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. I. BACKGROUND

. A. Hiring Standards for Paramedical Manpower

The initial study of allied health manpower by the Department of
Economics of Northeastern University was nndertaken as the result of a
grant from the Manpower Administration of the U.$. Department of Labor
in 1967. The research project, entitled Hiring Standards for Paramedical

Manpower, was a study of twenty hospitals in the B. .on Area, and was
completed in September 1968. The chief objectives of the study were to
explore the duties performed and the skills used by employees in
selected paramedical occupations, and tc compare for each uccupation the
actual functions performed on the job with the hiring-in standards of
education, training and work erperience.

This pilot study found that tne manpower shortages in many of the
paramedical occupati-ns were persisting, in part, because of arbitrary
licensing, unnecessarily high educational and training prerequisites,
and inefficient utilization of the available alliad heaith personnel.

In addition, healith-related jobs were frequently so structured that
there were few opportunities for upgradiiig and promotion, thereby
providing little incentive to potential employees to eﬁter the industry.
On the basis of these findings, several recommendations on hospital
administration were made concerning restructuring of allied health
occupations, relevant hiring-in standards, occupational career ladders,
and quality control mechanisms.

B. Restructurinc Paramedical Occupations

On the basis of that pilot reseixch, the Manpower Administration
granted the authors funds for further research .i1. this field. A new

research aind demonstration project, entitled kestructuring Paramedical

Occupacions RPO) . was conducted from June 1969 through January 1972.

I+s basic objectives were to study the hiring-ir standards and functions
of allied health personnel within a sinqgle hogspital and to recommnend
improvements in the utilizaticn of manpower in that hospital. The
occupations included is this project were: registerea nurse, licensed

practical nu:se, nurses' aide, orderly, ward secretary, surgircal
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technician, psychiatric attendant, x~-ray technician, EKG technician,
inhalation therapy technician, reighborhood health worker, laboratory
technician, and administrative and supervi:sory personnel. The hospital
selected for study was The Cambridge Hospital, a municipal hospital in
Canbridge, Massachusetts.

The research staff conducted in-depth interviews with 179 alliad
nealth personnel (renresenting 87.7 per cent of all such personnel) and
spent over 300 hours ouserving at least 75 of these people on the job
-n order to verify the in-depth interviews. Based on the interviews
and observations, detailed job descriptions, including specific job
functions, were compiled for each occupation. An analysis was then made
of the efficiency of the existing allocation of specific job functions,
and the utilization of manpower.

In December 1970, several specific recommendations were made to The
Cambridge Hospital. The principal recommendat;ons suggested the need
for a hospital personnel department apart from the Civil Service Commission
of the City of Cambridge, an organizatioﬁél chart, the establishment of
three new allied health cccupations (ﬁursing assistant, medical assistant,
physicians' assistant) to which a nurses' aide could advance through
in-service training, and in-service training programs to facilitate
vertical mobility. We also recommended the restructuring of certain
occupations (regi-stered nurse, licensed practical nurse, and nurses'
aide), thre elimination of the job category of orderly, and a reorganiza-
tion of the aboratory to encouraye contract laboratory work for
neighboring lLospitals. By September 1971, when the field work of the
project was completed, the Hospital had already taken steps to
implement these and several related recommendations. The additional
racomnendations iacluded the removal of some entry-level recquirementec
for certain occupitions; the reassignment of some of the "easy" funct!ons
performed by RN's to nurses' aides; the establishment of continuing
education programs in rzdiology, inhalation therapy, and EKG techniques;
the davelopment of an occupational ladder training program for the new

allied health occupation3 mentioned earlier; the establishment of



additional neighborhood health centers; and the hiring of more neighborhood
health workers.

The recommended changes for The Cambridge Hospital were accepted
with keen interest and cooperation by the hospital administration and
staff. Although our presence at the hospital provided scme motivating
force for the acceptance of changes und reorganization, the Commissioner
of Health, the medical staff, and the nursing and administrative personnel
must be credited with the progress made.

Over the three <year period, hospital utilization and costs at The

Cambridge Hospital changed as follows:

1. A 19.7 per cent increase in bed complement;

2. A 38 per cent increase in in-patient days;

3. A reduction of the average length of stay from 9.6 to
9.1 days;

4. A 34 per cent increase in out-patient clinic visits;

5. A reduction of the hospital's loss as a per cent of expenses
from 23.0 per cent to 4.3 per cent.



II. CURRENT WORK IN MEDICAL MANPOWER

The completion of The Cambridge Hospital study in Januap.y
1972 indicated that it was possible for a hospital to institute
numerous changes that could improve the utilization of its
allied health manpower. However, The Cambridge Hospital is a modest
size city hospital with certain specific characteristics. Can
the process be i1epeated in numerous hospitals across the nation?

A follow-up research project entitled, Improving the Utilization

of Health Manpower, was proposed and approved in June 1972 by

the Office of Research and Development (ORD), Manpower Administration,
U.S. Department of Labor, to determine whether the same techniques
could be utilized in a variety of different hospitals, principally
in the Boston area. If the techniques are successful in a variety
of hospitals, it is more likely that hospitals throughout the
United states would be convinced of the value of the technique and
might be willing to institute the necessary changes to improve the
utilizetion of allied health manpower. In July 1972, we began this
extension of our previous research project.

The following year, at the suggestion of the staff of ORD,
the Department of Economics of Northeastern University established
The Center for Medical Manpower Studies, to help disseminate and
utilize our own research and findings, as well as those of others
in the health manpower field. Also, we began to investigate on a
small scale what kind of shortage of health personnel there is,
as measured by changes in health personnel employment over a
five-year period (1968 to 1973). At present we are involved in
all three of these activities,

A. Allied Health Manpower

Historically a number of the traditional allied health
occupations have been treated as dead-end jobs, and the utilization
of health skills in hospitals has generaily been inefficient and

ineffective. The problems of the delivery and costs of health care

1.0



are many; one critical factor is the apparent manpower shortage

in some health occupations and ineffective utilization of qualified
health personnel in other occupations. Low wages, licensing
requirements, educational raquirements, vested interests, the. absence
of in-service training and upgrading programs, and many other matters
have had some impact on the health manpower problem. Despite

the nation's siguificant unemplcyment rates, especially among youths
of minority groups, there apparently still is a strong unfilled

need for persons in health occupations. The basic problem is whether
the demand side of the labor market for allied health skills can

be changed so that arbitrary and unnecessary entrance requirements
are dropped, more effective utilizatinn of skills is made, and in-
service training and upgrading programs are developed to permit
considerably more upward job mobility and better utilization of
manpower. \

For numerous reasons many persons, especially from minority
groups, lack the education, training, or entrance requirements set
for various health occupations. Our findings in The Cambridge
Hospital indicate that these ra2quirements are unnecaessarily high,
and that The Cambr. "gye Hospital was willing to and did change
some requirements. The current research is attempting to discover
whether other hospitals are prepared to make similar changes. In
addition, we will attempt to discover whether the effects of the
cr.anges on the emplovment and manpower situation have been significant.
B. Objectives

The general obiectives of this project are to determine whether
one can motivate employers of allied healt! personnel, such as
hospitals, to modify their hiring-in requirements to the actual
needs of the job, to restructure health occupational skills, and
to develop in-service training programs which permit upward job
mobility. To attain these objectives, the researchers are under-

taking the following:
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(a) To act as a change agent in hospitals, using the RPO
study as a basis for recommendations.

(b) To develop a list of "marginal medical functions" which
could be performed by lesser trained personnel.

(c) To follow up on the contacts made with the cooperating
facilities and to continue to act as an agent of change
within these facilities.

(d) To pursue contacts made with the American Hospital Associa-
tion (AHA) and others to participate in workshops for
hospital administrators and others to explain :estructuring.

C. Research Design

As participant observers and change agents the researchers are
involved in the following: () regular visits to the hospitals
included in %“e project; (2) analysis of the hiring standards
and occupational structure; (3) making recommendations for changes
in standards and structure with the overall aim of creating job
opportunity ladders and increasing hospital efficiency:; (4) the
study and analysis of the forces that act and react on the recommended
changes; and (5) the study and analysis of the long-run effects
on the utilization of manpower of any of the changes instituted by
the hcspitals.,

Unstructured interviews are being conducted regularly with the
various administrators, the representatives of the varlous pro-
fessional and union groups involved, as well as with a sarple nf
the occupations involved. 1n addition, all data on hires, Qquits,
lay-offs, wage rates, job descriptions, job functions, and manpower
utilization are beinqg collected and analyzed.

The questionnaires of our previous study, Restructurinc Para-

medical Occupations, have been somewhat revised and updated, and

are now being used in this study. In addition, several new
questionnaires have been compiled for occupations previously not
interviewed. Whenever possible we have attempted to use the 3ame
questionnaires for as many occupations as possible so that any

overlap in “he performance of functions can more readily be discovered.

Questionnaires have becen devised to cover the ‘ollowing nine groups:

1D
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Questionnaires
1. General Nursing Service 7. Laboratory
a. Registered Nurse a. Hematology Technologiat
b. Licensed Practical Nurse b. Hematology Technicilan
c. Nurses' Aide c. BRlond bank Technotugist
. d. Orderly d. Blood bank Technician
e, Nursing Assistant e. Bacteriology Technoloyist

f. Bacteriology Technician
g. Cytology Technologist
a. Registered Nurse h., Cytology Technician

b. Psychiatric At.tendant 1. Histology Technologist
j. Histology Technician

k. Urinalysis and Para-

2. Psychiatry Department

3. Operating Room

a. Registered Nursr gsitology Technologist
b. Licens2d Practical Nurse 1. Urinalysis and Para-
c. Surgical Technician sitology Technician

d. Operating Rcom Orderlies m. Chemistry Technologist

n. Chemistry Technician

a. Ward Secretary 8., FKG Technician
b. Unit Clerk 9. Primary Care

;‘ U:iz :iszetary a. Senior Medical Staff
) b. Resident
5. Inhalation Therapy Department c. Intern
d. Physicians' assistant
e, Registered Nurse

4. Clerical Duties

a. Inhalation Technologist
b. 1Inhalation Technician

6. X-ray Department

a. X-ray Technologist
b. X-ray Technician

We have studied the programs of training for physicians'
assistants at Duke University, the University of Washington, and
Yiortheastern University. Since we plan to compare the functions
of chiefs of services, intarns, vusidents, pediatric nurse practitioners,
nurse practitioners, registered nurses, physicians' assistants and
licensed practical nurses the development of a common questionnecire
was necessary. we therefore devised a l’st of marginal medical functions
in a single questionnaire tor these classifications, and refer to
the document as our primary care questionnaire. Marginal wnedical

functions are defined as those functions which have been
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traditionally performed by physicians but which we believe can
be performed by other health personnel with some additional
training.

To succeed in our objective of improviny the utilization of
health manpower, we must attempt to determine marginal medical
functions now performed by the physician which could be performed
as well by others. This will be investigated principally at one
hospital where the physician in charge specifically asked that we
closely examine functions of all medical and allied health per-
sonnel, including physicinas in charge, chiefs of service, residents,
interns, physicians' assistants, registered nurses, and down the
line to aides and orderlies.

D. Preliminary Work on the Project

At the start of this research project we revisited The
Caibridye Hospital a number of times to renew our relationships
and to confirm the Hospital's willingness to cooperate in our
continued research project. We also made a series of initial
contacts with administrators in nine Boston area hospitals where
we had previously held some conversations about our earlier project.

We quickly realized that each contact would take considerable
time and that negotiations on cooperation in our research could
excend over a long period. We therefore decided to make an initial
contact by mail with many other hospitals. In mid-August 1972
copies of "Piramedical Manpower: A Restructuring of Occupations”
(a summary of the final report of The Cambridge Hospital study)
were sent to the administrators of fifty-seven hospitals in the
Boston metropolitan area. In a cover letter we encouraged the ad-
ministrators of these hospitals to discuss the study with us

in the hope that a numher might be convinced to cooperate in our

. 1
current project. Over a twelve-month perind only one

1. See Appendix A or a copy of the letter which accompanied
material.



administrator contacted us as a result of our initial mailing.

During this twelve-month period we had telephoned four of the
57 hospitals, in an attempt to enlist thei. support and interest.
The adminigtrators found it quite simple to refuse any involvement
during the telephone contact. We found that introducing new concepts
on improved mechods of health care delivery is difficult to
accomplish under any circumstances, but particularly difficult
through written reports. Since we spent six months arranging
for the cooperation of The Cambridge Hospital in our pilot study,
the lack of response to our letter came as no surprise.

Meet:ings were held with the hospital administrator in each
of the nine hospitals where earlier contacts had been made. In some
instarces, chiefs of medicine, chiefs of nursing, and boards of
trustees were algo contacted. At these meetings we attempted
to describe the aims of the project and to explain its continuing
relationship to the previous studies of health manpower,
espzcially the most recent study involving The Cambridge Hospital.
We indicated that every effort would be made by the investigating
team to adapt its activities to the unique situation found at
each participating hospital and that we hoped to develop techniques
so that our findings could be useful to a large segment of
hospitals across the country.

These nine hospitals include one large, short-term, non-profit
private hospital; two large, short-term, non-profit hospitals; five
sma¥l, short-term, non-profit private hospitals; and one large, long-
term,non-profit private hospital. Several of these hospitals are
teaching hospitals with more than one medical school involved in
a single hospital. Five hospitals have made firm commitments
to participate in the project, while the other four have refused
cooperation.

some of the official reasons given by the four hospitals for

declining to participate were: the director of nursing had just

39



resigned; the hospital was involved in a building progqram; and

the hospital was in tho throes of its accreditation. However, it
would seem from our conversations with administrator representatives
in these hospitals that the refusal to cooperate was more likely
due to fears that the project would upset the status quo.

A typical example of a turndown came from a 200-bed community
hospital. During our presentation to members of the hospital
medical staff, several physicians voiced strong objection to the
project. Their stated reasons were: "You people will make your
recommendations to the Federal Government, and befor: long it will
be published under Federal auspices and soon become the law of
the land."

Several physicians on the staff of this hospital were also
on the staff of a larger hospital that earlier committed itself
to our project. These physicians did most of their work at the
larger hospital. As a result there was a certain displeasure with
these physicians by those who practiced mainly at the smaller
community hospital. The fact that the physicians practicing at
both hospitals supported our project was resented by the other
physicians, who later voted down the motion to participate
in the project.

Our initial contacts with the nine hospitals raised a number
of problems, such as the following:

1. which hospital staff members are to participate in the
interview-observation process, i.e., should the medical
staff be included with the allied health staff;

2. What role a union might play in participating and assisting
with such a study, or even whether such a research study
’ might be conducive in bringing unionization to a hospital;

3. The confidentiality of our interviews and the privacy of
. certain information retained by the hospitals, i.e., the
reluctance to release salary information except under
certain prescribed circumstances;

4. Anxiety by hospital administrators concerning the possible
disruption of normally smooth working relationships, by
the probing and questioning of staff by the interviewers.

In all cases we indicated our willingness to work closely with each

Q }’.6
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hospital administrator, and wit'i chiefs of medicine, heads of staff
and unit supervisors, and to plan our activities in a fashion
aimed at anticipating and avoiding problem areas.

In most instances, hospital administrators have had to make
formal presentation of our request to the hospitals' board of
directors and/or medical staff, and this usually involved a series
of somewhat complicated time-~onsuming procedures.

E. HospitalsIncluded in Study
By January 1973, five hospitals had completed all internal

formalities and officially agreed to participate in our on=-going
Project. Each of the five hospitals is described in Appendix B.
For the present, fictitious names are used. Tmhe numerical key of the

American Hospital Association 1972 Guide is used to describe

each facility.

The five cooperating hospitals represent a variety of types
to test the findings of the Cambridge Study in various hospitals
with differing organizations and needs. The five hospitals can
be briefly described as follows:

l. Elektra: a general, 200 bed, short-term municipal
teaching hospital serving a large, low and lower-middle
income, urban population.

2. Bacchus: a short-term private, general non~profit, teaching
hospital with 350 beds. It servues an upper and middle
income urban population,

3. Desdemona: a private short-term non-profit hospitai of
60 beds serving a lower income urban population.

4. Adonis: a large, short-term municipal teaching hospital
(pediatrics department only) serving low-income residents
of the inner city.

5. Cressyda: a large, short-term private, non-profit hospital
of 350 beds serving a rural population of varied incomes.

F. Progress in the Research

1. Research on Restructuring Health Occupations in Five Hospitals

The collection of basic data has been corpleted. Approximately

275 interviews have been conducted with employees in various

i
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health occupations in the five cooperating hospitals. These data
have been tabulated and several summary tables have been prepared.
The four traditionally structured hospitalg, Adonis, Bacchus, Desdemona,
and Elektra, demonstrate, in varying degrees, that in the functions
performed, significant overlap exists among various health professions,
regardless of training or educational level,

These summaries reinforce the findings of the RPO study,
in that the more skilled professional (i.e. the RN and LPN) spends
large amounts of time on tasks which require very little skill,
while persons in entry-level occupations in fact perform some of
the more sophisticated functions. Table 1 shows for these four
hospitals the average percent of time spent on five groups of
functions by three. nursing occupations. The functions are ranked in
order of difficulty: Group 1 functions (1-18) are generally
considered less sophisticated than Group2, and Group 3 functions
more sophisticated than Group 2. Group 4 functions are administrative
functions and Group 5 functions are in the pediatric area.

Data for these four hospitals are combined on Table 2. Columns
(1) of Table 2 (and also of Tables 3 and 4) show the percentage of those
in an occupational classification who at any time performed the
functions within that particular group of functions. The data in
Columns (2) are identical to the data presented in Table 1, that is,
the percentages represert the average percent of time spent on
each of the five groups of functions by the occupation. On the
average, a large percentage of RN's (71.3%, LPN's (83.7%) and
NA's (79.4%) speht a substantial percentage of their time on Group 1
functions. At the same time on the average a large percentage of
RN's {76.1%),LPN's (77.5%) and NA's (49.2%) spend a substantial

percentage of time on the more sophisticated Group 3 functions.
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Table No. 1. Average Percent of Time Spent on Five Grc.ps of Functions
at Four Individual Hospitals by Registered Nurses, Licensed
Practical Nurses, Nurses' Aides

ADONIS
| Groups of Functions Ranked K '
From Easiest to Most Difficult RN | LPN NA '
General Nursing '
Group 1 (1-18) 25.3 20.5 54.7
Group 2 (19-30) 25.6 32.1 26.8
Group 3 (31-47) 25.7 19.7 14.9
Group 5 (64-69) .06 2.0 1.0
BACCHUS
RN LPN NA
General Nursing
Group 1 (1-18) 26.0 30.5 51.8
Group 2 (19-30) 21.1 37.0 32.1
Group 3 (31-47) 22.6 20.8 8.2
Group 4 (48-63) 20.1 10.6 5.8
Group 5 (64-69) 10.1 1.0 2.1
DESDEMONA
RN LPN NA
General Nursing
Group 1 (1-18) 25.6 44.1 48.5
Group 2 (172-30) 26.0 30.8 36.9
Group 3 (31-47) 39.4 14.1 10.4
Group 4 (48-63) 7.6 9.6 3.0
Group 5 (64-69) 1.3 1.4 1.0
ELEKTRA
RN LPN NA
General Nursing
Group 1 (1-18) 34.3 21.3 49.1
Group 2 (12-30) 21.8 21.6 27.8
sroup 3 (31-47) 23.8 20.8 9.3
Group 4 (48-63) 18.0 8.4 8.0
. Group 5 (64-69 2.1 ; 27.9 5.7
ERIC Lo ° (4-69) L
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Table No.

2. Average Percent of Performers |

id Average Percent of Time

(2) Spent on Five Groups of Func...~s at Four Hospituls by

Registered Nurses, L.censed Practical Nurses, Nurses' Aides

(ADONIS, BACCHUS, DESDEMONA, ELEKTRA)

rhbroups of Functions Ranked RN LEN Nurses'

From Lasiest to Most Difficult Aide

Genzral Nursing (1) (2) (1) (2) (1) (2)
Group 1 (1-18) 71.3 | 27.5 83.7 29.6 |79.4 53.2
Group 2 (19-30) 82.4 | 2:.7 87.9 30.1 |70.% 28.8
Group 3 (31-47) 76.1 26.2 77.5 19.4 |4v.2 12.0
croup 4 (48-63) 68.4 1°.4 56.6 12.7 |32.2 3.9
Sroup 5 (64-69) 25.7 1 3.2 |62.5 8.1 |33.. 2.0

tadle No. 3. Average Percent of Performers (1) and Average Percent of Time
Spent (2) on Five Groups of Functions at Hospital by Registered

Nurses, Licensed Practical Nurses, and Nurses' Aides

CRESSYDA
Groups of Functions Ranked RN ! LEN Nurses'
r__From Fasiest to Most Difficult Aide

General Nursing (1) (2) (1) (2) (1) (2)
Sroup 1 (1-18) 80.0 20.5 90.0 31.1 |93.0 45.7
aroup 2 (19-30) 84.0 16.0 86.6 29.7 174.2 33.8 .
Group 3 (31-47) 86.0 25.2 83.2 22.1 |54.6 11.8 |
Gruup 4 (48-63) 88.0 38.3 80.0 16.1 [31.3 7.8
nroup 5 (64-69) 20.0 .06 |66.6 .9 4.2 .8

Tanle No. 4. average Percent of Performers (1) and Average Percent of Time
spent (2) on Five Groups of Functions at Hospital by Four

Cateqories of Nursing Assistants

CRESSYDA
V7ﬁ73i;;7;£ Functions Ranked Sr. Nursing| Nursing Sr. Nursing Nursing
From tasiest to Most Difficult| Technician|Technician | Assistant Assistant
Genaral Nursing (1) (2) | (1) 1(2) (1) (2) (1) (2)
Sroun 1 (1-18) 94.0 |42.5 |95.0 l44.9 {93.2 48.8 |90.0 |49.5
gy ) (Lr=s) 95,0 38,5 |93.7 34,3 89,9 31.5 |68.7 [30.0
'.Z‘";u[; 3 (3].‘47) 6’;.3 12.6 (JS.O 10.8 5606 lo.o 46.2 1201
roupe 4 (48-63) 40.0 6.4 140.0 7.4 |56.6 9.7 {43.7 8.4
(710‘1 5 ((4-6.‘,) = - ]2.5 . 200 - - - -
7 | L i
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The Cressyda Hospital is a fairly large, private, non-profit
hospital located approximately 300 miles from Boston in a rural,
sparsely populated area. For a nwu.er of years this hospital
has conducted an in-service training program providing vpgrading
cpportunities for its allied health personnel. It currently has
in-service training programs for 1) Nursing Assistants 2) Senior
Nursing Assistants 3) Nursing Technicians 4) Senior
‘lursing Technicians and 5) LPN's by waiver. 1In addition, the
nursing in-service education department is also involved in a

“co-op" type of on~-the-job training program for high school students.

Tables 3 and 4 display data for Cressyda Hospital and snow
the impact of their involvement with in-service and on-the-jab
training programs which do not exist at the other four hospitals,

The fact that more NA's (93.0) perform Group 1 functions
appears to release a1 greater percentage of RN's (86.0) to verform
more stophisticated functions (Table 3).

Apparently the Senior Nursing Techrnicians, Nursing Technicians,
Senior Nursing Assistants and Nursing Assjistants make a logical
Progression during their in-service training, in that a greater
percentage of performers spend increasing amounts of time on
more sophisticated functions as they proceed through the levels
of training (Table 4).

2. Marginal Medical Functions

We have developed the list of so cal.ed "marginal medical functicns,"
composed ~f tnose functions which have been traditionally performed
by physicians but which can he performed by other health personnel
with little training. We used the same format to implement *his
questionnaire as had beén developed for the RPO General Nursing
questionnaire. The respondent was asked whether or not he or she
performs the function and what percent of the average work week was
spent performing this function. We interviewed a sample of the

physicians at Adon.is Hospital, including Interns, Junior Residents

ERIC <1




and Senior Residents with this questionnaire. The RN's employed
at Aconis Hospital were also intersviewed with the same questionnaire.
We also sought to include in our sample a numbor of RN'a who
are nurse practitioners. The Neighborhood Health Centers in
Cambridge provide the opportunity to observe the Nurse Practitioner
and Pediatric ‘iurse Practitioner at work. The Neighborhood Health
Centers have expanded s.ince they were introduced, and they now
provide care to an estimated 30 percent of the pediatric population
of Cambridge. The Pediatric Nurse Practitioner has assumed an
important role in providing a link with the health care system(see
letter to the Editor, Boston Globe, Appendix C). The Nurse

Practitioner Program has successfully upgraded the RN while releasing
the physician to provide more acute care. (See Appendix D,

"Is There a Nurse Practitioner In the House," The Washington Pcst,

Sunday, March 24, 1974. This article is concerned with the Neighborhood
Health Centers in Cambridge).
3. Research in Health Manpower Employment

As indicated above, at the end »f 1973, we became involved in
an additional research project, as an extension of our major work
in the utilization of health manpowe:r. This occurred as a result
ot a meeting in Washington with the staff of the ORD, Manpower
Admiristwation. A%t that meeting the question was raised whether
there was any direct evidence of a shortage of health personnel,
in view of the growing vacancy rate in hospitale, 1t was recognized
by all that evidence of a "shortage" in the health care industry
depended upon tre definition of the term; and that it would be
im;.ossible to obtain a quick measure of shortage except ty some
proxy measure. It was finally agreed that changes in employment of
health care personnel would give some measure of whether a
shiortage existed during the period 1968-1973 in the Boston area.

©oagrend to uwerform this additional research, entitled

"Health Manpower Employment in Boston and Cambridge -- An Extension

0”)
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of Research on Improving the Utilization of Health Manpower".
The principal objectives of this research are:

a. To determine the changes over a five-year period in the
demand for health manpower, by occupational groups, as measured by
their employment in the cities of 3oston and Cambridge.

b. To determine whether there is an under-utilization of
hospital bed capacity, and if so, what effects it has on the
employment and utilization ot health care personnel.

c. To determine what effects the growth of non-hospital
health facilities, such as neighborhood health centers, health
maintenance organizations and extended care facilities, has had on
the employment and utilization of health care manpower.

To attain these objectives the investigators agreed to obtain
relevant information from major employers of health marpower, including
39 hospitals, 44 ne ghborhood health centers, 127 extended care
facilities, and approximately 40 colleqe infirmaries and health
maintenance organizations. Statistics and other information would
be collected from such secondary sources as the Rate Setting Commission
of the Commonwealth of Massachusetts, the Annual Statistics of the
American Hospital Association, and the Hospital Administrative
Services Program of the American Hospital Association.

We began work on this project in the fall of 1973. We first
met with Mr. Edward Donovan, Director of the Rate Setting Commission,
Bureau of Hospitals, State of Massachusetts. He offered the full
cooperation of his office in allowing us access to the statistics
his office collects (HCF-400). He also directed us to Mr. John
J. Lennon, Director of the Bureau of Nursing Homes, who promised us
the information his office collects (i.e. The Nursing, Convalescent,
Charitable Home for Aged and Rest Home Report) for all extended
care facilities in Massachusetts.

In our contact with Mr. Donald Jacobs of the Massachusetts
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Hospital Association we learned of a project which has been
undertaken by the Offi.e of the Secretary for Manpower Affairs

of the Commonwealth of Massachusetts. In our meetings with Dr.
John Dinklespiel of that office we learned of their progress in
collecting health manpower employment data as well as the numerous
problems they had encountered.

The Office of Manpower Affairs has developed a manpower
questionnaire which was sent to all nursing homes in Massachusetts
attached tc an annual report required by law which is sent out by
the Department of Public Health, Commonwealth of Massachusetts.
Because of the auspices, the rate of return tor this questionnaire

was very high and the data for calendar yea.' 1973 were comprehensive.

Long-term facilities 958 Return
Residential facilities 65% Return
Ambulatory facilities 508 Return
Home Health Agencies 1008 Return

The long-term facilities comprise the largestgroup as well as
the one with the most reliable information.

We agreed to cooperate with the Office of Manpower Affairs and
to tabulate and code their data in return for use of the data in
our study.

The Office of Manpower Affairs will also collect similar
data from Massachusetts hospitals and we have also agreed to
tabulate and code this information. In return we will obtain the
data for hospital in Boston and Cambridge for both 1968 and 1973.

we have contacted Mr. William Bonney of the Department of
Public Welfare of the Commonwealth of Massachusetts,and Mr.
Ernest Hendeison, Chairman of the Research and Development
Committee of the Massachusetts Federation of Nursing Homes. Mr.
Henderson expressed doubt about the availability of nursing home
data for <arlier years,

We have contacted a number of nursing home owners to determine

if data prior tn the current year is available. It appears that

>
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such data would be extremely difficult to obtain since many of the
nursing homes are relatively new, many of these homes had not

kept such records in the past and finally, ownership of these
facilities had changed quite often. However, we will continue to
pursue other sources for past information, in addition to the
statistics we can collect from the Rate Setting Commission, from
which we can extrapolate numbers of personnel employed fvom the
dollar amounts spent on nursing and other occupational categories
in relaticn to the average hourly waye,

In addition to this information we will conduct interviews at
the 40 hospitals to obtain the numbers of various allied health
personnel (approximately 15 different categories) employed in
1968 and 1973.

We have employed five research assistants to tabulate and
code the information which was collected by the Department of Public
Health. 1In addition to the manpower data we are also coding some
of the utilization statistics contained on the form. We intend to
correlate the manpower data with tre utilization statistics for each
institution, according to the number of beds in each level of care.
Level I-II, acute care, provides 24 hour nursirag care; Level III
provides care for non-acute patients: and Level IV describes custodial
care facilities.

From the Annual Repor: distributed by the Massachusetts
Department of Public Health we are currently coding the following
statistics:

(1) Number of licensed beds

(2) Number of beds staffed in January 1973

(3) Number of beds staffed in December 1973

(4) Census days for 1973 by level

(5) Number of ambulatory visits

(6) Length of stay distribution, by level of patients
discharged in 1973

(7) Number of patients divided by age, sex, and level of care

(8) tlumber of patients by source of payment

(9) Highest and lowest current weekly rate for those not
on Public Assistance
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(10) Any planned increase or decrease in facilities or personnel.
4. General Work of the CMMS ~ Utilization Efforts

The work of the Center involves a wide range of activities,

but basically geared to the dissemination of information and
reports on health manpower. This dissemination is not limited to
research work done at the Center,

a. Conferences, Seminars, Meetings, and Papers

(L) On October 20, 1973, we presented a paper at the
plenary session at the 6th Annual Meeting of the Association of
Schools of Allied Health Professions entitled, "Health Personnel -
Shortage or Surplus”. The Assocliation has expressed a strong
interest in making our studies available and known to its'members.
We outlined our past and present research efforts to the 900 member
audience with the overallaim of soliciting national interest and
support for ORD research efforts in the health fields.

This presentation generated interest among a new group of
persons in the health professions =-- principally deans and faculty
of schools of allied health professions. A revised version of

our paper was published in the Journal of Allied Health in the

Spring of 1974.

(2) The Center has also made contact with other organizations
to present restructuring techniques to hospital administrators and
others who have an interest in health manpower utilization. Such
a contact has already been made with Dr. E. Martin Egelston of the
American Hospital Association. On March 27-29, 1974 we participated
in an institute sponsored by the American Hospital Association (AHA)
where we presented the findings of the RPO as well as some preliminary
findings of our current research. Because cf the favorable response
to this presentation, it was suggested that a similar presentation
be repeated in other areas of the country.

(3) 1In addition, The Center has received an invitation

’) .
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as a result of the AHA program. We have agreed to speak at tl,e
Personnel Society meeting at the Hospital Association of Pennsylvania
1974 Fall Conference. i

(4) At the September'7'-1973 meeting at ORD offices, it
was suggested we solicit the assistance of professional associations
in support of our research efforts,

In October 1973, Dr. Philip McCarthy, a research associate from

the Department of Allied Medical Professions and Services of
the American Medical Association, came to our Center to discuss
issues of licensing, accreditation and the supply of health workers
with the CMMS staff. We discussed in detail our RPO study and our
ongoing project. He requ:...-d permission to use our studies and
the newly created Center for Medical Manpower Studies as reference
and source for additional ausistance., He indicated his intent to
recommend our studies t the New tngland group of schools of
Allied Health at a regional m:~ting on November 15, 1973. He also
expressed a strong irterest in our research on "Health Manpower
Umployment in Boston and Cambridge." Apparently schools of allied
L alth are asking che AMA for assistance in the area of what health
manpower personnel should be trained, and more specifically how
many health workers in each category should be trained.

(5) "Employment and Utilization of Allied Medical Manpower
in Hospitals," Research Report #13, Research Center, Department
of Economics, Northeas:ern University, April 1970.

(6) "More on Profits and Hospitals," Journal of Economic

Issues, Volume V, No, 4, December 1971.
(7) "The Economics of the Nation's Health," in EQ:chonomist

L.ooks at Society, Xerox Publishing Corporation, Fall 1972.

(8) "Esigenze di lavoro nel campo medico: Ristruttura

delle funzioni," 1 Probjgp}rdella sipure;za Sociale, Rivista dell!

Istituto Nazionale per 1l'Assicurazione Contro le Malattie (INAM),

Rome, Winter 1972,

>
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(9) "Problemi Sanitari delle persone anziane negli
Stati Uniti," LUONPI, rivista mensile dell'Opera Nazionale Pensionati
d'Italia,Rome, Spring 1973.

(10) "“Oppurtunita di lavoro per le persone anziane,"
L'ONPIrivista mensile dell'Opera Nazionale Pensionati d'lItalia,
Rome, Summer 1973,

(11) “pProfitti negli ospedali privati," Ospedali d'Italia,

Organo Ufficiale della Federazione Italiana Associazioni regionali
ospedaliere (F.I.A.R.0.) FRome, Spring 1973
(12) "Restructuring Paramedical Occupations; presented

before the American Public Health Association, 99th Annual

Meeting, October 12, 1971, Minneapolis, Minnesota.

(13) we have received a number of formal and informal
requests for permission to use the questionnaires and/or methodology
of the RPO study. These requests have been received from hospital
administrators, personnel directors, chiefs of various medical
services, and other researchers. 1In all instances we have welcomed
the ugse of our material and have encouraged the user to keep
us informed as to its adaptability and usefulness. We have also
explained that since our reports wevre sponsored by the government,
they are not copyrigl ‘ed, and can be reproduced at will.

1n addition to the items mentioned above we have made contacts
and exhcanged ideas with a large number of specialists in the
health field. Several are mentioned below.

(1) Milton I. Roemer, M.D., Professor, and Ruth Roemer,
J.D., Researcher in Health Law, Health Services Administration,
School of Public Health, University of California, Los Angeles (UCLA).
Our discussions centered around mcasurements of quality and
productivity in a hospital environment and international comparisons

of health statistics.

(2) E. Martin Fgelston Ph.D., Director of Research, American

~8



Hospital Association. Our meetings and phone conversations have

been aimed at determining the feasibility of conducting additional
institutes for hospital administratcrs and health personnel around

the country and the possible utilization of HAS and AHA computerized
statistics as an aide to our ongoing research and measuring the
numbers of health employees in various fields in Boston and Cambridge
in 1968 and 1973.

(3) Harold C. Wallach, Social Research Consultant with the
USCensus Bureau. Our meetings were aimed at determining exactly
where one could find figures on health manpower for the years
1969-1973.

(4) Phelps Robinson, M.D., McLean Hospital (MGH). Meeting
at MciLean was aimed at determining the feasibility of establishing
training programs for psychiatric personnel so as to design and
establish career ladders.

(5) New York Board of Education. Conversation was centered
around what medical occupations were‘not already overpopulated
with personnel.

(6) Benjamin Wainfeld M.D., Director of Community Health Services
and Ambulatory Care, the Brookdale Hospital Medical Center, Brooklyn,
N.Y. Conversation and meetings centered around developing new types
of ambulatory centers and creating rw occupational categories and
new medical care techniques within these centers.

(7) Sally Holloway, Assistant Director, Bureau of Manpower
and Education, American Hospital Association. Conversation with
Mrs. Holloway centered around in-service training programs at the
University of Chicago Hospitals.

(3) Ouida C. Upchurch, Captain, NC, USN, Systems Analysis
(Medical), Naval Applications and Analysis Division. Conversation.
were centered around the methodologies and techniques used in our

respective projects. Captain Upchurch is project officer for the



Navy's project entitled, "Job Analysis Techniques for Restructuring
Health Manpower Education and Training in the Navy Medical
Department."

(9) A working relationship with the United Hospitals of
Rome and the Center for Medical Manpower Studies at Northeastern
University has been maintained since 1971, During the 1971~
1972 academic year Professor Goldstein spent his sabbatical in
Rome working with Dr. Elio Guzzanti, at that time, medical director
of one of the United Hospitals of Rome =-- Ospedale Di S. Spirito
in Sassia. Dr. Guzzanti is now medical director of Ospedale S,
Camillo. During the summer of 1973 Dr. Guzzanti and Dv. Enzo
Lancia (of S. Spirito) at our invitation, spent three weeks in
Boston becoming familiar with the American Medical Care System
and assisting us with our ongoing project. During the three
week period the Italian physicians visited over twenty-five medical
facilities in Boston and New York.

In September of 1973 we had a three-day visit in Boston with
Dr.Guiseppe Uguccioni, consultant of respiratory diseases and
chairman of the Committee of the Consultants of the United Hospitals
of Rome. The contacts and assistance we received at the Massachusetts
General Hospital proved valuable to both Dr. Uguccioni and our
project.

During Professor Goldstein's stay in Rome working relationships
were developed with the following groups:

(a). Italian Medical Society

(b). 1International Red Cross

(c). 1Instituto italiano di medicina sociale

(d). dell'Istituto Nazionale per l'Assicurazione Contro
le Malattie (INAM)

(). dell'Opera Nazionale Pensionati d'Italia (L'ONPI)

(f). della Federazione Italiana Associazioni Regionali
Ospedaliere

(g). The University of Rome Med.cal 5chool



-25=

(1), Istituto Centrale Di Statistica
(3). SVIMEZ, Rome, Italy
(10) As a by-product of our contacts and research at the

Boston City Hospital and Dr. Joel J. Alpert, Chairman, Department
of Pediatrics at BCH we submitted a joint proposal to NIH entitled,
"Computer Applications to Pediatric Care in a Multiple Facility,"
This proposal has been funded for three years beginning June 1974.
We believe this additional research will only strengthen our ties
with the Boston City Hospital, our physician consultants and the
National Institute of Health. The following is an abstract of this
proposal.

One of the major impediments in providing optimal
medical care in an urban setting is the lack of continuity
of such care between a central facility and inter=~
related neighborhood health centers. This is pri-
marly due to poor communication between the various
components such as communication of information con-
tained in the medical record of one facility to the
other components. While pediatric care presents some
unique problems not present in the adult population,
solution of multi-location medical record information
storage and retrieval appropriate to pediatric care
will provide demonstration of techniques suitable to
a more general application. The overall objective of
our research is to develop a specialized medical record
information systems laporatory suitable to a multiple-
° location facilities environment. Toward that end, a
more specific objective is to demonstrate an information
system providing better pediatric care by development
of a communication network between the pediatric
centers at Boston City Hospital and eleven neighborhood
aenters, which themselves do not provide 24-hour
coverage. The particular objectives are to develop
a pediatric computerized medical record system which
can be accessed by any of the units. Attention will
be directed toward development of a pediatric record
and information system which is compatible with a
dedicated small computer. In addition, the system
developed will collert and analyze data for improvement
of pediatric care to the overall population. The
approach includes identification cf the patient problem,
computerization of the pediatric medical record,
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analysis and optimization of file structure, of access
and retrieval and of general data management.

b. Requests for Reports

In order to have some measure of public interest in our
reports, and in health manpower in general, we have kept records
of all requests for our reports.
(1). As of July 15, 1974, a breakdown of requests for the
RPO study was as follows:

Requests received by the Manpower Admin-
istration and forwarded to Northeastern
University..................................962

Requests made directly to Northeastern
University.......................l..l.......ggz

Copies of RPO sent by Northeastern Univer-
sity to the Manpower Administration for
distribution................................175

Requests made to N.T.Il.S.cececetoecscceeres 388

TOTAL: cteeeeeeess 2517

Many of the requests we have received have been the result of
presentations made to professional groups.

The specific sources of these 2517 requests were broken down

into the following categories:

Hospital - regular 520

Hospital Associations 41

University Connected Hospital & Medical Centers 57

Medical Sschools 55

Schools of Allied Health Professions & 184

Health Administration

Other Educational Institutions ' 172

Medical Associations 9

Madical Specialty Groups 9

Nursing Associations 21

* Private Individuals 289
Private Firms 100

i Private & Community Agencies 80
Municipal, state and Regional Bodies 270

Federal Agencies 104

Foreign Agencies 43

Sent to M.A. by Northeastern for distribution 175

N.T.I.S. 388

TOTAL 2517

'20
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Among the 2517 requests for the RPO study represented are
all 50 states, Washington D.C., Puerto Rico, as well as a number
of foreign nations, principally Italy, Canada, Japan, Mexico,
Australia, Israel and Sweden,

(2). As of July 15, 1974, a breakdown of requests for
Hiring Standards for Paramedical Manpower, was as .ollows:

Requests received by the Manpower
Ad’ninistration-.............................225

Requests made directly to Northeastern
Universitytllllbhi.........................1296

Requests made to N.T.Il.S..eeeeecscencenncasesl?
TOTAL.:vevesss..1598

Other requests have been made to CMMS for articles as foilows:
(3) . "Health Personnel - Shortage or Surplus”........273

(4). "Employment and Utiliz.tion of Allied Medical
Manpower in HoSpPitals"....ceeeueseeocsvscscscsesd25

(5). "More on Profits and HOoSpP.tals"..eeeeeveesoeosss 405
(6) . "The Economics of the Nation's Health"..........367
(7). "Esigenze di lavoro nel campo medico: Ri-

struttura delle funzioni”....e.ceeevessescsecscsseld

(8). '"Problemi Sanitari delle persone anziane
negli Stati Uniti"...............................82

(9) . "Oppurtunita di lavoro per le persone anziane"...68
(10) . "Profitti negli ospedali privati"....cceeeeoeesss?6
(11). "Restructuring Paramedical Occupations".........475
We have continued to analyze requests and to compile a current
mailing list of all those individuals requesting information
from the Center. From our list of requesters,we have been
compiling lists of groups of persons having similar interests in
receiving our reports and those of others in the health manpcwer
field., We can then provide mailing lists with specific focuses
which the Center as well as the Office of Rescarch and Development's
Division of R&D can utilize.

c. Brochures and Manuals

Since one of the main goals of our research and of the

Center for Medical Manpower Studies is to convince more and more

‘l‘
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health facilities to take the necessary steps to improve the
utilization of health manpower, the CMMS has undertaken to write
two brochures. The first is a brief, layman's account of the
research and findings in our earlier studies, as well as of our
current research. This is completed and ready for publication.

We are now collaborating with a technical writer on a second

work: a do-it-yourself manual directed at hospital administrators
who are interested in applying the RPO concept by restructuring
personnel within their own institutions. Both booklets will

be published in the Fall of 1974.
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III PLANS FOR THE FUTURE

As indicated above, the staff of the Center for Medical Manpower
Studies is involved in a number of interrelated project. Wwhile
certain activities and research are short-run and will be completed
within the next year, others are continuing projects of long-run
interest to the Center.

A. Plans for the Immediate Future

The following is a list of activities we will be engaged in

during 1974-75.

l. Continue our contacts with hospitals in the area, especially
those included in the current project.

2. Continue to coordinate our efforts on our additional
work "Health Manpower Employment in Boston and Cambridge"
with the state's Office of Manpower Affairs.

3. Continue coding the data for nursing homes from the
Department of Public Health questionnaires.

4. Collect information related to our new research work
from the Rate Setting Commission of the State of Mass-
achusetts, from the American Hospital Association, and the
Hospital Administrative Services Program (HAS) of the American
Hospital Association.

5. Begin the interviews with the hospitals in Boston and Cambridge.

6. Prepare the final draft of the do-it-yourself manual with
the technical writer.

7. Continue nur contacts with the American Hospital Association.

8. Analyze the data from the five cooperating hospitals and
prepare A report on findings and recommendations.

B. Long Range Plans

Our long range plans include the following items:

l. A series of studies of health manpowe: utilization in
foreign countries and of essons to be learned for the
United States.

2. Develop techniques for gathering health manpower data for
states, regions and nationally cn a regqualr kasis.
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3.

Continue working with hospitals throughout the nation

who express strong interest in restructuring the functions
of health personnel.

Develop new techniques for disseminating information on
restructuring health personnel.

Develop measures of evaluation and effectiveness in the
utilization of health personnel.

Publication of a complete summary of our works in the field
of health manpower. A publisher has already expressed
interest in such a work.
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NORTHEASTERN UNIVERSITY

. BOSTON. MASSACHUSETTS 02113

4
COLLEGE OF LIBERAL ARTS

DEPARTMENT OF ECONOMICS August 21, 1972

Dear Sir:

The enclosed paper, "Paramedical Manpower: A Restructuring of Occupations,"
is being sent to you for your information and reference. This paper summarizes
a research project conducted under the auspices of the Manpower Administration
of the U.S. Department of Labor during the period from June 1969 to January
1972. A completed report of the study has been published in two volumes entitled,
Restructuring Paramedical Occupations.

The project entailed a comprehensive interview and cbservation study conduc-
ted at The Cambridge Hospital. 1Its principal objectives were:

1. To study and analyze the hiring-in requirements and the duties and
functions of paramedical personnel in a single hospital;

2. To recommend changes to restructure occupations and to improve
the utilization of manpower in that hospital;

3. To evaluate the successes and failures involved in the implement-
ation of the recommendations;

4. To measure changes in quantity and quality of medical services
resulting from the implementation of the recommendations, and to
relate changes in service to such factors as changes in hiring=-in
standards, job duties and functions, and job structure.

Although the recommendations of this project were designed for the needs of
The Cambridge Hospital, we believe the findings of the report will be of value
to other hospitals with similar or related problems.

A follow-up project to the pilot study at The Cambridge Hospital, also
sponsored and financed by the Manpower Administration, has just been launched.
This project will involve additional hospitals in the Greater Boston Area. If
you are interested in discussing some of the recommendations and issues in your
hospital we would be pleased to meet with you at some mutually convenient time.
I can be reached at 437-2882.

Sincerely yours,

Harold M. Goldstein
Professor of Economics

HMG/dd
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1972 GUIDK



-35-

Key to Listing of Hospitals

Classification of Codes

l. Control:

Governmental, non-federal
12-State

13-Country

14-City

15-City-county

1l6-Hospital district or authority

Nongovernmental not-for-profit
21-Church operated
23-0Other

For Profit
3l1-Individual
32-Partnership
33-Corporation

Government, federal

4l1-Air Force

42-Army

43-Navy

44-pPublic Health Service other
than 47

45-Veterans Administration

46-Federal other than 41-45, 47-48

47-Public Health Service Indian Service

48-Department of Justice

Osteopathic

. 61-Church operated
63-CGther not-for-profit
64-Other

71-Individual for-profit
72-Partnership for-profit
73-Corporation for-profit

2, Service:

10~General medical & surgical

ll-Hospital unit of an institution
(prison, hospital, college,
infirmary, etc.)

l2-Hospital unit within a mental
retardation school

22-Psychiatric

33-Tuberculosis and other respira-
tory diseases

42-Narcotic addiction

44-Maternity

45-Eye, ear, nose, & throat

46-Rehabilitation

47-Orthopedic

48-Chronic disease

49-Other specialty

50-Children's general

51-Children's hospital unit of an
institution

52-Children's psychiatric

53-Children's tuberculosis & other
respiratory diseases

55-Children's eye, ear, nose,
and throat

56-Children's rehabilitation

57-Children's orthopedic

58-Children's chronic disease

59-Children's other specialty

62-Institution for mental re-
tardation

82-Alcoholism
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3. Approvals
1-Accreditation by Joint Commission S=Pharmacy with FT regyistered
on Accreditation of Hosp.(1-1--72). pharmacist
2-Cancer program approved by Ameri - 6~Pharmacy with PT registcred
can College of Surgeons. (1=-1-72). phariacist
3-Residency approved by American 7-X-ray therapy
Medical Association 8-Cobalt therapy
4-Internship approved by American 9=-Radium therapy
Medical Association. (6-14-71). 10-biagnostic radioisotope facility
5-Medical szhool affiliation, repor- 11-Therapeutic radioisotope facility
ted by American Medical Associa- 12-ilistopathology laboratory
tion. (6-14-71). 13-0Organ bank
6-tlospital controlled professional 14-Blood bank
nursing school, reported by Nation- 15-Electroencephalography
al League of Nursing. ( 10-15-71). 16-Inhalation therapy department
8-Membcr of Ccun:i:il of Teaching Hosp- 17-Premature nursery
itals of the Assoc. of American 18-Self-care unit
Medical Colleges. (3-4-72). 19-Extended care unit
9-Hospital contracting or participa- 20-Inpatient renal dialysis
ting in Blue Cross Plan, reported 21-Outpatient renal dialysis
by Bliue Cross hssoc. (3-72). 22~Burn care unit
10-Certified for participation in the 23~Physical therapy department
Health lnsurance for the Aged (Med- 24-Occupational therapy department
icare) Program by th¢ Dept. of HEW. 25-Rehabilitation inpatient unit
(11-71). 26-Rehabilitation outpatient unit
ll-Accreditation by American Osteopa- 28-Fsychiatric outpatient unit
thic Associatiocn. {1-72). 29-Psychiatric partial hospitalization
l2-Internship approved by American Os=- program
teopathic Association. (1-72). 30-Psychiatric emergency services
13-Residency approved by American Os- 31-Psychiatric foster and/or home
teopathic Association. (1-72). care
32-Psychiatric consultation and
education services
4., Stay 53-0rganizecd outpatient department
34~Emergency department
S=short-term - over 50 per cent of 36-Family planning service
all patients admitted stay less 37-Genetic counseling service
than 30 days. 38-Abortion service (inpatient)
L-Long-term - ov:r 57 per cent of 39-Abortion service (outpatient)
all patients admitted stay 30 40-Home care department
days or more. 41-Hospital auxiliary

42-Volunteer services department

5. Facilities

l-Post-operative recovery room
2-Intensive care unit
3-Intensive cardiac unit
4-Open~heart surqgery facilities
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The data for the following five hosoitals is for the year 1972,

1. Adonis Hospital - a short-term, municipal teaching hospital.

This hospital is assnciated with one medical school.

Classification Codes: Control, 14; Service, 10; Stay. S.
In-Patient Data: Beds, 809; Admissions, 21,812; CensL3, 630;
Occupancy (percent), 76.0.

Newborn Data: Bassinets, 57; Births, 2,239.

Expense: (ti7isands of dollars) Total, 45,629; Payroll, 31,372.

Personnel: 3,669,

Approvals: 1, 2, 3, 4, 5, 6, 9, 10.

Facilities: 1, 2, 3, 4, 5, 6, 7, 8, 9, 10, 11, 12, 13, 14, 15, 16,
17, 20, 23, 24, 26, 28, 29, 30, 32, 33, 34, 35, 36, 38,
49, 41, 42.

The service participating in the project has approximately 60 beds.

2. Bacchus Hospital - a short-term, private, non-profit teaching

hospital. This hospital is associated with one medical school. The
entire hospital will participate in our project.

Classification Codes: Control, 23; Service, 10; Stay, S.

In-Patient Data: Beds, 309; Admissions, 8,779; Census, 241;
Occupancy (percent), 78.0.

Newborn Data: Bassinets, 30; births, 1,249.

Expense (thousands of dollars): Total, 12,569; Payroll, 7,463,

Personnel: 886,

Approvals: 1, 3, 4, 5, 6, 9, 10.

Facilities: 1, 2, 3, 4, 5, 7, 9, 1Y, 11, 12, 14, 15, 16, 17, 23,

26, 33, 34, 41, 42.

3. Cressyda Hospital - a short-term, private, non-profit hospital.

This hospital is in a rural setting and serves a large, sparsely-
populated geographical area.

Classification Codes: Control, 23; Service, 10; Stay, S.

In-Patient Data: Beds, 322; Admissicns, 8,773; Census, 234
QOccupancy (percent), 71.8.

Newborn Data: Bassinets, 21; Births, 849.

Expense (thousands <. dollars): Total, 6,591; Payroll, 4,451.



Personnel: 749,

Approvals: 1, 2, 3, 6, 9, 10.

Facilities: 1, 2, 3, 5, 7, 8, 9, 10, 11, 12, 14, 16, 17, 19, 23,
27, 33, 34, 35, 41, 42.

4. Desdemona Hospital - a small, short-term, private, non-profit
hospital,

Classification Codes: Control, 23; Service, 10; Stay, S.

[n-Patient Data: Beds, 75; Admissions, 2,108; rensus, 64;
Occupancy (percent), 85.3.

Newborn Data: Bassinets,--; Births,--.

Expense (thousands of dollars): Total, 2,317; Payroll, 1,436,

Personnel: 178.

Approvals: 1, 9, 1lo0.

Facilities: 1, 5, 14, 16, 23. 24, 33, 34, 41, 42,

5. Elektra Hospital - a short-term, municipal teaching hospital.

This hospital is associated witnh one medical school.

Classification Codes: Coutrol, 14; Service, 10; Stay, S.
In-Patient Data: Beds, 187; Admission, 5,745; Census, 139;
Occupancy (percent), 74.3.

Newborn Data: Bassinets, 15; Births, 986.

Expense (thousands of dollars): Total, 7,485; Payroll, 4,803.

Personnel: 539,

Approvals: 1, 2, 3, 4, 5, 9, 10.

Facilities: 1, 2, 5, 14, 15, 16, 17, 23, 27, 28, 29, 30, 32, 33,
34, 35, 41, 42,



=30 =

APPENDIX C

LETTER TO THE EDITOR OF THE BOSTON
GLOBE FROM THOMAS F. SULLIVAN, ASSIS~
TANT REGIONAL DIRECTOR OF HEALTH,
DEPARTMENT OF HEALTH, EDUCATION, AND

WELFARE, REGION I
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DEPARTMENT OF HEALTH, EDULATION, AND WELFARE
REGION ¢
JOMN £, KEKNEDY FEOCHAL DUILDING
GOVERNMENT CENTER

DOSTON, MASSACHUSETTS 02203 " OFFICE OF
March 28, 1973 , THE AEGIONAL DIRECTOR
Editor

Boston Globe BEST
Boston, Mass. 02107 | COPY AVAILABLE

Dear Sir:

I am writing 1n reference to your editorial "Care For Aching Backs"

in your edition of Monday, March 19, 1973, It is unfortunate that
while describing some very basic problems in health care delivery and
some responses to those problems, you did not mention one of the most
successful and innovative pediatric. screening, diagnostic and treatment

programs in the country. '

The program to which I refer is directed by Philip Porter, M.D., Chief
of Pediatrics at Cambridge Hospital. The program was instituted in
1968 with the opening of on~ neighborhood health center in a local
housing project. Since ther four other centers have been opened in
the community schools of Cambridge. '

The neighborhood health centers ware placed in the schools in order to
assure ready access to those large population ¢roups known to be most

in need of these services, to promote nurse-teacher communication, and
to reduce coscs by the use of existing facilities. The health centers -
are presently staffed by 11 nurse practitioners and 2 community aides.
They piractice in groups following a detailed protocol and are closely
supervised by Dr. Porter and his Assistant, Dr. Leibel.

The health center system, utilizing nurse practitioners as the basic
source of health care delivery, has steadily expanded the scope of its
services so that a wide variety of interrelated programs are available.

These programs are designed to insure that each child from birth through
age 16 receives all appropriate medical anc psychoiogical attention.

Snrecifically, there are three aspects to the neighborhood care syste
and the services it provides. First,the nurse piractitioners provide all
well child care and maternal counseiling. 7o insure continuity, each
child is seen by the same nurse practitioner at each visit and each
child is periodically evaluated by Dr. Porter or Dr. Leibel.

Second, the nurse practitioners also function as community health nurses
and have responsibility for outreach and recruitment through home,

16
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school and day care cente: wisiting., If an infant is born at Cambridge
Hospital, the mother is visited there by the nurse practitioner who

then follows the child at the neighborhood center. If an infant is born
outside Cambridge, a home visit is mede as soon as the birth certificate
is registered in Cambridge. In addition, the practitioners review all
pediatric Emergency Room visits on a daily basis in order to follow up

by a personal visit or a tclephone call to insure that the medical
cendition is improving. In this way the practitioners develop an
understanding and ability to handle social and family problems. They

also begin to educate the family about the proper utilization of available
health care resources. The nurse practitioners are particularly involved,
through nurse-teacher conferences, in the early detection and referral

of children who have classroom adjustment problems.

Finally, the neighborhood health centers offer locally based, readily
accessible care for the common acute medical afflictions of childhood.
The nurse practitioners provide treatment in tne health centers for
those conditions wnich had previously constituted the bulk of Cambridge
Hospital's pediatric emergency ward load.

The results of this program are extremely significant. At the present
time, tne program serves 30% of the pediatric population of Cambridge
and more than 50% of the pediatric population in the 5 target areas
in which the health centers are located. The program serves " of
the scnool population in trhe Model Cities are of Cambridge. : ‘ing
1972, the program provided services for more than 18,000 patici. visits.
In 1972, the nurse practitioner conducted more than 1,300 nurse-tcacher

- conferences. Perhaps more significan: tnan any of these figures is the
change in the utilization pattern which emerges from a review of the
program's patient records. Children, who prior to their contact with
the health centers, were brought to the Cambridge Hospital emergency
room for cut fingers and minor colds, after coming into contact witn
this program, scldom utilized the expensive hospital emergency room
services. Younger siblings of the same chi'dren who we mignt expect to
show the same nigh level of utilization of the emergency room never do
show up in the emergency room because their family nas been brought into
a more appropriate and effective health care system. Such results are
very significant hotn in terms of patient care and economy in the
delivery of health care. Tnhese results have been achieved at an

R annual direct cost of $44 ner child served.

What I find most interesting in looking at the Clambridge Neighborhood
N Heslth Center Program is that it has been developed without any Federal

or State support. In fact, it has been developed without additional

expenditure of any city funds. Dr, Porter, beginning approximately




m42- BEST COPY AVAILABLE

7 years ago, converted a school health program with 17 school nurses
into this extremely significant health maintenance system for Camdoridge
Children, Starting with these 17 school nurses, he has gradually
retrained some and replaced those who retire so that there are now

5 school nurses and 12 nurse practitioners. In this way, the initiation
of this program has been possible without additional cost to the city.
In fact, it has resulted in budgetary savings since contracted physician
services which were formerly a part of the school-health program have
been gradually phased out as the physicians have retired. These savings
have been realized at a time when the number of patients served has
increased dramatically and the comprehensiveness of the program has

been greatly expanded.

I apologize for the lengin of this letter. However, I believe the
accomplishments of the program described are extremely significant
both for the City of Cambridge and for public policy considerations.
Or. Porter's accomplishments suggests that with a redirection and
refocusing of some of the resources currently available within the
health care system, a significant expansion of services and an improve-

ment in health care delivery is possible.

Very truly yours,

.
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Assistant Regional Director for Health

.' ‘l'

o]
/"4-/" .
o ,."
e nAD

/o
.

A8

©

ERIC

Aruitoxt provided by Eic:



APPENDIX D

"IS THERE A NURSE PRACTITIONER IN THE
HOUSE," THE WASHINGION POST, SUNDAY,
MARCH 24, 1974




C2 Swdey.March3t, 1974

THE WASBINGTON POS1

BEST COPY AvAILABLE

Is There a Nrse

Practitioner

In the House?

By Daniel Zicerdling

Zuerdling is a fraelancer cho frequently writes on consumer and medical subjects

ing and waiting roems in the Put-
nam Avenue pediatrie clinic hzve been
busy all day. The patients incluce an
18-month.old ,haby geiting .a _routme
physical, three children with sirep and
three others with runny colds and sort
throats.

But no doctors hold office hours in
this clinic in the Martin Luther King
Je. prade school. For these patients,
and indeed ‘or one-third of all cnildren
in Cambndze, a visit to the family
‘doctor” usually. means a visit to the
neichborhood nurse—a  spezially

sznmaz. 2 ASS.—~The examin.

. trained pediatric “nurse practitioner.”

The Cambdridze prezram is part of a
frowins trend 1n American medicine:
relvinz on non-physicians Lke nurse
practiioners to provide primary
bealth care — physicz) chechups, basic
tests, tnoculations, in some cases tieat:
menl witp preseripinan drugs - and
thus freeing scarce physiciars to con:
ceztrate on paticnts with serious ili-

nesses.

The practice stems trom the assump-
tion that a major share of many physi-
ciang' iraditional wnrik, once consid.
ered sacrosanct, cocsn't require all
those years of modical school and in.
ternship. One time-motion study pub-
Lished in the New Enzland Journal of
Medicine, for example. discovered that
padiatricians typically: devote hall
taeir time to dxamining essentially
realthy children: weishing and meas-
unng, evaluating physicai and meatal
growth, 2iving routine checkups and
treating common ailments. A {ifth of
the pediatrician's time with sick pa-
tients, the study also found, is con
sumed by minor unper respiratory in-
fections like bronchitis and strep,
v bich call for standard treatments.

“You don't have to go throuzh four
years of collcge and four years of med.
Jeal schrol and three years of intern-
8B1p and res:dency to do that,” says a
prhnatnician at Cambridge Hospital
®Any intellzent person with a hich

S0 ‘scbool education and some special

traioing could co just as well.” In faet,

10 routine cases and proyide beitep egra:
“When we have to do ail thig rouell;:.
‘work ourselves.” the Comb-idge pedia.
triclan sa:s, “weé get sloppy with the

-patients and miss things Jyst because

we get 50 bored secing so man
therm® y of

Conlinued Resistance

UCH SENTIMENTS, combineg with

the zeperal .irive to improve Realy
care and fight crippling medica) costy,
are contribuling to the rise 'of the pog,
‘physician healer. '
- Nurse practitioners function virty.
aily as family doctors in rural Indiag
communities in New Mexico, in the
small lozaing town of Darrington,
‘Wash.—where thy closest physiclan Is
30 miles away—and among the 15,00
mostly impoverished people living Ig
the hollows of Leslie County, Ky. They

are also helping to lmprovo. health
care ‘sysiems in 2 number of urbag
areas. In Denver, where the Unliversity
of Coloraic founded the nation's firsg
peciatric rurse practitioner progran
S€Ven ' “ats azo, practitioners gerve in
12 health s:ations, ostly |n low-Ln»
cor  .ousing. In Scattle, nurse practh
tioners are giving primary medical care
to eiderly residents of lowincome aparg
ment complexes and to the poor ig the
inner city. _

In a number of health malatenance
organizations, or HMOs, such as Bos
ton’s Harvard Communiiy H~alth Plag
and another in Washinglon's George
Washinzton Univarsity medical centes,
rurse practitioncrs team up with phy.
sicians and share much of their rowe
tice caseload. Ard in one of the mosg
notable develonments ja HMOs, the
Wash‘pgton 2rea’s Greup Health Assoe
ciation desiuned u new suburban eiinie

.in Rockvilie, Md.. around the . nurse

practitiver concept. General nurse
practitioners there cxamine cvery pa
Lient {irst and provide most of the prie

mary medical care. They cau 8 praine

trician, gynecolozist or internist sear

the end of each medical exam for coo-
sltation and specialty work.

The health care industry's respons®,
80 far to the concept of rclying more
on pon-physicians has been mixed
‘Many have been lending support, ife
only gradually. A special lcalth, E4c»
cation and \elfare Department task
force recommendc1 in November, 1971,
that nurse practitioncrs mosve into pré
mary health care, and HE\Y has beeB
fundinz nurse practitioner tralning
programs at a number of universitles
The American Mecdical Association bas
even cosponsored Several conferences
with the American Nurses' Association
to promote the idea of the "health ¢care
teams” of physicians, nurse practitioor
ers and other health aides.
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But resistance remains strong, and it
wi!l Likely take many years before
nurse oractitioners and other non-phy.
sic1ans ave allowed to a:sume any sig.
nificant share of primary bealth care
ju America

Dr. Sanford A. dlcreus. president of
the fledzling and eoasenvative Unioa
of American Pugssiciars, vwrote te
eerilyin American Medicud News: *'
38 ume 10 serve roties thik the ‘he . th
care (2am' consists only cf the paysi.
cian and his patient. \While others mgy
serve as water bny or perform other
support functicns, it is high tirme that
we disabuse then' of the notion tha:
they have any more than an advisory
canazity in the determidation of what
ou: patients need.”

Prescribing Drugs

ryHE CAMBRIDGE podiatrie pros
AL mram., however, makes clear that
nurte practitioners can be anything
but “water deys.” although thiee back-
o ppdiatoicians exaniine children with
scrious o comp:icated illnesses and
corsy.t with patieris periodically, the
12 naurse practilioners at the seven

clinies in “his six-yearold program pro- .

vide virtuzlly 3! primary medical eare,
swr e puises.” savs Dr. Philip Porter, <li-
rector of the program, “give tbe enil
¢ren everything vou'd get If you were
goiry tu 3 privite pediatrician.”

Thiz iy evident when watching Lil
Chenall. ore of three practiioners at a
Camnrizze clinic. taking care of a Lt
ue hev wasm she's tentatively diag-
nosad as having 8 strop infection
“Ho's bour, sick forr four days now ind
she 1) results won't eome back ¢
\hree,” &he says, “and 1 doa't wap
wail 10 treat.,” So, in one of the most
vizpifieast developzents in the Came
pricze wunics and otiiers, Mria Chenell
decices (0 treat the child on her owa
— therc's po cuctes ac the clinie
with 3 pressription duse of peaicillin,

The purscs power to dizgnose and
treas patients on their own, usSisg pre-
reription blanks sigred in acvance by
a physician, sunzects how much some
cdocinrs are delezating onhce sacred
nhysicians’ work, Every ¢linie that re-
ras on nurse practitioners delszates
nnwer  dif/erently; in the Deaver
health stations and at Washigman'g
Groud least'h Asscsiaucn, for exam-
pie, (ne nurses =St refel every giek
patient to a docter. This time2, nurse
rrazitioaer Chend!l hies 10 CRECK with a
catte* by srene berore giving the boy

sulls she can't_diagnose a suwep for
sure. But for the majority of sick
children at the Camoridze clinics, the
diazross ard prescribed treatment sel.
dor go beyond the nurse practiloger's

doee.

“Delicate” and “Touchy”

OME DOCTORS HAVE been iet.
tinz nurses dispense presraned
presci.ptions for years, thcugh pa
tients have not been aware of this, and
\ashington State bas a pew law per.
mitting hurses to preseribe tertain
drugs on their own Bul today's ofes
indeperdence among many nurse prac
tittoners is still quite new « and, doe:
tors .hasten to add, “delicate™ and
=touchy.” Dz. Porter stresses that Cam-
bridce praclit:oners may treat only mi.
nor upper respiratory infections and
skun problems with prescription druss,
and then oaly according to a rigidly
defired protecol
When doctors sign their names to
prescription blanks and hand them to
the praciit..ner, they ciearly are put.
ting their medicai careers on the line,
“I'm willing to do that,” says Dr. Ru
dolph Leibel, assistant director of pe
diatrics at Cambridgce Hospital. “l
know they'll do a good job. These
nurses are absolutely 3s good as any
pediatrician in terms of diagnosing
respicatory tract and skia discrders; as
rood as ny pediatrician in picking up
arthopedic cisorcers. Some of the
nurses in my clnic have picked up ab-
normalities that I'm sure 1 could nn:
have picked up, simply because | was
so bored seeing so many of trem
[patients). One nurse pitked % suc® 3

small deviation — so minor that even
the orthopedic specialist had to look
twice ~ and of course the rnurse was
righ:: The kid had early scollosis, cur-
vature .f the back”

Nurse practition2rs usually caa® di-
agnose complicated disorders, ol
course, but, as Lebel says, “They
aren't paid =rd trained to tell us whad
is wronz: they're trained and paid W
tell us that snmethang s wrong®
That's when the Ni)sicians take over,
and that's why tre rurse pracutioner
system is helpin2 make bealth care da-
uyery more efficieats

42 Friend. a Counselos®

£ CABRIDGE SYSTEM een

Cambdridze Hospital in 1965, He diseqy.
ered, for example, that lowincom.
families were bringing kids with By
colds and sore throsts to the emep.
sency room beeause they had 8o place
else to go. a familur pattern st many
hospital dimergency rooms. (At Wash
ingcton's Georze VWashinzton Hospltal
up 10 33 per cont of emergency room
patients reportedly come*for miges
dilments.)

Cambridge families didn't lack sde
quate pediatric care Decause the et
couldn't afford it. “There was pleaty o)
funding for health care in the pyMie

sector,” Dr. Porter says, ‘but It wyj
poorly allocated.”

So the city centralized all child carg
prozrams under Dr. Porter's depary
ment, and Porier blueprinted health
care suites into three schools undee eon.
struction in low-income neizhborhoods
dusted o1/ an old nurse’s suite goneto
Storage in a fourth, ani *ated 3
neichborhood apartment. Bu. his most
important decision was.to base the
.chmcs o8 gurse practitioners, not Jon
-1y 8

The ecity, it was clear, would nevey
come Up with funds to pay the golng
doctors' rates, and it would nevep find
rood doctors will:sig to work fulltime.
l_or less. But beyond esonomie constrie
tiors, Dr. Porter insis's, nurse practd
Lioners weren't a second-rate compros
mige,

“So much of the quality of pediltelg.
care depends on the relationship de
tween tne natient and parenss ar.d phye
sician.” he says. "We necded a famillap
face who knew the secial and economie
elimate of the family, who had g
streng relationship with the ‘motheg
and father—someone who could wisig
the home, be a friend, a counselos,
supporter of the mother.*

This crucial component ‘of meclelne.
is often ‘neglected in modern hea'th
Cere. As Barbata Bates of the iJnjves
sity of Rochester Medical School pee

ports, studies bave shown t:it phyd
cians are usually more con:fortadle
providing diacnoses aud drugs thaa
truit and uncerstanding. But tryust sod
ungersianding are much of what tAs
tradilunal nurse's role has been abouts

H
. — . . -t H -hen Dr.
O penmisiiun, b thout the labd T winly wasn’t so emucn!.\b ;
EMC pen: cCause w b.i_ Porter pecame chiel o! pedlimﬂ “
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“The Old Family Doctor™ “There's no reason In thed\:'orll:.'ar‘.
ot E FUNCTION like the old.fam- Porter says, "‘.\'hy every ?'
v 7“’ doctor who "L:cw 'uu whole country coulda’t do what we'se dolag

Gamily and fls problems,” says Peggy hese”
Barnes, u rurse practitioner at Come
bridse’s Putnam Avenue elinie. ‘' The

purses say they visit the home olbvl;tn-

ally every newborn bady of Cambdridge
resicents and make home visits whes BEST COPY AVAILABLE
sericus prodblems arise, They cet to

kaow parents and brother and sisters

a5 tiey grow throuzh the school sype

lem ard learn {rom teachers .bout
problems chuldren inay be having Is

school

“The parents know us, theyll talk e
us. brinz out prodlems that perhaps
they'd be reluctant to wiseuss with s
doctor,” says Mrs. Barnes. “You kaow
thit old inystique of 'Oh, the doctor is
0 busy 1 don't want to bother Ko
with this Lttle thing'? They're nof!
afraid with us, They feel-we bave time
to ulk."' .

Cambdridze nurses sometimes eon
courage 2 woman to vent herfeellnys
about her husdand, help another sort
out ambivalent feelings about abdore

tion, visit the homes and support pape
ents whose badies succumbed to suds
den infapt death,

“We have five families who come 1o
tbis cunic who we're really close to,®
83¥s nurse praclitioner Nancy Comp»
lon, “ard we help thera cope. One
woman's mother is dying of cancer,
Sne comes in and we talk about i, how
she {ccls, her thous=hts, Nothing drae
malic Like you see on TV. I'l's fust supe
port”

Today, six years since the first elinle
cpencd, the Cambridze system handles
at ledst 25000 patieat visits a year,
More than 6,000 childrea—mostly from
iv.uncome fa;mlies but others from
sfaduale studen:s' and professors’ fampe
lies, too—use the purse practioncrs as
they would a family doctor. The ity
Pays lhe 12 nurse practitioners, RNg
w20 zre graduated from a special foun
£0ath course at Northeastera L’nlsflt
£1%. out of the same budget.with whick
! £aic 12 old-style school norses whe
rei:rad. 1t's a model of comprehensive
heil:n care provided fiee to the pudlie,
M 2o extra cost 1o the eity.

Curues in Bosten, or Cambridee, €@
\Warhinzton, or Derver or Seatte
Exent found a panacea for bealth
Care aeuvery prodiems. But they 4@
buslesi 2 stratezy which couwld belp
Lie mecical indusiry goa Jong say e

O _sard improving the quality of deallh
4t and maxing it moi: efficlent and
more personal,

W\
Cw




