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VANISHING NURSES: DIMINISHING CARE
WEDNESDAY, APRIL 6, 1988

U.S. SENATE,
SPECIAL COMMITTEE ON AGING,

Philadelphia, PA.
The committee met, pursuant to notice, at 9 a.m., at the James
Crumlish Ceremonial Courtroom, Philadelphia, PA, Senator John
Heinz presiding.
Present: Senator Heinz.
Staff present: Larry Atkins, minority staff director; Kimberly
Kasberg, research associate; and Madelyn Glist, communications
assistant.
OPENING STATEMENT BY SENATOR JOHN HEINZ, PRESIDING

Senator HEINZ. Good morning. My name is Senator John Heinz.
This is a hearing of the Special Committee on Aging of the United
States Senate. We welcome you one and all, and I want to say that
I particularly appreciate the witnesses that we have today coming
from both near and far. I look forward to your testimony, and I
want to start our hearing with an opening statement.
Recent nurse strikes in Los Angeles, New York and even Butler,
Pennsylvania are symptoms of a serious disease festering in our
Nation's health care delivery system. At the root of that illness is a
nurse shortage severe enough to begin endangering the lives of patients. Hospitals, nursing homes and home health agencies can't
find the nurses they need. The nursing staffs they have are being
stretched thinner and worked harder.
The signs of the nurse shortage are abundant. Over 80 percent of
hospitals and 57 percent of nursing homes have reported that they
can t fill their nursing positions. In 32 percent of the nursing
homes, there are not enough qualified nurses to even meet minimum standards. In just the last 4 years, vacancy rates in hospital
nursing posts have more than doubled. Today, the average hospital
is missing 11 percent, about 1 out of 9, of its nursing staff.
Patient care is suffering as a result. Hundreds of protest forms
filed by nurses with New York and Pennsylvania hospitals point
to
conditions unsafe for patients due to staffing shortages. They talk
about emergency rooms without enough staff to cope with multiple
emergencies; specialty wings staffed with inexperienced or untrained nurses; longer shifts or double shifts to stretch the nursing
staff further; shortened recovery time for patients in specialty
units; closed hospital beds and even postponed surgeries. The
result, among other things, are stress, frustration, mistakes, and
exhaustion. They are chasing nurses out of these settings and too
-(1)

2
often out of the profession and making it harder to attract new
nurses in.
The irony, of course, is that this nurse shortage comes at a time
when we have more nurses than ever before, and when the nursepatient ratio is double what it was 10 years ago. The problem is not
that we have fewer nurses-it is that we need more nurses. More
nurses are needed in hospitals to take care of a patient population
that stays for less time, but is sicker while it's there. More nurses
are needed in nursing homes and home health care agencies to
take care of the growing number of patients being discharged into
these settings, particularly when these patients are sicker than in
the past. More nurses are being used to perform nonmedical functions in the health field, like quality review and insurance claims
adjustment. And all of these various settings are competing for the
limited supply of nurses we have. With fewer and fewer students
choosing to enter the nursing profession, we face the potential for a
long-term shortage of nurses that would be very, very difficult to
correct.
The purpose of our hearing today is to give us an opportunity to
understand the causes of today's nursing shortage and discuss the
solutions that are possible.
This morning we have, as I pointed out, a number of witnesses.
We have a total of eight, two panels, and I'd like to ask the first
panel of Marie. W., Joann B., Dick Loughery, and Patricia Prescott
to please come forward.
Since we have two panels of witnesses, I'm going to urge our panelists to please keep their testimony to 5 minutes, if they can. That
way, there will be an opportunity for me to ask questions. We will
have to conclude this hearing pretty promptly at 11 o'clock, and I
will try and keep my questions as succinct as possible.
I would like to ask Marie W. if she would be our leadoff witness.
Marie.
STATEMENT OF MARIE W., R.N. CCRN, STAFF NURSE/CHARGE

NURSE, INTENSIVE CARE
to express my appreciation for being asked to
like
would
Ms. W. I
come and testify here today about something that is of very great
importance to myself and many of my colleagues, and that is the
effect of the nursing shortage on patient care in the acute care setting.
In my written statement, I've provided a scenario of what it is
that I do, and I won't go through the whole statement because it is
quite lengthy. The purpose of putting that in there is that what is
oftentimes the public image of what a nurse does is very different
from what a nurse really does do. So I would encourage people to
read through my statement to find out what it is that I do in an
intensive care setting.
Senator HEINZ. Without objection, your entire statement will be
a part of our record.
Ms. W. Thank you. The primary reasons that patients are hospitalized is to receive nursing care. Many of the tests, the treatments, the medical appointments, et cetera, these are not nursing
care, they can be done on an outpatient basis, so the only reason
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patients are in the hospital and are staying in the hospital is to
receive the nursing care that goes along with these other tests and
treatments.
What happens when there aren't enough nurses? First, nurses
establish priorities based on patients' physical needs, similar
to a
triaging system which is utilized in emergency rooms. Anything
that's life threatening gets taken care of first and then in descending priority. Oftentimes though, you don't have the time
do
those things in descending priority. You're just dealing withto the
life threatening problems.
What is not getting done? Let's consider the following:
One, monitoring patients as frequently as needed. For example,
patient who has had a head injury should be checked every hour,a
but may only be checked every 4 hours. During that time, significant problems can develop and treatment will be delayed which
could affect the patient's outcome; that is, further physical deterioration or even death.
Two, prevention of complications. This is a big focus of nursing
care. Not being able to turn patients as much as they need,
get
them out of bed, clean up body fluids that if left on the skin can
cause severe skin problems, changing dressings, IV lines and intravenous sites. Patients can develop life threatening infections if
these procedures are not performed as needed. And oftentimes they
develop infections with such superbugs that even the antibiotics
that we do have can't cure the infection.
Three, patient education on discharge. Patient education is
a
very big thing that nurses are trained to do, but unfortunately,also
you
don't get to do much of it at all. It would include
of the
patient's illness, what they are in the hospital for andaspects
why, ways to
identify medical problems, when to seek medical help, how to prevent a recurrence of a problem. Patients do not get much of this
from other medical staff, and now they're not getting it from the
nursing staff as well. Patients, then, out of ignorance will develop
medical problems again and need to be treated again and need to
be hospitalized again. This could be prevented.
Four, emotional support for the patient and the family. Studies
have shown over and over again that stress can have an adverse
effect on the duration and the severity of an illness. Nurses are so
busy dealing with the acute manifestations of illnesses, they have
little time to talk and provide emotional support for the patient
and the family.
Five, this is kind of a catchall category that I created to clear up
loose ends. It includes things like reading charts, checking consult
forms if they need to be filled out, recommendations, finding out
the different specialties that have consulted on the patient, evaluating the need for specific tests and treatment. One of the things
that I do as a nurse is to make sure that everything is done for the
benefit of the patient. I don't have time now to run and try and
check all these things, to look over charts, to see if these tests are
being run that need to be done, things like that. It's not really my
responsibility, but in the setting that I practice in, I often do this.
The end result when I do it is it prevents escalation of costs, helps
the patient and things like that. Now, we're not doing it, so it is
causing a lot of problems with patient care and costs.
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Much research has documented that if nurses have the time to
provide adequate nursing care, that patients get out of the hospital
faster, they are in a better state of wellness when they do leave,
they do not have as many long-term serious side effects from their
disease, and they have enough information to prevent further recurrence of their disease, or to minimize potential problems.
How bad is it? I would like to give two examples of problems
with providing safe nursing care in the intensive care unit.,
Problem number one: A nurse was assigned the care of two very
critically ill patients. Both of them had very unstable blood pressures. One patient had a very severe infection, his lungs weren't
functioning, so he was on a respirator. His liver wasn't functioning,
so he was slowly bleeding from many places because his liver
couldn't make the clotting factors necessary to stop him from
bleeding. He was receiving numerous blood transfusions, was on
three different potent kinds of medications to help raise his blood
pressure, which weren't working very well. His blood sugars had to
be checked every hour because they were either too high or too
low.
The other patient was also on two potent medications for his
blood pressure, which also weren't working too well. He was agitated and kept trying to pull his IVs out, the ones that contained the
blood pressure medications trying to stabilize him.
The patient's room was a pretty fair distance from the other patient's room, so the nurse had to run back and forth constantly,
check this one patient's blood pressure and run over here and do
something else with the other patient.
Each of these patients should have had one nurse each according
to the nursing care classification system used in the hospital to determine how many nurses are needed for each patient. There were
no other nurses who could help because they were as busy or more
busy than that nurse. No other nursing personnel such as orderlies
or aides were available. The head nurse was out of the unit.
Throughout the day in order to make a decision on what to do
next, the nurse had to decide who would suffer the most harm if a
certain task wasn't done, because it all needed to be done, but it
was impossible to get it all done.
Example number two: Nurse A was responsible for providing
care for two patients who were very critically ill. Nurse B was in
the same area of the unit. She also had two patients who were very
ill. And according to the classification system that I mentioned,
each of these patients should have had one nurse each. Nurse A
spent what little time she had, which wasn't much, taking care of
one of Nurse B's patients, because the other patient was so unstable for the first 5 hours of the shift that Nurse B couldn't leave
that patient's bedside.
Around 1:30 in the afternoon, Nurse A sent Nurse B out to the
nurse's lounge just to wolf down her lunch in about 10 minutes.
While Nurse B was at lunch, Nurse A had to put back a patient of
Nurse B's in a chair that this patient was tipping over. While she
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was doing that one of the EKG monitor alarms rang. It took a
couple of minutes to get this patient back into the chair, and Nurse
A then went to investigate whose alarm was ringing. It was the
other patient of Nurse B whose heart had stopped, and she had
stopped breathing.
At that time, Nurse A was the only person, nursing, or nonnursing, present within shouting distance. She had to scream for help
three times before anyone heard her. Needless to say, that patient
didn't survive.
Nurses are in very precarious positions from a legal and ethical
standpoint. They know it. That's one of the reasons that they're
leaving. Patients are suffering more complications, are in the hospital longer, are coming back more and more frequently, and possibly dying because nurses don't have the time to do what they have
the knowledge and skill to do.
Nurses will continue to leave the bedside if day after day they
are placed in situations where they know they are not able to provide adequate nursing care. They are getting burned out from
doing constant crisis-intervention type of nursing, and they are
constantly afraid of losing their license to practice, because they
know what they are not getting done and the potential for patient
injury.

One of the reasons I chose nursing as a career was that in whatever I chose to do, I wanted to make an impact on somebody's life.
I love the challenge and the opportunity that nursing provides me
to do that. I believe that the reasons for the nursing shortage have
been adequately analyzed and processed. I think it's time to go on
with trying to solve the problem and developing and implementing
long-term plans now.
I am listing several recommendations coming from the opinion
that if something isn't done to assist the nurse practicing at the
bedside, the shortage will only get worse. Any changes that are
made need to be long-term changes in the workplace where the
nurse practices nursing.
Recommendation number one: Increased salaries. At present in
the Philadelphia area, starting salaries are increasing fairly well;
but unfortunately, the gap between starting salaries and maximum
salaries is getting smaller and smaller.
I think you need to show the nurses who have put in time, experience, their own time to get education and certification, and you
need to reward them with higher salaries.
Recommendation number two: Staff nurses make life and death
decisions every day, yet they have little- or no say in the policies
and practices of the institution they work in as it affects the nurse
and the patient. It is long overdue for including staff nurses in all
levels of policy making and in decisions that affect their practice.
This would include flexible working hours, employee benefits,
working with support services to obtain more assistance in patient
care and many, many other things.
Number three is related to the second recommendation. A
change in administrative management styles and structure, the
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ttheories of shared governance and participatory managemiient
should be implemented. Staff nurses are great problem solvers if
they are only given the time and the resources and the proper
management support.
Give us a chance to show what we could do to make patient care
better. Thank you.
[The prepared statement of Marie W. follows:]
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TEXT OF TESTIMONY GIVEN TO SENATOR JOHN HEINZ
APRIL 6, 1988
BY MARIE W., RN, CCRN
STAFF NURSE/CHARGE NURSE INTENSIVE CARE

INTRODUCTION

I would like to express my appreciation for being asked to
testify today about a topic that is of great importance to me and many
of my collegues, the effect of the nursing shortage on patient care in
the acute care setting.
WHATDOES A NURSE DO
In order to fully understand what nursing care services are not
being provided due to lack of nurses, I would like to discuss what it
is that I do as a nurse taking care of patients In an Intensive care
unit. The following scenario is typical of an average workday in an
ICU when there Is enough registered nurses and enough support
personnel to assist the nurse In providing nursing care.
It is 7 AM in the ICU. I have just been assigned to provide care
for two patients, John and Arlen.
For the first
half hour of my shift, I receive report from the
nurse who provided care for John and Atlen for the last eight hours.
The nurse starts by relating each patient's medical history; what
their major physical problem is; all other medical and surgical
problems, resolved, and/or unresolved; what tests and treatments the
patients have received or will receive, and how they have responded to
these tests and treatments both physically and emotionally; any family
members that have visited or phoned, and how they are dealing with the
serious Illnesses of their family member; how we are providing the
basic human needs of air, water, nutrition to each patient; any
problems with the complex monitoring systems that we use each day, and.
any other pertinent Information I need that will Influence the nursing
care that I provide.
I then stop in to see 'each patient to make sure they are alive
and not in any acute distress, and let them know I will be back
shortly to Co a more complete exam.
Next I check to see what med ications and Intravenous fluid each
patient Is receiving and when they are scheduled to be given. I look
up any medications that I don't know, for I am responsible for knowing
how each medication works in the body, desired effects, possible
interactions with other medications and foods, and possible mild and
life-threatening complications that could develop. I prepare the
medications and intravenous fluids for each patient and administer
them throughout the day as scheduled.
I check any lab tests or other test that have been performed
recently to analyze the results, and if there are any abnormalities,
and report these to the doctor, and initiate any other nursing actions
that may be needed. For example, If a patient's blood glucose Is 10,
he could in.-edlately develop seizures and die. As soon as I find out
the lab results, I would administer intravenous glucose with or
without a doctor present, because the patient's life is In danger.
I walk into John's room, walk ever to the bed, reach out for his
hand and introduce myself. I then ask John how he was feeling, or how
his night was. During that Interaction with John, I am mentally
looking for and processing alot of verbal and non-verbal information I
am observing, such things as: how does John respond, or does he
respond at all; does he look comfortable, or does he appear restless
or agitated; Is he having trouble breathing; Is his forehead, or the
rest of his body sweaty; Is his skin color as it should be or Is it
pale, blue- or gray-tinged; what is the temperature of his hand and
how does the pulse feel in that hand, if it is there at all. This
interaction could take about 5 minutes or so. If there are any clues
that look abnormal to me at this point I very quickly try to identify
the cause of the abnormality in order to intervene to p-event further
more serious physical problems from developing. If ther. are no
Identifiable problems at this point, I then start a complete physical
exam of the patient being alert for any abnormalities or changes from
previous examinations. After completing the exam I check all the
equiptment in the room to make sure everything is in safe working
order, to prevent Injury to John, and to be prepared for any emergency
that might develop. Durieg this-time, I am also talking to John and
asking questions which will give me an Indication of how much John
knows aboit his Illness, all the tests he has received and will
receive, what treatments he has received and why we are doing them,
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what medications he Is receiving, why he is taking them, and what side
effects he may experience, how he is coping with his llness, and
being In an ICU, and how his family is coping. Last I tell him what he
hours, and how he can help If
can expect to happen over the next few.
he is well enough.
but
Next, I go Into Arlen's room and go through the same routine,
being alert for the subtle clinical signs of serious medical and
still
emotional problems.
After gathering all the information I mentioned, I then formulate
Incollaboration with
a plan of care for each patient for that day,
the physicians responsible for the medical care of the patients.
The rest of my shift consists of providing nursing care for my
patients, based on the definition that nursing is treating the
patient's total response to his illness, physical, psychological,
care
emotional, and spiritually. I start Implementing the plan of
mentioned earlier that will aid In each patient "etting well, adapting
to his illness, and preventing any fnrther complications that could
occur. I would Include plans for assisting John In changing his
position In bed frequently, to help prevent serious complications of
bed rest which Include bed sores, blood clots which can form in the
legs and travel to the lungs, and loss of function In his arms and
I would assist John in getting out of bed for the same reasons.
legs.
I would help John with breathing esercinse every one to two hours to
prevent him from developing pneumonia which could prolong John's stay
in the hospital for weeks, or could even cause his death.
All throughout the day as I perform the many skilled tasks that I
do, I am constantly monitoring each patient's condition for changes,
qgod or bad, and I initiate abpropriate treatment as needed.
Sometime durIng the day] I document everything I observed,
everything I did, and the patients responses to all the medical and
nursing interventions performed that day.
At 3 PM I give report on both patients, similar to the one I
received, but also Including my observations, what my plan of care
was, what actions I was able to initiate and what she could do to
continue with that plan. At 3:30 PM I leave the hospital, reflecting
on the busy day that I had, but generally satisf Ied that I was able to
utilize all my knowledge and skills to provide the kind of nursing
care to each of my patients that I can be proud of, and that makes me
glad that I chose nursing as a profession.
NURSING CARE WHENTHERE ISN'T ENOUGHNURSES
What happens when there aren't enough nu-ses? First nurses
establish priorities based on patients physic-l needs, similar to
triaging that Is utilized in emergency rooms. Anything life
threatening gets taken care of first. In many cases the nurse Is only
able to provide this level of care due to the acute illnesses of most
of the patients we treat. What Is not getting done? Consider the
following:
1.
has had
checked
develop

*

Monitoring the patients as frequently as needed- A patient who
a head Injury should be checked every hour but may only be
every four hours. During that time significant problems can
and treatment will be-delayed.

~~~~~/

2. Prevention of complications- Not being able to turn patients
as much as they need, get them out of bud, clean up body fluids that
if left on the skin can cause severe skin problems, changing
dressings, intravenous lines and Intravenous sites. Patients can
develop life threatening infections if these proceedures are not
performed as needed.
3. Patient education- on all aspects of the patient's Illness,
hospitalization, ways to identify medical problems, when to seek
medical help, how to prevent a recurrance of the problem. Patients do
not get much of this from most of the medical staff, and now they are
not getting it from the nursine staff as much as needed. Patients then
out of ignorance will develop medical problems again and need to be
treated again.
4. Emotional support for the patient and the family- Studies have
shown over and over again that stress can have an adverse effect on
the duration and the severity of an Illness. Nurses are 50 busy
dealing with the acute manifestations of illnesses, they have little
time to talk and provide emotional support for the patient and the
family
Much research has documented that if nurses have the
provide adequate mursiog care that patients get out of the
faster, are In a better state of wellness when they leave,
as many long-term serious side-effects from their disease,
enough information to prevent further reoccurance of their
to minimize potential problems.

time to
hospital
do not have
aid have
disease, or
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HOW BAD IS IT
I would like to give some examples of problems with providing
safe nursing care in intensive care units.
#1
A nurse was assigned the care of two critically ill patients.
Bathe of them had very unstable blood pressures. One patient had a
very severe Infection, his lungs weren't functioning , so he was on a
respirator, his liver wasn't functioning, so he was slowly bleeding
from many places because his liver couldn't make the clotting factors
necessary to stop him from bleeding, he received numerous blood
transfusions, was on three different potent medications to help raise
his blood pressure) which weren't working too well), his blood sugars
were being checked every hour because they were either too high or too
low,. The first patient was on two potent medications for his blood
pressure( which also weren't working well). He was agitated and tried
to pull his IVs out( the ones that were administering the blood
pressure medications.) This patient's room was a pretty fair distance
from the other patients requiring alot of running between rooms. Each
of these patients should have had one nurse each according to the
nursing care classification system used to determine how many nurses
are needed for each patient. There were no other nurses who could help
and no other nursing personnel available to assist this nurse.
Throughout the day In order to make a decision on what to do next, the
nurse had to decide who would suffer the most harm If a certain task
or test could not be done, because It all needed to be done, but it
was impossible to get it done.
02
A nurse(A) was responsible for providing care for two patients
who were very critically ill. Another nurse(B) was in the same area of
the unit also had two patients who were very ill. Nurse A spent part
of her time taking care of one of nurse B's patients, because the
other patient was so unstable for the first
five hours of the shift.
Nurse B went to the nurses lounge at 1:30 In the afternoon to wolf
down her lunch in ten minutes. While at lunch, Jurse A was putting one
of Nurse B's patients back in the chair she was tipping over, when the
EKG alarm for another patient started to alarm, and continued to alarm
for the two or three minutes it took to put t1- patient back Into the
chair. The nurse then checked to see who was alarmingit was Nurse
B's other patient, whose heart had stopped beating and she had stopped
breathing. At the time of the code Nurse A was the only body present
within shouting distance. She had to scream for help three tines
before anyone heard her. The patient never survived.
CONCLUSIONS
Nurses are In very precarious positions from a legal and ethical
standpoint-they know it-that's one of their reasons for leating.
Patients are suffering more complications, are In the hospital longer,
are coming back more frequently, and possibly dying because nurses
don't have the time to do what they know they have the knowledge and
skill to do, due to inadequate staff.
Nurses will continue to leave the bedside if day after day they
are placed in situations where they know they are not able to provide
adequate nursing care. They are getting burned out from doing constant
crisis-intervention type of nursing, and they are constantly afraid of
losing their licenses to practice, because they know what they can't
get done.
RECOMMENDATIONS
I am listing several recommendations, coming from the opinion
that if something isn't done to assist the nurse practicing at the
bedside, the shortage will only get worse. Any changes that are made
need to be long term changes in the way nurses practice nursing and in
the workplace where they practice nursing.
1. Salary increases: especially increase the small gap between
starting and maximum salaries. Also have some element of merit
increases based on performance, experience, and certification in a
specialty.
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2. Staff nurses make life and death decisions every day, yet they have
or no say in the policies and practices of the institution they
little
work in, as it affects the nurse. It is long overdue for including
staff nurses in all levels of policy making, and In decisions that
affect their practice. This would include flexible working hours,
employee benefits, working with support services to obtain more
assistance In patient care.
3. Related to the second recommendation- Change in administrative
management styles and structure- Shared goverance, participatory
management- Nurses are great problem solvers, If only giver, the time
and the resources, and the proper management support.
Thank you.
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Senator HEINZ. Marie, thank you very much. I particularly appreciate you and our next witness for being willing to come and
give us a view of what it's like in the trenches, and you have done
so, and I am deeply grateful to you.
Let me ask our next witness, Joann, to please proceed. Joann.
STATEMENT OF JOANN B., R.N.
Ms. JOANN B. My name is Joann. I've been a registered professional nurse for almost 12 years. In my current position as a staff
nurse in the IV Therapy Department, .I have the opportunity to
treat patients in all areas of the hospital. Although each patient
care unit lends itself to particular disease entities, a basic problem
is common to all-not enough nurses.
I'm sure everyone is aware that people are living longer and that
this is a result of advanced technology, treatments and complex
medications. But is everyone aware of the impact this has on the
registered nurse in the hospital setting? Approximately half of the
patients we care for are 60 years of age or over. We are seeing
them in acute phases of chronic illness; chronic lung disease, cardiovascular illness; renal failure, et cetera. These patients do not
have the stamina, the skin integrity or the immune system of individuals in their 30's or 40's. Therefore, they require more skilled
nursing care than ever before. Ten years ago a nurse could handle
10 to 12 patients. With today's spiral of technology, it can be difficult to care for 6 patients.
On a typical medical surgical unit, it is not uncommon for a
nurse to have the responsibility for as many as 10 patients. Obviously, in an 8-hour shift, a nurse cannot give each patient 1 hour of
her time. There is little time, if any, to assess a patient's condition,
read charts, make rounds with physicians, devise a plan of care to
include discharge preparation, let alone implement the plan. Time
for patient and family teaching is at a minimum. With the onset of
DRG's the emphasis is on decreasing the length of hospital stays.
We refer to this as "move'um in, move'um out." The nursing responsibilities as mentioned become crucial.
A good example of this is the newly diagnosed diabetic patient.
This individual needs nursing intervention. He needs the nurse to
calm his fears, to be assured that although his life style may be
somewhat changed, he can still be as productive as before. He
needs to understand his disease process and the potential complications of that process. He needs instruction in diet, how to administer insulin, how to monitor his blood sugar levels at home, and be
able to adjust his insulin dose accordingly. This is the responsibility
of the registered nurse. Without this nursing intervention, this patient will have subsequent hospital admissions.
With the current staffing shortage in hospitals, nurses revert to
"no frills" care. Nursing supervision tells us to do the best you can
with the staff available. The adrenalin flows, you quickly set your
priorities and keep plugging. Most often, you cannot provide the
quality of care you'd like to. You try to maintain safe standards.
In a recent discussion with a manager- of risk management, we
were told that if the nursing unit is short staffed on Monday, that
is not dangerous; it is exhaustive. Short again on Tuesday is still
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exhaustive. However, if you're short again on Wednesday, then it
can become dangerous. Further, that if you keep the IV's running,
give the necessary medications and tube feedings on a comatose patient, but are unable to give bedside physical therapy and the patient ends up with contractures, that isn't quality, but the patient
is alive, so that's safe. But we ask, did the patient suffer?
Nursing and Hospital Administrators are generally sympathetic
to the nursing shortage. They respond by hiring agency or per
diem nursing. We refer to this as rent-a-nurse, similar to rent-acar. The money required to pay these nurses and their respective
agencies is overwhelming. It cuts into already overextended budgets. These agencies are growing rapidly. More and more nurses are
joining them because they choose when and where they work for
anywhere between $22 to $30 per hour. More important, if they
have an overwhelming day today, they won't have to face it again
tomorrow. They are not members of the hospital nursing staff.
I would like to provide you with a few incidents that may further
illustrate what I have presented today.
Picture an emergency room with six critically ill intensive care
patients waiting for intensive care unit beds, which are at this
point unavailable. There are empty beds, but not enough nursing
staff available in those units to care for any more patients at that
time. Four of these patients are on special intravenous drips that
require vital signs to be taken every 5 to 10 minutes. Two of these
patients are on ventilators.
I'd like to add at this point that the four patients who were not
on ventilator beds were pushed into the hallway on portable monitors so that the nurses could see them as they ran by.
Seven patients with assorted problems are there waiting to be
admitted to beds on regular medical surgical units. Some have
been there since the day before.
One code is currently in progress, a patient who is in cardiac
arrest.
Two trauma patients are waiting to go to the operating room,
stab wounds, a gun shot.
A local psychiatric patient keeps coming into the emergency
room and has to be escorted out. She finally gets past security,
runs into a bathroom with a broken piece of glass, cuts her wrists
and is now being chased through the emergency room by the
guards with her blood dripping.
In the midst of all this, there is a line of physicians standing in
the center of the emergency room with their arms folded facing a
group of hospital administrators whose arms are also folded. It
looked like the stand off at the OK Corral. The physicians are demanding the emergency room be closed. The administrators are
saying, no. A nurse says "Don't just stand there with your arms
folded. Pitch in and help or go someplace else."
Another trauma rolls in, a child with head injuries. The physicians win, the emergency room is closed. It's 11 o'clock in the
morning.
There were only six nurses. How many vital signs could be
taken, how much documentation could be done, how many medications were given as ordered?

13
Now, picture an intensive care unit, 3 p.m. to 11 p.m. shift. There
are eight patients and five nurses. One nurse has two patients, one
of which should be a "one to one", but staffing doesn't permit.
We'll refer to that patient as Mrs. Smith. The other patient appears to be more stable. She had surgery that day. We'll call her
Mrs. Jones.
The nurse enters Mrs. Jones' room and hangs an IV antibiotic
and then returns to Mrs. Smith whose condition is deteriorating.
Mrs. Jones begins to flush, her heart rate goes up to 120, she is
having a reaction to the antibiotic, her alarm goes off making her
more frightened. She rings for her nurse, but the nurse is so involved with Mrs. Smith she doesn't see the light. Mrs. Jones begins
to cry out for help. The nurse hears her and runs into the room.
She quickly assesses the situation, discontinues the medication and
calls the physician. Mrs. Jones survived but suffered permanent
damage to her heart muscles.
A basic surgical unit, day shift.
Mr. Brown is a chronically ill cancer patient, back again after
many admissions. He asks the nurse to help him walk to the bathroom; he is too weak to go alone. The nurse asks if he can wait a
few minutes and then she'll be able to help him. Mr. Brown says
he can wait. The nurse has nine other patients. She prepares one
patient for the operating room, hangs a fresh intravenous on another. She helps another patient on and off the bedpan. She hears
a crash. Mr. Brown didn't wait any longer. He thought he would
try to go himself. He knows his nurse is busy. He fell, and in the
process dislocated his shoulder and fractured his hip.
The IV nurse team.
The IV therapy department has been cut back several times due
to budget restraints. Now there are only four nurses to cover 16
hours a day 7 days a week. Many times there is only one nurse for
an entire 8-hour shift. The team tries to maintain Center for Disease Control (CDC) standards and hospital protocol changing all peripheral IV sites every 72 hours to prevent phlebitis, infection, infiltration. But with an average of 150 IV's running per day on just
the medical surgical units, it's impossible. The team cannot change
all the IV sites and start new IV lines on the admissions, patients
having tests or surgery, or those needing blood transfusions or
chemotherapy. The team does its best, but many IV sites remain
unchanged, sometimes as long as 6 days instead of the 3 days as
recommended.
Thank you.
[The prepared statement of Joann B., R.N., follows:]
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by Joartn B., RN

I have been a Registered Professional Nurse
My name is Joann
In my current position as a staff nurse in
for almost 12 years.
I have the opportunity to-treat patients
the IV therapy department.
Although each patient care unit
in all areas of the hospital.
lends itself to particular disease entities: a basic problem is
common to all - not enough nurses.
I'm sure everyone is aware that people are living longer and that
this is a result of advanced technology, treatments and complex
But everyone is aware of the impact this has on the
medications.
Approximately, half of
Registered nurse in the hospital setting.
the patients we care for are 60 years of age and older. We
are seeing them in acute phases of chronic illness; chronic lung
These patients
disease, cardiovascular disease, renal failure etc..
do not have the stamina, the skin integrity or the immune system
Therefore they require
of individuals in their 30's or 40's.
Ten years ago a nurse
more skilled nursing care than ever before.
could handle 10-12 patients, with today's spiral of technologyit
can be difficult to care for 6 patients.
On a typical medical surgical unit it is not uncommon for a nurse
Obviously in
to have responsibility for as man=- as ten patients.
an 8 hour shift a nurse can not give each patient 1 hour of her time.
There is little time if any to assess a patients condition, read
charts, make rounds with physicians, devise a plan of care to include
Time for patient
discharge preparation, let alone implement that plan.
With the onset of DRG's the
and family teaching is at a minimum.
emphasis is on decreasing the length of hospital stays,(we refer
to this as "move 'um in move 'um. out), the nursing responsibilities
as mentioned become crucial.
A good example of this, is the newly diagnosed diabetic patient.
He needs the nurse to
This individual needs nursing intervention.
calm his fears, to be assured that although his life style may be
He needs
be as productive as before.
somewhat changed he can still
to understand his disease process and the potential complications
to
administer
how
in
diet,
We needs instrution
of that process.
insulin, how to monitor his blood sugar levels at hame, and
This is the
be able to adjust his insulin dose accordingly.
Without this nursing
resoonsibility of the Registered. nuirse.
intervention this patient will have subsequent hospital admission.,.
With the current staffingt shortage in "ocpital, nurses revert to
Nursin.: sanoerviston tells Is to do the beat Sat
"n"o frills" care.
Th e adrenalin flows, you oQickly set
can with tha staff available.
Most 'ten you cannot rovida
your priorities and keep plurggin.
'- n maintain "safe" ctnr.da-ds.
y,you
aof cure you'd like
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exhaustive, however, if yaur are snort agai on Wednesday, then it
Further that if you keep the IV's running,
can become dangerous.
give the necessary medications and tube feedings on a conatose
patient, but are unable to give bedside physical therapy and the
patient ends up with contractores, that isn't cujaltiy bult the patient
But we as, did the patient suffer?
is alive so that's safe.
Nursing and Hospital Administrators are generally sympathic to the
They respor.d by hiring agency or perdiem nursing
nursing shortage.
The
We refer to this as "rent an nurse", similare to rent-a-car.
money required to pay these nurses and their respective agencies
These
It cuts into already over extended budgets.
is overwhelaing.
More and more nurses are joining them,
agencies are growing rapidly.
between
anywhere
for
work
they
where
and
when
choose
they
because
$22.00 to $30.00 per hour.. MOre important, if they have an overwhelming
They are
day today, they won't have to face ti again tommorrow.
not members of the hospital nursing staff.
I would like to provide you with a few incidents that may further
illustrate what I have presented today.
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Picture an emergency room with:
6 critically ill intensive care patients waiting for intensive care
unit beds, which are at this point unavailable. (There are
empty beds - but not enough nursing staff available in those units
to care for anymore patients at that time). 4 of these patients
are on special intravenous drips that require vital sighs to be taken
every five to ten minutes, two of these patients are on ventilators.
7 patients with assorted problems are ther-e ,waiting to be admitted
to beds on regular medical surgical.unIts - some have been ther since
the day before.
1 code is currently in progress - a patient who is in cardiac arrest.
2 trauma patients waiting to go to the operating room, stab wounds, a
gun shot.
A local psychiatric patient keeps coming into the emergency room
and has to be escorted out. She finally gets past security, runs
into a bathroom with a broken piece of glass, cuts her wrist and
is now being chased through the emergency room by the guards with
her blood dripping.
In the midst of all this there is a line of physicians standing in
the center of the emergency roo nith there arms folded, it looked
like the stand off at the "OK corral." The Physicians are demandin
the emergency room be closed the administrators are saving no. A
nurse says "don't just stand there with your arms folded nitch in
and help or go someplace else."
Another trauma rolls in, a
win, the emergency room is
There were mnl; 6 nurses.
much documentation could be
as ordered?

child w-ith head Inluries.
clc3ed.
It's
11:00 in th:ow many vital siqns col:d
done, how many medications

The physicians
momnin
be taken, how
were given

Now picture an intensive care unit 3pm to 11pm shift. There are
8 patients and 5 nurces.
One nurse has 2 natients, one of which
should be a "one to one" but staffing doesn't permit, we'll refer
to that patient as Mrs..Sith. The other patient appears to be more
stable she had surgery that day, we'll call her Mrs. Jones. The
nurse enters Mrs. Jones room and hangs an IV antibiotic then returns
to Mrs. Smith whose condition is deteriorating. Mrs. Jones berin
to flush. her heart rate ronesuD to 120, she is having a reactton5
to the antibiotic, her alarm goes off making her more frightening
she rings for her nurse, but the nurse is so involved with Mrs. Smith
she doesn't see the light. Mrs. Jones begins to cry out for help.
The nurse hears her and runs into the room. She quickly accesses
the situation, discontinues the medication and calls the physician.
Mrs. Jones survived but suffered permanent damage to her heart muscles.
A basic surgical unit - day shift

-

Mr "Brown" is chronically ill cancer patient, back again after many
admissions. He asks the nurse to help him walk to the bathroom,
he is too weak to go alone. The nurse asks if he can wait a few
minutes and then she'll be able to help him. Mr. Brown says he can
wait. 'The nurse has 9 other patients. She prepares one patient
for the operating room, hangs a fresh intravenous on another. She'
helps another patient on and off the bedpan, she hears a crash.
Mr. grown didn't wait any longer he though he would try to go himself, he knows hir nurse is busy.
He fell, and in-the process dislocated his shoulder and fractured his hip.
The IV nurse team:
The IV therapy department has been cut back several times due to
budget restraints. Now thereare only four nurses to cover 16 hours
a day, 7 days a week. Many times therMis only one nurse for an entire
8 hour shift. The team tries to maintain Center for Disease Control
(CDC) standards and hospital protocal changing all peripheral IV'
sites every 72 hours to prevent phlebitiS, infection, infiltration.
But with an average of 150 IV's running per day on Just the medicalsurgical units it's impossible. The team cannot change all the IV
sites, and start new IV lines on the admissions, patients having
tests or surgery, or those needing blood transfussions or chemotherapy.
The team does it's best, but many Il sites remain unchanged, some±imesas long as 6 days instead of the 3 days as recommended.
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Senator HEINZ. Thank you, Joann.
That sounds like a very tough day at the office. Thank you for
those insights. I will have questions for both you and Marie in a
few minutes, but I want to hear from the rest of our first panel.
. Dick Loughery is special assistant to the Secretary of Health and
Human Services. And Dick, please proceed.
STATEMENT OF RICHARD LOUGHERY, SPECIAL ASSISTANT TO
THE SECRETARY, DEPARTMENT OF HEALTH AND HUMAN
SERVICES
Mr. LOUGHERY. My name is Richard Loughery. From 1946 until
1985, I worked in the private sector in the field of hospital management. In January 1986 when Secretary Otis Bowen came to Washington, he asked me to join his staff as a special assistant. Since
the mid-1980's, I have been hearing from many of my former colleagues all across the country who were noting the difficulty of
nurse staffing in their hospitals. Some previously published national reports stated that all things being equal, there would be an
ever-increasing number of nurses up until the year 2000. Thus,
many people would not accept the concern of nursing employers
that vacancies seem to be increasing and harder to fill than in past
years.
Investigations show that all things were not equal, and there
were primary reasons for the situation.
One was the supply of new graduates from the schools of nursing
is reducing in numbers; and second, the number of nurses needed
to take care of hospital patients has increased markedly for several
years.
There are several other reasons which exacerbate these two
prime factors. I'd like to take this opportunity to bring you up to
date on where the department stands in addressing these issues.
Senator HEINZ. Dick, if I might interrupt at this point.
Mr. LOUGHERY. Yes, sir.
Senator HEINZ. It was your idea that the Secretary form a Commission on Nursing; is that not right?
Mr. LOUGHERY. Yes, sir.
Senator HEINZ. And you are very involved with that Commission,
you are looking into that question, and you anticipate making a
report later this year?
Mr. LOUGHERY. Yes, sir. It would be an interim report in May
and a final in December.
Senator HEINZ. Very well, I just wanted to get that clear on the
record. Thank you. Please proceed.
Mr. LOUGHERY. Since some observers believe that Federal health
care financing policies, particularly prospective payment in hospitals, have an impact on the nursing situation, the Secretary has
asked that our two major agencies, HCFA and Public Health Service, need to examine the relationships between Medicare reimbursement and the nursing shortage.
The department will continue the nursing student loan program
which provides loans at reduced interest rates for nursing students
who have great financial need.
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In August we redistributed $10 million to new and existing
schools in need of additional loan capital. In total there's $18
million available for student loans.
The department also will continue to conduct research and
collect data on nursing issues. For example, the National Center
on
Nursing Research, which is the newest institute at NIH, sponsored
a national invitational workshop on the nursing shortage this
February, and is sponsoring another survey this year of all registered
nurses.
In addition, the Health Care Financing Administration
funded the studies which examine the relationship between has
nursing care requirements and the Medicare payment system.
As a final point, and of great significance, the Secretary did
convene a group of national nurse leaders and employers last September. The consensus was that there needed to be a study made
reason for the shortage and recommendations which would of the
lead to
the correction of the problems. They additionally agreed that
the
implementation should be a public/private responsibility. Thereafter, the Secretary formed the Commission with public and
membership to provide advice and recommendations. The private
tary's Commission meets in Washington every month, hasSecreheld
hearings in Chicago, San Francisco, and yesterday in New Orleans.
The Commission has yet to provide the Secretary
the preliminary report on the issues, and the department haswith
not
had the
opportunity to review the findings. Upon receipt of the Commission's preliminary report sometime in May, we will evaluate
the
findings and any recommendations.
We certainly appreciate the Congress' interest in this
However, we do caution against seeking a simple solution area.
to
a
very,
very complex issue. Thank you.
Senator HEINZ. Thank you, very much, Mr. Loughery. We appreciate-were you in New Orleans yesterday?
Mr. LOUGHERY. No, sir. I was trying to get here and missed
my
train.
Senator HEINZ. Thank you for coming, and I'm sorry you missed
your train. From Washington or from New Orleans?
Mr. LOUGHERY. No. From Washington, oddly enough.
[The prepared statement of Mr. Loughery follows:]
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Senator HEINZ. Our last witness on this panel is Patricia Prescott. Patricia is a nurse educator from the University of Maryland.
Patricia, please proceed.
STATEMENT OF PATRICIA PRESCOTT, BSN, PH.D., UNIVERSITY
HOSPITAL, UNIVERSITY OF MARYLAND
Ms. PRESCOrr. Thank you.
Nursing shortages are a cyclic and chronic problem. Data suggest
the current shortage is much the same as that in the early 1980's
except for one critical difference, falling nursing school enrollments. Enrollments have been decreasing since 1983-84, and these
declines, 5.3 percent in 1984, 8.1 percent in 1985, 11.1 percent in
1987, are expected to accelerate in the foreseeable future.
Falling enrollments and declining ability levels of those entering
nursing indicate there will be substantially fewer nurses and they
will have less rather than more ability than do those in the existing pool.
In the present situation, we are moving toward a dynamic labor
market shortage where the falling enrollments, if they continue,
will produce an imbalance in supply and demand.
There are two types of shortage, equilibrium and dynamic, and
nursing has experienced both. Equilibrium shortages, such as we
experienced in 1980, result when nurse labor markets are not fully
competitive; that is, they are oligopsonistic. In oligopsonistic markets, a few employers, in this case hospitals, dominate the market,
and wages do not freely rise to balance supply and demand. Employers often want a greater supply of nurses than prevailing
wages will purchase.
Although economic theory suggests different responses toward
different types of shortage, the Federal posture toward nursing
shortages has been the same regardless of whether the shortage
was of the dynamic or equilibrium type. Efforts to address the
problem have been through money to subsidize nursing education
with the intent of increasing the supply of nurses entering the
labor market.
While nursing education is in need of Federal support to increase
the proportion of basic practitioners prepared at the Baccalaureate
level and increase the percentage of nurses with graduate education, subsidizing basic nursing education has not solved shortage
problems in the past. In fact, when the shortage is primarily of an
equilibrium type with artificially constricted salary levels, a focus
on increasing the supply may actually make the problem worse by
further suppressing wages, which in a properly functioning market
would rise to attract new recruits to the occupation.
To correct equilibrium shortages, wages must be allowed to rise
freely to balance supply and demand. To correct dynamic shortages, such as the one that may be developing as a result of falling
enrollments, wages also must rise so that nursing is an attractive
occupational choice relative to other' options. With the declining
pool of 18-year-olds and the ever-increasing number of attractive
career options open to young people today in business, computer
technology, law and medicine, the economic and psychic rewards of
nursing will have to increase dramatically if we are to have an
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adequate supply of nurses prepared to function in the technologically complex health care system.
Federal policies which encourage hospitals, as the dominant employers of 70 percent of the Registered nurses, to increase the economic and psychic rewards for nurses are needed. Rather than address the shortage primarily through the educational system, policies directly influencing the hospital labor market are needed.
Given the concerns for cost containment, hospitals must be encouraged to internally reallocate resources.
At the present, many hospitals continue to lump nursing costs
together with other costs in a room and board rate; and consequently, they have no clear understanding of how much nursing
even costs. Identifying nursing costs as distinct from the room and
board cost of hospitals is a needed step so that hospitals can institute variable billing for nursing services, and payors can identify
the nursing care component in reimbursable services.
HCFA should be encouraged to require hospitals to collect and
report data on nursing intensity and hours of nursing care delivered so that a national data base to establish nursing care costs
can be developed. Identifying the true costs of nursing should lead
to more efficient use of nurses in hospitals.
Encouraging hospitals to develop differentiated wage structures
which reward nurses based on education and experience, and staffing patterns which use and pay nurses based on their level of practice, would address both the economic and psychic rewards for
nursing. Major role restructuring of nursing within hospitals, with
economic incentives attached to that restructuring is badly needed.
Today the differential between a beginning and an experienced
nurse-remains very thin, with staff nurses in practice 5 years or
less averaging approximately $22,000 per year and nurses with 6 to
10 years experience averaging $25,000 a year and gaining very
little thereafter.
Partial funding for these changes can be found by making the indirect costs associated with nursing educational programs eligible
for Medicare passthrough support. At this time, indirect costs are
allowed for medical but not for nursing education. While the total
amount of Medicare passthrough support for nursing education is
essentially unknown, it is thought to be approximately in the $200
to $300 million range.
According to the Congressional Budget Office, in fiscal 1987 medical education received $1.1 billion in direct and indirect subsidy.
Given that the Nation has an established physician surplus and
that nursing is moving toward a serious dynamic shortage, a more
equitable distribution of passthrough moneys in support of nursing
is warranted. Such moneys should be used to support graduate
nursing education and to encourage a differentiated wage structure
tied to education and experience and designed to increase hospital
retention of nurses. Supporting nursing at the level of the hospital
as well as through subsidy of nursing education will help correct
problems in the delivery system which contribute to nursing shortages. In particular, use of Medicare Passthrough funds to encourage a differentiated wage structure will help assure that nurses
with 10 years experience earn more than the new graduate.
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Future trends point to an aging population with
complex health care needs. The technology of care and increasingly
specialization are also increasing. Today's general hospitals are its
the intensive care areas of 20 years ago, and the acuity level like
of
patients
in nursing homes now approximates that previously seen in
tals. Data indicate that the number of intensive care days is hospion the,
increase while the number of routine care days is declining.
To competently meet future patient care needs,
require
more and better focused education. In many acute nurses
care
settings,
nurses' aides and licensed practical nurses are not utilized because
they do not have the skills needed. Currently many
are
being encouraged to seek the additional education neededLPN's
to
obtain
registered nurse licensure. Federal support for such programs
is
needed until existing practitioners are upgraded.
However, retraining is more costly and less efficient than is
initial training at entry level, and Federal support, especially
for
minorities, to enter nursing at the registered nurse level is
needed.
Currently approximately 8 percent of Registered nurses are minorities, predominantly black, and 18 percent of LPN's are from
ity groups. Federal support for minorities to enter nursing asminorregistered nurses will help prevent them from being sidelined into
nonpromotable positions at the bottom of wage scales.
In closing, the existing pool of nurses is on the decline. The average age of licensed registered nurses is 39 years, and within
next 20 years, a large number of these nurses can be expected the
retire. At this time, the number of new recruits entering nursing to
is
decreasing in number and ability. Unless substantial changes
with
long-range impact on wages and working conditions are
made to
make nursing attractive in comparison with other occupational
choices, there will be fewer nurses to care for an aging population
with increasingly complex health care needs.
I'd like to add a more personal observation. For years hospitals
have treated nurses much like disposable supplies rather
than like
a valuable resource to be developed and nurtured. Nurses
been underpaid, overworked, and their contribution to patient have
has been devalued. Hospitals have used up nurses replacing care
burntout staff with bright new recruits each year. Nurses have tolerated
these conditions in large part because they had few alternative
options. That's no longer true. And to meaningfully
the roots
of the nursing shortage, hospitals have to decide address
it's time to stop
abusing nurses.
[The prepared statement of Patricia Prescott follows:]
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aimed at seriont long-range
so he majo jpb dissti.s
tolaons
facions Cliin0at ldd- are o papalor enopleK
of hat is oten
a cosmec ehange. The clinial ladder is designed to eccooeage
nones so stay in dinical noning by pnoviding protniontl
npptonikis to mwood clinical speikne-e sod/onadcncand ado
ation. Unfortanately, in mony statioot adesn.eeent op she
rongs of sheladder ohen m-e-s that the
hnnx
is hed nspnsihbke
kr moe _ork which is not reoded wih meaningfal salary
inenoas. Today shedilferential between a bginnieg sod so
c.periened none remains ory slim, mih stafr nones in peasie S peon or lessacraging oppm-imatdy $220011
per yar.
and nores wth 6 to 10 yeon' noperieneeaerging 125.000and
gaining ittl the-rafier ("Nuning Pay.' 1985).
Many of the ohe- actons taken by hosphialsto now wnl hltc
none shorage .asally makr the pebhim mono l'rltapc the
heos -oamph of this is what hashecn teemed shenegatie stolftog
eye. This caiss -hen by ehoic or necess-iya hospital attempts
so fnction as osad in shefaee of o horage of none. to this sinion she enistig saff momb-n moth harde, lnogngacd more
oft.n and ar responsible foe mo e; this Iods to sh.t has been
dabbed "boe-t" which is torn codsso t-o-ee among the
pema-nen slf me-thert (P-wn , Dennis, C si.a & lawns,
1985). This pne d--aneesina ssodily domomandspiral ntil
she hospital finds itef no longer able to attact eon oekers.
Cating s-pper saff membert "floaing" none- to otiee areas
of the hospita, and failing o dos beds or wh-nrise, ed-e
dnmand foe soring enics are other nampplsof actions that
may octoolly worsn ihe nuting shorage at an instit.tional
evd. Is general, a
ehon-r-ge
steoegins tha inre.ase tieands on
sistieg sta membes coopld wih acions dlta toId dttmn
woges of the poe-mnent staff membens .o.ld seent to monk
against any long-term seotion to shotages at the hs~titlh kev.
Before disessing this point frhee on might fi-n
oitte thte
ecu s none ho-sge and comparing it mih that noperi-ced itt
the lae 1970,
Ond cody 1980s.
The Current Shortage Versus The Past
Supply

In compa-ing thn supply of nurx in togsmith tha ttf 1980
and 1978 it it d-ear tht the number f nons has gtwo and
that ihe n.... sopply has gnown faser than hasthe gottenal ptit.
loion (Aiken, 1987) (soc Table 1). The ontbrrn ,t -nrtrs
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7.5%in 1985) hav begun to intlucec l
e Aed2.5 perCe it 1985'1986. the=rdudng, wtidh d
dataenitare
;copeetnO to aenvlerate lih(ho nearfuture (Ratec
bk~d,
2985).
During the perid of ndeed appon(or nunaig adaattn.
nOne ontimoots oead atediily Now withdedino inthe
ubidit for, noning dduvno., it i. likdy that none
fderal
nniie to oah eorhet Corne,at Ia
ntlieenttm i he morn
ens deniniog in perinda of smalloinry gmOwd
aly, tith or
and akerating in pvrindsOfrelativey iargr salary inervasa i1t
1980 and 1981,mte thy anne hrtage mat prletld at Icing
ante in hokais, salariesittcrasd snbtstantally, ar mpared
o tit onrnahsemoo in rite 19700(Aiken 1982. 1987). These
inerrat me- elno1endby inerc-ses in (hr 1982-1983 trtllervs, whichtapend of at the salary ienaxsesslntd ill It
19d3t0198 peiod.
The hionrinal vend of a atendily inrating sapply o vorte
geming worn rapidly thao the populuion pnobhbly is aver.
E.l[n...e data uggeathat the nopply of -e nones it in a
far
modesly dedniniogajtory nod n he enprtd -otinon
as kna the nest fior or five yar as the smallerdates mark
thdr may throogh thn educatinal systrm and rmtr the lahbr
market.

D'mrand
letrrpr-tng availa-hedata abhut the demand far nu..s is
mare difficul than vnalnatig theanne supply heeaus there is
lessrliability and naidity of the data and their mvi nivg are Ist
iereics
iR gentrally Icacear Dnmaad fCa haspital ruting
sand in wvms nf nac
psitinns-a measurethat is In than
market canditians
idal. V-anacis may he arifact. ny-trited
rathr than (me indinatan OfIenu- drmand elative t supply.
H.plhals ar nat disinteested parit in the definina OfInrnc
sopply and dnoand becane thy benefit fr-m palicit that make
saficie numben Ofvanes available at risingmwagr rats ;and
hospitals may optesstheir dnti-no needfeecarter ratheethan
"demand" in the ne.onmic sce by erponing vacuct pasuitna
fer mhinh they hate an available fonda (a is (hr ease whee
vacai).
Thse factare
yfman pesitins" ave vpared
influence the stateet Of nane dnmand whkh may he an
andnenstt.ut or ovrenstimate; vacancy statistct musthe inerpreted cannusly.
Nune v.ancy ratna peaked in the eary 19O- mhnn hopitolo
repine
aefi da more than 23 vacaveirs pee 100 budg-te
c
poitinn. In rspans, sal-ries rasv rapidly (twice af 1 att dil
thane of teach-e and femak pnOf.ssinnal nr tnehvieal and kilt
deed marken) and thy supply of nones innc-eard at bheh bher
fiore pariciptdion ad nuning shboal rnvlmenvts increasn
(Aiken. 1982). During rho 1970is ages fIl behind comparahr
genaps as vii as tIe rate Of inflaion and by the end f thedenate hesphaa again -encnpoating nacanc catcs in hr range df
13 penen. The cylde rpeated itslf, wih saaIie rising reli-ve
bmreo- 1980 and 192dand vacancy rates
ta nthrr neenpadonet
dacinivg a appo.imar-Iy 8 percen. Hcginnieg in 1982 tIl
cntitloing in 1983. demand foe nursng seicr mat curtailed ill
panby Ihe gvveral ecoenmie dnmt.r.nfd that perirel nod it, l
by mite appe-n tn hav- been utticipati.n by the hotpitor t hlf
IFichurv-ent
Fren 1911:-ttril
littancial iapact oprospective
1986 mhry increasen even Ia (under 57e) (''DRC's Slyt;ie
Wngn 1987), and vancy rates rmained lam un6t 1986ohten
they incesd to 13 p-eem-the same Intel eported a dre-ad
ago (AHA, 1987). The i-ncrad dnmsnd for nones anprent
by the currnt 13 pvent vacancy rate may he in par the resol
o ahstitotin of Rngisvrnd N.n-s far otber ienr skilled perand a phenaomenon
shut -nonmheothe maps of Registered
Nan, avelow re1larn sathc wage of LPNs and Aida (Aiken.
euing Regia-eed Nanes ina vari'
1982). Hospisdsmay ala ho
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Senator HEINZ. Patricia, thank you very much.
I must say that you've all painted-those of you who are from
the nursing profession particularly-have painted quite a startling,
to me shocking and alarming picture. Alarming for many reasons.
One reason is that you, Marie, and you, Joann, have seen and testified to the practical consequences in everyday life of being short
staffed where nurses are concerned. And although you have given
us examples from your own specific experience, I suspect that
where there are nursing shortages, and the national statistics
show, that there are, the consequences are not at all dissimilar
from what you have described. Those consequences are not only
dangerous but can, be life-threatening and even fatal.
Patricia, what you have testified to is an overview of some of the
roots and sources of the problem, which if not attended to, will
create even worse problems as more nurses leave the profession.
And certainly, it's true that there are many more options open to
women of all ages today who are seeking professional opportunities, than there were 10 or even 8 years ago in 1980.
My question to the Department of Health and Human Services
and to Dick Loughery is this: First, do you generally perceive the
consequences of the nurse shortage to be significant and serious
and to have the grounds of very adverse or potentially very adverse
impact on patients as has just been testified to?
Mr. LOUGHERY. With no question.
Senator HEINZ. With no question. I commend you for being not
only farsighted but clear-eyed, Dick.
Mr. LOUGHERY. I have two daughters and a daughter-in-law who
are nurses. I've also had a cardiac catheterization and coronary
artery bypass graft and a couple of other illnesses. So I've both provided the profession some recruits as well as using them.
Senator HEINZ. You have not only put fresh people in the trenches, you have been operated on in the trenches.
Mr. LOUGHERY. Right.
Senator HEINZ. Now, Patricia indicated that there is a difference
between, this nursing shortage and the other kind of shortage, the
one that existed previously. She made the distinction between a dynamic shortage and an equilibrium shortage, and I'm particularly
trying to recall my Economics 10 and 20 to recollect the difference
between those two. But as she described the equilibrium shortage,
the main question there was the provision of adequate wages by a
fairly tightly organized hospital community. She says that we're in
a dynamic shortage today-although, Dick, I must tell you I'm not
quite clear on what the definition of a dynamic shortage is-but
would you generally agree that this is a different kind of shortage?
Mr. LOUGHERY. Yes. I won't argue the economic terms, because I
had a heck of a time with 101. But I think what Ms. Prescott is
saying is that what I would call task compression, and that is pushing more work off onto nurses, as my colleagues and former colleagues and hospital administrators have cut staff. They've cut the
housekeeping staff and the other support services and have pushed
those jobs onto nurses, who are at the same time confronted with
the same things that these ladies have recited of more work with
sicker patients, and at the same time having to be smarter with
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the technology. All of these are horrendous portions pushing on
fewer people.
Senator HEINZ. Now, explain a little bit more where these chores
are being pushed from.
Mr. LOUGHERY. Well, as one gets near the caps of the DRG's, the
diagnostic-the diagnostic related groups of Medicare patients, and
as they inherit by virtue of good art and science more and more
Medicare patients, because the elderly population is growing, the
economics of keeping the institutionalized become more acute.
Senator HEINZ. I just want to be clear on something. We all understand the impact of a graying America and DRG's. We understand the DRG's compresses the amount of time the patient is
going to be in a given health care setting, in this case a hospital,
and that that patient is going to be in a relatively sicker mode
partly because of age, partly because we're much more careful
about the admissions, and we understand that that means that the
nursing is going to be much more intense.
Mr. LOUGHERY. Right.
Senator HEINZ. Or demanding. That's one factor, and that has
been well understood. The other comment you made that I want to
be clear about is that certain tasks that had been performed by
somebody else are now being performed by the RN.
Mr. LOUGHERY. Yes, sir.
Senator HEINZ. Who were the somebody elses?
Mr. LOUGHERY. Housekeeping, dietary, central service, all of the
so-called support departments.
Senator HEINZ. And they are performed by the RN because hospital administrators are making those decisions, or is it justifiably
happening?
Mr. LOUGHERY. No. It's not just happening. It's because they
have to cut expense in order to stay within the DRG caps. You're
familiar with that?
Senator HEINZ. Oh, yes.
Mr. LOUGHERY. So-Senator HEINZ. Are you familiar with the term sicker and
quicker?
Mr. LOUGHERY. Indeed. We both read the same green sheet, I
think.
Senator HEINZ. I claim authorship of those.
Mr. LOUGHERY. That's great.
Senator HEINZ. I don't claim authorship of them individually,
however.
Mr. LOUGHERY. But in an effort to stay within the economic limitations, support staff is being cut, and their responsibilities are
being shoved off.
Senator HEINZ. Let me ask Marie and Joann. In your testimony
you described how both of you were or saw other nurses perform a
variety of functions. The ones you described seem to me-because
I'm an untutored observer perhaps-not to be so much support
functions as absolutely essential functions. There just weren't
enough nurses in intensive care or critical care or doing IV therapy. But is what Mr. Loughery testified to, have you seen support
tasks of the kind that he has indicated being put on you or your
colleagues, Marie?

35
Ms. W. I have two examples. An institution recently-within the
city of Philadelphia, three institutions have laid off support personnel in order to decrease their budget because of the money that
they are not getting from the DRG system. What they do is cut
housekeeping and dietary and stuff like that.
In one institution the nurses were asked to start sorting laundry,
heavy laundry which would include pillows, towels and blankets,
put that in one receptacle, and put the sheets and the light stuff in
another. And that's because they had to lay off some housekeeping
staff and some people that were doing the linen. In that institution
the nurses refused to do it, because they all stuck together. But
these are the kind of things they were being asked to do.
We're being asked to give out dietary trays. We are being asked
to take orders for things. Where there used to be clerks and dietary
people to do this, we are now doing that in addition to the care
that we're supposed to be giving.
Senator HEINZ. Joann, what are you seeing?
Ms. JOANN B. I guess I can add a little to what Marie had to say.
Nursing has always been-can I phrase this-we could do everybody's job, but nobody could do ours. So as the cutbacks have come
in and the ancillary staff has been cut back, we just automatically
have to pick these tasks up. Someone has to do them, and who
better to do them than the nurse? You know, she can do it. Let her
do it.
We run all of the errands, run to the labs, run to the blood bank.
The big thing that I'm dealing with now is wiping up the floor, because there's not enough housekeeping people. So if there's vomit
on the floor or some other product, we have to wipe up the floor.
Then the housekeeper will mop the floor.
When we have an emergency with a patient and there are packages and containers all over the room, I mean, it just looks like a
cyclone went through, we have to completely clean the entire
room, and then the housekeeper will come in and mop the floor.
Senator HEINZ. Now, is that a significant change from, say, as
little as 5 years ago?
Ms. JOANN B. Oh, definitely.
Senator HEINZ. Would you say that adds 10 percent or 20 percent
more to your duties and time, or is it more or less than that?
Ms. JOANN B. Absolutely. And it takes an hour to clean up a
room after a medical emergency for the nurse, approximately an
hour.
Senator HEINZ. Patricia, do you have any insights on this issue to
the extent to which nurses are now being required to perform tasks
that were performed by lower level personnel before?
Ms. PREscorr. Yes. I think from an economic viewpoint, the substitution of registered nurses for other workers is characteristic of
what you see in a market where wages are very depressed, and the
registered nurse relatively is a bargain compared to the people
she's replacing. She's a much more versatile employee, so you see a
downward substitution going on in hospitals.
There is also some data that suggests the registered nurse time is
so taken up with the support of other departments in the hospital
that as little as 25 percent of the nurse's time is spent delivering
direct nursing care to patients.
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Senator HEINZ. We all know that the salaries of nurses are very
compressed. What's the interim salary for a nurse in a typical
market area compared to the total employment cost of a nurse
compared to the total employment cost of some of the support
people who are being laid off? Can you make a comparison there?
Is it $22,000 versus $17,000? I have no idea.
Ms. PREscorr. I don't have the current LPN starting salary figures in my head, so I can't give it to you, but it is much narrower
than it has been in other eras.
Senator HEINZ. A comment on that?
Mr. LOUGHERY. Yes, sir. I think it's kind of a national figure. It's
comparing youngsters starting in four different careers, advertising, business office/secretarial type, computer programmers and
engineers, on a 6-year span, nurses come out terrible. They start at
about 23, and they will finish at about 25 or 26. Now, that doesn't
account for San Francisco where they start 38½/2 and end up at 48.
But it so happens that the garbage collectors still make $2.25 an
hour more, so all things are relative.
But the engineers do better, and the computer programmers do
better. Office and clerical does better. And that's one of the things
that Ms. Prescott was referring to. These are things that are attracting young people away from nursing. The opportunities are
far better, getting away from all of the frustrations these folks are
talking about.
Senator HEINZ. Now, just to interrupt at that point. You said
that there are several other reasons which exacerbate the two
prime factors which you mentioned in your testimony. Are you
citing some of the Commission's findings?
Mr. LOUGHERY. Well, that happens to be one of them, yes, sir.
Senator HEINZ. What are the others? Could you give us a picture?
Mr. LOUGHERY. I think the chronic shortage of registered nurses,
and this, I know, is one of your favorite subjects, in nursing homes
is being further aggravated, exacerbated, worsened by the overall
nursing shortage. Home health care, that use to be kind of a kind
old soul who came in and helped the wife have the baby. Now
these people are working evenings, nights, weekends, are high tech,
render all medications. They have very sophisticated folks now.
AIDS epidemic coming along requiring more and more nurses.
And our own hospital, the National Institute of Health and Clinical Center can't even open a unit. PHS is short 400 nurses between
Public Health Services and NIH. The Army is short 30,000 Reserves, Air Force and Navy are also short. Minorities and men are
badly underrepresented, but it's going to stay that way until
there's something for them that they can support a family on.
One that hasn't been mentioned; that is the supply of nurses
that are prepared for leadership positions, clinical practice and administration, education and research, don't meet current requirements, and there are not enough of them in graduate programs or
sufficiently experienced to satisfy the needs for some really gungho leadership.
I think I've covered them all. One, which I will condemn my own
types, is that the changes in the employment patterns of women
require a more aggressive response by employers of nurses.
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Senator HEINZ. Why do you suppose hospitals don't see what is,
at least as you paint it, a very clear picture? At least to this observer a hospital is a place to work which either burns you out or diminishes your professional satisfaction, underpays you, or all three
at a time. This is all happening when there are better opportunities for women generally and professional women in particular?
Is that an accurate picture, and if it is, why doesn't the leadership of the hospital understand the problem and attempt to do
something about it? Are they simply hamstrung because of lack of
money, or is it that hospital administrators are more concerned
with the physician issues than the nurse issues? What is the
reason? Anybody want to talk to that?
Mr. LOUGHERY. Somebody has said that 11 percent is too much of
the GNP to spend on health. The problem starts from there and
goes down.
Ms. PREscorr. I wouldn't agree with that, because hospitals are
making profits, and physician income is doing quite well. The discrepancy between nurse income at approximately $20,000 and average physician income at somewhere between $100,000 and $150,000
is widening, that gap is widening. I think what we need is a redistribution of the pie. Let me just-Senator HEINZ. Were you about to say something you were going
to regret?
Ms. PRESCOrT. No, I forgot the last part of your question.
Senator HEINZ. Well, the question was, is it just a question of
money, or hospital administrators, are they constrained in some
way to addressing nursing? Don't they want to? Are they ignorant
to the problems? You know, I'm not trying to -be mean to hospitals
administrators or hospital boards, but they have the responsibility
for which they have many legal liabilities should they fail to meet
those responsibilities. To the extent that people are falling down
and breaking their hips and dislocating their shoulders or having
their heart stop and die or suffering damage to their heart muscles, to name three specific instances that are testified to here
today; most hospitals, I think, try to run themselves well. The
people try to be conscientious. If I was a board member or a hospital administrator and I knew about those problems, I would be
very concerned. So I assume that there either are terrible constraints, or there's a lack of knowledge.
One, constraint certainly is money. We understand that. Are
there others?
Ms. PRESCOTr. I don't think hospitals have had to worry about
the long-term effect of this in terms of nursing staff, because they
have historically had a large continuing supply of new recruits
each year entering the labor force at the June graduations to replace those people that have chosen to leave.
In some institutions frequently referred to in the profession as
magnet hospitals, administrators have learned that it's in their
own enlightened self-interest to have a strong and valued nursing
staff. In those institutions there is no shortage. In fact, in some of
them there are waiting lists of nurses wanting to work there. It is
possible to provide effective nursing service within the reality of
the current cost containment environment, but it takes a fundamental reordering of priorities and the valuing on the service that
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has not been there. Hospitals have not needed to do that, and economically it has been to their advantage to replace rather than
retain. That is going to change now as the supply dwindles.
Senator HEINZ. And it will also change as skill levels based on
experience become more important.
I really have two more questions. One is, what are the characteristics of these institutions, and if you care to name a few that do a
good job in retaining, attracting nurses? Are they teaching hospitals? Are they rural hospitals? Are there any common denominators, and if so, what are they, or are they just isolated instances of
brilliant problem solving?
Ms. PREscoTr. Well, I think there are some common denominators, and one of the most fundamental ones is in the attitudinal set
that puts a premium on the value of nursing. Similar to what
Marie said, when you walk into an institution and have the CEO
tell you that a hospital is a place to deliver nursing service, it's the
premier service of the institution, and everything is organized to
facilitate that delivery-Senator HEINZ. Is that opposed to an operating theory?
Ms. PREscoTr. That is opposed to nursing as a support service for
everybody else.
Senator HEINZ. Oh.
Ms. PRESCOTr. You see a whole different organizational structure
where the attitude is, how can we facilitate your delivering nursing
services?
Senator HEINZ. Why are some hospitals that way and most not?
Is it the attitude of the CEO? Is it the mission conceived for the
hospital by the board, or is it some-is it luck? I mean, what is it?
Anybody want to take a crack at that?
Ms. W. I think it has a lot to do with management structure.
What's going on in the business nationwide with changing attitudes on how to deal with workers and getting workers involved in
decision-making processes is the same problem in hospitals, which I
think it dies harder in hospitals than it does in business.
One of my recommendations was managerial style. Not the old
Army type style.
Senator HEINZ. Actually, your second and third recommendations
I -thought, lmade the same point which is change the way you think
about nurses and realize that they are the heart of the institution.
Ms. W. In the packet that I gave your staff yesterday, there's
three articles. One talks about the magnet hospitals and the characteristics of them. One just shows you a real big scenario of what
it's like to be a nurse. And the third one talks about four hospitals
that are doing something new and innovative with the shared governance and participation between management and why they are
succeeding at it.
Senator HEINZ. Are they doing better at keeping their nurses?
Ms. W. They are doing better-the really good thing, I think
New England Clinic is doing it-they are saving the hospital's
money. The patients are getting out faster. They are getting out
better, because nursing is controlling how their services are provided, and that is the end result. We want the patients to get better.
We want them to get out faster, and they are saving the hospital
money.
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Senator HEINZ. I hope the audience is filled with hospital administrators and board members who hear all of this. Yes?
Mr. LOUGHERY. One other point, and that's the recognition of the
chief nurse, going by any number of titles, as being in the same
peer level of the management hierarchy, particularly the financial
guy, the operations person, and most importantly, the chief of the
medical staff. That's one of the reasons for New England's success,
the chief, the administrator is a physician. He buys the top ranking
nurse, and thus the peer level is there. That gives all of the other
nurses one shot of adrenalin, I tell you.
Ms. W. Many hospitals don't have that. The chief of the nursing
service is way down the line.
Senator HEINZ. There's a lesson from the military here, which is
that, the officers can issue all of the orders that they want, but
unless there's a chief master sergeant who is really good, nothing
really works. And the nurses are the chief master sergeants of the
health care profession, and without them, nothing really works.
Let me ask this. In terms of options for Federal policies, Patricia,
you indicated that you thought that-and made it quite clear in
saying that this is both a public and a private responsibility. For
obvious reasons it has to be. You made very specific recommendations about how Medicare should consider restructuring its indirect
and medical payment component to take specifically into account
the provision of nursing services in a way that it would, I suppose,
shock the controllers and accountants at every hospital. We don't
have that information. I gather that is a problem, hospital accounting systems would probably take some time to be able to be responsive to that kind of change; is that right?
Ms. PRESCOTT. Very few hospitals currently bill for nursing services on a regular basis. The ability to do it is there. There needs to
be some motivation to encourage more hospitals to do that and do
it in a uniform way so that the data can be collected to form a national data base, which we do not have.
Senator HEINZ. Let me ask Mr. Loughery, what do you think the
chief options that we should be thinking about are as we look forward to your May report? Can you genuinely approach that topic
without letting the cats out of the bag? Of course though, that's
what I want you to do.
Mr. LOUGHERY. The options that are going to come will have to
have a lot of refinement, the thing you were just discussing. Now,
HCFA is beginning to work on that, and I think it's very important, at least the four of us and some of the other panels will know
of projects that have gone on to try to determine what is the nursing care portion of any disease. Now, when that can be recognized
and paid for, just like paying physicians for procedures and treatments, that will go a heck of a long way, because we all feel that it
will push enough money that is for nurses. You sure as heck can't
give it to the dishwashers.
Senator HEINZ. Is what we've heard today, an argument for redoubling our efforts to develop a severity of illness index for
DRG's?
Mr. LOUGHERY. No question, yes, sir.
Senator HEINZ. How are we doing on that?
Mr. LOUGHERY. Slowly. But it is extremely complicated.
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Senator HEINZ. I understand that. I saw briefly over the weekend
a little reprieve on the Manhattan project where they sent Dr. Oppenheimer out to New Mexico in 1943, and they just kept sending
more Nobel Prize winners out there until they got the job done,
which was a mushroom cloud over the desert about 18 months or
so later.
Now, it would seem to me that if we can-solve that kind of absolutely earthshaking issue in 18 months, by applying enough
brain power we ought to be able to get at the severity of illness
index in something shorter than the 2 or 3 years since I held the
first hearing on that subject. The idea had been kicked around
Johns Hopkins for a few years before that. I can't believe that if we
said we really have to have this that we couldn't get it in a year.
Mr. LOUGHERY. I would hope that it would not be a year, Senator. Maybe a year to develop it and publish the thing and gather
experience with it, but for goodness sakes, let's don't do it like we
did the prospective payment program before we knew what the experience might result in. We need to have it without question, but
when we do get a model, let's try it for a while.
Senator HEINZ. Well, I'm not opposed to that.
Mr. LOUGHERY. We can't do both in a year, is what I'm saying.
Senator HEINZ. No, but where we are, we are not even in a position to try anything right now, and it's 3 years later.
Mr. LOUGHERY. Although there is, I believe, a lady who has just
joined the University of Pennsylvania staff who has had some experience.
Senator HEINZ. Well, I'm certain-Mr. LOUGHERY. Am I correct?
Senator HEINZ. But the point is, we have not got a single Federal
demonstration project on the severity of illness.
Mr. LOUGHERY. I do not know the answer, whether we have or
have not.
Senator HEINZ. I hope that will be a very important part of your
recommendations. It's not the only answer, but it seems to me to
be an essential component of the answer. Otherwise, we'll just be
arguing about reallocating. You know, there will not be the proper
base on which to allocate money for nursing or anything else.
Well, are there any concluding comments any of you would like
to make? Patricia?
Ms. PRESCOTT. One thing I would lke to say is that there has
been a study commissioned by HHS and conducted by Applied
Management Sciences to identify the direct nursing and Medicare
passthrough dollars. That study has not been released and it would
be very helpful to have it released.
Senator HEINZ. Let me ask one last question. Would it be useful
to target training funds and provide loan forgiveness for RN's who
will agree to practice in the most difficult and least desirable specialty setting, or would that be only a continuing of the same old
methods?
Mr. LOUGHERY. We've done it before. We did it, oh, about 10 or
12 years ago.
Senator HEINZ. Is it the relevant thing to do today?
Mr. LOUGHERY. You do it with doctors. National Health Service
Corps works that way.
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Senator HEINZ. So that's a yes?
Mr. LOUGHERY. Yes, sir, just as an example we have done it in
the past with nurses and we continue to do it except in an increasing number with physicians. It's an indenture type thing, but it's
a
pretty cheap way for a person to get a medical education.
Senator HEINZ. Any comments on that question, Marie or Patricia or Joann?
Ms. JOANN B. My gut feeling is that is like a band-aid type of
solution, not fixing the workplace which is where the problem
is.
Now, I think if you fix the workplace enough, the nurses are going
to stay and they are going to be drawn to that. It's definitely a very
good option for somebody to go into if the salary is there, if the personal and professional satisfaction is there you're going to draw the
nurses in.
Senator HEINZ. Very well. May I thank all four of
You've
been an absolutely spectacular panel of witnesses, and you.
I
appreciate
your laying out, I think extremely clearly, what problems we face,
what the consequences of those problems unresolved are and how
they will get worse if we don't do something about it. Thank you
all, very much.
Mr. LOUGHERY. Thank you.
Senator HEINZ. I'd like to call our next panel of witnesses, Mr.
Perry Pepper, Dr. Mary Naylor, Dr. Paul Willging, and Dr. George
McNeal representing, respectively, the Hospital Association of
Pennsylvania, the Pennsylvania Nurses Association, the American
Health Care Association, which are principally the proprietary
nursing homes, and the Veterans' Administration Medical Center.
And I'd like to say a special word about Mary Naylor who we've
been privileged to have working with the Aging Committee staff
during an all-too-brief 6-month fellowship, special
where we were able to benefit from her knowledge and assignment
views back
in what, 1986?
Ms. NAYLOR. I worked with the committee in 1985 and 1986
during the hearings on the "Impact of PPS on Quality
hearings. I thoroughly enjoyed this experience. I'm pleasedoftoCare"
have
the opportunity to testify before this committee today.
Senator HEINZ. Let me ask Mr. Pepper representing the Health
Care Association of Pennsylvania to please proceed.
STATEMENT OF PERRY PEPPER, PRESIDENT, CHESTER COUNTY
HOSPITAL, CHAIRMAN OF THE BOARD, HOSPITAL ASSOCIATION OF PENNSYLVANIA, AND DELEGATE, AMERICAN HOSPITAL ASSOCIATION

Mr. PEPPER. Thank you, Senator; my name is Perry Pepper. I
should correct the record. I am not a physician. My family
series of physicians and senators, but I'm not a physician.hasI'ma
purely a hospital administrator.
I am president of the Chester County Hospital in West Chester,
PA. I'm chairman of the board of the Hospital Association
of Pennsylvania and a delegate to the American Hospital Association.
is
in these capacities that I wish to thank you and your committeeItfor
the opportunity to appear here today to offer our industry's perspective on the very important issues surrounding the current
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nursing shortage and its effect on the hospital community. I have
presented to your staff two separate statements, one prepared by
our State Hospital Association and one prepared by the American
Hospital Association.
Senator HEINZ. Without objection, both of those statements will
be part of the record.
Mr. PEPPER. Thank you, sir.
Each are worthy of being read in their entirety, and I hope that
beyou and your staff both have the opportunity to review them,data
collecting
important
of
months
many
represent
cause they
unand analyzing it. Together I believe they will give you a better and
supply
the
up
make
which
factors
various
derstanding of the
demand equation which ultimately leads to the patient's bedside.I
Because I recognize your time here today is somewhat limited,
submit these documents for your review, but I would also like to
give you a distillation of these statements highlighting those areas
which are our greatest concern.
Unlike previous shortages, we are convinced that this one is not
likely to ease in the foreseeable future. Major changes in the
health care environment as well as rapid changes in our country
have drastically increased the demand for nurses. While at the
same time reduced their supply.
We have well documented the components of this problem both
in your State and across the country. It is not a shortage due to
uneven distribution, nor is it because nurses are leaving the field of
nursing. It is in its most elemental form a problem related directly
to the prospective payment system and the seriousness of unforeseen consequences which occurred when Congress created incentives for hospitals to condense the care of hospitalized patients to
shorter and more intense episodes.
Shorter lengths of stay and sicker patients has meant an increased demand for nurses evidenced by staffing ratios which- have
gone from 50 nurses per 100 patients in the 1970's to 91 nurses per
100 patients in 1986. This increased demand not only comes at a
time when there are fewer young women available to enter the
profession-and I say "women" because it is still a profession that
attracts mostly women-but also it comes at a time when the professional choices available to female students are much greater
than they've ever been before. Consequently, enrollments at all
levels of nursing education have sharply declined. It is clear we
need to make this profession more an attractive choice than it is
today.
Hospitals in your State and across the country have been innovative in developing nurse recruitment and retention programs. Most
are exploring new ways to enrich the nursing experience, provide
upward mobility within the profession, and attract students to a
nursing career. Unfortunately, since we now know that over 80
percent of Registered nurses are actively employed, short-term solutions will be limited as there is already a very high labor force
participation.

In the end, there is only one solution which would eventually reverse this trend, nurses will have to be paid, not only for competitive starting salaries but also be able to seek continued salary
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growth over their career before we can expect to attract greater
numbers to the profession.
It is somewhat ironic that the very payment system which has
led to the increased demand for nurses will also prevent hospitals
from paying the nurses more competitive salaries. Hospitals today
are being inadequately paid by Medicare for the care delivered for
the older population. The prospective payment system has not kept
pace with the cost of goods and services which our hospitals must
purchase. Most analysts today, including the Prospective Payment
-Assessment Commission, project hospitals fiscal year 1988 PPS payments to be below costs for negative margins in the aggregate.
Just as ironic is the fact that the hospital Medicare trust fund is
more than adequately funded to provide additional moneys to help
solve this problem. Congress could make a major contribution to
the resolution of the nursing shortage by insuring that hospitals receive accurate Medicare and Medicaid payments and that nursing
students at all levels of nursing education receive better Federal
support.
Finally, I am of the opinion that in the long run we must prepare our Registered nurses to supervise care given by those who
have fewer years of education. There are many things that alternative nursing personnel could do with the supervision if we were to
analyze the scope of nursing practice. In other words, nurses are
also part of the solution. The primary nursing care model should
not mean that a patient's total care be given by a single one but
rather that his care be managed by someone with primary responsibility.
This change in philosophy will allow greater upward mobility for
nurses as they acquire new management responsibilities. It would
permit greater participation in nursing care by non-RN's, and it
would allow hospitals to pay a relatively smaller number of RN's
in a more competitive salary.
In Pennsylvania educators and providers are beginning to sit
down together to explore such solutions with the help of their hospital associations.
Senator, I think that you should be proud of the leadership role
the Pennsylvania hospitals have taken in understanding this problem and being innovative in seeking solutions. I might also add in
Pennsylvania, unlike many other States, we are developing a severity program under the Medis Group [sic] system, and you shortly
will have a good deal of data upon which you could base the national solutions.
But we cannot solve the shortage without adequate resources.
Pennsylvania hospitals as well as all of our Nation's hospitals join
me in thanking you for this opportunity to share our concerns, and
we hope that your committee and staff will have the time to read
our more detailed statements.
Of course I'll be pleased, time permitting, to try and answer any
questions you may have.
[The prepared statement of Mr. Pepper follows:]
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Senator Heinz, my name is Perry Pepper and I am president of Chester
County Hospital in West Chester, Pennsylvania, and Chairman of the Board
of The Hospital Association of Pennsylvania.

The Association represents

some 260 general acute care and specialty hospitals in the Commonwealth.
Pennsylvania's hospitals appreciate this opportunity to appear before
you and the committee to offer our perspective on the nursing shortage in
of Pennsylvania and steps that Pennsylvania's hospitals
the Commonwealth
are taking to address the shortage.
Pennsylvania is particularly important in this study because we are
the third largest educator of nurses in the nation.

There currently are

31 baccalaureate programs, 22 associate degree programs (with approval
granted for two more to open), 35 diploma school programs, and SD
practical nursing programs.
Unfortunately, despite our leadership role in nursing education, we
are unable to keep pace with the demand. The Pennsylvania Department of
Labor and Industry projects that for the decade of the 1980s, the
will have an annual demand for 6,051 nurses.
Commonwealth

In 1987,

however, the number of registered nurses endorsed into Pennsylvania was
2,112 while the numberendorsed out of Pennsylvania was SA,90.
Pennsylvania nursing schools each year graduate fewer nurses than the
number needed for Pennsylvania alone.

Then, many of these nurses choose

to practice in other states, reducing the number available to take
positions in Pennsylvania still more.

This out-migration is hurting

Pennsylvania considerably as it tries to staff its health care facilities
sufficiently.
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National studies have indicated three main reasons for the nation's
nurse shortage: (1) fewer applicants to nursing schools; (2) staff
turnover in hospitals; and (3) an increased demandfor registered nurses
inside and outside of hospitals.
Much of our understanding of the situation in Pennsylvania comes from
a statewide nursing study completed in 1987 by the Hospital Research
Foundation, an affiliate of The Hospital Association of Pennsylvania.
The study was designed to collect data in three areas--nursing
education, nurse supply and demandcharacteristics, and attitudes of
licensed nurses toward the nursing profession.
I'll

give you some of the highlights of this study and then commenton

steps being taken to address its findings and their implications for the
short- and long-term.
The survey indicated that full-time student enrollments have declined
for the past two academic years for all four levels of nursing
education--baccalaureate, diploma, associate degree, and practical nursing
program.

Declines also were recorded for part-time students in diploma,

associate degree, and practical nursing programs, while baccalaureate
programs experienced increasing enrollments for part-time students.
These findings indicate a problem that will continue for the
foreseeable future.
The statewide nursing study found vacant positions for registered
nurses and practical nurses across three employer categories that together
employ the vast majority of nurses: acute care and specialty hospitals,
long-term care facilities, and homehealth agencies.

A 6.4 percent

vacancy rate was demonstrated for registered nurses and a 2 percent rate
for practical nurses.
In each of the three employer categories, vacancy rates for registered
nurses were demonstrated; 6.8 percent for acute care and specialty
hospitals, 3.8 percent for long-term care facilities, and 3.5 percent for
homehealth agencies.

Vacancies for practical nurses were experienced

only by acute care and specialty hospitals.
The greatest need was demonstrated on medical-surgical services within
acute care and specialty hospitals, which experienced an 18.9 percent
vacancy rate for registered nurses.

The next greatest need is in critical

care units of acute care and specialty hospitals.
A survey conducted two months ago by the Hospital Council of Western
Pennsylvania indicated a registered nurse shortage of 5.4 percent in 53
hospitals which responded to the survey.

The vacancy rate was 9.8 percent

within the city of Pittsburgh, just over two percent in the surrounding
counties, two percent in the Johnstown-Altoona area, and less than five
percent in the northwest corner of the state.
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Some68 percent of registered nurses employed in Pennsylvania are in
health care institutions.

The demandfor nurses is increasing partly as a

result of changing practice patterns in hospitals brought about by the
prospective payment system for Medicare and its influence over treatment
of all patients.
As a result of financial pressures to increase efficiency, only
patients who require the level of skilled care provided in hospitals
remain hospitalized.
severely ill

Thus, today's hospitalized patient is much more

than in the past and sicker patients require more intensive

nursing care.

Virtually the same amount of

nursing care must be

compressed into a shorter period of hospitalization.
The increasing demandfor outpatient care also is feeding the demand
for registered nurses and taking nurses away from inpatient service sites.
Having defined and analyzed the extent of the problem in the
Commonwealth,Pennsylvania's hospitals are undertaking measures to reduce
the shortage.
For example, hospitals which are associated with the Delaware Valley
Hospital Council have started three programs to bolster nurse recruitment:
a registered nurse job bank, a student nurse tuition loan program, and a
high school recruitment campaign.
The job bank is to provide a centralized information source of all
registered nurse vacancies at participating hospitals.

The job bank is to

be advertised regularly in the major local newspaper and in nursing
journals.

Forty-three hospitals contributed more than $200,000 to fund

the program.

The moneywill be used primarily for advertising.

The tuition loan-forgiveness program will be for students who attend
any existing entry level nursing education program in southeastern
Pennsylvania.

Students may either repay their loan or earn

loan-forgiveness credits by working at a participating hospital following
graduation.

The program is designed to provide assistance to financially

needy students who are completing the last two years of an educational
program preparing them for registered nurse licensure eligibility.
The high school recruitment campaign is to be carried out by hospitals
"adopting" an area high school and providing up-to-date information on
nursing career opportunities to students, parents, guidance counselors,
and teachers.

Nursing schools will provide data on the numberof

applicants they receive so the effectiveness of the program can be
tracked.

There are plans to expand the effort to junior high schools.

In addition to the regional efforts by the Delaware Valley Hospital
Council,

many individual hospitals are undertaking innovative programs to

recruit and retain nurses.
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Western Pennsylvania Hospital in Pittsburgh offers nurses 40 hours'
pay for 24 hours of weekendwork.

Nurses can either work 40 hours Monday

through Friday and have every weekend off or they can work 12-hour shifts
on Saturdays and Sundays and receive the same pay.
such as this one are creating new problems.

Ironically, solutions

Nurses teaching in nursing

schools are seeing that they can earn more moneyand spend more time with
their families by leaving their teaching and working weekends at a
hospital.

This is having an adverse impact on the ability of nursing

schools to retain good instructors.
Pittsburgh's Shadyside Hospital has developed a "clinical ladder" to
address the problem of wage compression, maximumsalaries after years of
service that often are as little as 30 to 50 percent over a starting
salary.
Shadyside took its basic job description and divided it
different descriptions, each clinically focused.

into four

There are four levels,

ranging from novice to expert, and salary increases are given for each of
the levels.
At Mercy Hospital of Pittsburgh, nurses are given responsibility
through a "primary nursing" approach.

Each patient is assigned a primary

nurse who acts as the coordinator of that patient's care from admission to
discharge.

The primary nurse works closely with the patient, family, and

physician to tailor the treatment plan to the patient's needs and wishes.
The nurse also makes sure those on other shifts knowof decisions made
concerning the patient.
Mercy also is developing a clinical ladder for payment purposes and
uses a variety of employee recognition techniques, including cash bonuses.
Abington Memorial Hospital uses a variety of techniques to keep more
nurses on staff than needed.

These include nursing recognition programs,

awards, flex-time options, and use of a relief staff that works every
other weekend.

Another factor cited by the hospital is the atmosphere and

commitment to nursing excellence from the hospital board and medical
staff.
Finally, at my own hospital, our board has taken a particular interest
in our school of nursing and has assigned a committee to guide the
nursing education program.
recruitment.

This involvement has led to enhanced student

Wealso hire licensed practical nurses and help them with

the transition to registered nursing.

Our LPNs have three grades, each

with its own salary level in recognition of increased responsibilities.
Once at the highest level, LPNs have an opportunity to take a test and, if
they score 80 percent or higher, becomeeligible for our diploma school.
If graduates of our school remain on staff for at least two years after
graduating, we reimburse them for their last year of schooling.
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Another cooperative effort is a nurse training demonstration project
being put together by the National Union of Hospital and Health Care
Employees and a group of cooperating hospital executives and nursing home
operators.

The intention of the project is to: increase available nurse

training positions, focus training efforts on people who will stay within
the local health care industry, increase the retention rate within nursing
education, stabilize the nursing homework force by creating a clear
career ladder, retrain and reemploy some of the thousands

of health care

workers laid off in the past three years, increase the opportunity for
current health care workers to becomenurses, and make nursing a more
attractive occupation.
This effort will particularly focus on current health care workers and
on minority applicants.
At the state level, The Hospital Association of Pennsylvania has
conducted a successful Be A Nurse campaign for several years.

This effort

provides information and recruitment materials to hospitals to use and
also directly to school guidance counselors.
The most exciting statewide response to the problem is the nursing
educational alliance proposal which came out of the Hospital Research
Foundation's statewide nursing study.
It has been proposed that a nursing educational alliance be created
through which the primary players having an impact on the supply of and
demandfor nurses would be operationally linked, specifically,
an alliance
of educators and employers.
The operational characteristics foreseen for the alliance include: (1)
a vertically integrated educational network accounting for the various
levels of nursing education; (2) employer participation through faculty
supply and support,

student clinical experience opportunities, curriculum

development, employment opportunities, financial support, faculty research
opportunities, etc.; (3) centralized administration; and (4) decentralized
educational sites.
The Hospital Association of Pennsylvania has namedfour work groups to
address aspects of the statewide nursing study--education/administration;
recruitment/retention strategies; scope of nursing practice
interpretation/evaluation; and collaborative support for nursing
education.
While these solutions will take longer to implement and to produce
results, we believe they are likewise much more likely to be permanent
solutions rather than temporary palliatives.
Because there have been many suggestions regarding using increased
nursing salaries as a solution, I want to share with the committee an
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analysis which has been done of a proposal to have a minimum salary for a
registered nurse of $30,000 and a maximumsalary of $50,000 by 1990. This
proposal has becomeknown as the 30-50-90 proposal.
The 30-50-90 proposal was analyzed by the Hospital Research Foundation
using statewide nursing study data that indicates that 90 percent of the
full-time equivalent registered nurses employed in Pennsylvania hospitals
earn an annual income of less than $30.000.

The remaining 10 percent earn

more than $30,000 but less than $50,000.
It is estimated that the increase in the payroll expense for
registered nurses as a result of paying them the difference between their
current salary and the wage deemedappropriate in this proposal would be
$486 million above and beyond current labor expenditures.
If the numberof registered nurses employed in hospitals in
Pennsylvania increases five percent

(the level of last year's increase)

and the current salary distribution is applied to the 30-50-90 proposal,
the estimated new dollars required increases to $511 million.

If the

numberof registered nurses decreases by five percent and the salary
distribution remains the same, the estimated additional funds required
would be $462 million.
In summary, the salary increase associated with the 30-50-90 proposal
is approximately 11 percent of total hospital expenses.

Historically, the

increase in total operating expenses has been eight to nine percent; the
30-50-90 proposal would add another 11 percent to the rate of increase in
hospital expenses, if

everything else remained constant.

While Pennsylvania hospitals support the use of financial incentives
as a meansof attracting and retaining nurses, there simply are not funds
available to do anything like the 30-50-90 proposal.
It should be noted, also, that the 30-50-90 would have a ripple effect
through the hospital if

implemented.

a drastic increase in nurses

It would be impossible to make such

salaries without also increasing salaries of

other classes of employees comparably.

The financial burden on hospitals

would be immense, particularly in light of restricted Medicare payments.
As you are aware, Pennsylvania is now third in the nation in terms of the
Elderly population and thus adequacy of Medicare payment is an extremelyimportant issue for Pennsylvania's hospitals.

With our costs, including

the cost of labor, rising at a significantly higher rate than increases in
payments, hospitals are severely restricted in their opportunity to
respond to issues such as the crisis in nursing.

The question is not

whether we want to respond, but rather whether we have the necessary
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income to enable us to respond.

And the answer is that today we do not

have adequate reimbursement to allow us to do everything that should be
done.
There is another aspect of the financial problem which is particularly
affecting hospitals in the Delaware Valley.

In the Delaware Valley, there

are private agencies in business to supply registered nurses to hospitals
and these agencies have no financial restrictions on them similar to the
financial restrictions facing hospitals.

The result is that many nurses

resign hospital positions to work for the agencies since they can offer
them higher salaries than the hospitals can.
hospitals into bidding wars for nurses.

Agencies then force

I cannot propose a solution at

this time, but I can tell you that many hospitals in this area are
concerned about what seems like unfair and inequitable competition.
Through the statewide nursing study, the four work groups which came
out of it,

and the proposal for a nursing educational alliance, as well as

initiatives being taken by individual hospitals and hospitals working
cooperatively together, Pennsylvania's hospitals are taking a sound
approach to the nursing shortage problem by carefully defining the issues
and then seeking acceptable solutions for both the short- and long-term.
Our ability to carry out these solutions will depend in large measure on
the development of a Medicare payment program which adequately reimburses
hospitals for their costs and allows them to plan for the future.
On behalf of Pennsylvania's hospitals, I appreciate this opportunity
to address you today and I will be pleased to answer any questions you may
have.
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The American Hospital Association, on behalf of Its eore than 5,1oo
Institutional and 45,000 personal members,welcomes this opportunity to
present its views on the current nursing shortage.

Few Issues are more vital

to the hospital community.

Hospitals are employing more nurses than ever -- 25 percent more than they did
before Impiementatlon of the prospective pricing system -- and patients are
benefiting from a higher nurse-to-patient ratio.

Yet, hospitals continue to

seek more highly skilled nurses than are currently available.

This has

happened because hospitals and the nurses working within therAare treating
sickerpatients and affording a wider range of services than they were five
years ago.

The current nurse shortage is only I Iktly to worsen because fewer

people are going Into nursing than before,

In addition; with less federal

support for nursing students and schools, fewernurses can acquire the
advanced training they need to fulfill the complex demandsof today's hospital
environment.
Hospitals and their medicalstaffs are under pressure from all payers,
Including Medicare,to cut back on Inpatient hospital admissions, and to use
resources and provide services more efficiently.
for nurses

The unusually high demand

ay be a byproduct of this urge to economize.

Fewer admissions and

shorter lengths of hospital stay swan that the average patient In the hospital
is sicker now than In the past, and requires more,and more highly trained,
nurses to care for them. In addition, with shorter recuperative periods
during which to prepare the patient for return to the community, hospitals
have devoted more nursingresources to patient care planning, discharge
preparation, and discharge placement.

If hospitals are to managethe challenges of caring for sicker patients In
less time, of improving patient satisfaction during hospitalization, and of
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improving the work environment for nurses to keep them on the job, they must
have adequate resources.

To these ends, Congress should ensure that Medicare

payment bears a reasonable relationship to the cost of treating Medicare
patients.

There is no question that hospitals can respond to positive

Incentives, and there Is also no question that continued Medicare payment rate
deficiencies will eventually impair the quality of care available to Medicare
beneficiaries and the public at large.

The following sections describe why the AMA believes there is a real and
growing shortage of nurses in this country; what we think some of the causes
are; what sone hospitals are doing to minimize the effects of the shortage on
their Institutions; and what Congress can do to keep the shortage from growing
to crisis proportions and to assure that hospitals can deal with the shortage
effectively and without compronising patient care.
OF THESHORTAGE
CAUSES

Because nursing shortages have occurred periodically in the past, somebelieve
that they are nothing more than temporary disturbances In the nursing labor
market.

But the shortage facing hospitals today seems to be different and

harder to comprehend.

The supply

More nurses are working than ever before.

of registered nurses reached an all time peak In 1985. Contrary to popular
perception, few of these nurses are leaving the profession.

Almost 80

percent of registered nurses are actively employed either full- or part-time
as nurses, a very high rate of labor force participation amongwomen-dominated
professions.

Of those not employed as nurses, only about 6 percent abandoned

the profession, and few of the rest are looking for work.

Nurses are not

leaving hospitals for other settings in great numbers, either.

The proportion

of all working nurses who are employed by hospitals -- a little over
two-thirds -- has been relatively constant for the past 30 years.

At the same time,the demand for nurses continues to exceed available supply.
Recent data from the AlA's most recent Nursing OemandSurvey, which was
conducted during the winter of 1987, reveals that the perception among
hospitals of a shortage of skilled nurses remains firm.

Average hospital

vacancy rates for registered nurses rose silghtly between 1986 and 1987, to
11.3 percent nationally, and one-fourth of all hospitals report vacancy rates
In excess of 15 percent.

While there was a slight decline In those reporting

a severe shortage of nurses through 1987, there were also fewer reporting "no
shortage," and an Increase In the proportion of hospitals reporting at least
some shortage.
positions.

Most hospitals claim difficulty recruiting nurses for most

Most hospitals were seeking medical/surgical nurses and skilled
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registered nurses for intensive care units.
generally needed to fill

More than two months are

these positions.

Somecomsonassumptions about causes of the shortage are not borne out by
current research.

Although It is popularly believed that many nurses are

being siphoned off to other settings or are leaving nursing for other
professional career options, this does not seen to be the case.

The shortage

also Is not merely a product of poor geographic distribution of nurses,
because the unmet demand for nurses cuts across all geographic areas.

In

fact, though the supply of nurses relative to population tends to be higher In
urban areas, more urban area hospitals report severe shortages.
the shortage explained by a high turnover rate in hospitals.

Neither is

Because most

nurses remain in nursing and continue to work In hospitals, turnover would
affect vacancy rates but not the aggregate supply of nurses.

Moreover,

If

to- over were the only determining feature of the shortage, hospitals would
not report such difficulty filling positions.

REASONS
UNDERLYING
THENURSESHORTAGE

The AJA believes there are two factors contributing to the current shortage.
First, hospitals are employing more nurses to do a wider variety of functions
than In the past.

Hospitals employ far more registered nurses relative to

other staff than they did when PPSwas Implemented in 1983. WhenCongress
created Incentives for greater efficiency In the production of patient
services, hospitals responded with cuts In their labor force, the single
largest component of hospital variable costs.

These cuts were madeIn the

best possible places, where they were least likely to affect patient care.
Hospitals employ about 100,000 fewer people than they did in 1983,but almost
40,000 more nurses.

Nurse-to-patient ratios have risen from SOper 100

patients In 1970 to 91 nurses per 100 In 1986.

Hospitals now have a much

higher ratio of nurses to other hospital personnel, and, among the nurses, a
higher proportion of registered nurses to licensed practical or vocational
nurses.

whenMedicare was Implemented,

registered nurses comprised only

one-third of a hospital's nursing service personnel; they now account for
about 98 percent.

The higher proportion of registered nurses on the hospital staff Is largely
attributable to a widespread perception amonghospitals that they are treating
sicker patients than five years ago.

In the AiA's recent hospital nursing

personnel survey, Increased patient acuity was reported by the vast majority
of hospitals of all types, of all sites,in all regions, and in both urban and
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rural areas -- though especially In urban areas.

Clearly with the decline In

admissions since 1983,and a concomitant Increase In outpatient services,
many short-stay,

low-cost, and low-intensity admissions have not taken place.

Consequently, patients In the hospital are likely to be on average sicker and
require more intensive services.
Intensity of patient care.

Shorter lengths of stay also Increase the

Hospitals are under pressure to ensure that

patients receive all the care they need during their hospitalization, but
facilities have less time to prepare the patient for discharge and to search
for appropriate post-hospital placement.

More skilled personnel are needed to

provide comprehensive patient care, Including patient education, discharge
preparation, discharge planning, and medicalutilization and quality review,
all of whichrequire technical knowledge and sound clinical judgment. -

The second factor suggesting more severe shortages in the future Is that fewer
peoplehave been entering the profession since 1983. Enrollment declines have
been sharp enough to prompt several major training centers to shut down their
nursingschools.

The American Council on Education noted a 50 percent drop

since the aid 1970s -- most sharply since 1983 -- in first-year freshman women
who plan careers in nursing.

Declines In federal support for nursing schools

and nursing students could meanfurther enrollment declines.

In addition,

with 1987 budget reconciliation law changes requiring Medicare to Increase
requirements for registered nurse staffing in nursing homes, the newdemand
from outside hospitals could create an additional drain on the nurse supply
available to hospitals.

WHATHOSPITALS
ARE COINS

Hospitals are trying to find Innovative ways to cope with the shortage of
nurses.

Within the lizi

of available resources, someare trying to attract

nurses with higher salaries.

Valley Community Hospital of Dallas, Oregon, has

had somesuccess reducing its turnover rate by creating a wage differential
for undesirable night and weekend shifts.

Some facilities are restructuring

the role of the hospital nurse to make better use of the high skills offered
by the registered nurses and confer routine and non-clinical functions on
ancillary staff.

Other Institutions are attempting to Improve the work

environment and make nursing In the hospital more attractive to lower nurse
turnover, Improve recruitment, and contribute to attracting now entrants Into
nursing.

Introducing new structure to nursing delivery entails a major comnitment on
the part of the Institution, but hospitals are risingto the challenge.
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o

Hartford Hospital, Hartford, Connecticut, has created a multi-level
"clinical nursing assistant" program to provide specialized assistance to
registered nurse staff by performing some of the non-clinical functions.

o

Riverview Medical Center, Red Bank,HewJersey, implemented a
collaborative model of nursing practice which, through integrated record
keeping and "grand rounds" by a multi-disciplinary team of physicians,
nurses, social workers, and physical therapists, makes the nursing role
more attractive by Increasing the nurse's responsibility for the
patient's care plan, making better use of the nurse's clinical expertise,
and improving cornunication amongstaff.

o

The Boston-based Hew England Medical Center hospitals have undertaken an
ambitious case-management program that uses the primary nurse to
organize, direct, evaluate,

r-' revise the care plan for patients

throughout the stay In the Institution and through other levels of care
beyond the hospital stay.

o

Cedars-Sinai Medical Center In Los Angeles has implemented a
comprehensive retention and recruitment program designed not only to
create a more congenial work environment but to meet the professional
development needs of Its nurses.

In addition to a staff nurse advisory

board, nurse productivity practice committee, and nurse recognition
awards program, Cedars-Sinai has Implemented
specialized in-house
clinical training programs, a mobile skills laboratory, and career
advancement training.
o

MemorialMission Hospital in Asheville, North Carolina created its own
critical care nurse training program for new nurse graduates to meet an
unmet need for critical care nurses and to address the career development
concerns of its own nurses.

Other hospitals provide child care for working parents to make it
forsome of the many part-time nurses to increase their hours.

possible

One

researcherhypothesizes that a marginal increase in the number of hours logged
by the 500,000 part-time registered nurses -- representing over one-fourth of
the nursing pool -- could substantially affect the supply of
full-tIme-equivalent nurses.

CONGRESS'
ROLE

but an Individual hospital can only do so rrt to affect an industry-wide
dysfunction In the nursing labor market, particularly If enrollment In nursing
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schools continues to fall.

Hospital efforts to make the nursing profession

appear more attractive may help, but they cannot do It alone.

There are two

Important roles for Congress to play.

In the long term, Congress must reassert Its conmuitmentto support for nursing
education.

Federal funding support for nursing schools and students fell from

$160 millionIn 1973 to $56 million In 1988. Additional federal funding could
help attract qualified individuals In undergraduate nursing programs or could
be targeted to support educational mobility opportunities to enable licensed
practical nurses to acquire the nursing education needed for registered nurse
Funding and financial aid for entry level nurse education are
essential but should not eclipse funding for advanced training to enhance the
licensure.

skill level of the nursing pool.

AHAsurveys indicate that a majority of

hospitals have vacancies for nurse managers, and the need continues to grow
for nurse specialists that can contribute in an increasingly technology
intensive delivery system.

Funding for demonstration projects to test new nursing practice models and
Improve the working conditions of nurses, and funding to encourage the
development of child care programs and parental leave that can increase the
participation of part-time nurses are also worth considering.

These could

make a substantial contribution to alleviating the shortage.

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.

Adequat-

mnpensation, work

environment improvements, and special programs for retention and recruitment
of nurses, will clearly not be possible if
delivering care.

hospitals are Inadequately paid for

Congress can do a great deal In this regard In view of Its

role In financing health care services.

The principal thing Congress should do Is ensure adequate Medicare payments to
hospitals.

Facilities should receive annual updates reflecting the Inflation

actually faced by hospitals.

But, the actual update factors over the past

five years have been consistently below HCFA'smarketbasket estimate, creating
a cumulative shortfall of more than 11 percent.

In addition, even If the

updates were at the level of the marketbasket calculation, Medicare rates
would still be Insufficient.

Because HCFAcomputes the index using a blend of

hospital and non-hospital wage data, Increases In nurses wages are
systenatically underrepresented by current estimates of hospital inflation.
Thus updates at even the marketbasket level would still understate actual
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hospital Inflation arid Impose additional downward pressure on nurses' wages.
Congress should direct HCFAto base the labor component of the sarketbasket on
hospital wages alone rather than en a combination of hospital and non-hospital
wages, and should ensure that Medicare price updates reflect actual increases
in hospital Inflation.

Mow that Medicare PPSthird year cost data are available, It is clear that
despite Increases In hospital productivity, Increased case six and higher
Intensity of services have driven per-case costs upward since the first year.
Moet analysts today, Including the Prospective Payment Assessment Commission,
project hospitals' FY 1988 PPSpayments to be below costs, with negative
margins In the aggregate.

Mospitals'cannot continue very long to absorb

losses on such a large portion of patient revenue as Medicare reor ents.
Hospitals will surely not be able to respond effectively to the nurse shortage
when operating under a deficit.

In addition to ensuring adequate Medicare payments, Congress could help
stimulate private-sector health Insurance coverage for workers and their
dependents, and could expand financing of care for the medically Indigent who
are unable to obtain private health coverage.

The federal government must

Insist on adequate provider payment for Medicaid services using Its Increased
flexibility In setting payment levels granted under 1981 budget reconciliation
low.
CONCLUS
ION

Todays nursing shortage does not appear to be I Ike other nursing shortages.
Longstanding trends Increasing hospital demand for nurses, including an
increase In patients' average severity of illness and budget cuts that have
forced reductions In the hospital labor force, have induced hospitals to
Increase registered nurse staffing relative to other hospital personnel.

At

the same time, for a variety of social, demographic, and economic reasons,
fewer womenare entering schools of nursing, threatening sharp declines In the
nurse supply.

Hospitals are being asked to respond with higher wages and innovative
managementof nursing and ancillary personnel, and they are doing what they
can.

But hospitals are going to managethe challenges of providing for sicker

patients In less time,of improving patient satisfaction during
hospitalization, and of Improving the work environment for nurses to keep them
on the job, Institutions must be given adequate resources.
find a way to reconcile these competing pressures.
ensuring adequate Medicare payments.

Hospitals have to

Congress can help by
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Senator HEINZ. Thank you, very much. And I thank you for an
excellent statement, and rest assured that I think there will be a
lot of interest in both your and the National Association's testimony.
Mary Naylor.
STATEMENT OF MARY NAYLOR, PH.D., F.A.A.N., R.N., ASSOCIATE
DEAN AND DIRECTOR OF UNDERGRADUATE STUDIES, UNIVERSITY OF PENNSYLVANIA, SCHOOL OF NURSING
Ms. NAYLOR. On behalf of the members of the American Association of Colleges of Nursing and the Pennsylvania Nurses' Association, I am pleased to have the opportunity to present testimony to
this committee related to the nursing shortage.
Senator Heinz, your commitment to quality health care for the
elderly is very well recognized and deeply appreciated by the nursing community. I had the good fortune to learn of this commitment
first hand, as mentioned earlier, when I worked with your staff for
several months in 1985 and 1986. As a result of this experience, I
know that you and the members of this committee understand the
pivotal role that nurses play in delivering quality, affordable
health care.
An acute shortage of qualified nurses exists in this country, with
far-reaching implications for the health of this Nation. This situation is compounded by a significant decrease in nursing school enrollments and a dramatic decline in the national pool of high
school and college students indicating an interest in nursing. These
major changes in the current and future supply of nurses are occurring at a time when the need for highly sophisticated, competent, caring nurses is more urgent than at any other period in
nursing history.
A major factor contributing to clinically caring nurses today and
for years to come is the rapid growth of the elderly population in
this country, most notably, the frail elderly. An adequate supply of
nurses willing and able to dedicate themselves to the special needs
of populations such as the elderly is critical to the development of
a cost-effective continuum of health services.
I come to the committee today, therefore, with a series of recommendations which are designed to assure quality health care for
the elderly and for all citizens of this country by strengthening the
nursing profession's ability to recruit and retain bright men and
women. The Pennsylvania Nurses' Association will furnish this
committee with documentation to support these recommendations.
My first set of recommendations are directed toward enhancing
the work environment of nurses.
I believe that the Division of Nursing should support the demonstration and evaluation of innovative models of nurse managed
care for the elderly and other high-risk patient populations who require an affordable continuum of quality health services including
acute, transitional, and long-term care.
Nurse managed care presents opportunities for the nursing profession to address the issues of allocation of scarce resources, appropriateness and effectiveness of care, cost containment and professional accountability. Further, nurse managed care systems pro-
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mote autonomy and job satisfaction. Nurses are uniquely qualified
to coordinate and monitor the complex needs of those groups of patients who require managed care.
Second, the Division of Nursing should support the demonstration and evaluation of major changes in the organization and practice of nursing in hospitals which are designed to increase the retention of qualified nurses.
The 1987 American Hospitals Association Nursing Personnel
Survey showed that 20 percent of nurses at the average hospital
had been employed for less than 1 year. The AHA's Division of
Nursing estimates that if 20 percent of the 800,000 nurses working
in U.S. hospitals are recruited to a new work environment each
year at an average cost of $20,000 per nurse, nurse turnover is responsible for an aggregate annual cost to hospitals of $3 billion. Improving nurse retention could go a long way toward reducing vacancies at the institutional level as well as contributing to improve
quality of care through a more stable, experienced professional
nursing staff.
A broad consensus has emerged in recent years that resolving
the Nation's nursing crisis requires restructuring the organization
and practice of nursing in hospitals. Both the National Commission
on Nursing sponsored by the Hospital Research and Education
Trust and the congressionally mandated study of nursing conducted by the Institute of Medicine, National Academy of Sciences concluded that nursing roles require restructuring to improve nurses'
satisfaction with their work and make more efficient and effective
use of the unique skills and expertise of nurses, as well as to retain
experienced nurses in clinical care.
Since these two blue ribbon reports were issued in the early
1980's, some hospitals around the country have begun to experiment with various strategies to enhance the attractiveness of hospital nursing. However, few of these efforts have been adequately described, and there is almost no systematic evaluation of the impact
of these innovative programs on nurse retention or cost.
Third, the National Center for Nursing Research should identify
as a priority and receive additional funding for studies which involve cross industry comparisons of the use of various incentives
and staffing patterns to enhance nursing staff retention.
There is little doubt that lack of control over working hours is
the single most unattractive aspect of hospital nursing. Obviously,
hospitals and nursing homes must have nurse coverage on a 24hour basis. There are many other industries that operate on this
basis who seem to have successfully addressed the 24-hour staffing
requirement. A cross industry comparison of the costs and benefits
of 24-hour staffing policies and practices as well as other labor
practices would substantially improve our understanding of their
potential applicability in hospitals.
The following recommendations are designed to support the education of nurses:
Hospitals, other employers of nurses, and schools of nursing
should be supported in their efforts to provide incentives for diploma and associate degree nurses to pursue more advanced degrees
in nursing, specifically the Bachelor's degree in Nursing and the
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Master's degree in Nursing, because of the dramatic need for
nurses with these levels of education in the workforce.
Major factors contributing to the increasing demand for nurses
educated at the undergraduate and graduate levels include increased acuity and complexity of patients' needs in hospitals, nursing homes and home care settings resulting from the introduction
of the prospective payment system, and continued technological advances in health care. Projected needs for full-time registered
nurses with baccalaureate degrees are about twice the projected
supply for 1990 and 2000. For nurses with graduate degrees, the requirements are about three times higher than the projected supply.
This represents a deficiency of 619,000 nurses prepared at the undergraduate and graduate levels. Existing and new baccalaureate
and graduate nursing programs would need to more than double
their enrollments in order to achieve the desired number of professional nurses by the year 2000.
Hospitals, other employers of nurses, and schools of nursing
should receive Federal and State support to establish work-study
and work-grant programs designed to attract new students into the
nursing profession.
This recommendation recognizes the unique nature of the population choosing nursing as a career, often older students with
major family responsibilities and limited access to traditional financial aid options.

A work study program would enable students to work during the
summer and school years as nurse assistants in hospitals, nursing
homes, or other health care settings. This program could provide
tuition support, and at the same time, enable students to develop
essential skills in the care of special patient populations. A workgrant program would enable nursing students to devote more of
their time to study by receiving tuition support while attending
school. In return for tuition, students would agree to work for a
period of time after graduation in hospitals, nursing homes, or
other health care settings.
Third, the authorization of the Nursing Student Loan Program
needs to be increased and restrictions currently associated with
this program eased in order to more effectively address the financial burden of nursing students.
And finally, we need to increase advanced nurse training appropriations. Special priority should be given to those advanced nurse
training programs that prepare clinical specialists and nurse practitioners for the care of patient populations with special needs including the elderly.
Today and in the foreseeable future, this Nation will face multifaceted problems in caring for our elderly, for the chronically ill
and for those Americans who have limited access to health care.
Recent research has demonstrated that nurses can provide quality,
cost-effective care to many segments of the population-young
mothers with very low birthweight infants, young men and women
with AIDS, individuals with chronic mental and physical illnesses,
and the frail elderly and their families. Nurses have made life and
death differences in health care settings throughout the country.
The nursing profession must continue to attract bright, committed
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men and women to fully contribute to our Nation's quest for excellence in health care.
The health of Americans requires intelligent, sophisticated, and
caring nurses to offer health services at the lowest cost and highest
quality. Legislation must enable this to occur. Nursing is a national resource and properly used can significantly help to address the
health problems we are facing today and anticipating tomorrow.
Thank you.
[The prepared statement of Mary Naylor follows:]

88-594 - 89 - 3
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Introduction
On behalf of the meshers of the American Association of Colleges of Nursing
and the Pennsylvania Nurses' Association, I an pleased to have the opportunity
to present testimony to this Committee related to the nursing shortage.
Senator Heinz, your commitment to quality health care for the elderly is well
recognized and deeply appreciated by the nursing community.

I had the good

fortune to learn of this commitment first hand when I worked with your staff
for several sonths in 1985 and 1986. As e result of this experience, I know
that you and the membersof this Committee understand the pivotal role that
nurses play in delivering quality, affordable health care.
An acute shortage of qualified nurses exists in this country, with far
reaching implications for the health of this nation.

This situation is

compounded by a significant decrease in nursing school enrollments and a
dranatic decline in the national pool of high school and college students
indicating an interest in nursing. Thesemajor changes in the current and
future supply of nurses are occurring at a tine when the need for highly
sophisticated,

caring nurses is more urgent than at any other period in

nursing's history.
A major factor contributing to the increased demand for competent,
clinically caring nurses toddy and for years to cone is the rapid growth of the
elderly population in this country, most notably, the frail elderly.

An

adequate supplyof nurses willing and able to dedicate themselves to the
special needs of populations such as the elderly is critical to the development
of a cost-effective continuum of health services.
I cone before this Committee today, with a series of recommendations which
are designed to assure quality health care for the elderly and for all citizens
of this country by strengthening the nursing profession's ability to recruit
and retain bright men and women. The Pennsylvania Nurses' Association will
furnish this Committee with documentation to support these recommendations.
A. Nursing Practice
My first set of recommendations are directed toward enhancing the work
environment of nurses.
1.

The Division of Nursing should support demonstration and the

evaluation of innovative modelsof nurse managed care for the elderly and
other high risk patient populations who require an affordable continuum of
quality health services including acute, transitional and long-term care.
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Nurse managed care presents opportunities for the nursing profession to
address the issues of allocation of scarce resources, appropriateness and
effectiveness of care, cost containment and professional accountability.
Further, nurse managed care systems promote autonomy and job satisfaction.
Nurses are uniquely qualified to coordinate and monitor the complex needs
of those groups of patients who require managed care.
2. The Division of Nursing should support the demonstration and
evaluation of major changes in the organization and practice of nursing in
hospitals which are designed to increase the retention of qualified
nurses.

The 1987 AbA Hospital Nursing Personnel Survey showed that 20 percent
of nurses at the average hospital had been employed for less than one
year.

The ABA's Division of Nursing estimates that if 20 percent of the

000,000nurses working in U.S. hospitals are recruited to a noe work
environment each year at an average cost of 520.000 per nurse, nurse
turnover is responsible for anaggregate annual cost to hospitals of $3
billion (Connie Curran, ABA). Improving nurse retention could gom* long
way toward reducing vacancies at the institutional level as wellas
contributing to improved quality of care through a sore stable, experienced
professional nursing staff.
A broad consensus has emerged in recent years that resolving the
nation's nursing crisis requires restructuring the organization and
practice of nursing in hospitals.

Both the National Commission on Nursing

sponsored by the Hospital Research and Education Trust and the
Congressionally mandated study of nursing conducted by the Institute of
Medicine, National Academy of Sciences concluded that nursing roles require
restructuring to improve nurses' satisfaction with their work and make more
efficient and effective use of the unique skills and expertise of nurses,
as well as to retain experienced nurses in clinical care,
Since these two blue ribbon reports were issued in the early 1980's
some hospitals around the country have begun to experiment with various
strategies to enhance the attractiveness of hospital nursing.

HNowever,few

of these efforts have been adequately described and there is almost no
systematic evaluation of the impact of these innovative programs on nurse
retention or costs.
3. The National Center for Nursing Research should identify as a priority
and receive additional fundingfor studies which involve cross industry
comparisons of the usie of various incentives and staffing patterns to
enhancenursing staff retention.
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There is little doubt that lack of control over working hours is the
single most unattractive aspect of hospital nursing.

Obviously, hospitals

and nursing honesmust havenurse coverage on a 24 hour basis.

There are

many other industries that operate on this basis who seem to have
successfully addressed the 24 hour staffing requirement.

A cross industry

comparison of the costs and benefits of 24 hour staffing poliries and
practices as well as other labor practices would subhtantially improve our
understanding of their potential applicability in hospitals.
B. NursingZducation
The following recommendations are designed to support the education of
nurses.
1.

Hospitals, other employers ot nurses and schools of nursing should be

supported in their efforts to provide incentives for diploma and associate
degree nurses to pursue more advanced degrees in nursing (B.S.N. and
h.S.N.)

because of the dramatic need for nurses with these levels of

education in the workforce.

Major factors contributing to the increasing demand for nurses educated
at the undergraduate and graduate levels include:

increased acuity and

complexity of patients' needs in hospitals, nursing hoaes and hone care
settings resulting from the introduction of PPS and continued technological
advances in health care. Projected needs for full-time registered nurses
with baccalaureate degrees are about twice the projected supply for 1990
and 2000.

For nurses with graduate degrees, the requirements are about

three times higher than the projected supply.

This represents a deficiency

of 619,000 nurses prepared at the undergraduate and graduate levels.
Existing and nec baccalaureate and graduate nursing programs would need to
more than double their enrollments in order to achieve the desired number
of professional nurses by the year 2000.
2.

Hospitals, other employers of nurses and schools of nursing should

receive federal and state support to establish work-study and wort-grant
programs designed to attract new students into the nursing profession.

A work-study program would enable students to work during the summer
and school years as nurse assistants in hospitals, nursing homes or other
health care settings.

This program could provide tuition support, and at

the some time, enable students to develop essential skills in the care of
special patient populations.

A work-grant program would enable nursing

students to devote more of their time to study by receiving tuition support
while attending school.

In return for tuition, students would agree to

work for a period of tine after graduation in hospitals, nursing hoses or
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other healthcare settings.

This recommendation recognizes the unique

nature of the population choosingnursing as a career--older students,
traditional
often with major foxily responsibilities and limited access to
financial aid options.
to
The authorization of the Nursing Student Loan Program (ISLP) needs
eased
be increased and restrictions currently associated with this progras
in order to more effectively address the financial burden of nursing
3.

students.

be
The increased funds for the Nursing Student Loan Program could
Students who receive conies from this

earmarkedas a payback option.

or
Programcould elect to pay the loon back throughtraditional means
can receive a
through service to special populations. Currently, students
this fund.
maximumof $10,000 (S2,S00/per year for up to four years) under
the past
The NSLP has had no new monies added to this revolving fund for
those in
only
include
to
reauthorized
been
has
several years. This program
'exceptional

financial need."

To receive funds, students' resources must

not exceed 5St of the costs of attending school.

Because of these and

this
other restrictions. nany schools of nursing no longer participate in
could
NSLP
the
of
restructuring
and
for
support
program. Increased
significantly ease the financial burden of nursing students.
4.

My final recommendation is to increase advanced nurse training

appropriations.

Special priority should be given to those advanced nursing

education progrsms that prepare clinical epecialists and nurses
practitioners for the care of patient populations with special needs
including the elderly.
Summary
Today and in the foreseeable future, this nation will face multifaceted
for those
problems in caring for our elderly, for the chronically ill and
has
research
Recent
care.
health
to
access
americans who have limited
many
to
care
cost-effective
quality,
provide
demonstrated that nurses can
infants,
low-birthweight
very
with
mothers
segments of the population--young
physical
young men and womenwith LIDS, individuals with chronic mental and
life and
made
have
Nurses
families.
their
and
illnesses and the frail elderly
The nursing
death differences in health care settings throughout this country.
to fully
women
and
men
committed
bright,
profession must continue to attract
contribute to our nation's quest for excellence in healthcare.
caring
The health of kmericans requires intelligent, sophisticated and
quality.
nurses to offer health services at the lowest cost and highest
and
Legislation must enable this to occur. Nursing is a national resource
are
properly used can significantly help to address the health problems we
facing today and anticipating tomorrow.

Thank you.
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Senator HEINZ. Mary, thank you very much. That was excellent.
Dr. Willging.
STATEMENT OF PAUL WILLGING, PH.D., EXECUTIVE DIRECTOR,
AMERICAN HEALTH CARE ASSOCIATION
Dr. WILLGING. Thank you, Mr. Chairman. We have prepared a
written statement. With your permission, I will only briefly summarize it today.
Senator HEINZ. Without objection, the entire statement will be
part of the record.
Dr. WILLGING. Thank you, Mr. Chairman, for the opportunity to
testify today. I represent 9,000 nursing homes across the country as
the executive director of the American Health Care Association.
One slight correction, Mr. Chairman, we represent both nonproprietary and proprietary nursing homes, and in fact, are the largest nonproprietary representative body in the city of Washington,
DC, as well.
Senator HEINZ. Which do you have more of?
Dr. WILLGING. We have more proprietary nursing homes because
the industry is structured more toward proprietary homes; 70 percent of all nursing homes are investor homes.
Ten days ago, Mr. Chairman, the ninth largest nursing home
company in the United States filed bankruptcy in the bankruptcy
courts in California. For the last three-quarters, the largest nursing
home care company in the United States has posted losses. Hillgate, a company headquartered here in the State of Pennsylvania,
geriatric and medical centers, has begun to post losses.
I raise this not to ask for sympathy for the financial plight of
nursing homes. That clearly is not your concern. That is our concern. I raise it, however, in terms of a basic premise that needs to
be made. The nursing home industry is in the most precarious financial position it has ever experienced in its 20- or 30-year history. That precarious financial situation is largely a function of the
nursing shortage. And ultimately, and this is where you are concerned, Mr. Chairman, the industry, in the disarray currently
being faced by the nursing home industry can only ultimately see
the impact on the residents requiring service.
I'd like to make that statement and explain it in some detail. I'd
also like to suggest that when one looks to the nursing shortage in
this country, one looks for the potential solutions of that shortage,
one has to recognize some very basic differences between the acute
care setting and the long-term care setting. We are two completely
different industries, and our concerns, our needs and then potentially the solutions are equally different.
First, how is the nursing shortage so seriously bankrupt, essentially, in the nursing home industry, and how does that impact ultimately on patient care?
Essentially when a nursing home, be it a corporation, an individual proprietary facility, a non-proprietary facility, cannot achieve
the levels of nursing required, both in terms of its own requirements for high quality care, as well in terms of as basic Federal
and State standards, when those nurses are not available, it looks
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to the temporary nurse, it looks to the pool for its registered
nurses.
The second largest nursing home corporation is Hill Haven. It
houses a large number of facilities on the east coast. It bills 40 percent of its nursing hours every year to a pool of registered nurses,
40 percent, at premiums, two, three, four times, in some cases, with
very difficult requirements, two, three, and four times times the
rate that we pay the staff nurses.
An industry which is traditionally operated on very narrow margins, and I recall testifying before you once before Mr. Chairman,
and you suggested that the grocery store industry had even narrower margins, but I think we would agree 1 or 2 percent is cutting
it very tight.
When it then reaches an unanticipated high cost, energy, or in
this case, the nursing issue, obviously, it has difficulties, and those
difficulties have become clearer and clearer over the past few
years, this, even prior the Omnibus Budget Reconciliation Act back
in 1987, which has placed major new staffing requirements on the
nursing industry. And staffing requirements, I think we would all
agree, are all at the root. It's almost intolerable, given the acuity
levels of today's nursing home patients, that facilities in certain
States can get by with only one shift of nurses and that just licensed personnel.
Indeed, we were disappointed, Mr. Chairman, not to have been
able to support the desire expressed both by you and your colleague, Congressman Walters, and the State of Pennsylvania perhaps moved even beyond what was ultimately enacted by Congress,
but as we looked at the shortage in terms of supply, and as we look
at the difficulties in terms of reimbursement, we recognized that
we were going to have a difficult enough time adhering even to the
fairly dramatically increased requirements that were contained in
OBRA 1987, much less, despite are own ultimate desire, to remove
24-hour registered nursing requirements.
Indeed, I can guarantee today, Mr. Chairman, that once the
nurse staffing requirements of OBRA are finally implemented in
the early 90's, we will see massive numbers of nursing homes in
this country terminating the Medicare and Medicaid not because of
a lack of desire, but simply because the nurses are not there. Even
when the nurses are there, the nature of the medical reimbursement program does not allow sufficient reimbursement to pay the
nurses' salaries.
Let me, if I could, briefly move to what I think some of the solutions have got to be.
As I suggested, the nursing home industry is dramatically different in its utilization of nursing personnel than the acute care industry. Most nurses in the acute care settings are registered
nurses. Most nurses in the long-term care setting are licensed practical nurses or licensed vocational nurses. In some States, for example, Oklahoma, the ratio of LPN's to RN's is 5 to 1. LPN's are the
lifeblood of the long-term care industry, not necessarily by preference, but again, as a result of the marketplace within which it has
had to operate.
And as we look to solutions, if we look to solutions dealing only
with the availability of registered nurses in this country, the solu-
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tions have not helped long-term care. The solutions have not impacted favorably on the care provided our residents until we can
deal with the issues of supply of RN's and the reimbursements.
Second, as we look to solutions, let us not ignore the advances
and innovations that have taken place in the academic setting in
terms of the workplace. The demonstrations that we have. They
are important. But as you have suggested in your own public statements, ultimately this Nation has got to deal with the underlying
issue, the underlying issue of resources.
I'm always amazed at those that would have us believe that the
nursing shortage issue is a highly complex issue. It is not a highly
complex issue; 20 or 30 years ago, young women, it was considered
primarily a women's profession, had two or three choices when
looking for fulfilling a rewarding professional career. They could
become teachers, they could become either nurses, some of the Sisters told me they could become nuns. In this country that has
changed. Thank God, it has. And now, women have as many opportunities as do their male counterparts. One of the basic differences
is that nursing still will reward inadequately both financially and
in terms of professional esteem.
We have got to deal with the issue of resources. There are no two
ways around that problem.
And when we get to the area of long-term care, particularly in
the nursing home industry, we need to recognize that until we are
along at an even keel with the rest of the health care sector, we
will never be able to recruit, attract, and retain the nurses we
need. We have got to as a Nation ask ourselves whether we will
continue to allow State Medicaid programs to balance their budgets
on the back of long-term care residents.
The data is explicitly clear, Mr. Chairman. The average charge
in a nursing home makes 23-percent less than the average charge
nurse in a hospital. The average staff nurse in a nursing home
makes 19-percent less than a staff nurse in a hospital. And after
we in the nursing home industry have been able to deal with the
psychological hurdles that a potential candidate brings to bear
when looking at the possibility of working in a nursing home, and
those psychological hurdles you know about do spring up, the perceptions of nursing homes are not that favorable in this country.
The same is true of nurses.
And once we have attracted that nurse, once we have shown her
that with her experience that she will only make 80 percent of
what she could make in a hospital, that is one of our most critical
issues, and one we have got to urge you and your colleagues to deal
with, a much more systemic, much more economically based issue
that until it is resolved, will continue to not just provide constraints in the resolution of this issue, but indeed exacerbate it.
Thank you very much.
[The prepared statement of Dr. Willging follows:]
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I am Dr. Paul Willging, executive vice president

Good morning.
of the American

Health

Care Association (AHCA),

the largest

organization representing America's long term

care providerm.

ASCA's membership exceeds 9,000 nursing homes

which

prnvide

care for over 950,000 chronicaiiy ill patients each day.

It is, indeed, a pleasure to appear before your filid hearing,

mr. Chairman, to discuss what we in the industry consider to
be one of the most
industry -- the

important issues racing the

shortage of nurses..

long term care

I an especially pleased
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In light of the new staffing requirements recently enactec,

we are very concerned that staffing pressures will only worsen.

How are nursing homes coping with the nurse shortage
Staff shortages
facilities
temporary
two-thirds

crisis?

and high turnover have forced long term

to rely more heavily
employees.

In

a recent Massachusetts

of long term facilities

care

on nursing pool agencies for

in

rely on nursing pools to cover RN vacancies.
they are forced to use them *frequently.

study,
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This is not a favorable

71
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doubt that it impacts

negatively

on the quality of care.
Short-term employeea do not provide the continuity that
is an essential part of quality care for long-tern

patiento.

Temporary nurses often have inadequate training, are more expensive,
and orten are not available for weekend and other 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.

A number of state

studies document rather dramatically

the growing problem long ters care
nursing pools.
relatively minor
and other heath
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Alternatively, nursing homes,

as well as hospitals, are

looking to other countries with commensurate nursing education
programs,

such

Philippines,

as Canada,

Ireland,

to recruit RNs

the United Kingdom anc the

to work in their facilities.

It

often takes two years for a foreign nurse to relocate In this
country, and clearly this

is not a viable long-term solution

to the nursing shortage problem.

The future availability of nursing personnel is not promising
either.
of
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Several

legislative

proposals have been offered this year

to address the nursing manpower shortage.
and,

in addition,

initiatives

I applaud these efforts

I would like to suggest other potential legislative

for your consideration.

Legislation introduced

by Senator

the Senate,

S. 1402,

Congressman

Wyden, has two eapecially

First, the bill

and its House

establishes

nurse

Kennedy and passed by

companion

recruitment

we can target junior high, high school,

introduced

by

attractive provisions.
centers

where

college and older candidates

with information on the nursing profession and nursing education
programs.

Second,

the bill

would expand

the valuable

rk of

the Robert Woods Johnson Teaching Hursing Hone Program and encourage
schools of nursing to launch

special efforts in gerontologacal

nursing and establish nursing homes as a clinical setting.
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We advocate
that encourage

expanded federal funding of education programa
clinical affiliations

between nursing schools

and nursing homes, from univeraity baccalaureate
to comnunity college associate

degree programs

degree nursing programs.

Nursing

school affiliations would bring a new source of potential recruits
to the nursing bome setting because the famnliarity of the setting
and I look forward to working with you in
this serious health care problem.

your efforts to aedress
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Senator

HEINZ.

Thank you very much, Paul. Dr. McNeal.

STATEMENT OF GEORGE McNEAL, M.D., CHIEF OF STAFF, VA
MEDICAL CENTER, PHILADELPHIA, PA
Dr. McNEAL. Thank you for inviting me. Because of the hour and
because of the excellent testimony, I would just like to comment on
my testimony rather than reading it in its entirety. So with your
permission, I would like to submit it.
Senator HEINZ. Without objection, your entire testimony will be
part of the record.
Dr. McNEAL. I would like to focus on the Philadephia VA Medical Center and its up-coming efforts to meet the need of our aging
population. We are a tertiary care medical center. We have about
500,000 to 550,000 veterans that we are concerned with. Of those,
about 25 percent are 65 or older. That's about 140,000. By 1992, we
expect that number to rise to 286,000.
Other witnesses have spoken to the factors that are related to
the supply of nurses, and so I won't mention those. I will focus on
what is an on-going project here.
We have, coming on line in less than 1 year, a 240-bed nursing
home. In addition, we have under construction also a clinical addition. These will raise our total number of beds to 768, of which 40
percent will be in the extended care area, that is, intermediate
care, and as I've alluded to, 240 beds in a nursing home.
I think that in the public sector we have to be mindful of the
public trust, and it is my perception that we can not be out of the
leagues in terms of nurses' salary. Our salaries are really tagged to
wage surveys of the community, and we try to meet the average.
That puts us in the position of lagging in terms of competitiveness,
and being perhaps in the 50 percentile as far as competitiveness on
salary.
We've had to turn then to trying to make our environment more
attractive to nurses, specifically with regard to the nursing home.
It is our decision to make it a teaching nursing home affiliated
with the School of Nursing at the University of Pennsylvania. We
will offer graduate programs for nurses. We plan to have teaching
at all levels in that environment, so it will really be a model, and a
continuation of models that are already in place throughout the
country.
Also, our emphasis in our nursing home will be on rehabilitation.
We recognize that there will be some patients for which it will be
their home, but the major thrust will be in rehabilitation and returning those veterans to their communities.
We have tried, then, within this framework to be as creative as
we possibly can, in attracting and retaining nurses in terms of
scholarships, of stipends for graduate nurse technicians, trying to
create innovative rolls for nursing such as nurse administered clinics, and clinical specialists. We have experimented with shifts
trying to make them more attractive to single parent families.
We will have over 151 positions that we will have to fill in our
nursing home, and it is through these mechanisms that we hope to
be not only competitive but successful.
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I would say in conclusion, that obviously there is a nursing shortage. We are part of a public sector. The rules of public policy that
govern us is slightly different than the private sector. I would say
that we have to compete largely in terms of job satisfaction, enhancement, career opportunities, and professional awards for
upward mobility. Thank you.
[The prepared statement of Dr. McNeal follows:]
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1. The Philadelphia VA Medical Center finds itself in a very unique
position within the Delaware Valley. It is the primary tertiary care facility
for 550,731 Veterans, approximately 251 or 140,000 of whomare aged 65 or
older. By the year 1992 this number willincrease to 286,000. These veterans
are nowat the age where health care is a primary and very difficult issue in
their lives.
2. As the veteran population ages, new and dramatically different
methods of caring for them must be created. This involves a medical and
nursing staff not only skilled in caring for geriatric patients, but also very
much Interested in geriatric and extended care programs
3. The demands placed upon a nurse caring for geriatric and extended
care patients is much different than those caring for acutely ill patients.
Physical and mental outcomes are not as dramatic. Improved patient outcomes
The gpriatric and extended care veteran patient
take much longer to achieve
requires a special kind of nurse that is more difficult to recruit.
4. Not only do we find the 'pool" of nurses becoming smaller through
competition from newcareer fields, but we also find that the traditional role
of the nurse within the health care system is changing. Nurses, with their
knowledge and experience of the medical field, find many new careers are open
to them. Somecareers outside the traditional nursing role are in law,
insurance, and automated data processing. Within the medical field, nursing
roles are expanding to include educational and teaching roles, clinical
practice, independent practice, quality assurance, risk management, and review
of the utilization of hospital services.
5. Within our geographic area, there are over 69 hospitals and acute
care medical facilities. In fact, this area has one of the largest numbers of
such facilities in the entire nation. The available 'pool' of nurses is
shared among these facilities. Whenone facility creates a new innovative
program that attracts nurses another facility within the area willlose nurses
because the 'pool" remains constant. In fact, this "pool" becomes smaller
each year due to closures of nursing programs and schools and the expanded
roles for women
in the workforce.
6. The problems created by the nursing shortage for the Philadelphia VA
Medical Center in meeting the health care needs for our growing aging patient
population can be best illustrated by our Nursing Homeand Clinical Addition
Projects. Currently under construction is a 240 BedNursing HomeCare Unit
and a Clinical Addition to the main facility. At the completion of these
projects, the Philadelphia VAMCwillhave a total of 768 beds, 401 of which
willbe extended care beds. This willcreate a very significant increase in
not only the need for additional nursing staff, but nursing staff of a
particular kind. The Nursing HomeCare Unit willrequire an additional
nursing staff of over 151 FTEE. The total allowable nursing staff for the
Philadelphia VAMCwillincrease from the current level of 358 FTEEto 509
FTEE. Even today, however, in staffing for acute units only, we consistently
have approximately 20 nursing vacancies. All of these positions must be
filled from the nurses available within our geographical area.
7. The Philadelphia VAMCmust overcome many limitations in recruiting
for this newnursing staff. The average salary and fringe benefit rates are
generally lower even when special salary rates are considered. In addition,
we are not able to offer other benefits which are extremely attractive to
today's working and single parent families. Those benefits include totally
paid health benefits and total tuition reimbursement. These are someof the
issues which create difficulty for our recruiting.
8. In order to be competitive in attracting nurses, we have become as
creative as possible. At the Philadelphia VAMCwe are using several different
approaches.
While limited in comparison to our neighbor hospitals, we offer
financial assistance and tuition reimbursement to our nursing
staff. The VA has scholarship programs for both future nurses and
Weunderstand that the
nurses who wish to expand their knowledge.
VA has proposed legislation to expand tuition reimbursement to
include courses leading to a degree in nursing.
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The VA has funded a clinical practicum in gerontology at the
graduate level.
Our Integrated Hospital Computer System allows our nursing staff to
devote more time to direct patient care.
Wehave innovative role assignments such as nurse administered
clinics and clinical specialist positions. Me have allowed creative
staffing patterns where, rather than the typical eight hour shift,
the nurse may work an expanded twelve-hour tour thus giving more
time for family life. There is a great deal of attention focused on
improving the distribution of workload (outside of the specialty
areas) so that no one unit has the most critical cases. By using
nursing staffing guidelines, we are able to rearrange staff to even
more appropriately staff specific units.
Weare in the process of opening an intermediate care unit which
will permit more appropriate staffing, not only within extended
care, but for acute care as well.
Weoffer special salary rates for nurses and also have evening and
night differential pay. The Philadelphia VAMCmaintains an
aggressive Incentive awards program.
As previously stated, we are constructing a 750,000 square foot
Clinical Addition which will support all of our Outpatient Services
as well as Operating Suites. ICUs, Laboratory, Radiology and other
support services. This addition will make our physical facilities
an exciting and modern medical center in which to work.
Due to open in one year is a 240 bed Nursing HomeCare Unit. This
will greatly increase the capacity to provide for the rehabilitative
and extended care needs of our aging veteran population in our
catchment area and offers new career opportunities for nurses.
Although parking is temporarily a severe problem, it will soon be
improved with the addition of a 530 car parking garage currently
under construction.
Lastly, the Veterans Administration is able to offer to nurses the
opportunity to develop their careers in the largest medical system in the
free world. A nurse joining the Philadelphia VA Medical Center has
mobility throughout the continental United States, Puerto Rico, Alaska,
and Hawaii.
9. In summary, while we recognize that there is a true nursing shortage
that effects all health care institutions in the Delaware Valley, the impact
on the Philadelphia Veterans Administration Medical Center is more severe.
The information that I have presented is an indication of what steps we have
taken to increase our ability to retain nurses and compete more effectively In
recruiting new nurses. Weremain concerned however, about our ability to
maintain an adequate workforce. particularly with the facilities that are
coming on line.
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Senator HEINZ. Let me ask Mr. Pepper. Mr. Pepper, we had a
discussion in the previous panel, and you mentioned in your testimony the issue of DRG rates and the hospital market basket does
not adequately reflect nursing costs and wages. The Prospective
Payments Commission, however, contends that the market basket
is sound and has said in written testimony that the adjustments of
the DRG rates or hosptial market basket to reflect nursing costs
would have a minimal effect on hospital reimbursement. How
much of a difference do you think a nursing adjustment would
make, and would it be worth doing if it had only limited payoff?
Mr. PEPPER. Sir, I know that the Government agencies do not
always agree with our industry analysis of what is adequate payment and what is not adequate payment. And we do not have time
to get into that agrument. However, certainly Medicare reimbursement is inadequate. Over the last 5 years it's been about 11 percent
of the cumulative-Senator HEINZ. That's not what I was asking about. I was asking
about the adjustment or-Mr. PEPPER. If it were adjusted, how much of an adjustment
would you need?
Senator HEINZ. I'm not talking about the update. I'm not talking
about the annual update. I'm talking about whether within the restraints that have occurred almost without exception for, each of
the last 3 or 4 years, having a nursing adjustment, would that
make any difference? I understand we all want more money.
Mr. PEPPER. Yes, sir.
Senator HEINZ. But I'm talking about-Mr. PEPPER. Let me see if I can understand your question. Is
your question whether if there were a specific nursing adjustment,
would it make a difference or whether-Senator HEINZ. Yes. ProPAC says it would not make a difference.
Maybe you haven't looked into that. If you have not had the
chance to look into it, I'll go on to my next question.
Mr. PEPPER. I think given the time you should go on to your next
question, because it would be a matter of how much.
Senator HEINZ. Maybe you can look into that and let us know.
Mr. PEPPER. We would be delighted to comment.
Senator HEINZ. All right. Another comment that ProPAC made
was this, that in the early days of the Prospective Payment
System, DRG's, hospitals cut back on practical nurses, orderlies,
and expanded the responsibilities of the RN, which is what our
first panel testified to. To what extent is the hospital's need for
more registered nurses simply a result of that kind of cutback to
lower cost of either nurses or other support personnel?
Mr. PEPPER. That's an interesting theory, and we've had some
testimony to that effect. As a hospital administrator, I will tell you
that that most hospital administrators do whatever they can to
make sure that their RN's are not doing tasks that are not directly
related to patient care. One of the great problems, however, is that
accreditation standards, regulatory standards and so forth increased the documentation that the nurses must do along with the
malpractice climate. So that nurses today are spending a great
amount of their time in documentation and paperwork that s required to meet quality standards that they didn't before.
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We're working on systems, automated systems to try to help that
out. But I'm much more concerned about that kind of task change
than I am with the delivering of trays and water pitchers and so
forth.
Senator HEINZ. I understand that. I'm just trying to ascertain
whether that's a component of the problem.
Mr. PEPPER. I don't believe it is as much a component as the
change of severity, which I think is the greatest-Senator HEINZ. I understand that. And I think the record is very
clear that the severity and the depression is the principal factor.
But to the extent that there is a contributing factor that imposes
10 or 15 or 20 percent more demand on a nurse than heretofore is
a significant, if not determining-Mr. PEPPER. I would not deny that there must be some contributing factors, if that's what you're saying.
Senator HEINZ. I'm just really trying to get an idea of the scale
of the factor. Is it 5 percent or 10 or-Mr. PEPPER. I would estimate if the workload has increased 5
percent, it's too much, but I will not say that it is 10 or 15 percent.
Senator HEINZ. So you don't think it's that high?
Mr. PEPPER. I think severity is the worst.
Senator HEINZ. That's not the issue. The issue is-I agree with
you, severity is clearly an issue. The question is, is it 5 percent or
is it more in the scale of 10 or 15 percent?
Mr. PEPPER. I do not believe anyone has accurately measured
this.
Senator HEINZ. It might be worth looking into. The anecdotal testimony on that that we've had seemed quite logical, and logic
doesn't always mean truth.
Mr. PEPPER. It may produce it at any rate.
Senator HEINZ. That's right. Let me ask Mary Naylor. Mary,
you've basically testified to a series of incentives for people to both
enroll and presumably graduate from nursing programs of one
kind or another. Our previous panel of witnesses-Patricia Prescott
in particular-said, well, supply side of economics is not what is
needed here. How do you respond to that?
Ms. NAYLOR. Actually my testimony really spoke to enhancing
the work environment.
Senator HEINZ. It did, and I don't mean, to ignore that, but you
have also-Ms. NAYLOR. I believe that what is needed is a two-pronged approach to addressing the issue. Without major change in the work
environment-Senator HEINZ. Nothing will work.
Ms. NAYLOR. Nothing will work. Simultaneously, however, we
have to begin to reach out to qualified students and to increase the
nursing pipeline. We need a pool of qualified nurses capable of
working in those environments which are experimenting with new
strategies. Supply-and-demand side strategies need to go hand in
hand.
Senator HEINZ. But Patricia's point was, if you supply a lot more
nurses-Ms. NAYLOR. I agree.

83
Senator HEINZ. Nurse entrants, two things can happen, both of
them bad. One, that you depress or prevent from rising to competitive levels, starting salaries; and second, that creates a great temptation to substitute new entrants into the nursing profession for retention. So if you don't want to pay more because you can't or
whatever the reason may be, you say goodbye to that nurse and
quickly grab a new one that is cheap.
Ms. NAYLOR. I agree that we need to undertake major restructing
in the work market in order to even hope to recruit and retain
quality nurses.
We're in the position we're in now because our work environment was not at all conducive to attract bright men and women.
By the same token, if we do not continue our efforts to recruit
qualified individuals, hospitals will seek other types of providers to
deliver nursing services. So I think that we need to aggressively
begin to look at ways in which we can simultaneously develop an
environment which will sustain the bright men and women in
nursing and hospitals and also maintain a pipeline so that we have
that kind of personnel that would be needed to work in those environments. Otherwise, we'll have no profession.
Senator HEINZ. So you feel we need to do both?
Ms. NAYLOR. Absolutely.
Senator HEINZ. Let me ask Dr. Willging, you make the point that
the nursing home payments under Medicaid and Medicare are not
sufficient to compete with hospitals and nurse wage deficits and so
forth. Yet, as I understand it, your own survey shows that 41 percent of nursing homes report no nurse vacancies. Is that correct?
And if so, how have those homes avoided the shortage problem?
Dr. WILLGING. Well, the shortage problem does have its peaks
and valleys across the country. More critically, I think, the nursing
home industry, dependent as it is on Medicaid has its reimbursement peaks and valleys across the country I suspect we have a
fairly serious problem-I wish I had the State-to-State data with
me-in a State like Arkansas with a rate of $31.51 a day for daily
skilled care. A problem less serious in the States such as New York
where the Medicaid Program pays on average $92 per day for daily
skilled nursing care.
There's also the question that if one is capable and willing and
desires trying to track primarily the private pay patients, it's difficult, because 65 percent of all patients in this country in nursing
homes are Medicaid patients, there's also less of a problem because
one can then through private pay patients bring those rates up.
Senator HEINZ. Let me ask this, would it be possible for you to
give us the data on where the nursing homes that do not have
nurse shortages are, so that we can correlate them with Medicare
and Medicaid reimbursement paid, and probably even more importantly-overall reimbursement. There are those exceptions to the
rule with nursing homes that still have a substantial proportion of
private pay patients. I think it would be very helpful to understand
the issue to see those factors-location, percentage of patient distribution Medicare and Medicaid and private pay relative to and
their correlation with shortages. It may be random, it may be correlated, and it may not be possible, but perhaps we could learn
something.
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Dr. WILLGING. Well, it may be correlated and possible and we
still won't understand it, but we'd still try to conduct the survey.
Senator HEINZ. But at least we'll know the depths of our ignorance.
Dr. WILLGING. Correct.
Senator HEINZ. I would appreciate that.
There's been a lot of testimony today about the need to improve
the status of the nurses on the job, improve the conditions in which
they work. Would you agree with that?
Dr. WILLGING. I think there's no question. I think while it's clear
to me that the public policy has a role to play, particularly in the
area of wages, salaries, and incentives, we in our industry have a
job to do as well. We to some extent have contributed to our problems, particularly in terms of image in the workplace. We have not
reached out to the community. We have not as an industry reached
out to help the nursing schools. We have not gone out of our way
to try to make it clear to those who are contemplating a career
choice in nursing that the nursing home can, in fact, be a desirable
place to work. So, yes, you are absolutely correct, and there's an
area where we have some more to do. We cannot simply shift
blame to some other sector of society.
Senator HEINZ. What kinds of retention problems do nursing
homes have?
Dr. WILLGING. Well, we have retention problems even more serious than the hospital industry. I believe the data shows that the
hospital industry, there is a retention factor of only about 80 percent after a year. It goes down to 70 percent after a year in the
nursing home industry. And I suspect it correlated on the same
basis as the other issues.
The Department of Health and Human Services recently produced a study which did get into the whole area of retention, and
as one would anticipate, the factors are the obvious ones. They
relate again to salary, relate again to autonomy, the ability to
work as a nurse as opposed to carrying someone else's water and so
forth. There are a number of factors. There are three or four basic
causal factors that impact not just on recruitment but equally on
retention.
Senator HEINZ. Now, you mentioned that you experienced shortages of both LPN's and RN's?
Dr. WILLGING. Correct.
Senator HEINZ. I assume that you feel that we should improve
our incentives for people to enter into both the LPN programs and
the RN programs?
Dr. WILLGING. We feel we have no choice. Until we can resolve
the shortage issue and the reimbursement issue with respect to
RN's in nursing homes, if indeed we did not have adequate supply
of LPN's as well, the issue would be just as serious or as equally
disastrous.
Senator HEINZ. Is there a Federal role in doing something about
LPN's?
Dr. WILLGING. I believe there can be a Federal role. I believe
that it's not equalizing the same authorizing legislation that one
works with in terms of the more traditional nursing programs, but
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certainly in terms of vocational education, which is what we're
talking about.
And I think there is some societal impact as well, because traditionally LPN's have come out of the economically disadvantaged
sectors of society. By bringing that individual initially into the
LPN programs, I think we can also work with the schools of nursing to make sure there is a career path through ultimately the 4year RN program and starting with the 2-year associate degree
program. So I think there are a variety of benefits not just related
exclusively to the nursing industry.
Senator HEINZ. In Pennsylvania half of the LPN programs in the
last, what, 6, 7 years have closed.
Dr. WILLGING. The LPN programs have been cut in half not just
in Pennsylvania but across the country. Diploma schools which
provided most of our RN's during the course of the past 10 or 15
years are being cut back dramatically. This is simply one aspect of
the entire problem. BS programs have also been cut back. Duke
University, Boston, have all cut out their 4-year programs.
Senator HEINZ. And the main reason for that is what?
Dr. WILLGING. The main reason for that, I believe, in my simplistic economic approach to things is that as a young lady now looks
to making a career choice, and I don't know why one should criticize this, one looks at potential reimbursement as well as rewarding professional responsibilities.
Senator HEINZ. What is the average entering pay for an LPN?
Dr. WILLGING. For an LPN it's around $6 to $7.50, varies again
across the country. An RN in the nursing home industry, the average is around $8 to $10 across the country.
Senator HEINZ. And that range is what, $16,000 or $17,000 a
year?
Dr. WILLGING. I'm a lobbyist in political science. I have to think
hard when it comes to multiplying and dividing. If you're at $7 an
hour, it's $14,000 a year.
Senator HEINZ. And the average salary creeps up a bit, I guess?
Dr. WILLGING. Creeps up a bit. We have the same depression, of
course, in our nursing home industry as is the case in hospitals.
Senator HEINZ. Going back to the RN issue, if we increase the
incentives for people to enter the nursing profession, to go to any
of the programs that produce RN's, and neither the hospitals nor
the nursing homes make the kinds of improvements that you suggest are needed and the others suggest are needed, what's going to
happen?
. Dr. WILLING. What's going to happen is as the panel suggests,
we won't solve the problem. We do have both the demand and
supply problems, although I do believe that those who argue it's
mostly demand and not supply are saying they don't want a solution that might cost money.
Senator HEINZ. Let me ask George McNeal, Dr. McNeal, you've
got an interesting problem. You're opening a new VA hospital in
March of 1989.
Dr. McNEAL. That's correct.
Senator HEINZ. How are you going to do the staffing?
Dr. McNEAL. Well-88-594 - 89 - 4
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Senator HEINZ. We just heard that there's liable to be nothing
available.
Dr. McNEAL. It's going to be a problem. We will probably open it
in modules, in 60-bed modules. I'm sure some of the staffing will
come from the acute care facility that we have, and the rest we
will simply have to compete with others as has been testified.
Senator HEINZ. What about your nursing home? It seems to me
that you're in real trouble.
Dr. McNEAL. Yes, that is the facility that I'm talking about, the
240-bed nursing home. We'll need over 150 nurses. It's a problem, a
challenge.
Senator HEINZ. We are running a little over. I just want to kind
of summarize, unless there's any additional comments any of you
would like to make.
What I think we've learned is that the nursing shortage both in
nursing homes and in hospitals is critical. That it has a very serious impact on patient outcome and that impact will, if unaddressed, become more serious and contribute to the total breakdown of the delivery of what we conceive to be quality health care.
Second, as to solution, there are two main components of that solution. The first is that the retention problem is serious and likely
to get worse because the trends underlying the retention problem,
which is more and more work being imposed on fewer and fewer
people with better and better choices to go elsewhere, are not going
to go away. They are likely to continue in terms of costs, because
the Federal budget deficit is unlikely to, I'm sorry to say, magically
go away, and so forth. The trends causing the problem of making
retention difficult are unlikely to suddenly get better. Therefore, it
is imperative that hospitals and nursing homes understand that
they and they alone are a vital part of the solution. Only they can
impact the work climate in nursing homes and in hospitals which
is a serious part of the problem.
It may very well be that the DRG system is inadequate to take
into account the severity of illness, the nursing component, although ProPAC's testimony on the latter point throws that into
question.
Finally, it appears to me that simply increasing the supply of
nurses through a variety of incentives would in a sense be self-defeating unless the health care industry as a whole addresses the retention problem. It seems to me that simply addressing retention
without increasing supply is unrealistic. Not simply because halting the retention drain would not provide enough nurses, but the
demands on the health care profession are likely to continue to increase, and the shortages today are very real. As a result, it seems
to me that we in Congress would do well to sufficiently increase
and at the same time to target existing educational funds to training staff for nursing homes, critical care, emergency room care,
and other difficult settings that presently show the greatest shortages of nursing.
Additionally, I would like to see if it would not be possible that
older worker employment funds could also be targeted to recruit
people to work as health aides in hospitals and nursing home settings.
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It seems to me that we have to do more to attract people into
nursing programs generally and to target those people in the areas
of greatest need. But if we do that and the health care profession
as a whole, the managers and hospital administrators and nursing
home administrators don't do their part, we will not solve the problem, and we will continue to hear an increasing number of stories
of people who died, had heart damage, suffered broken hips and
dislocated shoulders and perhaps worse because there just weren't
enough well-trained, well-intentioned well-meaning people to go
around.
I want to thank all of you at this time for an extremely fine contribution. I thank you for being a part of this and other efforts.
And, Paul, you're becoming a very experienced witness in front of
this committee.
Mary, you have seen it from both sides.
Perry, I thank you for some extremely able testimony.
And Dr. McNeal, we wish you more than good luck. We want to
help you in every way we can, because you have what I might call
a 100 percent nursing shortage.
Thank you all very much.

APPENDIX
Ite. 1
VANISHING NURSES, DIMINISHINO CARE
Staff Report by the
Minority Staft or the Senate Speelal Committee on Aging
Senator John Heinz, Ranking Member
April 6, 1988

In the last two years, hospitals, nursing homes, and home
health agencies have reported increasing ditticulty attracting
and retaining qualified nurses to fill vacant starf positions.
While cyclical nurse shortages have plagued the American health
care system since the 1940's, there are indications that this
particular nurse shortage may be more serious than previous
shortages because or the ractors contributing to it.
A unique aspect of the current nurse shortage is that It
has triggered intense reactions from nurses themselves,
precipitating In several locations strikes and work stoppages.
Three recent actions have been particularly noteworthy:
*

USC-County Medical Center Nurses Strike. On January 26,
3,200 nurses at USC-County Medical Center in Los Angeles
staged a waikout protesting low wages, Inadequate nurse
One of
starring, and consistent mandatory overtime.
their demands was that the facility hire 1,000 more
nurses, enough to bring the facility to par with legal
nurse starring standards.

*

In February or this year, 4,000
New York -Sick Outse
nurses in 4 New York City area hospitals (Montrlore
Medical Center, Manhattan; Woodhull Medical/Mental
Health Center, Brooklyn; Bronx Municipal Hospital
Center, Bronx; and Lincoln Medical Center, Bronx) staged
"sick outs- protesting the poor quality or care that was
being provided In these racilities because or nurse
understafring in all hospital settings.

The current nurse shortage may be more serious than
First, the current
previous shortages for several reasons.
Dats rrom the American Hospital
nurse shortage is widespread.
Association (ANA) and the American Health Care Association
(AHCA) survey data point to a growing shortage or nurses in a
In hospitals, the average RN vacancy rate
variety or settings.
was 11.3 percent in 1987, nearly double the 6.3 percent vacancy
Nursing homes rind themselves In an even more
rate in 1985.
desperate situation with 57 percent or ANCA facilities reporting
Thirty-two percent or nursing homes do not
vacant RN positions.
even have enough R1e to meet minimum starfing standards.
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According to ARA testimony berore the Senate Finance
the current shortage is
Committee on October 30, 1987, "...
particularly serious because it cuts across all types or nurses,
types or hospitals and regions or the country."
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Second, the current nursing shortage exists despite the
tact that there are more nurses in the population and a higher
ratio or nurses to patients than ever before.
In 1985, there
were 1,531,000 active registered nurses in the U.S. population,
more than 600,000 more than there were a decade ago.
At the
same time, there were more nurses per patient than ever before.
Over the last decade, the nurse to patient ratio has nearly
doubled from 50 nurses to 91 nurses per 100 patients.
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Third, although the current shortage exists in the midst of
a maximum supply, there are new signs that the future supply of
nurses has begun to decline.
While the 1985 graduating nursing
class was the largest in history, fewer and fewer students are
expected to enter nursing schools in the coming years.
WHY IS THERE A NURSE SHORTAGE NOW?
Rapid changes in the way medical care is provided have
contributed to a dramatic increase in the demand for nursing
care in traditional settings, an increase in the level of
nursing skills required in these settings, and a proliferation
of competing uses for trained nurses.
At the same time,
improvements in working conditions, pay, and professional status
have failed to keep pace.
The result has been a shortage in
highly-skilled nurses, problems in the allocation of existing
nurses, and now a beginning exodus of nurses from the profession
that are creating the visible signs of the nurse shortage.
Experts offer several explanations for the current nurse
shortage:
1) Increasing Hospital Demand: The demand for specialty
nurses in hospitals has grown in recent years to meet the needs
of a sicker patient population.
This change in patient
population is a result of both advances in medical technology
and changes in hospital reimbursement.
m

Advances in medical technology have kept patients alive
longer with more severe illnesses requiring a more
intensive level of nursing care.
They have also
increased the level of skill required to monitor and
manage patients.

* Medicare's Prospective Payment System (PPS) has
encouraged shorter hospital stays.
Nursing services
previously delivered in a longer time span must now be
condensed into a shorter stay. Hospitals have begun to
fully staff RNs around the clock to provide nursing
services before the patient is discharged.
* Shorter hospital stays associated with PPS have led to
much of the less-intensive care being provided in outpatient and community settings.
As a result, the
remaining hospital population has a higher concentration
of the sickest patients.
AHA's survey data shows that
81 percent of hospitals reported that their patient
populations were more acutely 111 in 1986 than in 1985.
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* Hospitals have sought, in the wake of FPS, to reduce
costs by reducing ancillary nursing personnel -expanding the range or taske that have to be performed
by the registered nurses on stafr.
Nursing shortages have been most severe in the hospital
AMA's 1987 hospital
units that deal with the moat acutely Ill.
survey shows that:
*

90 percent or medical surgical units report RN vacancies
which require 60 or more days to till;

*

80 percent or intensive care and critical care units
report RN vacancies which require 60 to 90 days to fill;

*

70 percent ot operating rooms and emergency rooms report
RN vacancies which require 60 days to till.

2) Increasing Demand

in Non-Hospital Settings:

Non-hospital nursing settings have expanded in recent years
- particularly as a result ot the shitt or patients out or
hospitals in response to Medicare's PPS. This increase in
patient load has created a growing demand for nurses generally,
and more-skilled nurses specitically in nursing homes and home
For example, the home health care market alone
health agencies.
has grown from 1,275 to 6.005 providers between 1966 and 1986.
This growth in non-hospital demand has increased the demand tor
registered nurses overall, resulting in more competition between
hospital and non-hospital settings for the existing supply ot
nurses.
To date, there is no evidence that the allocation of
registered nurses has been measurably affected by the shift in
The percentage of RNs working in
care to non-hospital settings.
hospitals (68 percent) has remained rairly constant, largely
because or the increasing intensity ot care and higher nursepatient ratios in hospital settings, as shown in 1977 and 1984
surveys conducted by the Public Health Service, Division or
Nursing:
68.1 percent or practicing RNs are working in hospitals,
compared to 62.7 percent in 1977;
* '7.7 percent are in nursing homes and extended care
tacilities, compared to 8.3'pereent in 1977
* 6.8 percent are in community and public health, compared
to 7.3 percent in 1977;
* the remainder (10.8 percent) are working in nursing
education, student health services, private duty nursing
or self employed, compared to 13.7 percent in 1977.

*

3) Demand for Nurses in Other Health-Related Settings is
Increasing:
The substantial growth in health-related activities has
opened up competitive job opportunities that are now attracting
nurses out or traditional medical settings - reducing the pool
A
ot nurses willing to work in hospitals and nursing homes.
host or new case-management, utilization review, and quality
assurance activities in recent years has greatly expanded the
Job opportunities for highly-trained health professionals
These new jobs
outside or the traditional medical settings.
with health insurance plans, peer review organizations, and
private agencies frequently afford nurses the opportunity to
work for higher pay, with more manageable hours, and lessstressful working conditions than they can rind in hospitals and
The result is a group or active registered
nursing homes.
nurses who are not willing to till vacancies In the more
specialized and Intensive sectors of the health care system.
4) Attrition or Nurses tfro

the Profession

Although 80 percent or registered nurses are actively
participating in the workforce, a comparison or recent nursing
graduates to increases In active registered nurses suggests that
nurses have begun to leave the tield in large numbers. - In 1979,
the number or nurses added to the profession was roughly equal
to the number or nursing graduates - indicating that most nurses
already in the protession were staying. By 1985, an intusion or
82,000 new nurse graduates increased the profession by only
45,000, indicating a loss or 37,000 nurses in a single year.
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shortages
UCyclical and the traditional supply side resAbsr
have
contributed to the wage and career-ladder compression seen in
the field of nursing.
Emphasis on recruitment by hospitals
offeri ng entry bonuses with no comensurate bonuses for existing
staff can actually contribute to the problem of high turnover
rates.
At a national average starting salary of $21,000/year,
nurses begin at a pay level comparable to many other
professionals.
However, within 7 years the pay scale peaks at
roughly $7,000 more than starting salary.
In addition, tne expuaesion of non-traditional career
opportunities for women has helped to encourage women to leave
traditional careers like nursing for a more-lucrative second
career.

5) Decline in the Plow of New Nurses:
The annual flow of new entrants into nursing
peak in recent years, and is- now showing signs or
decline.
One factor causing this decline is that
in the 1a to 24 year old age cohort that accounts
nursing students is shrinking. By 1990, the size
cohort will have declined by 14 percent from 1980

has reached a
a long-term
the population
for most new
of that age
levels.

Another factor limiting new entrants is that nursing has
become a less popular career choice among those entering college
today.
For example, a 20 year UCLA study of the career
intentions of first time college freshmen has revealed a
significant drop in interest of freshman students in the field
ir nursing.
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Nursing education today occurs at a wide variety of levels
leading to a number of different certifications:
*

Licensed practical nurses and geriatric practical nurses
have an average of 18 months of clincial, largely onsite training.

*

Registered nurses come through a variety of education
(Statistics from the National League for
routes:
Nursing)

-

2-3 year Associate Degree -- these programs are
Emphasis on
largely based In community colleges.
basic science courses and clinical training.
of the
percent
Graduates currently comprise 25.1
nurse force.

-

3 year hospital-based Diploma Degree -- education
is basic sciences and more emphasis on clinical
training. Graduates currently comprise 41.8
percent of the nurse force.

-

4-5 year college or university-based Baccalaureate
Degree -- emphasis is on the theoretical as well
as some clinical background as well as liberal
Graduates currently comprise
arts coursework.
23.9 percent of the nurse force.

Graduates with any-of these degrees are eligible to
Upon passing that,
take the nurse registry examination.
"registered nurse,"
they are conferred with the title
despite the differences In their educational background.
Frequently, the hospital starting salary is the same
regardless of education.
* Certified nurse practionera generally have master's or
doctorate degrees In advanced nursing care and are
certified to do basic patient diagnosis, and some
This field is also broken
prescribing of medications.
into specialities, such as geriatric nurse practioner,
nurse midwives, certified nurse anesthetist, etc.
One final factor limiting the pool or new entrants into
nursing is the elimination of lower levels of training and
lower-skilled nursing Jobs that once permitted minority and
disadvantaged populations to enter the nursing profession.
Traditionally, the licensed practical nursing program (LPN) has
been the avenue through which those unable to afford to attend
college or graduate schools could enter the nursing field;
Minorities have been much more likely to work as practical
In 1984, 16 percent of all
nurses than registered nurses.
practical nurse students were Black, compared to only 4 percent
of all registered nurses.
Efforts to emphasize higher levels of training In nursing
have led to an erosion in funding for LPN training and to the
In
closing of a number of programs across the country.
Pennsylvania, State relmbursement for LPN training in secondary
in
substantially
schools and community colleges has dropped
In the last seven years, the State has reduced
recent years.
38
only
to
percent
98
its reimbursement to LPN student from
In the last 2 years alone, half of
percent of their tuition.
closed.
been
have
the remaining 98 LPN programs in Pennsylvania
The result of the closing of LPN programs is to divert
minority and disadvantaged- students away from the nursing
Minorities currently are unlikely to enter college
profession.
and graduate nursing programs, and are frequently not encouraged
by guidance counselors to pursue a career In nursing.
Overall, there has already been a noticable decline in
nursing school enrollments.
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WHAT IS THE EFFECT OF THE NURSE SHORTAGE?
When hospitals experience difficulty filling vacancies in
their nursing staffs, they often respond by taking actions that
make working conditions even worse for the remaining nurses, and
may, in fact, contribute to attrition from hospital settings and
from the nursing profession.
* Mandatory Overtime.
When faced with inadequate staffing
for a shift, some hospitals will first
ask if any or the nurses
on the current shift are willing to work overtime to cover the
next shift.
If there are no volunteers, nurses will be selected
and required to work the next shift. In instances, such as
those in New York City and Los Angeles, these practices
continued over a period of time have resulted In provoking
organized demonstrations against the practice or strikes.
* Temporary Agency Nurses.
Many, hospitals will fill
voids in their nursing staffs with temporary agency nurses.
When this practice is used on an on-going basis, may reduce the
quality of patient care as well as affect the morale of the
remaining staff nurses.
The lack of staffing continuity from using temporary nurses
is a problem for patient care.
Temporary nurses, who lack a
familiarity with the patients, may fall to notice small but
significant changes in patient conditions.
In addition,
temporary nurses are a drain on the on the full
time nursing
staff because they must learn the layout, procedures, and
patient histories of a new facility before they can begin to
care for patients independently.
The use of temporary nurses may also be demoralizing to the
staff nurses.
Temporary nurses may get paid more and work more
manageable hours than the fulltime staff.
Staff nurses, who do
the same work for lower wages and on the unpopular shifts, may
justifiably feel mistreated.
Many staff nurses quickly catch on
to the advantages of working for an agency, leave facility
employment to work for agencies, and in some cases, turn around
and return to their original workplace at higher pay and with
better hours.
This situation is particularly demoralizing for
the remaining staff nurses.
* Operating Understaffed.
With the combined impact of
increased medical technology and shortened inpatient hospital
stays, patients are sicker and require a higher level of nursing
skill and care.
If a unit operates without enough nurses to
adequately care for the patients, especially in the intensive
care, critical care and emergency units, it runs the
considerable risk of not having enough staff to attend to
multiple emergencies -- not an uncommon occurance in these
units.
Furthermore, with increased responsibilities for a
variety of hospital functions being placed on nurses, there is
little
time to do more than provide cursory care.
Nurses who are forced to work when the staffing levels are
below determined safe standards are, as explained, at a much
higher risk for errors which could result in suit being filed
against the insitution and charges against the nurse.
In
response to this, many unions representing nurses have
Instituted programs for nurses to notify their supervisors and
sometimes hospital administrations that the staffing conditions
are unsafe.
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Compounding the increased patient care demands on nurses is
the move by a significant percentage of hospitals to decrease
their ancillary personnel staffs. This means that RNs are also
filling the staff gaps for housekeeping, nurses aids, and
orderlies.
* Rotating less experienced or undertrained nurses into
Filling shirt vacancies by rotating other
specialty care units.
non-specialized nurses seriously compromises the quality of care
Specialty units, such as
received by patients in those wings.
critical care, neonatal, and cardiac care units, typically are
for patients with conditions that require specialized knowledge
of treatments and demand continual monitoring. A nonspecialized nurse could provide these patients with cursory
care, but will not be well-enough trained to spot or manage
complications which frequently arise among the patients on these
wings. In addition, inexperienced or undertrained nurses require
on-going supervision from the veteran nurses, increasing the
workload for veteran nurses.
* Rushing patients through or past specialized units. In
order to keep the nurse/patient ratio within acceptable limits,
hospitals may move patients through the understaffed high
skilled nursing units and onto the regular medical floors as
In
quickly as possible, or just skip these units altogether.
hospitals which employ these practices, unspecialized nurses on
the medical floors are dealing with higher patient acuity levels
than they are trained to handle.
As a last resort, a hospital
* Closing specialized beds.
Most
will close specialized beds and sometimes entire units.
commonly, this occurs in critical care units. When it happens,
elective surgeries will be post-poned, and those patients who
cannot be delayed will be transferred or detained In other
monitored or specialized units, placing an increased burden on
In January of this year,
the nurses in the remaining units.
none of the 11 hospitals in Louisville. Kentucky could accept
critically ill patients because every hospital had closed
intensive care unit beds for lack of enough nurses to staff
them.
WNAT IS TEE FEDERAL GOVERNIENT'S ROLE?
Since World War II and the implementation of the Civilian
Nurse Corps, the Federal government has participated in
recruiting new nursing students into the field by offering
It is now thought by many that this
educational benefits.
approach, while easing the immediate strain, actually has helped
to exacerbate the problem in the long run.
The primary method the Federal government uses to recruit
new nurses into the field is by offering special loans for
nursing students. These are revolving funds that are made
available to nursing students at a reduced interest rate. The
money that is repaid is then returned to the fund and made
Over the last decade, the
available to other nursing students.
amount available annually for nursing student loans has been
In 1987, the U.S. Health Resources and
increased twice.
Services Administration (HRSA) made $20.5 million in new loans
available for nursing students.
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The Federal government also helps to subsidize graduate
nurse education in the form of grants to both schools and
students.
These grants fund nurse traineeships and fellowships,
advanced nurse training, nurse practitioner training, general
scholarships and NEOG's, and special projects.
The amount of
direct grant money has declined over the last decade.
In 1987.
HRSA made $50.8 million in nurse education grants.
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nursing services into the DRO system is complex and may have
inadequacies, particularly for high nursing intense categories
such as burns.
However, the hospital update factor has been
designed to accurately reflect local labor costs, including
nursing.
Furthermore, the argument can be made that cyclical
shortages existed before the iMplementation of the Prospective
Payment Syatem, when Medicare was paid by fee for service.
The traditional government response to nurse shortages has
been to increase the amount Of money available for student
loans.
Some experts contend that this supply side approach to
the problem has been counterproductive.
Frequently, additional
Federal money has begun to produce new nurses at the end of a
cyclical shortage, creating short-term surpluses Of personnel.
Increasing the supply of Rhs in this context may have further
depressed wages, exacerbating the volatility Of the nurse labor
marke t.
POSSIBLE RESPONSES:
Options for a Federal response could include:
o

Targeting post-secondary nurse education funds for nontypical nursing students such as men and minorities to
offset the decline of licensed practical nursing which
has served as an avenue into registered nursing for lowincome and monority students.

o

Target training funds and providing loan forgiveneas for
Rns who will agree to practice in the most di
Ifcult and
least desirable specialties and settings.

o

Target portions Of existing Federal employment funds
(such as Community Services Employment for Older
drAmericans funds) to subsidih e ancillary health care
personnel to be located in difficult settings and
improve the efficient utilsation Or exirsting RH'gs .
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o

Require that HHS adopt standards for hospital-based
specialty nurse training, and require that hospitals
comply with the standards as a condition for
participation in Medicat'e.

o

Establish separate accounting in Medicare reimbursement
for nursing services.

which
Equally important are private and non-profit efforts
only
should focus on stabilizing the field of nursing by not the
into
nurses
addressing the challenge of recruiting new
Retention
field, but also retaining the ones we already have.
more
incentives will also serve to make the field of nursing
appealing to both traditional and non-traditional (older These
students.
careers)
students and those seeking to change
(such
Incentives include things like flexible benefits packagesflexible
as options for day care, pensions and health benefits),
ladders,
career
shifts,
unpopular
for
pay
bonus
with
scheduling
and -decompressed" pay scales.
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BY THE
PROSPECTIVE PAYMENT ASSESSMENT COMMISSION

The Prospective Payment Assessment Commission (ProPAC) is pleased
to providethis background statement for the April 6,

1988

hearing of the Senate Special Aging Committee on the nursing
shortage.

This statement addresses ProPAC's activities on the

relationship between nursing and the Medicare prospective
payment system (PPSJ.

ProPAC Background
The Commission was established by Congress at the same time as
PPS.

ProPAC's mandate is to monitor the implementation and the

impact of the Medicare hospital payment system,
recommendations

for necessary changes.

and to make

This mandate is fulfilled

primarily through a series of reports to the Secretary of Health
and Human Services and the Congress.

ProPAC's annual March report to the Secretary provides detailed
recommendations for changes needed to update and revise PPS in
the upcoming fiscal year.

Our June annual report to the Congress

describes the impact of PPS on the American health care system.
Our November annual report to the Congress comments on the
Secretary's regulatory actions under PPS.

Periodically,

ProPAC

also issues other technical reports on specific subjects.

since its

inception,

related to nursing.

ProPAC has addressed a series of issues
The Commission has given priority to

addressing appropriate nursing issues.

Several staff members and
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Commissioners are nurses.

While it

is not the Commissions role

or responsibility to address directly the subject of the
Committee's hearing today, we hope that our statement will assist
in bringing more information to bear on this important subject.

ProPAC Analysis of Nursing Issues
One

The Commission examines nursing from several perspectives.

of our primary concerns is the appropriateness of payments under
Since nursing is a critical

the prospective payment system.
component of hospital care,

it

is important that the payments

appropriately cover nursing costs.

ProPAC has two major responsibilities
The first

policy.
year.

related to DRG payment

relates to recoimending payment updates each

The second relates to modifications that are needed in

diagnosis-related groups (DRGs)

the

used as the basis of PPS

payments.
Hospital Market Basket
One of the basic components in its

a

annual payment update is

measurement of the change in the cost of items hospitals purchase
to provide care,

called the hospital market basket.

Wages and

salaries represent the largest single component of the market
basket,

A large

accounting for 56 percent of hospital costs.

percentage of hospital wages is for nurses.

The'wage component

of the market basket does not measure changes in nursing wages
directly, however.

Changes in nursing wages and other

professional and technical workers wages are measured by a blend
of overall hospital and economy wide wage measures.
Commission,

in its

The

April 1, 1985 Report to the secretary,

recommended that this blend of internal and external wage
measures be used to evaluate changes in hospital wages in

the

market basket.

The Commission has been concerned that the wage and salary
component of the market basket be carefully analyzed and
monitored to assure that changes in nursing wages are
appropriately reflected in

the market basket.

Previous analysis

by the Commission concluded that the market basket is basically
sound.

Several past recommendations for change have been

implemented,

and ProPAC believes that the market basket is an
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appropriate measure of hospital input prices,

including nursing

and other wages.

The Commission is

concerned, however,

about the sensitivity. of

the market basket to large changes in nursing wages.

It

is

the

Commission's policy to correct in the subsequent year for errors
in

the past year's market basket forecast.

We will continue to

carefully monitor this important area, and will undertake
additional review or recommend corrections if

necessary..

Nursing Costs and the DRG Weight
The DRG classification system that underlies the prospective
payment system classifies every Medicare patient, based upon
diagnosis.

Payments are based on the relative weights

established for each DRG.

One of the earliest and most important

questions addressed by the Commission was the extent to which the
DRG weights accurately reflect variations in

Because of limitations in

nursing costs.

the data used to calculate the weights,

average daily nursing costs are assumed to be constant across the
DRGs.

This assumption was said to be contradicted by evidence of

variation in

nursing requirements or "intensity" across DRGs.

Over the past three years, ProPAC initiated a series of
activities to study this question. - This included intramural and
extramural research, careful review of studies sponsored by other
organizations,

and the convening of a technical panel to review

all of the accumulated evidence.

All of this activity resulted in a conclusion by the Commission
that adjusting the DRG weights to reflect variation in

nursing

intensity would have minimal effect on DRG-specific payments and
an even smaller effect on aggregate hospital payments.

Thus,

the

Commission decided against initiating a major effort to develop
nursing intensity adjustments to the DRG weights.

The Commission

would be pleased to provide detailed information about the
research undertaken and the conclusions of the technical panel to
anyone who wishes to contact us.
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Other PPS Monitoring
ProPAC monitors the more general impact of PPS on the U.S.
health care system.

that PPS is not the only

however,

we find,

major new system to which hospitals and other providers must
adjust.

Many payors have instituted new capitated or managed
to bear on

care systems, bringing much greater pressure
providers.

These pressures,

along with more competition,

have

resulted in new management initiatives and a vastly changed
health care environment.

delivery of care in

ProPAC

Among other areas of importance,

th-refore tries to keep abreast of changes in

the management and

hospitals and other settings.

The Commission collects data on hospital employment and staffing,
including information about nursing.

Our monitoring has shown a

number of interesting trends in nurse staffing.

For example,

according to the AHA, nurse vacancy rates doubled between 1985
and 1986 even though hospitals employed a record number of RPs.
Moreover, between 1983 and 1986,

the number of RNs employed in

short stay hospitals per 100 inpatients increased by about 20
percent.
Hospitals also appear to be increasing their nursing skill mix by
This is

replacing other nursing personnel with RNs.

illustrated

by the fact that between 1983 and 1986 the number of RNs employed
in

hospitals increased by about 35,000 while the number of other

nursing personnel decreased by about 125,000.

Increases in

nursing wages also appear to be starting to accelerate.
in

nursing as a career choice,

however,

is

Interest

declining.

The Commission believes that this type of data should be reviewed
when considering nursing issues.

We will be presenting our

findings regarding the impact of PPS on the American health care
system in a report to Congress in June.

This report will contain

informatire 'n a wide array of topics related to PPS, hospitals,
and patient care.

We will continue to monitor available data, and will be
developing some additional data ourselves in
special research projects we undertake.

the context of the

One of our major

research projects in the coming year will study hospital costs
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determinants.
variation,

In

an effort to identify the components of cost

this study will examine staffing variations,

including nursing.

The Commission is also extremely pleased that the Secretary of
Health and Human Services has appointed a special advisory
commission to review the nursing shortage and provide further
The Commission is chaired by a

information and action steps.
ProPAC Commissioner,

Dr.

Carolyne Davis, who has provided

leadership on these issues for us.

We believe that Dr.

Davis'

Commission provides the best current forum for discussion and
consideration of this issue,

and we have pledged our assistance

and support to the Commission.

Summary and Conclusion
ProPAC will continue to devote staff resources to the study of
nursing issues as they relate to our responsibilities.
forward to future research and data which will assist in
refining nursing issues,
new issues emerge.

We look
further

and we will reassess our priorities as

e appreciate this opportunity to explain our

responsibilities and activities in
to assist the Committee in its

this area,

and will be pleased

work in the future.
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Data

Nursing shortages are a cyclic and chronic problem.
suggest the current shortage is

much the same as that in the

early 80's except for one critical difference,
school enrollments.
1983-1984,

falling nursing

Enrollments have been decreasing since

and these declines (5.3% in 1984;

11.1% in

1987) are expected to accelerate in

future.

(Rosenfeld, 1987).

8.1% in

1985;

the foreseeable

Falling enrollments and declining

ability levels of those entering nursing indicate there will be
substantially fewer nurses and they will have less, rather than
more, ability than do those in the existing pool (Green,
In

1987).

the present situation, we are moving toward a dynamic labor

market shortage,
continue,

where the falling enrollments,

if

they

will produce an imbalance in supply and demand.

There are two types of shortage -equilibrium

as we experienced in

and dynamic such

Equilibrium shortages,

and nursing has experienced both.

1980, result when nurse labor markets are

not fully competitive; that is

they are oligopsonistic.

oligopsonistic markets a few employers,

In

in this case hospitals,

dominate the market and wages do not freely rise to balance
supply and demand.

Employers often want a greater supply than

prevailing wages will purchase.

(Prescott,

1987).

Although economic theory suggests different responses
toward different types of shortage,

the federal posture toward

nursing shortages has been the same regardless of whether the
shortage was of the dynamic or equilibrium type.

Efforts to

address the problem have been through money to subsidize
nursing education with the intent of increasing the supply of
nurses entering the labor market.
While nursing education is

in need of federal support to

increase the proportion of basic practitioners prepared at the
Baccalaureate level and increase the percentage of nurses with
graduate education,

subsidizing basic nursing education has not

solved shortage problems in

the past.

In

fact, when the

shortage is primarily of an equilibrium type with artificially
constricted salary levels, a focus on increasing the supply may
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actually make the problem worse by further suppressing wages
which in

a properly functioning market would rise to attract

new recruits to the occupation.
To Correct equilibrium shortages,

wages must be allowed to

rise freely to balance supply and demand.
shortages,

To correct dynamic

such as the one that may be developing as a result

of falling enrollments,

wages also must rise so that nursing is

an attractive occupational choice relative to other options.
With the declining pool of eighteen year olds and the ever
increasing number of attractive career options open to young
people of today in business,
medicine,

computer technology,

law and

the economic and psychic rewards of nursing will have

to increase dramatically if

we are to have an adequate supply

of nurses prepared to function in the technologically complex
health care system.
Federal policies which encourage hospitals,

as the

dominant employers of 70% of the Registered Nurses, to increase
the economic and psychic rewards for nurses are needed.

Rather

than address the shortage primarily through the educational
system,

policies directly influencing the hospital labor market

are needed.

Given concerns for cost containment,

hospitals

must be encouraged to internally reallocate resources.
present,

At the

many hospitals continue to lump nursing costs together

with other costs in a room and board rate,

and consequently

they have no clear understanding of how much nursing even
costs.

Identifying nursing costs as distinct from the room and

board cost of hospitals is

a needed step so that hospitals can

institute variable billing for nursing services,
identify the nursing care component in

and payors can

reimbursable services.

HCFA should be encouraged to require hospitals to collect and
report data on nursing intensity and hours of nursing care
delivered so that a national data base to establish nursing
care costs can be developed.

Identifying the true costs of

nursing should lead to more efficient use of nurses in
hospitals.
Encouraging hospitals to develop differentiated wage
structures which reward nurses based on education and
experience,

and staffing patterns which use and pay nurses

based on their level of practice, would address both the
economic and psychic rewards for nursing.

Major role

105
restructuring of nursing within hospitals, with economic
is badly needed.

incentives attached to that restructuring,

Today the differential between a beginning and an experienced
nurse remains very thin, with staff nurses in practice 5 years
or less averaging approximately $22,000 per year and nurses
with 6 to 10 years experience averaging $25,000 and gaining
thereafter.

little

Partial funding for these changes can be found by making
indirect costs associated with nursing educational programs
At this time

eligible for Medicare Passthrough support.

indirect costs are allowed for medical but not nursing
education (AACN, l98s;

Petrie, 1981).

While the total amount

of Medicare Passthrough support for nursing education is
it

unknown,

is thought to be approximately 200-300 million

dollars. According to the Congressional Budget Office,

in

fiscal 1987 medical education received 1.1 billion in direct
and indirect subsidy.

Given that the Nation has an established

physician surplus and that nursing is moving toward a serious
dynamic shortage, a more equitable distribution of passthrough
monies in support of nursing is

warranted.

Such monies should

be used to support graduate nursing education and to encourage
a differentiated wage structure tied to education and
experience and designed to increase hospital retention of
Supporting nursing at the level of the hospital as

nurses.

well as through subsidy of nursing education will help correct
problems in

the delivery system which contribute to nursing

shortages.

In particular use of Medicare Passthrough funds to

encourage a differentiated wage structure will help assure that
nurses with ten years of experience earn more than the new
graduate.
Future trends point to an aging population with
increasingly complex health care needs.
and its

The technology of care

specialization are also increasing.

Today's general

hospitals are like the intensive care areas of 20 years ago,
and the acuity level of patients in nursing homes now
approximates that previously seen in hospitals.

Table 1

indicates that the number of intensive care days is on the
increase while the days of routine care decline.
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To competently meet future patient needs,
more and better focused education.
nurses'

nurses require

In many acute care settings

aides and licensed practical nurses are not utilized

because they do not have the skills needed.

Currently many

LPNs' are being encouraged to seek the additional education
needed to obtain Registered Nurse licensure.
for such programs is
upgraded.

Federal support

needed until existing practitioners are

However, retraining is more costly and less

efficient than is

initial

support, especially

training at entry level and federal

for minorities, to enter nursing at the

Registered Nurse level is

needed.

Currently approximately 8%

of Registered Nurses are minorities (predominantly black) and
18% of LPN's are from minority groups.

(ANA,. 1985).

Federal

support for minorities to enter nursing as Registered Nurses
will help prevent them from being sidelined into non promotable
positions at the bottom of wage scales.
In

summary,

the existing pool of nurses is on the decline.

The average age of licensed Registered Nurses is

39 years and

within the next 20 years a large number of these nurses can be
expected to retire.

At this time the number of new recruits

entering nursing is decreasing in number and ability.

Unless

substantial changes with long range impact on wages and working
conditions are made to make nursing attractive in comparison
with other occupational choices,

there will be fewer nurses to

care for an aging population with increasingly complex health
care needs.
I'd like to end with a personal observation.

For years

hospitals have treated nurses much like disposable supplies
rather than a valued resource to be developed and nutured.
Nurses have been underpaid, overworked and their contribution
to patient care devalued.

Hospitals have used up nurses,

replacing "burned out" staff with bright new recruits each
year.

Nurses have tolerated these conditions in

because they had few alternative options.
true,

large part

That is

no longer

and to meaningfully address the roots of the shortage

hospitals have to decide that it
nursing.

is time they stop abusing
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TABLE 1
Adult Medical-Surgical Services
Routine and Special Care Days
All Connecticut General Hospitals
% Diff.
Previous
Year

Routine
Davs

% Diff.
Previous
Year

Special
Care
Days

19821

2,477,557

+ .093

1,73324

+3.93

19832,3

2,431,631

- .185

1,78330

+2.89

19844

2,273,474

-6.150

1,83637

+2.98

1985

2,067,421

-9,060

1,83892

+0.14

1986

1,880,413

-9.050

1,83544

-0.18

Fiscal
Year

23.1%

TOTAL
1.

TEFRA passed September 1982

2.

Schweiker Report 1982

3.

Prospective Payment passed 1983

4.

All but one of Connecticut Hospitals on Prospective
Payment 1984
Source - Connecticut Hospital Association
Courtesy - John Thompson
Yale University

8.4%
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US SENATE SPECIAL COMMITTEE ON AGING
HEARING ON "VANISHING NURSES: DIMINISHING CARE"
APRIL 6, 1988
NURSES DESCRIBE HOSPITAL CONDITIONS
Five nurses, from different areas of the nursing field, speak
out about their experiences as nurses in understaffed hospitals.
Nurse I: Linda Desmond, working in a hospital in Hazelton,
Pennsylvania arrived at work-for the 3-11 shift and found that
she and two nurses aides, one of whom was pregnant, were the
only ones there to-care for 8 critical care patients, 3 of whom
were on respirators. There were several close callsil ,
Nurse II: Charlotte Lacey, 23 years of experience, working in
med/surgery ward at Brownsville hospital in Brownsville,
Pennsylvania, reports that one night she had to work a double
shift, and take care of 30 patients all with IVs. The only
staff there to help her were 2 RNs, 2 LPNs and 1 nurse aide.
She commented, "the nurses are getting frustrated because they
can't do everything they know they should be doing."
Nurse III: Nursing veteran of a teaching hospital in
Pennsylvania, made an insightful comment about the nursing
situation, "we're getting very high tech, hut there are not
enough fingers to push the buttons."
Nurse IV: Maria Talamo, eleven years experience as a coronary
care nurse working in critical settings, currently working for a
temporary agency observed that in the intensive care unit of
five hospitals patients were being staffed two patients per
nurse regardless of acuity of patients. "With this sort of
staffing," Talamo said, "nurses are unable to deliver intensive
rehahilitation which would speed recovery and reduce
complications."
Nurse V: Cheryl Griffin has been in nursing for 20 years. Worked
part time in a surgery unit of a small urban Philadelphia
hospital, encountered situations where units were staffed with
10-13 patients per RN and nurse aide.
"Nurses aide can not
change dressings, or take orthopedic patients in and out of
bed," said Griffin, "therefore, the staff nurse who has already
has 10-13 patients to care for must think supervise and document
everything they do without enough time to do it all and care for
the patients."
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SENATOR HEINZ AND MEMBERS OF THE COMMITTEE:
J

THE

NATIONAL

ASSOCIATION

LARGEST PROFESSIONAL
HOME HEALTH AGENCIES,
HOSPICES

WITH

THIS IS

HOME CARE

(NAHC) IS THE NATION'S

ORGANIZATION REPRESENTING

THE

INTERESTS

OF

HOMEMAKER-HOME HEALTH AIDE ORGANIZATIONS AND

APPROXIMATELY

TO COMMENDYOU FOR
SHORTAGE.

FOR

HOLDING

5,000 MEMBER ORGANIZATIONS.
THIS

WE WISH

HEARING TO FOCUS ON THE NURSING

AN ISSUE OF CRUCIAL

IMPORTANCE

TO

HOME

CARE

PROVIDERS AND THE MEDICARE BENEFICIARIES THEY SERVE.

HOME CARE SHORTAGE OVERVIEW

THERE

IS AN ACUTE HOME CARE SHORTAGE OVERVIEW PERSONNEL

IN HOME CARE TODAY.

THE

SHORTAGE

INCLUDES

PARAPROFESSIONAL WORKERS AND THERAPISTS.
CRISIS
HOME

PROPORTIONS
CARE

AGENCIES

AND

NATIONAL SHORTAGE AND NOT

THE SHORTAGE IS

IS SERIOUSLY THREATENING

TO DELIVER

QUALITY

SHORTAGE

REGISTERED

SERVICES.

NURSES,
REACHING

THE ABILITY
THIS

OF

IS

CONFINED TO URBAN OR RURAL COMMUNITIES.

A
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THE

THROUGHOUT

NATION HOME CARE

COMMITMENTS TO THE ELDERLY

AGENCIES

HAVE THE

A

NAHC IS CURRENTLY CONDUCTING

COMMITMENTS.

THEIR

SIMPLY DO

AND/OR THE FINANCING TO MEET

PERSONNEL

NECESSARY

THEIR

EXAMINING

AGENCIES

THESE

BEING FORCED TO CUT BACK ON SERVICES.
NOT

ARE

AND LONG TERM CARE POPULATIONS AND ARE

TO

SURVEY

DETERMINE THE NATUREAND EXTENT OF THE SHORTAGE AND WILL SHARE THE
FINDINGS

SHORTAGE

A CRITICAL

HOWEVER, EARLY

COMPLETION.

UPON

WITH THE COMMISSION

RESULTS DO INDICATE

OF

NURSING PERSONNEL

THROUGHOUT THE UNITED STATES.

ALTHOUGH THE SHORTAGES IN HOME CARE AFFECT SEVERAL
FOR

PERSONNEL,

WHICH

PERSONNEL

SHORTAGE OF NURSING
LICENSED

OF

CATEGORIES

THE PURPOSES OF THIS HEARING WE WILL FOCUS ON THE

LICENSED

OR

PRACTICAL

HOMEMAKER-HOMEHEALTH

THE

AIDES.

INCLUDES REGISTERED NURSES,
AND

NURSES.

VOCATIONAL

OF THESE

PROBLEMS

SHORTAGE

CATEGORIES ARE INTERRELATED IN TERMS OF CAUSES AND SOLUTIONS.

THE REGISTERED NURSE

FOR

AT

HOME CARE PROVIDERS, A SHORTAGE OF REGISTERED NURSES,

TIME WHENPATIENT CASE
ALONG

WITH
THEIR

EMPLOYERS

STAFFING

SHORTAGE,

AND EMPHASIS ON

TO

FOR A DWINDLING NUMBEROF NURSES
PREVIOUS

DURING

NEEDS.

QUALITY

NOW COMPETING

ARE

HOME CARE PROVIDERS

IS DISASTROUS.

OTHER

FOR

PRESSURES

ADDITIONAL

WITH

ASSURANCE,

A

ARE INCREASING,

LEVELS

LOAD AND ACUITY

PERIODS

OF

FILL

NURSING

COMMUNITYAND HOME HEALTH SERVICES ACTUALLY BENEFITTED

FROMTHE FLIGHT OF BACCALAUREATE NURSES -- IN PARTICULAR,
THE COMMUNITYSETTING.

HOSPITAL TO

AGENCIES ARE EXPERIENCING
RETENTION

THAT

PROBLEMS

SOME OF THE SAME NURSE RECRUITMENT AND
HAVE PREVIOUSLY

ARE SCARCE,

NURSES

EXPERIENCED

AND ACUTE-CARE EXPERIENCE

FROMTHE

IT NOWAPPEARS THAT HOME CARE

--

HOSPITALS.

PLAGUED

ANDNURSES WITH COMMUNITY HEALTH

NECESSARY

TO CARE FOR TODAY'S MORE

ACUTELY ILL HOME CARE PATIENT -- ARE EVEN MORE SCARCE.

THE

FOR

OUTLOOK

PROMISING.

COMMUNITY AND HOME HEALTH

EMPLOYMENT FOR

POSITIONS

LOWER IN

WERE OFTEN

DEVOID

INDEPENDENT
SATISFACTION.

A
OF

COMMUNITYSETTINGS.

SETTING

NO SHIFT
THAT

PHYSICIAN

DECISION-MAKING,

IS

NOT

HOSPITAL

THE

LURE OF

POSITIONS WAS NOT SALARIES, AS WAGES

OFFERED REGULAR WORKING HOURS,
MOST IMPORTANT,

LEFT

COMMUNITY NURSING.

IN

COMMUNITY AND HOME HEALTH

GENERALLY

SERVICES

DURING PREVIOUS SHORTAGE YEARS, NURSES

INSTEAD,

HOME CARE

WORK, WEEKENDSOFF AND,

WAS MORE NURSING

ORIENTED,

DOMINATION AND ONE THAT FOSTERED

AUTONOMYAND GREATER

PROFESSIONAL
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CHANGES IN HOME CARE' DELIVERY SYSTEM

TODAY,

MANY OF

SETTING.
THE

THESE

ATTRACTIONS ARE ABSENT FROMTHE COMMUNITY

NURSES WORKEVENINGS,

PATIENT

FRUSTRATION

ACUITY
LEVEL

LEVEL

WEEKENDS,

HAS

AND EVEN NIGHT SHIFTS.

BECOME SO

HEAVY THAT

NURSES'

IS ON A PAR WITH THAT OF THEIR COLLEAGUES

WORE IN ACUTE CARE SETTINGS.

WHO

PATIENTS WHOWERE ONCE THOUGHTTO BE

TOTALLY UNMANAGEABLEAT HOME ARE NOWPART OF A NURSE'S USUAL CASE
LOAD.
THE AMOUNTOF PAPERWORK HAS ALSO DRAMATICALLY INCREASED.
IN ORDER TO MANAGETHEIR CASE LOADS AND ESCALATING PAPERWORK, MANY
NURSES LEAVE THE AGENCYEARLY 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 IT UNDULYCUTS INTO TIME APPROPRIATELY

SPENT IN PATIENT CARE.
OFTEN, FOLLOWING SUBMISSION OF EXCESSIVE PAPERWORK, NURSES BECOME
EVEN MORE DISCOURAGED AS THE PATIENT CARE THEY PROVIDE IS
FREQUENTLY

AND

ARBITRARILY

INTERMEDIARIES

WHO

DENIED

FOR

REIMBURSEMENT

DO NOT RECOGNIZE

THE

VALUE

BY FISCAL
OF

THEIR

PROFESSIONAL JUDGMENTS.

MANYHOME CARE AGENCIES

HAVE GROWN FROMSMALL CONCERNSTO LARGE
CORPORATES AND NURSES ARE MOVEDFURTHER AWAYFROM DECISION-MAKING
PROCESSES.

IT APPEARS THAT THE PROBLEMS OF THE HOSPITAL

THAT DROVE NURSES AWAYARE-NOW PART OF HOME CARE.

INDUSTRY

AND, HOME CARE

SALARIES ARE OFTEN NOT COMPETITIVE WITH HOSPITAL SALARIES.
THE

SHRINKING

POOL

OF BACCALAUREATE NURSE GRADUATESPOSES

PROBLEMS FOR COMMUNITY-BASED AGENCIES.

NURSES

WITH

REAL

RSN DEGREES

FORM THE BULK OF COMMUNITYHEALTH STAFF BECAUSE THE BACCALAUREATE
NURSING

PROGRAMS HAVE USUALLY

CLINICAL EXPERIENTIAL
INDEPENDENT

BASE

FOR

PROVIDED
NURSING

COMMUNITY SETTING.

HOSPITAL

SETTING

SERVICES

BEING

AND REQUIRES

THIS

THE

EDUCATIONAL

PRACTICE
IS

IN

DIFFERENT

AN UNDERSTANDING

THE

AND
MORE

FROM THE

OF

COMMUNITY
SYSTEMS, PUBLIC HEALTH PRINCIPLES AND A FAIR AMOUNTOF INDEPENDENT
NURSING JUDGMENTS.
WITH THE ADVENT OF THE DRGS AND MORE HIGH-TECH
PROVIDED

INCREASINGLY TO NURSES

WITH

IN

THE

HOME, AGENCIES

STRONG

HOSPITAL

HAVE

TURNED

EXPERIENCE.

SINCE

THESE NURSES OFTEN LACK COMMUNITYHEALTH EXPERIENCE,
LOT

OF

EDUCATION

IT

TAKES

A

ON THE AGENCY'S PART TO ORIENT THEM AWAY FROM

RELYING ON HOSPITALS AND PHYSICIANS FOR SOLUTIONS TO PROBLEMS THAT
TRULY INVOLVE NURSING MANAGEMENT, CASE MANAGEMENTAND NURSING
DECISION-MAKING IN THE HOME SETTING.
HOME CARE
OF PATIENTS

CONVERSELY, SOME EXPERIENCED

STAFF ARE OVERWHELMED
BY THE ACUITY AND HIGH-TECH NEEDS
DISCHARGED

"QUICKER AND SICKER" FROMHOSPITALS SINCE

THE ADVENT OF THE HOSPITAL DRG SYSTEM.
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THE LICENSED PRACTICAL NURSE

LICENSED PRACTICAL
OF

OR VOCATIONAL NURSES FORM ONLY A SMALL PORTION

HOME CARE PERSONNEL.

UTILIZE THE

SKILLS

OF

GENERALLY

HOME CARE

AND EDUCATIONAL PREPARATION.

CANNOT

WHENTHEY ARE EMPLOYEDIN HOME CARE

THEY ARE OFTEN UNDERUTILIZED AND FREQUENTLY
APPROPRIATELY

AGENCIES

THE LPN BECAUSE OF LICENSURE RESTRICTIONS

ASSIGNED

PERFORM

TASKS

TO THE HOMEMAXER-HOME
HEALTH AIDE.

MORE
THERE

IS NO ROOMFOR ADVANCEMENT. THEIR ROLE AS TECHNICAL NURSES IS IN
LIMBO,

OWING TO THE CONTROVERSY

INHERIT THE TECHNICAL ROLE.

OVER

WHAT GROUP IN NURSING WILL

AS THEIR SCHOOLS

ARE

CLOSING, THEIR

POTENTIAL FOR PLAYING A FUTURE ROLE IN HOMECARE WILL BE EXTREMELY
LIMITED

UNTIL

REQUIREMENTS

THERE

IS

SOME RESOLUTION

OF

THE

EDUCATIONAL

FOR LPNS.

THE HOMEMAKER-HOME
HEALTH AIDE

THE ROLE OF THE HOMEMAKER-HOME
HEALTH AIDE HAS BECOMEINCREASINGLY
IMPORTANT

SINCE

THE

ADVENT

OF

MEDICARE AND MEDICAID.

IN MANY

WAYS, THE HOMEMAKER-HOME
HEALTH AIDE IS THE BACKBONEOF HOME CARE.
FOR THE PATIENT, IT IS THE HOMEMAKER-HOMEHEALTH
THE

DIFFERENCE

BETWEEN INSTITUTIONALIZATION

CARE AT HOME AND INDEPENDENCE.

IN THE HOME, FROM PERSONAL CARE

TO

LIGHT

HOUSEKEEPING.

THEIR

SPITE

HOMEMAKER-HOME
HEALTH AIDES ARE
WORKERS,

OF

MEAL PREPARATION
VALUABLE

AND

SERVICES,

AMONGTHE LOWEST PAID HEALTH-CARE

PLACING THEM AT OR BELOWTHE POVERTY LEVEL.

TURNOVER IS HIGH AMONGTHESE EMPLOYEES.
MAKE ENOUGH TO

AND

THESE WORKERSPERFORM A VARIETY OF

TASKS

IN

AIDE WHO SPELLS

AND DEPENDENCY,

PAY FOR CHILD-CARE.

AS A RESULT,

A WORKINGPARENT DOES NOT
THEY

RAVE

TRANSPORTATION

PROBLEMS, BECAUSE AN AUTOMOBILE IS ECONOMICALLY OUT OF THEIR REACH
AND

PUBLIC

PATIENTS'
OTHER

TRANSPORTATION

HOMES.

EMPLOYEE

IN

IS

NOT

ALWAYS ACCESSIBLE

TO

MANY

ADDITION TO LOW WAGES, HEALTH INSURANCE AND

BENEFITS

ARE

EMPLOYMENTIS OFTEN ON A PART-TIME

NOT

UNIVERSALLY

BASIS.

AVAILABLE

AND

IT - IS NO WONDERTHAT

MANY WORKERSLEAVE HOME CARE TO WORKIN THE GREENER

PASTURES

OF

RETAIL SALES AND FAST-FOOD CHAINS.

IN A RECENT U.S.

DEPARTMENT OF HEALTH ANDHUMANSERVICES REPORT ON

HOME HEALTH AIDE SERVICES FOR MEDICARE PATIENTS,
EUSSEROW CONCLUDED:

"RECRUITMENT,

HIRING

INSPECTOR GENERAL

AND RETENTION

OF HOME

HEALTH AIDES ARE MAJOR PROBLEMS FOR MANYAGENCIES WHICH OFFER
PAY

AND LIMITED BENEFITS.

RELIABLE EMPLOYEES AND EXPERIENCE A VERY HIGH TURNOVER RATE."
'I 7

LOW

THESE AGENCIES DO NOT ATTRACT THE MOST
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EVEN

IN

INSTANCES

WHERE WAGESARE ADEQUATE, THE HOMEMAKER-HOME

HEALTH AIDE HAS FEW OPPORTUNITIES TO
JOB

SATISFACTION.

ATTAIN

A MINIMAL DEGREE OF

THERE IS LITTLE OR NO ADVANCEMENT, THEY

ARE

ISOLATED FROM THEIR PEERS BECAUSE THEY WORKALONE IN THE HOME AND,
AS THE INSPECTOR GENERAL'S

REPORT

INDICATED, THE SUPERVISION AND

SUPPORT THEY RECEIVE FROM PROFESSIONAL

STAFF IS OFTEN INADEQUATE.

PROFESSIONAL STAFF HAVE PROBLEMS KEEPING

UP

WITH

HOMEMAKER-HOME

HEALTH AIDES BECAUSE OF THE HIGH TURNOVERAND ABSENTEEISM.

SOLUTIONS - WAGES AND FINANCING

THE

MOST OBVIOUS AND SHORT RANGE SOLUTION TO THE CURRENT SHORTAGE

IS TO INCREASE SALARIES AND WAGESFOR HOME CARE NURSING PERSONNEL.
IT IS WELL KNOWNTHAT SALARIES FOR REGISTERED NURSES NAVE NOT KEPT
PACE WITH EITHER

THE

COST

OF

FEMALE-DOMINATED PROFESSIONS.

LIVING

OR THE SALARIES OF OTHER

MANYLABOR EXPERTS BELIEVE THAT THE

CONTINUED LOW SALARIES FOR REGISTERED NURSES ARE
HOLDING

DOWN SALARIES

OF

THE

KEY ELEMENT

PARAPROFESSIONAL HEALTH CARE WORKERS.

LOW SALARIES ARE TIED TO THE DEVALUING OF A SERVICE,

WHICH IN TURN

LEADS TO POOR IMAGE AND LOWJOB SATISFACTION.

RAISING SALARIES AND WAGESFOR HOMECARE NURSING PERSONNEL WILL BE
DIFFICULT,

IF NOT IMPOSSIBLE,

MEDICARE AND MEDICAID RATES.
UNDER

WITHOUT

CONCOMITTANT

INCREASES IN

ALTHOUGHHOME CARE IS NOT CURRENTLY

THE PROSPECTIVE PAYMENTSYSTEM, HOME CARE COST LIMITS

BEEN

IN

PLACE

TIGHTENED.

THE

SINCE

DRGS.

THESE

LIMITS

HAVE
HAVE

MARKET BASKET WAGEAND LABOR INDEX USED FOR HOME

CARE COST LIMITS IS
LIVING

WELL BEFORE

COMPLETELY

OUT OF

TOUCH

AND PREVAILING COMMUNITY
WAGES.

WITH

THE COST OF

RETROACTIVE DENIALS

FOR

SERVICE AND THE GRAMM-RUDMAN
CUTS IN COST REIMBURSEMENT NAVE HAD A
DEVASTATING EFFECT

ON HOME CARE REVENUES.

CARE COSTS ARE PREDOMINANTLY
NOT

RAVE THE OVERHEAD OR CAPITAL

INSTITUTIONS.

UNLIKE HOSPITALS, HOME

SALARY COSTS.

HOME CARE AGENCIES DO

EQUIPMENT

COSTS

INCURRED

BY

THERE IS SIMPLY NO ROOMFOR INCREASING SALARIES.

WAGES AND BENEFITS MUST BE INCREASED FOR NURSING PARAPROFESSIONAL
WORKERS. THIS

MEANS THAT

NOT ONLY MUST MEDICARE INCREASE COST

LIMITS FOR HOME CARE BUT MEDICAID MUST DO SO AS WELL.
IN MEDICAID REIMBURSEMENT RATES IS

WAGESFOR PARAPROFESSIONALS WHOSERVE
MEDICAID POPULATION.
ABLE

A

AT THE VERY LEAST,

LARGE

PROPORTION OF THE

POTENTIAL WORKERSMUST BE

TO CHOOSE WORKFOR WAGESAND BENEFITS THAT ARE

WELFARE.

AN INCREASE

ESSENTIAL TO ANY ADJUSTMENT IN

BETTER

THAN
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LONG RANGE ECONOMIC SOLUTIONS

MUST INCLUDE A RETHINKING OF WHERE

WE AS A NATION SET OUR HEALTH

CARE

EMPHASIS

HAS

PREVENTION

BEEN

AND

LONG-TERM CARE.

AND THE ELDERLY,

FINANCING

ON ACUTE CARE,

OUR MOST

WITH

A

CHILDREN,

VULNERABLE

PRIORITIES.
PITTANCE

THE POOR, THE DISABLED

POPULATIONS,

ARE ALSO THE

MOST IN NEED OF PREVENTIVE AND LONG-TERM CARE SERVICES.
COINCIDENCE

THAT

NURSING

SERVICES

ARE

THE

GOING TO

IT IS NO

CLOSELY LINKED TO THESE

GROUPS.

ROLE OF EDUCATION

INCREASING
NURSING

ACCESS

TO

EDUCATIONAL PROGRAMS FOR

PERSONNEL

IS

ANOTHER SHORT

ALL

LEVELS

RANGE SOLUTION.

SUPPORT FOR PROFESSIONAL NURSING EDUCATION

HAS

OF

FEDERAL

DECLINED

FROMAN

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 BETWEENTHE NUMBEROF DOLLARS GOING TO
BASIC

NURSING

EDUCATION

FUNDS HAVE DROPPED

FOR ALL PROGRAMS,

FUNDING FOR UNDERGRADUATE STUDENTS HAS BEEN CUT THE MOST.
NURSES

HAVE TRADITIONALLY COMEFROMMIDDLE

MIDDLE CLASS FAMILIES.
IS OUT OF REACH.

STUDENT

AND EMERGING
COLLEGE

LOANS ARE NOT READILY AVAILABLE AND THE

LONG RANGE PAY-OFF IN TERMS
NURSE.

CLASS

TODAY, FOR MANYOF THESE FAMILIES,

OF

EARNING

POWER IS ABSENT FOR THE

IT IS EVEN MORE DIFFICULT FOR MINORITIES AND ECONOMICALLY

DISADVANTAGED

INDIVIDUALS

SCHOLARSHIPS,

TRAINEESHIPS,

AVAILABLE

TO

ACHIEVE

GRANTS

UNDERGRADUATE

PARAPROFESSIONAL

STUDENTS.

STATE LEGISLATURES
PROGRAMS.

TO

THE

AND

GOAL

LOANS

NURSING

OF

STUDENTS

IT IS ENCOURAGING

TO

COLLEGE.

MUST BE

SEE

MADE

AND

TO

THE

MANY

THAT CURRENTLY HAVE LEGISLATION PROPOSING SUCH

AT THE FEDERAL

LEVEL, CONGRESS WILL BE CONSIDERING THE

REAUTHORIZATION OF THE PROFESSIONAL NURSE EDUCATION ACT.
SOME INDICATION THAT THERE WILL

BE

THERE IS

PROVISIONS THAT ADDRESS THESE

ISSUES.

IT

IS

IMPORTANT THAT EDUCATIONAL

PARAPROFESSIONAL
MANY NURSE

AS

FUNDING

FOCUS

EDUCATORS

BELIEVE

THAT

CAREER

INAPPROPRIATE ROUTE FOR PROFESSIONAL EDUCATION,
NURSES,
ULTIMATE

CAREER

ON A

NURSING

WELL AS REGISTERED NURSE PROGRAMS. ALTHOUGH

LADDERS

GOAL OF COLLEGE.

ARE THE

LADDERS

ARE

ONLY WAYTHEY CAN ATTAIN

CAREER LADDERS OFFER

AN

FOR MANYPOTENTIAL

THE

THE

OPPORTUNITY

FOR ADVANCEMENT
AND CAN DO MUCHTO ENHANCEWHATHAS BEEN PERCEIVED
AS A DEAD-END JOB.
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HQMECNABR

LONG
OF

RANGE
THE

SOLUTIONS IN EDUCATION SHOULD INCLUDE SOME RESOLUTION

ROLE OF NURSING

EDUCATIONAL

PREPARATION,

PERSONNEL

AT

VARIOUS

LEVELS

AND

THE

LICENSURE AND CERTIFICATION NECESSARY FOR

EACH LEVEL.

THE SOLUTIONS FOR THE SHORTAGE,
ARE NOT NEW.

INCREASED

LIKE THE REASONS FOR THE SHORTAGE,
FEDERAL

WAGES,

NUSING EDUCATION AND NURSING SERVICES.
PARAPROFESSIONALS
WORKING

WANT

CONDITIONS;

DELIVERY SYSTEM,

IN

THE IMPENDING CRISIS

THE RESTRUCTURING
THE LONG RUN,
IN

LONG-TERM

ALTERNATIVE.

0

88-594 (120)

STATE

SUPPORT FOR

TODAY'S NURSES AND NURSING

RESPECT,

INCOME,

AND

AUTONOMY

AND IMPROVED

OF THE ENTIRE HEALTH

CARE

WITH THE GREYING OF AMERICA AND
CARE,

MAY

WELL

BE THE ONLY

