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PROCEEDINGS

MS. BYRNES: Good morning.

As the duly designated official for the National
Commission on AIDS, i would like to convene this hearing in
Washington, D.C., and turn it over to the Chair, Dr. June
Osborn.

CHAIRMAN OSBORN: Good morning, and let me apologize
to our witnesses and friends in attendance for our lateness.
As some of you heard me say, we ran into a totally unaccus-
tomed problem of being unable to get taxicabs from the hotel
where we usually stay. They usually are just crawling all
over the place, and it took us quite a long while this
morning, so I am very sorry to have you waiting for us.

We are focusing in this meeting on the issues which
I think may turn out toc sound quite urgent to a lot of us of
both present and future health care manpower, and we are
going to be looking at the various facets of that, in terms
of the need to be educating and the need to be caring at the
present.

So, we have a very distinguished group of people
who will be speaking to us, and I hope -- I won’'t take the

time to introduce all of the Commissioners to you. I think
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you can see who we are and we will be interacting extensively
with you.

I do, however, want to say a special word of
weicome to Dr. Mendez, who is joining us as the Department of
Defense Assistant Secretary for Health and is I think the
permanent designee from Secretary Cheney, so we are very
pleased that you can be our steady companion at this inter-
esting time.

COMMISSIONER MENDEZ: Thank you.

CHAIRMAN OSBORN: Dr. Rogers, would you like to say
anything before we get started?

COMMISSIONER ROGERS: Only that I am looking
forward today. We are dealing with an issue that seems to me

one that restricts a great deal of what we ought to be doing

for people with HIV infection. We have got just the people we’

need to tell us how to correct that sitting in front of us,
and I would just like to welcome them and thank them for
being here.

CHAIRMAN OSBORN: And one other logistical comment.
If T look like I disappear, I'm still here, it is just that
this chair so low and I am so low, you just have to act on

faith that I am still here.
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[Laughter.]

with that, let me thank the first panel, and would
you introduce yourselves as you speak, so that everyone will
know.

Dr. Ginzberg, would you begin, please.

DR. GINZBERG: Okay.

I have submitted a summary of my points to you. I
don't know whether they were distributed or not, but if they
are, I think the best thing you can do with me for the few
minutes that I am around is I will make a few major points,
which may or may not be part of your thinking, and then you
ought to ask me questions, I think. That will be the better
way to proceed. I have been in the classroom for 55 years and
I know you shouldn’t lecture at the students.

CHAIRMAN OSBORN: You and Dr. Rogers have infected
each other, because he says the same thing.

DR. GINZBERG: The points I want to make are the
following: Number one, it’s impossible to say that the U.S.
health care system hasn’t been attracting lots of people. We
grew by 50 percent in the last decade. 1In the 1980's, we
went from about 6 million people in health care to 9 million.

That’s a rate of increase that indicates that the sector has
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surely been able to get lots of personnel.

That doesn’t mean that every last nook and corner is
covered, and by colleague Dr. Curran will point that there
are problems on the nurse side. But by and larje, the health
sector has done very well.

The second point is that it has done very well,
because we have been spending very large amounts of money in
health. We were at about $250 billion as the annual expendi-
ture in 1980. We are at $600 billion in 1989. With those
kinds of dollars flowing, there is no great mystery as to why
you were able to attract all the people you wanted, by and
large.

The next point is that we have basically a very

heavily hospital-based system in this country, maybe not as

'ibad as the British and the Swedes, but it’'s very heavily

hospital-based. As I read the AIDS story ~-- I don’t know
anything about AIDS, except that I'm a friend of Dave Rogers,
and so I learn something by association, but otherwise I
don’t know anything about AIDS.

The point the strikes me is that, basically, you
want to treat AIDS patients to the maximum possible degree

outside of the hospital. You have to put them into a
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hospital occasionally, but you sure don’'t want them in a
hospital very much.

I did a quick calculation, and I told Dave this
morning, that for a patient day in new York hospitals, about
$800, plus or minus a few dollars, and you ought to be able
to get pretty good home care for $8B0 a day, not for full-
time, but for home visits, for an AIDS patient, so that is a
10-to-1 shift. That means you want to do everything possible,
if you want to improve service for the dollars that are
around and the few dollars that you’re going to get addition-
al, of making sure that the system of treatment is as much as
possible out of hospitals.

The next thing I think is, if you read this
morning’s paper, the Washington paper, you will see that two
of the projects, Project Safe and Project Clean, about which -
I know nothing, are going to be closing down because of
money, so as an economist, I want to emphasize to you that it
is not a human resource problem, it is, in the first instance,
a money problem. If you have the money, you will get most of
the people you need. It may take a little time of adjustments
and nurses get themselves all mixed up via the hospital

administrators, so that you get rid of all the nurse assis-
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tants, then obviously you are going to be in trouble. But if
you are have the money, in this kind of a society like ours,
you will get the peoﬁle.

The next point is that home care, we spend 51
billion in New York City on home care a year for 50,000
Medicaid patients. They are very low wage-earners. If we
were to increase the salaries of home care workers by $1 an
hour, that would increase the Medicaid bill by $100 million a
year in New York City.

I will repeat that slowly, because these are the
realities of the figures that you are dealing with. We spend
$1 billion a year for 50,000 patients on Medicaid home care
in New York City, and if you increased by $1 -- and they are
entitled to it, as far as I am concerned, it is a lousy job
and no place to go and so on -- that would cost you $100
million.

S0, the problem of how one squares the needs of
AIDS patients with the dollars in this big system and the
earnings of the people who are involved in providing care is
the central issue.

The fact that AIDS is moving from the gay community

increasingly towards the drug community means that the human
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resource problems are worse, because you don't hgve the
support of the volunteer community to anything like the same
extent, and whole outreach problem and the whole support
problem with the drug community is three times worse. So,
from that point of view, it is just awful, in terms of that
dimension.

I think I will stop. I have told you enough bad
things, that money is the key, that you have to move towards
ambulatory and home care -- no, one more point I have.

The public hospitals that carry a disproportionate
share of caring for poor people and for AIDS patients and
everything else, they are, of course, at the bottom of the
heap, because we really don’‘t believe in the poor of this
country. So, if you don‘t believe in the peoor, you let the
public hospitals run at the worst possible level. Therefore,
if you dump all the new AIDS patients into them, you’ve got
one hell of a mess, and as far as I'm concerned, those are
the dimensions of the problem.

I feel awful, because now, as I look at AIDS,
you're getting a few drugs that will prolong the life of the

AIDS patients, and I'm not so sure, if I was an AIDS patient,

given this circumstance that I am talking to, that I would
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want my life prolonged.

CHAIRMAN OSBORN: Thank you very much.

I think we will proceed with all three witnesses,
and thén we will have the opportunity for interaction.

DR. CURRAN: I am Connie Curran.

I have prepared testimony and I hope you have a
copy of it. I would like to start by giving attribution to
the three places where I got the statistics that I am sharing
with you this morning.

Initially, I was Vice President, of the American
Hospital Association, and while at AHA, I got involved with
this manpower issue. After that, I was on two large research
projects, one with Dr. Ginzberg at the Commonwealth Fund,

provided the financing for it, and we basically described the

current nursing population, and I will talk to you about that.

The second project I was principal investigator of
was funded by the Pew Foundation, and we looked at issues of
health, health manpower, actually nursing recruitment and
retention.

Yesterday, as I was leaving my house in Chicago, I
got a copy of a newspaper that I get every week called

"Health Week,” and it had some interesting statistics about




e
fas

Illl..ﬁﬂ REPORTING CO., INC.

507 C Street, N.E,
Washingron, D.C. 20002
{202) 346-6666

12

predictions for the needs for other groups of health care
workers by the year 2000. These statistics are not in my
téstimony, and I just wanted to share them with you,

They are suggesting that, by the year 2000, we will
need 70 percent more medical assistants than we have today,
66 percent more radiology technicians, home health care
workers will need 63 percent more home-makers, we are going
to need 60 percent more medical records technicians, and so
on and so on and so on. I will be happy to furnish these to
Maureen, if she wants to share them with you.

When I looked at those numbers, I thought to
myself, perhaps the best thing I can help the Commission with
is some lessons that we think we have learned from the
nursing shortage and, hopefully, we won’'t repeat the manpower
shortages of these other groups.

A couple of things that I would like to tell you
about is, when we looked at the nurse supply -- and Dr.
Ginzberg was one of my co-investigators on this project -- we
found some interesting things out.

We found that the new supply of nurses, the new
people coming into nursing, first of all, is skimpy. Less

than 4 percent of college freshmen indicate they want to be
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nurses. It was 40 percent 20 years ago of women who went on
after high school, and now it is down to 4. 1It’s skimpy.

It’s not as bright as it used to be. Ten, 50, 20
years ago, three-fourths of all the nursing studenfs in the
country were in the top quarter of their high school class.
Last year, three-fourths of them were not in the top quarter
of their high school class.

The new supply is old. The average new graduate
nurse last year was 28 when she graduated. She’s not nearly
as old as the existing supply, which we will talk about in a
minute. The new supply continues to be incredibly white. As
an occupational group, we are 90 percent white and we are 97
percent female, We simply do not look like the people we
serve, and that’s a major issue for this profession.

I am not sure exactly why. I think a big part of
it is money. Like my friend Dr. Ginzberg, nursing education
20 years ago, the best diploma school in the State of
Wisconsin -- and I was growing up then in the State of
Wisconsin -- one could go for 3 years for $325 -- 3 years of
education, uniforms, room, board, housing and books were
$325. So, even a poor girl, even a farm girl, all sorts of

people could raise $300.
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Today, even with community college, which we all
brag about how low tuition is at community colleges, we are
not addressing the cost of housing, we are not‘addressing the
cost of -- many of these people are single parents, trying to
support children. Young people can’t afford nursing education
today. It doesn’t provide the cheap vehicle out that are
provided in the sixties, fifties and seventies.

When we look at existing supply -- so the new
supply is skimpy and not as bright -- when we look at the
existing supply, we can best describe it in one word -- old.
The average staff nurse in the country turned 40 in 19889.

Now, 40 isn‘t so old for those of us who have been
there, but 40 is old to do the work of a staff nurse; 40 is
old to run the 100-yard dash from the nursing station to the
patient’s bedside; 40 is old to run to the pharmacy, the
kitchen and all of the places that we send nurses; 40 is old
to work 12-hour shifts, to be expected to work double-shifts,
because the shift behind you didn’t show up for work; and 40
is much too old to rotate shifts -- all of which we ask the
current nursing supply to do every week, every day, in every
hospital and every nursing home in this country, and now even

in home care,.




jt

!lILEH REPORTING CO., INC.

507 C Sereer, N.E.

Washington, D.C. 20002
{202) 546-6666

15

When we ran home care in New York City, one of the
big advantages was it was Monday through Friday, 2 to 5.

Home care is now 24 hours é day, 7 days a week, just like
hospitals and nursing homes, and that current supply, contrary
to popular opinion, is working.

When Eli and first started the research, we all
sort of believed that somewhere out there were a bunch of
dusky nurses, and if we could only find them, we could find
some incentives, that economists always tell us there’s
incentives, to bring them back into the labor force. Well,
they are simply not out there.

Only 4 percent of the nurses in the United States
who are licensed are not working in nursing, they are working
in other disciplines, and those 4 percent, which is a pretty
skimpy percent, made 50 percent more money last year than the
nurses who stayed in nursing, so they are not coming back,
either. There is not a recyclable supply out there that we
can find to bring in.

That sort of describes the supply. The demand
situation is a grim one. Demand has increased four-fold
since the early seventies. Demand is being driven by

principally two factors. One is the aging of the American




1

L REPORTING CO., INC.

507 C Sueet, NLE,
Washington, D.C. 20002
{202) 546-6666

16

population. This elderly American group is going to need
more and more nursing care, with their chronic illnesses in
their homes, in their nursing homes, even in physicians’
offices, and certainly in hospitals; and it’s being driven by
technology.

In our Commonwealth Study, we discovered that 10
percent of the beds in our country’s hospitals are classified
as high-tech special care beds, and they consume 40 percent
of the nurses. So, certainly, as you look at your own
institutions, where we are adding new beds as high-tech -- I
just did some work at Stanford University, and they added a
procedure called ECHMO. Now, I don’'t really know what ECHMO
is. It deals with babies. But I will tell you, ECHMO takes
two nurses per baby per shift, or six nurses in a 24-hour
period. ECHMO is a black hole for nurses.

I would tell you that the one thing that we would
recommend is we have to look at how we utilize this prucious
resource of human capital in health care. We simply have not
used technology in the health care industry to extend the
life and the productivity of our workers. We still use
nurses -- Eli and I like to say that we're in the 1970's

mindset that says computers are rare and expensive and nurses
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are cheap and plentiful, and actually, in 1990, it is the
opposite. Computers are cheap and plentiful and nurses are
rare and expensive.

In hospitals, the average nurse spend 38 percent of
her time documenting, writing, that’s 3 hours on an 8-hour
shift, and yet only 12 percent of the hospitals in the
country report they have computerized patient documentation
systems, 8So, we’'re using these old wrists to spend 3 hours a
day writing, rather than using computers to do that documen-
tation and using nurses to be at the bedside. We simply are
going to have to look at substituting capital for labor,
because the shortages in nursing are reflected in shortages
in licensed practical nurses who staff the nursing homes in
this country, shortages in home health care technicians, all
of those groups are going to have to be, I believe, extended
by the use of technology.

I would end by saying that I think money is part of
the answer, certainly, money to nurses, who earn about 25
percent of what their physician colleagues earn, but money
for education, money to help young people come into health
care, and, more importantly, money to help minorities and men

come into nursing and move into the ranks, so they can help
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meet the manpower needs that the Department of Health and
Human Services and the Department of Labor are predicting
will increaée by 60 percent for registered nurses in the next
10 years.

I, too, will be happy to take questions. Thank you.

CHAIRMAN OSBORN: Thank you. That is superbly
helpful.

Dr. Cooke?

DR. COOKE: Thank you.

I am Molly Cooke, and I am going to be addressing
now primarily the issues of AIDS and physicians. I, too, in
part of my prepared testimony, emphasize four major points
that have to do with the preference and reluctance among
physicians to work HIV infected people, how that reluctance
affects physicians, career physicians, what the sources of
the reluctance are, and, finally, some issues that have to do
with physician burnout.

My first point is that many physicians are reluctant
to take care of people who are HIV infected through the
system, but the prevalence of this reluctance is clearly
reflected in internal medicine residents who, given the way

care is set up in this country, should we expect to provide
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the vast majority of the basic services that HIV infected
patients will require.

I believe that only 10 percent are really actively
interested in working with AIDS patients, and at least 30
percent are actively disinterested in working with AIDS
patients, and the remaining 60 percent is neutral at this
point, while probably a significant component of that 60
percent are relatively disinclined, they are just not as
overtly hostile as the 30 percent that I referred to.

The basis for most of my comments, particularly the
numbers that I just gave you, is that a study that is in
progress now, medicine residents nationwide, done by the
California Statewide Task Force on AIDS, of which I am the
principal investigator.

Whether the number of internal medicine residents
willing to work with AIDS or HIV infected people will be
sufficient to meet the needs of the patients is really beyond
the scope of my study, though let me say that I am a proponent
of the model of care information and solutions that incor-
porate HIV infected patients in an internal medicine practice.

And if internists and other primary care clinicians

were spending 20 percent of their time taking care of HIV
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type patients, I would estimate there would be somewhere
between 8,000 and up to 18,000 physicians providing 20 percent
AIDS care, depending upon the assumptions you make about
fréquency of visits to AIDS patients. So, you need a lot of
people willing to do a relatively small_amount of AIDS care,
if you can successfully deliver in this kind of diffused or
disseminated model.

If 10 percent of residents are interested in
providing AIDS care after completion of training, that can
introduce maybe 400 new willing internists per year. It
takes a whole long time to get to the number of providers
that I anticipate that we will need. So, that’s my first
peoint.

My second point concerns the career decisions that
pecple who are reluctant to work with HIV infected patients
make. What you see most attention in the press are instances
of which states refuse AIDS treatment. e physician is
confronted with a patient who seeks treatment and the
physician says I can’t as a matter of ethics. That is
actually relatively rare. Physicians, when they are con-
fronted with patients feel fairly compelled to treat,

particularly when the need is high, and will often will treat
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even if they don’'t want to. So, what reluctant physicians do
is aveid situations in which they are likely to encounter
that.

Clearly, this is already happening in our setting of
over 1,000 residents. A quarter of them leave the training
programs to be start in the areas in which they literally have
the intention of avoiding contact with HIV infected people.
When we ask about what you intend to do, another gquarter says
I intend to practice in a location which will not put me in
contact with HIV infected people, and close to 20 percent
intend to choose a low-AIDS presence practice specialty, so
basic cardiology care to chest medicine, infectious disease
or general internal medicine.

People were also indicating an intention to choose
practice specialty groups which can hide a myriad of discre-
tions over the patients that they will and won't see.
Remember, we are not talking about search and seizure
internists, where the least professional ethic is where we
take all comers and do our best, but clearly these residents
are looking for ways to get more control over the kind of
care that they are going to be doing.

My third point concerns the sources of reluctance,
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why are these residents unwilling to work with HIV infected
patients. Again, I think that some things are different from
the reality. Clearly, the issue that has received the most
attention is the question of occupational risk,.concern about
occupational infection, a totally legitimate concern for
physicians who work with HIV-type patients.

I don't want anything I say to be construed as a
dismissal of that theory of legitimate concern, but that’s
not why people are choosing not to work with HIV infected
patients. In fact, not surprisingly, the people who do work
with HIV infected patients have a lot of concern about
occupational transmission of their people who are really
likely to have to deal with this in their day-~to-day profes-
sional lives, and one hopes not, but may have to deal with it
in their personal lives, as well.

What distinguishes people who intend to treat from
people who do not intend to treat are four factors, two of
which relate to the kinds of people who could be getting
AIDS, some negative attitudes about gay patients and negative
attitudes that IV drug users are both strong predictors of

unwillingness to work with AIDS patients, residents who are

uncomfortable with some of the apparent medical aspects of
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AIDS medicine as we now know it are unwilling to work with
AIDS patients.

By this, I mean residents who hare troubled by
clinical situ;tion is in ﬁhich the cure rate is low or non-
existent, situations which raise feelings of therapeutic
impotence and clinical situations in which non-technical
skills are required. So, residents talk about social service
needs of AIDS patients and the burdensomeness that those
needs are associated with the resident’s point of view,

Finally, residents who are having a relative weak
sense of professional responsibility, residents who have a
more libertarian formulation of physician responsibility are
much less likely to treat AIDS patients, people who have a
higher sense of service commitment with the medical profes-
sion. But to reemphasize my initial points, fear of contain-
ment does not distinguish the treaters from the non-treaters.

The fourth point that I want to make -- the three
preceding points really pertain to the decision to treat or
not treat. Clearly, some people are deciding to treat. The

fourth point concerns those people. It is obviously critic-

ally important that we keep those people, having said what I

implied about the paucity of reinforcements for them, we have
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got to keep them at work.

Now, I am going to come back and speak from the
physician’s point of-view, to a point that Dr. Ginzberg has
already raised. One level on which this question of burnout
has been addressed as a psychological one has to do with
issues of grief saturation and psychological support. I
think those are important, but, frankly, I don’t think they
are as important as help for people who are providing care.

This is increasingly an issue as to demographics of
the HIV change, and people who are working with lots of AIDS
patients can be increasing found at under-funded, overtaxes,
public institutions, working all by themselves, with an
expanding population of very needy patients. The people who
are working at those institutions -- and this comment is not
restricted to physicians, by any means -- has to do with
everybody working at those institutions, are of high 1Q, very
service oriented people who get their gratification by
feeling that they are doing good work.

If we put them in a situation where they cannot do
good work, because they can’t get their sick patients
admitted and they can’'t get their less sick patients dis-

charged to appropriate situations, they don’t have drugs and
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they don’'t have nurses and the other medical assistants and
the radiation technologists and all the people they need to
hélp give the care, they are deprived of the gratification,
the thing that is keeping them working.

So, I would think this is a much more compelling
issue than the important issues that we assess in AIDS work.
Really, there are two things, from the physicians' point of
view, that we need to be concerned about. One has to do with
the increasing numbers of HIV infected patients and their
geographic dispersion. I think we are going to have more
primary care clinicians who are willing to and are technically
prepared to discuss HIV risk, to HIV tests, to appropriate
counseling, to interpret test results, to assess people who
are fond to be HIV infected, and to begin treatment.

Really, all people going into primary care kinds of
activities need to be prepared teo do that in 1990, and I am
concerned at the low number of residents in my study that say
they are willing to do it.

The second problem is a really different problem,
and that has to do with keeping the people who are prepared
to want to do AIDS work, and I think that is not an atti-

tudinal kind of a problem, but is a resource problem.
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So, I will stop there and, of course, take ques-
tions, as well. Thank you.

CHAIRMAN OSBORN: Thank you all for exceptionally
helpful teétimony to the point.

Questions from the Commission? Dr. Xonigsberg?

COMMISSIONER KONIGSBERG: I have a question for Dr.
Curran regarding the nursing situation. I certainly noted the
difficulties in recruiting nurses and all the things that you
mentioned. Could you comment a little bit on how this
relates to community or public health nursing? Because there
the salaries are lower, there is an additional set of
difficulties, and as we move more and more to out-of-hospital
models of care, at least in my experience, we are going to be
depending more and more on local health departments, on
BNA's, hospice, et cetera, et cetera.

DR. CURRAN: There are two pieces of information
that might be helpful there. Two years ago, we did ask the
question of hospitals who had a home health care branch or a
home health care service related to them, about did they
believe they had a serious shortage: 25 percent of the
hospitals that had home health care types of nursing reported

serious shortages of home health care.




Again, that would not have happened 10 year ago,
5 ' when home health care was a very different kind of work than

it is today. I'm sure it is higher than that today, but there-

is no more recent statistics, so they are having a hard time
recruiting there.

I will tell you, I was the chief nurse at Montefure
Medical Center in New York City, in the Bronx, and we did a
great deal of home care, those of you who are familiar with

Montefure. And while I was there in the earlier eighties, we

went to the people that we were serving, not just AIDS

o patients, but the poor in the Borough of the Bronx, the

; neighborhoods become so unsafe that we actually -- and these

nurses were very committed to being there -~ that we actually

went to having to get escorts in many of the housing projects

and many of the areas, to send the nurse out with an escort.
0Of course, then you get into that whole thing that

Dr. Ginzberg talks about, cost, and you are almcst doubling

the cost, because you getting another human resource person,

et cetera, et cetera.

0 In nursing homes, which certainly we see more AIDS
patients being placed in long-term care facilities, they are

reporting a 19 percent shortage of their budgeted positions in
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nursing, but nursing homes had traditionally been staffed by
licensed practical nurses, which, those of you who are
familiar with hospitals, know that many hospitals laid off
and decreased their numbers of licensed practical nurses in
the seventies, they went to nursing homes.

Well, now that we have this terrible nursing
shortage, hospitals are recruiting back those LPN’'s. They
can pay better, you know, they are more attractive, I think
perhaps more exciting, better benefits, and so the long-term
care industry, both in home care and in institutionalized
long-term are, I am very worried about manpower there. I
think it is going to get much worse in acute care. They
simply can’‘t compete. They can’t compete in terms of money.

COMMISSIONER KONIGSBERG: Just a follow-up comment,
Dr. Osborn.

At least in my experience, the difficulty with
public health nursing, which is an extension, really, of what
you described for nursing in general, is that much more was
asked of the public health nurses in the past, it’s no longer
a hand-holding kind of thing. 1In the home, we asked them to
be advanced registered nurse practitioners, we ask them to be

managers and administrators.
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The pressures in large cities, in the clinics, the
burn-out factor, the safety factor which you mentioned, with
crack cocaine, in particular, is becoming a problem, at least
in urban areas. Compounding that is what I think is a
lingering poor image of public health, even though we asked
more then, at least public health nursing and community
health nursing, and the salaries are -- if there is a salary
difficulty in acute care institutions, public health is
always several notches below, and it just makes it very dif-
ficult., I bring this up, because I think the Commissicon
needs to take note of this and how much we in public health
depend on nursing far more than we depend on physicians. That
is a good point.

CHAIRMAN OSBORN: Thanks, Charlie.

Don Goldman and then Harlon Dalton.

COMMISSIONER GOLDMAN: Thank you. This is really a
question directed at all three of you, if any of you want to
reply.

One of the things which I have noted at some of our
sites across the country has been the dispar%ty in the way
that wards and areas of the hospital are specifically devoted

to patients with AIDS and HIV infection are affected.
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Just by way of example, we visited Los Angeles, two
of the hospitals we visited, one of them the Los Angeles
County and one of them the VA Hdspital in West L.A.. Both of
them, at least, reported on average approximately the same
percentage of nurses who were what they described as agency ox
floating nurses, as opposed to permanent staff.

Yet, within the AIDS specific wards of the hospital
at L.A. County, I think they said 99 percent of the nurses
there were agency nurses, whereas, in the West L.A. VA
Hospital, it was indicated that the AIDS portion of that
hospital was considered a preferred assignment and virtually
every nurse on that area was, in fact, a permanent staff
nurse, and ncocne of them were floating nurses.

How does that deal with any of the items that you
have been talking about, and are there any lessons to be
learned from that that you think are useful, and does that
reflect what’s going on elsewhere?

DR. CURRAN: The first thought that came t¢ my mind
is wondered if that VA Hospital had any agency nurses at all,
because in many VA institutions, they simply have not had
access to that labor supply. I mean that is not --

COMMISSIONER GOLDMAN: Both hospitals reported that,
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overall, 30 -- I don’'t know if all 30, 25 to 30 percent
agency nurses overall. But I have seen that elsewhere in
other hospitais. Some hospitals seem to have in their AIDS
treatment areas, you know, all agency nurses, and others of
them seem to have almost none.

DR. CURRAN: I don't have any definitive data on
that. I will tell you that yesterday I addressed an operating
nurses meeting, and I started out with talking about the fact
that we have a terrible shortage of operating nurses in this
country, and I said why do you suppose that is. These were
operating room nurses, and the first response was AIDS, which
just astounded me, because that is not really part of our
objective data.

Part of it is because they are very old and schools
are not training OR nurses and all this sort of thing. But
it was the first word out of their mouth, and I saild do we
really know that’s a fact, and they said absolutely, that
nurses’ husband and families have said they don’t want them
working in the operating room any more, if those hospitals do
surgery on AIDS patients.

So, I'm sorry I don’t have any data related to the

use of agency nurses, except that hospitals are using them in
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large, large proportions and they are incredibly expensive.
They are two to three times as expensive as an average ROE
nurse, but I don’'t know the relationship of those kinds of
temporary workers to AIDS patients.

CHAIRMAN OSBORN: Harlon Dalton, Jim Mason, and --
och, excuse me.

DR. COOKE: I could make one comment on that
preceding question. I suspect that it is quite dependent on
the politics of nursing within a particular hospital, and you
may not be able to find the consistent for that reasoning,
consistent, if that is hospital to hospital.

At San Francisco General, the nurses on the AIDS
unit look much more like the nurses in the ICU. It is a
preferred assignment, nurses are all self-selected to work
there, and they are much more -- one thing that comes right
to mind is they are much more white than the ward nurses and
they are alsc much more gay, and that is the mechanism for
their self-selection. There is very strong leadership on
that unit, and I think for that reason they accept that
assignment.

COMMISSIONER DALTON: I have one question for Dr.

Curran and one for Dr. Cocke.
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Dr. Curran, you mentioned briefly in your testimony
and also briefly in your written statement that it’s important
to recruit more people of color into the nursing professidn.
As.I recall, you said 90 percent of nurses are white. And
you mentioned in your testimony that one way of doing that
would be to increase funding for nursing education for
minorities.

I gquess I would like to ask you to reflect a little
more for us why those numbers are as they are, and then,
given that why, what else can be done besides additional
funding to correct that imbalance.

DR. CURRAN: Again, my opinion, not my data on wy
it is. For many ethnic groups in the United States, the
first woman that went beyond high school went to become a
nurse, That was certainly true for the Irish, it was true in
large part for the Italian and the Germany communities. And
now as we look at Hispanics and blacks, that has not been the
pattern.

So, when I first started to worry about this, I
went into New York City to talk to the President of the Black
Nurses Association, who at the time was a woman named Alicia

Georges, and I said, "Alicia, why aren’t black young people




TiLLER REPOATING CO., \NC,
507 C Swreer, NLE.
Washington, D.C. 20002
(202) 346-6666

34

coming into nursing?" She said, to me, "Connie, if a black
person has the wherewithal to go on to school, the money, the
time, the access, why would they choose te join another
oppressed group?”

Of course, my first reaction was we're not opposed,
but my brain overruled my mouth and I thought a minute on
that, and I said to her, do you think we really appear to be
an oppressed group. She saild absolutely. You know, we have
-- and she is a black nurse, of course, and she said we have
no independence, we have no autonomy, and she went on and on
about that.

I think that also the lack of black role models, I
mean you certainly will hear from Clair Andrews later. She
has been incredible. I mean the black nurses we’ve had and
the Hispanic nurses we’ve had that have moved into leadership
positions I think have worked very hard at that. But it is
pretty hard for a blue-eyed blond -- I mean I worked in the
Bronx -- to out -- and I did go to high schools in the South
Bronx -- and to tell people to be a nurse. They didn’t
identify with me, they didn’t relate to me, and, quite
frankly, we didn‘t have the money to support them.

I will tell you, in New York City, unlike any other
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city I know of, the hospitals, 1199, which is the Health Care
Workers Union, and the City University, Lehman, which was our
college in the Bronx, went together and creates a program
that enabled people who worked in health care, non-skilled
workers, to go 4 years to Lehman, if they chose a health
career, and not only were they paid their tuition, they were
paid three-fourths of their monthly salary, so they obviocusly
could pay the rent.

I think we have to be more innovative, as we look
at our relationships between employers, educators and unions,
to support that, but I also think the Federal Government has
to take a much more active role in recruiting.

I think the issue with men, men have simply never
selected nursing, and now women are becoming more like men,
as we make our career choices. I mean we are looking at
money, security and autonomy, and nursing has never offered
those, so we are certainly not going to increase our numbers
of men until we change some of those issues.

DR. GINZBERG: I think there is another dimension
or two here that ought to be put on the table. Leaving the

discrimination factor aside -- and I don’t think you can,

because I think the fact that the nurse leadership, you will
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forgive me, is solidly anti-anybody except for whites, so it
was a big factor, because nursing is a very decent and kind
of an educational experience, so if you’'re not wanted, you
don‘t go there.

But the important point today is not that. The
important point is that the nurses also send very confusing
signals out to the oncoming generation, because, for 40
years, they kept saying you had to get a bachelor’s degree.
Now, Connie’s statement was absolutely correct, if you're
going to go get a bachelor’s degree and you come from a
minority group, it made no sense necessarily to go into
nursing. We have quite a few women physicians among the
blacks, you are getting more of that.

The real point of the issue is what about the 2-
year community college prepared nurse, and that reflects back
on the weakness of our secondary school systems in the major
metropolitan centers, where the major black populitions are.
Unfortunately, in the absence of rich programs, because the
youngsters come through the end of high school unable to
handle the simple mathematics and the simple science that the
nursing license requires, that unleés you build 6-month

programs to bridge that -- and that’s all you need -- you can
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now, at $30,000 a year, I would bet my last nickel, as an
economist, you will get plenty of minority nurses, once you
offer them the educational opportunities in a two and a half
year program to go into a $30,000 a year job.

The whole question of the pst can be liquidated, I
think, in terms of the future if you can get that school
bridge, but in the absence of the school bridge, it still
isn’t going to work.

DR. CURRAN: We looked at L.A. two years ago, Eli
and T -- and I always think of Los Angeles as not having a
minority, it really being a mix of whites, blacks, Asians and
Hispanics -- and in L.A., in the graduating classes in the
nursing schools in 1987, I guess three years ago now, there
were only 18 percent of the students in Los Angeles were non-
white that came out of nursing school. The majority of all
new graduates last year, three-fourths of all graduates in
nursing last year did come out of community cclleges, so Eli
is -- I wouldn’'t say he’s correct in his characterization of
nursing leadership, but I will say that certainly the
movement has been to the community college program. But even
there, we are not attractirig our share of minorities, even in

cities like Los Angeles.
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COMMISSIONER DALTON: Thank you, both.

My question for Dr. Cooke, you indicated in your
testimony that you preferred a model where a broad number of
internists would spend a relativély small proportion of their
time seeing AIDS patients. In your written testimony,
though, you indicate that there’s essentially "no information
available"” on the capacity of people who were non-Aid
specialists to handle different kinds of HIV infection or
complications. So, I guess I'm a little curious about what
supports your preference, and I also wonder whether there are
in the pipeline any attempts to study the quality of health
care that can be delivered by folks who-do this. Casually
may be a pejorative way to put it, but certainly a small part
of the time.

DR. COOKE: Well, I chose the word "preferred" in
my oral testimony, because it is at this point a personal
preference, without substantiating data. The reason that the
model appeals to me at this point is, first, I think it is
going to be a necessity. I think two things are happening
with the epidemic. It‘’s a paradox. One is it’s becoming
concentrated in, ghetto-ized in very depressed areas in the

inner-city, but at the same time it is extending out in lower
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numbers, but extending into the general population in such a
way that I don’t think that physicians can really expect, no
matter where they choose to practice in the United States, to
be guaranteed-that they won’t see HIV infected people.

So, I think, in fact, that it is just a reality,
unless we are going to require that the AIDS patients in Iowa
and Louisiana and here, there and everywhere come to the
cities that have been most identified with AIDS during the
first decade of the epidemic, it’s just a manifest reality
that more physicians are going to have to be prepared to do a
little bit of AIDS care.

The second reason that I favor the model is that I
think that it is good for the care providers, in the sense
that it is less exhausting and, speaking from my own experi-
ence, I am a general internist and I take care of -- I spend
more than 20 percent of my time taking care of HIV infected
people.

But my non-AIDS patients in several important sense
almost subsidize my AIDS, in terms of my time. I can spend 5
minutes on a patient who has uncomplicated hypertension and
simply wants her medications refilled, and that gives me 35

minutes to spend with the AIDS patient who is haying a lot of
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trouble with dealing with the family about the diagnosis and
has very complicated technical decisions to be made about
their cafe. So, both in terms of my energy and my time, I
think the model has some appeal.

Now, one could argue that, as a general internist
in San Francisco, am I not really, by virtue of where 1
practice, an AIDS specialist, and I won’t defend myself
against that charge. I think we need to look at how much
AIDS care primary care physicians can do as part of a general
practice. I know of no funded efforts to do that. I'm
actually interested with some collaborators in looking at
exactly that question, because I think it’s a very important
policy question.

CHAIRMAN OSBORN: Dr. Mason?

DR. MASON: Madam Chair, I know that our time is
about gone, but I --

CHAIRMAN OSBORN: I think we should go a little
longer, since we started late and this is an important topic.

DR. MASON: I did want to commend all three members
of the panel for their excellent testimony. I wish there
were a lot of additional time, because I think, in defining

the problem, they have certainly raised questions that the
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Commission needs to focus on. With time being limited, maybe
I could simply ask each one of them, if there is time, they
could try to respond, and if not, for the record.

Having painted a very lucid picture of the problém
in the economic area and in the nursing and physician
responders, what would be your number one recommendation that
you would like to give to the Commission to solve the problem
or the problems that you have so well described to us this
morning?

DR. GINZBERG: Well, I'm on the spot first, because
I started first. I suppose, really, following the last
discussion, you cannot continue, I think, to isolate the AIDS
patient from mainstream American medicine and expect anything
very good to happen, either to American medicine or to the
AIDS patient.

That is, the size of the epidemic is now on a scale
that makes it, I believe, essential that every piece of the
total medical system we have play a part in the proper
treatment and support and care of these people. That's
another way of saying that, whatever weaknesses we have in
the system -- and I started by saying I thought we were an

over-hospitalized system, in terms of emphasis -- if we do
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sensible things for the AIDS patient, it will pay off for the
total system, so that will be the encouragement, I would
hope, for the rest of the society; to really become a little
bit more interested in AIDS. As long as they don’'t think it
is their problem, they are not going to do very much.

Now, as I see it, one has to go both ways, one has
to really try to get the local communities to understand that
the bulk of the American population is vulnerable, if the AIDS
patients do not get "treated, prevented, assisted," and so
on. You can’'t really live in a society if you’'re neglected.

In the process of trying to get a community
understanding that that’s the problem, then I think you have
the beginnings of a chance that it will no longer be possible
for young students coming into medical school or residency to
think that they can walk away from that. That is Jjust
ridiculous.

Now, the only idea that came to mind while this
last discussion was going on, we have had sexually transmitted
diseases as a problem in this country for a long time, and it
struck me as to what extent did the American medical frater-
nity deal with sexually transmitted diseases, and I'm afraid

we have inherited the notion that we didn't deal_with that
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properly, so we will do the same things with AIDS.
work with AIDS, I don’t believe.

That's the distinction, and I think we are just
coming up to that point, and the only way I can answer Dr.
Mason is to simply try to educate the American people to
believe that it’'s their problem, not the AIDS patient’s
problem, because there will be no proper medical care, sooner
or later for the bulk of the middle class. We see this
already in New York. You can’t get into a hospital, because
the AIDS patients have got it so crowded.

My wife was in Hawkwish, which is the private part
of Presbyteria, and the whole floor was full of AIDS patients,
and it was very hard for her to get any kind of floor
nursing, because they were commanding the essential resources.

That’s the way I would go. Not an easy story, but
I would think with long-term payoff for all of us, because we
will build up the home care program, we will build up morc
ambulatory stuff, we will learn maybe even to use nurse
practitioners effectively, because I would assume they could
be used very effectively in ambulatory community clinics and
so on, and that’s the way we . have got to push it.

DR.

CURRAN: Again, like Eli, I think the issues
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{are systemic to the whole health care delivery system of our

manpower, and I really think there has to be some policy
decisions around supporting more than medical education in
this country. I mean I think there have to be some policy
decisions to support young pecople to choose health care, not
for young people to choose health care as well, and I think
we have to start incentive systems to use their manpower
wisely, to really be using health care professionals to do
clinical care and administrative care, and not to do manual
labor, to start using technology, using -- I mean you would
be surprised how many hospitals don’t use Fax machines, you
know, a simple Fax machine you can pay for with one trip to
the agency nursing. When you put in a Fax machine, you can
save a lot of 40-year-old legs running down lots of hallways,
and that kind of technology I think we have to incent the
industry to recruit, to utilize and to award people in health
care in ways to help what is happening right now. Because if
we have these labor shortages, not only will the AIDS
patients be impacted, the elderly will be impacted, and as
Eli points out, in New York City, one in four positions is
vacant right now for professionals, so the whole system is

being impacted all the way down.
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Thank you.

o DR. COOKE: I'm sur.e I am not saying anything
different than the two preceding witnesses. We agree
totally. I may articulate it a little bit differently. I
think the first step is there needs to be a clear national
commitment to take care of AIDS patient.

As Dr. Curran just said, one would hope would have
a possible effect or failure to do may be reflective of what
I now see as an inadequate national commitment to take care of-:
ill people, in general, part of a larger discussion that I am
. sure is familiar to all of you. But I don’t think that we
have at this point a clear national commitment to take care
of AIDS patients.

As I said in my written testimony, we have done as
well as we have done so far, I think in large part, because
the gay community has advocated very effectively for them-
selves, and really at least in San Francisco, not let us get
away with not taking are of them.

As the disease moves into different populations, I
. am very concerned that, with relaxed pressure on the system,
our lack of commitment may become grossly apparent. ©So, I

think first we need the commitment and, secondly, we need a
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commitment to do it right, and doing it right will take
innovations both in terms of fhe way we delivery care -- Dr.
Ginzberg has spoken.about increased outpatient services -~
clearly, we need different ways to articulate the parts of
the health care system, so that acute care hospitalization is
not so utterly detached from ambulatory care and from various
kind of extended care settings. It would much more efficient,
if you can get a system of care that accommodates the needs
of patients along a disease that obviously has a real
clinical spectrum, and it is going to take money.

CHAIRMAN OSBORN: Linda, why don‘t you go next, and
then Dave Rogers, and then I think we will probably need to
move on.

COMMISSIONER MASON: Like Harlon said, we are down
here in the cheap seats, with no marker.

[Laughter. ]

Thank you all for your testimony. I have just a
couple of quick questions, one for Dr. Curran. I didn’t
really get to read all of your written testimony, but did you
address the issue of possible nursing avoidance related to
AIDS and HIV infection, in the way that Dr. Cooke said that

young doctors are reluctant to take care of people with AIDS?
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So, are people avoiding nursing, besides economic factors? I
mean are there other pressures that are related to HIV
infebtion that have been documented and that are more than
just anecdotal, or do you know?

DR. CURRAN: I know of no documentary data along
those lines. In fact, most of what I heard about is care in
hospitals, which, of course, was San Francisco first and New
York City, is that nurses have often preferred to work on
those units, largely, again, by gay nurses moving in to help
take care of a gay patient population. But I know of no
documented data of nurses refusing to give care or deciding
not to choose nursing because of the possible risks.

COMMISSIONER MASON: So, you don’t really see that
as -- even in spite of the fact that you see some sensitivity
about operating room nurses and --

DR. CURRAN: No, the OR nurses did tell me that
yvesterday, that they think that’s why people are not choosing
in the operating room. We simply haven’t done that kind of a
study. I think we ought to. I think it would be well worth
looking at, in terms of, you know, how big of a factor is
that. Again, that is one of those things that is hard to

capture, how do you find people who didn’t choose.
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COMMISSIONER MASON: Okay.

For Dr. Cooke, is there any hope that the numbers
of doctors willing to treat people with HIV infection will
increase, or are ﬁe looking at a pretty static population?
Are there any incentives that we can give people besides
supporting people who are already willing, and just sort of
an observation?

Dave Rogers and I were talking last night, and if
this whole guestion is about attitude, what kind of hope do

we really have on impacting it? Dave Rogers and I decided

that you could probably teach somebeody to put the 1id back on

the toothpaste, but you can’t teach them to be a better human

being or have a bigger heart, you know.

COMMISSIONER ROGERS: At least Linda thought she
could teach them how to put the cap back on the toothpaste.

[Laughter. ]

DR. COOKE: It is my feeling that there is no real
evidence for that.

Let me say a couple of things. First, medicine is
undergoing a lot of changes, some of which may be beneficial
in this respect. It is clear from my data and from similar

work done by other people, for example, that women are

































































































































































































































































































































































































































































































































































































































































































