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NURSE SHORTAGES

FRIDAY, OCTOBER 30, 1987

U.S. SENATE,
SUBCOMMITTEE ON HEALTH, COMMITTE 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:]

[I're"s releai-. No -0;, October 1;1, ixTl

FINANCE SUBCOMMITrEE ON HEALTH TO HOLD HEARING ON NURSE SHORTAGES

Washington, DC.-Senator George Mitchell (D., Maine , Chairman of the Senate
Finance Subcommittee on Health, announced today that the subcommittee will hold
a hearing to examine the current nursing shortage crisis 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 Friday, October 30, 1987 at 10 a.m. in Room SD-215
of the Dirksen Senate Office Building.

"The hearing is intended to solicit views and recommendations from interested
groups on ways to address this 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 profession for women. But women's lives
and options have changed 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.

As our population ages, the need for nursing care increases, espe-
cially the need for nurses with specialized training and competency
ii 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 will
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 beds 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 examifie the causes
of the problem and work together to develop reasonable solutions
to the problem.

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 I introduced the Nursing Manpower Shortage
Act, which would provide payment for direct graduate 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 registered 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 the 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. Ms. 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. CURTIS. Thank you.
Good morning, Mr. Chairman. I am Barbara Tolman Curtis, a

member of the Board of Directors of the American Nurses' Associa-
tion. I am pleased to appear today on behalf of our 18q,000 mem-
bers to discuss, obviously, 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 has 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 outlook, unfortunately,
for the future is 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 hospitals 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 will 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 Energy 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 to 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.

Section three of the bill will allow nurse practitioners and clini-
cal nurse specialists to certify and recertify 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 issue.

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. TOWERS. 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 today 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 second-
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 provide 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 nurses 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-
ists 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 expect 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 graduate level to undertake nursing roles
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 1986 report of the Office of
Technology 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
high scores in the areas of personal interest exhibited 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 Nurse 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 the 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 would ask that the Senate seriously consider
the need for additional funding for recruitment and preparation of
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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 MITCHELL. Thank you very much, Dr. Towers.
Ms. Zambricki, welcome. -

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

Ms. ZAMBRICKI. 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 anesthesia, and I
am currently employed as the Administrative Director of Anesthe-
sia Services, Mercy Hospitals and 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 Michigan 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 in the
military, 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 Department'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
shortage of CRNA's and to make some suggestions as to what can
be 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 education 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.
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- Another major influence which has resulted in either closures or
reduction in size of nurse anest iesia 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 anesthesiologists by chairmen of anesthesiology de-
partments in academic health centers. This latter problem has
been detailed in our written testimony, and I will just name a few
of the many :nstances where this has occurred, including, in my
own State, the University of Michigan, Johns Hopkins, Duke Uni-
versity, Lorna Linda, et cetera-we have listed about 20.

It is primarily the closure or reduction in size 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 opening a program of nurse anesthesiology.
Additional funding should be provided to support students and
permit some of that funding for faculty development.

Provide hospital assurance, somehow, that the money in gradu-
ate medical education passthrough is appropriately used for nurs-
ing education, 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-
oped.

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 questions that you
may have.

Thank you.
[The prepared statement of Ms. Zambricki appears in the appen-

dix.]
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 tHouse 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 shortage. But we do find it is so essential
that we have professional nurse oversight in that particular area
that 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 so long as salaries would be commensurate.

Senator MITCHELL. Well, 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 stringent 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 wouldn'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 you 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 welcome that, as well.

Dr. TOWERS. I can do both.
Senator MITCHELL. All right.
Dr. TOWERS. One of the things that we have done recently is to

look into the rural and undeserved areas to see just what we have
in terms of nurse practitioners. We know there is a shortage, 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.

One of the things we were looking at was we were just looking at
the States that are represented on this committee 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 I
think many of these bills address, and we need to make sure that
the funding stays there so that we can accomplish that.

Senator MITCHELL. 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 occupancy.

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 anesthetist training
to increase training opportunities by anesthesiologists."

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

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

Senator MITCHELL. Yes.
Ms. ZAMBRICKI. There are about 20,000 of each-Th-re are 23,000

CRNAs and there are about 19,000 anesthesiologists.
Senator MITCHFLL. I see. Why do you believe the shift of re-

sources is occurring'?
Ms. ZAMBRICKI. 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 MITCHEL,. 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 of Aichigan 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 MITCHELL. 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. ZAMBRICKI. Well, there is no question that there is a 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. ZAMBRIKI. May I just say one more thing that I did not put
in my testimony?

Senator MITCHELL. Sm-e.
Ms. ZAMBRICKI. I would suggest that some consideration be given

to diverting some of the funding of physician education to nursing
programs and nurse anesthesia educational programs, given the
shortage of one type of provider and the so-called "glut" of another
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 served as Chairman of this subcommittee with great
distinction for six years and is responsible for much of the progress
that has been made in legislation affecting health care in this
decade.

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

OPENIN(; STATEMENT OF lt(ON. )AVII) I)URENBURGER, U.S.
SENATOR FROM MINNESOTA

Senator DURENBERGER. Mr. Chairman, thank you. I do have a
brief statement.
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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 me, 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 it 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 professional care 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 other 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 cost-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 higlh 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 attract the highest quality nursing staff.

My own State of Minnesota has had excellent experience in
using professional nurses as case managers. 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-effective 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 you.
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 -f Nursing at New York University
Medical Center and past President, the American Organization 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, and 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 YORK, NY, TESTIFYING ON BEHALF OF THE AMER-
ICAN HOSPITAL ASSOCIATION
Mr. JENKINS. 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
cuts across all levels of nursing, all types of hospitals, and all areas
of the country. Vacancy rates for RNs in hospitals doubled between
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
programs 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,
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. Today'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 by 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.
[The prepared statement of Mr. Jenkins appears in the appen-

dix.]
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. MCCLURE. 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 do applaud you 'or 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 more than 450,000 Licensed Practical Nurses in the country
are needed as hospitals shift the skill mix of their nursing staffs in
favor of Registered Nurses.

AHA recognizes the need for innovative programs to address
both retention and nursing 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 solve 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 also 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. Cushman, 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 VNA Group, Incorporated, serving Greater Hart-
ford and Greater Waterbury, 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
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disastrous. Experienced nurses are scarce, and nurses with commu-
nity health and acute care experience are even harder to find.
Those folks are necessary to care for today's patients.

During previous 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
and 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 the only ones receiving the necessary community health
education. In addition to needing the community health education,
we need nurses prepared with acute-care-setting experience.

Solving the problem of the nursing shortage is not going to be
easy. It has its roots in the profession's public image, poor employ-
er-employee relations, and the gender-dominated nature of the pro-
fession.

Solutions have been posed in the past, and while some employers
of' nurses have implemented suggested remedies, nationally, the
profession is underpaid, overworked, and undervalued for their
contributions 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
care have operated to keep salaries down.
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The marketbasket and wage and labur itidex 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. Nationally, the profession-as I mentioned-is underpaid,
overworked, and undervalued. Today's nurses want income, auton-
omy, respect, and improved 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 to
the issues, which have been proven problematic over a decade ago
and 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.
[The prepared statement of Ms. Cushman appears in the appen-

dix.]
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, Pi.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 the 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 industry I represent is largely dependent on the
Medicaid program for the bulk of its revenues. It does wtl 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 compliance 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 are 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-
ers.

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.
[The prepared statement of Dr. Willging appears in the appen-

dix.]
Senator MITCHELL. Thank you, Dr. Willging.
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I would like to vsk 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 to be more serious in larger hospi-
tals, more serious in urban hospitals, and a bit less so in rural. But
that doesn't mean the rurals don't have a problem; they do.

Senator MITCHELL. 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, particularly 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 upgrading 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 numbers 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 under 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 ie-
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 information-and still
they are having care denied.

Senator MITCHELL. Thank you very much. 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 committee's Reconciliation Biil 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 by the nursing home industry?

Dr. WILLGING. I think with difficulty 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 certain 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.

We will do our best to meet the provisions of that type of legisla-
tion and, as I say, with difficulty I think 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, when 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 least, we always seem to get behind
the curve.

So, I happen to 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, particularly
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as we look into the future. I think there is a-place for the baccalau-
reate, but I 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. MCCLURE. I would like to answer a little bit, if I can. I will
try, Senator Durenberger.

First of all, one 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]

Seventy-eight percent of the people who hold 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 fact that is what they do.

The part-time issue is a factor in our shortage, in that many
people do work part-time rather than 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 amount 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 market
economy, 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-
pacts obviously and to some extent detrimentally on the labor pool.
Ergo, 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 would 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.



22

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

Mr. JENKINS. Thank you for that opportunity, Mr. Durenberger.
[Laughter.]

It is not that they don't; I think they do, and they do with vary-
ing degrees of persistence and varying degrees of expertise and so-
phistication, and 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 MITCHEI.I,. 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, and who has played a major role in much of the legislation
that has been moved out of this committee this year.

Senator Rockefeller'?
()PENIN( STATEMENT OF lION. JOHN I). ROCKEFELLER IV, U.S.

SENATOR FROM WEST VIRGINIA

Senator ROCK EFELLER. 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
future. 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 think 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 beginning, 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. CUSHMAN. 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 Oe line.

But one point: When nursing was considered predominately 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.undervaued the maximum
worth of that. As we need more baccmaureate 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, I am told, in medical school na-
tionwide than there are in nursing 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 wonderful pursuit in terms of service to the people, and there are
still a lot of people in our country who are motivated 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 don'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 elementary
school you see more men, and I 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. MCCLURE. I think, Senator, there are a couple of problems,
one of which is that 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 think 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 be a good breadwinner for a family in years to
come. 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 of 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 profession demanding hard
work but it also represents service and has social values. Now, is
that stereotype that inhibits men from being nurses breaking down



25

as it clearly ought to? It doesn't make sense to me. "Stereotype"
doesn't sound like an adequate description to me.

Dr. MCCLURE. 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 gone over 3 percent,
which reflects what you just talked about in your own data.

Senator ROCKEFELLER. Thank you M r. 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, I
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 lION. JOHN It. CIIAFEE, 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 fin~e
hearing you have arranged today, Mr. Chairman.

Senator MITCHELL. 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 am 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 t986-1987, 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 that 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 educational 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 the 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.

Of greater importance to the Association, however, is your
awareness of the need to support the cost of clinical training for
graduate nursing education. The shortages that exist for the basic
level 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 people for the profession at the beginning levels.

The 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 training activities for nurses, Medicare
pass-through support has often been denied. Many hospital provid-
ers are aware of the positive effects which accompany clinical
training for graduate nursing students.

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 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 support for
graduate 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. PII).. ASSISTANT
PROFESSOR AND I)IRECTOR. GERONTO)O(;I('AL NURSE CIINI-
(IAN PROGRAM, UNIVERSITY OF PENNSYLVANIA SCHOOL OF
NURSING. TESTIFYING ON iEIAILF OF TlE NATIONAL LEAGUE
FOR NURSING. PHILADELPHIA, PA
Dr. STRUMPF. Senators, I am Dr. Neville Strumpf, Assistant Pro-

lessor 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 have our testimony
already, which does emphasize many of' the problems 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 only 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-
try. That is a very paltry number, indeed, for the 1.2 million people
who currently reside in nursing homes.

You have already heard a little bit about the staffing in nursing
homes. On average, one RN for every 49 patients, giving 15 min-
utes of nursing carp" 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 and 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



29

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.

Thank you.
[The prepared statement of Dr. Strumpf appears in the appen-

dix.]
Senator DURENBERGER. Thank you very much for your testimony.
Because of brevity, I think we 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.

I)r. STRUMPF. Perhaps the correction is in thinking abput profes-
sional nursing care and the level of care, which I think could be
improved.

Senator DURENBERGER. Thank you.
We are going to have to recess briefly until Senator Mitchell gets

back.
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.m., the hearing was recessed.]

AFTER RECESS

Senator 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 discourage 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 MITCHELL. Do you have an opinion on that, Dr. Strumpf?
Dr. STRUMPF. 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 is 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.

Personally, 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 , ipport 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. STRUMPF. I think there are many competing social, historical,
political and other forces which have contributed to that. I 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 tradition of being 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 possible for him or her to participate collegially and
powerfully in that decisionmaking process. I think failure to reim-
burse 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.

Senator MITCHELL. Do you have an opinion on that, Dean Green-
leaf?

Dean GREENLEAF. Yes, we do. I believe that it is no news to
anyone that the health care industry has been very heavily physi-
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 MITCHELL. 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 which 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 play, 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 affects staffing in nursing
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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 JOHN H. CHAFEE

MR. CHAIRMAN, I AM PLEASED THAT YOU HAVE SCHEDULED THIS

HEARING. THE NURSING SHORTAGE THREATENS EVERY PART OF THE UNITED

STATES AND EVERY SEGMENT OF OllR HEALTH CARE SYSTEM. You HAVE

INTRODUCED LEGISLATION, S. 1765, TO ALLEVIATE THIS PROBLEM AND I

COMMEND YOUI FOR YOIIR EFFORTS.

THIS IS AN ISSUE THAT WE MIIST ATTEMPT TO RESOLVE SOON. THERE

IS A GREAT DEAL OF EVIDENCE TO INDICATE THAT THIS IS NOT A

TEMPORARY PROBLEM, RUIT RATHER ONE THAT WILL HAVE A DEVASTATING AND

LONG-TERM IMPACT ON OUR HEALTH CARE SYSTEM. ENTIRE WINGS OF

HOSPITALS ARE CLOSING -- EVEN WHERE THERE IS GREAT DEMAND FOR THE

BEDS -- BECAUSE OF A LACK OF SKILLED NJR ING-STAFF. NUlRSING HOMES

HAVE CRITICAL PROBLEMS RECRLIITING NURSES TO FILL OPEN POSITIONS.

I SUSPECT THAT THERE ARE A VARIETY OF REASONS -- SOCIETAL AND

ECONOMIC -- FOR THE SHORTAGE WE ARE EXPERIENCING. I LnK FORWARD TO

HEARING THE VIEWS AND SlIGGESTIONS OF THE DISTINGUISHED WITNESSES

THAT HAVE JOINED US TODAY. I HOPE IT WILLRSE POSSIBLE FOR US TO

ADDRESS THESE CRITICAL PROBLEMS SOON.
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PREPARED STATEMENT OF MARGARET J, CUSHMAN

Mr. Chairman and Members of the Committee:

My name is 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 is the nation's largest

professional organization representing the interests 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 commend you for

holding this hearing to focus on the nursing shortage. This an

issue of crucial importance to home care providers and the

beneficiaries they serve.

The nursing supply issue is not a new one. However, there are two

characteristics of the current shortage that were not evident in

earlier years. One characteristic is the decline in enrollments

and graduations in schools of nursing. A second characteristic,

equally troubling, is the widespread nature of the shortage.

Unlike other shortages, which were mainly confined to hospitals,

this shortage has spread to other types of health care

facilities, anJ 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, is 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 -- in particular, from
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the hospital to the community setting. It now appears 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 outlook for community and home health services is not

promising. During the previous shortage years, nurses frequently

left hospital employment for positions in community health and

home 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 were 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 to 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 pool of baccalaureate nurse graduates poses real

problems for community based agencies. Nurses with BSN degrees

form the bulk cf 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 setting. This is different from the

hospital setting and requires an understanding of community

systems, public health principles, and a fair amount of

independent nursing judgements. With the advent of the DRGs and

more high-tech services being provided in the home, agencies

have turned increasingly 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

solutions to problems that truly involve nursing management and

nursing decisionmaking in the home setting. The other side of the

problem is that some experienced 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 DRG

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.

Solving the problem of the nursing shortage is not going to be

easy. 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 is 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 is not as troublesome as the

low maximum earning for experienced nurses. The most obvious

remedy is to increase 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 DRO 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 is 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 the huge and

still growing number of denials have operated to keep salaries

down. The market basket wage and labor index used for home health

cost limits is 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 is

to keep a competitive edge.

The support of nursing education programs has declined from an

all-time high of $160.6 million in 1973 to $53.3 million in 1987.

There is no question about the effectiveness of the Nurse

Training Act in stimulating undergraduate nursing enrollments.

There is a clear positive relationship between the number of

dollars going to basic nursing education programs and the number

of basic students ii those programs.



37

The very reason the federal government got into support of basic

nursing education stems from the fact that in 1965, it was

recognized that if 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 integral relationship beween nurses and federal

health programs has been lost in the concerns of cost-containment

and Medicare fraud and abuse. It is 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, Nuirsing 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 it. NAHC applauds the recognition of the

nursing shortage as 2 serious problem meriting legislative

attention. In addition to this legislation, we should give

immediate attention to issues we already know are problematical.

Conclusions

There is no question that the nation is facing a severe shortage

of nurses, regardless of its source or configuration. It is

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 increased use of part-time nurses on the

unfavorable shifts and weekends with appropriate compensation.

Today's nurses want income, 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 is a certain urgency for change, not

only for nursing but also for the health care delivery system.

Beneficiaries 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. I

would be pleased to answer any questions youjtightLhave.
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PREPARED STATEMENT OF BARBARA CURTIS

Mr. Chairman, I am Barbara Curtis, a Member of the Board of Directors of the

American Nurses' Association. I 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 this 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 that 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 Association revealed that 13.6 percent of hospital registered

nurses (RN) jobs were vacant in 1986, compared to 6.3 percent in 1985. Two-

thirds (66%) 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 days 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, 81

percent of the respondents indicated that patient acuity had increased in the

prior twelve 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 nursing

shortage is accepted as a given fact, and that the discussion tends to focus on

why the shortage exists, and what can be done to help alleviate it.
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Causes of the Shortaze

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 recruitment pool for nursing; a demographically driven decline in

the number of people entering college; massive changes in the way in which health

care is delivered and paid for; and changing roles within health services sector

itself all contribute to the severity of the shortage.

The most obvious among these factors, however, are the conditions in

hospitals, within which 68 percent of the estimated 1.5 million working

registered nurses practice, and in other institutions such as nursing homes.

These conditions include modest financial rewards compared with nurses

responsibilities, limited authority for the clinical practice of nursing, and

little involvement in hospital management decisions regarding the provision of

nursing care and essential support services. While there are numerous and

complex reasons for the nursing shortage, two major causes seem to be at the root

of the 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 suburban

areas for approximately $20,000 per year. What is unfortunate is that salaries

are not commensurate with experience and responsibility, so that a nurse with ten

years experience will not see her salary increase to $30,000. Compared with the

income received by other health care practitioners, it becomes increasingly clear

that nurses are seriously underpaid and undervalued employees. This is at the

root of the nursing shortage.

Salaries and benefits for nurses must be commensurate with their level of

responsibility, education, experience, and performance. Without such

recognition, the nursing crisis will only be exacerbated. While many will argue

that salary is not the primary reason for the shortage, we believe it is obvious

that salaries must be increased in order to deal with this problem. For

individuals choosing career, salary is an important consideration. 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" of 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 payments 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 nurses

often treated poorly. Hospital administrators, physicians, and nurses have an

obligation to establish a suitable environment for nursing practice. Nursing
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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 to 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 the federal government is keeping a close check on

their efforts to combat the nursing shortage. Failures to enhance salaries and

working conditions 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 65 and over, the single largest age group now

occupying acute care hospital beds. Today's hospital patient is sicker and needs

more intensive nursing care. Any shortage of nursing staff will place the

elderly at increased risk. We can foresee a situation where our increasingly

elderly population faces a decreasing pool of qualified nurses. This can only

hurt quality of care.

The impact on post-acute care is equally disturbing as we have shortened

hospital stays, we have lost valuable nursing services. This is where nurses

prepare patients for what will happen to them, teach them and their families

about medications and procedures, and helping patients 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
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receive the care they need in nursing homes or in their homes. Nurses are now

expected to cover the whole spectrum of services needed got a duration of illness

including both acute and post-acute care. Consequently, the shortage adversely

impacts the elderly in all phases of their care.

Nursin2 Home

While we have focused on the problems related to hospitals, it is important

to note that the situation is far worse in nursing homes. Salaries are 15-25%

below those in hospitals, and working conditions are more difficult. The nursing

home industry has refused to provide adequate compensation for their employees,

and have fought against federal regulation of minimum staffing requirements. In

our view, the shortage in nursing homes can be positively impacted by the federal

government by mandating increased nurse staffing. Only when forced by the

federal government will nursing homes hire adequate staff. Such a requirement

will also force the industry to pay a competitive wage in order to attract the

required personnel. In this industry, requiring an increase in staffing will

result in an alleviation of the shortage, as the industry will have to raise

wages, and that will attract the nurses.

Therefore, we commend the chairman for his efforts to increase 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

and Commerce 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 increase recognition of nurses in such facilities.

Comments on S. 1765

We would elso like to commend the Chairman for his introduction of S. 1765. The

mere introduction of this legislation will help focus congressional attention on

the issue. In our view, such efforts can only have a positive impact on the

debate surrounding the nursing shortage crisis.
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Section 2 of the bill establishes a demonstration authority for community

nursing organizations. This provision has 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

services, which they do not receive under current law, we believe that the number

of nurses willing to remain in the profession will greatly increase. Medicare

payment policy, which refuses to recognize nurses as reimburseable providers, is

another major reason for the shortage. The willingness of the federal government

to recognize and pay for the services of nurses will greatly enhance the

attractiveness of nursing. We would ask, however, that the committee accept the

House Energy and Commerce Committee provision which is a complete authority for

the establishment of community nursing organizations rather than 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 is

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 an 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 limitation that ignores recent

trends in nursing education.

Increasingly, nurses are receiving their education in collegiate schools of

nursing, Permitting 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 may encourage nurses to practice in such institutions

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 authority to 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), could limit the financial burden of the

program. 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 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 do

not participate in management decisions regarding practice standards and support

services.

Any proposed solution to the shortage crisis should use these finding as a

blueprint. Unless these problems are addressed adequately, we will not have 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 nursing shortage. We again

commend the chairman and the committee for their willingness to tackle this

elusive and troubling issue. We look forward to working with you to help

alleviate the nursing shortage crisis.
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PREPARED STATEMENT OF SENATOR DAVID DURENBERGER

T'm very pleased that the Senate Finance Health
Subcommittee, led by my distinguished colleague Senator
Mitchell, is turning its attention to the growing need for
nurses in this country. I would like to commend Senator
Mitchell for calling this hearing to address this serious
problem. I hope that we can segin to develop long-term,
creative, cost-effective solutions.

The number of nurses educated in schools of nursing has
orown dramatically in the past 30 years, but our unmet need for
nurses is still increasing rather than decreasing. This problem
is not due to any past failures to train or recruit nurses.
Father, 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 othe labor markets.
Finally, the specialized abilities of registered nurses are not
fully utilized.

Under current management practices, these professionals with
increasingly sophisticated education and technical training are
often requireJ to perform many non-clinical tasks, which inhibit
their ability to provide high-quality, cosc-effective patient
care. In the process, resources ire? wasted and nurses have low
levels of job satisfaction. These Pacts 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 submit for the record.

To solve these problems, I believe that radically
different approach is needed, one tlat reccr nizes the vastly
increase] options that wo:mLen today :have to choose other
careers. Nursing must core into the l990's and beyond if it is
to continue to attract the top flight womrlen (anJ men) who now
have many other choices. Health cara ;ranagors and nursing,
whidh has long been one of the great oooortunities For dedicated
and talented women, also need to preopa.e for the future. The
future will be better only if the levels of professionalis:m an,]
autonomy are high and the practice environment is challenging
and rewarding. The world for women has changed an T air proud
to have helps] accelerate that change by pushing hard for
economic and other equity for woiren in legislation since I first
care to the Senate, most recently with S. 1309, "The Economic
Equity Act of 1987".

For these reasons, I will today be introducing the medicare
Nursing Practice and Patient Care Improvement Act of 1987. By
funding projects to demonstrate and evaluate innovative nursing
t;ractice models, this bill will encourage hospitals and nursing
homes to utilize registered nurses as patient care managers,
increase nurseC roles in facility administration, develop
career progression opportunities for nurses, and improve working
conditions to retain and attract the highest quality staff.
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My own state of Minnesota has had excellent experience in
using professional nurses as case managers. Currently, all 87
counties 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, 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 recruitment and retention.

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

THE \LN% ENGLANDJOL R.NAL OF SIEDICI',F Sepi 1 ,4"

SPECIAL REPORT
THE NURSE SHORTAGE

Myth or Reality?

114$ proportion of s acant positions for registered
nurses in hospitals doubled between September 1985
and December 1986.' reaching the levels of the ast
national nursing shortage of 1979 Current reports of
sacancies are perplexing it the light of the size cf the
nation's supply of nurses, The output of' nurses has
doubled oser the past 30 years, greatly exceeding the
population growth, and licensed registered nurses no
number 2 I million, Between 1977 and 1984 alone, the
number of employed nurses increased b 55 percent.
as compared with an 8 percent growth in population
Intuittselv. it would seem that an increased number of
nures would be the solution, but the problem persists
nevertheless

The reported shortage of hospital nurses exists in
the midst of a substantial reduction in hospital inpa-
tient capacity nationally. The demand for acute inpa-
tient care in general hospitals has fallen, resulting in
50 million fewer inpatient days in 19861 than in 1981
Since 1983, hospitals hase closed more than 40.)Q
beds, and average hospital occupancy rates dropped
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THE NEW ENGLANDJOLRNAL OF MEDICINE

u) l3 4 percent Lfl lQ86 Enrollments in nursing
schools hase also decreased markedly, raising the pos-
stbilit that l',ser nurses than antitcpated will be
,sa:table in the future

1 here is nos a contentious debate about whether
a shortage of hospital nurses truls exists and about
,is causes In P181. the Institute of Medicine was
coiitssioned hs Congress to reconcile the evidence
ot art incica-sd supply of nurses sstih continued
reported shortages The studs concluded that the
nqa:lonal supple of generalist nurses was adequate
'or the present and short-term future s C,.cical sacan-
<tes in positions for hospital nurses s ere attributed
prinarils to local labor-market conditions, although
1 shortage of nurses in certain specialties .as noted
Recommendations s.ere made to the hospital indus-
,rc 'in the need to restructure nursing roles and de-
selhp improved hnancial re ,ards and opportunities
for career ads. ancement in clinical care." The National
(.ommission on Nursing made remarkable similar rec-
onmendations in 1983, But in 1986. the American
Hospital Assoc:ation ssas again reporting that high
;acancc rates L- positions bor nurses we-e disrupt-
ine hospital care.' whereas the L' S Department of
Health arid Human Ser.ices again concluded thai the
riatonal supply of nurses is as in balance tith the
derinand

EmPLovsI .T PArERrs or NLRSLS

T he shortage of nurses is measured b he hospital
r.,iusir as avant budgeted full-time-eq. is alent Post.-

ti- ns for rrg,stered nurses Vacanc\ ra'es. hc,,set,
lire ti.t on bjettie mea-ure of the need f;r bedside
nurse-s .Moreoser the number of budgeted positions
ior nurses reflects a number of factors, including
b..dget constraints as swell as local wage rates Despite
oirre :imiitaions. ie base chosen to analyze sacancs

r.tes because these are used b%, the industry to reflect
"he changmi -upplc of nurses

There are several commonly held but erroneous be-
-is abut nurses' work patterns One misconcepton

i, that nurses hase left nursing in large numbers and
are either mactie or ssorking at jobs outside health

arte In contras' autses hae one of the highest rates
of participation in the labor focce among workers in
prdominantls female occupations Almost 80 percent
4 registered nurses are ac.\cel, employed either full.
;ne or part-time, as compared w, ith 54 percent of allt

r,,,encan women Not much is known about those
-' ho do nit renew, their licenses and, therefore, are not
wantedd in the population of registered nurses But

less than 6 percent of registered nurses are employed
i'i other occupations and are not seeking a position in
ia ursmg 2 G cc en the res ponsibilities of1 ,omen fir child
rearing and other domestic concerns, an employment
rate of 80 percent sna- be almost as high as can be
expected Thus, it is unlikely , that uneniplosed nurses
i-present A large potential resource for hospital em-
pln.ment Hiseter, nursing is somewhat unusual in

that 27 percent of the total pool of registered nurses
work part-time Cleans,, a change in the number of
hours worked by more than 500.000 part-time regis-
tered nurses could substantially, affect the suppl of
full- time-equi, alent nurses,

Some obser'sers hase suggested that the shortage of
nurses in hospitals mac be due to the increased de-
mand for nurses in ambulatory settings and new ad-
minisratisce positions in health care Ho,sever, hospi-
tals' share of the eser-growing pool of nurses has not
changed substanriaJll, since 1960. Sixty-eight percent
of all employed nurses work in hospitals Hospitals
hase dramatical, increased the number of nurses
the,, employ in the aggregate and in relation to num-
bers of patients, esen w hen the recent increase in out-
patient visits is taken into account. In fact, hospitals
are employing more reegstered nurses than ec er before
and are esen replacing non-nurses with nurses -- just
the opposite of what would be expected during an
actual shortage of nurses

In response to reduced numbers of inpatients, hos-
pitals employed 133,376 fewer full-time-equiealent
workers in 1986 than in 1983 J In contrast, the num-
berof fuJl-time-equsalent nurses increased by 37,500
during the sane period 8, A substantial increase in
the ratio of nurses to patients resulted, In 1972, hospi-
tals employed 50 nurses per I0 patients (average ad-
ulusted daily census', bs 1986. the figure had increased

to 91 nurses per I W0- an 82 percent expansion ,Fig
I I Aides and licensed practical nurses were replaced
bh registered nurses In 1968. registered nurses ar.
counted for onl, 33 percent of hospitals total nursing-
sers ice personnel, bv 1986. registered nurses accuist-
ed for 58 percent

THE CHANGING DEMAND FOR NURs

The rapiditr, sith which the current shortage desel-
oped suggests that increased sacattc, rates must be
due to a changing demand for nurses, not to a declin-
ing suppli There are three primary explanatirns ryr
the recent increase in the demand for hospital nurses.
First, hospitalized patients are sicker and require
more care than in sears past, on ac rage. because of
the reduction in discretionan admissions and the
shorter average length of stash. Howecer, there is ;,o
basis to suggest that the as erage condition of ho,pital-
tzed patients changed dramatically, enough between
1982 and 1986 to require a 26 percent increase in the
ratio of registered nurses to patients Although the
chan-ing case mix may provide a partial explanation
for the increased demand for nurses, it cannot be the
only explanation

A second explanation for the recent increase in sa-
cancy rates is related to changing budget constraints
in hospitals. When vacancy rates were at an all-time
low of 3 7 percent in 1984, the Medicare Prospectice
Payment System was just being implemented and
fears of secsere hospital-budget limits iere wide-
spread As a result, some budgeted positions were

-+2 Sept I 198'
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Faure I Nmlter of HoS.taJ Registered Nurses Emnpoyed per
00 Patients Average Adiusted Daily Pabent Census,

1972-t 9
Daa are trorn fosrai Statstics

"tninared L nr,per:rdlv hiith operating margins,
how eter. pr,)%ided the opportunityy lor hospitals to
budget it r ,rii.,e nursingg po ritirs,

\ third svpanatiuti is related to Lnan4Ps in nurses'
Trlatis.e -tage In most labir shortages, wages are
ad:ust,d and other nccrnttses ate developed to attract
addiriital vsoikers These tiarket adjustments fail
to ,-cur in nursing with the rApiditt or magnitude
-ee in olhr labor markets L abor e'onomists chase
described nurtinq is a ' captured" labor riiket ."_"
In any zisen corrmni', a small number of hospitals
cmp[i' niost I the lal n uset - a pheriimenon
knovn as ,olgopsoit, it labor tvonorrtcs Em plL',rs
ofTet;ng nurses ,)bs with vseekda% hours isualis have
no trouble employs Lng nurses and thus do not compete
"with other emptosers on the basis of salan [here
is no demand loe nurses outside the health care field
that is sufficient to create cornpettise pressures on
the hospital industry, as toere is, for example, for tom-
puter programmers Moreoser. hospital administra-
tors tend to assume that there is a finite number of
nurses in an, g sen communit,, and that wage compe-
tition artong hospitals will be costly and will not re-
solse community, shortages 'he majority of nurses, if
they wsant to work, must accept the terms offered by
hospitals

Registered nurses ar- versatile employees in a hos-
pital context. ", The- can provide all the services for
which hospitals sometimes employ nurses' aides atid
licensed practical nurses, and they can also often
perform a wide range of other functions, including
those assigned at other times ti secretarial and clerical
personnel, laboratory technicians, pharmacists, phvs-
ical therapists, and social workers. Nurses substitute
for phsictans under some circumstances, and com-
monlv assume hospital management roles after regu-
lar work hours Thus, when nurses' relative Wages
are low as compared with other workers', it is ad-
vantageous for hospitals to employ them in greater
numbers and in lieu of other kinds of workers [yen
if nur-es' wages are 20 to 30 percent higher than those
of licensed practical nurses or secretaries, it mas still

be more ecoronical s .ar, nurses, because they re-
quitre httl- sup vision and can assume responsibility
for a -side rang,! ot dunc "he increased demand for
nurses created by ;ow sela::ve wages can lead to short-
ages in some geographic locatuoni, in specialty units.
and on undesirable esening, nght and weekend
hours

I he relatis e-wage theory is suppo ted b, data span
nrng several decades'* " (Fig 2. F,'r,. 1943 to lqk.
Irr -xanipl, the increases irk nurse' ages lagged
behind those in comparable wort-", s o.capauons
Nrses* wages over the period increased by 53 percent,

-,ereas teachers' salaries increased by Ij percent
and tc'n~le professional and technic l worker,' saa-
tes in, eased by 73 percent In the early 1960s, more

than one in rise budgeted positions for nurses were
vacant here was great concern at the time that -
Lncreased demand tor hospital care accumpi 'ing i',
introduction of Medicare and Medicaid %ouid exacet-
bate the shortage Ai nurs.s But these new programs
were accompanied by svibstantial wage increases for
nurses. Employment rates among nurses icreasetd
substantially after these wag- increases. as did enrtel-
ments in nursing schools. rhe pr.portion of vacant
budgeted positions for nurses in ospitals dropped
from 23 percent in 1%1 to 9 perc-,t by 1971. But,
after hospital wage and price con:r'is in 1971 and
state rate setting and the voluntary hospital cost-
containment effort a few years later, nurses' ,.lsgs
declined relative to other groups' and the prcporto,
of vacant positions for nurses in hospitals increased
again, leading to the shortage of 1979 There vsa
a wage response to the 1979 shortage; nurses' wages
rose an average of 13 percent annually in both 1980
and 1981. By 1984, the proportion of vacancies had
reached a low of 3.7 percent

The substantial wage increases received bv nurses
in 1980 and 1981 did not continue subsequently, and
by the time the new Medicare prospective payment
system was implemented, nurses' wages had been

- a-°

Figure 2 Hoipa-Nuese Vakancy Rates p I00 BSueted Pow-
bos an-d Rabo of Nuren' tncorse to Thos of Teachee

Data are front references tO erid 16 Oseougfs 2t
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el ax erage salaries Other industies that operate
on a 24-hour basis offer substantial differences in
%,ages For evening. night. and weekend work in order
t,, attract suficient voluntary staff coverage. Hospi-
tals offer oni- small differences ani ir to make shift
r.atijon a requirement of employment Curiously,
most of the innovations hospitals have adopted to re-
duce vacancies during unpopular shifts actually en-
, outage nurses to work fewer hours For example,
some hospitals pay nurses a full-time salary to work
t%,o 12-hour weekend shifts (24 hours per week) but
S6[ not pay full-time nurses equivalent hourly rates

o0r unpopular shifts. In view of all the expenses asso-ci-
ated iith continued high vacancy rates, increasing
marginal wage rates to fill vacancies on unpopular
assignments might not be as costly as is commonly
assumed

Third. the work requirements of nurses and other
personnel in hospitals should be restructured. The
ratio of support personnel to professionals is sub-
.tantia[ls lower in the hospital industry than in
eitherr industres Given the complexities of operat-
.ng buss, hospital inpatient units. there is an astound-
ig absence of secretaries, administrative assist-

ants arid mid-level non-nurse managers. Moreover.
the computerization of hospitals has lagged far
behind that of other industries Nurses are current-
1% performing many nonclinical, administrative, and
management functions in hospitals. Fewer better-
paid and better-educated nurses in combination with
an improved nonclinical support staff might yield bet-
ter care withoutt substantial increases it' operating
CONES

Fourth hospital management should introduce in-
cents es to encourage experienced nurses to remain in
cynical care A differentiated wage structure that rec-
ognizes experience and advanced education is cnucal
Empi moment benefits such as pensions, tuition sup-
port and sabbaticals could be used much more effec-
Sl -o des elop "ns stsa and thus reduce costly staff
turnover

Fifth ph sicians should take leadership roles in the
dev, elopment of more effective collaborative models of
practice %uth nurses in hospitals. Much of the dissatis-
faction of nurses with hospital practice is related to the
absence of satisfying professional relationships with
ph sictans. Many nurses choose administration over
clinical practice in an effort to obtain greater status
in their interactions with physicians. More effective
nurse-physician collaboration in clinical care actvi-
ties s.ould improve the professional satisfaction of
both groups and contribute to improved patient out-
cmes as well 25

CONCLUSIONS

The evidence suggests that under current market
conditions in many local communities, the demand for
nurses is greater than the suppl, Regardless of the
reasons for this imbalance, there is only a limited
nurricer of possible solutions Expansion of nurting.

645

school enrollments to increase the national supply of
nurses might eventually, solhe the vacancy problem
but is unlikely to occur. given demographic trends and
the declining interest of young people in nursing ca-
reers. Recruiting inactive nurses into the work force is
also not a promising solution because employment
rates are already high among nurses and may have
reached a ceiling Expanding the number of nurses
trained abroad is an expedient option but one that
might create more problems. in terms of quality of
care, than it would solve The development of incen-
tives to induce part-time nurses to work more hours is
a promising option that should be pursued. Finally, if
all the above methods to increase the supply of nurses
still do not eliminate disruptive vacancies, restructur-
ing hospitals to make more appropriate use of the
special expertise of nurses is a difficult but obvious
alternative.

None of these recommendations are new; they have
been advocated consistently by even' panel studying
nursing shortages Implementation. in contrast, has
been slow. despite encouraging evidence from the few
hospitals that are making the suggested changes 26

The fact is that nursing shortages are a consequence of
complacent management and the reluctance of ad-
ministrators to reexamine traditional practices. In the
tight of the attitudes of young women and their chang-
ing aspirations, what is now an artificialls, created
shortage may become a cntical problem in the future
Nurses are an essential resource for hospitals and the
nation's health Addressing their needs and aspira-
tions realistically and examining their work conditions
meaningfully are prerequisites for high-qualitv patient
care now and in the future
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HEALTH POLICY REPORT
PROBLEMS FACING THlE NURSING

PROFESSION

iis,; K lci P HisE

I str nation s hospitals, mans of t ich are- tr-ig-
cling in a new ens Lnmnrnit sof prospect-tsr payment.
reduced demand tor the-ir inpatient sersicers. and in-

terasingj Competition from physicians in amhulatosrs
-ettines. hase a new problem ta confront: a shortage of
re istered nurses. the largest single professional disci-
sline oi the medical care dehierv system. %VLh a sud-
denness ttiat surprised even long-time observers of ci-
li hortages of nurses, the demand for registered

nurses is outstripping the supply, and the factors that
add up to this shortage suggest that there is no quick
solution to the problem.

The nursing shortage stems from a vanets if fac-
zors, only s,)me of whichh can be controlled bs hospitals
and, to some instances, their medical staffs The most
obvious among them are the conditions in hospitals
under -A which most nurses sork - small financial re-
vards as compared with their responsibilities, limited

"autonoms in clinical situations, and little insoh,.ement
ill hospital management decisions regarding stand-
ards of practice and support sertces. Largely as a
ciinsequence of these factors and increasing opportu-
oties in a sariets, of ambulatory settings outside hos-
piials, the turnover rate ot nurses in the average hispi-

tul %,as 18 percent last sear, atc,-rdclng t the Natirnal
.sstcaition if Health Care Recruitmerit Hospitals
are also empo ing about 25 percent more nurses now
than these did before implementation of Medicare's
ne-v payment approach

Broader considerations are also hampering the abi!-
its of hospitals to recruit registered nurses Mans,
"omen are nos% pursuing, more lucratise (areers in
business, engineering, lass, medine, and science, te
of which require night and weekend s-sork or rotating
,hifts Reflecting this decline in interest, annual sur-
se\,s conducted betsseen IQ74 and 1986 hs the Amen-
can Council on Education and the UCLA Cooperatise
Institurion Research Program showed a 50 percent
drop in the proposrtion Of first-time, full-time freshman
women tn all kinds of institutions of higher learning
who plantied to pursue careers in nursing Indeed. bs
lm86 more freshman women expressed a preference for
medicine than for nursing as a career Finalls, ith a
static btrth rate, the number of 18-sear-olds enrolling
in higher education is decreasing. and will continue to
declime until l95

The latest nursing shortage is occurring dunng a
turmoil in the profession itself Throughout its history,
nursing has struggled with defiitional issues Embed-
ded hrmls in traditional motherng roles 197 percent
ot nurses are women-, nursing has li-ud it difhcult to
make transitions into the professional and scientific
fields 1 Fir the past two decades', nursing interes-,
hase bern at odds o,,er these issues, particularly, in
relaTion ts educational preparation students prepare
t'r tate registered nurse examinations through an,
,-ne qi hree kinds of programs that last for tso, three,
-,r tiour sars Be-ause the educa ti-ial programs lead
to the ,ame licensing exammaui, hospitals do not
differertiate between news registered nurses when these
are hired, thus lessening the value of a baccalaureate
degree Fhe Amencan Nurses Association iANAi has
sought since 1965 to make a bachelor's degree the
minimum educational requirement for licensure of
registered nurses, but its campaign has met with only
limited success

I he nursing profession has also sought ,o shed its
historic image of being stnctly beholden to rneditine,
bs promoting the rstablishment of nurt.es in inde-
pendent practice and by seeking direct reimbursement
tor seeices froni third-party papers. These pursuits
hase produced some changes in the relationship that,
nurses maintain with patients and other providers of
health care, but generally these changes hase come
onls after protracted battles with organized medicine
Legislatiseltv. the most recent conict in relation to
nursings pursuit of independent practice was pro-
s.oked bs a bill (H R. 1161 )introduced by Representa-
ti.e Richard A Gephardt (D-Mno and 70 other
[House sponsors that would authorize the Health Care

Lnanksng Administration to contract ,ith nursing
ser,,iLe ,rganizatluns to pros-ide all Medicare Part B
benefits except physcian, x-ray, and laboratory ser-
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ices. on a prepaid, tapitated basis hr American
Medical Association \M.\ is ,tronil% opposed t',
the measure

Organized medicine's opposition to efforts b the
nursing profession to broaden its clinical puntews has
also taken another recent form vithdrasal from par-
to rotion in the National Cosmmissin on Nursing
Implementation Project. which is seeking to advance
the profeston's edu(atonal and political agenda
Dr James H Sammins. the AMA's executrie %ice
president, said irk a letter on Februars 27 to the
Commission's project director. t'cven DeBack. "ssth-
drasal at this time is in the best interests of medicine
and nursing "

The basis Ior the AMA's action, Sammons said in a
telephone inteniess. s,,as that 'damn document.- a
reference to a recent publication of the ANA entitled.
"Nes Organizational Models and Financial Arrange-
ments for Nursing Senices " The national commits-
son. funded for three sears b the W K Kellogg
Foundation. is composed mostly of leaders in nursing.
but also includes representatives of big business, com-
mercial insurance. cotisumers. and hospitals Its Mts-
sion is to implement the recommendations of the Na-
tional Commission on Nursing, an adsisor' bod,
created b, the American Hospital association n during
the pre ious nursing shortage in the earl,, 1080s I he
c'.,mmission had no direin conne , tin wi ith prepara-
tion of the ANA document Nesertheless. the AMA
considered the commission's agenda to be akin to that
artitujated b, the nursicig association's publication
and thus threatening to the AMA', stess of the best
interests ot mediLlcne

Another rellection of the ongini conflict bet. een
nurses and phssicians is the intensfing struggle that
engages the American Assoclatlion of Nurse Anesthe-
tists and the Amrrican Socket. of Anesthesiologists
The \merican Association of Nurse Anesthetists is
persuaded that a series ol developments in recent
sears indicate that the American Societs of Anesthesi-
ologists and ts mernbers are actisels attempting to
eliminate the position of certified registered-nurse
anesthetist and gain full control of the practice of
anesthesia One of these developments is the promul-
gation of new, standards for surgery and anesthesia b
the Joint Commission on Accreditation of Hospitals
(JCAHl shich the Amencan Association of Nurse
Anesthetists believes will further restrict the hospital
practices of nurse anesthetists The American Asso-
ciation of Nurse Anesthetists has retained a Wash-
ington lass firm (Arnold and Porter), sell regarded for
its expertise in antitrust issues, to study the possi-
biltiv of bringing suit against the JCAH in an effort
to alter the new standards, which take effect onJanu-
arv I, 1988. Another development of concern to the
Association is the closure since 19d1 of about one
third of the nation's programs for nurse anestheisis.
reducing the number of their graduates by almost half
since then

In this report, I ,ill discuss some of the main issues
that currently engage the nursing profession, includ-
ing the shortage of hospital nurses and the bleak out-
look for attracting more people into the field, the sta-
tus 'if the longstanding disagreement within nursing
s:er the educational preparation of registered nurses,

and current federal policies in relation to the field The
Reagan administration has been partially successful in
its ellirts 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
sear in which Congress appropriated the most sup-
port, the Department of Health and Human Senvices
I)HHSI spent $160 6 million for this purpose Con-

gress appropriated $72 3 million for nursing programs
in fiscal 1987, including 519 million for a nes nursing-
research center at the National Institutes of Health

Fistoricalls, the supply of nurses in the United
States has fluctuated in relation to the demand The
current shortage is particularly sexing because the de-
mand for inpatient tare has declined dramatically
There sere 4.6 7 million fesser inpatient hospital dass
in 1986 than in 1980. the average hospital occupancy
rate dropped from 75 9 percent to 63 4 percent during
the same period, and the number ol hospital emplo,-
ecs fell appreciabl, as well, according to the Amencan
Hospital Association In addition, a total of 414
hospitals osed in the United States between 1980
and 1986. accounting for 56,628 beds,' Given the re-
duced demand for services and the labor-intensise na-
ture (it hospital care, one could reasonable anticipate
lasolls oL nurses or at least an adequate supply of
nurses hr 1986

Instead. although the national pool of employed
nurses is at an all-time high of 1 5 million 168 percent
il'shori work in hospitals! and hospital closures con-
tinue, the American Hospital Association is reporting
another nursing shortage, one that its sice president
for health care management and patient services.
Connie Curran. insisted in an interew is different
and more serious than shortages of the past "Not onls
is this the first time a nursing shortage has cut across
all categories of nurses and all regions of the counn.,
but it is occurring despite the fact that demand for
inpatient hospital care is declining."

The American Hospital Association bases its docu-
rnentation for a shortage of nurses on a sunev con-
ducted bs one of its members - the American Organ-
tzation for Nurse Executives. This surev of 1000
hospitals found that the rate of vacant positions for
registered nurses had more than doubled between
1985 and 1986, nsing from 6,5 percent to 136 percent

Only 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 it more difficult to recruit nurses
in 1986 than did small hospitals. Although hospitals in
all regions had some degree of difficulty in recruiting
nurses, the problem was worst in the Middle Atlantic,
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Paktic. and East-North Central regions Hiospitals re-
ported that it %%as particuirrlv dilffcult to fill positions
in demandm clinical areas, such as medical-surgical

tare, ntensi, e care. emergency and operating room
care, and pistic care-

[ he .\rertcan Hospital Asso a:ion attributes the
nursing h,rtiage to a sartc, of factors, including
those cited aNise and alsn the advent of Medicare's
priupectis e pas ment ss stem, the proliferation of alter-
natise health deliscr plans that provide nurses with
neyw career opportunities in the ambulatory setting, a
sharp drop in nursing school enrollments, what Cur-
ran characterizes as the consistently negate portra-
al ol nurses by the media "nurses in the media are
seen as 'go-lers' fbr doctors or promiscuous se', ob-
jects. hut not as the caring responsible professionals
the, really are" ), and the disarra-, in the educational
preparation of nurses "The culture of hospitals has
been traumatized in recent sears and this disquiet has
atiected nurses no less than phssicians or hospital ad-
minisirators," Curran said

'he economic incentives of prospective payment in-
fluence hospitals and physicians to pros ide care on an
ucitpatient basis wheneser possible. and to make inpa-
tient stass conform to the limits established bs diag-
no stic-related groupings One of the consequences of
this economic equaton is that the average hospital
patient is more seerelv ill than in the past. because
less serious cases are treated on an outpatient basis
[-he increasing seerity of patient illness, which has
been documented by the Prospective Payrment Assess-
rent Comnission,

t 
and the subsequent rising de-

ma nd 1or nursing care, is reflected b the change in the
rat o ol nurses to patients in hospitals The ratio rose
Ieon 50 nurses for een 100 patients in 1975 to 85
n,,rses for ev,,en, 100 patients in 1985, according to the
American Hospital Association. The economic itcen-
its e to reduce the length of hospitalization also adds to
the demand for nursing services, because essentallv
the same amount of care must be given in a shorter
period Since 1983, the average length of a hospital
sta, has dropped from 7 days to about 6

1
/u days

I he current sortage might be written off as just
another fluctuation in the labor supply that will cor-
rect itself, except for the precipitous decline in the
number of students entenng schools of nursing. The
number of applicants to all ry pes of nursing programs
has been dropping since 1983 These programs in-
(lude one year of study leading to certification as a
licensed practical nurse, two ,ears of study leading to
an asso iate degree in nursing, three years leading to a
diploma, and four -,ears leading to a bachelor's degree
in nursing The latter three programs all lead to licen-
sure as a registered nurse

Enrollment of nursing students seeking licensure
peaked at 250,553 in 1983 and dropped to about
218,000 in 1985, according to the National League
of Nursing Between 1983 and 1986, enrollments
dropped 12 percent in baccalaureate programs and 19
percent in associate-degree programs In recent sears,

the decsning interest in nursing has prompted Amen-
cat, Unersits, Boston L'niuersi!t, Duke L'nis'ersit,,
and Skidmore College to close their underg-raduute
schools of nursing Possible closure has been discussed
at Georgetown UnisersiN Boston UmsersLts's board
of trustees announced its decision to close its school of
nursing on June 19, citing as reasons a progressed
decline in enrollment since the mtd-1970s and the
competition of nursing programs at state-supported
schools, where tuition costs are far lower

Besides declines in enrollment, another key indica-
tor of the waning interest among young people in
nursing comes in the annual surveys conducted bi the
Amencan Council on Education-UCLA Cooperative
Institutional Research Program. Surveysof first-time,
full-time students entering the nation's two-vear and
four-sear colleges provide annual data about the size
and characteristics of that age cohort. Kenneth C.
Green, associate director of UCIA's Higher Educa-
tion Research Institute. discussed the annual surveys
in relation to nursing at a conference (June 28 to 30)
cons.ened bs the L'ni'ersiry of Pennsylvania's Sche'.l
of Nursing. Green said the surveys show that between
1974 and 1986, there was a 50 percent decline in the
proportion of first-time, full-time freshmen women
who planned to pursue nursing careers This decline
was particularly dramatic during the period 1983 to
1986, when the proportion of freshman women aspir-
tog to be nurses fell by more than one third, from 3 3
percent to 5 1 percent.

rhe 1986 suees showed that in the freshman class.
the number of women intending to be physicians sur-
passed toe number intending to be nurses by a rato of
10 to 8 Bs comparison, the 1968 survey showed that
the number of freshman women interested in nursing
was more than three times the number of women who
said the, planned to stud medicine. Given these stat-
ed preferences and the number of students already
enrolled in schools of medicine and nursing, Green
said that

b, i1% ri 1991 Amercan colleges will award some 14,500 BSN
[bachelor of science is nursing degrees compared to almost 16,0OO
MD degrees 'hese last numbers are truly startling and place the
much-discsssed phc ,o an surpLus/nursing shortage trc a .ery inter-
esing - nd ,eu dffrent - perspectiur

A recurring theme that one hears in most discus-
sions about the declining interest in nursing is the
argument that the financial rewards for the hospital
nurse are not commensurate wih the responsibility.
Starting salaries are in line with those in other careers
on which many young people embark after college
graduation, and are above the levels of remuneration
for many recipients of associate degrees who do not
take nursing positions. But hospital nurses are re-
warded %cry little as they gain more experience, par-
ticularly in comparison with physicians and other
professionals outside health care. Starting salaries for
hospital staff nurses ranged last year from a low of
S14.772 at one Dallas-area hospital to a high of
32885 at a San Francisco hospital, according to the

'AX ,epi I i',87



55

HEALTH POLICY REPORT

.mincas journal of Nusing." Maximum rates for expe-
rienced staff nurses reported by the American Journal
of Starring ranged from less than $20,000 at some
Houston and Dallas hospitals to more than $35,000
in Houston, New York City, Boston, Baltimore,
Chicago. San Francisco. and San Diego. The top
rate, $48,000, was reported by hospitals in Boston and
Chicago

Several other recent surveys of nurses' salaries pro-
vide additional documentation of current levels of re-
muneration in hospitals The 1986 survey of hospital
and medical school salaries, conducted by the Univer-
sit, of Texas Medical Branch at Galveston and study-
ing 33 hospitals, 16 medical schools, and 28 medical
centers (representing a 77 percent response rate), re-
poried an average annual starting salary for hospital
staff nurses of $20,340 and an average maximum for
experienced staff nurses of $27,744. By comparison, a
decade earlier the University of Texas survey reported
that starting staff nurse salaries averaged $10,404,
and an average maximum in 1976 was $13,152. In a
survey, conducted by the American Hospital Associ-
ation in the spring of 1987 among 11200 hospitals,
in which some 600 responses had been received bv
August I. hospitals reported the current average start-
tog salary for staff nurses as 19,676 and the average
maximum salary for the same post as $26,362

Nursing in the United States is characterized by
great diversity Reflections of it abound in the scope of
nursing responsibilities in a varietyy of settings, in dif-
terent skill levels, organization of services, and educa-
tional preparation I he failure of the profession to
rrach a consensus over issues of educational prepara-
tion has contributed to a widespread belief that nurs-
ing is unable to get its own house in order despite the
obv tous need to do so Curran and an American Hos-
pital Association colleague, Neale Miller, recently
wrote -At a time when the entire system of nursing is
in turmoil over titling issues. we run the risk of doing
ourselves even greater damage through public expo-
sure of these conflicts "

The essential source oi ;he conflict is a difference of
opinion over what is adequate educational prepara-
tion for nursing. The ANA has pressed the view since
1964 that only nurses ith baccalaureate degrees
should be called professional nurses. In 1985 the ANA
amplified its earlier position of support for a baccalau-
reate education, but it also adjusted its policy to the
reality that two thirds of all nurses enter practice with
associate degrees or diplomas. The ANA called for two
minimum educational thresholds. a baccalaureate de-
gree for the professional nurse and an associate degree
for a worker to be known as a technical nurse. And the
association urged its affiliated state nurses' associ-
ations to press for these objectives within their own
jurisdictions.

Efforts to incorporate the A.NA position into state
licensure requirements for entry into nursing practice,
either through legislation or regulation, have yielded
results in only one state, although the ANA says that

many other states (including Illinois, Maine, Minne-
sota, Texas, and Wisconsin) are pursuing similar ac-
tion In January 1986, the North Dakota Board of
Nursing amended its administrative regulations to re-
quire the program cumculum for registered nurses to
confer a baccalaureate degree on a student majoring in
nursing, and to require the curriculum for licensed
practical nurses to confer an associate degree. The
action, challenged in court by several hospitals, has
been upheld by the North Dakota Supreme Court

The American Hospital Association has for many
years straddled the question of educational prepara-
tion. recognizing that its member hospitals draw their
employees from the ranks of all types of programs.
The Association includes organizations that represent
the interests of schools conferring diplomas (some 190
such programs remain, virtually all of which are oper-
ated by hospitals) and baccalaureate programs. In re-
iterating its support for these different programs in a
resolution approved by its House of Delegates in 1986,
the Association added that it believes that

a baccalaureate degree should be an attainable goal for each student
and practicing nurse, in or from an sustisat or diploma program,
and provision muat be made for crediting their course and roper-
ence toward the baccalaureate degree

One of the American Hospital Association's affih-
ated membership groups, the Amencan Organizauon
of Nurse Executives, broke with the parent association
last October, when its membership voted in favor of
imposing a requirement that a baccalaureate educa-
tion should be the basic preparation for practice in
professional nursing. The organization's membership.
composed of 4000 hospital nursing executives, also
.oted to endorse the Gephardt bill mentioned above
The organization's action annoyed the American Hos.
pital Assoctation's president, Carol M. McCarthy,
leaving her in the crosscurrent of conflict between hos-
pitals and nurses The leadership of the American
Organization of Nurse Executives has let McCarthy
know that it is considering abandoning the organiza-
tion's affiliation with the American Hospital Associ.
ation unless she demonstrates a commitment to pur-
sue more aggressively the main goals of the nursing
profession that relate to hospitals

The American Association of Colleges of Nursing
and the National League of Nursing - the organiza-
tion that accredits all schools of nursing - also share
the goal of consolidating educational preparation
around two kinds of nurses professional and techni-
cal. But the League's membership, reflecting its frus-
tration over nursing's inability to reach a consensus on
the issue, directed the League's leadership, through a
resolution adopted at its annual meeting in June, to
abandon the issue and direct its energies to broader
goals, including the development of a national health
plan. The League's decision to cast aside the interne-
cine struggle that has long and often unproductively
embroiled nursing occurred when, practically speak-
ing, the goals of two preparatory tracks, lodged in
educational settings rather than in hospitals, and the
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closure of diploma schools haoe been largely, achieved
i Fable II

I-he issues in educational preparation hase been
largely , ignored bs the federal gosernment, but in oth-
er respects \%'ashington is becoming more insolsed
wAith the profession. I he shortage of hospital nurses
has ,t. [ered broader congressional interest in the
pr, ,les on. and legisla tion is moo ing to address it Sen-
ator Edward M Kenneds 'D-Mass t has taken an
earls congressm-ial lead in addressing the problem.
but the real legislative champions of nursing oser the
sears ha,.e been Senator Daniel inouse I D-Hasda
and Representatie Edward R. Madigan tR-llIl
Esen at the DHHS. which has asserted that because
there are plenty of nurses all educational support
should be termtinated, officials are discussing the
shortage, at the intitatio of its undersecretan, Don
M Newman The discussions with Newman hase
concerned the steps that the gosernmenrt can take.
short ol legsslatie or regulators tnitatises, to demon-
strate its concern about the shortage The answers
hase been minItnM DIHS appros al of a new nation-
.il sample urse, of tegistered nurses, an actisto the
department has peritiialls inducted 1 1977, 198i,
and 1984 but on which the Reagan administration
was dragging its eel before the shortage emerged: im-

plementauitn tf s tt es costing $I million as directed
hi ("itigress in the fiscal 1987 supplemental appropi-
iots bill to address the issues of recruiting and re-

raining nurses, and the lkelo conoeni ot a worksh-p
i, iscuss the problem Ihe ts,ai 1981) budget if the
I iHHIN', vshish is still tner let elhopment, -urrentl,,

maitatis the adminsta ttOn's ong-held po,iion to
r.iat i ,,, v nursing educatin aif support should e
,rrmlnat(d

(irgress has taken more delininice, th u gh still
mininial, itt nut n relation to the shortage [he Senate
Labsur ind Human Resources Commttee reported
legislation 'S I11.t2, Nursing Shortage Reduction -Act
-,fI V'87) ,n Jul, 7 that ,sould authorize $5 million to
studs the ;-rtihlem and t' fund mnooatie projeCts de-
,tcnedi ti alie' ate it 1hi principal actiit, that has
itistiord nursing and the DHHS is the support of
iursing students and schools Ihe lesel of these subsi-
rles reached their peak in 17'S3, when Congress appro-
priated S160o6 million for these purposes But long
before the Reagan admir'"ation arned, however.
this support began to wane as a consequence of the
growing supply of nurses Since 1981 Reagan has
sought to terminate support fr nursing as well as all
other forms of support fcr health-prolesstons educa-
tion that were authorzed under the Public Health
Ser ice Act Congress has repeatedl, thwarted this
effort. and in fiscal 1987 spending for nursing-related
arn.iittes at the DHHS will total an estimated S72 3
million

These ac i ities are administered in two agencies -
the hlealhh Resources and Serices Administration
i HRSAi and the Natimnal Institutes if Health i N IH,
HRSA will spend 5f 3 miflhii this sear, the bulk if

which supports institutions with programs for nian-

Table I Graduations from Regtsterea Nurse Programs, 1970,
1980, and 1986. According to tie Naina League of Nursing

T
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term's and doctoral degrees (516 7 million), with pro-
grams for nurse practitioners and nurse midlies ($12
million , and with traineeships for professional nurses
$11 7 million The NI1 became a reluctant new

partner in nursing pursuits when Congress created, in
the Health Research Extension Act of 1985 1 P 1 99-
158i. the National Center for Nursing Research last
sear and sited it at the Institutes' Bethesda campus
President Reagan twice vetoed legislation that con-
tained a direct se to create the research center, but in
both instances Congress oerrode his action

The center, which amounted to an enlargement of a
less extensior nursing research enterprise at HRSA.
has been granted a sizable budget for a new activity in
these times ofstringenco' In fiscal 1987. thecenter will
spend about $25 million in grants for research and
training Ada Sue Hinshaw. who was a professor and
drrctir (if research at the Untoersito of Arizona's
('tCdege of Nursing, became the new center's first di-
rector sn Jutne 7 Madigari. the ranking Republican on
the House Fnerg and Commerce Subcommittee on
Health and the Ensironm ent, championed the cause
ol the nursing research center Although the NIH tnt-
nails regarded the new research center as detracting
from its us eirtding mission in biomedical research,
NIll Dtrector James B %s'yngaarden, in response to
a question asked b Representative Carl D Purcell
R-Mich ). testified on March 17 before the House
\ppropriations Subcommittee on the Departments of
ILabor. Health and Human Sen"ices, Education and
Related Agencies that the NIH's institute directors
and leadership now support the actists "Oh \es,
once the decision was made, eersbodo has gotten
behind it," Wsngaarden said Creation of the research
center was perhaps the one legislative initiative in re-
cent sears that has been embraced by all of the nurs-
ing profession's countless factions.

Belore Hinshaw's art,.al. Doris H. Merritt ser ed
as aritng director Appearing on March 17 before the
same House appropriations panel, Merritt defined
nursing research as "a scientific stud, w hich pro,. ides
the rationale for effectise nursing practice in the home,
in the hospital, in the community and in the work-
place. it crosses the life span from the fetus to the
itogenarian, " Merritt said the center wiiuld gise

pr-rt, it ) mt .esigator-lntiaied research s new and emerinrg high-
prirr, irea, support ol health-promotng beha'viors emphasis tn

pts-r pre senti, t the c i aJ anAging poputation. topinge th
,±'r.,u imn Ltfi %ist,,nda, t) ntce 'ssa , and hfeia, ig therapies
,c'trts rneas.,irsn O providing nurisngc nter"entiu for patients
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In recent sears, as the administering has remained
,tadtastLs opps'd ti federal support for education
in the health prolessaons and as nursing has sought
t, expand its domain through the creari, n of rode
pend( nt racti,es and direct rre,mbursemen, the tnurs-
mg ,bbs has dec tnid mi(re F its energies hut till
ar Less than d- h,rpitals and phisjciansi to de%elop-
rig riore binding ties to Medicare Nursing has be-

c.me more sensitive io the programs sast influence on
the profession and hospital operartons, because of the
effects ot Medi,'are's new hospital-pa; meot scheme
and because of the proposal by the adminisiratron in
its fisk al 1988 budget to e

t
iminaie at a projected sa-

ings ut $31) million NIedicar es support of clinical-
cducation programs in nursing and allied health pro-
Fessions

I'he relatively new efforts of nursing to seek direct
pasmet frem Medicare have placed the profession at
direc odds s rth organized medicine. which, gisen all
the other pressures for change in the traditional meth-
iss (if dehlisering heath care. is in ES, mood to s Ild

ground to the interests ot an other prouder Never-
theless, cursing has made soc headsas in establish-
irg rn-it direct relations between Medicare and the

•ihe most successful link that has been established
bereen Medicare anti nursing ii relation to direct
killing care as a consequence of legislation enacted

as part of the Omnibus Budget Reconctliation Act
of 1986 1P L. 99-509 Alter a ransiiron period (Oc-
tober 1. M87, to December 31. 1988) all anesthesia
services furnished by, certified registered-nure anes-
thetists will be paid under Part B on the basis of
a lee schedule established by the DHHS. When a
claim is filed. payment will be made to the nurse
anesthetist or to a hospital, phssician, or group
practice with whom such nurses are employed or to
whom these provide services under contract A nurse
anesthetist (and his or her emplovet) must accept
Medicare's fee as pa,ment in full for the services
rendered,

Nursing is also pursuing another path to direct pay-
ment, through legislation introduced by Representa-
rise Gephardt The measure would authorize the
Health Care Financing Administration to contract
with community nursing and ambulatory care centers
in much the same fashion that Medicare now con-
tracts with health maintenance organizations The
nurse-sponsored organizations would provide all
Medicare Part B sen-ices except physician, x-ray, and
laboratory services The bill has attracted 70 House
sponsors, and efforts are being made to incorporate
the measure in the next omnibus budget-reconctli-
ation bill The AMA's House of Delegates approved a
report at the Association's recent annual meeting,
filed by its board of trustees, which expressed strong
opposition to the legislation

The issues facing nursing are mans, and there are

no 'ass answers tor an, of them T hc data and the
demographics indicate rhat there will be ni rapid re-
versal in the current imbalance between the gro ng
demand fir hospital nurses and the available supph.
Among the realities that must be acknowledged is the
change in sa

t
urs in Nmerican stiets that influence

how %-oung peopLe choose careers The dominant coal
,,I college freshmen 20 sears ago was "developing a
meaniniztl philosophy of life " That goal has nw
been replaced b 'being sen well off financially
sunrvess shove.

It is clear from the literature and, most recently,
from some interesting focus-group discussions con-
ducted under the aegis of the American Hospital
Association that, as the Association said in a new
publication, "nuses want and need both recogni-
tion and respect for their hard-won knowledge and
skills Nurses need to know that others in the
health care system value their contributions "

Uentrai to any strategy, that seeks to improve the lut
of nurses and thus to begin to address the problem of
shortage is the need to recognize the interdependence
of nurses, hospital administrators, physicians. third-
parts payers. and patients Unless all parties are in-
volved in the dialogue .s nursing charts its future, the
confi(ts that dominate nurses' relations with physi-
ciars - at least at a collective level - %ill prevail
Although this point was rot the locus of the dis-
sussions at the ,ni ersits of Pennsylvania's recent
conference, it certainly was the sense of those in
attendance

One of those attending, Dr Samuel 0, Thier, presi-
dent of the Institute if Medicine, the organization
that conducted the last comp.'ehensive review of is-
sues in nursing education," said that without broad
participation, progress will be difficult. He elaborated
on his stews it, this regard in an intersiew

I he issues surrounding iring are so central to health care that the
medical profession cant afford to watch from the sdcine's hiis-
cians must balance their compscuie concerns toward nursing %.ih
a keener reco'i sn rtt hospitals cannot operate without nurses
And we must i be ensne to the Iati that -hat's more important
than proltsona preroqanves is desgnrg a system thai best meets
the needs of patients
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PREPARED STATEMENT OF SENATOR JOHN HEINZ

Mr. Chairman,

I commend you for convening this hearing on such an urgent
and difficult problem. This nation's shortage of nurses,
particularly in the critical 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 meet our needs for medical care in hospitals, nursing
homes and In-home settings is certainly unsettling. Hospitals
unable to find enough nurses will be forced 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 our 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 elderly and more frail
persons, a greater prevalence of certain protracted illnesses
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 only made the defrand
greater. While hospitals may find themselves with fewer
patients under PPS, ttese 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 is 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 balancing a career in
nursing and a home and family even more difficult than the
typical 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,
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professional respect, make for dissatisfaction and a high turn-
over rate.

Short starfirg means that nurses are each responsible for
more seriously ill patients than in the past. They do not have
the time to offer their patients the special 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 outside the
window, the patients suffer, not in quantifiable terms, but they
lose the sensitive attention the ill need. In the same sense,
nursing is 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 field
in which there is 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 a
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.

83- 151 C) - B8 - -
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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.

I 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 Memori3l

Hospital, a 353-bed institution, and Franklin Square Hospital, a 421-bed

institution. With me today is Dr. Margaret McClure, Executive Director for

Nursing at New York University Medical Center and AONE past president. Dr.

McClure and I 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 health care industry to avert a crisis.

DIMENSIONS OF THE NURSING SHORTAGE

Shortages of nurses have recurred over the years. The current shortage,

however, Is more serious than previous shortages in that, for the first time,

the shortage 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 of the hospitals

responding to an ANA survey earlier 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 problem 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, and increasingly sophisticated medical technology point

to a continued demand for more highly skilled registered nurses for the short

and long term.

Demographic trends are projected to heighten the need for skilled nursing

services in hospitals as well 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 up 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

of 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 registered nurses both within and outside hospitals.
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The supply of new nurse graduates is expected to decrease well into the next

decade because it Is becoming harder to attract talented people into the

field. Admissions to all types of nursing schools, as reported by the

National League for Nursing, dropped by nearly 20 percent fror 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 approximately 20

percent--a possible reflection of dissatisfaction with increased workloads,

low wages, and limited upward mobility. If estimates of recruitment,

orientation, and replacement costs are totaled, the average cost of turnover

is $20,000 per nurse hired. With a 20 percent turnover rate, hospitals are

spending $3.2 million annually simply to replace vacant positions with no

guarantees of better educated or more experienced nurses. Hospitals are

trying to develop innovative incentive programs and improvements in the work

environment to reduce this expense.

Finally, the composition of nursing personnel employed in hospitals has

changed since 1984. Hospitals increasingly employ a larger proportion of

registered nurses relative to licensed practical nurses and nurse aide/orderly

staff. Almost one-half of hospitals reported an Increase between 1986 and

1987 in the number of registered nurses employed; a corresponding 36 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 sk!lled

care is furnished outside the hospital, In nursing homes and at home with the

assistance of skilled nursing personnel, the need for highly trained nursing

staff will continue 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 support

under Medicare for the direct costs of nursing education, but that it also

expand its support. In expanding support for the costs of clinical nursing

education, AHA 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 qualifieC :ndividuals in undergraduate nursing programs,

it is essential that federal funding and financial aid be increased. Also,

targeted funds to support educational mobility opportunities for the 450,000

licensed practical nurses in this country are needed as hospitals shift the

skill mix of their nursing staffs in favor of registered nurses. Educational

mobilility programs are uniquely designed to enable licensed 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. AHA surveys indicate that over 50

percent of hospitals report middle management vacancies--jobs that require

advanced nursing education. Other specialists such as nurse practitioners or

nurse anesthetists are also important to meet the practice demands of a

rapidly changing delivery system.

AHA recognizes the need for innovative programs to address both retention and

nursing care delivery. As noted earlier, improved retention could provide

significant financial and human resource benefits. ANA supports a study of

hospitals which have improved retention and the testing of new strategies.

The rapid changes in technology and hospital patient acuity point to a need to

support studies of nursing care delivery models that will meet patients' needs

into the next century.
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Of course, making funds available to educate additional nurses will not solve

the problem unless hospitals are able to pay nurses the competitive salaries

needed to attract people into the profession. Adequate compensation will not

be possible if hospitals are not adequately paid for the care being

delivered. Thus, one critical way the federal government can and must help in

addressing the nursing shortage relates to its role 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 obtain 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 OBRA 1981 in setting payment levels.

Finally, the federal government must provide adequate payment to hospitals

under the Medicare program. The most recent data indicate that many of the

assumptions--concerning both changes in the intensity 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 intensity is rising within DRGs; yet, price increases since

the inception of PPS have not kept pace with this change in hospital case

mix. In 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

set 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

reported shortage of nursing and other professional personnel, although the

HCFA market basket relies extensively on non-hospital wage data. To correct

this problem, HCFA should be directed to base the labor component of the

market basket on hospital wages rather than on a combination of hospital and

non-hospital wages.
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LEGISLATION AFFECTING 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 Ourenberger. Both of these

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

S.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 Organization 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

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

tne nursing shortage.
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Senator Durenberger's bill 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

committee in refining these proposals as they move forward.

CONCLUS ION

AMA recognizes that a shortage of registered nurses Is not only a problem for

its membership but also a challenge that may adversely affect the quality of

health care delivered to the Americer, public. With this in mind, the AMA has

formed an ad hoc committee to study the current nursing shortage and make

recommendations to the AMA Board of Trustees within six months. Other

initiatives undertaken at ANA include ongoing national data collection to

quantify the scope end Impact of the shortage; technical assistame 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 enh&nce its attractiveness as a career choice.

I want to offer to this subcommittee the expertise and information developed

by the AMA as you proceed in your deliberations. We are committed to seeking

new strategies to address this human resource problem end maintain the level

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

Good morning. We are here today to examine the current

shortage in the supply of nurses in 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 in particular the elderly, who most rely upon

a disproportionate share of nursing care to survive.

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 options have changed dramatically since the 19th

century. According to a recent survey by the Highir

Education Research Institute at the University of California

at Los Angeles, for the first time in our history there are

more freshmen women in four-year institutions aiming for

careers as doctors than as nurses.

While this is indeed a testiment to increased opportunities

and equality for women in our society, it has a detrimental

effect upon the need to continue to provide an adequate

supply of nurses in 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 with specialized

training and competency in geriatrics and rehabilitation.

Unfortunately, the supply of nurses and enrollment in

schools of nursing are declining. According to the latest

federal projections, by 1990, demand for
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baccalaureate-prepared RNs will exceed the supply by

390,000; by the year 2000, the gap is expected to grow 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 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% - 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 joined with Senator Kennedy and others

in sponsoring legislation which is 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 in the

House. I am hopeful that this legislation will be enacted

into law before the end of the year.

On October 7, 1 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, wh:>e mine is intended

to provide a career track for the gradua, level nurse.
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One of the reasons often cited for nurses leaving the

profession 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

for nurses to go on beyond the baccalaureate level to pursue

careers as nurse practioners, nurse midwives, and Master's

and Doctoral level nurses.

I look forward to working with interested organizations in

reviewing and improving 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 workable solutions to

the nursing shortage problem which may threaten the health

care of all Americans.
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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 contribution you're making by increasing awareness of
this problem in Congress and by trying to develop solutions.

As a rural and poor state, West Virginia often finds itself
suffering shortages in professions such as medicine and teaching
that are not felt as acutely or broadly in other states. In 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 is 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 less nurses, the demand
increases. One of our major hospitals, in Charleston, would hire
as many as 100 new nurses if 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 the
demands on them in hospitals are growing, while their salaries
are not and working conditions don't improve. They honestly
believe that the quality of care is endangered. When a nurse has
to work 24 or more hours in a row, caring for patients with more
acute problems, it 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 Kenffedy's "Nursing Shortage
Reduction Act" in August. Once the House acts on it, that bill
will make it 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 in nursing and medical education
assistance in 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 it whenever possible to service in shortage areas.

I also recognize the 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 industry,
nursing schools, and others also must play a major role in
turning this situation around. Recruitment efforts are going to
have to reach out to men. Those who hire nurses must improve
working conditions. Women simply will take advantage of the fact
their employment choices are rapidly increasing, and inen are
going to continue avoiding nursing unless their perception of the
profession changes and the reality of salaries iTproves.

This hearing will help to educate us about an issue where
there is much to learn and think about. As ideas unfold for
addressing this problem, I know this committee will want to
contribute to solutions. But the witnesses also represent
organizations in a position to spur actions in individual states,
in education, and in the health care industry that will attract
more men and women to the nursing profession and convince them to
stay. It's obvious that such action should be taken sooner
rather than later -- in time to ensure that enough qualified
nurses are available to provide the care needed by patients.
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Mr. Chairman, I am Neville Strumpf, Ph.D., R.N., Assistant

Professor and Director of the Geriatric Nurse Practitioner

Program in the School of Nursing at the University of

Pennsylvania. Today I am testifying on behalf of the National

League for Nursing (NLN) 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.

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 this

Subcommittee for holding these hearings and for its willingness

to consider a federal response to this health care crisis.

At the outset, we would like to emphasize that the current

shortage of registered nurses is a multi-faceted problem. At the

same time, however, it is a problem that has been extensively

examined and for which there are a number of thoughtful and well

documented recommendations. Part of the problem facing us today

is 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 adequate supply of nurses across the

health delivery system. Failure to do so threatens the quality

and accessibility of health services for all and especially for

our most vulnerable elderly and low income citizens.

The iirpact of the nursing shortage is particularly

tnreatening to the more than 30 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 is

therefore at high risk for the consequences of inadequate or non-

existent nurse staffing. The elderly are typically victims of

chronic diseases and can benefit most from nursing care, both in

the acute phases of illness and especially in post-acute care

settings.
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Further, the NLN believes that shortages of appropriately

qualified nursing personnel substantially affect the quality of

care and the prospects for recovery and rehabilitation. The

chronically ill -- a growing portion of the Medicare population

-- need nursing care that is continuous and affordable and

assists them to maximize their ability to lead healthy, fully

functional and productive lives. Current deficits in the

availability of nursing services compromise our capacity to

assure quality and waste our limited resources.

Documentation of Le1lai Nursing Shortage

It is 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 declined 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 in 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 which to

choose. Thus, nursing must compete with other professions as

never before in today's market.

For these reasons and more, we believe that the current

shortage is likely to grow worse in -the years ahead. A recent

report to Congress from the Department of Health and Human

Services on health manpower needs for the health delivery system

projects requirements for 390,000 nurses with baccalureate

degrees by the end of the decade. Compounding the problem in the

future is the general decline in the pool of college age persons

as a result of falling birth rates.

Turning now to more current evidence of the shortage of

nurses, we call your attention to the recent survey by the
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American Organization of Nurse Executives (AONE) citing the RN

vacancy rate for hospitals in 1986 at almost 14 percent -- nearly

double the vacancy rate for 1985. The number of hospitals

reporting no vacancies at all was cut in half, from 35 percent in

1985 to 17 percent in 1986. More specifically, the highest

vacancy rates in hospitals were in the critical care units and

medical and surgical services. Two-thirds of hospitals needed

more than 60 days to recruit RNs for medical/surgical services

and over 90 days to fill intensive care nursing positions.

These data suggest that the nursing shortage is pervasive

and worsening. It is also important to note that t e ACNE survey

shows virtually no shortage of nursing personnel in home-arid

community based care systems. The attractiveness of nursing

opportunities within the health care rarKetplace, but outside of

the hospital setting is also an important reason for tne

concentration of the shortage ir acute care hospitals.

A common misconception concerning the nursing shurtage is

the belief that theie is a sufficient pool of registered nurses,

and the challenge is to induce those who have left active

practice to return to the workforce. Practice data from the

American Nurses' Association (ANA) indicate that the

participation rates of nurses in the workforce is already quite

high. Of the 1.4 million registered nurses in the United States,

almost 80 percent of them are employed in nursing positions.

No overview of the nursing shortage crisis would be complete

without some comments on nursing compensation and working

conditions. The average hospital nurse earns $20,340. Nurses with

ten years of experience earn on average a salary of $27,744.

Wh;ale entry level salaries for registered nurses may be

competitive with other professions prepared at the baccalaureate

level, compression of the wage structure creates profound

retention problems in the nursing profession.
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ltudies r1 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 increase 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 its report. At the center of its findings was

recognition of three factors that shape the practice environment:

I) nursing leadership roles; 2) working conditions; and 3)

nursing education. In each of these areas the Commission

formulated recommendations. Three of the Commission's 18

recommendations bear repeating:

1. Nursing should be involved in policy development and

decision making throughout the health care organization.

2. Effective nursing practice is 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 trends in nursing toward pursuit of the

baccalaureate degree as an achievable goal for nursing

practice and toward advanced 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 mandated by Congress. That

report included over twenty recommendations many of which are

similar to the findings of the Commission. Two areas emphasized

by the IOM report that are pertinent today are: first, the dall
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for federal support of expanded programs in 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 identified the

following factors as contributing to the current shortage from

the perspective of practicing nurses:

o Financial rewards are not commensurate with

responsibility.

o Opportunities for upward mobility are lacking.

o Nurses have insufficient authority and autonomy.

o Work demands are increasing because of rising severity

of illness.

o Nurses do not participate in management decisions

regarding practice standards and support services.

Remarkably little progress has been made in implementing the

recommendations identified 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 its

professional goals. Many of these steps should be taken by the

profession itself and by the leadership of the health 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

initiatives.

olicy Recommendations

Mr. Chairman, the NLN would like to express its sincere

appreciation for the contribution you have made through your

introduction of S. 1765. This bill includes 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 is pleased that some of its

provisions have been included in the Committee's budget

reconciliation legislation. We hope the remaining sections of the

ball will also be reported favorably by this Committee.

We would like to take special note of your support in S.1765

fc-r extending Medicare support to advanced clinical education in

nursing in 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 clinical nurse

specialists meets a critical 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

contribution of these specialists to the needs of Medicare

beneficiaries.

For some tine the NLN has urged Congress to recognize the

rc2e o nurse practitioners in providing services to patients in

skilled and intermediate care nursing facilities. By authorizing

direct payment for such services and allowing nurse practitioners

to certify and recertify the need for nursing home services, 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

radwives assures Medicare beneficiaries equal access to providers

who are increasingly recognized under private sector health

programs.

Before leaving the discussion of S. 1765, we very much want

to endorse the provision requiring the Secretary of HHS to

develop demonstrations of the feasibility of Medicare risk

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 quality and
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economy for Medicare beneficiaries. Recently, McGraw-Hill's

&i d B A I ith reported that 20,000 nurses have started

independent health delivery organizations ranging from primary

care cl inics, and birthing centers to home health agencies.

MedicarE beneficiaries should be able to obtain coverage for care

provided by CNOs and similar entities.

Mr. Chairman, the NLN would like to express its 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 is

quite consistent with the recommendations of the several studies

of the nursing shortage discussed earlier. It illustrates how

federal resources can aid the profession in finding new ways to

more effectively recruit and retain nurses in clinical practice.

By establishing grant programs to support innovative

practice models in both hospitals and long-term care

institutions, S. 1402 recognizes the importance of finding new

ways to restructure the clinical practice environment. If we do

not make progress toward greater professional rewards and more

practice autonomy, nursing will be rejected as a career choice by

those who find the opportunities in business, government and

other professions more attractive.

At the same time, our efforts to assure an adequate supply

of nurses for the future must not overlook the importance of more

effectively presenting nursing to young people as they are

contemplating educational and career choices. S. 1402 makes

grants available to support model nurse recruitment centers. We

support this provision and urge that it be expanded. Unless we

are able to turn around the dramatic decline in the number of

students electing a nursing education, our other efforts to

address the nurse shortage will fall far short of the needs we

have identified.
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Mr. Chairman, we have sought to present a comprehensive

agenda to deal with the nursing shortage crisis. The proposals

that you iave endorsed and others pending in the Congress

represent critical first steps. For our part, we are committed to

strengthening the quality of nursing education and to advocacy on

behalf of public policies that promote full access to nursing

services for all Americans.

Thank you again for this opportunity to present our comments

and recormrerdations. We look forward to working with you and the

Subconmittee in the promotion of our shared goals. I will be

pleased to respond to any questions you or other members of the

Subcommittee may have.



79

PREPARED STATEMENT OF JAN TOWERS

I am here today to express the concerns of the American Academy of Nurse

Practitioners regarding the current Nursing shortage in our country. At a 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 situation 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 problem arises in

areas of health care requiring the utilization of nurses in advanced practice,

for with the shortage 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 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 support of innovative nursing 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 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

cot effective care for these people. One of these methods is to assure the

preparation and remuneration of cost effective providers of health care for

these populations, nurses.

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 graduate level to undertr':e nursing roles for which there

is an increasing demand in all segments of the population 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
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performed safely and with high levels of patient satisfaction.1 Nearly ten

years later, the December 1986 report of the Office of Technology 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 high scores in the areas of "personal interest exhibited to

the patient, reduction of the professional mystique 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 programs in advanced practice.

Incentives and assistance are needed.

Not only is legislation for funding educational and nursing service

programs needed, but additional legislation which will allow nurses

ruch as Nurse Practitioners to function more efficiently aid 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 centers 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 these settings. Such enabling

le g]slatlon motivates and enables a nurse to enter a field of health care,

W,:iich aside from these restraints is rewarding and productive, especially from

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

Congressional Budget Office, U.S. Congress. Physician Extenders: Their

Current and Future Role in Metdical Care Delivery. Washington, D.C.,

U.S. Government Printing Office. April, 1979.

Office of Technology Assessment, U.S. Congress. Nurse Practitioners,

P ysician Assistants, and Certified Nurse Midwives: A Policy Analysis.

i ashi;ngton, D.C., I'.S. Government Printing Office. December, 1986.
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comes when a serious illness is prevented in a child, when a women or man

understand the mechanisms for preventing 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 medicaid 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 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/Gynecolugic

Geriatric.

In conclusion, we would ask that the Senate seriously consider the need for

additional funding for recruitment and preparation of nurses for 31C end

advanced practice roles particularly among underserved populations. In

addition, we would ask for serious consideration of the need for legislation

which enables all Nurse Practitioners to be reimbursed for the services they

are providing, particularly medicare and medicaid.
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PREPARED STATEMENT OF PAUL WILLING

Good mory. rg. I am Dr. Paul Willging, exemtive vice president

of the American Health Care Association (AHCA), the largest

organization representing America's long term care providers.

AHCA's membership exceeds 9,000 nursing homes which provide

care fur ovpr 950,000 chronically ill patients each day.

I want to commend the Chairman and the members of this

-bcommittee fo" addressing this morning one of the most critical

issues affecting health care providers in this nation -- the

shortage of nurses.

The growing nurse shortage Is creating serious staffing

problems and resulting in unfilled registered nurse (RN) vacancies

in hospitals and long term care facilities in all geographic

areas. For long term care providers, the nursing shortage is

particularly critical. The availability of qualified nurses

is the key 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 this country and more nursing home patients

than acute hospital patients, only 7.1 percent of all employed

RNs work in nursing homes.

The current nurse shortage is handicapping our ability

to provide adequate long term care. In a recent survey of our

membership, 58 percent of all long term care facilities reported

vacancies for RNs. One third of nursing homes indicated a need

for one or more Rns just to meet current minimum federal standards

for staffing. Seventy-eight -ercent of long term care facilities

Indicated a significant shortage of Rs in their service areas,

and 79 percent reported a shortage of licensed practical nurses

(LPNs). Recruitment has become much more difficult than in
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the past, and almost one-half of our member facilities report

it takes over three months to fill 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 the Department of Health and Human Services

which will require nursing homes to meet higher nurse staffing

levels .

The combination of staff shortages and high 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 two-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. Temporary 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 for 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 RNs to work in their facilitites, although

it often takes two years for a foreign nurse to relocate in

this country.

The future availability of nursing personnel is 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 homes, and it predicts
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that in 1990, 500,000 will be needed. By the year 2000, over

one million 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 nursing shortage is complex. From

our view, however, two major factors are paramount and must

be addressed if we are to find workable solutions. First, health

care, especially long term health care, is predominantly publicly

financed. Federally- and state-imposed rates determine our

parameters for nurses' salaries. These salaries are, by and

large. seriously inadequate, especially for experienced nurses,

and in view of the other more lucrative options open to nurses.

Nursing homes, with their lower salary levels, have traditionally

found it difficult to compete with hospitals. The explosive

growth in alternative health care delivery systems and community-

based treatment settings makes competition for already scarce

RNs even more intense.

Salary data provide insight into the recruitment problem.

RNs in nursing homes earn an average of 23 percent less as head

nurses and 1 9 percent less as staff nurses that those in hospital

settings. The laws of economics have not been repealed for

health care. If we do not adequately compensate our professional

staff, we will be without that professional staff to care for

the elderly and chronically ill in nursing homes. As long as

long, term care roviders are locked into historical rates set

in a cost-conscious environment, we will. continue to have difficulty

attracting and kPeping the most capable nurses. I am suggesting

that the very principles of health care financing must be rpvised

with an eye toward quality, not just budget consciousness-
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Second, finances aside, we, as employers and consumers

of health care, must treat nurses as valuable resources. We

must give these 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 patient

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.

First, the bill establishes nurse recruitment centers where

we can target junior high, high school, college and older candidates

with information on the nursing profession and nursing education

programs. Second, the bill would expand the valuable work of

the Robert Wood Johnson Teaching Nursing Home Program and encourage

schools of nursing to establish and nurture special 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 of 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 forLPN Programs

Licensed practical and vocational nurses are the 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 of 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 state

level.

Permit _Qualified_.Foreign-Trained Nurses to Practice inthe U.S.

As an interim, temporary measure to meet nursing home patients'

nursing needs, many long term care providers are looking outside

the boundaries of this country for nursing staff. The barriers

and red tape associated with recruiting foreign-trained nurses

are formidable. AHCA respectfully requests consideration of

policies which would streamline the entry of qualified nurses

into this country. We are not suggesting waiving basic educational,

testing or salary safeguards built into the process of utilizing

fore ign professionals. We are suggesting an examination of

the guidelines and barriers to nurses from such countries as

C'nada, the United Kingdom and Ireland, where nurses receive

comparable education and are interested in working in America.
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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 half 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. This

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 patients 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

nursing homes is an important factor in the lack interest among

nursing students in nursing home careers. When faculty members

do not advocate the importance of gerontological nursing and

nursing students have no clinical experience in long term-care

settings, it is 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 baccalaureate degree programs

to community college associate degree nursing programs. Nursing

school affiliations would bring a new source of potential recruits

to the nursing home setting because the familiarity of the setting

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 you in your efforts to address

this serious health care problem.

6 American Association of Colleges of Nursing
aaCf One Dupont Circle 9 Suite 530 a Washington. D.C. 20036 * (202) 463-6930

Good morning. I am Dr. Nancy Greenleaf, Dean of the School of

Nursing at the University of Southern Maine. I am pleased to

present testimony before you today on behalf of the American

Asscc.ation 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 ahout

the current and growing nursing shortage and applaud your efforts

to determine the nature of the problem and potential solutions.

During this morning's testimony 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 enrollments and graduations in

baccalaureate and graduate nursing programs.

In the academic year 1985-86, baccalaureate programs

experienced a 4.5% drop in enrollments. This was the first

indication of d declining interest in nursing as a profession.

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 year our

association has jist begun to analyze the data for student

cn-llment's in Lac,:alaureat- 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 Association of

Colleges of Nursing predicted the continuation of dropping

enrollments in 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 within a two year span of time, from 1984

to 1986, the number of college 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 preference for a

career in nursing is representative of those individuals at the

front of the educational pipeline. The effects of this decline

will be felt in the years 1990 to 1992 when even greater drops in

graduations from collegiate nursing programs will occur. So if

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 looking 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



90

the statistics which indicate that as enrollments in nursing have

declined, the numbers of women enrolling in engineering, law,

medicine, accounting, or business have 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 high 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 who 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 in all 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 clinical

skills.

A recent issue of Pediatric Nursing 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 journal have

baccalaureate or higher degrees in nursing. Moreover, our

association's research shows that over 85% of graduates of

baccalaureate nursing programs are engaged in direct patient care

in the hospital, nursing home or home health care setting.

The solutions to the complex problems surrounding 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 not 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. In 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 level

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 with the projected increases
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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

administrat-ors recognize the beneficial aspects of having

graduate nursing students in their service environment. Often,

in addition to the obvious service provided by these registered

nurse learners, additional services that the provider 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 training 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 should 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 important resource for care of the elderly. In

addition, nurses with graduate 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 urbe 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 potential 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 initiatives to improve the practice environment and

enhanced 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 enhance recruitment into the

profession. However, without your efforts to enhance the work

and education opportunities for nursing, recruitment will be

futile.
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PREPARED STATEMENT OF CHRISTINE ZAMBRICKI

I am Christine Zambricki, a Certified Registered Nurse Anesthetist (CRNA) from

Michigan. I hold a B.S. degree in nursing and an MS, in anesthesia. I am Administrative

Director of Nurse Anesthesiology at Mount Carmel Hospital. Director of the Graduate Nurse

Amtsthesiology Educational Program at Mercy College in Detroit, and former member of the

Government Relations Committee of the American Association of Nurse Anesthetists (AANA).

I also atl% a member of the Michigan Board of Nursing. I speak on behalf or the American

Association of Nurse Anesthetists, the national professional organization 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 aware, CRNAs

administer between 50 to 70% of the anesthetics in this country working as employees of

hospitals and physicians, or as independent contractors. About 40% of our members are

hospital employees, 37% are physician employees, and 7% are self-employed.

Rural hospitals in the United States comprise about 30 to 35% of the hospitals in the

United States, ad the CRNA is often the sole anesthesia provider in these hospitals. Shortages

of CRNAs could adversely affect the capability of rural hospitals to provide 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 hospitals are not structured to take care of all health

needs that may arise in rural communities, they safely and competently provide many surgical

and obstetrical services requiring anesthesia. In 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 facilities, including academic health centers, community hospitals,

ambulatory surgicenters, and physician and dental offices equipped for surgical procedures.

Because of the present shortage of CRNAs, CRNAs are working significantly longer hours to

accomplish the required workload in these areas. This increases the cost of care while

creating work conditions conducive to human error and patient injury due to provider

fatigue. Other than anesthesiologistt, there are no other health providers that may safely

substitute for CRNAs in the workplace. In addition, since World War I, the U.S. military

services have relied heavily upon nurse anesthetists for anesthesia services in peace and war,

both at home and abroad. The shortage of CRNAs on active duty and in the Reserve

components of the military has been cited as a major concern regarding medical readiness by

the Defense Department by members on the House Armed Services Committee.
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In the last two years, a pronounced shortage of CRNAs has become apparent in both

the military and the civilian sector. This shortage has occurred at the same time that shortases

in nursing and a large number of the allied health professions have become apparent, These

shortages probably have many common causes which will be of long term consequence unless

the Congress undertakes a review and assessment of why high school graduates are not electing

to enter these fields and take appropriate action based 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 services. It is inexplicable that

this nation has placed the major portion of its health education resources in preparing

.physicians who cost the most to educate, and whose services cost the most, when history

demonstrates that lower cnqt alternptlyt. prvid.tsca .e3 due-tnd provide many of thoce

same services in a more cost effective manner working in collaboration with physicians.

The national shortage of CRNAs stems from four primary causes. (I) a decrease in

the number of educational spaces for their preparation resulting from the loss of a large

number of nurse anesthesia educational programs due to hospital concerns about educational

costs in the prospective paymont&DRC era; (2) the diversion of clinical training resources,

formerly dedicated to nurse anesthesia training, by physician chairmen of Anesthesiology

Departments in academic health centers for physician training In this specialty; (3) the ripple

effect that the general nursing shortage is and will continue to have on the recruitment of

nurse anesthesia students; and (4) the lack of adequate earnings and . an appropriate

professional work environment for nurses and CRNAs.

1. The Lack of Education Funds

To become a Certified Registered Nurse Anesthetist, a professional nurse must have a

baccalaureate degree in nursing or another appropriate field such as one of the basic sciences,

have a minimum of one year's nursing experience in a critical care area, and have completed

an accredited nurse anesthesia educational program of at least 24 months duration of advanced

didactic education with appropriate clinical practicums. While in recent years many of these

educational programs have moved into graduate educational frameworks within academic

settings, many hav remained hospital-based with academic affiliations. Regardless of

whether these programs reside in hospital or university settings, hospital clinical facilities and

clinical faculty are essential to the preparation of nurse anesthetists. Traditionally, therefore.

hospitals have borne a major portion of tho cost of nurse anesthesia education ever since

formalized educational programs for preparing nurse anesthetists were established in the first

two decades of this century.

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

private insurers and corporations to reduce health costs through utilization of health
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maintenance organizations, or preferred provider plans, have caused many of these hospitals to

reevaluate the fiscal costs associated with the education of health professionals. Unsure of

their financial future in the face of decreased bed occupancy and the prospective pricing of

hospital care, a large number of hospitals have chosen to close their nurse anesthesia

educational programs. Hospital concern about educational costs has been compounded by

Administration proposals to eliminate funds for nursing educational programs and students

and for restricting graduate medical education funds authorized under Medicare legislation to

postgraduate physician education.

. Diversion of Resources to Medlclne.

in addition to hospital concerns about educational costs, some academic health centers

have taken advantage of the Increased number of medical school graduates and increased the

sze of their anesthesiology residency training programs at the expense of nurse anesthesia

education. In some instances this has been accomplished through reducing the number of

nurse anesthesia training slots in existing programs. In a significant number, it has resulted in

eliminating these programs altogether. In 1982, nurse anesthesia educational programs

graduated 1,107 nurse anesthetists; in 1986 that number had dropped to 722 principally due to

program closures. As long as we were graduating between 950 and 1100 nurse anesthetists

annually, no demonstrable shortage existed. But because in the last two years of number

graduates has declined to the 720 to 750 level, we are seeing major shortages or CRNAs. There

is currently no evidence that this trend is going to be reversed in the near future.

I would like to provide some specifics on program closures:

a. The so-called physician "glut" has given some of the leaders within the

American Society of Anesthesiologists (ASA) hope of achieving a long held goal to make

anesthesiology an all physician specialty. These leaders, working within ASA, the American

Board of Anesthesiology, and the American Association of Anesthesia Academic Chairmen,

have exerted pressure to reduce in size or eliminate nurse anesthesia educational programs In

academic health centers where there are coexisting medical residencies. While citing a

multitude of other reasons, nurse anesthesia educational programs at the University Vf

Michigan, Johns Hopkins, Mary Hitchcock-Dartmouth Medical Center, Loma Linda. University

of South Alabama Medical Center, and others have been closed by the AnesthesIology

Chairmen In those facilities; the chairman either controls or exerts great Influence over the

clinical resources for training. The nurse anesthesia programs at the University of Michigao

and at Johns Hopkins had been In operation for over 60 years. Examples of nurse anesthesia

educational programs which have been reduced in sizc, some of which are experiencing CRNA

staff shortages themselves, are North Carolina Baptist Hospital in association with Bowman
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Oray Medical School, the Medical College of South Carolina at Charleston, University of

Cincinnati Medical Center, Eastern Maine Medical Center, and Washington University in St.

Louis.

b. Duke University closed its nurse anesthesia educational program at the same

time it closed Its undergraduate nursing program in about 1983 as a cost-saving measure. Even

though Duke has significantly increased the number of medical anesthesiology residents it

prepares. Duke is recruiting for 20 more CRNAs. Creighton University-St, Joseph Hospital

closed their nurse anestheia program but Is now recruiting more CRNAs. Creighton is willing

to pay a finder's bonus of $2000 and full relocation costs for the CRNA. Such measures are

not unusual. It is clear that the closure of nurse anesthesia educatinnal programs To prepare

more anesthesiologists has not dimlnishcd the need for CRNAs. Salaries for hospital employed

nurse anesthetists have significantly increased in many areas in this past year because of

hospital concerns with both retention and recruitment of CRNAs. In North Carolina alone.

there are approximately 70 CRNA vacancies. Kaiser-Permanente of Southern California is

recruiting for 25 additional CRNAs. In fact, advertisements for nurse anesthetists have

quadrupled in the past year, as has individual recruitment mailings to CRNAa. At the 1987

AANA Annual Meeting in Cincinnati, physician groups, institutions, and the military services

made major recruiting efforts.

c. The nurse anesthesia educational program at the University of Texas Health

Science Center experienced a slightly different problem. While the Anesthesiology Chairman

did not have the authority to ,lose the program, he denied access to the students within that

program to the University's primary teaching hospital. While the nurse anesthesia faculty

were unable to resolve this problem at the local level, the University of Texas Board of

Regents has recently intervened and ordered that the program be allowed to enroll up to 12

students yearly and have access to the primary clinical site, However, it required going

outside of University channels to get to the Board of Regents and almost two years for this to

be achieved,

The impact of the increase in anesthesiology residency training reported by the ASA

and reflected in nurse anesthesia educational program closures or reductions has not resulted

in the elimination of CRNA spaces in the work force. as might have been

expected, but rather has increased the need for CRNAs, We believe the ASA's goal to

eventually substitute anesthesiologists for all CRNAs is unwarranted, and certainly not in the

best interest of health care in this country, particularly in an era of cost containment. Such

substitution will cause an increase in costs for anesthesia services to beneficiaries and third

party payers without any evidence that it improves quality, Studies published to date show no

significant differences in the outcomes of anesthesia care regardless of whether the provider is

an anesthesiologist or CRNA.
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Further, there is evidence that the increase in number or anesthesiologists being

prepared may not be 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

training. FMGs now represents only about 10 percent of the anesthesiology residents. It is

true therefore, that recruitment of American graduates into anesthesiology residencies has

about tripled. But many of those graduates replace the FMGs that were previously in these

residencies. In 1972, anesthesiology residency training was three years in length and there

were 2,268 total residency spaces, or 756 spaces per year. Today, the residency lasts four years

and there are a total of 3900 residency spaces. If filled, the residencies will Graduate only 219

anesthesiologists per year more than they were capable of graduating in 1972. With current

opportunities for subspecializstion in anesthesiology, all of these graduates will not be

reflected in operating rooms or ambulatory surgicenters. This may be the reason why the

decreased number of graduates from nurse anesthesia educational programs in 1985 and 1986

precipitated such an immediate shortage.

3. Rinnla Effect of General Nurslng Shortage -. Thi Need fnr Economic Incentlves and

Professional Autonomy

The current nursing shortage affects recruitment of new students into nurse anesthesia

programs. Unless actions are taken to recruit more students to enter professional nursing,

there will be fewer nurses in critical care, the area from which nurse anesthesia draws its

students. This is the reason we proposed early in our testimony that a study be undertaken by

the Congress to look at why individuals do or do not choose nursing as a career, and the extent

to which legislative and regulatory influences have served as disincentives for creating the

kind of work environment conducive to attracting individuals into nursing, We believe that

r.ursing and nurses through being paid less than their true value have been utilized for many

years to subsidize health care in this country, just as women in the work force have been

utilized in general to support the economic interest and profits of other industrial fields. The

increase in opportunities for women in the traditionally male domains of medicine, law, and

business are taking their toll on those professions that have traditionally been comprised of

women. Women are seeking professions in which there is opportunity for equitable income for

the workload performed, and want to feel In control of their work, If nursing, therefore, is to

be a viable profession for bright, intelligent, caring high school graduates, barriers must be

removed which impede nurses from being paid on an equitable basis for their services, from

having autonomy and control over their practice, and from having a significant role in future

health, planning and policy decisions. Vhile the federal government cannot achieve this solely

through its 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 pay end
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professional autonomy problems in anesthesia affecting CRNA supply and geographic

distribution are the fee schedule to be developed by the Health Care Financing Administration

(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

strsdards. If the CRNA fee schedule is not a fair reflection of the value of CRNA services, it

will be difficult to recruit into the field and hospitals and physicians will have no incentive to

employ them, The fee schedule must create incentives for utilization of CRNAs while

remaining budget neutral. Rural areas will have much to lose if the national fee schedule Is

not reasonable. Similarly, recent House Committee action reduces incentives for physicians to

employ and utilize nurse anesthetists.

The JCAH problem involves new standards for hospitals which may foster, without

more clarity. all CRNA services to be provided under the direction of anesthesiologists. They

also eliminate existing standards which clearly delineate broad CRNA roles in the delivery of

anesthesia care.

R ECOKMENDATIONS:

Our recommendations for resolving some of the nursing and nurse anesthesia shortage

problems are as follows:

1. Congress should immediately consider making a review and assessment

confirming the reasons why high school graduates are not choosing nursing as a career and

determine to what extent federal and state statutes and regulations serve to create

unwarranted disincentives for choosing nursing. Such a study should determine needed

actions for long term resolution of the nursing shortage and serve to maintain a nursing work

force essential to meet the health care needs of this country.

2. Nursing must be given a fair portion of the federal fiscal resources available

for health professional education. This may mean diverting funding from physician training.

This is justifiable given the widespread concern that there is a physician "ilut.' Under

Medicare legislation this could include increased assurance to hospitals that they will receive

appropriate funding for nursing educational endeavors as a part of the Graduate Medical

Education Pass.Through, This would be particularly beneficial for nurse anesthesia

educational programs.

3. There is a need for increased funding of nursing and nurse anesthesia

education to permit:

a. Additional funding support to nursing education and nursing students

in general.

b. The development, implementation, and/or expansion of nurse

anesthesia educational programs, Some interest is being expressed by academic and other types
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of medical centers that have not previously had nurse anesthesia educational programs.

Further, some programs are amenable to expansion with additional clinical affiliates if

additional faculty can be acquired, Such funding should be available for all types of nurse

anesthesia educational program.

c. Additional support for nurse aneathesla students, and for the

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

and clinical workload associated with nurse anesthesia education precludes students from

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

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

receive Medicare educational funds from denying the availability of clinical training

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

physician and nonphysician programs exist or are being developed. In other words, there

should be some type of disincentive in Medicare payment to hospitals who permit physician

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

approved or accredited educational programs.

S. Finally, if the Joint Commission on Accreditation of Hospitals (JCAH) Is to

continue to be identified in Medicare statutes for purposes of using Its accreditation- as

equivalent to that of the Department of Health and Human Services for Medicare funding, the

Congress should undertake to authorize a program review oil JCAH to determine whether its

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

by its accreditation, and whether its standards and accreditation process is fair and reasonable

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

represents the greatest number of employees and health professionals working in hospitals, is

not represented in its own right in the decision making body of JCAH, and has been denied

such requests on a number of occasions.

We thank you for this opportunity to present testimony before this committee. We

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

education, and their costs, in a time of increased concerns about the federal deficit. We

believe changing aome of the priorities in health education spending could result In meeting

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

Further, we recognize the problems you may have politically in making such choices in

realignment of priorities. But we would ask you to remember a statement made by Dr. John

Knowles, a physician, when writing about postgraduate medical education in 1968. He stated

that at the time of writ.ng, it took about 15 other health personnel to support each physician,

and that by 1975, he was expecting that number to rise above 20. If health care costs are to be
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contained, the federal government should take great care that it is nut increasing these costs

eXponentl[ y b) placing :he bujk of its money ,n edu:ting an excess of ph sicians but rather

look to see what appropriate health professional mix is needed to accomplish the greatest

workload in a cost.effectivc manner, We look forward to working with you to resolve the

problems associated with the nursing and nurse an:sthesi shortages as well as assisting you in

finding means for containing health care Costs in the future,

SAMERICAN~SOCIET'YOF
AM ANESOGS1S

December 7, 1927

The Hlonorable George J. Mitchell
Cha ai rm<in , Sihrmmi tt eP on Health
1706 Senate Dirksen Office Building
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 Associ jtion of
Nurse Anesthetists (AANA) before your Subcommittee on October 30,
1987. I have the following comments:

Anesthesia Care Demographics: In its statement, the AANA asserts
that nurse anesthetists administer between 50 to 70% of all
anesthetics given in this country. The statement ilso asserts
that 30 to 35% of all hospitals in the United States are rural in
nature and that CRNA's are often the sole providers of anesthesia
care in these hospitals.

Combined, these assertions represent a rank overstatement of the
role of CRNA's in the delivery of anesthesia care. Although
CRNA's participate in the delivery of perhaps 50% of anesthetic
procedures annually, their services are predominantly--
according to both AANA and ASA data -- medically directed by
anesthesiologists. Moreover, only eight percent of all surgery
in the United States is performed in rural hospitals and -ven in
those rural hospitals where no anesthesiologist is present, CRNA
services must be and are medically directed by a physician.

CRNA Education Programs: The AANA asserts, and I agree, that
there has been in recent years a significant decline in the
number of nurse anesthesia education programs. The AANA fails to
note, however, that in many instances this phenomenon is a
reflection of the tightened accreditation standards put into
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 anesthesiology.

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 pool of graduate nurse candidates for CRNA
education programs has also declined. In major part, I believe,
these declines are a reflection of the changing professional
qoals of high school and college students: in 1987, for the
first time, more women were enrolled in the first year of medical
school than enrolled in nursing schools.

It is also certainly the fact at some individual institutions,
CRNA programs have been constricted by virtue of the increased
demands of anesthesiology residency programs. The explosive
increase of medical knowledge in our specialty has necessitated
increasing from three 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
in essence that current anesthesiology 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 is belied by ASA's own membership statistics: in
1970, ASA had about 10,500 members, but by 1987 that number had
risen to 24,500; anesthesiologists certified by the American
Board of Anesthesiologists 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
operating rooms and ambulatory surgical facilities. In fact,
only 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 financial incentives, must be made to increase the
attractiveness of primary care nursing. Just as there is
precedent for channelling physicians into the primary care
medical specialties, 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 in order to channel nurses into CRNA
training. CRNA's are certainly already among the highest paid
nurse practitioners, and unless it can be demonstrated that a
serious shortage exists in personnel to provide quality
anesthesia case in 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
the hope that they can be included in the hearing record.

Very /tr ly yours,

How rd L. Zauder, M.D.
Immediate Past President
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COMUN I CAT IgNS

AMERICAN ASSOCIATION OF CRITICAL-CARE NURSES

S.-,

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 than 57,000 members f the American Association of

Critical-Care Nurses (AACN), we would like to take this opportunity to submit post

hearing testimony to the Senate Finance Committee on the nursing shortage. AACN,

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, 198? 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 demonstrate that the

public, media, physicians, most health officials and even industry administrators

agree that a critical nursing shortage exists. There is even agreement about the

cause for the shortage: low salaries, lack of prestige and control of nursing

practice and decreased enrollment in 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 to nursing.

83-i51 0 - 88 - 5
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.. .. SING SHORTAGE

Health cnre leauLr predict that by the y'ar 20OU the hospital ct the future

wiil be one large intensive care unit. The complexity of hospital-based medical

procedures and equipment, the rapid growth of health maintenance organizations,

iurgent 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 critical care nurses will increase as a

direct result of Medicare's prospective payment system. Data indicate that

hospitals are building new critical care units or increasing beds in existing

units. The advances in medical technology and developments in transplantation

medicine require the services of critical care nurses. The fast-evolving,

increasingly invasive technology of critical care and trauma care will increase

the demand for critical care nurses.

Additionally, as a result of technological advances and changes in medical

payment systems, patients with increasingly difficult health care needs are being

cared for outside traditional in-hospital settings. Home health agencies are

recruiting nurses with critical care experience to care for patients who are

ventilator dependent, have subclavian or central line catheters and require

parenteral nutritional support. The Labor Bureau predicts that more registered

nurses will be required for technologically demanding but "generalist"

responsibilities in the rapidly growing outpatient sector. DHHS also predicts

that by 1990, the U.S. will face a shortage 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 are

already hiring technicians and physician assistants at a robust pace. Although

such technicians can perform technical tasks, they cannot practice nursing, this

means that patients will not receive the benefits 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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ran cr i 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

professinal critical care nurses. In settings other than traditional critical

care units, the demand for nurses with a knowledge of the myriad of patient

problems resulting from complex technological support is 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 patient

preparation, which once was limited to an antiseptic solution (Betadine) shower

and perhaps a shave. Now preoperative preparation routinely consists of

individualized teaching 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

individualized.

The trends and advances in nursing and medical science, in combination with

the greater numbers of elderly in our institutions, create a net result of more

complex and intense patient needs. The impact on nursing resources is profound.

There is a demand for more intense nursing care although fewer resources are

available.

Advdrces in medical science and technology have compounded the problem in

that 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

critical care nursing assessment and interventior,s are now being seen in critical

care units.

Despite the expanded professional skills the physical demand of nursing

should not be discounted. Nurses continue to spend a considerable ar:iount of time

walking hospital corridors, lifting 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 and are faced with a constant potential

for exposure to infectious, chemical, and physical hazards.

INDUSTRY SOLUTIONS

In the past, the predominant solution to a shortage has been to require the

nursing staff to "work harder" or "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

harder, 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" approach. 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 and benefit from her experience. Because 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 that they are unable to reimburse nurses

more 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, is $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, autonomy required, decision-making

responsibility, and working conditions of nurses, such compensation is neither

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 individual hospitals is only part

of the problem. For the first time, almost 80% of all nurses are employed. As we

have stated, declining nursing student enrollment increase the problem. To

increase the pool 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 it best: 'When vrti
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put an ad in the paper that says you're willing to pay $22.50 an hour for CCRNs

and-your phcne doesn't ring, ou know there's a shortage."

PROFESSIONAL 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 that: 1.) nursing should be involved in all aspects of decision making in

health care institutions that relate to patient care issues; 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

responsibility and experience. Unfortunately, little progress -has- -een made to

implement these key recommendations.

The difficulties of recruiting nurses into the profession and retaining

nurses in critical care have beer, identified by AACN as a major trend that

adversely affects critical care nursing practice ard quality of care delivered to

the consurr,

AACN recoaries that career choices for today's young people are more diverse

than eser before. Creative and innovative solutions must be found to make nursing

an attractive and rewarding career choice.

The critical care nursing shortage is resulting in mandatory overtime

(leading to increased stress and resignations) and closure of critical care beds

and, in some cases, entire critical care units. A plan to alleviate one of the

major issues affecting critical care 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 in convincing the American public that critical care nursing is the -areer

choice for the future. The AACN Board of Directors has adopted "Critical Care

Nursing: The Career Choice For The Future" as AACN's theme for FY88.

AACN' s program includes:

o A stud) to establish a data base on manpower in critical care. Results

of the tudy will provide data to substantiate and quantify the nursing

chort*t, e, help hospital administrators deal with the nursing shortage

arc :, ist iara~ers as they consider legislation such as the Nursing

A task forcr 'o evaluo> , , ' ' i'd its relationship ,

- very of care.
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o Theme posters, brochures, and videotape programs for members and

chapters to use in discussing critical care nursing with various

audiences.

o 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 initiatives addressing the nursing shortage should be

initiated by the nursing profession in consultation with leaders within the health

care delivery systems. There are, 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 Senate 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 committee to address the nursing shortage, 2.) provide

grants for innovative hospital nursing practice models to make the hospital

nursing 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 recruitment centers.

The Nursing Shortage Act of 1987 is a beginning step to confront the current

nursing shortage. AACN recognizes, however, that nursing professionals and

associations must actively develop solutions to positively influence recruitment

into the profession.

S. 1765 - The Nursing Manpower Shortage Act

We would like to ectho 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

fcriittee's reci rciliation package, and we are quite pleased by this action. By



109

allowiro nurses to establish these organizations and receive payment for their

services, which they do not receive under current law, we believe that the number

Of nurses willing to remain in the profession will greatly increase. Medicare

payment policy, which refuses to recoqrize nurses as reimbursable providers, is

another rajor reason for the shortage. The willingness of the federal government

to recognize anc pay for the services of rurses stili greatly enhances the

attractiveness of nursing. We would ask, however, that the committee accept the

house Eieroy and Co rierce pruvision, which is a complete authority for the

establish,'ent of community nursiro organizations, rather than a demonstration

project.

Section 3 ef the bill v ill allow nurse practitioners and clinical nurse

specialists tn certify and recertify S-Iedicare patients in nursing hon-es. Allowing

njrses c certify the reed for care and paying them for that service, will provide

nurses ith i,.other attractive career option. This urovrsion will rot increase

health care costs, but. will increase access to care in facilities ard provide an

incentve for nurses to roter the field of ieriatrics. Wc cole1rd the chairman

for r) oifo thS o :,rOV isc,; we j under tr d chat it t.y bP of ered as a

at rI t e Gh te cedtes toe recorci 1 iatior iuislat o.

'-rin I of S. 1765 envisi r's an expanson of the graduate medical

oductiC:i pasI-ttrc-', I or the clinical trading of nurses. Under current law,

r',.y 'ror r. ' c uprortrd tITd c erated by hopitals are eligible for pasie nt under

teis prouror. ge believe this to hr anr artificial limitation that ignores recent

trends in rursir( educator.

.i~co~5 r, al, rurses are receiving: treir education in cclleciate schools oIr

-,rs'q. P ev'rtrd-r trdd rel nstituti ns to develop clinical Pdu cat'r
,t run'- " r cr ,i ii c to' r, w'c h credli e r ursinq education 'orS

,,., r ' e, Ut 'Q e u a actc i r ui, i nt it t ort Js

L,?''' j ' BESt AV A 'L rtE OaY <non br'rc* aG c~' e Ip 1- t ic 'no S' tr c Lest i-. ''r

BEST AVAILABLE COPY
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environment. However, limiting the number of students based upon a variety of

factors, such as location (urban/rural), specialty (critical care, operating room)

or tyne of degree (graduate), could limit 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 conrmensurate 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 support services.

Critical care nurses are on the front lines in delivering quality health

care, combining skill and education with airingg and understanding. The current

shortage of critical care nurses is significant and without our collaborative

efforts, solutions will not be identified. Your continued support of national,

industry 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

renbers and over 227 chapters, is committed to assisting you in your legislative

efforts. Together, we can have a positive influence on the quality of health care

delivered to the American consumer.

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

Sincerely,

, . , . ,

Jeanette C. Hartsnorn, RN,*PhD
President -
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Senator George Mitchell
Chairman of Senate Finance Subcommittee on Health

Dear Senator Mitchell:

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 this crisis.

Recent, we returned from the New York State Nurses Association
arn.ja, convention in Buffalo, New York. While there it was
isrn"L]ately apparent. that nursing leaders, many of whom are
-- rnistrrtors and educators, are focusing their efforts on
'c-. ng 1IN entry level into practice.

Th, riajority of " front line " nurses there were amazed at how
]iltle attention was given to the nursing shortage. The following
trl,': ;hts axe a consensus of opinion of the many nurses we have
to en 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 rll diploma arid asso-iate degree programs will
.-riously limit the number of people entering nursing.
As graduates from a diploma school, practicing more than

.',rty eirs in nursing, we have not seen an) better cure
[-_,ovided to a patient because the nurse had a BSN. In fact,
:r some cases, they are less clinically prepared.

P11 averrues of education require the same determining factor
t, practice nursing, i.e. A licence obtaied by passing a
State Poard axami nation. All nurses take the same examitiation.
I-u urge all legislators to vote _NO 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 in-
tolerable working conditions. These conditions are un-
safe for both patients and nurses.

Legislators can improve safe care by requiring Health
Care Facilities to mandate a realistic nurse/patient
ratio. 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 nurses can be recruited. Hospitals cannot exist
without these basic health care providers.

Salaries must be increased, thereby retaining people in
the profession who are moving to more lucrative careers.

4) National Legislature and nursing leaders cant co-sponsor
a campaign to provide a proper image of todays nurse.
This would educate the public and encourage young men
and women to enter the profession.

The future of nursing is at a crossroads. This is not the
first time that the leaders have had to rush to catch up
with the troops.

Sincerely

"2dith A. ,ulliard R.N.
nc le Giadnan R.N, .
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November 23. 1987
MARY C HANSEN

Com mitee on Finance -R . .
United States Senate
205 Dirksen Building D.. ................
Washington, D.C. 20 510

Dear Committee Members,

We are writing in response to your 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 elderly 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 elderly 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 that 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 also 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
health problems. The committee further asserted that there was a need for
holistic approaches to these problems. 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 a Cost effective mechanism to reduce dollars that need
to be spent for preventable health problems.
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In order to meet these challenges racing the future or 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 hasworsened. The Journal of Professional Nursing refers to a
Health and Human Services report that suggests a potential 50% shortfall in
the supply of R.N's over the next five to ten years. This same issue also
reported a 70% decline in the proportion of freshmen women interested 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 R.N.'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-Y, ,., "I . . . J? 1',) C- - ., , * ,, -,-,

>.<; , J, . ...

8-- 6L - :.

._: " - A, r <-,.< .

"' 4) ' "
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J I 4 .., '

pe.f' e.-2
-C)



114

Geisinger

November 25, 1987

Committee on Finance
United States Senate
205 Dirksen Building
Washington, D.C. 20510

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

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

Geisinger's two hospital facilities--the 569 bed Geisinger Medical Center (GfIC)
a rural referral tertiary care center located in. Danville, PA. and Geisin)er Wyoming
Valley Medical Center (GWV), a 230 bed-community hospital in Wilkes-Barre, PA.
annually record more than 200,000 combined patient days.

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

According to the American Hospital Association statistics, the nursinn 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
is different and more serious than previous ones because 'c involves all types of
nurses in all kinds of hospitals and in all regions of thu country.

Nursing student enrollments throughout the nation are down 9. in 1987 according to
National League for Nursing data, and double digit declines are projected for the
rest of the decade. Equally disturbing is a 26 decline in applications to R.N.
educational programs over the last three years. Based on these trends, an anticipated
15. decline in graduates is predicted from 1987 to 1990.

The dimensions 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 is the over 80 population --
are projected to number 52 million, comprising 21' of the population.

The Geisinger Medical Center School of Nursing was established in 1915. A total of
2786 graduates have completed the program. The current total enrollment in the two-
year diploma program is 162. Thirty advanced placement students will enter in
January, 1988 and the total will increase to 192. The student population is 57
non-traditional and 93. of the students receive some form of financial aid. Graduates
of the program remain in the five county area, supplying nurse manpower for community
hospitals, long term and extended care facilities. A large portion of the graduates
remain in Pennsylvania and many practice at the Geisinger Medical Center.

TOTAL GRADUATES REMAINED AT GMC REMAINED IN PA.

1985 84 28 (33.341) 66 (78.5t)
1986 81 40 (49.3%) 69 (85.0%)
1987 79 32 (40.5S) 72 (91.0)

Strategies to increase the nursing applicant pool in the future should include:
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I. Federal support tnrounh the graduate medical education finds to basic RN
proqrars rst continue at a rate of at least 75 to offset program operating
costs for hospital based programs.

2. Hospitals should receive federal reimburserent for all basic nursing students

affiliated at the hospital.

3 Federal nurse trainreeship grants need to be etended to basic nursing students,
not jst q'aduate or post graduate nursing students.

4 Federally !;onsored dcronstration projects must also focus on acute care rather
than _st loi term or corunity home carp setting.

5. Current proposed legislation rust address all nursing education prorras and
acute care hospital settings, not just collegiate prorars and community care
settings.

Since'rely,

SeriFor Vine r'siuent and
Administrative Director

1F iA :ra

APPENDIX A
CEISIGER ?iSTEM DESCR:PTION

GEISUnGER FOUNDATION

Geisinger Foundation, a rot-for-profit corporation, is Geisinger's
parent company. Its l4-member external governing board oversees the
collective efforts of the nine Geisinger-affiliated entities and their
activities in health care and related businesses. The Foundation is
involved in the activities of raising and distributing f uns for
health care and related purposes.

GEISINGER CLINIC

The Geisinger Clinic, a not-for-profit corporation, employs all 357
physicians in the system. 229 are on the staff of the Geisinger
Medical Center in Danville, 30 are members of Geisinger Medical Group
- Wilkes-Barre. 98 practice at 33 additional Ceisinger sites
throughout the region.

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

Ycdeled after graduate programs in business administration, the
program is tailored to the specific needs of the physician-as-manaer.
The faculty includes nationally recognized instructors from
established schools of health care administration.

The Clinic administers the research program. Geisinger physicians
have engaged in clinical research frcm the beinnirng. Since
reafirming the cr-ritrent to research in 19SU and a need to expand
the progrc , the number of clinical research projects has tripled ard
f'rdin, has grown to S,.5 million arrually. Much of this research
csustitutes participation in national cooperative programs, prinarily
related to cancer and cardiovascular disease.

Ai. teptr ter 19,5, ground was broken fo' a new research center for a
core ,rqrm in basic cardiovascular research. in December 190'5, the
-- din was rare the Sigfried and aret Weis Curter for Pesearch, in
_,,r o te fuslheqir Fourdution chirrn ard h's wife. This ceNtpl
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for research opened in May, 1987. Ten laboratories are in operation
and space exists for an additional ten to be completed later. Dr.
Howard E. Morgan heads the team of ten full-time scientists.

GEISINGER MEDICAL CENTER

The Geisinger Medical Center, a not-for-profit corporation, owns and
operates a 569-bed regional referral center in Danville, Pennsylvania,
which is 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 lithotripter was installed in 1986.

In October 1986, Geisinger Medical Center was designated a Regional
Resource Trauma Center based on the provision of comprehensive trauma
care 24 hours a day and the conduct of outreach, 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. In 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 continuing medical education.

GEISINGER WYOMING VALLEY MEDICAL CENTER

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

MARWORTH

Marworth, a not-for-profit corporation, owns and operates two centers
for the treatment of alcohol and chemical dependency. A 72-bed
treatment detoxification and rehabilitation center near Scranton,
Pennsylvania opened in 1982, and has gained national recognition. In
October, 1986, Marworth opened a 56-bed adolescent chemical dependency
treatment center at Shawnee on Delaware.

Both programs address the physical, social and psychological issues of
treatment and recovery. Marworth's family treatment program is an
important part of these centers.

GEISINIGER HEALTH PLAN

The Geisinger Health Plan, a not-for-profit corporation, operates a
health maintenance organization. The Geisinger Health Plan was
reorganized and incorporated in 1984 and licensed for marketing in 17
counties. The Geisinger Health Plan has over 55,000 members enrolled.
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Health care services are provided primarily by Geisivrer physicians
oistrituted throucheut the physician retwcrx cevelcpod since 1931 by
the Ceisircer Clinic and Geisinger-owncd hospitals. Irdevendent
physicians ead community hospitals in several cc"Funities are also
participating.

GE:S'1SER MEDICAL MANAG[!ET CORPORATION

The Geisinger Medical Management Corporation is a wholly-cwned,
'or-profit corporation of the Geisinger Foundation that provides
consultative and contract management services. As 0a development arm
of he system, it developed Geisincer Wycming Valley Medical Center
and Marworth. In addition, Geisinger Uedical Vanagerent Corporation
offers management, consulting and other medical serv.res to health
care providers outside the Geisinger system.

INTERNATIONAL SHAR-D SERVICES, IC. (ISS)

Acquired in 1984, ISS is a for-profit corporation which provides
biotechnology maintenance and repair service to 150 hospitals and
physician offices in Pennsylvania, six adjacent states and the
District of Columbia.

GEISINGER SYSTEM SERVICES

Geisirger System Services (GSS), a not-for-profit corporation,
provide wacaqement and consultative service's to otter Geisirger
entities. GSS preares, implements and audits policies and procedures
of system-wide relevance and inplemcnts uniform stardords and rethods
of manacePnt throughout the system.

cervies eroded by GSS to cther entities within t, cstem irclude
crsurnicatz on an! p, lic affairs, faci tl es ranager,-., financial
dragr.ent, hman resources, internal audits, legal services,

7anare-ent erineerng, carnaoe'urt information system s, raretin.
services ard rateriels management.

N&Y-LENtE C'RP'PAT:C;

Pu)-L Lree Carporticn is a for-proc': crcratio "r-ed in :0 us
a ci it entue bete the Geisingec Ferrdaiion ard S'Jwnee

vs,,lc;" t, :no. wo establish a primary health care renter in Eh ,mee
o t tJre. Tni; primary care center Dpervd in Sept-cr IF6.

r- __
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Statement of

THE HOSPITAL ASSOCIATION OF PENNSYLVANIA

on Senate Bill 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 on the

nursing shortage and on Senate Bill 1765.

Within the organizational structure of The Hospital Association of

Pennsylvania is a Council of Hospital-Based Schools of Nursing,

representing 42 diploma schools of nursing, and the Pennsylvania

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

delineate 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 educator and provider of

professional 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 go elsewhere.

The Statewide Nursing Study clearly documents the problem of

persistent declining enrollments in all nursing education programs in the
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Cornonwealth. With a declining pool of graduating secondary school

students and expanded educational opportunities available, particularly to

women, enrollment of students in nursing schools has become increasingly

difficult.

Although there have been significant 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

competent professionals.

The Association's Statewide Nursing Study also documented the fact

that many specialty areas in nursing are experiencing critical and

consistent shortages.

In some regions of the state, the average age of an operaLing room

nurse is 43 years. There is evidence that nursing education today does

not prepare the type of practitioner needed to meet the surgical

requirements of the industry.

With advanced health care technology and increased life expectancy,

our hospitals are admitting increasing numbers of acutely ill patients.

Critical care nurses, as well as those who function in the

medical-surgical specialties, are experiencing some of the highest vacancy

rates. The acuity level 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 a 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 to the public.

Unfortunately, the funding proposed in S. 1765 will benefit only a small

number of the nursing population. It 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 Drv;de bedside nurses who deliver care to the masses. This same group

c nurses rust receive financial encouragement to seek additional

education.

Although geriatric nurse practitioners are needed to meet the needs of

cur rapdily aging population, this clinical training program cannot be

slatedd simply at the postgraduate nurse level for relatively few nurses

.ill benefit from such an approach. The problem of geriatric care is much

broader than simply community care settings.

With the Medicare prospective payment reimbursement system under which

hospitals operate, it is increasingly difficult foe 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 "-crease salaries of the professional nurse. Without increased

a'lc3 e' -cns, -" f1nr ospta . ,ere is : point Deyond ilci 't no

"crger 's feasible t, raise salaries and remain financially healthy. The

governmenL should consider expedit.ng as well as increasing reimbursement.

£a''n'es are a ey factor in an institution's ability to recruit and

,etan r:-oetent professional nurses. The iarge vacancy rates in middle

- ar3q e're sina' attr tlon at the staff level with an inability to make

-a,"age'e-t postons attractive enough. Attrition costs are staggering

'2 orentutlon expenses present an uvervhelnY g dilemma for health care

v
t
' rons. Te current reimoursement netnodoogy simply does not allow

" s o 'eron;: arc eta"n the number of jual;fied professiona s

o.e,-:r sev , 3rCrsr h t e crrject a -p roposO trs s. they

* "'3Ed to ce rosota~-baseo postgraduate clinical nursing programs

' r n to' , 'a' -o''e,'e af 'at ions. Because of tre-r locat'cp. -ural

a: ,'ct ce afforded c 3. orot, nty f r sucO aff
1
'at1rs.

. '5 ' E . u ',e cfit OnIb a small segment of

BEST AVAILABLE COPY
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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. Pennsylvania is one of the nation's leaders in providing care to

the elderly. Last May, the American Association of Retired Persons opened

its first state office in 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 bill 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 likely do more than any other measure outlined to date.

The data compiled 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 will 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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* Li NURSING .HiIAGE: DISCUSSION AND ILECOM ENDA TIONS

L,,ralda Luuriett RN Staff Nurses in Cardiovascular Intensive Care
Garv Peicloto RN, m.S.

trford University Hospital
ACD Pa.steur Dr.
talo Alto, CA 94305

now, ever: one is aware that there is a crisis in nursing. Nurses are leaving

t ,c profession in significant numbers and nursing is suffering from decreasing

E ro clients in nursing programs. The end result is that the remaining nurses

are h.virrg to look after t:ore patients who are considerably sicker than they

wee lu years aeo. This last factor is due to increasing technological arid

* medical advancements. Computerized equipment, improved pharmacological agents

aiJ increased scientific knowledge can now combat disease processes to produce

A longer life with a Letter quality of living. However, society is now faced

with fewer nurses to provide this advanced health care which in turn affects

t.e quality of that care,

Wv.th health Care technology constantly changing, advancing, growing, all health

(-Lir-to ar r irurlv updating their k!, owlenge base. TIere are so rany

ore responsibilities now, that decreasing the nurse-patient ratio is necessary

ho provide the optimal quality care. However, the nurse-patient ratio is increas-

ing due to the nursing shortage!

Clxiously rursirg is a female donated profession and traditionally an accepted

roufessior. Lcaay there are many other career opportunities available to women

and nurs-rg is becomir,g a much less attractive option. There are several other

:actors which ,aae nursing a second best choice,

nursingg salaries generally average out to $25,000/year and the bedside nurse

atta~rL% :.,xi.., salary range at 5 years. Ior this point, most opportunities for

r lvanc: ert are away front the bedside into administration. Middle management such

* assistant head nurse and head nurse make very little more than the staff nurse.

•r.othr factor that leais young people and seasoned nurses away from nursing are

tie working conditions. Shift work, weekend and holiday staffing are necessary

ad a besi,!- I iurs, will always have to work these off hours. Also, the increased

A ok-patrr:rt ratios and high patient acuity means that the nurse has to contend

.t e rtatror of tnPrg unable to give the quality care needed to produce

satlsfactio. ir. a ',b well done. In fact, the nurse can often, at best, only
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hope to keep the patients alive until the end 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 to 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 public's 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 woman'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 education 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, their 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 disease, 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 nation so we need to begin serious educational

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 "Deterlining 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 the salaries of the nurses in the

Federal system. With the Federal nursing systemserving as a nursing model across
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the nation, it would become newsworthy. This i s one way to attract attention

to the nursing profession as a valuable asset.

Hospitals, public' and private, can foster supportive working environments for

recruitment and retention of nurses. Stanford offers several attractive benefits.

(I) 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

sick. 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 lives. Nursing

is a stressful environment and, having the 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

&,d uther services such as the Ethics Corscittee, which allows the statf nurse

input into the actual practice of the hospital and promotes a feeling of self

worth and loyalty to the hospital.

All these recommendations need government encouragement, of which one aspect is

roney. 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 in this high-tech

world: patients recognize that someone as "their nurse".
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Determining Cost
Of Direct Nursing Care
by DRGs
Are DRGs sensitive enough to their case's range of rest

by vainda Nrchef oyce M4ller, Lois Welches & Duane D. Walker
Hospitals acss the Unted Scares are trying to determine
costs for me DRGs of their patient populauons as the
prospective reimbursement system tightens it grip upon
the incomes thev can expect in the 80's. This task will be
the more difficult for many hospi as because charges. not
cost have been their accustomed basis for budgeting For.
merkv, there was almost no incentive to assess financial
stays in reialcin to individual diagnoses. Now. depart.
merits must begin to produce more specific cost data so
thar careful anlsis of cost per ORO n begin. Nursing
.400inistralor are finding themselves challenged to
,deermine cost or nursing c.ae per DRG, As well as the
'w soon of os wiLitr, nd between ORCs.

To do this Nusing Departmens mo s be able to specfr
resources sed for each indiVIdual patient. The Depart.
menu must also be aole to record and determine total
resources used throughout an entire admission and then
be able to calculate the cost of resources used Patient
classification systems offer means for aswmbling and
apeusig petient data to develop chese apacities
Indeed. their very purpose is determiung the resources
each patient should be a signed according to the intensity
o service wtuch his assessed condition demands

Pilot study
At Stanford L'niverry Hospital the Department of Nursing
conducted a pilot study to begin asembling some of the
needco informaoon regarding costs related to DRGs. The
studV's purposes were.

1) To determine the average hours and costs of direct
t

,"LL.tA MtlTCHELL 'M5. RN JOYCE M.I rL& %L RiN. W141 Lois
iTELCltS; Ovic Rs, ue Ailxwei Oitcci ia iins an OcikNt 0
TAiJ,21. N,, RN FAA% is Diev.0 iiau anrlns AMic HO'ia Orie'i
'or R SwffixO L'r irve Melwali Cent I Howta. xwcar CuJltarna
ii'ire sa saud wa a4etaken inumet, 1%3

source use?

Nursing care for DRGs through the uw or a patient class c:-
tion sem,

(2) To determine the range of hours and c,i, of direct
nursing care used withm DRGs.

(3) To determine the relationship between total hospi-
W charges and the cost of drect nursing care

The pilot study took place teom March to August. 198?
Researchers initially selected six admitting dignose5 frc
the study Sufcient data to repot the findings hias been
collected on three ofthermy. vocardWlafalrmion. total hip
replaceme and ractured hip In the four Nursing UniLs
which agreed to parcipate in the -ucy. parents admitted
wiun the selected diagnoses were included n tre siuv
population. During thee pauenms entire admision, their
hours of nursing care were determined each shift accord-
ing to the Nursing Department patient classification sysem.

Patient clasilflation system
Some form of ume-based patiet classifcaon sstem has
been in etstence at Stanford fr eight yewr. A maior revision
and parual computeriano took place two years ago. This
clas.fication system. designed to determine the hours of
nursing care needed by each patient ech shift. indiaes
all components of the Nursing Process Assessment evalua.
iron and implementation are pmsent as specillc indicators.
(See Exhibit 1.) A "unit constant" indicator unludes care
plarming charting, report and other activities of the care
givers. Each shift, nurses taking care of the patients check
indicators on a form which represent the nursing care the
patient needs. Each indicator or aciviry hs minutes am(o
ciated with it. The times associated with the ativiies are
based on time studies from many hospitals which have
been pooled to form a large data base, These patient classi.
fication forms are put through a computer scanner which
calculates the hours, minutes of nursing care required by

AP~i4 %4 NiUA RIAA, MANiGEML5T / I2
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each patient each shift and converts
number of nurses needed on the runt

Methodology
During the study, the Clinical Nursing
.ssitant recorded the hours of care
csicatomn sysen indicated. These
directly fromn the patient classficaton
When the patient was discharged the
leted flrom the nursing unit and tortall
on a 24- hour and on an entire admiasic

The total hours of nursing care for i"
analaed Into costs inthe following w

given wet multipled by the average
benehs for dwect care givers on there
took into account the radio ofRN to NA.
stage of each care Sive on the unit was
he aveage salary for the un.c Thus:

Direct Hours Avege Salary
of Care and Benefits

x for Direct Care

After distcharge the parents were group
ORG caegones and its DRG number at

Data was Lnially colected on 118
group, 89 fell into the foowing four D

DIG
121 CUteMl W/Comp
122 .Aue ,C WiO Comp.
209 MajorJoint Procedure (Tot
210 ilip and Femur Procedures E

MaorJoint. Ages 65 or with
Complicatons (Fi Hip)

FInlings
The die nursing care resources used
were deterned by using patent c
dat The average hours of care per DRC

(MI W, Comp )
(MJ WQ Comp.)
(Total Hip)
(Fx Hip)

this data into the
Ig unit.

Coordinaor or her
which the patient
hours were taken

compute prntouL
records were col-

id for hours ofcare

The second step in the pilot srudconverted the nursing
hours of care to cors. According to the formula established.
hours ofcare were muluplied by hourly salanes and bene-
fits. This relded the followtnig.

DRG
121
122
209
210

Ave ige Hours
109
68
88
95

Averge Cos

$1,109
1368
£1,476

he admison were Of course, these figures only represent the cost of direct
y The hours ofcre care grve - the variable potion of the nuir g cost. To
hourly sa d calculate total nursing costs one must add the cost of

eq~mcuvurutngs. ThistNumu. Unit Management. over'head ( di-

Thne ccxrec lp'cen- rect) ad Nursing Education. These invariable. fixed costs
used to determine can be czlclated on a patient-day basis and added to the

cos for each day the patient is in the hospital Theywill not
necessarily vary by patent diagnosis or Liensity

cot of Nets, the study determined the range of resources
Duec Nursuilg (hours ofcare) used within each DRG The ORG smem is

* Care said to be based on "'lke" resource usage. Supposedly.
each DRG is grouped so that the resource use vwihn each

ed into appropriate ORG is sirrular. Thn does not seem to be true because
signed. eventy of illness has not been taken into account. Within
patents. From that each ORG, poients may fl anywhere in the continuum
'RG caegones. from slIghtly to severely IL

The ranges of hours of cue for the four DRGs are shown
n in the following table. Obviously, the range of houn for a
13 of them is great. and. with the possible exception of DRG
12 122,di the sdardevlaion (sd.L) s very arge as welL

Hip) 32
scept 32

Iin the four DRGs
ssification sysern
are shown below

Average Hour of Care
109
68
88
95

DIG
121
122
209
210

a
13
12
32
32

Range Noun
61.23'
48.90
33-168
-t.2.06

Mean sd.
109 -.96
68 11.5
88 29.1
95 -.5

When the hours are converted to costs. the range becomes
even more dramatic.

ORG
1211
1221
209
210

a Range of Coees
13 S828-3218
12 $652-1 "'
32 $*2".2.
32 $5-.3-2.666

As the hours of care wese collected, daiy averages were
calculated foe the DRG group. The following graphs show
profiles of the average hours ofdirect nursing care for each
day of admission for these DRGa. (See ELirits II, Ill, IV
and V.)

Their interesting patterns demonstrate Ut"he nursing
resource use for the dierent DRGs vanes considerably,
The amount of care given to the M patient as opposed to
that given a fhrured hip patent distrbutes very differently
over the course of the admisskon. This variation will be
important to consider when analyzing methods for cost
reducton, especilly redo ions in length of stay

As more cats is collected, more comparisons can be
made ofthe profiles ofdifferent DRKG. Standards or norms
for hours of care ard their distributon may evolve from
Such comparisons

This wide range and large s.d indicate that "like" nun-
ig resources are not used wit in al of the four DRGs

studied. The range is probably even greater foe some ORGa
than .s evident in this piloi.3udy, Only one diagoss was
studied within each ORG. For DRG 209 (MajorJoint Proce-
dures) and 400 (Hip and Femur Procedures), there are
many other diagnoses that could 6t4 into each DRG care.
gay. The greater the variety in diagnoses within given
DRGs. the greater the possibility of a wider range in
resource use.

The Seventy of Illnes Indec ws completed for each
patient in the study and appears to be a way to reflect more
accurately "like" resource usage. Once patients have ben
separated into seventy of illness groups, the range of
resource usage within each seventy group is much smaller
This will be analyzed further as the study sample increases

AP~ fl4 
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November 3, 1987

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, nursing home, skilled care
facility, or home simply by a lack of numbers. However, to
compound the problem, there is a lack of understanding on the
part of "representatives" of the people that the real shortage
is one of qualified end educated nurses. I was appalled to hear
from Representative Stark (D-CA) when I was in Washington twoweeks 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 and 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 theless 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 determinehealth care policy and therefore, politically it is prudent to
understand their needs now or very shortly these elderly will
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.

Sin4cerely,/

;Y" vonne Goredki1, RN,'P, MA
',Administrative Director, Patient Care Services
St. Joseph's Hospital & Health Center
Dickinson, ND 58601 (701.225.7205)
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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 talented, 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
absoIutely 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
o more creative use of fringe benefits to reward longevity

o nursing career ladders to keep nurses in patient care

o restructuring the work of nurses ar- other personnel to
result in more cost effective use of rirses in patient care.
This right 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

o oPFcrtunity for nurses to influence policies of hospitals,
inziuznc nurslnc activities. This would involve having
nurses on boards of trustees, as members of executive
comrittees of medical staff and hospital and other policy
making and planning bodies

I an enclosing a recent article of mine and have marked the
areas dedhing with the nursing shortage. I hope that this will
also be helpful. Many thanks for your support.

Sincerely,

Claire M. Faain
Dean and Professor
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VANDERBILT UNIVERSITY
NASHVILLE, TENNESSEE 37240 TELFPHONt (6r 5 322 7)11

school of Nurnng - Dire:t pAome 322 4.00

November 18, 1987

The Honorable Senator George Mitchell,
Chairman, Senate Finance Subcamittee on Health
Rocr 176
Russell Senate Office Building
Washington, DC 20510

Dear Senator Mitchell:

As the Dean of the School of Nursing at Vanderbilt University in Nash-

ville, TeInnessee, I want to express my concern to the Senate Finance Subcomruit-

tee on Health that a major portion of the long-term solution to the nursing

shortage can be found in the establishmnt of education grants for nurses and

non-nurses to attend school.

One source of these funds for nursing students would be to create equity

in the Graduate Mdical Education funds so that Medicare would fund graduate

nursing students at levels consistent with their funding of Medical students.

While I know that financing the education of nurses is not the primary

focus of the Senate Finance Subormittee on Health, it is the pivotal issue in

addressing the nursing shortage, which can tecth each and every one of us as we

nervd 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

become eligible for less and less assistance. The numbers of dependents which

an iriependent student may need to support are no longer included in the

estimate of need. Need is now calculated based on the student's prio"r year's

earnings as oposed to the estimated earnings of a person who is going to

school while working part-time.

These penalties for being an independent student are not in any way

offset by the new definitions of "Displaced Homemakers" or "Displaced Worker".

T be considered a "displaced hctnaakee' a student would need to have been cut

of the job market for a minimum of 5 years prior to the loss of support. A

"displaced worker' would need to have lost a job due to decline in eooxnoic

conditions.
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These are not conditions that are typical of potential nursing students.

Currently, the average age of our students at Vanderbilt University

School of Nursing is 34-35 years old. Our students are preianinantly female

with minor children.

Recent conversations with the National Student Nurses Association revealed

there is a nationwide trerd toward older students enrolling in nursing pro-

gram.

It seem unfortunate that, during a time when nurses are in such short

supply, thee would be a decrease in the availability of student aid for

higher education. While the impact of the cares in the definition of need

will not be as adverse for the traditional young college student, it may prove

devastating for Schools of Nursing which are attracting older students.

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 rove toward part-time study directly

reflects the already insufficient level of student aid.

Our experience at Vanderbilt University School of Nursir is that there is

broad interest in nursing as a career goal. What is not available are adequate

(or even minimal) sources for student aid. Our students are now mostly part-

time, ard 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 desvrately

needed. Cur program is full; we have a waiting list to enroll; and we have

received more thn i/, 000 irKlnuiries since Septerter of 1986.

I would implore this missionn to carefully include a system of adequate

financial aid for nursing students in any solutions it proposes to the nursing

shortage.

Thank you for your consideration.

Sincerely,

Colleen Conway-Welch, Pt D, CNM, FAAN
Professor and Dean, School of Nursing

cCW/sc

83-151 (140)


