Administrative Director of Anesthe-
sia Services, Mercy Hospitals .d Health Services of Michigan. I
am also Program Director for a graduate program in nurse anes-
thesiology at Mercy College of Detroit; I have served as a member
of the Governors Task Force on Specialty Nursing for six years and
have been the chairman of that task force; and I am also a member
of the Michizan Board of Nursing.

I am presenting today on behalf of the American Association of
Nurse Anesthetists, which represents 23,000 CRNA’s throughout
our country.

As many of the members of your committee are aware, CRNA'’s
provide between 50 and 70 percent of the anesthesia services in
this country. Between 30 percent and 35 percent of all hospitals are
in rural settings, and it is in these settings that the CRNA'’s prac-
tice almost exclusively, providing anesthesia services.

CRNA'’s are also involved in providing anesthesia services 1n the
militarr, and in fact the fact that there are not sufficient numbers
of CRNA’s has been brought up by the House Armed Services Com-
mittee as a major concern regarding the Defense Depariment’s
military readiness.

In the past two years there has been a pronounced shortage of
CRNA’s and nurses, and I think that the other presenters have
adequately addressed the issue of the nursing shortage. So I would
like to spend a little time talking specifically about the current
ls)ho(;'tage of CRNA's and to make some suggestions as to what can

e done.

There are two main factors that contribute to the shortage of
CRNA'’s. One is uncertainty about hospital financing resulting
from the Prospective Pricing System, and decreased bed occupancy,
which has led some hospitals to decrease their health care expendi-
tures in the area of education.

Hospitals have traditionally underwritten the cost of nurse anes-
thesia educat’on from the early 1900’s until the present, and it is of
concern to hospital administrators that the future of hospital fi-
nancing for education may not be there.

13
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Another major influence which has resulted in either closures or
reduction in size of nurse anesthesia educational programs—and
this is an important one—has been the diversion of clinical educa-
tion resources previously devoted to the preparation of CRNA’s, to
the training of anesthesiolegists by chairmen of anesthesiology de-
fartments in sacademic healcth centers. This latter problem has
been detailed in our written testimony, and I will just name a few
of the many instances where this has occurred, including, in my
own State, the University of Michigan, Johns Hopkins, Duke Uni-
versity, Loma Linda, et cetera—we have listed about 20.

It is primarily the closure or reduction in :ize of nurse anesthe-
sia programs by hospitals concerned about the availability of edu-
cational pass-through funds, and by anesthesiologist chairmen in
diverting educational resources to the training of anesthesiologists,
that has been the principal cause of the acute shortage of CRNA's
that we are now experiencing.

In both 1985 and 1986, nurse anesthesia educational programs
graduated approximately 350 less nurse anesthetists per year than
were graduated in 1982. Even though more physicians are being
trained in the specialty, the number increase over 1972 was only
about 290 per year. Therefore, the increase in anesthesiologist has
not reduced the need for CRNA’s, since from all the evidence that
we have there is an increase in CRNA utilization throughout the
country.

I know, from my own personal experience, I receive daily re-
quests for information about our graduating class. In my communi-
ty I can name at least 60 open positions in the City of Detroit, and
there is a very intense recruitment effort being undertaken by hos-
pital administrators.

The important part of this testimony is what can this committee
and the Congress do to assist in correcting this shortage? There are
several suggestions that we have.

First of all, we are suggesting that funding be provided for start-
up costs involved in .pening a progra.n of nurse anesthesiology.
Adaitional funding should be pre-ided to support students and
permit some of that funding for faculty development.

Provide hospitz! assurance, somehow, that the money in gradu-
ate medical education passthrough is appropriately used for nurs-
ingtseducation, and specifically for nurse anesthesia educational
costs.

Amend Medicare legislation to deter hospitals receiving Medi-
care funds from precluding availability of clinical training re-
sources to nonphysicians based on their nonphysician status, where
both physician and nonphysician programs exist or are being devel-
0

Perform a review and assessment of the reasons why high school
graduates are not choosing nursing as a career.

And finally, since the Joint Commission on Accreditation of Hos-
pitals is mentioned in Medicare legislation, allowing its accredita-
tion to be utilized in lieu of Department of Health and Human
Services for proposing eligibility for Medicare funding, undertake
to authorize a program review of the Joint Commission. The review
should be aimed at determining whether Joint Commission struc-
ture and decisionmaking bodies adequately reflect the professions
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involved in hospital care and the public, and whether its standards
and accreditation process fosters a satisfactory interdisciplinary
and interdependent work environment in which the true value and
worth of all professions, including nursing, is taken into account,
considers cost, and mirrors valid and reliable quality indicators.

Nursing on numerous occasions has been unsuccessful in acquir-
ing representation on the Joint Commission’s Board of Directors.

We thank you for permitting us to offer both written and oral
testimony to this committee on this matter. We recognize the pres-
sures you are facing. I will try to answer any aneostions that you
may have.

Thank you
d.[’Iihe prepared statement of Ms. Zambricki appears in the appen-

ix.

Senator MitcHELL. Thank you, Ms. Zambricki.

I do have a question for each of you. Ms. Curtis, in your testimo-
ny you express support for the provision in the legislation now
before the House of Representatives which requires an RN for 16
hours a day in facilities of 90 beds or more, and eight hours in fa-
cilities of under 90 beds. As you may know, this provision is more
demanding than the requirement in my legislation, which requires
24-hour coverage by a licensed nurse, either an RN or an LPN.

In view of the serious shortage of registered nurses, do you be-
lieve the House proposal is realistic? Could most nursing homes
across the country comply with such a requirement in these times?

Ms. CurTis. Yes, that does pose somewhat of a dilemma. It seems
strange, I am sure, that we would be addressing that proposal at
this time when there is a sho.tage. But we do find it is so essential
that we have professional nurse oversight in that particular area
tnat we feel there would be nurses that would be able to fulfill that
need, that the population would be able to be addressed so long as
the salaries would be satisfactory.

But that is a very limited amount, still, of professional nurse
oversight in those areas, and we feel as though that could be ac-
complished sc long as salaries would be commensurate.

Senator MitcHELL. Wcll, of course that is true if there were no
counter limit on salaries. But since most of the nursing homes are
limited by reimbursement under existing federal programs for
many of their patients, and in view of the st.ingent budget circum-
stances here at the federal level and at the State level, do you
think it is realistic that they. in the face of the difficulty in gaining
reimbursement increases, are going to increase salaries to a point
sufficient to attract a large number of new nurses?

If the only problem were higher salaries, and supply and demand
existed freely in a free market, then really we woulin’t need this
hearing. But it isn’t a free market, and there are constraints on
the other end. So I wonder whether that would actually occur.

Ms. Curtis. Well, it is a quality-of-care issue that concerns us a
great deal. You know, I understand what vou are saying; I just
think the quality-of-care issues are of great concern to us.

Senator MitcHeLL. Well, it is to all of us, of course. What we are
trying to do is to arrive at the most reasonable balance in those
two conflicting objectives. I thank you for your comments.
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Dr. Towers, you made a point of saying that you serve in a rural
area: do you have any specific suggestions as to how to attract
nurse practitioners to serve in rural and medically-undeserved
areas? If you want to respond now, orally, fine; if you would like to
submit a further statement in writing on that specific point, we
would welcom~ that, as well.

Dr. Towers. I can do both.

Senator MiTCHELL. All right.

Dr. ToweRs. One of the things that we heve done recently is to
look into the rural and undeserved areas to see Jjust what we have
in terms of nurse practitioners. We know there is a shortsge, but
as we look around we also know that nurse practitioners prepared
at the graduate level are indeed functioning in undeserved areas
and seem to stay there.

Une of the things we were looking at was we were Jjust looking at
the States that are represented on this conimittee and obtaining
lists of nurse practitioners who are functioning in undeserved
areas, and every State had quite a number. So, I think getting
nurse practitioners to stay there is not so much the problem as get-
ting them prepared so they can be there. That is the thing that |
think many of these bills address, and we need to make sure that
the funding stays there s> that we can accomplish that.

Senator MrTcHELL. Thank you.

Ms. Zambricki, in your testimony you said there is a current
shortage of certified registered nurse anesthetists, which seems to
have been caused by a number of factors, including uncertainty
about hospital financing because of the Prospective Payment
System as well as declining bed occupaney.

You also said, and I quote you, “Chairmen of anesthesiology de-
partments and academic health centers have diverted clinical
teaching resources formerly devoted to nurse znesthetist training
to increase training opportunities by anesthesiologists.”

Do you know what the ratio is of anesthesiologists to certified
nurse anesthetists?

Ms. ZaMmsrickl. Are you talking about practicing anesthesiol-
ogists and practicing CRNA’s in the country?

Senator MITCHELL. Yes.

Ms. Zamsricki. There are about 20,000 of each. There are 23,000
CRNAs and there are about 19,000 anesthesiologists.

Senator MITcHELL. I see. Why do vou believe the shift of re-
sources is occurring?

Ms. Zamsrick1. Well, I believe it is somewhat political in nature.
The chairmen of the anesthesiology departments have control over
that resource, and it certainly is in their best interests to expand
their residency programs and therefore attain a more powerful po-
sition in the structure of the medical schools.

We have seen this happen throughout the country in various
States. And as I said, the fact that they do have control over that
clinical commodity, that is a very valuable thing when you are
talking about educational programs, training health care providers.

Senator MITcHELL. In other words, what you are saying is that
when there is a choice between anesthesiologists and nurse anes-
thetists, the person in the position to decide the allocation of re-
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sources is invariably an anesthesiologist and therefore decides in
favor of those members of his or her own group?

Ms. ZamBricki. That is right. There is a loyalty there, of course,
to the peers. We had that very example occur in Michigan. A Uni-
versity o Michigan program had been in operation for 60 years—a
CRNA program. Last year we had a number of hearings relative to
the closing of this program, which was initiated by the medical di-
rector of the medical school, the anesthesiology program in the
medical school. We had over 300 people provide testimony, and this
included hospital administrators, surgeons, other anesthesiol-
ogists—a wide community of interest for keeping the educational
program open for CRNA’s. And that was not sufficient to overcome
the political power that was present at the medical school. As a
result, that program was closed, after a 60-year history. And it had
a very good reputation—it was not a quality issue. And they ex-
panded the residency program. They are now looking for CRNA’s,
like everyone else, because of the shortage that exists in our State.

Senator MitcHLLL. As the number of women who are training to
become physicians increases, do you think what is happening is
that women who previously would have become nurse anesthetists,
or nurses, are going to become doctors or anesthesiologists instead?

Ms. Zamericki. Well, there is no question that there is 2 trickle-
down effect. The fact that less women are going into nursing will
impact our numbers.

You may not be aware of it, but 46 percent of CRNA’s are men.
So, it is a little bit different than nursing in general.

Senator MITCHELL. I am aware of it. I have met with them from
my State, and there are usually more men than women who come
in for the meetings, with me, anyway.

Ms. Zamerickl. May I just say one more thing that I did not put
in my testimony?

Senator MITCHELL. Sure.

Ms. ZamBrick. I would suggest that some consideration be given
to diverting some of the funding of physician eaucation to nursing
programs and nurse anesthesia educational programs, given the
shortage of one type of provider and the so-called “glut” of ~nother
type of provider.

Senator MitcHELL. Have you looked at the legislation that I have
introduced in this area, S. 1765?

Ms. ZaMBRICKI. Yes.

Senator MitcHELL. Well, thank you all very much.

I am pleased that we have been joined now by Senator Duren-
berger, who rerved as Chairman of this subcommittee with great
distinction for six years and is responsible for much of the progress
ahatdhas heen made in legislation affecting health care in this

ecade.

I would now call on Senator Durenberger, if yo. have a state-
ment or questions for this panel.

OPENING STATEMENT OF HON. DAVID DURENBURGER. {'.S.
SENATOR FROM MINNESOTA

Senator DURENBERGER. Mr. Chairman, thank you. I do have a
brief statement.

j)'<
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I thank you for the opportunity for us to learn about the problem
of nursing shortages and to start a process of determining not only
the nature of the problem but some of the solutions.

I happen to think the solutions are not easy to arrive at. They
don’t all involve increased reimbursements; they really do involve
recognizing the role that nurses play today and will play tomorrow,
rather than what they have played in the past.

If there is one area in which needs change quickly, it is medicine,
and it is too easy to neglect the changes and capabilities as they
are required to match those needs.

The number of nurses educated in the schools of nursing has
grown dramatically in the past 30 years; but the fact is, our unmet
needs for nurses is still increasing rather than decreasing. The
problem, it seems to rae, is not due to any past failures to train or
to recruit nurses; rather, the current shortage reflects a greatly in-
creased demand more than t represents the declining supply .

There are several reasons for the higher demand:

Because of changes in medical practice, hospitalized patients are
sicker and require higher levels of professionaFcare than they have
in the past;

Compensation and work environment changes for nurses have
not kept pace with the changes in the medical delivery system, or
the nursing home system, or competition from other seemingly
more attractive employment in otler parts of the marketplace;

And finally, the specialized abilities of registered nurses are not
being utilized as they should be in this health care delivery system.

Under current management practices, these professionals with
increasingly sophisticated education, technical training, are re-
quired still to perform many non-clinical tasks. This inhibits their
ability to provide high-quality ccst-effective patient care. And in
the process, resources are wasted and nurses have low levels of job
satisfaction.

These facts are well documented, in particular in an excellent ar-
ticle by Dr. Linda Aiken and Conniee Mullenix entitled ‘“The
Nurse Shortage—Myth or Reality?” in the New England Journal of
Medicine, which, Mr. Chairman, I would like to submit for the
record, if it hasn't already been done.

[The article appears in the appendix.]

Senator DURENBERGER. To solve these problems, I believe a radi-
cally different approach is needed, one that recognizes the vastly
increased options that people, especially women, today have to
choose other careers. Nursing must compete with a variety, and a
growing variety, of other societal requirements.

The future will be better only if the levels of professionalism and
autonomy are high and the practice environment is challenging
and rewarding.

The world for women has changed, and I am proud to help accel-
erate that change by pushing hard for economic and other equity
for women in legislation since I first came to the Senate, beginning
with the Economic Equity Act, which today is S. 1309, The Econom-
ic Equity Act of 1987.

For these reasons, I have today introduced the Medicare Nursing
Practice and Patient Care Improvement Act of 1987, S. 1833. By
funding projects to demonstrate and evaluate innovative nursing
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practice models, this bill will encourage hospitals and nursing
homes to utilize registered nurses as patient care managers, in-
crease nurses’ roles in facility administration, develop career pro-
gression opportunities for nurses, and improve working conditions
to retain and attrzci the highest quality nursing staff.

My own Statz of Minnesota has had excellent experience in
using professional nurses as case maneag rs. Currently, all 87 coun-
ties in Minnesota are using RNs as case managers for Medicare
beneficiaries. These nurses are helping seniors and their families to
make informed decisions about their care, helping people stay out
of nursing homes, promoting independence, helping to ensure high-
quality cost-cffective health care for Minnesota’s senior citizens.

By translating this experience into the hospital and long-term-
care setting, we will improve job satisfaction and foster recruit-
ment and retention.

We in the Congress know from the past that quick fixes to nurs-
ing shortages have only served to create long-term problems. Our
challenge today, then, is to find solutions not for the present but
also for future generations.

Thank ycu.

Senator MiTcHELL. Thank you, Senator Durenberger.

Thank you very much for your participation.

The next panel consists of four persons: Charles Jenkins, Presi-
dent of the Union Memorial Hospital of Baltimore, and Margaret
L. McClure, Executive Director of Nursing at New York University
Medical Center and past President, the American Organizatior. of
Nurse Executives, who will be testifying on behalf of the American
Hospital Association; Margaret Cushman, President and Executive
Director of the VNA Group, testifying on behalf of the National
Association for Home Care; and Dr. Paul Willging, Executive Vice
President of the American Health Care Association.

Good morning, ladies and gentlemen, ai.d welcome.

Mr. Jenkins, we will begin with you.

STATEMENT OF CHARLES D. JENKINS, PRESIDENT, UNION MEMO-
RIAL HOSPITAL, BALTIMORE, MD, ACCOMPANIED BY MARGA-
RET L. McCLURE, RN, ED.D, EXECUTIVE DIRECTOR OF NURS.
ING, NEW YORK UNIVERSITY MEDICAL CENTER AND PAST
PRESIDENT, AMERICAN ORGANIZATION OF NURSE EXECU-
TIVES, NEW YORA, NY, TESTIFYING ON BEHALF OF THE AMER-
ICAN HOSPITAL ASSOCIATION
Mr. JeNkiINs. Thank you, Mr. Chairman.

I am Charles Jenkins, a former member of the AHA Board of
Trustees, President of Helix Health System in Baltimore Mary-
land. Helix hospitals are teaching hospitals and are significantly
engaged in nursing education.

I am pleased to be here today to discuss with the committee
AHA'’s concerns about the nature and extent of the nursing short-
age.

With me is Dr. Margaret McClure, who will discuss the role we
believe the Federal Government can play in attempts to alleviate
it.
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The shortage is real. Unlike previous nursing shortages, this one
cute across all levels of nursing, all types of hospitals, and all areas
of the country. Vacancy rates for RNs in hospitals doubled betwecn
1985 and 1986 and are now running 15 to 20 percent, and on an
individual basis much higher.

Nearly one-fifth of all hospitals responding to an AHA survey
termed their shortage “‘severe.” Hospitals are resorting to agencies
to fill vacant positions. This runs up costs and puts strangers at the
bedside.

It is first a problem of supply. The applicant pool to all nursing
pregrams is down; other careers promise more money, more pres-
tige, and better hours. The 20-percent nurse turnover rate in hospi-
tals is a reflection of noncompetitive pay, increasing workloads, v
and limited upward mobility.

Hospitals are spending millions just to recruit and train nurses
to fill vacancies. Moreover, hospitals today employ more RNs as
compared to LPNs and aides.

Coupled with this supply problem is one of demand. T'oday’s hos-
pital patients are sicker. This greater severity of illness requires a
more intensive level of nursing service. The ratio of nurses to pa-
tients has increased dramatically, and it should have. The elderly
are hospitalized more frequently and stay in longer, and this seg-
ment of the population is the fastest growing. They require more
labor-intensive nursing services.

Other industries respond to manpower shortages hy upping the
ante. One of our trustees suggested we should simply pay more,
and he is right, we should; but ours is a regulated industry, and we
cannot raise pay adequately when the revenue side is constrained.

The Medicare program has put us on short rations. We need
your help in assuring adequate Medicare funding for hospitals and
federal support for various initiatives, which Dr. McClure will ad-
dress.

Thank you.
d_{’lihe prepared statement of Mr. Jenkins appears in the appen-

ix.

Senator MitcHELL. Thank you very much, Mr. Jenkins. You es-
tablished a commendable level of brevity, which is rare in this
group.

Mr. Jenkins. I apologize. [Laughter.]

Senator MitcHELL. No need to apologize.

Dr. McClure?

STATEMENT OF MARGARET McCLURE

Dr. McCrure. Thank you. I am Margaret McClure. I am the Ex-
ecutive Director of Nursing at NYU Medical Center in New York
City. I do want to reiterate what has been said by Charley and by
many others in this room today, in that the need for skilled nurs-
ing personnel and the demands placed on those personnel has cer- .
tainly been increasing over time and has been well documented.

We would urge that the Congress continue to resist any attempt
to cut funding to nursing education, as it has in the past—and I
will tell you, we dc applaud you for that.
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In order to attract and maintain qualified individuals in under-
graduate nursing programs, it is essential that federal funding and
financial aid for entry-level and advanced nursing education be in-
creased. Also, targeted funds to support educational mobility for
the n.ore than 450,000 Licensed Practical Nurses in the country
are neecded as hospitals shift the skill mix of their nursing staffs in
favor of Legistered Nurses,

AHA recognizes the need for innovative programs to address
both retention and nurting care delivery, and we are very pleased
to hear about the introduction of the bill, Senator Durenberger,
and we will certainly support it.

We also support studies and demonstrations of any kind that will
help us to find innovative and creative ways to retain qualified
nursing personnel in our settings, Making funds available to edu-
cate additional people will not soive the problem unless we, of
course, do that retention piece.

I would like to tell you that AHA has been applauding your ef-
forts to formulate potential solutions to the nursing shortage. We
believe your bills both contain provisions that can help to address
the shortage.

We aiso support the concept of Medicare grants and contracts for
developing innovative nursing care delivery systems, as embodied
in your legislation, and we look forward to working with you on
these matters, if we can be of any help.

Thank you.

Senator MITcHELL. The next witness is Ms. Cushman, Welcome,
Ms. Cushmarn, we look forward to hearing from you.

STATEMENT OF MARGARET J, CUSHMAN, RN, MSN, PRESIDENT
AND EXECUTIVE DIRECTOR, THE VNA GROUP, INC., TESTIFY-

ING ON BEHALF OF THE NATIONAL ASSOCIATION FOR HOME
CARE, WATERBURY/HARTFORD, CT

Ms, CusHMaN. Thank you.

My name is Margaret Cushman. I am President and Executive
Director of the VA Group, Incorporated, serving Greater Hart-
ford and Greater v/aterbury, Connecticut. I also serve as Chairman
of the Board of Directors of the National Association for Home
Care. The National Association for Home Care represents 5,000
member hospices, home care agencies and homemaker home health
aid agencies.

We commend you for holding this hearing, and I would commend
both Senators for your knowledgeable and articulate introduction
of some of the key issues in the nursing shortage that has been
plaguing us.

Certainly, the nursing shortage is not new. There are two charac-
teristics of this shortage that were not evident in prior years.

The first characteristic is the decline in enrollments in schools of
nursing, and the second is the spread of the nursing shortage
throughout all nursing settings. It has already hit the nursing
home, the community health, and the home care settings.

For home care providers, the shortage of registered nurses at a
time when patient caseloads and acuity levels are increasing, along
with additional pressure for and emphasis of quality assurance, is

<1




16

disastrous. Experienced nurses are scarce, and nurses with commu-
nity health and acute care experience are even harder to find.
Those folks are nzcessary to care for today’s patients.

During previcis shortage years, nurses frequently left hospital
employment settings to work in community health and home care,
even though salaries were frequently $,1000 to $3,000 less per year.
The nurses found that regular hours, no shift work, weekends off
ard no evenings and nights were well worth the difference.

Home care is no longer like that today. Nurses work evenings,
weekends, nights, and difficult cases. Cases that just a few years
ago one would not expect to have been taken care of at home, re-
quiring a very acute level of skills, are being cared for at home on
a regular basis.

Previously, community nursing settings were more autonomous,
more devoid of physician domination, and provided opportunities
for independent clinical decisionmaking by professional nurses.
They were able to practice in a professional model. Community
health nurses were also usually minimally baccalaureate-prepared,
and generally they entered with at least one-year experience from
hospital settings. Today many of these attractions are absent from
community health settings, and patients who were once thought to
be totally unmanageable at home are forced to receive home care
under circumstances where we, too, are having difficulty attracting
qualified nurses.

Nurses find that they visit their patients and then, because of a
lack of time, take their paperwork home with them. They cannot
delegate paperwork today because the nature of the paperwork re-
quires that they complete it, answering requests for additional in-
formation related to the increased denials in home care services.
This time spent in unnecessary paperwork inappropriately cuts
into home care time and reduces satisfaction among the nursing
staff. Even after submission of excessive paperwork, nurses are dis-
couraged from having care unnecessarily denied which, in their
professional judgment, is warranted.

The shrinking pool of baccalaureate nurse graduates poses a real
threat to community health agencies, because BSN nurses previ-
ously were tne only ones receiving the necessary community health
education. In addition to needing the conmunity health ecucation,
we need nurses prepared with acute-care-setting experience.

Solving the prsllem of the nursing shortage is not going to be
easy. It has its roots in the profession’s public image, poor employ-
?r-egnployee relations, and the gender-dominated nature of the pro-
ession.

Solutions have been posed in the past, and while some employers
of nurses have implemented suggested remedies, nationally, the
profession is underpaid, overworied, and undervalued for their
cor.*ributions to health care.

The average starting salary for a nurse still tends to be problem-
atic, in being low, but the maximum is even more problematic for
experienced nurses. The DRG System has certainly compressed the
payment ability of hospitals, constraining their resources, and the
cost limits and the huge and growing number of denials in home
~are have operated to keep salaries down.
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The marketbasket and wage and labor index used for home
health care cost limits is completely out of touch with the rapidly
escalating nursing wages,

Solving the problem of the nursing shortage is not going to be
easy. Naticnally, the profession—as I mentioned—is underpaid,
overworked, and undervalued. Today’s nurses want income, auton-
omy, respect, and imprcved working conditions.

The solutions to the nursing shortage are not new: Increased
wages, federal support for nursing services, support services so
nurses may concentrate on patient care, and federal support for
nursing education are essential,

We applaud the introduction of S, 1402, the Nursing Shortage
Reduction Act of 1987, as a first step in this direction. In addition
this legislation, we hope that immediate attention will be given tc
the issues, which have been proven problematic over a decade ago
anc continue to be problematic today. The restructuring of the
entire health care delivery system may be the only alternative.

Thank you for the opportunity to testify.

q {The prepared statement of Ms. Cushman appears in the appen-
ix]
Senator MITCHELL. Thank you, Ms. Cushman.

Our next witness is Dr. Willging, a frequent witness before this
committee and one who always provides us with valuable advice
and information.

We look forward to hearing from you again today, Dr. Willging.

STATEMENT OF PAUL R. WILLGING, PH.D., EXECUTIVE VICE
PRESIDENT, AMERICAN HEALTH CARE ASSOCIATION, WASH-
INGTON, DC

Dr. WILLGING. Thank you, Mr. Chairman, and thank you for the
opportunity to discuss what is clearly, in the health care environ-
ment, one of the most critical issues we have yet faced. Indeed, it is
an issue that is no longer cyclical, is no longer periodic as the nurs-
ing shortage has been in years past; it is chronic. It is here to stay.
It is going to get worse.

Unfortunately, I think attention devoted to the nursing shortage
until very recently has been oriented largely toward the acute care
setting. One of the reasons we greet tne introduction of your legis-
lation, Mr. Chairman, Senate Bill 1765, is the clear recognition
that, difficult as the problem is in the hospital sector, it is even
more serious with respect to long term care, and the impact of that
serious issue, I think, are even clearer with respect to long term
care,

The nursing home industry has more patients, there is already
less interest on the part of nurses and nurses in the academic envi-
ronment in serving in long-term care institutions, and, as has been
indicated previously, we have much less in the way of resources to
pay nurses what they are worth.

Now, the results are obvious: 75 percent of our members recog-
nize nursing shortages in the areas in which they operate, 58 per-
cent of our members report nursing vacancies, one-third of our
members cannot in fact meet minimal staffing requirements estab-
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lished by Federal and State Governments in the absence of double
shifting, a pool of nurses, and other less than effective solutions.

The industry does not—as one of the previous witnesses has sug-
gested—refuse adamantly to increase its staffing levels. The indus-
try does not refuse to pay reasonable wages, and it does not pay
reasonable wages to nurses. As you have aptly pointed out, Mr.
Chairman, the ind»stry I represent is largely dependent on the
Medicaid program for the bulk of its revenues. It does what it can,
given the nature of those revenues.

Our concern, therefore, is solutions which would simplistically
mandate approaches which might or might not work in the acute-
care setting but will only exacerbate the problem in long-term care.

To mandate increased RN staffing in nursing homes, above the
reasonable and practical levels contained in your legislation,
Senate Bill 1108, would simply create a much more serious prob-
lem and not at all deal with the issue as it exists today.

Seventy-five percent of all nurses in nursing homes in this coun-
try are not Registered Nurses; they are Licensed Practical Nurses.
They are Licensed Practical Nurses because that is the form of
nursing care that the industry can afford given its dependence on
the Medicaid program. And to mandate simply increased staffing
levels based on the RN concept will simply force that many more
nursing homes out of compliunce and further erode public confi-
dence in the care provided in America’s nursing homes.

Given that dependence on Medicaid, we cannot recruit—and I
suspect the country is at this point unwilling to afford—predomi-
nate RN staffing structures in nursing homes. A recent study in
the State of Kentucky indicated that predominate RN staffing pro-
grams in nursing homes will add $9 per patient day, costing the
nation $5 billion additional per year. If the funds are available, we
would be happy to comply. Until the funds arc available, I think
that type of mandate will simply, as I suggested, exacerbate, not
resolve, the problem.

I think our efforts as we attempt to resolve this issue must recog-
nize that, if indeed the health care industry is heterogeneate, the
so too must be the solutions. If indeed there are multiple forms of
care provided in the health care industry, so too can the form of
health care provision reflect different types of health care provid-
(93

So, we would suggest that any solution recognize that there are
multiple types of nursing, that they do indeed function adequately,
that given the higher acuity levels in the nursing homes, yes, addi-
tional RN staffing is required.

We greet, we have supported, we have worked with you and your
staff, Mr. Chairman, to recognize that in Senate Bill 1108. But I
think the solutions must go beyond simplistic approaches. We must
recognize the reality of the marketplace, recognize the reality of
the labor pool, and must recognize the reality of the reimburse-
ment mechanisms.

Thank you, Mr. Chairman.
d_[’Iihe prepared statement of Dr. Willging appears in the appen-

ix.

Senator MrrcHELL. Thank you, Dr. Willging.
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I would like to ask Mr. Jenkins and Dr. McClure: The available
data on the nursing shortage is not as complete as we would like.
Some analysts suggest that rural hospitals may not have as serious a
nursing shortage as urban hospitals. Do either of you believe that to
be the case?

Mr. JENKINS. The AONE did a survey I believe in 1986, some of
the findings of which support that contention, that the problems,
though serious as I indicated, cut across all segments of hospitals
in this country, but they are apt tc be more serious in larger hospi-
tals, more serious in urgan hospitals, and a bit less so in rural. But
that doesn’t mean the rurals don’c have a problem; they do.

Senator MrrcHELL. There seems also to be a difference of opinion
on the question of the level of training of hospital nurses. Some ad-
vocate a move to total coverage by RNs, and there is some data to
suggest, particularlz with respect to nursing education, that that is
occurring. Do you think there will continue to be an important role
for the LPN and the diploma-school graduate in the next decade
and beyond?

Dr. McCLURE. I think what we are finding as to what has hap-
pened in hospitals, most of us have found that with the technology
changing, the knowledge and skill level for Registered Nurses is
rising all the time.

The question is whether or not, in fact , we can have people with
enough knowledge and skill at the bedside for the very acutely ill
patients we now have to take care of those patients safely. This is
one of the reasons in our testimony we talked about ufpgrading the
LPN. We are very concerned about this large body of people who
have potential to serve those patients well but who really do need a
greater level of skill and knowledge.

I think one of the problems we know in hospitals is that the big-
gest job the Registered Nurse does is to monitor the patient con-
stantly and figure out if he is going along normally or getting into
trouble. It does require a level of knowledge that does not readily
come for the lesser-trained person. And I suspect that one could
find a very high negative correlation between the quality of the
nursing staff and the nun.bers of negative consequences for pa-
tients that shouldn’t have happened, unnecessary negative conse-
quences.

So, that is one of the reasons why hospitals have tried to move
toward more Registered Nurse staffing. And I think, to the extent
that they are able, they would like to continue in that direction.

Senator MiTcHELL. Thank you.

I would like to ask Ms. Cushman: In Maine and in many parts of
the country, possibly including yours, there has been a dramatic in-
crease in the number of home health care denials undeir Medicare.
If you have had that experience in your area, do you think the in-
crease in denials plays any role in the burden of the home care
nurse and in_the diff iculty of home care agencies to recruit and
retain nurses?

Ms. CusHMAN. There is no question. It is having a very signifi-
cant impact. I would comment for my agency in the State of Con-
necticut. We are just now moving into a change in intermediary,
which is causing a major problem in this regard, through the re-
gionalized intermediaries.
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We find our nurses are frustrated, upset. The care that they
know their patients need and have received in the past is being 1e-
fused apparently arbitrarily and without pattern. It is increasing
their paperwork—they are spending hours in the office and spend-
ing hours at home completing additional infermation—and still
they are having care denied.

Senator MirCHELL. Thank you very riuch. I am going to have a
hearing in the near future on that subject, as well, because that
has been a matter of real concern across the country and particu-
larly in my State, which has had, unfortunately, the highest denial
rate in the country.

Dr. Willging, you commented on some of the legislation and the
requirements for nursing home coverage and that the shortage has )
been a problem for nursing homes. As you know, we recently
adopted in this cuommittee’s Reconciliation Bill the provisions of S.

1108. Do you think that the requirements of that bill, which in-
clude 24-hour licensed nurse staffing and at least one full-time RN
can be met Fy the nursing home industry?

Dr. WILLGING. I think with d:fficulty those requirements can be
met, Mr. Chairman, and I think you have also recognized that
there will be areas in the country where, try as it might, the nurs-
ing home cannot find the nursing personnel required. And you
have allowed for ccrtain waiver provisions when that does in fact
take place.

I think you have recognized the reality of the need for increased
nurse capability and staffing in nursing homes, and you have in
effect accepted the recommendation of the Institute of Medicine.

You have also recognized the reality of the labor market and the
reality of reimbursement systems and have chosen not to go
beyond what is realistic today, and we commend you for that.

e will do our best to meet the provisions of that type of legisla-
tion and, as I say, with difficulty I thnk we can.

Senator MiTcHELL. Thank you very much.

Senator Durenberger.

Senator DURENBERGER. Thank you, Mr. Chairman.

I guess there are a lot of questions that can be asked around this
issue that we aren't going to be able to tackle today, but the first
one I think I would like to ask deals with the function of federal
financing of education.

I guess I have heard a lot of people recommend—and I heard it
from at least one member of this panel—that the Federal Govern-
ment needs to do better in financing education for persons going
into this profession.

I know my first reaction to that, wien I heard it back home, was
why should we pay people to get an education in nursing and then
have them go out and go into some other field? If you look back on
the track record of the Federal Government trying to pick the win-
ners and losers in the marketplace and finance only the winners, it
never seems to work out—at icast, we always seem to get behind
the curve. »

So, I happen © be one who thinks the Federal Government
ought to play a different federal role in financing access to higher
generally, and for post-secondary education, let me put it that way.

I don’t have a fetish for the BA'like a lot of people do, particulariy
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as we look into the future. I think there is a place for the baccalau-
reate, but [ think there are an awful lot of other areas in which
post-secondary education is needed and can be utilized, and we
don’t have to put everybody through a BA program and thus, in
effect, make them available for a wide variety of opportunities, if
in fact we are looking at the national government’s responsibility
in financing access to education.

So, I guess the first thing I would be looking at is sort of a de-
fense of why should the Federal Government be putting more
money into nursing education, and what should our expectations
be if we do? Is there a different or a better way to fulfill capitation
programs, to finance access to education?

Dr. McCrure. I would like to answer a little bit, if I can. I will
try, Senator Durenberger.

First of all, ore of the myths that is out there is that people who
are Registered Nurses leave nursing in large numbers, and that in
fact is not supported by the data. It is one of the myths, however,
that, you know, they are out there selling real estate, or whatever.

Senator DURENBERGER Oh, there is a bunch of them back in the
back row back here.

Dr. McCLure. You are doing your job to cause the nursing short-
age in this country. [Laughter]

Sevent; -eight percent of the people who haold RN’s are practicing,
in fact, in nursing. That is probably a higher percentage than other
occupations for which people train.

I think we have two problems in nursing. One of them is that
there are so many opportunities. You certainly have only to look at
the data for a second to figure out that. In fact, we use huge num-
bers of nurses, every year more and more. That is one problem.

The second problem is that we are a predominately female occu-
pation, and nursing is uniquely wonderful for women in that they
can work part-time and take care of their families part-time, and
in face that is what they do.

The part-time issue is a factor in our shortage, in that many
people do work part-time rather thaa full-time. But apparently the
data is not supportive of the notion that people leave nursing who
have been educated in nursing, in fact they spend a fare araount of
time in it.

Dr. WiLLGING. Can I take another crack at that, Mr. Duren-
berger? Because I know you love the concept of the free .narket
economJ', so I will try that one on you.

If indeed health care were a free market, one would probably
argue that the market should take care of the problem. But the
Government sets prices in health care, and by setting prices it im-
Eacts obviously and to some extent detrimentally on the labor pool.

rgo, since it is the Government’s responsibility to set prices, ergo
it must also deal with some of the glitches of that that price struc-
ture it has established creates.

I think one can argue about the mechanisms and modalities
whereby one woud in fact deal with the labor market. One of the
suggestions we have made is to regenerate the loan forgiveness pro-
visions, which would in effect force people to stay in the profession
they have chosen, at least until such time as the loans have been
forgiven. But I think there are to deal with the issue.
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Senator DURENBERGER. Let me ask Mr. Jenkins about the behav-
ior of hospitals. Paul has foreclosed me from asking him by saying
that you don’t pay enough, and that we have set price controls for
the nursing homes, so they don’t have any flexibility.

But the hospitals that I go througb around the country have
some flexibility, and my question of you is, why don’t hospitals do
things about increasing nursing saleries? Particularly as they go
through a variety of skills requirements, why do they pay the same
in a lot of hospitals for wockend duty or late-night duty that they
pay for other duty? Why don’t they change the work environment?
Why don’t they give th= doctors in surgery the same as nurses who
know the particular procedure, with each special kind of surgery?
Why don’t “ospitals do more with what they have to increase the
level ot juo satisfaction for nurses?

Mr. Jenkins. Thank you for that opportunity, Mr. Durenberger.
{Laughter.]

It is not that they don’t; I think they do, #~d they do with vary-
ing degrees of persistence and varying degre... of expertise and so-
phistication, anrd therefore with varying degrees of success.

I think I won’t try to enumerate each of the subquestions. I
would suggest to you, however, that the underlying thrust of your
question is that hospitals indeed have flexibility. That is a very rel-
ative term.

Medicare and Medicaid do not pay their fair share. There is an
extremely large number of people in this country who in my judg-
ment, because they are impoverished, ought to be under Medicaid
programs but aren’t, because the levels in the State programs
aren't sufficient to cover them. So, hospitals have to bear the
burden of inadequate Medicare payment, inadequate Medicaid pay-
ment, and inadequate payment for those patients for whom there is
no sponsor. They can play Robin Hood only so much, because who
do they turn to with that flexibility other than the almost-vanished
self-paid, truly paying, patient, plus the insured patient?

Industry in this country has awakened to the fact that it is inap-
propriate for them to get dumped on in this fashion, and industry
feels, and I think rightly so, that all ought to come forward and
pay their fair share. Even industry itself can be segmented into the
payers and the nonpayers. Many employers in this country, par-
ticularly the smaller ones, do not carry adequate health insurance,
and the employers and the industries with whom they compete are
helping to pay for their failure to be responsible old employers.

Senator MrrciigLL. Thank you very much, Senator Durenberger.
We are pleased that we have been joined by Senator Rockefeller,
whose contribution in the area of health care has been very signifi-
cant, anu who has played a major role in much of the legislation
that has »een moved out of this committee this year.

Senator Rockefeller?

OPENING STATEMENT OF HON. JOHN D. ROCKEFELLER 1V, US.
SENATOR FROM WEST VIRGINIA

Senator RockereLLER. Thank you, Mr. Chairman. I apologize for
being late.
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West Virginia, I guess, is like a lot of other States in terms of
suffering shortages of health case provides. If you look at the na-
tionwide statistics it appears that the average starting salary for
nurses is around $21,000. That goes on up to say $28,000. But it
stops at $28,000.

I hear—and I don’t know whether this is true or not, but this is
what I have been told, and I would be glad to have your views on
it—that basically there’s a cap on the salary a nurse can hope to
make after being in the profession for 15 or 20 years in this coun-
try. The cap amounts to being able to make no more than $28,000
on the average. Now, I can see where that might be a disincentive
for a young person considering nursing when thinking about the
. futyre. In other words, you look at what the future holds, and you

say, “Well, the salary is pretty good to begin with, but after 20
years of service I am going to make only $28,000, and that doesn’t
provide me with much of an incentive,” whether that person is a
man Or a woman.

What is the situation? Within the hospital community, is there
in effect an average “cap” on let us say the salary for lab techni-
cians, or those who do accounting or other kinds of work, or those
in management? Or is the cap a unique phenomenon for nurses?

Mr. JenKins. I am not aware, Mr. Rockefeller, that the wage and
salary administration processes and rules in hospitals differ for
nurses than for others. ]I) think that one of the big difficulties finan-
cially is that nurses are in such predominance in hospitals. There
are many, many more nurses than there are the other occupational
groups which you mentioned. And therefore, a $1 raise for one cat-
egory has a minimal effect on the hospital’s budget overall; where-
as, a §1 raise in another category such as nursing has a whale of
an effect, and this is an economic fact of life that people have to
live with.

We agree with you that nurses are not paid enough and ought to
be paid more.

Senator ROCKEFELLER, Well, one always can make that point. But
seems to be true on a nationwide basis that the average salary for
nursing simply stops going up at a certain point. I mean, in most
other skilled professions, salaries keep going up until retirement.
And it appears that in nursing the salaries don’t go up beyond a
certain average amount, which has to act as a disincentive when
people plan their careers. I mean, it is like anything else,

I want to see more men go into nursing. I don’t understand why
they don’t and I want to talk with you about that in a moment.
But people make their judgments in part about what they are
going to do based upon what they thinll() the financial opportunity
is, and they make those judgments when they are very young, and

, that has to do with what people believe their pay will be. Twenty-
one thousand dollars a year is not bad for a be 'nning, but $28,000
after being in the profession for 20 years, probably isn’t impressive.

Maybe somebody else has a comment on that,.

- Ms. Cushman.

Ms. CusuMAN. I would suggest that you are accurate in that per-
ception, and that one of the problems relates to what I mentioned
earlier in my testimony, the undervaluing of the nursing profes-
sion. Whereas, other professions on entry level may be somewhat
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comparable to nursing, the other professions have other ways to
remain in their professions and move into higher salary brackets
further down the iine.

But one point: When nursing was considered predominatelr a
women'’s profession, one of her potentially two to three choices, the
maximum salary might not have been as much of a factor for
entry. It is now that women and others have many other profes-
sions to choose from. So, if a nurse continually remains on salary
within a fixed setting, the system has undervalued the maximum
worth of that. As we need more baccalaureate and higher-degree
prepared nurses, this is becoming more problematic.

Senator RoCKEFELLER. People say that nursing is a women’s pro-
fession, and since I have arrived, that has been indicated by the
panel. There are more women now, [ am told, in medical school na-
tionwide than there are in narsing schools. At West Virginia Uni-
versity in our School of Nursing, out of 72 in our class this year,
three are men. Now, I don’t understand why that is. I mean, this is
a wonder®! pursuit in terms of service to the people, and there are
still a lot of people in our country who are mo’vated by human
service, being able to help people, and nursing clearly, clearly
ranks high in that.

Now, the pay and working conditions and all of that can be diffi-
cult; but, nevertheless, there are a lot of people in this country who
want to serve other people. There are a lot of people who can’t find
jobs. And I dan’t understand why it is that men haven’t been more
anxious to participate in nursing. They used to say that about ele-
mentary school teachers, and now when you go to an elementar
school you see more men, and L feel very good about that. I don’t
know why it is that there are only three out of the 72 of the West
Virginia School of Nursing this year who are men. Can you help
me understand that more?

Dr. McCrugke. I think, Senator, there are a couple of problems,
one of which is th.t nursing and being a male has always had sort
of a stigma attached to it. In fact, when people would talk about
someone being a nurse, if that person was a man they would call
him a “male nurse.” It was always a big issue that the person was
a male. And I thirk that stigma remains today.

It is very difficult for a man to elect an occupation that essential-
ly has all the female connotation that nursing has.

The second issue of course is the salary piece, and whether or not
in fact a person feels that he can enter the field of nursing and
know that he will he a good breedwinner for a family in years to
com:e. That is an issue,

Senator RockEFELLER. One more indulgence, Mr. Chairman, on
that first point.

Is that stereotype breaking down, though? I mean, if you want to
look at it, we can sit here and criticize $21,000 as an average start-
ing salary, and on the other hand you can look at it from the other
point cf view, and that is that there are a lot of people in this coun-
try who are out of work, who are male, to whom $21,000 is a lot
better than not having $21,000, It is a profassion demanding hard
work but it also represents service and has social values. Now, is
that stereotype that inhibits men from being nurses breaking down
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as it clearly ought to? It doesn’t make sense to me. “Stereotype”
doesn’t sound like an adequate description to me.
Dr. McCrugek. I think that is why I put it first, because I think
for some reason it remains the problem. I regret to say that, but I
think it is the case. I think it is too bad. We have more numbers of
men coming into nursing, but we still haven't gune over 3 percent,
which reflects what you just talked about in your own data.
Senator ROCKEFELLER. Thank you, Mr. Chairman.
. Senator MitcHELL. Thank you, Senator Rockefeller, and thank
you, ladies and gentlemen, for your participation.

The final panel will consist of Nancy Greenleaf, Dean of the Uni-
versity of Southern Maine School of Nursing, testifying on behalf
of the American Association of Colleges of Nursing; and Dr. Neville
Strumpf, Assistant Professor and Director of the Gerontological
Nurse Clinician Program of the University of Pennsylvania School
of Nursing, testifying on behalf of the National League for Nurs-
ing.

I thank you both for coming. Before calling on Ms. Greenleaf, 1
would like to recognize the presence of our distinguished colleague
Senator Chafee and ask whether you, Senator Chafee, have any
opening statement you would like to make.

OPENING STATEMENT OF HON. JOHN H. CHAFEE, U.S. SENATOR
FROM RHODE ISLAND

Senator CHAFEE. Mr. Chairman, I will submit it for the record;
but first, I ‘want to congratulate and thank you for holding these
hearings. Hopefully, we will find some solution to this difficult
problem.

We are encountering it in my home State where, in one of our
major hospitals in the City of Providence, a whole floor has had to
be closed because of the inability to obtain nurses.

So, I will submit my statement as we seek solutions in this fine
hearing you have arranged today, Mr. Chairman.

Senator MrrcHELL. Thank you, Senator Chafee.

We will begin, then, with Dean Greenleaf.

Welcome. It is always nice to hear a responsible voice from
Maine at these hearings.

STATEMENT OF NANCY P. GREENLEAF, RN, DNSC, DEAN, UNIVER-
SITY OF SOUTHERN MAINE, SCHOOL OF NURSING, TESTIFYING
ON BEHALF OF THE AMERICAN ASSOCIATION OF COLLEGES
OF NURSING, PORTLAND, ME

Dean GREENLEAF. Thank you, Senator. I am pleased to be here.
’ I an Dr. Nancy Greenleaf, Dean of the Nursing Program at the
University of Southern Maine in Portland, Maine.

I am pleased to present this testimony on behalf of the American
Association of Colleges of Nursing, which represents more than 400
university and college-based baccalaureate and higher degree
schools of nursing.

Our Association is deeply concerned about the current and grow-
ing nursing shortage, and we applaud your efforts to determine the
nature of the problem and potential solutions.
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In the academic year 1985-1986, baccalaureate programs—this is
nationally—experienced a 4.5 percent drop in enrollment. This was
the first time there was an indication of declining interest in nurs-
ing as a profession. In the academic year 1986-1987, baccalaureate
programs experienced a 12.6 percent decline. This second, more
precipitous decline was the largest percentage decline in several
decades. This year our association has just begun to analyze the
data for student enrollments in baccalaureate programs. Early in-
dications exist that for the third year in a row enrollments in
schools of nursing will again show large drops.

As many before me have said, women are no longer constrained
by limited views of what is an appropriate career choice. I am sure
you have heard the statistics, and I know you have, that indicate
that as enrollments in nursing have declined, the numbers of
women enrolling in engineering, law, medicine, accounting, and
business have skyrocketed. Young women today are seeking profes-
sions which they perceive as more likely to provide both prestige
and monetary rewards. Many individuals simply do not perceive
nursing as a career that is of high social prestige. Moreover, the
salaries thet nurses receive are often not reflective of the tremen-
dous responsibilities and high level of education that nurses re-
quire.

The solutions to the complex problem surrounding the nursing
shortage must be complex themselves, as you have said, Senator
Mitchell. Simply providing support for individuals who are enter-
ing nursing education programs will not make the shortage disap-
pear. This is not to suggest that educativnal support is no longer
necessary, we do believe the costly nursing education experience
must be supported in new and creative ways. In addition, we must
improve the work environment for nurses.

Our Association would therefore like to commend you, Senator
Mitchell, for your innovative and wide-ranging approach to the
nursing shortage in S. 1765.

The inclusion of <l . ‘aitiatives to provide direct reimbursement
for nursing services under the Medicare System is an indication of
your awareness of the importance of nursing in the health care
systein. Nurses should receive direct reimbursement for the high-
level quality care provided to the elderly or the disabled.

Of greater importance to the Association, however, is your
awareness of the need to support the cost of clinical training for
fraduate nursing education. The shortages that exist for the basic
evel practitioner are also present for the advanced level clinician.
The fifth report to the President and Congress by the Secretary of
the Department of Health and Human Services predicted a short-
fall of 200,000 nurses prepared at the advanced graduate level by
the year 1990. This shortfall will increase to 335,000 by the year
2000. Coupled with the projected increases in elderly populations,
these figures reveal a need to strongly support both graduate and
undergraduate nursing programs.

I want to say that these shortfall figures are probably conserva-
tive, particularly given the estimates we now have of the interest
of ’Fﬁople for the profession at the beginning levels.

e current medical education funding available through the
Medicare system does provide support for many basic-level nursing
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programs; however, when providers have attempted to engage in
collaborative arrangements with academic institutions for the pur-
pose of supporting clinical ‘raiiiing activities for nurses, Medicare
pass-through support has of::n been denied. Many hospital provid-
ers are aware of the positive effects which accompany clinical
trairing for graduate nursing students.

The faculty who accompany graduate nursing students to clinical
service agencies also provide expert consultation regarding coraplex
patient care problems; yet, the faculty are not reimbursed by either
the patients receiving the benefit of these services or the provider
clinical agency. Instead, faculty salaries are almost exclusively pro-
vided by the academic institution in which the student is enrolled.
Many providers recognize the value of supporting these clinical
training activities and provide resources to the academic institu-
tion, and incur costs to assist this training.

Senator MiTcHELL. Excuse me. A vote has just begun in the
Senate, and I am going to leave to go and vote. Senator Chafee will
remain, and will try to keep the hearing going, if we can.

Dean GREENLEAF. All right.

If clinical service agencies incur costs in support of graduate
nursing education, some relief in the form of Medicare supnort for
gracuate nursing education should be provided. The justification
for requesting this support is that clinical training cannot occur in
the absence of service to patients. The inclusion of practical pa-
tient-care experience is central to clinical education. The support of
nursing education by a system of health care reimbursement de-
signed to assist the elderly is in deed appropriate.

Our Association recognizes the serious consequences of an esca-
lating nursing shortage to our nation’s elderly and the health care
needs of all individuals. We applaud your efforts and the commit-
tee’s efforts on behalf of our nation’s health care needs. We support
your efforts to introduce new and innovative solutions to the nurs-
ing shortage.

Solutions to the shortage must include initiatives to improve the
practice environment and enhance support for individuals seeking
a career in nursing.

In closing, we offer our support in developing additional solutions
that will help all of us find answers with long-term effects. Nursing
recognizes its responsibility to assist in overcoming the problems
identified. Our Association is engaged in numerous activities to en-
hance recruitment into the profession; however, without your ef-
forts to enhance the work and educational opportunities for nurses,
recruitment will be futile.

Thank you.

[The prepared statement of Dean Greenleaf appears in the ap-
pendix.]
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STATEMENT OF NEVILLE E. STRUMPF, RN, PH.D., ASSISTANT
PROFESSOR AND DIRECTOR, GERONTOLOGICAL NURSE CLINI-
CIAN PROGRAM, UNIVERSITY OF PENNSYLVANIA SCHOOL OF
NURSING, TESTIFYING ON BEHALF OF THE NATIONAL LEAGUE
FOR NURSING, PHILADELPHIA, PA

Dr. STRUMPF. Senators, I am Dr. Neville Strumpf, Assistant Pro-
fessor and Director of the Geriatric Nurse Practitioner Program of
the School of Nursing at the University of Pennsylvania.

Today I am testifying on behalf of the National League for Nurs-
ing, which is the official accrediting agency for nursing education
and represents approximately 2,000 agencies and 15,000 individuals
dedicated to improving the quality of health care through nursing
education.

We have already heard discussed the proposed bills from this
committee, and I heartily endorse them. As you bave our testimony
already, which does emphasize many of the urobiews of the nurs-
ing shortage in acute care, I would like to make some departures
in-to the long-term care arena, since that is what J have devoted
the past five years of my career to doing, encouraging undergradu-
ates to consider careers in aging as well as preparing Nurse Practi-
tioners for practice with the elderly, hopefully in nursing homes.

It is not new to anyone here in this room that only 8 percent of
active RNs work in nursing homes, and that we are on y able to
recruit, at best, 5 percent of our current graduates to even consider
a career with the elderly.

In 1986 there were exactly 601 geriatric nurse practitioners certi-
fied by the American Nurses Association and working in this coun-
trﬁ. That is a very paltry number, indeed, for the 1.2 million people
who currently reside in nursing homes.

You have alreadv heard a little bit about the staffing in nursing
homes. On average, one RN for every 49 patients, giving 15 min-
utes of nursing care per day, is not very much. Certainly the public
has come to associate nursing homes, I hope, with nursing. But one
wonders whether or not we should actually call those homes some-
thing else, since very little nursing actually takes place there.

I would like to mention a number of areas that I think the bills
support and which I also endorse, as well:

One of the barriers to geriatric nurse practitioners, particularly
in nursing homes, are the numerous barriers to reimbursement of
nursing services provided by these geriatric nurse practitioners. It
is essential that we find some ways to utilize the current reim-
bursement structures to support some of the practices of these indi-
viduals in a number of creative ways, which can certainly include
certification end recertification of the need for patient care in
nursing homes, determine mandatory patient visits, make decisions
regarding hospitalization, assume some of the functions of medical
directors. There are many areas in which the geriatric nurse prac-
titioner is prepared by virtue of his or her Master’s education to
assume some of these responsibilities.

In addition, there have been a number of very creative demon-
strations that have also shown the cost effectiveness of this type of
endeavor, most notably the Robert Wood Johnson Foundation
Teaching Nursing Home Program, which clearly identified that the
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placement of Masters-prepared nurse practitioners into nursing
homes did a number of things, not the least of which was to reduce
costs but also clearly to upgrade the care in the nursing home, to
encourage those individuals who were giving care to improve that
care, and to serve as excellent models and demonstrations for affili-
ations with universities whereby we could encourage others to con-
sider a career in long-term care.

Several witnesses have identified that, to improve the quality of
care provided to residents of nursing homes, we must focus on the
primary reason residents are in nursing homes—that is, to receive
nursing care.

Whatever strategies we can devise, either through supportive
educational programs, through more creative reimbursement strat-
egies, to bring these individuals with this level of preparation into
the nursing home would be to the benefit of all of us.

I do think there are a sufficient number of demonstrations which
show that there are some solutions to our problems, and I hope
that we will have the courage and the political will to carry some
of those out.

Thkank you.

i [The prepared statement of Dr. Strumpf appears in the appen-
ix.]

Senator DURENBERGER. Thank you very much for your testimony.

Because of brevity, I think w2 are going to have to leave.

I rarely do this. I am not doing it “to” a witness, but just as part
of a correction, at least as it applies to my State, I heard you say
we should call them something other than “nursing homes,” be-
cause very little nursing goes on. That may be the case in Pennsyl-
vania, but that is not the case in Minnesota. And I know you are
trying to make a point.

They may be overworked, and everything that has been said
about reimbursement is true, but there is an awful lot of nursing
going on in the nursing homes at least in my State. So I will take
it for the point you were trying to take up.

Dr. StrumpF. Perhaps the correction is in think.ug about profes-
sional nursing care and the level of care, which I think could be
improved.

Senator DURENBERGER. Thank you.

b VY(e are going to have to recess briefly until Senator Mitchell gets
ack.

Dean GREENLEAF. Should we stay?

Senator DURENBERGER. Oh, yes, why don’t you stay. I assume he
will be back shortly.

[Whereupon, at 11:28 a.in., the hearing was recessed.]

AFTER RECESF

&---ator MitcHELL. I apologize for the inconvenience.

Dean Greenleaf, I wanted to ask you a question. Do you advocate
the BSN Degree as a prerequisite for all nurses? And if so, do you
have any concern that the requirement may dis. surage young
women from lower income, first generation college families from
entering the profession?
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Dean GREENLEAF. First of all, I have to tell you that I, Nancy
Greenleaf, do not advocate the baccalaureate degree as the only
entry into nursing. I do see baccalaureate education as the entry
into professional nursing.

Senator MrrcHELL. Do you have an opinion on that, Dr. Strumpf?

Dr. STrRUMPF. Yes. Certainly basic professional practice absolute-
ly requires a baccalaureate. I don’t personally think it is any more
discouraging to various groups of people that that is the entry into
practice than it would be for entering other types of careers. If any-
thing, I think it i¢ an incentive. And we do know that there are a
variety of ways that people can achieve a baccalaureate education
through scholarships, State universities, and so forth, and that
ways can be found to support them in doing that.

ersonally, I feel that the complexities of care today—whether
we are talking about the elderly, my special concern, or the hospi-
tals require that level of practitioner.

A technical level of practitioner is also appropriate to be super-
vised by the professional nurse, and I would certainly support that
two-tiered model.

Senator MITcHELL. In your testimony you indicated that one of
the problems contributing to the nursing shortage is the failure to
include nurses in decisionmaking throughout the health care in-
dustry. Who is responsible for that circumstances, and what can be
done about it?

Dr. STrRUMPF. I think there are many competing social, historical,
political and other forces which have contributed to that. J think in
part one might even look to the past when the nurse’s education
was not as sophisticated as it is today. At this point I would suggest
that the nurse has been hampered by a trudition of teing closed
out of a certain amount of decisionmaking, but that indeed the
level of practice, the level of education, particularly when we are
thinking about the baccalaureate and masters prepared nurse,
truly makes it pos-ible for him or her to participate collegially and
gowerfully in that decisionmaking process. I think failure to reim-

urse for the professional service that he or she gives has also
interfered with that to some extent, because the individuals that
are more likely to receive the reimbursement also control some of
the decisionmaking, and that has been a problem.
| ng)nator MricHELL. Do you have an opinion on that, Dean Green-
eaf?

Dean GREENLEAF. Yes, we do. I believe that it is no news to
anyone that the health care industry has been very heaviliv J)hysi-
cian-dominated and hospital management-dominated, and i do not
think they have welcomed the opportunity to have nurses be on
those decisionmaking panels.

Senator MrrcHELL. Well, thank you both very much, and I thank
all of the witnesses and all of the persons here. This has been a
very informative hearing. The problem is real, it is serious. What is
unclear is the extent to whicﬁ federal policy can help solve the
problem. As in so many other areas of life in our society, the Fed-
eral Government has a role to lay, but it may not be the domi-
nant and certainly is not the exclusive role.

Members of this subcommittee are very deeply concerned about
the current nursing shortage as it aff{acts staffing in nursing

ERIC 16
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homes, hospitals, and other health care facilities, and we are going
to do our best to develop a reasonable policy, taking into account
the several items of legislation that have been introduced by mem-
bers of the subcommittee and others.

For your help in contributing to that effort, and for giving us
your counsel and advice, we are very greatful.

Thank you all. The hearing is concluded.

(Whereupon, at 11:40 a.m., the hearing was concluded.]
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APPENDIX

PREPARED STATEMENTS AND MATERIAL SUBMITTED

PREPARED STATEMENT OF SENATOR Jon H, CHAFEE

MR. CHATRMAN, | AM PLEASED THAT Yol HAVE SCHEDULED THIS
HEARING. THE NURSING SHORTAGE THREATENS EVERY PART OF THE UNiTED
STATES AND EVERY SEGMENT OF OUR HEALTH CARE SYSTEM. You HAVE
INTRODUCED LEGISLATION, S. 1765, To ALLEVIATE THIS pROBLEM AND |
COMMENL YOU FOR YOUR EFFORTS.

THIS IS AN ISSUE THAT WE MUS: ATTEMPT TO RESCLVE S00ON. THERE
1S A GREAT DEAL OF EVIDENCE TO INDICATE THAT THIS IS NOT A
TEMPORARY PROBLEM, BIIT RATHER ONE THAT WILL HAVE A DEVASTATING AND
LONG-TERM TMPACT ON QUR HEALTH GARE SYSTE. CNTIRE WINGS OF
HOSPITALS ARE CLOSING -~ EVEN WHERE THERE IS GREAT DEMAND FOR THE
BEDS -~ BECAUSE OF A LACK OF SKILLED NUﬁ!];GusTAFF- NURSING HoMES
HAVE CRITICAL PROBLEMS RECRUITING NURSES TO EILL OPEN P0SITIONS.

! SUSPECT THAT THERE ARE A VARIETY OF REASONS -- SOCTETAL AND
ECONOMIC -~ FOR THE SHORTAGE WE ARE EXPERIENCING. | LOOK FORWARD TO
HEARTNG ThE VIEWS AND SUGGESTIONS OF THE DISTINGUISHED WITNESSES
THAT HAVE JOINED US TODAY. | HOPE IT WILL RE POSSIBLE FOR US T0

ADDRESS THESE CRITICAL PROBLEMS SOON-.
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PREPARED STATEMENT OF MARGARET J. CuSHMAN

Mr. Chairman and Members of the Committee:

My name 1s Margaret Cushman. I am the President and Executive
Director of the VNA Group, Inc. of Waterbury/Hartford, CT and
serve as Chairman of the Board of Directors for the National
Association for Home Care (NAHC). NAHC 1s the nation's largest
professional organizat.on representing the 1nterests of home
health agencies, homemaker-home health aide organziations and
hospices with approximately 5,000 member organizations. On
behalf of these organizations I would like to commernd you for
holding this hearing to focus on the nursing shortage. This an
1ssue of crucial 1mportance to home care providers and the

beneficiaries they serve,

The nursing supply 1ssue 1s not a new one. However, there are two
characteristics of the current shortage that were not evident 1n
earlier years, One characteristic 1s the decline 1n enrocllments
aud graduations in schools of nursing. A second characteristic,
equally troubling, 1s the widespread nature of the shortage.
Unlike other shortages, which were mainly confined to hospitals,
thi1s shortage has spread to other types of health care
facilities, and has already reached the community and home care

settings.

For home care providers, a shortage of registered nurses, at a
time when patient case load and acuity levels are increasing,
along with additional pressures for and emphasis on quality
assurance, 1s disasterous. Home care providers are now competing
with other employers for a dwindling number of nurses to fill
their staffing needs. During previous periods of nursing
shortage, community and home health services actually benefitted

from the flight of baccalaureate nurses -- 1n particular, from

(95!
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the hospital to i'.e community setting. It now appe-rs that home
care agencies are experiencing some of the same nurse recruitment
and retention problems that have previously plagued hospitals.
Experienced nurses are scarce, and nurses with community health
and acute-care experience -- necessary to care for today's more

acutely ill home care patient -- are even scarcer.

The cutlook for community and home health services 1S not
prcmising. During the previous shortage years, nurses frequently
left hospital employment for positions in community health and
nome care agencies. Although salaries were usually $1-3,000 below
those of hospitals, the nurses found that regular hours, no shift
work, and weekends off were well worth the salary difference. In
addition, home care agencies were more nursing oriented,
generally devoid of physician domination and provided
opportunities for independent decision making, autonomy and
greater professional satisfaction. Nurses we~e able to practice
nursing in a professional model. Agencies had the luxury of being
able to select employees from a well-prepared pool of applicants.
Community health nurses were minimally baccalaureate prepared and
were usually required to have at least one year's experience in a

hospital or acute care setting.

Today many of these attractions are absent from the community
setting. Nurses work evenings, weekends, and even night shifts.
The patient acuity level has become so heavy that their
frustration is on a par with that of their colleagues who work in
acute care settings. Patients who were once thought to be totally
unmanageable at home are now part of their usual case load. The
amount of paperwork has also dramatically increased. In order to
manage their case loads and the escalating paperwork, many nurses
leave the agency early in their shift, visit their patients and
take their paperwork home to complete, This cannot be delegated,
given)the nature of requests for home care information and unduly

cuts into time appropriately spent in patient care. Even after
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submission of excessive paperwork, nurses are discouraged from
having care unnecessarily denied, which in their professional
judgements is warranted. Home care agencies have grown from small
concerns t6 large corporates and the nurses are moved further
away from the decision making processes. It appears that the
problems of the hospital industry that drove nurses away are now
part of home care. And, community agency salaries are often not

competitive with hospital salaries.

The shrinking pocol of baccalaureate nurse graduates poses real
problems for community based agencies. Nurses with BSN degrees
form the bulk of community health staff because the baccalaureate
nursing programs have usually provided the educational and
clinical experiential base for nursing practice in the more
independent community <etting. This 1s different from the
hospital setting and requires an understanding of community
systems, public health principles, and a fair amount of
1ndependent nursing judgements. With the advent of the DRGs and
more high-tech services being provided in the home, agencies
have turned increas:ngly to nurses with strong hospital
experience. Since these nurses often lack community health
experience, it takes a lot of education on the agency's part to
orient them away from relying on hospitals and physicians for
solutiuns to problems that truly involve nursing management and
nursing decisionmaking in the home setting. The other side of the
problem is that some experienr ' home care staff are overwhelmed
by the acuity and high-tech needs of patients discharged "quicker
and sicker" from hospitals since the advent of hospital TRG
system. It is a whole new world for these nurses and some of

them are not going to be able to stay in home health.

Soiving the problem of the nursing shortage 1s not going to be
ea2s). The problem has its roots in the profession’s public image,
poor employee/employer relations, and gender-dominated nature of

the profession. Solutions have been posea in the past and while
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some employers of nurses have implemented suggested remedies,
nationally, the profession 1s underpaid, overworked and under

valued for their contributions to health care.

The average starting salary for a staff nurse is $20,320 (AJN,
1987), which although problematic 1s nol as troublesome as the
low maximum earning for experienced nurses. The most obyious
remedy 1s to 1increase wages. Nursing wages have not kept pace
with salaries of other female dominated service professions such

as teaching and social work.

Raising salaries for hospital nurses may not be easy with the
current DRG system for Medicare. Hospital payments have not kept
pace with the marketplace increases and, since nursing salaries
are part of the overall routine costs, there 1s no adjustment for
higher costs based on intensity of nursing services. Although
home care and other community based services currently do not
fall under the PPS program, the cost limits and tne huge and
still growing number of denials have operated to keep salaries
drdn. The market basket wage and labor index used for home health
cost limits 13 completely out of touch with rapidly escalating
nursing wages. Salaries for home care agencies must be at least
competitive with hospitals in order to attract nurses. This does
not mean raising salaries to the same level as hospitals, rather
it means raising salary scales beyond hospitals, if home care 1s

to keep a cumpetitive edge.

The support of nursing education programs has declined from an
all-time hjgh of $160.6 million 1in 1973 to $53.3 million in 1987.
There 13 no question about the effectiveness of the Nurse
Training Act in stimula‘ing undergraduate nursing enrollments.
There is a clear positive relztionship between the number of
dollars going to basic nursing sducation programs and the number

of basic students in those progranms.
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The very reason the federal government got into support of basic
nursing education stems from the fact that in 1965, 1t was
recognized that 1f the Medicare program was going to be a success
there would have to be sufficient numbers of nurses available to
care for the patients. Thus, nurses were declared a national
resource and the Nurse Training Act was born. Over the years the
sense of that 1integral relationship beween nurses and federal
health programs has been lost 1n the concerns of cost-contalnment
and Medicare fraud and abuse. It 1S time that the federal
government rethink this lost relationship and, in doing so, they
may find some interesting solutions to containing costs. There is
legislation, §S. 1402, Nursing Shortage Reduction Act of 1987,
introduced by Senator Edward Kennedy, which authorizes $5
million to study the problem of the nursing shortage and to find
ways of alleviating 1t. NAHC applauds the recognition of the
nursing shortage as a serious problem meriting legislative
attention. In addition to this legislation, we should give

1mmediate attention to 1ssues we already know are problematical.
Conclusions

There 1s no questicn that the nation 1S facing a severe shortage
of nurses, regardless of 1ts source or configuration. It 1S
further obvious that home care has been and will continue to be

affected by the shortage.

The solutions for the shortage, like the reasons for the
shortage, are not new. Increased wages, federal support for
nursing services and nursing education, support services so that
nurses may concentrate on patient care rather than clerical and
errand services, and increzsed use of part-time nurses on the
unfavorable shifts and weekends with appropriate compensation.
Today's nurses want 1ncome, autonomy, respect and improved
working conditions. The restructuring of the entire health care

delivery system, in the long run, with the greying of America and
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the impending crisis in long term care, may well be the only

alternative.

It would be foolish to think that the changes needed will take
place overnight. Yet there 1s a certain urgency for change, not
only for nursing but also for the health care delivery system.
Benefi- iaries are already suffering fromm decreased services and
access to services. If changes do not occur there will be a

crisis and lives will be lost.

Thank you for giving me the opportunity to testify today.

would be pleased to answer any questions you right have.
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PREPARED STATEMENT OF BARBARA CURTIS

Mr. Chairman, I am Barbara Curtis, a Membar of ths Board of Directors of the
American Nurses' Association. 1 am pleased to appear today on behalf of the
188,000 members of our constituent state associations to discuss an issue of
overriding concern to both our members and all of society, that of the nursing
shortage. As the largest organization of registered nurses in the country, we
find ourselves increasingly occupied by ch.is crisis, and we appreciate the

attention that this committee has chosen to give to the subject.

The publicity surrounding the nursing shortage has been overwhelming.
Communities across the country are reporting an ever increasing shortage of
nurses, and the outlook for the future indicates tbat this situation will only
get worse. Recently conducted studies only serve to confirm the anecdotal
information about the shortage of nurses. A December 1986 study conducted by the
American Hospital Assoclation revealed that 13.6 percent of hospital registered
nurses (RN) jobs were vacant in 1986, compared to 6.3 percent in 1985. Two-
thirds (6us) of the hospitals reported that they needed more than 60 days to fill
RN vacancies in medical/surgical areas, operating rooms, emergency rooms and
psychiatric nursing areas, and nearly 90 percent of the hospitals reported
needing 60 cays to fill intensive care nursing positions The survey concludes
that there are approximately 138,000 budgeted unfilled RN vacancies in this
country. In a more recent AHA hospital survey, conducted in April 1987, 8l
percent of the respondents indicated that patient acuity had increased in the
prior twvelve months, and that temporary agency staff were used most often to fill

budgeted vacant RN positions in the ICU/CCU and medical-surgical units.

There are additional studies which focus on the shortage that we would be
pleased to provide the committee We have found, however, that the nursiag
shortage is accepted as a given fact, and that the discussion tends to focus on

why the shoriage exists, and whz- can be done to help alleviate it
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Cauges of the shortage

The nursing shortage stems from a variety of factors. Dramatic changes in
the attitudes, values, and aspirations of young women, who formerly represented
the potential recruitmant pool for nursing; a demographically driven decline in
the nuaber of people entering college; massive changes in the way in which heaith
care is delivered and paid for; and changing roles within health services sector

itself all contribute to the severity of the shortage.

The wmost obvious among these factors, however, are the conditions ia
hospitals, within which 68 percent of the estimated 1.5 million working
registered nurses practice, and in other institutions such as nursing homes.
Theae conditions include modest financial rewards compared with nurses
responsibilitiea, limited authority for the clinical practice of nursing, and
little {nvolvement in hospital management decisions regarding the provision of
nursing care and essential support sgervices. While there are numerous and
complex reasons for the nursing ahortage, two major causes seem to be at the root

of tha problem: salary and working conditions

With respect to salary, it is not the starting salary in hospitals that
causes the problem; many nurses can start in hospitals in urban and auburban
areas for approximately $20,000 per year. What is unfortunate s that salaries
are not commanaurate with experience and reaponsibility, so that a nurse with ten
years experience will not gee har salary increase to $30,000. Compared with the
incoma received by other health care practitioners, it becomes increaaingly clear
that nurses are seriously -nderpaid and undervalued employee<. This {s at the

root of the nursing shortag .

Salaries and bene.its for nursas mua: be commensurate with the r level of
responsibility, education, experience, and perforaance. Without such
recognition, the nursing crisie will only be exacerbsced. While many will argue
that salary is not the primary reason for the shortage, we balieve it is obvious
that salaries wmust be {ncreased in ordar to deal wich this problea. For

individuals choosing career, salary is an importaat conside: .tion. Unless the
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undervaluing of nursing is addressed quickly and effectively by employers, this

trend will only worsen

Regrettably, there is little the federal government can directly do about
nursing salaries. The prospective payment system, in which hospitals are paid a
lump sum for care for one or more diagnostic related groups, does not lend itself
to changes that would put money directly into the pockets of employees. The
federal government has moved in the opposite direction, and has become less and
less involved with specific budgetary decision-making in hospitals. To seriously
discuss a "pass through” >f funds from the government through the hospital
directly to the nurses runs against the tide in recent federal policy. While
this idea may deserve some attention, it may not be politically viable. However,
the Congress should begin to put pressure on hospital administrators to raise
salaries. While we may hope that the market will cause an increase in salaries,
that has not occurred during previous shortages. Hospitals and other
institutions must realize that a major solution to the shortage problem is to pay

a more realistic salary to their nurse employees

One action that the federal government should discontinue is the continual
cutting back of payments for health programs, particularly Medicare Attempts by
the Administration to cut payments to hospitals lessens the pool of funds
available for expenses such as salaries. While we are not sure that an increase
in psyments to hospitals will result in a increase for the nurses, we are very
sure that a decrease in funding for hospitals will ensure that no upward salary
adjustments will be made. Disproportionate cuts in the Medicare program driven
by budgetary policy is a sure way to worsen the nursing shortage. We will
continue to work with the American Hospital association, the Federation of
American Health Systems, and others to oppose the annual budgetary assault on the

Medicare program

We believe the second major cause of the shortage involves the environment
in which nurses must work. Working conditions are quite difficult, with aurses
often treated poorly. Hospital administrators, physicians, and nurses have an

obligation to establish a suitable environment for nursing practice. Nursing

Jy -
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should be involved in policy development and decision-making throughout the
organization, a situation which rarely occurs at present. There must be a
greater emphasis on respect and recognition of the value of nurses' work.
Studies have shown that effective nursing practice is found where conditions of
employment foster professional growth and development. Approaches such as
flexible work hours, appropriate staffing patterns, career advancement patterns,

and recognition for achievement should be explored. Nurses must have a greater

say over their own practice, and be more involved in overall patient care.

Again, the solution vo the goal of enhancing the work environment for nurses
does not lie entirely with the federal government. We ask that the committee
send a clear signal to the hospital and nursing home industries that such a
change is essential if the crisis is to be rectified. Institutional providers
must begin to understand that che. federal government is keeping a close check on
their efforts to combat the nursing shortage. Failures to enhance salaries and
working corditions may need to be met by Congressional action, such as the

promise of increased regulation to correct such actions.

Impact on the Elderly

The most troublesome aspect of the nursing shortage is the impact on the
nursing care needs of people €5 snd over, the single largest sge group now
occupying acute csre hospital beds. Today's hospital patient is sicker snd needs

.
more intensive nursing care Any shortage of nursing staff will place the
elderly at increased risk. We can foresee a situation where our increasingiy
elderly population faces a decreasing pool of qualified nurses This can only

hurt quality of csre

The impact on post-acuts care is equally disturbing as we have shortened
hospital stsys, we hsve lost valuable nursing services. This is where nurses
prepars patients for what will happen to them, teach them snd their families
about medications and procedures, snd helping pstients with the anxiety over
their illness. It is also the time that nurses work with families and other

health care providers in developing discharge plans and ensure that patients

O
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racaivs tis cars thay nead in nursing homes or in their homes. Nurses are now
axpactad to covar tha whole spectrum of services needed got a duration of illness
including both acute and post-acuta care. Consequently, the shortage adversely

impacts tha alderly in all phases of thair cara.

Hursing Home

- Whila wa hava focusad on tha problams ralatad to hospitals, it is important
to nota that tha situation is far worse in nursing homes. Salaries ara 15-25%
balow those in hospitals, and working conditions sre more difficult. The nursing
home industry has rafusad to provide adequate compensation for their employees,
and hsva fought ugeinst fadersl regulation of minimunm steffing requiraments. In
our viaw, tha shortage in nursing homes can ba positively impacted by the federal
government by mandating increased nurse staffing. Only when forced by the
faderal government will nursing homes hire adequate staff. Such s requiremant
will also forca the industry to Pay & competitive wage in ordar to attract tha
required personnel. In this industry, requiring an increase in staffing will
rasult in an alleviatjon of the shortage, as the industry will have to raise

wvages, and that will attr-.t the nurses

Tharafore, we command the chairman for nis sfforts to incressa RN staffing
in nursing homes through the inclusion in reconciliation of his legislation, S.
1108. However, we ask that, in conference, the committee accept the House Energy
snd Commarce Committee provision which requires an RN for 16 hours per day in
facilities of 90 beds or more, and 8 hours in facilities of 90 beds or less
This provision would ensure a higher level of quality care in nursing homes, and

will fncrease recognition of nurses in such facilities

. Commants on S, 1765

We would also like to commend the Chairmen for his introduction of §. 1765 The
mera introduction of this lagislation will help focus congrassional attantion on
tha issue In our view, such afforts can only hava a positiva impact on tha

dabsta surrounding tha nursing shortage crisis.
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Saction 2 of the bill eatablishes a demonatration authority for community
nuraing organizations. This provision haa been incorporated into the Finance
Committee’s reconciliation package, and we are quite pleased by that action. By
allowing nurses to establish these organizations and receive payment for their
aervicea, which they do not receive under current law, we believe that the number
of nursea willing to remain in the profession will greatly increase. Medicare
payment policy, which refuses to rccognize nurses as reimburseable providers, is
another major reason for the shortage. The willingness of the federal government
to recognize and pay for the gervices of nurses will greatly enhance the
attractiveness of nursing. We would ask, however, that the comaittee accept the
House Energy and Coamerce Committee provision which is a complete authority for
the establishment of community nursing organizations rather thar a demonstration

project.

Section 3 of the bill will allow nurse practitioners and clinical nurse
specialists to certify and recertify patients in nursing homes As geriatrics 1s
a major area of shortage, this provision would make far more attractive nursing
practice in nursing homes. Allowing nurses to certify the need for care, and
paying them for that service, will provide nurses with another attractive career
option This provision will not increase health care costs, will increase access
to care in facilities, and will provide aa incentive for nurses to enter the
field of geriatrics. We commend the chairman for inclusion of this provision,
and we understand that it may be offered as a floor amendment when the Senate

debates the reconciliation legislation.

Section 1 of S. 1765 envisions an expansion of the graduate medical
education pass-through for the clinical training of nurses. Under current law,
only programs supported and operated by hospitals are eligible for payment under
this program. We believe this to be an artificial limication that ignores recent

trends in nursing education.

Increasingly, nurses are receiving their education in collegiate schosls of
nursing. Permicting additional institutions to develop clinical education

rotations for nurses in cooperation with accreditated nursing education programs
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would benefit not only the institution through the patient care provided by
student nurses, but also uay encourage nurses to practice in such instltutions
after their education is completed. Such a program would also help to bring
advancements in nursing practice more rapidly to the bedside through the
collaboration of faculty from the educational program and nurses in clinical

practice in hospitals.

Regrettably, an expansion of the GME autherity te encompass all nursing
education programs would be expensive, and is unlikely in the current political
environment. However, limiting the number of students based upon a variety of
factors, such as location (urban/rural), specialty (critical care, operating
room), or type of degree (graduate), couléd limit the financial burden of the

prograxa., We would like to work with the committee to formulate such a proposal.

Conclusion

Of the numerous studies and recommendations which address the nursing
shortage, a recent study by the American Academy of Nursing and the American
Hospital Association articulated the following reasons for the shortage:
financial rewards that are not coumensurate with responsibility; opportunities
for upward mobility are lacking: nurses have insufficient authority and autonomy;
work demands are increasing because of rising severity of illness; and nurses do
not participate in management decisions regarding practice standards and support

services.

Any proposad solution to the shortage crisis should use these finding as a
blueprint. Unless these problems are addressed adequately, we will not hove a
solution to the problem. This is not a small problem that can be resolved with a
quick solution; it requires some fundamental changes in the way in which our
health care system currently functions. We hope that these hearings can serve as
a beginning in a nationwide effort to combat the nursiug shortage. We again
commend the chairman and the ccrmittee for their willingness to tackle this
alusiva and troubling issus. Wa look forward to working with you to help

alleviate tha nursing shortage crisis.
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PREPARED STATEMENT OF SENATOR DaVID DURENBERGER

I'm very pleased that the Senate Finance Health
Subcommittee, -led by my distinguished colleague Senator
Mitchell, 1s turning its attention to the growing need f{or
nurses in this country. I would like to commend Senator
Mitchell for calling this hearing to address this ser ious
problem, I hope that we can begin to develop long-term,
creative, cost-effective solutions.

The number of nurses educated in schools of nursing has
grown dramatxcally in the past 30 years, but our unmet need for
nurses 1s sti1ll increasing rather than decreasing. This problem
1s not due to any past failures to train or recrult nurses.
Rather, the current shortage reflects a greatly increased demand
even more than a declining supply.

There are several reasons for this higher demand. Because
of changes in medical practice, hospitalized patients are sicker
and require higher levels of professional care than they have in
the past. Wages and other incentives for nurses have not risen
with the speed or magnitude seen in other labor markets.
Finally, the specialized abilities of registered nurses are not
fully utilized.

Unaer current mnanagement practices, these professxonals with
increasingly sophisticated education and technical training are
often required to perform many non-clinical tasks, which inhibit
their ability to provide high-quality, cost-effective patient
care. In the process, resources are wasted and nurses have low
levels of job satisf{action. These facts are well-documented in
an excellent article by Dr. Linda Aiken and Connie Mullinix
entitled "The Nurse Shortage: Myth or Reality”, in the New
England Journal of Medicine, which, Mr. Chairman, I would like
to subimit for the record.

To solve these problems, I believe that a radically
different approach 1s need: , one that recojnizes the vastly
1ncreased options that women today have to choose other
careers. Nursing must come 1nto the 1990's and oeyond 1f it 1s
to continue to attract the top flight women (and men) who now
have many other choices. Health care wanagers and nursing,
whiii has lung be2n one of the great opportunities for dedicated
and talented women, alsc need to prepare for the future. The
future wi1ll be better only 1f the levels of professicnalism and
autonomy are high and the practice environment 1s challenging
and rewarding. The world for women has changed and T am proud
to have helped accelerate that clrange by pushing hard for
economlc and other equity for women 1n legislation since T first
came to the Senate, most recently with S. 1309, "The Economilc
Equity Act of 1987".

For these reasons, I will today be introducing the Medicare
Mursing Practice and Patient Care Improvement Act of 1987, By
funding projects to demonstrate and evaluate innovative nursing
practice models, this bill will encourage hospitals and nursing
homes to utilize registered nurses as patient care managers,
increase nurseg, roles in facility administration, develop
career progression opportunities for nurses, and 1mprove working
conditions to retain and attract the highest quality staff.

o
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My own state of Minnesota has had excellent experience 1n
using professional nurses as case managers. Currently, all 87
ccunties in Minnesota are using RNs as case managers for
Medicare beneficiaries. These nurses are helping seniors and
their families to make informed decisions about their care,
helping people stay out of nursing homes, promoting
1.dependence, and helping to ensure high-quality, cost-effective
health care for senior citizens. By translating this experience
into the hospital and long-term care setting, we will imorove
Job satisfaction and foster recruitient and retention.

We 1n the Congress know from the past that qu.ck-fixes to
nursing shortages have only served to create long-term
problems. oOur challenge today, then, 1s to find solutions not
only for the present, but also for future generations.
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SPECIAL REPORT
THE NURSE SHORTAGE
Myth or Reality?

Tue properuon of vacant positions for registered
nurses 1n hospitals doubled between September 1985
and December 1986.' reaching the levels of the last
national nursing shortage of 1979 Current reports of
vacancies are perpiexing in the light of the size of the
nation’s supply of nurses The output of nurses has
doubled over the past 30 vears. greatly exceeding the
population growth, and licensed registered nurses now
number 2 | million Between 1977 and 1984 alone, the
number of emploved nurses increased bv 55 percent,
as compared with an 8 percent growth in population ?
Intuttively, 1t would seem that ann :- -~d number of
nurses would be the solution, but the prnblem persists
nevertheless

The reported shortage of hospital nurses exists in
the midst of a substanual reduction in hospnal inpa-
tient capacity 1atonally The demand for acute 1npa-
tient care 1n general hospitals has fallen, resulung in
50 mullion fewer inpatient davs in 1986 than in 1981
Since 1983, hospitals have closed more than 40.000
beds. and average hosputal occupancy rat*s dropped
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to 634 percent 1n 1986 " Enrollments 1n nursing
schools have also decreased markedly, raising the pos-
sibifity that fewer nurses than anucipated will be
available 1n the future

There 1s now a contentious debate abeit whether
a shortage of hospital nurses trulv exists and about
us causes In 981, the Institute of sMedicine was
commseioned by Congress to reconcile the evidence
of an increased supply of nurses with continued
reported shortages The studv concluded that the
national supplv of generalist nurses was adequate
for the present and shori-term future * Cvchical vacan-
ctes 1n positions for hospital nurses were attnbutea
pnmanly to local labor-market conditions, although
a shortage of nurses in certain specialties was noted
Recommendations were made to the hospital indus-
try on the need to restructure nursing roles and de-
velop improved financial rewards and opportunities
for career advancement 1n chntcal care * The Nauonal
Commission on Nursing made remarkably similar rec-
ommendations 1n 1983 ¢ But 1n 1986, the Amencan
Hospual Associauon was again reporung that high
vacancy rates in positions for nurses were disrupt-
irg hospual care,' whereas the US Department of
Health and Human Services again co cluded that the
national supply of nurses was in balance with the
demand ’

EmPLOYMENT PaTTERNS OF NURses

The shortage of nurses 1s measured by the hospital
industrv as vacant budgeted full-ume-equivalent posi-
tions for registered nurses Vacancy rates, how~ver,
are not an objective measure of the need for bedside
nurses Moreover. the number of budgeted positions
for nurses reflects a number of factors, including
budget constraints as well as local wage rates Despite
these hmitations, we have chosen to analvze vacancy
rates because they are used by the industry to reflect
the changing supply of nurses

There are several commonly held but erroneous be-
lefs about nurses’ work patterns One misconieption
1s that nurses have left nursing 1n large numbers and
are either 1inactive or working at jobs outside health
care Incontrast, nurses have one of the highest rates
of parucipation 1n the labor force among workers i1n
predominantly female occupations Almost 80 percent
of registered nurses are acuvelv employed? either full-
time or part-time, as compared with 54 percent of all
Amencan women Not much is known about those
who do not renew their hicenses and, therefore, are not
counted in the population of registered nurses But
less than 6 percent of registered nurses are employed
1n other occupations and are not seeking a position 1n
nursing 2 Given the responssbilities of women for child
reanng and other domestic concerns, an employment
rate of 80 percent may be almost as high as can be
expected Thus, it 1s unhkelv that unemploved nurses
represent a large potenitial resource for hospital em-
plovment However. nursing 1s somewhat unusual in
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that 27 percent of the toral pool of registered nurses
work part-ume Clearly; » change 1n the number of
hours worked by more than 500,000 part-ume regis-
tered nurses could substantially aftect the supply of
full-time-equivalent nurses

Some observers have suggested that the shortage of
nurses in hospitals mav be due (o the increased de-
mand for nurses 1n ambulatory settings and new ad-
manistrative posittons 1n health care However, hosp:
tals’ share of the ever-growing pool of nurses has not
changed substanually since 1960 Sixtv-eight percent
of all employed nurses work in hospitals 2 Hospitals
have dramaucally increased the number of nurses
they employ in the aggregate and n relation to num-
bers of patients, even when the recent increase 1n out-
patient visits 15 taken into account In fact, hospitals
are employing more registered nurses than ever before
and are even replacing non-nurses with nurses — just
the opposite of what would be expected dunng an
actual shortage of nurses

In response to reduced numbers of inpauents, hos-
pitals employed 133,376 fewer full-ume-equivalent
workers 1n 1986 than in 1983 ° [n contrast, the num-
ber of fui-ume-equivalent nurses increased by 37,500
dunng the same penod *? A substanual increase 1n
the ratio of nurses to patients resulted In 1972, hospi-
tals employed 50 nurses per 100 pauents (average ad-
Justed daily census), by 1986. the figure had increased
to 91 nurses per 100 — 4n 82 percent expansion (Fig
1) #1des and hcensed pracucal nurses were replaced
by registered nurses In 1968, registered nuises ac-
counted for only 33 percent of hospstals’ total nursing-
service personnel, by 1986, registered nurses account-
ed for 58 percent

THE CHANGING DEMAND Yoa Numses

The rapidity with which the current thortage de el-
oped suggests that increased vacancy rates must be
due to 2 changing demand for nurses, not to a decun-
ing supply There are three primarv explanations for
the recent increase 10 the demand for hospital nurses
First, hospitalized patients are sicker and require
more cate than in vears past, on average, because of
the reduction in discretionary admissions and the
shorter average length of stav However, there 1 no
basis to suggest that the average condition of hospital-
1zed patients changed dramaucally enough between
1982 and 1986 to require a 26 percent increase in the
ratio of registered nurses to patients Although the
changing case mix may provide a parual explanation
for the increased demand for nurses, «t cannot be the
only explanauon

A second explanation for the recent 'ncrease 1n va-
cancy rates 18 related to chanqing budget constra.nts
in hosputals When vacancy rates were at an all-ume
low of 3 7 percent 1n 1984, the Medicare Prospective
Payment System was just being implemented and
fears of severe hospital-budget limits were wide-
spread As a result, some budgeted pesions were
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Figure 1 Number of Hosprtal Registersd Nurses Empioyed per
100 Pabents (Average Adjusted Daily Padent Census).
19721908

Data are from Hosprtal Statisscs *

' nated Unexpectedly hgh operaung margins,
however, provided the opportunity for hospitals to
budget for more nursing positions

A third explanauon 1s related to changes in nurses’
relative wages In most labor shortages, wages are
adjusted and 0. er incenuves are developed to attract
addiuonal workere These market adjustments fail
1o occur 1n nursing with the rapidity or magnitude
seen 1n other labor markets Labor economists have
described nursing as a “captured” labor market !
In any given communmty, a small number of hospicals
emplov most of the local nurses — a phenomenon
known as oligopsony in labor economics Er ployers
offering nurses jobs with weekday hours usuallv \...
no trouble employing nurses and thus do not compe
with other emplovers on the basis of salary Therz
1s no demand for nurses outside the health care field
that 1s sufficient to create compentve pressures on
the hospital industry, as there 1s, for example, for com-
puter programmers Moreover, hospital ad umswra-
tors tend to assume that there 15 a finie number of
nurses in any given community, and that wage compe-
ution among hospitals will be costly and will not re-
solve community shortages The majority of nurses 1f
they want to work, must accept the terms offered bv
hospuals

Registered nurses are versaule employees in a hos-
pital context '2 '3 They can provide all the services for
whuch hospitals someumes employ nurses’ aides and
licensed pracucal nurses, and they can also ofien
perform a wide range of other fiincuons, including
those assigned at other times 1o secretanal and clercal
personnel. laboratorv techmicians, pharmacists, phvs-
1cal therapists, and social workers Nurses subsutute
for physicians under some circumstances, and com-
monly assume hospital management roles after regu-
lar work hours Thus, when nurses’ relauve wages
are low as compared with other workers’, 1t s ad-
vantageous for F spitals 1o employ them 1n greater
numbers and 1n lieu of other kinds of workers Even
if nurses’ wages are 20 1o 30 percent higher than those
of licensed practical nurses or secretanes, it mav sull
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be more economical to hire nurses, because they re-
quire little supervision and can assume responsibility
for a wide range of dutes The increased demand for
nurses created by low relauve wages can lead to short-
ages 1n some geographic locauons, in specialty unts,
and on undesirable eveming, mght, and weekend
hrurs

The relative-wage theory 1s supported bv data span-
ning several decades'* '* (Fig 2) From 1946 o 1966,
for example, the increases in nurses’ wages lagged
behind those in comparable won en’s occupauons
Nurses’ wages over the period increased by 53 percent,
whereas teachers’ salanes increased by 100 per nt
and female professional and technical workers’ sala-
nies increased by 73 percent In the early 1960s, more
than one 1n five budgeted positions for nurses were
vacant There was great concern at the ume that the
increased demand for hospital care accompanying the
introd _cuon of Medicare and Medicaid would exacer-
bate the shortage of nurses But these new progra.ns
were accompanied by sub 1al wage increases for
nurses Employment rates among nurses increased
substanually after these wage increases, as cid cnroll-
ments 1n nursing schools The proporuon of vacant
budgeted posiuons for nurses in hospitals dropped
from 23 percent 1n 1961 0 9 percent by 1971 Buw,
after hospital wage and pnce controls 1n 1971 and
state rate sctung and the voluntary hospital cost-
containment effort a few years later, nurses’ wages
dechine 1#lauve to other groups’ and the proporuoa
of vae, « positions for nurses in hospitals increased
agu1 ‘.ading 1o the shortage of 1979 There was
a wage response to the 1979 shortage, nurses’ wages
rose an average of |3 percent annually 1n both 1980
and 1981 By 1984, the proporuon of vacancies had
reached a low of 3 7 percent

The substantial wage increases received by nurses
1n 1980 and 1981 did not conunue subsequently, and
bv tae ume the new Medicare prospectuve payment
system was implemented, nuries’ wages had been
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Figure 2 Hosprtai-Nurse Vecancy Rates per 100 Budgeted Posi-
ons and Ratio of Nurses incomee 10 Those of Teachers

Dala are from references 10 and 16 through 21
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eroded Hospital nurses have recened anlv modest
wage increases since {982 Bv 1985 average salaries
for teachers were 19 percent higher than those lor
nurses, and average salaries for all female protessicnal
and technical workers were 103 percent higher De ite
all the publicity about the shortage of hospital ni rses
nurses waces mereased onlv 4 percent in 1986

DecLINING NURSING ScHOOL ENROLLMENTS

Since 1983 enreliments i nursing schools have
dropped by 20 percent™ tund National League for
\ursing unpublished data)  The number of new

nurses ¢raduating annually 1s predicted to tall from a
high ol 82 700 1n 1985 to 68 700 or lower by 1995 7 All
*«pes of nursing programs have had declining enroll-
ments associate-degree programs have had a decline
of 19 percent and vaccalaureate programs 12 percent
National I cague for Nursing unpublished data) En-
tillments 1 three-year hospital d-ploma programs
have heen dechiming for more than two decades and
now account for anlv 14 percent of graduates annually
‘Fig 3}

" he country s demoagr. v | rofile 1s partlv respon-
sible tor declining errollments because of the smaller
stize of 18-vear-old cohorts in recent vears However,
interestin nursing as a career has falten precipitously
among college treshmen in both community colleges
and four-vear institutions The Uniersity of Califor
ma Los Angeles national survey of first-time college
Ireshmen indicated a 30 percent decline since 1974 1n
the proportion of tull-ime women students planning
10 pursue nursing careers In contrast to an almost
threefold increase in the pronortion interested in ca-
reers in business? (Fig 4) MMoreover the College
Board recently released data indicating that the SAT
scores of high-school students interested in nursing
«areers were well below the national average for
«ollege-bound students and that the SAT gap be-
tween prospective nurses and non-nurses was widen-
ing over ume o

Lhere are many reasons for the dechning interest in
nursing Whereas starting salartes of nurses a € now
wmparable to those of other college graduates the
average maximum salarn, for nurses s onlv $7 100
higher than the average starting salary '® Since more
women are choosing to work continuously 1n the labor
force, the low raises discourage them from choosing a
career 10 nursing Moreover, emplovers do not offer
substantial differences in salarv 1n return tor advanced
education in nursing Thus the economic return on a
baccalaureate degree in nursing 15 poor as compared
with the return n alternative helds ¥ omen todas
have many more career aptions than they had in vears
past Most other careers offer romparable or Figher
economic rew ards ana do not require night and week-
end work — a notable disadvantage ot nurung

RECOMMENDATIONS FOR CHanGE

A number of issues desenve Careful reconsideration
and expenmentation  First, pubhic policy makers

ob
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Figure 3 Percentages of Graduates of Nursing Schools in Var
ous Types of Programs, 19601985
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must recognize that hosputal rate setirg can induce
labor shortages bv aruficially depressing wages in -
cupations like nursiag, in which hospitals are the
dominant employers In the short term, depressed
wages will increase the demand for nurses, because
they can subsutute for other personnel, and result in
acute spot shortages and high vacancy rates Over the
long term, recruitment to nursing will be seriously
eroded by the absence of an adequate salary range
that rewards skill and experience

Second, one of the most unattracuve aspects of
nursing ts the requirement of n.ght and weckend
work With sicker patients. hospitals now need mans
more nurses on these unpopular shifts than thev need-
ed in the past, when it was not unusual to have a single
nurse covering a unit at night Most women want to
work regular daviime hours and will even choose less
interesting, less skilled, and worse-paving jobs to ac-
comphsh this Preference for dav work explains why
vacancy rates are low 1n ambulatory care despite low-
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Figure 4 Career Preferences among Fuli Time Coliege Fresh-
man Women 1966-1985
Dats are from Astin et al
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er average salanes Cther industnes that operate
on a 2+-hour basis offer substanual differences in
wages for evening, night, and weekend work 1n order
10 attract sufficient voluntary swaff coverage Hospi-
1als offer onlv smail differences and try 10 make shift
rotation a req of emplovment Cunouslv,
most of the innovauons hoapluh have adopted te ce-
duce vacancies dunng unpopular shifts actrady ea-
courage nurses 10 work fewer hours Fur example,
some hospitals pay nurses a full-ums salary 1o work
two 12-hour weekend shifts (24 hours per week) but
will not pav full-ume nurses equivalent hourly rates
for unpopular shifts In view of all the exp assoct-
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school enrollments to increazz the navonal supplv of
nurses might evenwally solve the vacancy problem
but1s unhkely 10 occur, given demographic irends and
the declining interest of voung people in nursing ca-
reers Recruiting inacusve nurses into the work force 13
also not a p employment
rates are already hlgh among nurses and mav have
reached a ceding Expanding the number of nurses
trained abroad 15 an expedient option but one that
might create more problems. in terms of quality of
care, than 1t would solve The development of incen-
uves 1o induce part-ume nurses to work more hours 1s
ap g oplion that should be pursued Finally, of

ated with continued hugh vacancv rates, increasing
marginal wage rates o fill vacancies on unpopular

all the above methods to increase the supply of nurses
sull do not ehminate disrupuive vacanaies, restructur-

assignments might not be as costly as 1s ly
assumed

Third the work requirements of nurses and other
personnel 1n b-apuals should be restructured The
rauo of suppcrt personnel to professionals 13 sub-
stanually lowar 1n the hospual industrv than in
other industnes Givan the complexiues of operat-
ing busy hospual inpauent units, there 13 an asiound-
ing absence of secretanes, administratve asmist-
ants and mid-level non-nurse managers Moreover,
the computerization of hospitals has lagged far
behind that of other industries. Nurses are current-
Iv performing manv l I, ad and
man in hospitals  Fewer better-
pad and better-edu~ated nurses ;n combinaton with
an impros ed nonclinical support staff might yield bet-
ter care without substanual increases tn operaung
costs

Fourth hospital g should duce in-
centives o encourage e‘penenced nurses o remainin
clinical care A differenuated wage structure that rec-
ognizes expertence and advanced education 1s cnucal
Emplovment benefits such as pensions, wition sup-
port and sabbaucals could be used much more effec-
tvelv todeselop ‘lovalty” and thus reduce costly staff
wurnover

Fifth phyvsicians should take leadershap roles in the
devclopment of more effecuve collaborauve models of
pracuce with nurses in hospatals. Much of the dissans-
facuon of nurses with hospitai pracuce 18 related to the
absence of sausfing professionas :lauonships with
phvsicians  Manv nurses choose adminustrauon over
chnical pracuce in an effort 1o obtain greater swus
in their interacuons with physicians More effecuve
nurse-phvsician collaboranon in chnical care acuw-
ues would improve the professional sausfacuon of
both groups and contnbute 10 improved patient out-
comes as well 2

Concrusions

The evidence suggesis that under current market
conditons 1n manv locai communiues, the demand for
nurses 1s greater than the supply Regardless of the
rea ns for this imbalance, there 15 onlv a hmited
numuer of possible solunons Expansion of nursing-

ing hosp to make more appropnate use of the
special experuse of nurses 13 a difficult but obvious
altiernanuve
None of these recommendations are new, they have
been advocated consistently bv eserv panel studving
nursing shortages Implementauon, 1n contrast, has
been slow, despite encouraging evidence from the few
hospitals that are making the suggested changes
The factys that nursing shortages are a consequence of
com, lacent g t and the rel of ad-
muniscrators 10 reexanune tradinonal pracuces. In the
hght of the atatudes of oung women and their chang-
ng aspirauons, what 1s now an artifically created
shortage may become a cnucal probiem in the future
Nurses are an essent.al resource for hospitals and the
naton’s health Addressing their needs and aspira-
uons realistucally and examining their work conditions
full for high-qualuty panent

y are prereq
care now and in the future

Lixoa H Aixev, RN . Pu D
Covvie Fryvr MurLmax,
RN,MPH,MBA
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HEALTH POLICY REPORT

PROBLEMS FACING THE NURSING
PROFESSION

JoHn K IcLEHART

THE nauon's hospitals, many of which are strug-
gling 1n a new environment of prospecuve payment.
reduced demand for their inpatient services, and 1n-
creasing compeuuon from phy in anulatory
setings, have a new problem 1o confront a shortage of
registered nurses. the largest single professional disci-
pline of the medical care deliverv system With a sud-
denness that surprised even long-ume observers of cv-
chic shortages of nurses, the demand for registered
nurses 1s outstripping the supply, and the factors that
add up to this shortage suggest that there 18 no quick
solution 1o the problem

The nursing shortage stems from a varew ot fac-
tors, onlv some of which can be control'«d by hospiials
and, 1n some instances. their medica’ staffs The most
obvious among them are the con‘iiuons in hospuals
under which most nurses work — small financial re-
wards as compared with their responsibilities, hmited

"wntonomy in chmeal situanons, and hule involvement

n itospial management decisions regarding stand-
ards of practice and support services Largelv as a
consequence of these factors and increasing opportu-
nues 40 a vaniety of ambulatory setungs outside hos-
pntals, the turnover rate of nurses in the average hospi-
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tal was 18 percent last vear, according to the National
Assoctation of Health Care Recruitmenmt Hospitals
are also emploving about 25 percent more nurses now
than they did before implementation of Medicare's
new pavment approach

Broader considerations are also hampering the abii-
1tv of hospual 10 recruit registered nurses Manv
wOmen are now pursuing more lucrative careers in
business, engineenng, law, medicine, and science, few
of which require night and weekend work or rotating
shifts Reflecting this dechine in interest, annual sur-
veys conducted “etween 1974 and 1986 by the Amen-
can Council on Education and the UCLA Cooperauve
Institution Research Program showed a 50 percent
drop 1n the proporuon of first-time, full-ume freshman
women 1n all kinds of insutuuons of higher leaining
who planned (o pursue careers in nursing Indeed, by
1986 more freshman women expressed a preference for
medicine than for nursing as a career Finally, wuh a
stauc birth rate, the number of 18-year-olds enrolling
1in hagher e " icauon 1§ decreasing and will continue to
dechne unal 1995

The latest nursing shortage 1s occurnng dunng a
turmoil 1n the profession 1tself Throughout us history,
nursing has strugsizd with defintnonal 1ssues Embed-
ded firmly i raditional mothenng roles (97 percent
of nurses are women), nursing has found 1t difficult to
make transitions into the professional and scientific
fields ' For the past two decades. nursing interests
have been at odds over these 1ssues, parucularly in
relauon to educauonal preparation Students prepare
for state registered nurse examinations through anv
one of three kinds of programs that last for two, three,
or four vears Because the educauonal program lead
to the same licensing examinauon, hosputals 10 not
differenuate between new registered nurses when they
are hired, thus lessening the value of a baccalaureate
degree The Amencan Nurses Association (ANA) has
sought since 1965 to make a bachelor’s degree the
minimum educauonal requirement for licensure of
registered nurses, but its campaign has met with only
limited success

The nursing profession has also sought to shed its
histonc image of being stnctly beholden to medicine.
by promoung the establishment of nurses in inde-
pendent practice and by seeking direct reimbursement
for services from third-party payers These pursuits
have produced some changes in the relauonship that
nurses mantain with patients and other providers of
heaith care, but generally these changes have come
only after protracted baules with organized medicme
L ‘mslauvely, the most recent conflict in relation to
tursing’s pursurt of independent pracuce was pro-
voked by abill (H R 1161) introduced by :presenta-
uve Richard A Gephardt (D-Mo ) and 70 other
tlouse sponsors that would authonze the Health Care
Fuincing Administraaon to contract with nursing
service organizations to provide all Medicare Part B
henefits. ex +p. physician, x-rav, and laboratorv serv-
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ices, on a prepaid. capuated basis The Amencan
Medical Association (AN 1 1s strongly opposed to
the measure

Orgamzed medicine’s opposition to efforts bv the
nursing profession to broaden 1ts climcal purview has
also taken another recent form withdrawal frm par-
ucipation 1n the National Commission on Nursing
Implementation Project, which 1s seeking to advance
the profession’s educational and polincal agenda
Dr James H Sammons, the AMA's executive vice
president, said 1n a letter on February 27 to the
Commussion’s gioject director, Vivien DeBack, “with-
drawal at this time 15 in the best interests of medicine
and nursing "

The basis for the AMA’s action, Sammons said tn a
telephone interview. was that ‘damn document.” 4
reference to a recent publication of the ANA enutled,
“New Organizauonal Models and Financial Arrange-
ments for Nursing Services ™ The nauonal comms-
sion, funded for three vears by the W K Kellogg
Foundauon, 1s composed mostly of leaders in nursing,
but also includes repr 1ves of big b , coni-
mercial insurance, consumers. and hospitals Its mis-
si0n 18 to 1mpl the reco dations of the Na-
uonal Commssion on Nursing, an ~dvisory body
created by the Amenca Hospital Assotiauon dunng
the previous nursing shoriage 1n the early 1980s The
commission had no direct coinection with prepara-
ton of the ANA document Nevertheless, the AMA
c dered the c 's agenda to be ak'r to that
aruculated by the nursing association’s publication
and thus hreatening (3 the AMA's view of the best
interests of medicine

Another reflecuon of the ongoing conflict between
nurses and physicians 1s the intensifving struggle that
engages the Amencan Associauon of Nurse Anesthe-
usts and the Amencan Societv of Anesthesiologists
The Amencan Association of Nirse Anesthetists 1s
persuaded that a senes of developments in recent
years indicate that the Amencan Society of Anesthes:-
ologists and 1ts members are acti 'rly attempung to
chiminate the posiion of cerufied -egistered-nurse
anestheust and gain full control of the pracuce of
anesthesia One of these developments is the promul-
gation of new standards for surgery and anesthesia by
the Joint Commission on Accreditation of Hospitals
(JCAH), which the Amencan Association of Nurse
Anestheusts believes will further restrict the hospital
pracuces of nurse anestheusts The Amencan Asso-
clauon of Nurse Anestheusts has retained a Wash-
ingten law firm {Arnold and Porter), well regarded for
s experuse 1n anutrust issues, to studv the possi-
bility of bringing suit against the JCAH 1n an effort
to alter the new standards, which take effect on Janu-
ary 1, 1988 Anothei development of concern to the
Associauon 18 the closure since 1981 of about one
third of the nation’s programs for nurse anestheuists,
reducing the number of their graduates by almost half
since then
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In this report, I will discuss some of the mair 1ssues
that currently engage the nursing profession, includ-
ing the shortage of hospital nurses and the bleak out-
look for attrracting more people into the field the sta-
tus of the longstanding disagreement within nursing
over the educational preparation of registered nurses,
and current federal policies in relation to the field The
Reagan adminustration has been partially successful in
tts efforts to eliminate all forms of federal support for
nursing education, but Congress has refused to aban-
don the profession in this regard In fiscal 1973, the
vear in which Congress appropnated the most sup-
port. the Department of Health and Human Services
(DHHS) spent $160 6 million for this purpose Con-
gress appropriated $72 3 million for nursing programs
in fiscal 1987, including $19 milhion for a new nursing-
research center at the Natonal Instutes of Health

Histoncally, the supply of nurses in the United
States has fluctuated 1n relauon to the demand The
current shortage 1s particularly vexing because the de-
mand for inpauent care has declined dramancally
There were 46 7 mithon fewer inpauent hosputal davs
n 1986 than 1n 1980, the average hospital occupancy
rate dropped from 75 9 percent to 63 4 percent during
the same penod, and the ber of hospital employ
ees fell appreciablv as well, according to the Amencan
Hospital Associauon In addiuon, a total of 414
hospatals closed 1n the United States between 1380
and 1986, accounting for 56,628 beds 2 Given the re-
duced demand for services and the labor-intensive na.
ture of hospital rare. one could reasonablv antcipate
lavoffs of nurses or at least an adequate upply of
nurses bv 1986

Instead, although the nauonal pool of emploved
nurses 1s at an all-ume high of 1 5 million (68 percent
of whom work in hospitals) and hospital closures znn.
tinue, the Amencan Hospital Association 1s reporung
another nursing shortage. one th. 1ts vice president
for health care management and pauent services,
Connie Curran, insis'ed 1n an interview 13 differen
and more senous than shortages of the past “Not only
1s this the first ime a nursing shortage has cut across
all categones of nurses and all regions f the countrv,
but 1t 1s occurnng despite the fact that demand for
inpauent hospital care 15 dechning ”

The American Hospual Association bases its docu-
menation for a shortage of nurses on a survev con-
ducted bv one of its members — the Amencan Organ.
1zauon for Nurse Executives This survey of 1000
hospitals found that the rate of vacant positons for
registered nurses had more than doubled between
1985 and 1986, nsing from 6 5 percent to 13 6 percent
Onlv 17 percent of the hospitals surveyed had no va-
cancies for registered nurses in 1986, as compared
with 35 percent of hospitals reporting the year before
Large hospitals found 1t more difficult to recruit nurses
1n 1986 than did small hosputals Although hospualsin
all regions had some degree of difficulty in recruiting
nurses. the problem was worst in the Middle Atlanuc,
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Pacific, and East—North Central regions Hospuals re-
ported that it was parucularly difficult o fill posiuons
in demanding chnical arzas, such as medical-surgical
care, imensive care, emergency and operaung room
care, and psychiainc care

The American Hosputal Associauon aunbutes the
nursing shortage 1o a vanety of factors, including
those cited above and also the advent of Medicare's
prospective payment sysiem, the proliferauon of alter-
nauve health dehvery plans that provide nurses with
new career opportuniues in the ambulatory setung, a
sharp drop 1n nursing school enrollments, what Cur-
ran charactenzes as the consisiently negauve portray-
al of nurses by the media (“nurses 1n the media are
seen as ‘go-fers’ for doctors or promiscuous sex ob-
Jects, but not as the canng responsible professionals
they really are™), and the disarray in the educauonal
preparauon of nurses “The culture of hospitals has
been rraumauzed 1n recent years and this disquiet has
affected nurses no less than physicians or hospual ad-
ministrators,” Curran said

The economic incenu es of prospective payment in-
fiuence hospuals and physicians 1o provide care on an
outpauent bawis whenever possible, an 10 make inpa-
uent stays conform to the limits estaolished by diag-
nosuc-related groupings One of the consequences of
this economic equauion 1s that the average hospial
paucnt 1s more severely ill than in the past, because
less senous cases are treated on an outpauent basis
The increasing seventy of pauent illnecs, which has
been documenied by the Prospective Payment Assess-
ment Com 3 and the subseq nsing de-
mand for nursing care, 1s reflected by the changein the
ratio of nurses to patients in huspuals The rano rose
from 50 nurses lor every 100 pauents in 1975 10 85
nurses for every 100 pauents 1n 1985, according 1o the
Amencan Hospital Assoctauon The economic incen-
uve to reduce the length of hospitahizauon also adds 1o
the demand for nursing services, because essentally
the same amount of care must be given 1n a shorter
penod Since 1983, the average length of a hospial
stay has dropped from 7 days to about 6 days

The current shortage might be wnuen off as just
another fluctuation in the labor supply thar will cer-
rect uself, except for the precipitous decline 1n the
number of students entenng schools of nursing The
number of applicants 1o all types of nursing programs
has been dropping since 1983 These programs in-
clude one year of «udy leading 1o ceruficauon as a
licensed pracucal nurse, two years of study leading 10
an associate degree in nursing, three years leading 1o a
diploma, and four years leading 0 a bachelor's degree
1n nursing The lauer three programs all lead 10 hicen-
sure as a registered nurse

Enrollment of nursing students seeking licensure
peaked at 250,553 1n 1987 and dropped 10 about
218,000 1n 1985, according to the Nauonal League
of Nursing Be'ween 1983 and 1986, enrollments
dropped 12 percent in baccalaureate programs and 19
percentn associate-degree programs In recent years
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the declining interest 1n nursing has prompied Amen-
can Unwversuy, Boston University, Duke University,
and Skidmore Collegz 1o close thewr undergrad iate
schools of nursing Possible closure has been discussed
at Georgetown University Boston Universit’s board
of trustees announced its decision to close s school of
nursing on June 19, ciung as reasons a progressive
dechine 1n enroiment since the mid-1970s and the
compeuuon of nursing programs at state-supported
schools, where tuiuon costs are far lower

Besides declines 1n enrollment, another key indica-
tor of the waning inierest among young people 1n
nursing comes in the annual surveys conducted by the
Amencan Counail on Educauon~UCLA Cooperauve
Insutuuonal Research Program Surveys of first-ume,
full-ume students entenng the naton’s two-year and
four-year colicges provide annua! data about the size
+ W4 charactensucs of that age cohort Kenneth C
Green, associate director of UCLA's Higher Educa-
uon Research Insttute, discussed the annual surveys
1n relauon to nursing at a conference (June 28 o 30)
convened by the Unaversity of Pennsylvania’s School
of Nursing Green said the surveys show that between
1974 and 1986, there was a 50 percent decline in the
proporuon of first-ume, full-tme freshmen women
who planned 1o pursue nursing careers This decline
was particularly dramauc dunng the penod 1983 1o
1986, when the proportion of freshman women aspir-
1ng to be nurses fell by more than one ™rd, from 8 3
percent to 5 | percent

The 1986 survey showed that in the freshman class,
the number of women intending 1o be physicians sur-
passed ine number intending 10 be nurses by a rauo of
10 108 By comparson, the 1968 survey showed that
the number of freshman women interested 1n nursing
was more than three imes the number of women who
said they planned 10 study medtaine Given these star-
ed preferences and the number of students already
enrolled 1n schools of medicine and nursing, Green
satg that

by 1990 or 1991 Amencan colleges will award some 14,500 BSN
[bachelor of science in nursing) degrees compared to ajmost 16 000
MD degrees last numbers are truly starthing and piace the
much-discussed physian surplus/nursing shortage in a very inter-
esung — and very different — perspecuve

A recurning theme that one hears in most discus-
sions about the dechining interest 1n nursing 1s the
argument that the financial rewards for the hospual
nurse are not commensurate with the responsibihity
Starung salanes are in inc with those in other careers
on which many young people embark afier college
graduauon, and are above the levels of remunerauon
for many recipients of associate degrees who do not
take nursing posiions. But hospital nurses are re-
warded very little as they gain more expenence, par-
ticularly tn companson with | ‘cians and other
professionals outside health care Starting salanes for
hospial staff nurses ranged last year from a low of
$14.772 at one Dallas-area hospntal to a high of
$32.885 at a San Francisco hospital, according o the
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Amencen Journal of Nursing * Maximum rates for expe-
nenced staff nurses reported by the Amencen journal
of Nurnng ranged from less than $20,000 at some
Houston and Dallas hospitals to more than $35,000
in Houston, New York City, Boston, Balumore,
Chicago, San Francisco, and San Diego The t0p
rate, $48,000, was reported by hospitals in Boston and
Chicago

Several other recent surveys of nurses’ salanes pro-
vide additional documentation of current levels of re-
muneration n hospitals The 1986 survey of hospital
and medicas school salanes, conducted by the Univer-
nty of Texas Medical Branch at Galveston and study-
ing 33 hospitals, 16 medical schools, and 28 medical
centers (represenung a 77 percent response rate), re-
ported an average annual starting salary for hospital
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many other states (including llinos, Maine, Minne-
sota, Texas, and Wiscons n) are pursuing simular ac-
von In January 1986, the North Dakota Board of
Nursing amended ts ad ministrauve r~gulations to re-
quire the program curriculum for res stered nurses to
confer a baccalaureate degree on a stadent majoning 1n
nuraing, and to require the curnculum for licensed
pracucal nurses to confer an associate degree The
acuon, challenged 1n court by several hospitals, has
been upheld by the North Dakota Supreme Court.
The Amencan Hospital Assocration h.u for many
years straddied the q of ed
tion, dm its ber h Is draw !hcnr
mployeesfmmlhennhofslllypaofpmgnnu
The Association includes organizations that represent

staff nurses of $20,340 and an average maxamum for
experienced staff nurses of $27,744 By companson, a
dacade earlwr the Univernity of Texas survey reported
tha starung staff nurse salanes averaged $10,404,
and an average maximum in 1976 was $13,152 Ina
survey conducied by the Amencan Hospital Assoa-
auon 1n the spnng of 1987 ameng 1200 hospatals,
in which some 600 responses had been received by
August 1, hospitals reported the current average start-
ing salary for staff nurses as $19,676 and the average
maximum salary for the same post as $26,362
Nursing 1n ¢ United States 1s charactenzed by
greatdiversity Reflections of 1t abound 1n the scope of
nursing responsibiliues 1n a vanety of setungs, in dif-
ferent skill levels, orgamzation of services, and educa-
uonal preparanon The falure of the profe 10

the iny of schools confernng diplomas (some 190
such programs reman, virtually all of which are oper-
ated by hospitals) and baccal In re-
1terating 1ts support for these different programs in a
resolution approved by its House of Delegates in 1966,
the Association added that it believes that
2 baccalaureate degree should be an attasmable goal for each student
and practaing nurse, s or from an amociate or diploma program,
and provisson must be made for crediting thewr course and expen-
ence woward the baccalaureste degree

One of the Amencan Hospital Associanon’s affih-
ated membership groups, the Amenican Organization
of Nurse Executives, broke with the parent association
last October, whcn is membeuhnp voted 1n favor of

reach a consensus over 1ssues of educauonal prepara-
uon has contnbuted to a widespread belief that nurs-
ing 1s unable to get 1ts own house in order desprte the
obvious need to do so Curran and an Amencan Hos-
pual Association colleague, Neale Miller, recently
wrote “At a ume when the enure system of nursing 18
in turmoil over uthng 1ssues, we run the nsk of doing
ourselves even greater damagt through public expo-
sure of these conflicts ”
The essennal source of the conflict 18 2 dxﬂ'erence of
opinion over what s ad d
tion for nursing The ANA has preased the vmu ince
1964 that only nurses with baccalaureate degrees
should be called professional nurses in 1985 the ANA
plified 1ts earher p of . upport for a baccalau-
reate educanion, but 1t also adjusied its policy to the
reality that two thirds of all nurses enter practice wath
associate dcgrecs or dlplomu The AMA called for two
thresholds a baccal de-
gree for the professional nurse and an associate degree
for a worker to be known as a technical nurse And the
assoctauon urged 1its affiliated state nurses’ assocr-
auons 1o press for these ohjectives wathin their owr
Junsdictions
Efforts to incorporate the ANA posiuon into state
licensure requirements for entry 1nto nursing practice
enther through legislaion or regulanon, have yielded
results in only one state, although the ANA says that

that 2 baccal educa-

non should be the basic preparation for practice in

[ The orx:mnuon s membcnhlp.
posed " 4000 h

voted to the G ,‘ dt bill n above

The org 's achon yed the Amencan Hos-

pral Association’s president, Carol M, McCarthy,
leaving her in the crosscurrent of conflict between hos-
pitals and nurses The leadershup of the Amencan
Orgamzauon of Nurse Executives has let McCarthy
know that 11 dering abandoning the org
tion’s affihation with the Amenran Holplta.l Associ
auon unjess she d ates a to pur-
sue more aggressively the main goals of the nursing
profession that relate to hosprals

The Amencan Associauon of Colleges of Nursing
and the N | League of N g — the orgamza-
tion that all schools of g — also share
the goal of conschdatng educatonal preparauon
around two kinds of nurses professional and techm-
cal But the League's membership, reflectng its frus-
tration over nursing’s inability to reach a consensus on
the 1ssue, directed the League's leadershup, through a
resolunon adopted at 1ts annual meeting 1n June, to
abandon the usue and direct its enerpies 10 broader
goals, including the develof of a ! health
plan The Lugue s decision o cast asde the interne-
cine struggle that has long and often unproducuvely
embroiled nuruing occurred when, practically speak-
ing, the goals of two preparatory wracks, lodged 1n
educauonal setungs rather than in hospitals, and the

<o
A




Q

ERIC

Aruitoxt provided by Eic:

650 THE NEW ENGLAND JOUR VAL OF MEDICINE

closure of diploma schools have been largely achieved
(Table 1)

The issues 1n educauonal preparauon have been
largely ignored by the federal government, but 1n oth-
er respects Washington 1s becoming more involved
with the profession The shortage of hospital nurses
has tnggered broader congressional interest in the
profession, and legislauon 1s moving toaddress it Sen-
ator Edward M Kennedy (D-Mass ) has taken an
carly congressional lead 1n addressing the problem,
but the real legislauve champions of nursing over the
vears have been Senator Daniel Inouye (D-Hawan)
and Representative Edward R Madigan (R-1l})
Even at the DHHS, which has asserted that because
there are plenty of nurses all educauonai support
should be terminated, officials are discussing the
shortage, a. the initiauve of 1ts undersecretarv, Don
M Newman The discussions with Newman have
concerned the steps that the government can take.,
short of legislauve or regulatorv initiauves, 1o demon-
strate 1ts concern about the shortage The answers
have been mimmal DHHS approval of a new naton-
al sample survev of registered nurses, an activity the
deparument has penodicallv conducted (1977, 1980,
and 1984) but on which the Reagan administraton
was dragging uts feet before the shortage emerged, im-
plementation of studies costing $1 muliion (as directed
bv Congress in the fiscal 1987 supplemental appropn-
auons bill) to address the 1ssues of recruiting and re-
taning nurses, and the likely convening of a workshop
to discuss the problem The fiscal 1989 budget of the
DHHS, which 1s sull under development, currently
maintains the administration’s long-held position 1n
relation to nursing education all support should be
terminated

Congress has taken more defimuve, though sull
minimal, action in relation o theshortage The Senate
Labor and Human Resources Commuttee reported
legislation (S 1402, Nursing Shortage Reduction Act
of 1987) on July 7 that would authonze $5 million to
studv the problem and to fund innovauve projects de-
signed 10 alleviate 1t The principal actvity that has
volved nursing and the DHHS 1s the support of
nursing students and schools The level of these subsi-
dies reached thewr peak in 1973, when Congress appro-
priated $16C 6 mulion for these purposes But long
before the Reagan admir:<'ration arrived, however,
this support began to wane as a consequence of the
growing supplv of nurses Since 198! Reagan has
sought to terminate support for nursing as weli as all
other forms of support for health-protessions educa-
tion that were authorized under the Publi. Health
Service Act Congress has repeatedly thwarted this
effort, and in fiscal 1987 spending for nursing-related
activities at the DHHS will total an esumated $72 3
million

These acuvities are administered 1n two agencies —
the Health Resources and Services Admunistration
{HRSA) and the Nauonal Insututes of Health (N IH)
HRSA will spend $53 3 milhon this vear, the bulk of
which supports institutions with programs for ma,-
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Tabie 1 from Reg: Nurse Programs, 1970,
vm.wvm.mmmmmdmm
Treg O PROCRAM 1970 1990 1908
awmber of graduases (percens)
Coploma IS5 144919 11496 (144)
Assocume degree 11483 (266) 36034 (477) 42 (30452 7)
Bacheior of Science 9069 (21 1) 24994 (33 ) 26 365 (329)
n Nursing
*Preimmanry data

ter's and doctoral degrees ($16 7 mullion), with pro-
grams for nurse practitioners and nurse mdwives ($12
million), and with traineeships for professional nurses
($11 7 million) The NIH became a reluc:ant new
partner in nursing pursuits when Congress created, 1n
the Health Research Extension Act of [985 (P L 99-
158), the Natonal Center for Nursing Research last
year and sited 1t at the Insttutes’ Bethesda campus
President Reagan wwice vetoed legislation that con-
tained a directive to create the research center, but in
both instances Congress overrode his action

The center, which amounted to an enlargement of a
less extensive nursing research enterpnse at HRSA,
has been granted a sizable budget for a new actvaty in
these umes of stringency In fiscal 1987, the center will
spend about $25 million 1n grants for research and
training Ada Sue Hinshzw, who was a professor and
director of research at the University of Arizona's
College of Nursing, became the new center’s first di-
rectoron June 7 Madigan, the ranking Republican on
the House Energy and Commerce Subcommuttee on
Health and the Environment, championed the cause
of the nursing rescarch center Alrhough the NIH 1mi-
tiallv regarded the new research center as detracting
from 1ts cvefnding mission 0 biomedical research,
NIH Director James B Wyngaarden, 1n response to
a question asked by Representauve Carl D Purcell
(R-Mich ), tesufied on Mazch 17 before the House
Appropriations Subcommittee on the Departnents of
Labor, Health and Human Services, Education and
Related Agencies that the NIH's insutete directors
and leadership now support the actvity “Oh yes,
once the decision was made, evervbody has gotten
behind it,” Wvngaarden said Creation of the research
center was perhaps the one legislauve imuative n re-
cent years that has been embraced by all of the nurs-
ng profession’s countless factrons

Before Hinshaw's arnval, Doris H Mernitt served
as acting director Appeaning on March 17 before the
same House appropriations panel, Merntt defined
nursing research as “a scientific study which provides
the rauonale for effective nursing practice in the home,
n the h I, in the cc y and in the work-
place It crosses the hife span from the fetus o the
octogenanan " Merntt said the center would give

prionity (o myvestgator intiated research in new and emeroing high-
prianty areas supporl of health promotuig behaviors, emphasis on
thsease prevention the care of an aging population coping with
rarrogemie effects secondary to necessary and life saving therapies
wtetnative measures of providing nursing interventions for patients
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and famibes of individuals with AIDS [acquired immunodeficicncy
syndrome] and Aizheimer s disease and the ethics of decision mak-
ng in therapeunc choices

In recent years, as the admimstration has remained
steadfastly opposed to federal support for educanon
in the health professions and as nursing has sought
to expand 1ts domain throgh the creation of inde
pendent practices ard direct rembursement, the nurs-
g lobby has devoted more of 1ts energies (but sull
far less than do hospitals and physicians) to develop-
ing more binding ties to Medicare Nursing has be-
come more sensitive to the program'’s vast ;nfluence on
the profession and hosputal operations, because of the
effects of Medicaie’s new hospital-payment scheme
and because of the proposal by the admimistration 1n
us fiscal 1988 budget to ehmtnate (at a projected sav-
ngs of $310 millon) Medicare's support of chmcal-
education programs in nursing and alhed health pro-
fessions

The relanvely new efforts of nursing 1o seek direct
payment from Medicare have placed the profession at
direct odds with orgamzed medicine, which, given all
the other pressures for change in the tradiuonal meth-
ods of dehvening heath care, 15 1n no mood 10 yield
ground to the interests of any other provider Never-
theless, nursire has made .ome headway 1n estabhsh-
ing more direct relations between Medicare and the
profession

The most successful hnk that has been established
between Medicare and nursing in relauon to direct
bilhing came as a consequence of legislation enacted
as part of the Ommbus Budget Reconcihauon Act
of 1986 (P L 99-509) After a transiuon period (Oc-
tober 1, 1987, to December 31, 1988), all anesthesia
services furnished by cerufied registered-nurse anes-
theusts will be paid under Part B on the baus of
a fee schedule estabhshed by the DHHS When a
claam ts fled, payment will be made 10 the nurse
anesthetist or 10 a hospual, phymcaiai, or group
practice with whom such nurses are er,ployed or to
whom they provide services under contract A nurse
anestheust (and hts or her employer) must accept
Medicare’s fee as payment an full for the services
rendered

Nursing)s also pursuing another path to direct pay-
ment, through legislaton introduced by Representa-
uve Gephardt The measure would authonze the
Health Care Financing Administrauon o contract
with commumity nursing and ambulatory care centers
in much the same fashion that Medicare now con-
tracts with health g The
nurse-sponsored organtzauions would provide al
Medicare Part B services except physician, x-rav, an«
laboratory services The bill has attracted 70 House
sponsory, and efforts are being made to incorporate
the measure tn the next ommbus budget-reconcili-
auon bill The AMA’s House of Delegates approved a
report at the Associauon’s recent annual meeting,
filed by 1ts board of trustees, which expressed strong
opposition to the legislanon

The 1ssues facing nursing are manv, ard there are
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no easy answers for anv of them The data and tne
demographics indicate that there will be no rapid re-
versal in the current imbalance between the growing
demand for hospital nurses and the available supply
Among the realities that must be acknowledged 1s the
change in values 1n Amencan society that nfluence
how voung people choose careers The dominant goal
of college freshmen 20 years ago was “developing a
meaningful philosophy of lfe ” That goal has now
been replaced by “being very well off financially,”
surveys show ®

It 1s clear from the hterawre and, most recentlv,
from some interesung focus-group discussions con-
ducted under the aegis of the Amenican Hospital
Associauon that, as the Association said n a new
pubhcauon, “nurses want and need both recogm-
uon and respect for their hard-won knowledge and
skills Nurses need 10 know that others in the
health care system value therr contribunons *’

Central to any strategy that seeks 10 improve the lot
of nurses and thus 10 begin 10 address the problem of
shortage 1s the need to recogmze the interdependence
of nurses, hospital administrators, physicians, thard-
party payers, and pauents Unless all parties are in-
volved in the dialogue as nursing charts ys future, the
confhicts that dominate nurses’ relauons wath physi-
c1ans — at least at a collecuve level — wall prevail
Although this point was not the focus of the dis-
cussions at the Unwersrty of Pennsylvana’s recemt
conference, 1t certainly was the sense of those n
attendance

One of those auending, Dr Samuel O Thaer, pres)-
dent of the Insutute of Medicine, the orgamzation
that conducted the last comprehensive review of 13
sues in nurstng educauon,” said that without broad
participation, progress will be difficult He elaborated
on his views 1fi this regard in an jnierview

The 13sues surrounding nursing are 0 central 10 b :alth care that the
medical profession can't afford to waich from the sidelines Phys-
c1ans must balance therr competitive concerns toward nursing with
3 keener recognition tnat hospitals cannot operate without nurses
And we must all be sensitive (0 _he fact 1hat waat's more important
than profe prerog; 15 denigrung a sysiem that best meets
the needs of patents

Rerenences

1 McCloskey JC Groe HY ads Current aaues w swrsng 2ad od Bowson
Blackwet) 1985

2 Muliser R 43% more commmanaty hospetale closed w 56 Hospetals 1988
619 32 34

Prospecuve Prymont < Report and

bons 10 the secromry, Doparsnent of Health aad Humas Services Apnil |

1997 pa D C Paymant C

1987

4 DRGs wll ofymns scomostec geens for Srses paychecks rose anly 4% w 86
Am ] Nerv 1997, 87 114D

3 Cuma CR Miller N Lockg beyead the satry sems wnplecancas for edu
cavon aad s New York Nemoasl Langme for Nerung, 1986

6 Astn AW (roen KD The Amorican freshman (wenty yoar trends
19661983 Low Asgeles Amenceas Cossci o Edecauon’UCLA

7 Amencen Hospwal Assoriation The swrmag shertage facts figures
aad fockags ressarch roport. Clucage Amwricas Hospal Assocustios
987

8 instrute of Modicins Netonal Research Council Nurng aad sureg odv-
canon publc polcws sad privam schoms Weshiageon. D C  Nanomal
Academy Pross (983




ERIC

Aruitoxt provided by Eic:

58

PREPARED STATEMENT OF SENATOR JOHN HEINZ

Mr. Chairman,

I commend you for convening this hearing on such ar urgent
and difficult problem. This nation's shortage of nurses,
particularly in the eritical care areas, is a growing concern
and by all estimates will continue to grow in the coming years.

The prospect that we might soon not have enough qualified
nurses to meec our needs for medical care in hospitals, nursing
homes and in-home settings is certainly unsettling. FHospitals
unable to find enough nurses will be forceé to reduce hospital
beds, delay some medical procedures, or place increasing demands
on their existing nursing staff. Hospitals have already found
themselves closing critical care beds because there were not
enough nurses to adequately staff them. In some cases, patients
have been turned away from hospitals because there are not the
nurses to take care of them. It is ironic that cur efforts over
the years to improve access to hospital care through health
insurance coverage should be thwarted by a looming shortage of
trained professionals to provide that care.

This impending emergency is the result of a number of
factors. An increasing prominence of eiderly and more frail
persons, a greater prevalence of certain protracted i1llnesses
such as Alzheimer's and AIDS, and a improved ability to sustain
life is accelerating the demand for skilled, bedside nurses.
Medicare's Prospective Payment System has cnly made tt - demand
greater. While hospitals may find themselves with fewer
patients under PPS, these patients are sicker and require more
intensive nursing care. In order to minimize hospital stays,
hospitals are using more nurses around the clock to expediently
provide the necessary care before the patient 1s discharged.
All of these factors contribute to the increased need for
clinical nurses.

There are also a myriad of factors within the field of
nursing which serve to further compound the shortage. The
shortage of nurses has not, as would ordinarily be expected,
resulted in a corresponding increase in nurses pay. A recent
UCLA study indicates that, compared to ten years ago, fewer
young women entering higher education are considering a career
in nursing. Weekend and shift work make balanecing a career in
nursing and a home and family even more difficult than the
typlcal 9 to 5, five day a week career. Furthermore, the
increased demands being placed on nurses without comparable
recognition of it in terms of pay and in many instances,

bg
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professional respect, make for dissatisfaction and a high turn-
over rate.

Short staffirg means that nurses are each responsible for
more seriously 111 patients than in the past. They do not have
the time to offer neir patients the speclal attention that the
sick need and, by vocation, nurses want to offer. When a nurse
doesn't have the time to hold a hand to reassure someone facing
surgery, wipe a fevered brow or adjust the pillows so that the
patient can see the leaves changing on the tree cutside the
window, the patients suffer, not in quantifiable terms, but they
lose the sensitive attention the 111 need. In the same sense,
nursing i1s a field that attracts the very compassionate. When
they are unable to have the interaction with their patients that
has come to be known as "nursing," their satisfaction in their
work diminishes.

Today we are confronting a complicated crisis in a fielad
in which there 1s no leeway or substitute. It has been said
that a patient is hospitalized, not as much for physician care,
but rather to receive necessary nursing care. A shortage of
nurses translates into hospitals being forced to close beds and
patients receiving less personal attention from tired, over-
worked nurses. Any solution to this issue will require g
combined effort of government, hospital administrators and
nurses themselves. These efforts should focus not so much on
the symptoms and short-term stop-gap measures, but address both
the immediate and long range problem of how to attract and
retain enough clinical nurses to meet our increasing needs.

65
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PREPARED STATEMENT OF CHARLES JENKINS

The American Hospital Association, which represents nearly 5,400 institutions
and over 45,000 personal members, including the 4,000 members of the American
Organization of Nurse Executives, is pleased to have this opportunity to
present its views on the current nursing shortage Hospitals are deeply
concerned about this manpower crisis because of the increasing demand for
highly skilled nursing personnel.

| am Charles Jenkins, a former member of the AHA Board of Trustees, and chief
executive officer at Helix Health System, which is composed of Union Memorial
Hospital, a 353-bed instltution, and Franklin Square Hospital,-a 421-bed
institution. with me today is Dr. Margaret McClure, Executive Directur for
Nursing at New York University Medical Center and AONE past president. Dr.
McClure and | would like to discuss AHA's concerns about the nature and extent
of the nursing shortage and the role that the federal government can play in
assisting the heaith care industry to avert a crisis.

DIMENSIONS OF THE NURSING SHORTAGF

Shortages of nurses have :ecurred over the years. The current shortage,
however, is more serious than previous shortages in that, for the first time,
the short2ge cuts across all regions of the country, all types of hospitals,

and all types of nurses.

The average percentage of vacant positions for registered nurses in hospitals
doubled between September 1985 and December 1986, almost reaching the levels
of the last national nursing shortage of 1979. Over half cf the hospitals
responding to an ANA survey eariier this year reported that a shortage of
staff registered nurses was a problem for their institutions. Some variation
does exist--more hospitals with over 300 beds and hospitals in urban areas
characterized their probiem as severe--but almost one fifth of all hospitals
reported that the shortage was severe. Hospitals facing a shortage are
Increasingly filling budgeted vacant positions with temporary staff. The mean
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number of RN shifts filled by temporary and/or contract personnel rose from
6.7 in September 1985 to 10.8 in April 1987. This strategy is a costly and,

at best, a short-term solution to address the shortage

The situation is exacerbated by a growing demand for more skilled personnel as
a result of the increase in the severity of illnesses and intensity of
services needed by today's hospital patients. Increasing severity of illness
and the consequent rise in the level of nursing care required is reflected in
the changing ratio of nurses to patients, which rose from 50 nurses per 100
patients in 1975, to 85 nurses per 100 patients in 1985--a 70 percent
increase. Shortened length of stay and greater use of outpatient services,
rising patient acuity, anZ increasingly sophisticated nedical technology point
to a continued demand for more highly skilled registered nurses for the short

and long term.

Demographic trends are proje:ted to heighten the need for skilled nursing
services in hospitals as wel! as long-term and home care agencies. The
elderly, who are hospitalized more frequently than average and stay longer
once admitted, are projected to make 2 21 percent of the population by the
year 2040 as opposed to the current 12 percent. In addition, the over-85
population--the fastest growing subsegment of the older population--uses twice
as many hospital days per capita as persons aged 65 to 74 years. These
patients require more intensive and complex care, generally labor-intensive
nursing services. Hospitals are thus bearing the burden of providing
intensive nursing care to patients with rising acuity levels and a wider range
cf services to the growing elderly population, creating the need for intensive

nurse recruitment programs.

CAUSES OF THE SHORTAGE

There are three general factors contributing to the nursing shortage: a
diminishing applicant pool to nursing schools, staff turnover in hospitals,
and rising demand for ragisteted nurses both within and outside hospitals.

Q Y pay
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The supply of new nurse graduates is expected to decrease wel! into the next
deczde because it is becoming harder to attract talented peopie into the
field. Admissions to all types of nursing schools, as reported by the
National League for Nursing, dropped by nearly 20 percei. from July 1985 to
July 1986. Other careers that promise more prestige and higher wages such as
medicine, law, or engineering are more accessible and attractive to talented

women who would traditionally have pursued nursing and teaching careers.

Staff retention is also a problem. The National Association of Healthcare
Recruitment Nurses reports turnover within hospitals at approximateiy 20
percent--a possible reflection of dissatisfaction with increased workloads,
low wages, and |imited upward mobility. If estimates of recruitment,
orientation, and replacement costs are totaled, the average cost of turnover
15 $¢0,000 per nurse hired. Wwith a 20 percent turnover rate, hospitals are
spending $3.2 milljon annually simply to replace vacant positions with no
guarantees of better educated or more experienced nurses. Hospitails are
trying to develop innovative incentive programs and improvements in .he work

environment to reduce this expense.

Finaily, the composition of nursing personnei employed in hospitals has
changed since 1984. Hospitals increasingly employ a larger proportion of
registered nurses relative to |icensed practical nurses and nurse aide/orderly
staff. Almost one-ha'f of hospitals reported an increase between 1986 and
1987 in the number of registered nurses employed; a corresponding 3¢ percent
of hospitals reported a decrease in licensed practical nurses and a 38 percent

decline in nurse aide/orderly staff. Rising patient acuity and greater cost
savings with a smaller but more highly skilled registered nurse staff are two
possible explanations for this change. Furthermore, as more and more skilled
care is furnished outside the hospital, in nursing homes and at home with the
assistance of skiiled nursing personnel, the need for highly trained nursing

staff witl centinue to grow.
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RESPONSES TO THE NURSING SHORTAGE

The ever increasing demands for skilled nursing personnel make continued
funding of education programs more necessary than ever. AHA believes that the
federal government should expand its support of nursing education. It is
critical not only that the federal government not cut back on current -upport
under Medicare for t'a direct costs of nursing education, but that it also
expand its support. in expanding support for the costs of clinical nursing
educat’ n, ANA recommends that Medicare recognize the diversity in nursing

education by supporting both hospital- and collegiate-based programs.

Current funding for entry-level nursing education is inadequate. In order to
attract and maintain qualified individuals in undergraduate nursing programs,
it is essential that federal funding and financial aid be increased. Also,

targeted funds to support educational mebiiity opportunities for the 450,000
licensed practical nurses in this country are needed as hospitals shift the

skill mix of heir nursing staffs in favor of register-u nuises. Educational
mobilility programs are uniquely designed to enable |icensed practical nurses

to acquire the nursing education needed for registered nurse licensure.

Funding for entry level nursing education is essential, but should not eclipse
funding for advanced nursing education. AHWA surveys indicate that over 50
percent of hospitals report middle mz.agement vacancies--jobs that require
advanced nursing education. Other special’sts such as nurse practitioners or
nurse anesthetists are also impcriant to meet the practice demands of a

rap:dly changing delivery system

AHA recognizes tne need for innovative prc s (o address both retention and
nursing cary delivery. As noted ea: !1er, improved retantion could provide
significant financial and human resource benefits AHA supports a study of
hospitals which have improved retention and th .esting of new strategies.

The rapid changes in technology and hospitzl pacient acuity point to a need to
support studies of nursing care delivery mocels that will meet patients' needs

into the next c tury.

O

RIC

Aruitoxt provided by Eic:

D




64

Of course, making funds available to educate additional nurses will not solve
the problem unless hospitals are able to pay nurses tne competitive salaries
needed to attract people Into the profession. Adequate compensation will not
be possible if hospitals are rct adequately paid tur the care being

delivered. Thus, one critical way the federal government can and must help in
addressing the nursing shortage relates to its roie in financing health care

services.

The federal government can play several roles in this regard. One is to help
stimulate private sector health insurance coverage for workers and their
dependents. Another is in financing care for the medically indigent, those
unable to obtai.. adequate private health coverage. This is accomplished
primarily through the Medicaid program. The federal government must insist on
adequate provider payment for Medicaid services given the increased

flexibility granted under 0BRA 1981 in setting payment levels.

Finaily, the federal government must provide adequate payment to hospitals
under the Medicare program. The most resent data indicate that many Jf the
assumptions--concerning both changes in the :ntensity or case mix and
inflationary pressures--made over the past four years in setting prices have
been incorrect. Per-case costs have risen substantially since the first year
of prospective pricing, in contrast to the assumptions made by ProPAC,
Congress, and the Administration in setting update factors. This supports the
observation that intansity is rising witnin DRGS; yet, price increases since
the inception of PPS have not kept pace with this change in hospital case
mix. 1In addition, data on hospital wages available from both AHA surveys and
the Bureau of Labor Statistics indicate that the market basket used by HCFA to
sat prices does not accurately reflect inflationary pressures facing hospitals
for nursing and other personnel. Hospital wages appear to have risen faster
than wages in other sectors of the economy, which would be consistent with the
reportaed shortage of nursing and other piofessional personnel, although the
HCFA market basket relies extensively on non-hospital wage data. To correct
this pruble.., HCFA should be directed to base the labor component of the
market basket on hospital wages rather than on a combination of “ospital and
non-hospital wages.
Q
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LEGISLATION AFFFCTING THE NURSING SHORTAGE

The Finance Committee has two bills before it this year to address the nursing
shortage: S$.1765, the Nursing Manpower Shortage Act of 1987, introduced by
Sen. Mitchell, and the Medicare Nursing Practice and Patient Care Improvement
Act of 1987, to be introduced today by Senator Durenberger. Both of these

» bills contain important ways for Congress to address the nursing shortage.

$.1765 has five parts:

1 A new program--modeled after Medicare financing for physician
education--for financing the clinical education of nurses pursuing

masters and doctoral degrees;

2 Community Nursing Organ.zation demonstrations, enabling nurses to
provide ambulatory and home care services to the elderly on a prepaid,

capitated basis;

3 Medicare and Medicaid reimbursement to nurse practitioners for

certification and recertification visits for nursing home care;

4. Medicare reimbursement for certified nurse midwives and pediatric

nurse practitioners, and

§. A study of the impact of current Medicare and Medicaid regulations on

the nursing shortage
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Senator Durenberger's bl |l would authorize grants and contracts to hospitals
and nursing homes for demonstrating and evaluating the cost-effectiveness of
innovative nursing practice models and methods for improving the nurse's role

and working conditions.

ANA applauds these senators for formulating potential solutions to the nursing
shortage. We believe that both bills contain provisions that help to address
the shortage and look forward to working with the sponsors and the rest of the

comittee in refining these proposals as they move forward.

CONCLUS I ON

ANA recognizes that a shortage of registered nurses is not only a problem for
its mombership but also a challenge that may adversely affect the quality of
health care delivered to the American public. With this in mind, the AHA has
formed an ad hoc committee to study the current nursing shortage and make
recommendat ions to the AMA Board of Trustees within six months. Other
initiatives undertaken at ANA include ongoing national data col lection to
qu;ntlfy the scope and impact of the shortage; technical assistance materials
on recruitment and retention strategies to assist hospitals to respond
effectively; and a national public relations campaign to improve the image of

nursing and enhance its attractiveness as a career choice.

i went to offer to this subcommittee the expertise and ifcrmation developed

by the AHA as you proceed in your deliberations. We are committec to seeking
new strategies to address this humen resource problem and saintain the level

of high ality care provided to patients within our member institutions.
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PREPARED STATEMENT OF SENATOR GEORGE J. MITCHELL

Good morn. 3. We are here today to examine the current
shortage 1n the supply of nurses 1n our nation's hospitals,
nursing homes and home care agencies. We will examine the
causes of this shortage and look to possible solutions to
this critical problem which affects the health care of all
Americans, but 1n particular the elderly, who mgst rely upon
a dasproportionate share of nursing care to survave.

Since the days of Florence Nightingale, when women had few
career options outside of marriage, nursing has been
considered an honorable profession for women. But women's
lives and cptions have changed dramatically since the 19th
century. According to a recent survey by the Higher
Education Research Institute at the University of California
at Los Angeles, for the first time in our history there are
more freshmen women 1in four-year institutions aiming for

careers as doctors than as nurses.

While this 1s 1ndeed a testiment to increased opportunities
and equality for women i1n our society, 1t has a detrimental
effect upon the need to continue to provide an adequate
supply of nurses 1n the nation's hospitals, nursing homes,

and other health care facilities.

As our population ages, the need for nursing care increases
~ particularly, the need for nurses witb specialized

training and competency in geriatrics and rehabilatation.

Unfortunately, the supply of nurses and enrollment in
schools of nursing are declining. According to the latest

federal projections, by 1990, demand for




baccalaureate-prepared RNs will exceed the supply by
390,000; by the year 2000, the gap is expected to grew to

more than a million.

In recent months we have read about a shortage of nurses
here in the District of Columbia which created a serious
problem for one of the local hospitals. This problem is
widespread and affects institutions 1n both urban and rural
areas. The Maine Medical Center - the targest and most
comprehensive hospital in my state with an occupancy rate of
over 95% - has been forced to eliminate the use of 10 beds

because they cannot find the nurses to staff them.

The reasons for the current situation are complex, and the
solutions will not be simple. We must examine the causes of
this problem and work together to develop workable

solutions.

Earlier this year I j;oined with Senator Kennedy and others
1n sponsoring legislation which i8 intended to establish
programs to reduce the shortage of professional nurses.
This bill, the Nursing Shortage Reduction Act of 1987,
passed the Senate on August 5 and is awaiting action 1n the
House. I am hopeful that this legislation will be enacted

into law before the end of the year.

On October 7, I introduced the Nursing Manpower Shortage
Act, which would provide payment for direct graduate medical
costs related to nurse clinical training through the

Medicare program.

Each of these bills attempts to address the nursing shortage
in a different way. Senator Kennedy's bill is intended to
address the RN staff nurse shortage, while mine is intended

to provide a career track for the graduate level nurse.

ERIC 94

Aruitoxt provided by Eic:




69

One of the reasons often cited for nurses leaving the
p:ofession is a lack of career advancement beyond the first
few years. While the entry level RN makes a reasonable
salary, within 5 to 7 years she has peaked out in terms of
income and responsibility. My bill would create incentives
v for nurses to go on beyond the baccalaureate level to pursue
careers as nurse practioners, nurse midwives, ard Master's

and Doctoral leve' nurses.

I look forward to working with interested organizations 1n
reviewing and imp:.oving the provisions of the Nursing
Manpower Shortage Act. I hope that this hearing today will
be the beginning of constructive dialogue between the health
care community and Congress in finding workuble solutions to
the nursing shortage problem which may threaten the health

care of all Americans.

575
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PREPARED STATEMENT SENATOR JouN D. RocKEFELLER [V

Thank you, Mr. Chairman. I know how concerned you are about
the nursing shortage emerging throughout the country. The
legislation you have introduced, the "Nursing Manpower Shortage
Act," proposes some compelling ways for the federal government to
play a greater role in alleviating this problem. I commend you
for the contribu:ion you're making by increasing awareness of
this problem ir Congress and by trying to develop solutions.

As a rural and poor state, West Virginta often finds 1tself
suffering shortages 1in professions such as medicine and teaching
that are not felt as acutely or broadly in other states. 1In the
case of nursing, however, it appears that we are by far not
alone. Nationwide, nursing schools are seeing their enrollments
drop, hospitals are reporting vacancies, and the demand for
nurses by other aspects of the health care industry 1s growing.

These same signs of the nursing shortage appear in my state.
Some of our nursing education programs are struggling to fill
their classes, And as they turn out 1less nurses, the demand
increases. One of our major hospitals, 1in Charleston, would hire
as many as 100 new nurses 1f they could find them.

I'm especially disturbed by what nurses tell me. They are
clearly worried about the shrinking of their ranks. They say th:z
demands on them 1n hospitals are growing, while their salaries
are not and working conditions don't improve. They honestly
believe that the quality of care 1s endangered. When a nurse has
to work 24 or more hours in a row, caring for patients with more
acute problems, 1t seems we should be worried, too.

Mr. Chairman, I believe Congress must try to help prevent a
severe and long-term nursing shortage from occurring. As you
know, the Senate approved Senator Kennedy's "Nursing Shortage
Reduction Act™ in August. Once the House acts on it, that bill
w1ll make 1t possible to experiment with various approaches to
improving the recruitment and retention rates for nurses.

I think the federal government has a special responsibility
to help attract lower-income and minority citizens into nursing.
There were serious cuts 1n nursing and medical education
assistance 1n the early Reagan years, and those cuts have
directly shut out students whose families can't afford the cost
of nursing education. More financial aid must be extended and
let's link 1t whenever possible to service 1n shortage areas.

I also recognize tte importance of Medicare, Medicaid, and
other federal health programs in contributing their fair share to
the costs of nursing education and nursing services for the
elderly, the poor, and others served by those programs,

But as or more importantly, the health care 1ndustry,
nursing schools, and others also must play a major role 1n
turning this situation around. Recruitment effortec are going to
have to reach ouyt to men. fThose who hire nurses must improve
working conditions. Women simply will take advantage of the fact
their employment choices are rapidly iIncreasing, and men are
goi1ng to continue avoiding nursing unless their perception of the
profession changes and the reality of salaries improves,

Thi1s hearing will help to educate us about an 1ssue where
there 1s much to learn and think about. As ideas unfold for
adiressing this vroblem, I know thig comm:ttee will want to
contribute to solutions, But the witnessrs also represent
organizations 1n a position to SPUr actions 1n individual states,
In edncation, and 1n the health care industry that will attract
more men and women to the nursing profession and convince them to
stay. 1It's obvious that such action should be taken sooner
rather than later -- ;p time to ensure that enough qualified
nurses are available t¢ pProvid. the care needed by patients,
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PREPARED STATEMENT OF NEVILLE STRUMPF

Mr. Chairman, I am Neville Strumrpf, Ph.D., R.N., Assistant
Professor and Director of the Geriatric Nurse Practitioner
Program 1n the School of Nursing at the University of
Pennsylvania. Today I am testifying on behalf of the National
League for Nursing (NLN) which 1s the official accrediting agency
for nursing education, and represents approximately 2,808
agencies and 15,000 individuals dedicated to improving the
quality of health care through nursing education.

The NLN very much appreciates the opportunity to present our
views and recommendations on the critical problem of the nursing
shortage facing the nation. We also want to commend thais
Subcommittee for holding hese hearings and for its willingness
to consider a federal response to this health care crisas.

At the outset, we would like to emphasize that the current
shortage of registered nurses .s a multi-faceted problem. At the
same time, however, 1t 1s a problem that has been extensively
examined and for which there are a number of thoughtful and well
documented recommendations. Part of the probler facing us today
1s a failure to implement these recommendations. The NLN believes
that we must take steps to implement both short-term and long-
range plans to assure an adeguate supply of nurses across the
health delivery system. Failure to do so threatens the qualaity
and accessibility of health services for all and especially for

our most vulnerable elderly and low income citizens.

The 1mpact of the nursing shortage 1is particularly
threatening to the more than 39 million Americans over age 65 who
are entitled to benefits under the Medicare program. This segment
of the population uses health services more extensively and 1s
therefore at high risk for the consequences of inadequate or non-
existent nurse staffing. The eld:rly are typically victims of
chronic diseases and can benefit most from nursing care, beth in
the acute phases of 1. lness and especially 1in post-acute care

settings.
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Further, the NLN believes that shortages of appropriately
qualified nursing personnel substantially affect the gquality of
care and the prospects for recovery and rehabilitation. The
chronically 111 -- a growing portion of the Medicare population
-~ need nursing care that 1s continuous and affordable and
assists them to maximize their ability to lead healthy, fully
functional and productive lives. Current deficits 1n the
availability of nursing services compromise our capacity to

assure quality and waste our limited resources.

Documentation of the Nursing Shortage

It 15 apparent from our review of the evidence describing
the scope and magnitude of the nursing shortage that solutions
will have to be designed to address a series of different
problems. NLN data reveal that 1986 admissions and enrollments
for nursing education programs continue the dramatic downward
spiral that began in 1983. Preliminary analysis of our data show
that overall enrollment dec)ined by more than 11 percent in 1986,
following annual declines of 13.4 percent in the two prior years.
Admissions to baccalureate programs alone experienced a 17
percent drop i1n 1986. Part of this trend may be due to changing
demographics, but we believe that more and more young people are
also facing many attractive career opportunities from whaich to
choose. Thus, nursing must compete with other professione as
never before in today's market.

For these reasons and more, we believe that the current
shortage is likely +o qgrow worce :n the FTars ahead. A recent
report to Congress from the Department of Health and Human
Services on health manpower needs for the health delivery system
ptojects requirements for 399,809 nurses with baccalureate
degrees by the end of the decade. Compounding the problem in the
future 1s the general decline in the pool of college age persons
as aresult of falling barth rates.

Turning now to more current evidence of the shorcage of

nurses, we call you. attention to the recent survey by the
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vacancy rate for hospitals 1n 1986 at almost 14 percent -- nearly
double the vacancy rate for 1985. The number of hosjpitals
reporting no vacancies at all was cut 1n half, from 35 percent 1n
1985 to 17 percent in 1986. More specifically, the highest
vacancy rates in hospitals were 1n the cratical care units and
medical and surgical services. Two~thirds of hospitals needed
more than 6@ days to recruit RNs for medical/surgical services
and over 98 days to fill intensive care nursing positions.

These data suggest that the nursing shortage 1s pervasave
and worsening. It 1s also important to note that the AONE survey
shows virtually no shortage of nursing personnel in home and
community based care systems. The attractiveness of nursing
opportunities within the health care marketplare, but outside of
the hospital setting 1s also an i1mportant reason for the
concentration of the shortage in acute care hospitals.

A cormon misconception concerning the nursing shortage 1s
the belief that there 15 a sufficient pool of registered nurses,
and the challenge 1s to induce those who nave left active
practice to return to the workforce. Practice data from the
American Nutrses' Association (ANA) 1ndicate that the
participation rates of nurses in the workforce 1s already quite
high. Cf the 1.4 million registered nurses 1ir. the United States,
almost 8P percent of them are emp oyed 'n nursing positions.

No overview of the nursing shortage crisis would be complete
wit hout some comments on nursing compensation and working
conditions. The average hospital nurse earns $20,34P. Nurses with
ten years of experience earn on average a sa.ary of $27,744.
While entry leve! salaries for registered nurses may be
competitive with other professions prepared at the baccalaureate
level, compression of the w:-je structure createz profound

retention problens ain the nursing profeccion.
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Studies of the Nursing Shortage

During the past decade there have been several studies of
the nursing profession with particular emphasis on strategies for
assuring an adequate supply of nurses. In 1981 the American
Hospital Association formed the National Commission on Nursing, a
multidisciplinary group charged with developing recommendations
to improve recruitment and retention of nurses, to enhance job
satisfaction, to maintain and 1increase the competence and
productivity of nurses in practice, and to assure the quality of
nursing care.

After several years of deliberations the Commission in 1984
published 1ts report. At the center of 1ts findings was
recognition of three factors that shape the practice environment:
1) nursing leadership roles; 2) working conditions; and 3)
nursing educa.iva. In each of these areas the Commission
formulated recommeadations. Three of the Commission's 18
recommendations bear repeating:

1. Nursing should be i1nvolved in policy development and

decision making throughout *he health care organizataion.

2. Effective nursing practice 1s found where conditions of

nurse employment foster professional growth and development.

Approaches such as flexible scheduling, appropriate staffing

patterns, career advancement programs and recognition for

achievement should be explored and developed.

3. Current trend- in nursing toward pursuit of the

baccalaurcate degree as an achievable goai for nursing

practice and toward edvanced degrees for clinical
specialization, administration, teaching and research should

be facilitated.

In 1983 the Institute of Medicine completed a two year study
of nursing and nursing education nandated by Congress. That
report i1ncluded over twenty recommendations manyY of which are
similar to the findings of the Commission. Two areas emphasized

by the IOM report that are pertinent today are: first, the call
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for federal support of expanded programs 1n geriatric nursing;
and second, improving the use of Nursing resources by encouraging
health care institutions to improve the practice environment.
Finally, we would like to note that more recent studies by
the American Academy of Nursing and an AHA market research
project corroborate the principal findings of the two studies
noted above. By way of summary, the AHA study 1dentified the
following factors as contributing to the current shortage f-Hm

the perspective of practicing nurses:

[¢] Financial rewards are not commensurate with
responsibilaty.

o Opportunities for upward mobility are lacking.

[¢] Nurses have insufficient authority and autonomy.

(o} Work demands are increasing because of ri1sing severity

of illness.
[ Nurses do not participate in management decisions
regarding practice standardc and cupport services.
Remarkably little progress has been made 1n implementing the
recommendations i1dentified by these distinquished panels. The NLN
strongly believes that a series of steps need to be undertaken to
move the nursing profession toward the attainment of 1ts
professional goals. Many of these steps should be taken by the
profession 1tself and by the leadership of the bealth care
system. Other steps require governmental assistance. In the
balance of our statement we want to set forth our positions on
federal legislation that can assist and reinforce private sector

initiataives.

Eederal Policy Recommendations

Mr. Chairman, the NLN would like to express 1ts sincere
appreciation for the contribution you have made through your
introduction of S. 1765. This bill 1ncludes a number of
critically important Medicare policies that would serve as a

catalyst for similar reforms in other health financing programs.
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The NLN supports this legislation and 1s plieased that some of its
provisiors have been included i1n the Committee's budget
reconciliation legislation. We hope the remaining sections of the
bi1ll will also be reported favorably by this Committee.

We would like to take special note of your support in S.1765
for extending Medicare support to advanced clinical education in
nursing 1n a manner similar to the support currently available
for physician post-graduate education programs. The preparation
of nurses at the masters and doctoral level as clanical nurse
specialists meets a craitical need and offers professional
advancement opportunities vital to the future attractiveness of
the nursing profession. We also strongly agree with the priority
you have given to funding of those programs for geriatric nurse
practitioners or gerontological nurse specialists in light of the
contrabution of these specialists to the needs of Medicare
beneficiaraes.

For some time the NLN has urged Congress to recognize the
role of nurse practitioners in providing services to patients in
skilled and intermediate care nursing facilities. By authorizing
direct payment for such services and allowing nurse practatior.rs
to certify and recertify the need for nursing home servaices, S.
1765 would promote access to vitally needed services in a rapidly
growing segment of the health system. Similarly, direct payment
for the services of pediatric nurse practitioners and nurse
midwives assures Medicare beneficiaries ecual access to provaiders
who are increasingly recognized under private sector health
programs.

Before leavang the discussion of S. 1765, we very much want
to endorse tfte provision requiring the Secretary of HHS to
develop demonstrations of the feasibilaity of Medicare rask
contracts with community nursing organizations (CNOs). With the
explosion of ambulatory services and the documented cost-
effectiveness of preventive care and case management, we believe

that community nursing organizations can assure qualaty and
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economy 10r Medicar. peneficiaries. Recently, McGraw-Hill's
Medacine and Health reported that 20,000 nurses have started
independent health delive.y organizations Ianging from primary
care clinics, and birthing centers to home health agencies.
Medicare beneficiaries should be able to obtain coverage for cere
ptvvided by CNOs 2 4 similar entities.

Mr. Chairman, the NLN would 1: 2 o express .ts support for
the legislative provisions contained in S. 1402, the Nursing
Shortage Reduction Act, sponsored by Sen. Edward Kennedy (D-MA).
This measure, which passed the Senate on August 5th, also 1s
quite consistent with the recommendations of the several studies
of the nursing shortage discussed earlier. It 1llustrates how
federal resources can aid the profession i1n finaing new ways to
more effectively recruit and retain nurses 1n clinical practice.

By establishing grant programs to support innovative
practice models 1n both hospitals and long-term care
institutions, S. 1402 recognizes the i1mportance of finding new
way. to restruct--e the clinical practice environment. If we do
not make progress toward gre. essional rewards and more
practice autonomy, nursing will ve rejected as a career choice by
those who {1nd the opportunities in business, government and
other professions more 2 .tractive.

At the s -= time, our efforts to assure an a® vuate supply
of rurses for the fuvure must not overlook the importance of more
effectively presenting nursing to youn3j people as they are
contemplati.g educational and career choices. S. 1402 makes
grants available to support model nurse recruitment centers. We
support this provision &nd urge that 1t be expanded. Unless we
are able to turn around the dramatic decline 1r tte umber of
students electing a nursing education, our other efforts to
address the nurse shortage will fall far short of the needs we

have 1dentifaied.
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Mr. Chairman, we have sought to sresent a comprehensive
agenda to deal with the nursing shortage crisis. The proposals
that you nave endorsed and others pending in tne Congress
1°present critical fx?st steps. For our part, we are committed to
strengthening the quality of nursing education and to advocacy on
oehalf of public policies that promote full access to nursing
services for all Americans.

Thank you agair for this opportunity to present our comments
and recommendaticns. We look forward to working with you and the
Subcommittee in the promotion of our s ared goals. I will be
pleased to respond to any questions you or other members of the

Subcommitt _.e may have.
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PREPARED STATEMENT OF JAN TOWERS

1 an here today to express the concerns of the American Academy of Nurse
Practitioners regarding the cur.ent Nurasing shortage in our country. At s time
when a diversity of service-oriented occupations are available to young people
graduating from our secondary schools, the need to make the profession of
Nursing an attractive and desirable occupational choice is extremely important.

This aituation becomes particularly acute when one considers also the
increased need for nurses to provide services for patients in the increasingly
diversified health care systems in our country. A particular probler arises in
areas of health care requiring the utilization of nurses in advarced practice,
for with the shortage of nurses in our communities comes a reduction in the
potential pool for - -ses entering programs to prepare them for advanced
practice. The arrival of this shortage, when the demand for specialists such
as Nurse Practitioners is increasing significantly across the nation, makes the
situation particularly acute. The need for attention to the alleviation of the
nursing shortage through the supuort of innovative rursing education and
nursing service activities is now, when consumers expect more and better care
for their health care dollars.

Unfortunately this shortage will have its major impact in the provision ot
care to the underserved populations in our country. Yet it is in the economy's
best interest for Congress to attune itself to methods for providing quality
cost effective care for these people. One of these methods 15 to assure the
preparation and remuneration of cost effective providers of health care for
these populations, nu ses.

For this reason, we would call vou; attention to the need for
funding, first to assure quality basic education for nurses, but also to
prepare nurges at the graduate level to undertake nursing roles for which there
is an increasing demand in all segments of the porulation and particularly
among women, children and th2 elderly. In a report from the Congressional
Budget office as early as 1979, a summarization of findings of numerous studies

focusing on Nurse Practitioners demonstrated that Nurse Practitioners have
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performed safely and with high levels of patient satisfaction.! Nearly ten
years later, the December 1936 report of the Office of Technology Assessments
presents a sipilar report. In that report, patients not only rated themselves
highly satisfied with the care they received from Nurse Practitio;ers but -1so
gave particularly high scores in the areas of "personal interest exhil to
the patient, reduction of the professional aystique of health-care delivery,
amount of information conveyed and cost of care."2

Some of the innovations initiated in the 100th Congress to provide funds
for graduate nursing education, such as Senate Bill 1441 and Senate Bill 1402,
are needed at this time in order to recruit individuals to enter specialist
roles in nursing. Without such funding, many qualified candidates may be
unable to embark on careers in nursing or r-ograms in advanced practice,
Incentives and assistance are needed.

Not only is legislation for funding educational and nursing service
programs needed, hut additional legislation which will allow nurses
such as Nurse Practitioners to function more efficiently and effectively must
be passed. Bills such as SB 101 providing for medicare reimbursement for Nurse
Practitioners contracting with long term care facilities to certify for
medicare eligibility, and Senate Bill 1661 which provides for the establishment
of nurse managed community health care"entﬂrs are badly needed. The absence

of legislation enabling Nurse Practitioners to receive payment for practice

particularly among underserved populations serve as a potential deterrent to
the Nurse Practitioners willingness to stay in t'iese settings. Such enabling
legislation motivates and enables a nurse to enter a field of health care,
which aside from these restraints is rewarding and productive, especially from

the consumers point f view. The biggest reward a Nurse Practitioner obtains

Congressional Budget Office, U.S. Congress. Physician Extenders: Their
Current and Future Role in Medical Care Delivery. Wrshington, D.C.,
U.S. Government Printing Office. April, 1979,
2 office of Technology Assessment, U.S. Congress. Nurse Practitioners,
Physician Assistants, and Certified Nurse Midwives: A Policy Analysis,

Washington, D.C., U.S. Government Printing Office. December, 1986,
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comes when 8 serious i.lness is prevented in & child, when a women or man
understand the mechanisms for presenting Aids, or an elderly patient's
hypertension ana diabetes is managed in such a way that that individual is a
comfortable and productive member of the community.

The need for legislation t. enable Nurse Practitioners to gerve this
populution, particularly in the areas of medica-e and medicaid is sorely needed
and long overdue. Not having to overcome these funding or reimbursement
ctstacles would go a long way toward reducing consumer and Nurse Practitioner
frustratior. Tt would instead facilitate the provision of documented quality
health care through more efficient use of the skills of all Nurse Practitioners
regardless of their specialty, Family, Adult, Pediatric, Obstetric/Gynecologic
Geriatric.

In conclusior, we would ask that the Senate seriously consider the need for
additional funding for recruitment and preparation of nurses for basic and
advanced practice 10les particularly among underserved populations, In
addition, we would ask for se ious consideration of the need for legislation
which enables a1l Nurse Practitioners to be reimbursed for the services they

are providing, particularly medicare and medicaid.
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PrepARED STATEMENT OF PauL WILLGING

Good morn ng. I am Dr. Paul Willging, exe-utive vice president

of the American Health Care Assocliation (AHCA), the largest
0 ~anizatior representing America's long term care providers.
AHCA mepbership exceeds 9,000 nursing homes which provide

care for over 950,u00 chronically ill patients each day.

I wart to commend the Chairman and the members of this
sabcommittee fo~ addressing this morning one of the most critical
issues affecting health care providers in this nation -- the

saortage of nurses.

Thz growing nurse shortage 1s creating serious itarring
problers and resulting in unfilled registered nurse (RN) vacancies
in hospitals and long term care facilitites in all geographic
areas. For long term care providers, the nursaing shoriage 1is
Farticularly critical. IThe availability o: qualified nurses
is the ker to providing high quality long term care. Yet, histor-
ically, the nursing home has been the practice setting of last
resort for nurses. In fact, while there are more nursing homes
than hospitals in “his country and more nursing home patients
than acute hospital psatients, only 7.1 percent of all employed

ANs work in nursing lLomes.

The current nurse shortage 1is handicapping our ability
to provide adequate long term care. In a recent survey of our
membership, 78 percent of all long term care facilities reported
vacancles for FNs. One third of nursing homes indicated a need
for one or more Rns just to meet current minimum federal standards
for staffing. Seventy-eight percent of long term care facilities
indicated a significant shortage of ENs in their service areas,
and 79 percert reported a shor.age of licensed practical nurses

(LPNs). Recruiiment has become much more difficult than in
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the pasc, and almost one-half of -ur member facilities report

it takes over three months to f1li RN vacancies.

Most deficiencies found by state and federal surveyors
inspecting nursing homes relate to lack of adequately prepared
staff. Yet, staffing pressures will only worsen with pending
nursing home reform legislation and revised conditions of partici-
pation proposed by éhe Department of Health and Human Services
which will require nursing homes to meet higher nurse staffing

levels.

The ccmbination of staff shortages and h'rh turnover has
led to a reliance in some areas of the country on nursing pool
agencies for temporary employees. In a recent Massachusetts
study, almost tvwo-thirds of long term facilities in the state
reported they rely on nursing pools to cover RN Vacancies.
One third indicated they are forced to use them "frequently.™
Long term care providers have found that using temporary employees
who are not familiar with the faciltity and residents compromises
quality of care. Teamporary nurses do not provide continuity
of care, often have inadequate training, are more expensive,
and are not often available for weekend and undesirable shifts.
Clearly, nursing pools are not a viable replacement ror qualified
and trained staff that have a stake in the quality of care provided
to residents. Alternatively, nursing homes, as well as hospitals,
are looking to other countries with commensurate nursing education
programs to recruit RN® to work in their facilitites, although
it often takes two years for a foreign nurse to rel -eate in

this country.

The future availability of nursing perscinel 1s not promising
either. The most recent report on nursing from the Department
of Health and Human Services revealed that in 1983, 121,000

professional nurses worked in nursing hoaes, and it predicts
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that in 1990, 500,000 will be needed. By the year 2000, over
one pmillion RNs will be needed in long term care facilities.
Yet, all evidence points to declining enrollment in nursing
programs, declining interest in nursing careers among college
students, and a shrinking pool of females age 18-24 -- the population

most likely to enter the nursing profession.

The etiology of our nur3ing shortage is complex. From
our view, however, two major factors are paramount and must
be addressed if we are to find workable solutions. First, heath
care, especially long term health care, is predominantly pub icly
financed. Federally- and state-imposed rates determin: our

parameters for nu~ses’ salaries. These salaries are, by and

sarge, seriously inadequate, especially for experienced nurases,
and in view of the other more lucrative options open to nurses.
Nursing homes, wi.h their lower salary levels, have traaitilonaliy
found it difficult to compete with hospitals. The explosive
growth .r alternative health care delivery systems and community-
based ecatment settings makes competiion for alre-dy scarce

RNs even more intense

Salary data provide insight into the recruitment problem.
RNs in nursing homes earn an average of 22 percent less as head
nurses and 19 pecent less as staff nurses that those 1n hospital
settings. The 1aws of economics have not teen repealed for
healtn care. If we do not adequately compensate our prcfessional
staff, we wili be without that professional staff to care for
th:t elderly and chroniecally 11l in nursing homes. As long as
long term care providers are locked into historical rates set
in a cost-conscious environnent., we will continue to have diff.culty
attracting and keeping the most capable nurses. I am suggesting -
that the very princinles of health care financing must bSe revised

with an eye toward quality. not just budget consciousness.
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Second, ances aside, we, as employers and consumers
of health ca , lust treat nurses as valuable resources. We
must give thase professionals the respect they deserve and a
supportive work environment in which they can practice to their
potential. We must give them the resources needed to deliver
quality nursing care. We must minimize paperwork burdens and
non-nursing functions and let nurses concentrate on assessment
of patient needs, planning, coordination and delivery of patien.

care.

Several legislative proposals have been offered this year
to address the nursing manpower shortage. I applaud these efforts
and, in addition, I would like to suggest other potential legislative

initiatives for your consideration.

Legislation introduced by Senator Kennedy and passed by
the Senate, S. 1402, and its House companion introduced by
Congressman Wyden, has two especially attractive provisions.
Firat, the bill establishes nurse recruitment centers where
we can target junior high, high school, college a,u older candidates
with information on the nursing profession aru nursing education
prcgrams. Second, the bill would expand the valuable work of
the Robert Wood Johnson Teaching Nursing Home Program and encourage
schools of nursing to establfsh and nurture specia. efforts

in gerontological nursing and nursing homes as a clinical setting.

Your bill, S. 1765, Mr. Chairman, is a logical complement
to S. 1402. While we applaud the total bill, we are particularly
encouraged by the special attention you rightfully give to the
practice o5f nurse practioners in long term care facilities.
These are exceptionally competent and skilled professionals
who, unfortunately, have been discouraged from nursing home

practices because of government-imposed barriers to their practice.
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Your bill would eliminate these barriers and properly encourage

greater use of nurse practitioners in nursing homes.

While I certainly support all public efforts aimed at increasing

the overall number of nurses, there are certain measures that

would especially help to relieve shortages in long term care.

Support for LPN Programs

Licensed practical and vocational nurses are th‘e lifeblood
of long term care facility nursing services. They are hands-on,
bedside nurses that provide much of the direct patient care
in nursing homes. We are alarmed at efforts to discontinue
LPN educational programs and to limit the practice of LPNs and
LVNs. We recommend public financial support o5f successful licensed
practical-vocational nurse educational programs. We further
recommend that federal statute and regulations not limit, in
any way, the scope of service of these nurses. Rather, the
governing of the practice of nursing should remain at the stace

level.

Permit Qualified Foreign-Trained Nurses to Practice in the U.S.

As an interim, temporary geasure tc meet nursing home patients’
nursing needs, many long term care providers are looking outside
the boundaries of thLis country for nursing staff. The barriers
and red tape associated with recruiting foreign-trained nurses
are formidable. AHCA respectfully requests ~onsideration of
policies shich would streamline the entry of qualified nurses
into this country. We ares not suggesting waiving basie educational,
testing or sala‘y safeguards built into the procecss of utilizire
foreign profes.ional We are suggesting an axamination of
the guidelines and barriers to nurses from such countries as
Canada, the United Kingdom and Ireland, where nurses receive

cogparable education and are interested in working in Amer{ca.
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Loan Forgiveness for LTC Nurses

Years ago, student nurses who received their education
through the federal Nurse Training Act loan progam were able
to cancel up to alf of their student loans by working in certain
clinical settings. We believe this idea should be renewed and
aimed at practice in long term care facilities because of the
special problems we have in attracting new graduates. Thias
program would help the overall supply of nurses by supporting
students for whom financial limitations pose a barrier to nurse
education. It would help schools of nursing by helping to recruit
additional bright candidates. And, I assure You, the financial
incentive would benefit the patfents and residents needing care

in America's nursing homes.

The Need for LTC Clinical Practice in Nursing Education

The lack of involvement between schools of nursing and
nurasing homes is an important factor in the lack iiterest among
nursing students in nursing home careers. When faculty members
do not advocate tle importance of gerontological nursing and
nursing students have no clinical experience in long term care
settings, it 1s rare that nursing students select nursing homes

as their desired practice setting.

We advocate expanded federal funding of education programs
that encourage clinical affiliations between nursing schools
and nursing homes, from university baccalaursate degree programs
to community college associate degree nurasing programs. Nursing
school affiliations would bring a new source of potent.al recruits
to the nursing home setting because the familiarity of the settirg
from student experiences and greater professional visibility.
They would also serve as important mechanisms for needed faculty
development activities and increased program emphasis on geron-

tological nursing.
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Mr. Chairman, I would just like to commend you for your
timely hearing on the nursing shortage crisis. The availability
of nurses is critical to the ability of nursing homes to provide
for the present and future long term care needs of our elderly,
and I look forward to working with ycu in your efforts to address

“his serious health care problenm.

A
\
(7 \) American Association of Colleges of Nursing
EiOC '\ One Dupont Circle * Sute 530 o Washington, D C 20036 s (202) 463-6930

Good morning. 1 am Dr. Nancy Greenleaf, Dean of the School of
Nursing at the University of Southern Maine. I am pleased to
present testimony beforz you today on behalf of the American
Association of Colleges of Nursing which represents more than 400
university and college based baccalaureate and higher degree
schools of nursing. Our association is deeply concerned about
the current and growing nursing shortage and applaud your efforts
to determine the nature of the problem and potential solutions.

During this morning's testireny I am sure you will hear many

statistics that provide evidence of the serious nature of this
problem. Our association has particular concerns about the
shortage that our reports portend. For several years we have
gathered information on student enrcllments and graduations in
baccalaureate and graduate nursing programs.

In tne academic year 1985-86, baccalaureate prograns
experienced a 4.5% drop 1n enrollments. This was the first
indication of a declining interest in nursing as a profzccion.
In the academic year 1986-87, baccalaureate programs experienced
a 12.6% decline. This second, more precipitous decline was the
largest percentage decline in several decades. This Yyear our
association has Just begun to analyze the data for student

enrollments 1n baccalaureate nursing programs. Early indications
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exist that a for a third year in a row, enrollments in schools of
nursing will again show large drops.

A study recently commissioned by the American Associatinn of
Colleges of Nursing predicted the continuation of dropping
enrollments 1in all types of collegiate nursing programs. Dr.
Kenneth Green of the University of california Higher Education
Research Institute studied career preferences of entering first
time full-time college freshmen.

Dr. Green analyzed data regarding nursing as part of a
larger study of American freshmen. Dr. Green traced career
choices for nursing over a period of the last ten years. His
findings indicate that witiin a two year span of time, from 1984
to 1986, the number of coll je freshman indicating that they
expected to acquire a degree in nursing decreased by 50%. This
number is truly astonishing.

The 50% decline in individuals indicating a pref rence for a
career in nursing is representative of those indi iuals at *+he
front of the educational pipeline. The effects ot his decline
will be felt in the years 1990 to 1992 when even greaver drops in
graduations from collegiate nursing programs will occur. So 1f
we are currently extremely concerned about the availability of
nurses to meet patient care needs today, the problem will only
continue if strong action is not taken to address some of the
reasons for the declining enrollments.

Only limited research on how individuals make career choices
exists today. However, by 1looking at the changing career
preferences of women many of us in nursing are able to draw
conclusions as to why nursing is experiencing these declines.
Nursing is a predominately female profession, and despite our
interest in recruiting both males and females, societal views of
nursing continue to perceive nursing as a career choice for
women.

But women are no longer constrained by limited views of what

is an appropriate career choice. I am sure you have each heard
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the statistics which indicate that as enrollments in nursing have
declined, the numbers of women enrolling ain engineering, law,
medicine, accounting, or business ha e skyrocketed. Young women
today are seeking professions which they perceive as more likely
to provide both prestige and monetary rewards. Many individuals
do not perceive nursing as a career that is of higr social
prestige. Moreover, the salaries that nurses receive are often
not reflective of the tremendous responsibilities and high level
of education that nurses have.

Nurses +vho have finished a rigorous and intellectually
demanding program of study for a baccalaureate degree in nursing
receive an average starting salary of $20,000. The average
beginning salaries for graduates of baccalaureate programs is
comparable to the salaries paid many recent college graduates,
However, the gap between beginning salaries and salaries for
individuals with many years of practice and extensive education
is only $7,000. Nurses working for many years can not expect to
see the progressive salary growth that many other professionals
such as engineers can expect. The diminishing returns are a
major factor in selection of a career other than nursing.

So what are the solutions to this complex health care
problem? For a lack of highly skilled and highly educated nurses
to meet the increasingly complex needs of our population is
indeed a major health care problem. The intensification of
patient care needs 1n a'l health care settings demands the
presence of the most highly skilled and educated nurses. And,
nurses with baccalaureate or higher degrees are predominantly
located in patient care settings that demand expert clinjcal
skills.

A recent issue of Ppediatrjc Nursjng identified that over
50% of the readers of this journal were employed as staff nurses
doing direct patient care. Of this group of staff nurses, 39.6%
had bachelors degrees in nursing. 21.2% had masters degrees in

nursing, and 3.2% had doctoral degrees in nursing. So almost 70%
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of the staff nurses who subscribe to this jourral have
baccalaureate or higher degrees in nursing. Moreover, our
association's research shows that over &5% of graduates of
baccalaureate nursing preorams are engaged in direct patient care
in the hospital, nursing home or home health care setting.

The solutions to the complex problems svrrounding the
nursing shortage must be complex themselves. Simply providing
support for individuals who are entering nursing education
programs will not make the shortage disappear. This is 1ot to
suggest that educational support is no longer necessary. Rather,
the costly nursing education experience must be assisted in new
and creative ways in addition to improving the work environment
for nurses. Our association would therefore like to commend you,
Senator Mitchell, for your innovative and wide-ranging approach
to the nursing shortage in S 1765.

The inclusion of initiatives to provide direct
reimbursement for nursing services under the Medicare system is
an indication of your awareness of the importance of nursing in
the health care system. Nurses should receive direct
reimbursement for the high-level quality care provided to the
elderly or the disabled. The initiative to provide direct
reimbursement to nurse midwives and pediatric nurse practitioners
is a logical step in the direction of providing safe, cost-
effective health care. 1In addition, the recognition that these
providers are important members of the health care professions
will improve perceptions of the value of nursing as a career
choice.

Of greater importance to our association, however, is your
awareness of the need to support the costs of clinical training
for graduate nursing education. The shortages that exist for the
basic level practitioner are also present for the advanced leval
clinician. The Fifth Report to the President and Congress by the
Secretary of the Department of Health and Human Services
predicted a shortfall of 200,000 nurses prepared at the advanced
graduate level by the year 1990. This shortfall will increase to

.335,000 by the year 2000. Coupled fgﬁ? the projected increases
C
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in an elderly population, these figures reveal a need to strongly
support both graduate and undergraduate nursing programs.

The current medical education funding available through the
Medicare system does provide support for many basic level nursing
programs. However, when providers have attempted to engage in
collaborative arrangements with academic institutions for the
purpose of supporting clinical training activities for nurses,
Medicare passthrough support has often been denied. Many
hospital providers are aware of the positive effects which
accompany clinical training for graduate nursing students.

Our association is engaged in a study of the costs and
benefits of clinical training activities that clinical service
agencies incur. Early data indicate that clinical service agency
administrators recognize the bencficial aspects of having
graduate nursing students in their service env.ronment. often,
in addition to the obvious service provided by these registered
rurse learners, additional services that the Erovider would be
unable to make available are provided by the graduate student
nurse. These services may be as simple as additional patient
teaching or rehabilitation activities or may be as complex as
system wide analyses of the patient care demands in a setting.

The faculty who accompany graduate nursing students to
clinical service agencies also provide expert consultation
regarding complex patient care problems. Yet, the faculty are
not reimbursed by either the patients receiving the benefit of
these services or the provider clinical agency. Instead, faculty
salaries are exclusively provided by the academic institution in
which the student is enrolled.

Many providers recognize the value of supporting these
clinical trainirg activities and provide resources to the
academic institution and incur costs to assist this training.
And if clinical service agencies incur costs in support of
graduate nursing education, some relief in the form of Medicare

support for graduate nursing education shculd be provided.
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The justification for requesting this support is concerned
with the fact that clinical training cannot occur in the absence
of service to patients. The inclusion of practical patient care
experiences is central to clinical education. The support of
nursing education by a system of health care reimbursement
designed to assist the elderly is appropriate. Nursing is an
extremely iuportant resource for care of the elderly. In
addition, nurses with gradua.2 clinical degrees are extremely
responsive to the needs of elderly, rural or underserved
populations. Advanced nurse clinicians are major providers of
care for these groups. The University of Pennsylvania reports
that approximately 70% of its nurse practitioner graduates are
employed in urban settings working with populations below the
poverty level. Support of the clinical training activities
necessary to prepare these clinicians is an appropriate goal of
the Medicare system of reimbursement with the potentiak® to
enhance significantly the health care status of these

populations.

Our association recognizes the serious consequences of a
nursing shortage to our nation's elderly and the health care
needs of all individuals. We applaud your efforts and the
Committee's efforts on behalf of our nation's health care needs.
We support your efforts to introduce new and innovative
solutions to the nursing shortage. Solutions to the shortage
must include initiat.,ves to improve the practice environment and
enhanced support for individuals seeking a career in nursing.

In clersing, we offer our support in developing additional
solutions that will help all of us find answers with long term
effects. Nursing recognizes its responsibility to assist in
overcoming the problems identified. Our association is engaged
in numerous activities to enhance recruitment into the
profession. However, without your efforts to enhance the work
and education opportunities for rnursing, recruitment will be

futile.
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PREPARED STATEMENT OF CHRISTINE ZAMBRICKI

I am Christine Zaribricki, & Certified Registered Nurse Anesthetist (CRNA) from
Michigan. I hold a B.S. degree in nursing and an MS. in anesthesia. | am Administrative
Director o Nurse Anesthesiology at Mount Carmel Hospital, Director of the Graduate Nurse
Anesthesiology Educational Program at Mercy College in Detroit, and former member of the
Govsrament Relations Committee of the American Association of Nurse Ancsthetists (AANA).
I also am 2 member of the Michigan Board of Nursing. I speak on behalf of the American
Association of Nurse Anssthetists, the national Qprofeuion:l orginization representing 23,000
CRNAS. We appreciate this opportunity to present testimony regarding the CRNA shortage, its
effect on health care delivery, and to offer possible solutions to these problems and request
your assistance in implementing them. As many of you on the Committee are awaré, CRNAS
administer between 50 to 70% of the anesthetics in this country working as employees of
hospitals and physicians, or aa independent contractors. About 40% of our members are
hospital employees, 37% are physician employces, and 7% are self-employed.

Rural hospitals in the United States comprise about 30 to 35% of the hospitals in the
United States, and thc CRNA is often the sole anesthesia provider in these hospitals. Shortages
of CRNAS could adversel; affect the capability of rural hospitals to proi.de many of the
health services that the population they serve have come to expect in their home community,
close to family and friends. While rural hospirals are not structured to take care of a1l health
needs that may arise in rura! communities, they sefcly and compctently provide many surgical
and obstetrical services requiring anesthesia. 1In addition to often being the sole anesthesia
provider in rural areas, many CRNAs provide anesthesia services in urban and suburban areas
in all types of health facihities, including academic health centerd, community hospitals,
ambulatory surgicenters, and physician and dental offices equipped for surgical procedures.
Because of the present shortege of CRNAs, CRNAS are working significantly longer houra to
accomplish the required workload in these areas.  This increascs the cost of care while
craating work conditions conducive to human arror and patient injury due to provider
fatigua. Other than anasthesiologists, there are no other health providers that may safely
substitute for CRNAs in the workplace. In addition, since World War I, the US. military
services have relled heavily upon nurse anesthetista for anesthesia services in peace and war,
both at home and abroad. The shortage of CRNAs3 on sctive duty and in the Reserve
components of the military has been cited as 8 major concern regarding medical readiness by

the Defanaa Dapariment by members on the House Armed Services Commattee.
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In the last two years, 3 pronounced shortage of CRNAs has become apparent in both
the militéry and the clvillan sccror. This shortage has occurred at the same time that shortages
in nursing and a large number of the allied health professions have become apparent. These
shortages probably hava many common cautes which wiil be of long term conmsequence unless
the Congreas undertakes a review and assessment of why high school graduates are not electing
to enter these fields and take appropriste action bascd on the findings. It is incongruous that
there is a glut of physicians in this country and yet there are shortages of those nonphysician
health professionals that are essential for supporting physician scrvices. Itis inexplicabls that
this nation has placed the major portion of its heaith cducation resources in preparing
physicians who cost tha most to educata, and whose services cost the most, when history
demonstrates that lower coat alteroative providers.can be cducsted and provide many of thase
wame services in a more cost offective manner werking in collaboration with physicians.

The national shortage of CRNAs stems from four primary causes: (1) a decrease in
the numbser of educational spaces for their preparation resuiting from the loss of a large
number of aurse anesthesia educttional programs duc to hospital concerns about educational
costs in the protpective payment-DRG ers; (2) the diversion of clinical training resources,
formerly dedicated to nurse ancsthesia training. by ohysician chairmen of Ancsthesiology
Departments in academic health centers for physician trainiag in this specialty; (3) the ripple
offect that the general nursing shortage is and will continue to have on tha recruirment of
nurte anesthesia students; and (4) the lack of adequate earnings and of an appropriate

profcssional work environment for nurses and CRNAs,

L. The Lack of Education Funds

To become & Certificd Registered Nurse Anesthetist, a professional nurse must have a
baccalaurcate degree in nursing or another appropriate ficld such as one of the basic sciences,
have - minimum of one year's nursing experience in a critical carc area, and have complcted
an accredited nurse ancsthesia educaticnal program of at least 24 months duration of advanced
didactic education with appropriste clinical practicums. While In recent years many of these
educational programs have mo-¢d into graduate educational frameworks within academic
settings, many have remained hospital-based with academic affiliations. Regardless of
whether these programs reside in hospital or university settings, hospitai chnical facilitics and
clinical faculty are cssential to the preparation of nurse anesthetists. Traditionally, therefore,
hospitals have borne & major portion of the cost of nurse anesthesia education ever since
formalized educational programs for preparing nurse anesthensts were cstablished in the First
two decades of this century

The Prospective Payment System, enacted into law in 1983, and the efforts of some

privata insurers and corporetions to reduca heaith costs through utilization of health
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maintenance organizations, or prefarred provider plans, have caused many of these hospitals to
reevaluste the fiscal costs associated with the education of health profemionals. Unsure of
their financial future in the face of Gecreased bed occupancy and the prospective pricing of
hospital car, a larga number of hospitals have chosen to close their nurse anesthesia
educational programs. Hoapital concern about aducational costs has beea compounded by
Administration proposals to eliminate nds for nursing educational programs and students
and for restricting graduate medical education funds authorized under Medicare legislation to

postgraduata physician education.

2 Divercion_of Resources to Medicine,

In 2adition 1o hospital concerns sbout educational costs, some academic health centers
have taken advantage of the Increased number of medicai school graduates ana increased the
size of *heir anesthesiology resideacy training programsg at the expense of nursa anéstnssia
cducation. In some instances this has beea accomplished through reducing the number of
nurse anesthesia training slots in existing programs. Ina :i.plriclnt number, it has resulted in
climinating these prcerams altogether. I 1982, nurse ancsthesia educational programs
staduated 1,107 nurse anesthetists; in 1986 that number had dropped to 722 principally due to
program closures. As long as w. were graduating between 950 and 1100 nurse aneathetists
annually, no demonstrable shortage existed. But becnuse in the last two years of number
sraduates has declined to the 720 to 750 level, we are seeing major shortages of CRNAs. There
is currzntly no avidence that this trend is going to be reversed in the near future.

I would like to provide some specifics on p.ogram closures:

8. The so-called physician "glut® has given some of the leaders within the
American Society of Anesthesiologists (ASA) hope of achieving a long heid goal to raake
anesthesiology an all physician specialty. Thess leaders, working within ASA, the American
Board of Anesthesiology, and the American Association of Anesthesia Academic Chalrmen,
have exerted premsure to reduce in size or eliminare nurse anesthesia educational programs Ia
academic health centers where there are coexisting mcdical residencies. While citing a
multitude of othar reasons, nursa anesthesia cdueationa! programs at the Universily of
Michigan, Johns Hopkins, Mary Hitchcock-Dartmouth Medical Centor, Loma Linda, Universlty
of South Alabama Medical Center, and othars have been closed Ly the Anestheslology
Chalrmen in those facilitiss; the chairman cither controls or exerts great Influsnce over the
clinical resources for training. Tha sursa anesthesla programs at tha University of Michigan
and at Johns Hopkins had been in operation for over 60 years. Examples of nursa anasthasia
edusational programs which have bean reduced in size, soma of whick are experiencing CRNA

staff shortagss themselves, are North Carolina Baptist Hospital in sssociation with Bowman
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Gray Medical Schoo!, the Medical College of South Carolina at Charleston, University of
Cincionati Medical Center, Eastern Maine Medical Cerer, and Washington Unsversity in St.

Louis.

b. Duke University closed ita nurse snesthesis educationai program st ths same
tima jt closed it undergradusts aursing program in sbout 1983 a3 & cost-saving measure. Even
though Duke bss significantly .ncreased the aumber of medical snesthesiology residents it
prepares, Duke is recruicing for 20 mors CRNAS. Creighton University-St. Joseph Hospital
closed their nurse anesthesis program but is now recruiting more CRNAy, Creighton is willing
to pay s finder's bonus of $2000 and full relocation costs for the CRNA. Such messures are
Dot unususl. It is clear that the closuse of nurse anesthesia educatinnal programs to prepare
more snesthesiologists hag vot diminished the need for CRNAS, Salaries for hospitsl cmployed
nurse anesthetists have significantly increased in many sress in this past yesr becsuse of
bospitsl concerns with both retention and recruitment of CRNAs. In North Cargline slone,
thare are approximately 70 CRNA vacancies. Kaiser-Permanente of Southern Californis is
recrusting for 25 qdditionsl CRNAS. In fact, sdvertisements for nurse anesthetists have
Qusdrupled in the past year, as has individual recruitment mailings to CRNAS. At the 1987
AANA Annusl Meeting in Cincinnati, physician groups, institutions, and the military services
made major recruiting cfforts,

¢ The nurse anesthesis educationa! projram at the University of Texas Health
Science Center experienced s slightly different priolem. While tha Anesthesiology Chairman
did not have the suthority to close the program, he denjed sccess to the students within that
program to the University’s primary teaching hospital. While the nurse anesthesia feculty
were unable to resolve this problem st the local level, the Unlversity of Texas Board of
Regents has recently intervened anr. ordered that the program be allowed to enroll up to 12
students yearly and have sccess to the primary clinical site. However, it required going
outside of University channels to aet to the Board of Regents and almost two years for this to
be achieved.

The impact of the increase in snesthesiology residency training reported by the ASA
and reflected in nurse snesthesis educations! program ciosures or reductions has not resulted
in the climination of CRNA spaces 1a th. work forcy, &3 might have been
cxpocted, but rather has increased the need for CRNAs. We believe the ASA's gosl to
eventuslly substitute anesthesiologists for all CRNAS is unwarranted, and certainly not in the
best interest of health care in this country, particularly in ag e:a of cost contsinment. Such
substitution will ceuse an increass in costs for anesthesia services to beneficiaries and third
party payers without sny evidence that it improves quality. Studies publishcd to date show no
signif cant differences In the cutcomes of anesthesis care regardless of whether the provider js

an snasthasiologist or CRNA.
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Further, there i3 evidence that the imcrease in number of saesthesiologists being
prepared may aot bo having the quantitative effect that ASA is claiming. In the early 1970s,
foreign medical graduates (FMGs) made up nearly 60 percent of the anesthesiology residents in
tralning. FMGs now reprasents only about 10 percent of the snesthesiology residents. It 19
troe therefore, that recruitment of American graduates into anasthesiology residencies has
sbout tripled. But many of those gradustes replace the FMGs that were previously jn these
residencies. In 1972, anesthesiology residency training was three yeart in lensth and there
were 2,268 totsl residency spaces, or 756 spaccs per year. Todsy, ihe residency lasts four years
snd thare are a totai of 3900 residency spaces. If filled, the residencies will graduate oniy 219
ancsthesiologists per year more than they were capable of graduating In 1972 With current
opportunities for subspecialization in ancsthesioiogy, all of these graduates will not be
reflected in operating rooms or ambuistory surgicenters. Thiy may be the reason why the
decreased number of gradustes from nurse anesthesis cducational programs in 1985 and 1986

precipitated such an immediate aortage.

1 Riople Effect of Generat Nursing Shortass - The Need for Economlc Incantives and
Rrofesslonal Autonomy

The current nursing shortage affects recruitment of new students into nurse anesthesia
programs.  Unless actions are taken to recruit more studen's to cotcr profesnional nurting,
there will be fewer nurses in critical care, the area from which nurse anesthesin draws its
students. This is the reason we proposad esrly in our testimony that a study be undertaken by
the Congress to look st why individuals do or do not choose nursing as & carcer, and the axtent
to which legitlative and regulatory influences have served s disincentives for creating the
kind of work environment conducive to attracting individuals into nursing. We believe that
ouraing snd nurses through being paid less than their true value have been utilized for many
yeart to submdize heslth care in this country. just a3 women in the work force have been
utilized in general to support the economic interest and profits of other industrial fields. The
increase in cpportumities for women 1in the traditionaily male domains of medicine, faw, and
business are taking their toll on thosc professions thzt have traditionally been comprised of
women. Women are seeking professions in which there 13 opportunity for equitable income for
the workload performed, and want to feel In control of their work. If nursing, thercfore, it to
ba 8 visble profesvion for bright, intelligent, earing high school graduates, barriers must be
removed which impede aurses from being paid on an equitable basis for their services, from
having eutonomy and conter: over their prectice, and from having 8 sigmficant role in future
health planning and policy decinions. While the federsl government cannot achieve this solely
through ity own resources, we believe there are means by which it can significantly influence

the removal of such barriers wherever they exist. Two specific examples of adequate pav and
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professional autonomy problems in anesthesia affecting CRNA supply and geographic
distribution are tha foe schedule 1o be developed by the Health Care Financing Adminlstration
(HCFA) for CRNA services and the recent Joint Commission on Accreditation of Hospitals
(JCAH) decision to require greater control of CRNA practice than existed under prior
standards. If the CRNA fee schedule is aot & fair reflection of the value of CRNA servieen, it
will be difficult 1o recruit iato the field and hospitals and physicians will have no incentive to
empioy them. The fee schedule must create incentives for utilization of CRNAs while
remaining budget ncutral. Rurai areas will have much to lose if the netional fee schedule ia
not reasonable. Simiiarly, reccnt House Committee action reduces Incentives for physicians to

empioy and utilize nurse enesthetists.

The JCAH problem involves new standards for hospitais which may fostar, withont
more clarity, ail CRNA services to be provided under the direction of anesthesiologists. They
4130 eliminate existing standards which clesrly delincate broad CRNA roles in the delivery of
anesthesia care.

RECOMMENDATIONS:

Our recommendations for resolving some of the nursing and nurse anesthesia shortage
problems are as follows:

1. Congress should immediately conuidcr making a review and assessment
confirming the reasons why high s:hool graduates are not choosing aursing as a3 career and
determine to what extent federal 3nd state statutes and regulstions serve to create
unwarranted disincentives for choosing nursing. Such a study should derermine needed
actions for long term resolution of the nursing shortage and serve to maintain & nursing work
force cssential to meet the heaith care nceds of this country.

2. Nursing must be given & fair portion of the federal fiscal resources evailable
for health professionsl education. This may mean diverting funding from pt- ucian training.
This is justifiable given the wideapread concern that theze is & physician "glut® Under
Medicare legislation this could include increased assurance to hospitals that they will receive
appropriate funding for aursing educational endeavors as a part of the Graduate Medical
Education Pass-Through. This would be particularly beneficial for nurse snesthesia
educational programs.

3. There is & need for increased funding of nursing and nurse snesrhesis
education to permit;

8. Additional funding support to nursing education and nursing students
in general.
b. The development, implementation, and/or cxpansion of npurse

anesthesia educational programs. Some interest Is being expressed by academic and othar types
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of medical centars that have not previcusly had nurse anesthesia educarional programs.

Further, soma programs arc amenable to expansion with additional clisical affiliates if

additional faculty can be scquired. Such funding should be available for all types of nurse

tnesthesia educational programs.

¢ Additional support for nurse anesthesia students, and for the

preparation of CRNA faculty, is badly needed. Unlike many graduate programs, the academic

2ud clinical workload associasted with nurse anesthesia aducation precludes srudents from

working on a part-time basis to the extent necessary to cover their living and educational costs.

4. There shouid be provisions created which would deter hospitals which

receive Medicare educational funds from denying the availability of clinics! training

resources to ncaphysician providers on the basis of their nonphysician status where both

physician and nonphysician programs exist or ar¢ being developed.

In other words, there

should be soma type of disincentive in Medicara payment 10 hospitals who permit physician

chairmen of departments to deny or reduce clinical gecess to nonphysician students in

ipproved or accredited educational programs,

3. Finaily, if the Joint Commission on Accreditation of Hospitals (JCAH) is to

continua to be identified in Medijcsre statutes for purposes of using its secreditation as

aquivalent to that of the DePartment of Health and Human Services for Medicare funding, the

Congress should undertake to suthoriza a program review of JCAH to detarmine whether jts

structura and decision making body adequately reflect the professions and the public affected

Dy it accreditation, and whether its standards and accreditation process is fair and reasonable

based on concerns of quality, costs, and the needs for professional parsonnel. Nursing, which

represents the greatest number of employces and health professiorals working in hospitals, is

not represented n its own right in the decision making body of ICAH, and has been denjed

such requests cn 3 number of occasions.

We thank you for this opportunity to prescnt testimony before rhis committee  We

understand ths dilemma you face in making choices about health care, health provider

aducation, and their costs, in & time of increased concerns about the federal deficit. We

beliava ¢hanging some of the priorities in health education spending could result in meeting

some of nursing's needs without increusing the overall cost to the federal government.

Further, we recognize the problems you may huve politically in making such choices in L}

realignment of prioritics. But we would ask you 10 remember 8 statement made by Dr. John

Knowles, a physician, when writing about posrgraduate medical eduzatior. in i968. He stated

that at the tima of writing, it took about 15 other heaith personncl to support each physicizn,

and that by 1975, ha was expecting that number to n15¢ above 20. If health care costs are 10 be
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contained, the federal government should take grea’ care that it 1s not increasing these costs

exponentially by placing the butk of its money on educating an excess 0. physicians but rather

look to see what appropriare health professional mix is needed to acco.aplish the greatest

workioad in a cost-cffective manner. We look forward to working with you to resolve the

problems associated with the nursing aad nurse anesthesia shortages a3 well as assisting you in

finding means for containing health care costs in the future

AMERIC#&
ANESTHESIOLOGISTS
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HOWARD L ZAL DER M D
Immedhate Pa.l Prevdent

State University of New Yark
Health Soence Center al Syracuse
Syracuse New York 13210

(335) 473-4720

December 7, 1987

The Honorable George J, M_tchell
Chairman, Subcommittee on Health
1706 Senate Dirksen Office Ruilding
Washington, DC 20510-1902

Dear Senator Mitchell:

I write to follow up on our conversation of Tuesday November 16,
concerning the testimony presented by the American Association »f
Nurse Anesthetists (AANA) before your Subcummittee on October 30,
1987. I have the following comments:

Anesthesla Care Demographics: In 1ts statement, the AANA asserts
that nurse anesthetists administer between 50 to 0% of all
anesthetics given in thils country. The statement also asserts
that 30 to 35% of all hospitals 1n the Uni-ed States are rural in
nature and that CRNA's are often the sole providers Of anesthesia
care 1n these hospitals,

Combined, these assertions represent a rank cverstatement of the
role of CRNA's in the delivery of anesthes.a care. Although
CRNA's participate in the delivery of perhaps 50% of anesthetic
procedures annually, their services arz predominantly--
according to both AANA and ASA data -- medically directed by
anesthesiolcgists. Moreover, only eight percent of all surgery
in the United States _s performed 1n rural hcspitals and even 1in
those rural hospitals where no anescuez!nlogist 1s present, CRNA
services muct be and are medically directed by a physician,

CRNA Educatlon Programs: The AANA asserts, and I agree, that
there has been in recent years a significant decline 1in the
number of nurse anesthesia education programs. The AANA fails to
note, however, that 1n many instances this phenomenon is a
reflection of the tightened accreditation standards put 1into
place by the AANA itself a few years ago., And I vigorously
dispute the AANA's bold assertion, for which there is not one
shred of evidence that the decline in CRNA programs has resulted
from a conspiracy among the leaders of organized anesthesiolog -,

The fact is that in the past several years, there has been a
decline in enrollment at undergraduate schools of nursing, with
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the result that the pocl of graduate nurse candidates for CRNA
education programs has also declined. 1In major part, I bel:ieve,
these declines are a reflection of the changing professional
goals of high school and college students: in 1987, for the
first tire, more women were enrolled in the first year of medical
school than enrolled in nursing schools.

It 1s also certainly the fact at some individual institutions,
CREA programs have been constricted by virtue of the increased
demands of anesthesiology residency programs. The explosive
increase of medical knowledge in our speciralty has necessitated
increasing from thre= to four years the duration of accredited
anesthesiology residencies, placing pressure on finite
institutional teaching budgets and capacities. All anesthesia
education programs have been impaired, moreover, by the major
shift in the surgical patient population to ambulatory
facilities, with the resultant loss in available teaching
opportunities in the hospital setting.

Anesthesiologist Education Programs: The AANA statement contends
1n essence that current unesthesiology residency programs may not
be increasing the member of physicians trained in the specialty,
in that the programs are merely training U.S. physicians in the
place of foreign medical graduates, The facile, unsupported
conclusion 1s belied by ASA's own membership statistics: n
1970, ASA had about 10,500 members, but by 1987 that number had
risen to 24,500; anesthesiologists certified by the American
Board of Anesthes:iologists have risen in number from 5163 in
1970, to 14,885 today.

The AANA also suggest that subspecialty training of
anesthesiologists will impair physician coverage of hospital
~perating rooms and ambulatory surgical facilities, In fact,
orly 293 anesthesiologists have been certified in Critical Care
Medicine; the remaining highly skilled anesthesiology
subspecialties remain available to provide even better anesthesia
care to surgical or obstetrical patients.

Nursing shortage: ASA fully supports the view that every effort,
including flnancial incentives, must be made to increase the
attractiveness of primary care nursing. Just as there 1is
precedent for channelling physicians into the primary -care
medical speciralties, so also is it desirable to create
opportunity for nurses who will provide patient care at the
bedside and in ambulatory facilities,

It does not necessarily follow, however, that incentives are
required or desirable 1in order to channel nurses into CRNA
training. CRNA's are certainly already among the highest paid
nirse practitioners, and unless it can be demonstrated that a
serrous shortage exists 1n personnel to provide quality
anesthesia case 1in this country -- and I am not aware of data
supporting this conclusion -- I have serious doubt that the
expenditure of federal tax dollars is justified for the promotion
of so narrow a nursing specialty.

I appreciate the opportunity to offer these comments, and express
th hope that they can be included in the hearing record.

Very tryly yours,

"7*/, d < 7(74/?:‘

Heward L, Zauder, M.D.
Irme 'iate Past President
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November 24, 1987

The Honorable Lloyd Bentsen
Chairman

Senate Finance Committee

United States Senate

205 Dirksen Senate Office Building
Washington, DC 20510

Dear Senator Bentsen:

On behalf of the more .han 57,000 members of the American Association of
Critical-Care Nurses (AACN), we would like to take this opportumity to submit post
hearing testimony to the Senate Finance Committee on the nursing shortage. APCN,
as the largest specialty nursing association in the world, appreciates your
concern about the growing nursing shortage. As an association, we are deeply
concerned about recruiting critical care nurses.

AACN believes that the hearings held on October 30, 1987 were a reflection of
an ever-increasing appreciation of nursing's critical participation and
relationship to the health care industry's ability to provide health care to the
nation. Recent television, radio and newspaper reports demcnstrate that the
public, media, physicians, most health officials and even industry administrators
agree that a critical nursing shortage exists. There 1s even agreement about the
cause for the shortage: low salaries, lack of prestige and control of nursing
practice and decreased enrollment 1n nursing programs.

The latter has been spurred by increased career opportunities for women.
Nursing still remains a profession dominated by women; only 3% of all nurses are

men. Several universities recently closed their nursing schools due to low

enrollment. Counselors and parents are steering articulate high achievers into

medicine, law and engineering rather than io nursing.
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AT (0t RSING SHORTAGE

Health care leaders predict that by the year 2000 the kospital ot the future

will be one larye intensive care unit. The complexity of hospital-based medical
prucedures aaud equipment, the rapid growth of health maintenzace organizations,
urgent care centers, surgicenters, corporate wellness centers, and other

outpatient facilities and the needs of nursing homes and health programs will spur

the predicted demand.

It is expected that the demand for critica) care nurses will increase a- a
direct result of Mec-care's prospective payment system. Data indicate that
hospitals are building new critical care units or increasina beds in exi1sting
units. The advances in medical technology and developments 1n transplantation
medicine require the services of critical care nurses. The fast-evolving,

increas.ngly invasive technology of critical care and trauma care will increase

the demand for critical care nurses.

Additionally, as a result of technological advances ang changes 1n medical
payment systems, patients w'th increasingly difticult health care needs are being
cared for outside traditional in-hospital settings. Home health agencies are
recruiting nurccs with critical care experience to care for patients who are
ventilator dependent, have subciavian or central line catheters and require
parenteral nutritional support. The Labor Bureau predicts that more rejistered
nurses w11l be required for technologically demanding but "generalict"
responsibilities in the rapidly growing outpatient sector. DHHS also predicts
that by 1990, the U.S. will face « >.ortage of 390,000 nurses.

Without an adequate supply of nurses with the multifaceted requisite skills,
we are concerned that the trend toward substitution of trained non-nurse
technicians for professional nurses will increase. It appears that hospitals ¢,e
already hiring technicians and physician assistants at a robust pace. Although
such technicians can perform technical tasks, they cannot practice nursing, tnis
means that patients will not receive the benefi s from quality care provided by
the multifaceted professional registered nurse.

The professional nurse with critical care experience can provide
comprehensive quality care. Lifesaving decisions can be made and immediate care
given because such nurses are able to assess the patient's total health care

needs. Increasing reliance on technicians who provide substitute care for nurses
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can only result in fragmented care, delayed decision making and compromised
patient care.

The undeniable increase in patient acuity that is seen in the inpatient
critical care units, creates a greater requirement for the knowledge and skills of
professional critical care nurses. In settings other than traditional critical
care units, the demand for nurses with & knowledge of the myriad of patient
problems resulting from complex technological support 1s great. Patients
previously seen in critical care units are now being cared for in general
medical -surgical units.

Paralleling the impact of advances in medicine, the increasing sophistication
of nursing science has also influenced the complexity of nursing care for many
groups of patients. Consider, for example, the changes in preoperative pa*tient
preparation, which once was limited to an anfiseptic solution (Betadine) shower
and perhaps a shave. Now preoperative preparation routine v consists of
individualized teachiny protocols that require greater nursing assessment,
knowledge, skill and time. As we elicit greater understanding and knowledge
through nursing research, our nursing care becomes continuously more complex and
indwvidualized.

The trends and advances in nursing and medical science, in combination with
the greater numbers of elcerly in our 1institutions, create a net result of more
complex wis intense patient needs. The impact on nursing rescurces is profound.
There is a demand for more intense nursing care although fewer resources are
available.

Advances 1n medical science ano technology have compounded the problem in
chat increasing complex treatment modalities have increased the demand for
critical care nursing services. The recent advances in organ and tissue
transplantation is just one example. Both recipients and donors of organs require
critical care nursing. Groups of patients who otherwise would not have required
critica) care nursing assessment and interventions are now being seen in critical
care units.

Despite the expanded professional skills -he physical demand of nursing
should nct be discounted. Nurses continue to spend a considerable amount of time
walking hospital corridors, 11fting heavy patients, pushing gurneys, tending to

mountains of paper work, and coping with the human suffering and frequent
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emergencies that arise in their daily work asd are faced with a constant potential
for exposure to infectious, chemical, and physical hazards.
INDUSTRY SOLUTIONS

In the past, the predominant jolution to a shortage has been to require the
nursing staff to "work harder" ¢ "do more with less," Currently, the concept of
nursing productivity is being examined by many more nurse administrators.

However, increasing productivity and merely requiring critical care nurses to work
herder will not resolve the imbalance between patient needs and nursing resources.
Another solution is to offer bonuses to increase recruitment of nurses.

However, this is only a short term or "band aid" aporoach, Once the nurse has
received the bonus and satisfied work experience requirements, there is no
incentive to remain. Another hospital with a more attractive and lucrative
“carrot" will lure the nurse away ard benefit from her ‘experience. Racause the
costs of orienting a critical care nurse are estimated at $10,000, hospitals must
address the problem of retention as well as recruitment,

Both the hospital and nursing home Industry have acknowledged that nurses
deserve more pay but unanimously agree _hat they are unable to reimburse nurses
moe adequately under the current prospective Payment system. Despite
Gramm-Rudman, federal hospitals such as the Veterans Administration (VA) and the
National Institutes of Health recently increased the pay of nurses and are
attempting to correct salary compression. The starting salary for a staff nurse
employed by a hospital averages $20,340; the average maximum salary, which is
reached after 10 years, 15 $27,744. Although entry level salaries are acceptable,
compression of the wage structure creates major retention problems in the nursing
profession, Given the skill, effort, autonoily required, decision-making
responsibility, and working conditions of nurses, such compen.ation 1s ncither
attractive enough to lure new recruits nor competitive enough to retain nurses
with years of education and experience.

The recruitment and retention of nurses at 1ndividual hospitals s only part
of the problem. For the first time, almost 80% of all nurses are emnloyed, As we
have stated, declining nursing student enrollment increase the probiem. To
increase the poo! of nurses available for employment, those of us in nursing must
increase the opportunity for new recruits to enter into the profession. An

executive for a Minneapolis supplemental staffing agency said 1t bect "When ycu
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put an ad 1n the paper that says you're willing to pay $22.50 an hour for CCRNs

and your phone doesn't ring, you know there's a shortage.”

PROF ESSIONAL SOLUTIONS

Studies of nursing practice and education provide some idea of the steps that
need to be taken to reduce or eliminate the nursing shortage problem. Briefly,
they are thai: 1.) nursing should be involved in all aspects of decision making in
health care institutions that relate to patient care 1ssues; 2.) the nursing
practice environment should be conducive to collaboration among all members of the
health care team; (3) salaries for nurses should be commensurate with levels of
responsibil1ty and experience. Unfortunately, little progress has been made to
mmplement these key recommendations.

The difficulties of recruiting nurses into the profession and retaining
nurses 1n critical care have been 1dentified by AACN as a major trend that
adversely affects critical care nursing practice and quality of care delivered to
the consumer.

AACN recognizes that career choices for today's young peonle are more diverse
than ever before. Creative and :nnovative solutions must be found to make nursing
an attractive and rewarding career choice.

The critical care nursing shortage 15 resulting in mandatory overtime
(leading to increased stress and resignations) and closure of critical care beds
and, 1n some cases, entire critical care units. A plan to alleviate one of the
major 1ssues affecting critical rare nursing - retention and recruitment of nurses
- was unveiled during AACN's 1987 National Teaching Institute.

This year, we are calling on all of AACN's 57,000 members and 227 chapters to
help us 1n convincing the American public that crit®-al care nursing is the career
choice for the future. The AACN Board of Directors has adopted "Critical Care
Nursing: The Career Choice Fer The Future" as AACN's theme for FY88.

AACN's program 1ncludes:*

0 A study to establish a data base on manpcwer 1n critical care. Results
of the study will provide data to substantiate and quantify the nursing
shortage, help hospital administrators deal with the nursing shortage
and assist lawmakers as they consider legislation such ds the Nursing
Tresrore Aot

. A task force to evaluei. ~nrercettoroand vts relationshyy fo de

3
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3} Theme posters, brochures, and videotape programs for members and
chapters to use in discussing critical care nursing with various
audiences.

0 Educational brochures, videotape programs, and posters for high school
and grade school students.

AACN believes that the nursing profession must actively participate in

recruitment in order to assure a future supply of nurses.
LEGISLATIVE SOLUTIONS

AACN believes that key initic ives addressing the nursing shortage should be
imtiated by the nursing profession in consultation with leaders within the health
care delivery systems. There ire, however, important strategies that can be
implemented only through legislation and/or health policy changes.

There are a number of legislative proposals currently under consideration by
Congress that address the nursing shortages and/or the ability of the nursing
profession to provide its services outside the hospital setting. AACN, therefore,
urges you to consider supporting the following Sepate bills:

S. 1402

S. 1402, the "Nursing shortage Reduction Act of 1987" was recently passed in
the Senate. This legislation would provide $5 million to the Secretary of HHS to:
1.) establish an advisory commttee to address the nursing shortage, 2.} provide
grants for innovative hospital nursing practice models to make the hospital
nursina position a more attractive career choice, 3.) provide funds for
demonstration projects designed to improve long term care practice and 4.) provide
funding for model professional nurse recrvitment centers.

The Nursing Shortage Act of 1987 is a beginning step to confront tre current
nursirg shortage. AACN recognizes, however, that nursing professionals nd
associations must actively develop solutions to positively influence recruitment
into the profession.

S. 1765 - The Nursing Manpower Shortace Act

We would like to echo the support of other nursing organizations regarding
S. 1765  AACN believes that this bill will do much to focus national attention on
the need for long-term positive solutions to the nursing shortage issue.

Section 2 of the bill establishes a demonstration authority for community
nursing organizations. This provision has been incorporated in the Finance
(crmttee’s reconciliation package, and we are quite pleased by this action. By

Q -
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allowing nurses to establish these organizations and receive payment for their
services, which they do not recewve under current law, we believe that the number
of nurses willing to remain 1n the profession will greatly increase. Medicare
payment policy, which refuses to recogmize nurses as reimbursabie providers, is
another major reason for the shortage. The willingness of the federal government
to recognize and pay for the services of nurses sti111 greatly enhances the
attractiveness of nursing. We woula ask, however, that the committee accept the
Hoivze Energy and Commerce provision, which 1s a complete authority for the
establishment of community nursing organizations, rather than a demonstration
oroject.

Section 3 of the b111 will allow nurse practitionevs and climical nurse
specialists to certify and recert1fy Medicare patients in nursing homes. Allowing
nurses to certify the need for care and paying them for that service, will provide
nurses with another attractive career option. This provision will not ncrease
health care costs, but will 1ncrease access to care n facilities and provide an
incentive for nurses to enter the field of gervatrics. We commend the chalrman
for 1nclusion of this provision; we understand that 1t may be offered as a floor
amendment when the Senate debates the reconciliation legisi-tion.

Section 1 of S. 1765 envisicr< an expansion of the araduate medical
education pass-through for the clinical training of nurses. Unuer current law,
only programs supported and operated by hospitals are eligible for pavment under
this program. We beiieve thi1s to be an artificial Timitation that igrores recent
trends 1n nursing education.

increasingly, nurses are rece1ving tnetr ecucation 1n collegiate schools o
nursing. Permitting additicnal instituttons to develop ciinical educatien
rotations for nurces in cooperaticn with acciedited rursing education orograms
would benefit not vnlv the institut on thrnugh *he patient care orovided by
student nur<es, but ney @ €0 encourdct nurse o mrectice on such instiiutions

tter the'r education ¢ cemrpletea. Tnen o rromre woulr Alse merp to bring
agvdncements IP nirsInd practice orr rapidyy fo tve bederde *hrougkh the
coliaboratyon of facuity fro e edunatvola, prota” ong nurses 1% clhimical
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environment. However, 1imiting the number of students based upon a variety of
factors, such as location (urban/rural), specialty (critical care, operating room)
or type of degree (graduate), could 'imit the financial burden of the program. We
would like to work with the committee to formulate such a proposal.

S, 1833

Our review of this most recent legislation, the "Nursing Practice and Patient
Care Improvement Act of 1987," indicates increasing congressional awareness of the
nursing shortage issue and the need for innovative cures.

CONCLUSION

AACN believes that a recent study by the American Academy of Nursing and the
American Hospital Association best articulates the following reasons for the
shortage: financial rewards that are not commensurate with responsibility;
opportunities for upward mobility are lacking; nurses have insufficient authority
and autonomy; work demands are increasing because of rising severity of illness;
and nurses are not given the opportunity to participate in management decisions
regarding nursing practice standards and cupport services.

Critical care nurses are on the front lines in delivering quality health
care, combining skill and education with caring and understanding. The current
shortage of critical care nurses is significant and without our collaborative
efforts, selutions will not be identified. Your continued support of national,
Tndustry and professional efforts to correct the nursing shortage is a positive
step toward long-term solutions to the nursing shortage. AACN, through its 57,000
members and over 227 chapters, 15 committed to assisting you 1n your legislative
eff--ts. Together, we can have a positive influence on the quality of health care

delivered to the American consumer.

Thank you for giving us the opportunity to submit this testimony.

Sincerely,

{

Jeanette C. Hartshorn, RN,‘PhD
President

Lon
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Senator Geo.oge Mitchell
Chalrman of Senate Finance Subcommittee on Health

Dear Senator .4itchell:

We welcome the opportunity to make our views on the nursing
shortage known. As staff nurses; the primary providers of
health care to hospital patients, we are on the front lines
of thir crisis.

J Recently, we returned from the New York State Nurses Association
annual convention in Buffalo, New York. While there it was
immediately arparent that nursing leaders, many of whom are
:¢ministrators and educators, are focusing their efforts on
Fas+.ng DLN entry level into practice.

The majority of " front line * nurses there were amazed at how
liiltle attention was given to the nursing shortage. The following
thonghts are a consensus of opinion of the many nurses we have
spoken with:

1) while BSN entry level into practice may be an accomplishment
in the next century., it is at this time a suicidal goal for
the nursing profession. .

To close all diploma and asso~iate degree programs will
ceriously limit the number of people entering nursing.

2s graduates from a diploma school, practicing more than
twenty years in nursing, we have not seen any better care
fcovided to a patient because the nurse had a BSN. In fact.,
111 some cases, they are less clinically prepared.

211 avenues of education require the same determining facter
to practice nursing, i.e. A liience obtained by passing a
State Board examination. All nurses take the same examination.
Ve urge all legislators to vote nU on any BSN entry level
into practice proposal.

2) Help change the working conditions of nurses so that
they can work in an environment providing good patient
care. Nurses are leaving the profession because of 1in-
tolerable working conditions. These conditions are un-
safe for both patients and nurses.

Legislators can improve safe care by requiring Health
Care Facilities tc mandate a realistic nurse/patient
rati1o. Guidelines that stipulate " a sufficient number
of nurses", is vague and an abdication of responsibility.
Standards of care must be established and monitored.

3) Reimbursement to Health care facilities must be increased
so that rurses can be recruited. Hospitals cannot exist
without these basic health care providers.

Salaries must be 1ncreased, thereby retaining people 1n
the profession who are moving to more lucrative careers.

4) National Legislature and nur.ing leaders cun co-sponsor
a campaign to provide a proper image of todays nurse.
This would ¢ducate the prlLlic and encourage young men
and women to enter the profession.

The future Of nursing 1s at a crossroads. This is not the

first time that the leaders have had to rush to catch up
with the troops.

Syncerely

) el el Alc'f'va—-\/]
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Judith A. Belliard R.N. 1
O amelie Gladman R.N. il 7
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MARY C HANSEN

commitee on Pin.nw OIVISION OF NURSING

United St=*=; Senate

205 Dil'k”n Bl.lilding 223 UUIN HAL( DEPT 515 2712830
w“h H iwn' D‘C' zoSlo DES MGINES 1OWA su30 DFFILE 518 271 161 .

Dear Committee Members,

We are writing in response to Yyour call for written statements regarding the
subcommittee hearings on the current nursing shortage crisis which is
adversely affecting the health care of all Americans, but in particular, the
elderly who consume a disproportionate share of health care services. We,
the undersigned graduate nursing students, share this concern and wish to
offer testimony in favor of increased funding for eiderly health services as
well as increased funding to recruit and educate qualified individuals into
the nursing profession.

Recent testimony by Kevin L. Morrisey, Director of Communication for the
National League for Nursing, to the Senate and House Appropriations
Committee, highlighted the health care plight of the eiderly that will
necessitate an increased supply of nurses. He quoted the 1986 Institute of
Medicine Study, "Improving the Quality of Care in Nursing Homes", which
projected tkat there will be an increase of 68% in the number of residents
receiving care in nursing homes between the years 1980 and 2000. This
study alsc projected an additional 33% increase by the year 2020.

Over a decade ago a World Health Care Organization Committee on Planning
and Organization of Geriatric Services, recommend that societies consider the
elderly a vulnerable group with a multiplicity of physical and mental chronic
heaith problems. The .. .mittee further asserted that there was a need for
holistic approaches to these probjems. The profession of nursing has
historically provided the unique services necessary to meet the challenges
presented by these problems. These unique areas of expertise include:
health education and counselling, and assessment of the client's life
dynamics as a basis for preventive health care. Nurses are in the best
position to accomplish this since they maintain regular contact with the
client and can therefore detect problems before a more serious condition
develops. This can not only mitigate deterioration of the client's health
status but can also be 2 cost effective mechanism to reduce dollars that need
to be spent for preventabie health problems.
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In order to meet these challenges [acing the Tuture of quality health care
delivery to the American public and particularly the elderly, nursing must
be involved as never before. However, according to the National League for
Nursing, a 10% decline in enrollment in nursing educational programs
occurred between 1983 and 1985. The situation does not appear improved
and in fact has worsened. The Journal of Professional Nursing refers to a
Health and Human Services report that snggests a potential 50% shortfallin
the supply of RN's ave. the next five to ten years. This same issue also
reported a 70% decline in the proportica of freshmen women in‘erested in
nursing careers.

Government funding to support nursing education has precipitously
declined. The constraints imposed by this decline impact the nursing
shortage by limiting nursing education recruitment of qualified applicants as
well as the hindering the development of gerontological nursing courses.
Even more critical is the fact that too few nurses are currently caring for the
elderly in nursing homes. Roncoli and Whitney state that only 15% of
personnel who care for the elderly are RN.'s and only 42% of skilled long
term care facilities have 24 hour R.N. coverage. With the increase in
longevity and the concomitant increase in chronic illness this is a critical
deficit.

We strongly support your committee's efforts to deal with this issue and
welcome the consideration being given to this critical situation.

Sincerely,
7’7’7&7 HL\,WQJ__, “? A%} s (I-\;+rUL+‘ﬂ)
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Geisinger

November 25, 1987

Committee on Fi~~nce
United States Senate
205 Dirksen Building
Washington, D.C. 20510

Geisinger is pleased to have the opportunity to comment on the Mitchell 8111 which
addresses the nursing shortage.

The Geis.nger health system includes ten (10) wholly-owned or controlled entities
dedicated to healih care and health care management. Attached as Appendix A 15 a
brief synopsis of these Geisinger entities. ..,

Geisinger's two hospital facilities--the 569 bed Geisinger Medical Center (GMC)

a rural referral tertiary care center located wn Danville, PA. and Geisinger Wyoming
Valley Medical Center (GWV), a 230 bed-community hospital in Wilkes-Barre, PA.
annually record more than 200,000 combined patient days.

Gevsinger serves primarily a rural ared, characterized by an aging population with
higher unemployment and lower per capita income as compared tg other counties in
the state in general. These demographic characteristics appear to be syimlar for
the next five years in the Ge1singer service area, with most of this increase
attributable to the 65 and older age group.

According to the American Hospital Association statistics, the nursina shortage in
America is a reality. The vacancy rate for registered nurses in United States
hospitals more than doubled last year, from 6.3% to 13.6% n 1986. This shortage
1s different and more serious than previous ones because 1t nvolves all types of
nurses in all kinds of hospitals and 1n all regions of the country.

Nursing student enrollments throughout the nation are down 9% in 1987 according to
National League for Norsing data, and doub'e digit declines are projected for the

rest of the decade. Equally disturbing 15 a 26° decline 1n applications to R.N.
educational programs gver the last three years. Based on these trends, an anticipated
15% decline in graduaies 1s predicted from 1987 to 1990.

The dimensiu.s of the problem become particularly graphic when one considers the
escalating care needs of the rapidly growing elderly population. By the year 2020,
the elderly -- the fastest growing segment of which 15 the gver 80 population --
are projected to number 52 mill1on, comprising 21% of the population,

The Geisinger Medical Center School of Nursing was established 1n 1915. A total of
2786 graduates have completed the program. The current total enrollment in the two-
year diploma program 1s 162. Thirty advanced placement students will enter 1in
January, 1988 and the toti1 will increase to 192. The student population 15 577
non-traditional and 90% of the students receive some form of financial aid. Graduates
of the program remain n the five county area, supplying nurse manpower for comunity
hospitals, long term and extended care facilities. A large portion of the graduates
remain in Pennsylvania and many practice at the Ge1singer Medical Center.

TOTAL GRADUATES REMAINED AT GMC REMAINED IN PA.

1985 84 28 (33.3%) 66 (78.5%)
1986 8l 40 (49.3%) 69 (85.0%)
1987 79 32 (40.5%) 72 (91.0%)

Strategies to increase the nursing applicant poo! in the future should nclude
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1. federal support through the graduate medigal education funds to basic RN
programs must continue at a rate of at least 75. to offset proaram operating
costs for hospirtal based programs.

2. Hospitals should receive federal reimbursement for all basic nursing students
affiliated at the hospital.

3. Federal nurse traineeship grants need to be extended to basic nursing students,
not just graduate or post graduate nursing students.

b 4. federally sponsored demonstration projects must also focus on acute care rather
than just long term or community home care setting.

5. Current proposed legislation must address all nursing education prugrams and
acute care hospital settings, not just collegrate programs and community care
& settings.

Sincerely,/
Vi Qs Yoo 1,

enneth Ackerman, Jr
Senior Vice President and
Administrative Director

FKA na

APPENDIX A
GEISINGER SYSTEM DESCRIPTION

GEISINGER FOUNDATION

Geysinger Foundation, a not-for-profit corporation, 1s Gelsinger's
parent company. Its l4-member external goverming board gversees the
collective efforts of the nine Geisinger-affiliated entities and their
activaties in health care and related businesses. The Foundation 1s
involved 1n the activities of raising and distributing funds for
health care and related purposes.

GEISINGER CLINIC

The Geisinger Clanic, a not-for-profit corporation, employs all 357
physicians in the system. 229 are on the staff of .he Geisinger
Medical Center 1n Danville, 30 are members of Geisinger Medical Group
- Wilkes-Barre. 9B practice at 23 additional Geisinger sites
throughout the region.

Because the group practice 1s the driving force of the Geisinger
system, Geisinger has had physician leadership throughout 1ts history.
To prepare physicians for leadership, a management course for
physicians, the Physician Management Education Program (PMEP), was
initiated 1n 1985 .a collaboration with the Sigmund Weis School of
Business at Susquehanna University.

Modeled after graduate programs in business acministration, the
program 1s tailored to the specitic needs of the physician-as-manager.
The faculty includes nationally recognized instructors from
established schools of health care administration.

The Clinic admimistirs the research program. &eisinger physiClans
have engaged in cli-ical research from the beginning. Since
reaffirming the commtment to research in 1980 and a need to expand
the program, the number of climical research prolects has tripled and
funding has grown to $1.5 mi1lion annually. Much of this research
constitutes nparticrpation tn national cooperative programs, primarily
related to cancer and cardiovascular disease.

In September 1985, ground was broken for a new research center for a

core proqram 1n basic cardiovascular research. In December 1985, the
buildina was named the Sigfried and Janet Weis Center for Research, 'n
fionor of the Geisinqger Foundation chzirran and his wife  This center
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for research opened in May, 1987. Ten laboratories are in operation
and space exists for an additional ten to ce completed later. Or.
Howard E. Morgan heads the team of ten full-‘ime scientists.

GEISINGER MEOICAL CENTER

The Geisinger Medical Center, a not-for-profit corporation, owns and
operates a 569-bed regional referral center 1n Oanville, Pennsylvama,
which 1s the flagship of the system. The medical center has regional
centers for cancer, kidney disease, heart, neurosciences, trauma and a
Children's Hospital Center. It operates the Life Flight helicopter
retrieval program, which has served over 100 hospitals in six states
while transporting more than 870 patients a year. Specialty services
dedicated in 1985 include magnetic resonance imaging and a six-patient
hyperbaric medicine chamber.” A Tithotripter was installed in 1986.

In October 1986, Geisinger Medical Center was designated a Regional
Resource Trauma Center tased on the provision of comprehensive trauma
care 24 hours a day and the conduct of ovtreach, educational and
research programs in trauma care.

At Geisinger Medical Center 188 physicians are training in 15 approved
residency programs and five fellowship programs. Over 2,200 nurses
have graduated from the Geisinger School of Nursing, which opened when
the hospital’ was founded in 1915. [n addition, there are nine allied
schools of health.

Geisinger Clinic physicians provide the faculty for graduate and
undergraduate medical education at Geisinger Medical Center, as well
as programs for contiruing medical education.

GEISINGER WYOMING VALLEY MEOICAL CENTER

3
The Geisinger Wyoming Valley Medical Center, a not-for-profit
corporation, owns and operates a 230-bed open-staff community hospital
in Wilkes-Barre, Pennsylvamia, which opened as the NPW Medical Center
of N.E. Penna. Inc. n 1981. Serving the Greater Wyoming Valiey and
western Pocono region, Geisinger Wyoming Valley Medical Center offers
comprehensive maternity and pediatric programs, five medical/surgical
units and a complete em~rgenc, department.

MARWORTH
Marworth, a not-tor-profit corporation, owns and operates two centers
for the treatment of alcohol and chemical dependency. A 72-bed
treatment detoxification and rekabilitation center near Scranten,
Pennsylvania opened in 19£2, and has gained national recognitio.. In
October, 1986, Marworth opened a 56-bed adolescent chemical dependency
treatment center at Shawnee on QOelaware.

Both programs address the physical, social and psychological 1ssues of
treatment and recuvery. Marworth's fam 1y treatment program 1s an
important part of these centers.

GETSTNGER HEALTH PLAN

The Geisinger Health Pian, a not-for-profit corporation, operates a
health maintenance organization. The Geisinger Health Plan was
reorganized and yncorporated 1n 1984 and licensed for marketing 1n 17
counties. The Geisinger Health Plan has over 55,000 members enrolled.
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Health care services are provided prime 'y by Geisinger physicians
distributed throuchout the physician network developed sirce 1981 by
the Geysinger Clinic end Geisinger-owned hospitals. Independent
physictans and community hoscpitals 1n several corrunities are also
participating.

GEISINGER MEDICAL MANAGEMENT CORPORATION

The Geisinger Medical Management Corporation 31s & wholly-owned,
for-profit corporation of the Geisinger Foundation that provides
consultative and contract management services. As tre development arm
of the system, 1t developed Geisinger Wyoming Valley Medical Center
and Marworth. In addition, Geisinger Medical Managenent Corporation
offers management, consulting and other medvcal services to health
care providers outside the Gei1singer system.

INTERNATICNAL SHARED SERVICES, INC. (ISS)

Acquired in 1984, ISS is a for-profit corporation which provides
biotechnology maintenance and repair service to 150 hospitals and
physician offices in Pennsylvanmia, six adjacent states and the
District of Cotumbra.

GEISINGER SYSTEM SERVICES R
Gersinger System Services (GSS), a not-for-profit corporation,
provides managerent and consultative services to other Geisinger
ent>ties. GSS prepares, 1mplements and audits policies and precedures
of system-wide re,:vance and 'mplements uniform standards and methods
of management throughout the system.

Services provided by GSS to other entities within the system include
communication and public affairs, facilities managerent, financial
management, human resources, internal audits, legal services,
management engineering, management information systems, marketing
services and materiels management.

DFPUY -LENAPE CORPORATION

CePuy-Lenape Corporation 1s a for-profit corporation ferred in 1985 us
a )oint venture between the Ceisinger Foundation and Shawnee
Development, Inc. to establish & primary heilth care center in Shawnee
on Delaware. This primary care center ofened in Septemter 1986,
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Statement of
THE HOSPITAL ASSOCIATION OF PENNSYLVANIA
on Senate Bil) 1765
to be Entered in the Record
of the Senate Committee on Finance

November 24, 1987

The Hospital Association of Pennsylvania represents 265 acute care and
specialty hospitals in the Commonwealth. Pennsylvania’'s hospitals
appreciate this opportunity to submit for the record our comments the
nursing shortage and on Senate Bil: 1765.

Within the organizational structure of The Hospitil Associatiog of
Pennsylvania is a Counc1l of Hospital-Based Schools of Nursing,
representing 42 diploma schools of nursing, and the Pennsyivania
Organization of Nurse Executives, comprising nearly 400 nurse executives
of health care institutions across the state. Thus, the Association is

very involved in nursing issues.

During 1987, we conducted a comprehensive Statewide Nursing Study to
delinepte issues regarding nursing education, nurse supply and demand, and
attitudes of licensed nurses in the Commonwealth and to provide a
framework for future efforts directed at solving the nursing shortage.

Pennsylvania is the nation's third- -largest ecucator and provider of
professiona! nurses, many of whom choose to work in other states. In
1986, 4,869 nurses were prepared by professional schools of nursing in
Pennsylvania; in the same year, 4,946 were endorsed to work outside of
Pennsylvania and only 2,760 were endorsed into Pennsylvania from other
states. The Pennsylvania Department of Labor and Industry says that our
state creates a demand for 6,017 new RNs each year. It is clear that
Pennsylvania is no longer able to prepare the number of RNs needed in the
state, not to mention those who choose to 9o elsewhere.

The Statewide Nursirg Study clearly documents the problem of

persistent declining enrollments in all nursing education programs in the
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Commonwealth. With a declining pool of graduating secundary school
students and expanded educational opportunities available, particularly to
women, enrollment of students in nursing schocls has become increasingly

difficult.

Although there have been signiticant increases in representation of
females in predominantly male professions, there have not been similar
increases in the representation of males in predominantly female
professions, such as nursing. Perhaps the main thrust of the federal
government should be in support of programs which will enhance the image
of nursing. The public needs to be bombarded with audio and visual
concepts which depict nurses as highly skilled, well educated, and
compatent professionals.

The Association’s Statewide Nursing Study also documented the fact
that many specialty areas in iursing are experiencing critical and
consistent shortages.

In scme regions of the state, the average age of an operating room
nurse is 43 years. There is evidence that nursing education today does
not prepare the type of practitioner needed to meet the surgicai
requirements of the industry.

With advanced health care technology and increased 11fe expectancy,
our hospitals are admitting increasing numbers of acutely i11 patierts.
Critical care nurses, as well as those who function 1n the
medical-surgical specialties, are experiencing some of the highest vacancy
rates. The acuity levei of patients today requires essentially one nurse
per patient. Even though there are more nurses working nationwide than
ever before, critical shortages exist because of excessive demand which is
not expected to abate in the near future. Rather, federal government
projections indicate u« shortfall of 600,000 nurses by the year 2000.

A much broader educational base must be sought to support those health
care institutions which are financially assuming the burden of educating
beginning practitioners who deliver the bulk of care o the public
Unfortunately, the funding proposed in S. 1765 will benefit only a small
number of the nursing population. 1I: should be noted that of the two

million nurses in this country, 65 percent are prepared and practicing at
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less than the baccalaureate level and thus are not eligible to enter
postgraduate programs. Basic nursing education programs also need funds
to provide bedside nurses who deliver care to the masses. This same group
of nurses must receive financial encouragement to seek additional
education.

Although geriatric nurse practitioners are needed to meet the needs of
our rapidly aging population, this clinical training program cannot be
isolated simply at the postgraduate nurse level for relatively few nurses
will benefit from such an approach. The problem of geriatric care is much
broader than simply community care settings.

With the Medicare prispective payment reimbursement system under which
hospitals operate, it is increasingly difficult for acute care hospitals
to provide the necessary education for nurses to meet the deficiencies in
the educational process that exist. Compounding this problem is the need
to increase salaries of the professional nurse. Without increased
financial reimbursement for hospitals, there is a point beyond which it no
longer is feasible to raise salaries and remain financially healthy. The
government should consider expediting as well as increasing reimbursement.

Salaries are a key factor in an institution's ability to resruit and
retain competent professional nurses. The large vacanc’ rates in middle
management signal attrition at the staff level with an inability to make
management positions attractive enough, Attrition costs are staggering
anc orientation expenses present an overwhelming dilemra for health care
institutions. The current reimbursement methodology simply does not allow
hospitals to recruit and retain the number of qualified professionals
needed.

Although seven demonstration projects are proposed in this act, they
are designed to be hospital-based postgraduate clinical nursing programs
requiring hospitai-college affiliations. Because of their location, rural
hospitals will not be afforded the opportunity for such affiliations.

We believe S. 1765 would henefit only a small segment of
Pennsylvania’s aging population because hospitals without communitv-based
nursing programs would be ineligible for funds. !inder the act, an

"eligible organization’ would be "2 public or prevate e~tity, orgunized
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under the laws of the state, which is primarily engaged in the direct
provision of community nursing and ambulatory care" or “the entity
provides directly, or through arrangements with other qualified personnel,
community nursing and ambulatory care."

We know that the population over 65 is growing two-and-one-half times
faster than the population under age 65 and there is a projected
population of 60 million Americans over age 65 by the year 2020. The
elderly currently use 40 percent of the nation's hospital and physician
care. Pennsylvaria is one of the nation's leaders in providing care to
the elderly. Last May, the American Association of Retired Persons opened
jts first state office n our capital city because of our large elderly
population. It has to be remembered that the community health setting is
only one small segment of the health care delivery system for these
citizens.

The title of the bill suggests it is intended to alleviate the
shortage in nursing manpower. But this intent is questionable, given the
narrow scope of the nursing shortage addressed.

Since the bil1 does not address Medicare and Medicaid reimbursement
for nursing services provided by certified, registered nurse practitioners
or clinical nurse specialists, the tone of the text seems to suggest a
beginning for a two-tiered system of health care delivery for our nation.
In Pennsylvania, the indigent care burden is great, but we do not think
nursing care should be seen as the ultimate cost-effective solution to

this comprehensive problem.

There is no easy solution to the nursing shortage. However, funding
for nursing education at the entry level and enhanced reimbursement for
providers would 1ikely do more than any other measure outlined to date.
The data comgiled in Pennsylvania's Statewide Nursing Study defines these
economic implications. With too few dollars chasing too few nurses, the
demand continues to escalate. The problem wiil continue to exacerbate
until the core of nursing image, education, and compensation are
financially enhanced. The future of our quality health care system is

rooted in nursing.
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THE NURSING SHORTAGE: DISCUSSION AND RECOMMENDA TIONS

Donalda Dunnett RN Staff Nurses in Cardiovascular Intensive Care
Gary Peichoto RN, M,S,

Stanford University Hoapital

300 Pasteur Dr,

Palo Alto, CA 94305

By now, everyont is aware that there is a criais in nursing. Nurses are leaving
the profeasion in aignificant numbers and nursing is suffering from decreasing
enrollments in nursing programs. The end result is that the remaining nursea
are having to look after more patients who are considerably sicker than they
were 10 years ago. Thia last factor ia due to increasing technological and

mtiical advancements., Computerized equipment, improved pharmacological agenta

and increased scieatific knowledge can now bat diaease pr to produca
a longer life with a better quality of living. Hwwaver, aociety ia now faced
with fewer nurses to provide thia advanced health care which in turn affects

the quality of that care.

With health care technology constantly changing, advancing, growing, all health
care workers are continually updating their knowledge base. There are so many
more Tesponsibilities now, that decreasing the nurse-patient ratio is necesaary
to provide the optimal quality care. However, the nurse-patient ratio is increas-

ing due to the nursing shortage!

Obviously nursing is a female dominated profession and traditionally an accepted
profession. Today there are many other career opportunities available to women
and nuraing ia becoming & much leas attractive option. There are aeveral other

factora which make nursing a second best choice.

Nursing salaries generally average out to $25,000/year and the bedaide nurse
attaina maximum salary range at 5 years. Fom this point, most opportunities for
advancement are away from the bedside into administration. Middle management such

as assistant head nurse anu head nurse make very little more than the staff nurse,

Another factor that leads young people and seasoned nursea away from nursing are
the working conditions. Shift work, weekend and holiday ataffing are neceasary
and a bedside nurse will always have to work theae off hours., Also, the increased
nurse-patient ratios and high patient acuity means that the nurse has to contend
with the frustraticn of being unable to give the quality care needed to produce
atl =faction in a job well done. In fact, tha nursa can often, at beat, only
ERIC
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hope to keep the patients alive until the erd of shift, The shortage of nurses
means more people working overtime to cover minus staffing, The fluctuating
acuity of the patients also means nurses will be doing overtime to cover crisis
situations. Stanford University Hospital has better staffing than most hospitals.
Nevertheless, the overtime hours in the Cardiovascular Intensive Care average

above 200 hours every 2 weeks,

We would like to suggest some positive ways by which the profession as well as
government might improve nursing. The public image of nursing must change before
we will be able tc drastically affect the declining enrollments in nursing schools.
There are many talk shows and news segments about the nursing shortage. Now that
we have the pubuc'ls attention, we need to change some perceptions, One place to
start would be to try and reqrient society into not thinking of it as a respectable
white wc.nan's career but as an attractive career for both sexes as well as min-
orities. Nursing educators, professional organizations and government health
agencies need to produce videos, brochures and other informational aides in order
to reach all primary edvcation levels, especially junior high and high school

students. Funding for educational grants for this purpose would be helpful.

Hand in hand with this effort is the need to ed ucate and inform the public

about AIDS, Patients, rreir families and other members of the public often

ask nurses, “Aren't you afraid of catching AIDS ?". It is obvious by talking

to high school students that the fear of diease, specifically AIDS, is a factor
against nursing as a career choice, If the current public hysteria towards AIDS
continues, it may significantly affect the number of potential nurses. Our future
nurses come from the youth of the natiocn so we need to begin serious educaticnal
efforts in our public schools: people must understand that AIDS is difficult to

catch and that there are effective safety precautions,

Despite the fact that nursing is perceived as a high cost in total health care
expenditures, in actuality nursing costs are a minor part of a patient’s total
hospital bill. In a study done at Stanford University Hospital in 1983 the direct
nursing care costs of a patient's bill averaged out to 8%. (Please see article
attached "Determining Cost of Direct Nursing Care by DRGs" Malinda Mitchell, RN, M,s.)
Therefore, even though the federal deficit caus es grave concern, one direct

action that Congress can take is to increase th: salaries of the nurses in the

Federal system. With the Federal nursing system :-ving as a nuraing model acrosa

'
128




124

the nation, it would bocome newsworthy. This i s one wa; to attract attention

to the nursing pcofession as a valuable asset.

Hospitals, public' and private, can foster supportive working environments for
recruitment and retention of nurses. Stanford offers several attractive benefits.
(1) Sick leave and vacation time are combined into one bank called Paid Time Off
or PTO, Nurses may use this time as needed when they are sick or allow it to
accrue. It encourages work while not punishing the employee who does not get
sicke Nurses have been able to take up to 2 years off for various needs,

(2) Nurses may work part time from half time to 4 days a week with benefits which
often makes it easier for students or young mothers to plan their l1ives. Nursing
is a stressful environment and, having tie flexibility to drop time commitments,
alleviates burnout.

(3) Stanford has a clinical ladder series which rewards clinical expertise with

a higher salary step, It recognizes the nurse who does more for the patient and
the hospital,

(4) There are several Joint committees between nursing management and the staff
such as the Stanford Nursing Practice Committee, and between physicians, nurses
and other services such as the Ethics Cammittee, which allows the staff nurse
input into the actual practice of the hospital and promotes a feecling of self

worth and loyalty to the hospitals

All these recommendations need gcvernment encouragement, of which one aspect is
money, More nurses need to be encouraged to stay in the profession and young
people need to be recruited, otherwise health care will rapidly deteriorate,
Someone has to be there and that someone must know what to do irn this high-tech

world: patients recognize that someone as "their nurse",

13v.
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of Direct
by DRGs

Determining

Nursmg Care

Cost

Are DRGs sensitive enough to their case's range of resource use?

variation of cos widun and berween DRGs.

Todotus, Nursing Departments muse be able 1o specify
fesources used for each individusl padent. The Depant
ments must also be able 10 record and determine total
resources used throughout an enare admission and then
be able 10 calculxe the com of resources used. Pacient

Pliot study

NWUMWHWWWO(NM
conducted a pilor study 10 begin assembling some of the
needed information regarding coets related 10 DRGs. e

xudy’s purposes were
(1) To determine the average houss and costs of direct

MALINDA WITCHELL VS, RN JOYCE WILLER. MN AN, and LOIS

STLCHES, ONSc. AN are Associese Direcion of Nursng, and DUANE D

WALKER, MS RN FAAN 13 Director of Nursing. Asecxiate Hospiad Direc

10¢ 2t Seanford Lniversiev Medical Censer s Hoapeeal. Senford. Californa.
“here the siudv was undertaken in Summar 193

by Malinda Mitchell, Joyce Miller, Lots Weiches & Duane D. Walker

Nursing care foc DRGs through the use of a pavient classifica.

uon system,

(2) To determtne the range of hours and cox of direc
nusing care used withun DRGs,

(3) To determine the relauonship between toal hospt
al charges and the cus of direct nursing care.

The palox study took place from March 1o August, 1963
Researchers inudallv selected sx admitting diagnoses for
the scudy. Sufcien daca 10 report the findings has been
collemdonnueeohhom:myoardhlmﬁrcdon.mlh:p
teplxmmdhmmhip.lnuuwauum'Umu
which agreed 10 participace i the study, padients admiced
with the selected diagnoses were included 1n the study
population. Dunng these patients’ entre admussion. their
houn of nursing care were determuned each stuk accocd:
ingiothe Nursing Department panen classificarion svstem.

Patient cisssification system

Some form of time-based patient classificanon sysem has

::wmwmumbrdg;‘y?.Ammm
compucerization took WO years 2g0. This

lasaify sysem, designed to determine the hours of

tion and implementation are present as specific indicators.
(See Exhibic L) A “unk constant” indicator includes care
planning, charting, report and other activities of the care
givens. Each shift, nurses taking care of the patlents check
indicators on 2 form which represent the nursing care the
patient needs. Each indicator or activity has minutes asso-
ciated with it. The times associated with the activities are
based on time studies rom many hospitals which have
been pooled o forma large data base These patient classi-
ficaton forms are put through a computer scanner which
calculates the hours, of

L ™Y
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STANFORD UNIVERSITY HOSPITAL PATIENT CLASSIFICATION MEDICAL/SURGICAL UNITS
10 . 10 20 2
) 2 ) . s MONTH: UNIT: . N 3 .
S . SHIFT: [ 2 E]
T PAGE: 2 s
1 1 1 1 1 1 1 1
2 2 2 2 PATIENT AGE CODER 2 FH 2 2
3 3 3 3 3 3 3 3
1 1 1 1 [ t ' 1
2 2 2 2 2 2 2 2
N N N N PATIENT SERVICE CODE N N N N
4 4 4 4 . . [ )
PATIENT NAME
- o " - ROOM NUMBER - - ~ -
1 1 1 1 t Umt Constant 1 1 t
2 2 2 2 2 1scimnon 2 2 2 2
3 k] 3 3 3 Bam-Torst 3 3 3 3
4 . 4 . 4 Bam-Partal 4 4 4 4
] ] ] ] S Feeo-Tom H ] ] ]
] ] ] ] 8 Fesg-Parve ] ] [} L}
7 7 7 7 1Moty -Mar 7 7 7 7
] ] ] ] 4 Immoteiity-Moderae ] ] L} )
s L L} L 9 Immoeity-Minor L L 9 9
10 10 10 10 10 Assesament Q 30 Min. 10 10 10 10
1t ol on n 11 Assessment Q 1.2 Mrs. f n n n
12 1 12 12 12 Imervenmon Q 30 Min 12 1 12 12
13 13 1 19 13. Intervention Q 1-2 Mrs. 1 1 1 1
14 14 14 14 14 Interventon Q & Mre. 14 14 14 14
H 15 1 15 15 Fraquent Linen Change 18 18 15 18
18 1 ] 10 18 18 Specimens 18 " 18 18
17 7 7 7” 17140 17 "7 17 7
18 L] 8 " 18 Pre Op Activites " (] 18 18
19 19 9 9 19 Morviored (Electronc 19 19 19 1%
0 20 20 2 20 1INA 2 2 20 20
l ! OPTIONAL DATA
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udnpamudlmkmdconmmdmmwdn
aymber of nurses needed on the nursing umt.

Methesology
Dumuhtm d\eCllnlulNunm.Coadlmother
Assigtant recorded the hours of care which the patient

mmmmmmmumdm
on 8 24-hour and on an exxire admission basis.

The towl hours of nucsing care for the admission were
wmmhu%mmmd:
”Mh“mmm?mmm
took ineo account the ratio Of RN to NA. The coerect percen-
tage of each care giver on the unx was used (% determune

the average salary for the unit Thus:

Direct Hours  Average Salary Com of

of Care and Benefits Disecs Nursing
x  for Direct Care = Care

After discharge the were grouped into 2ppropnate

Dats was uucially
group, 89 fell into the followins four DRG casegones.
D2G s
121 Acuce Ml W/ Comp. 13
12 Acute Ml /O Comp. 2

209  Major Jount Procedure (Toml Hip) 2
210  Hip and Femur Procedures Except 2

Findings

The direct nursing care resources used in the four DRGs
were determmuned by using patient clasificarion system
mmmmdmpaommmm

DRG Average Bowrs of Care
121 (MI'w/Comp.) 109

122 (MI'W/O Comp.) 68
209  (Toual Hip) 88
210 (FxHip) 9

As the hours of care were collected, daily svernges were
calculated for the DRG group. The foliowing geaphs show
profiles of the average hours of direct nursing care for each
Qdmhdmem(semu.m v

data s
ﬂlaofdﬂaﬂubmwum
care and ther distnbution may evoive from

| S

The second step in the pilot studv converted the nursing
hours of care to costs. According to the formula established.
hours of care were multplied by houriv salanes and bene

fics. This yielded the fcllomng:
DRG Average Hours Average Cost
121 109 $1.778
12 68 §1.109
209 88 $1.368

210 9 $1476

Of course, these figures only represent the cost of direct
care givers — the varisble portdon of the nursing cost. To
mwmmmmumnmd
Unic Menagement, overhead (indi-
m)mmmmwnnum
can be calc slated on 3 patient-day basis and added to the
com for each day the patient is in the hospital. They will not
memm«w
the study determined the range of resources
(honnofm)uedwumuehom The DRG svsem s
said 0 be based on "like" resource usage.
mmumwmmmmmm
DRG 15 similar. This does not seem t0 be rue because
severity of iliness has noc been caken 1o account. Witun
esch DRG, patents may &l anywhere in the conanuum
from sligixly to severely ilL
The ranges of hours of care for the four DRGs are shosm
in the following table. Obviouslv. the range of hours forall
of them 15 grest, and, with the possibie excepon of DRG
122, the sandard deviation (3.d.) s very large as well

DRG [ ) Howrs Mean d
121 13 61-237 109 496
12 12 +8-90 68 118
209 2 33168 88 291
210 32 +2:206 95 48

When the hours are converted to coxs, the range becomes
even more dramauc

Range of Costs
$828-3218
3652 1222
$427 2,174
$543-2.666

This wide range and large s.d. indicate thar “like” nury-
ing resources are not used wattun all of the four DRGs
studied. The range is probably even greater for some DRGs
than 18 evident in this piloc study. Only one diagnosis was
sudied wichin each DRG. For DRG 209 ( visjor Joux Proce-
dures) and 400 (Hip and Femur Procedures), there are
many other diagnoses that could fall inco each DRG cate-
gory The grester the variety in diagnoses wikhin given
DRGe. the grexer the possibility of 2 wider range in
resource use,

The Severity of lliness Index was completed for each
patient in the study and appears to be a wav to reflect more
accurately “hike™ resource usage Once patients have ben
separsted into severity of illness groups, the range of
resource usage within each severity group is much smaller
This will be analvzed further as the studv sample increases

A, 1904
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hinallh the siudv anthzed the reliandip of to,
Vharges to direa nursig care costs wathin one DRG DRG
209 Total Hip Replacement was selected for his pumrose
The average hospial bill torthe 32 patients 1n DRG 209 was
$1686+ 00 The range was $9 79500 (o $2870300 "he
average direut nursingcare Losts nere $1 363 00 Therefore,
the average direct nursing care costs nere eight percent of
the average hospital charges

Hospizal  Direct Nursing

Charges Care Costs %
Mean $16 80+ 00 $1 364 00 8%
Low Range $ 979800 $ 42700 +%
High Range $23703 90 $2.174 00 8%

In the future. it sl be more imponant 10 compare the
direct and rotal nursing care costs with total hospital costs
rather than to compare them with general charges for a
hospuaizaion &t this moment. true costs for many
depantments have not been sufficientlv determined for
such specific cost comparnisons to ke place

into the future
The study hiscommnced usthae a ame based panient s
fication ssatent ¢+ 1 be used o detenmme nurang resoane
usige Further study woith larger patieit pnpul.‘mnm and
nore diagnastic groups sl follow thuispilotaudy indeed
the methodology for determining direct U Losts W)
be extendedto all patients as soon as the ptient dassifica
ton svstem has been completel computenzed The pres
ent sustem sl be modified so that hours of care for each
patent will automaticalhy be collected and gxalled ona
24 hour basis and for the total admussion Determiningthis
nformauon for large groups of pauents n 2 \anen of
setlings 1s essential

The range of resource usage by DRG will continue tobe
anahvzed in conjunction with the Seveniny of Hness Index
ratngs W iththe seventv of the patient tahen 1n account, n e
expect smaller vanations in hours of direct pursiig care than
those currenth seen with the enisting @ stem

The costs of direct nursing care continue to be compared
totoal charges and charges from ancillan depanments As
SOON 3 accurate costNg has been accomphished for other
depantments the nursing care costs can be compared nith
other costs rather than charges

134
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November 3, 1387

Senator George Mitchell
Chairman-Senate Finance Subcommittee
on Health

Washington, DC 20510

Sir:

In relationship to the Nursing Manpower Shortage Act of 1987:

The nursing shortage crisis will affect many elderly needing
nursing services, whether in hospital, nureing home, skilled care
facility, or home simply by a lack of numbers. However, to
compe-ad the problem, there is a lack of understanding on the
part of “representatives* of the people that the real shortage

is one of ifi Y nurses. I was appalled to hear
trom Representative Stark (D-CA) when I was in wWashington two
weeks ago that he felt four year educated nurses were not
necessary to take care of our elderly in nursing and skilled

care homes. TELL THE ELDERLY THAT! He suggested that we

could take any one out of high school and give them a little
training and put them in hospitals ind nursing home to care for
the sick and elderly. He fails to understand:

the elderly have more complex health problems
thus require assessment skills far beyond what could be taught
in a short course to untrained individuals,

the elderly have psychosocial needs that the
less mature, undereducated “trained® individual would neither
understand nor be able to deal with,

care of the elderly is not one of maintenance,
as suggested by Rep. Stark, but rather one of assisting the
individual to regain, maintain, and strengthen his/her
independent living skills or potential,

that by the year 2000 the elderly will determine
health care policy and therefore, politically it is prudent to
understand their needs now or very shortly these elderly waill
put someone into congress who does understand their needs.

It is imperative that any Nursing Shortage Act address the health
care nursing service needs of RURAL AMERICA and that included in
this bill is emphasis on education and quality as well as
quantity of the nurses required to meet these rural health care
needs.

erely, ‘/// ‘s ,

§C¢7(5k2 ~7%€;ek'
~*Yvonhe Gore fﬁ, RNTégiﬂ, MA
~Administrative Director, Patient Care Services

//st. Joseph’s Hospital & Health Center
Dickinson, ND 58601 (701.225.7205)

s
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November 9, 1987

Senator George Mitchell
Chairman

Senate Finance Subcommittee
on Health

Hart Senate Office Building
Washington, DC 20510

Dear Sen. Mitchell:

I am very much in support of your work on examining the
nursing shortage crisis. I strongly endorse Medicare coverage
for the services of certified nurse midwives and and also
demonstration projects in underserved areas of prepaid community
nursing systems.

A major problem which must be addressed is the drastic
decline in interest in nursing as a career and the adverse
consequences this suggests to access and quality of health care
in the future. As needs of patients become more complex it is
essential to recruit and retain .alented, well educated and
career oriented professional nurses. Development of more
attractive conditions of professional practice in hospitals is
basic to solving both entry problems in nursing and maintenance
of nurses in the profession. Changes in certain conditions are
«.solutely essential. These include:

- Economic rewards

o differentiated salary structure that rewards advanced
education and experience

o use of wage and other incentives to fill unpopular hours
and eliminate the requirement for shift and weekend rotation
0 more creative use of fringe benefits to reward longevity

o0 nursing career ladders to keep nurses in patient care

o0 restructuring the work of nurses and other personnel to
result ir more cost effective use of nurses in patient care.
This might result in fewer and better paid nurses and more
non-clinical support personnel who are in greater supply.

o examination and redefinition of titles used to describe
nursing roles and levels of practice

© opportunity for nurses to influence policies of hospitals,
inciuding nursing activities. This would involve hav.ng
nurses on boards of trustees, as members of executive
comrittees of medical staff and hospital and other policy
making and planning bodies

I am enclosing a recent article of mine and have marked the
areas dealing with the nursing shortage. I hope that this will
also be helpful. Many thanks for your support.

Sincerely,

’

[
‘ RS

re M. Fagin

Elk\l‘c and Professor 1 .'!6
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VANDERBILT UNIVERSITY

‘w NASHVILLE, TENNESSEE 37240 TeLerHONE (615) 322 7311
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School of Nursing + Drrect phone 322.4400
November 18, 1987

The Honorable Senator George lMitchell,
Chairman, Semate Finance Subcamittee on Health
Room 176

Russell Senate Office Quilding

Washington, DC 20510

Dear Senator Mitchell:

As the Dean of the School of Nursing at Vanderbilt University in Nash-
ville,m,lwntmmmessmymtomemteﬁmmesmt—
teemllealﬂxﬂutamjorportionofﬂ\elmghtemsolutimtotherursi.ng
shortage can be found in the establishment of education grants for murses and
non-rarses to attend school.

mesoumeofdnseﬁn'dsformrsj:gsudentswundbetocmateemitj
inﬂ\ecruhnteuedicalmmatimﬁnksouat}hdimmldﬁnﬂgmdmte
nursing students at levels consistent with their funding of Medical students,

mlelhwthatfinamh:gtheedumtimofnmismttheprinmy
fomsofﬂ\eSmateFinaxbeSubommitteemHealux, it is the pivotal issue in
addrosshgdnemzshgslnrtage,whidxmntmdxea@mﬂevexymeoflsaswe
need nursing care,

An additional problem is that the new congressional method of determining
a student’s need means that more and more older independent students will
became eligible for less and less assistance. The mmbers of depeidents which
an indeperdent student may need to support are no lot - included in the
estimate of need., Need is now calculated based on the student’s prior year’s
eamirqsasqaposedtothea;nmtedeanﬁngsofapetsonwhoisqoin;to
school while working part-time.

msepenaltisforbei:gani:ﬂepaﬂammmammthnanyway
offset by the new definitions of "Displaced Homemakers" or “Displaced Worker",
mbemideteda“displacmm.z“asummdreaitolB\ebea\wt
of the job market fur 4 minimm of 5 years prior to the loss of support. A
"displaoedwﬂ(ex“mldreaitohavelcstajcb(metodeclineinwamic
conditions.




132

These are not conditions that are typical of potantial mursing students.

Qurrently, the average age of our students at vanderbilt University
School of Nursing is 34-35 vears old. Our students are predmminantly female
with minor children.

Recent conversations with the National Student NMurses Association revealed
ﬂmisaratianidetrerﬂ%xﬂoldershﬂentsauollin;inmrsin;p:o—

grams.

It seems unfortunate that, during a time when murses are in such short
supply, there would be a decrease in the availability of student aid for
higher education. while the impact of the changes in the definition of need
will not be as adverse for the traditional young college student, it may prove
devastating for Schools of Mursing which are attracting older studen*s.
National League of Nursing enrollment statistics, released earlier this year,
clearly reflect the aging of the nursing student body and a radical increase in
part-time student enrollments. The move toward part-time study directly
ref’ects the already insufficient level of studert aid.

Our experience at Vanderbilt University School of Mursing is that there is
broad interest in nursing as a career goal. What is not available are adequate
(or even minimal) £ irces for student aid. Our students are now mostly part-
time, and carry 1/3 of a normal full-time semester course load. This will
only serve to slow their entry into practice where they are so desperately
needed. Our program is full; we have a waiting list to enroli; and we have
received more than 1,,000 inquirics since September of 1986.

I would implore this Comission to carefully include a system of adequate
financial aid for nursing studer*s in any solutions it proposes to tne rursing
shortage.

Thank you for your consideration.

Sieer y,
,' s, -
el éL’a Lo/ leved
Colleen Cormay-Welch, PHD, CNM, FAAN
Professor and Deun, School of Nursing
ocW/sc
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