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Chapter 10

Manpower and Training

INTRODUCTION

The five medical technologies discussed in the
preceding chapters represent an impressive va-
riety of devices and substances capable of sus-
taining life. This chapter focuses on a crucial ele-
ment that is common to them all-dependence on
qualified personnel. The chapter examines fac-
tors that influence the supply, the training, and
the interrelationships of pertinent health profes-
sionals with each other and with their patients—
all of which influence the accessibility, quality, and
cost of health care for elderly persons for whom
life-sustaining technologies are, or might be, used.

The professions involved in the care of life-
threatened elderly people are numerous, diverse,
and changing. The advent of new technologies to
sustain life has been accompanied by major ex-
pansion of training initiatives and career oppor-
tunities, both inside and outside the traditional
health professions. Within the professions of medi-
cine and nursing, new specialties and subspecial-
ties have developed, and members of the tradi-
tional professions and older specialties have had
to acquire new knowledge and new skills. In addi-
tion, entirely new health professions have been
created. In the past 25 years, tens of thousands
of people have moved into “technology-dependent”
health professions.

During roughly the same period, recognition of
the vast and growing numbers of elderly persons
in the U.S. population has created a new focus
within the health professions. After a conscious-
ness-raising characterized as ‘(almost a revolution”
(93), there is now wide agreement among health
professionals that “the elderly are not simply old
adults” (129), and a significant commitment has
emerged within medicine, nursing, and some al-
lied health professions to redress past neglect of
the elderly (89).

Another important development is the grow-
ing recognition that today’s health professionals
need to be prepared to deal with the ethical, le-
gal, and economic constraints that modern medi-
cal technologies bring to the fore. There is in-

creased attention to the fact that decisionmaking
about life-sustaining technologies demands care-
givers who understand and are sensitive to ethi-
cal and humanitarian principles. These caregivers
must not only know their profession and under-
stand the patient population, they must show good
judgment and caring, respect for patients’ wishes,
communication skills, ability to work as part of
a health care team, and readiness to help even
when healing is no longer possible.

The health professionals who care for elderly
patients receiving life-sustaining technologies come
from diverse professions and specialties that, very
broadly, represent two orientations: the gener-
alist approach of primary care and, in contrast,
the more focused approach of critical or inten-
sive care. Specialized care of the elderly, i.e,, ger-
iatrics, is closely aligned with adult primary care.

Health professionals who specialize in primary
care and geriatrics, on the one hand, and those
who specialize in critical care, on the other hand,
increasingly meet in the clinical arena. Relation-
ships between them, however, have received lit-
tle attention. One purpose of this chapter is to
explore these relationships and how they may af-
feet the care elderly patients receive. The focus
is on the setting in which most of this interaction
occurs, i.e., the acute care hospital.

Federal policies and programs have important
direct and indirect effects on the health profes-
sions. Federal manpower policies, for example,
include explicit measures to influence the overall
supply of health professionals as well as meas-
ures to change their specialty and geographic dis-
tribution. Other Federal policies and programs,
including Medicare, influence the supply, specialty,
and geographic distribution indirectly. Federal reg-
ulations regarding certification of hospitals and
nursing homes by Medicare, for example, impose
standards for the number and skill levels of care-
givers that Medicare-certified institutions employ.
Federal policies regarding reimbursement for pa-
tient care affect the demand for certain proce-
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dures and technologies; these factors in turn in-
directly influence the specialty choices and career
opportunities of health professionals (72,74). Some
of these policies have favored the development
of medical technologies and medical specialties
over primary care. other Federal programs and
policies have been specifically directed to improve
primary care for elderly people and access to it.

Some important manpower and training ques-
tions, such as questions about how medical ex-
pertise and responsibilities are best organized, are
only secondarily related to public policy. Whether

or not geriatrics warrants status as a separate med-
ical specialty, or whether nurses should provide
respiratory therapy, for example, are questions
for knowledgeable professionals to decide. A pro-
fession’s decisions about what its members must
know and what they may do, however, have im-
portant ramifications that fall squarely within the
interest of both policymakers and patients. Fur-
thermore, Federal policies that affect health
professions training and health care reimburse-
ment have an impact on the professions’ ability
to implement their intended policies.

CAREGIVERS’ AND THEIR ROLES

The medical technologies considered in this re-
port involve an enormous array of professions and
individuals. This chapter focuses on the physi-
cians, nurses, and allied health professionals who
provide direct patient care, especially in hospitals.
Essential behind-the-scenes professionals, includ-
ing researchers and engineers, hospital adminis-
trators, and others, are beyond the scope of this
discussion. Similarly, the importance of psychol-
ogists, clergy, lawyers, and other professionals
who serve counseling and coordinating functions
is recognized but not addressed.

In some settings, nonprofessional staff contribute
to the care of seriously ill elderly persons who may
be candidates for life-sustaining treatments, and,
at times, they contribute to treatment decisions. In
nursing homes, where aides constitute by far the
largest proportion of caregivers (78), responsibil-
ity for decisions about transferring a resident to
a hospital for the initiation of life-sustaining treat-
ment belongs to professional nurses and physi-
cians. However, professional staff are often un-
aware of changes in a resident’s condition unless
notified by an aide. So, while nonprofessional staff
are not routinely or intentionally involved in treat-
ment decisions, they sometimes play a role.

Another major category of caregivers, especially
for patients in their own homes, consists of fam-
ily members, friends, and patients themselves.
These lay caregivers provide routine care and also

‘The term “caregivers” is used to refer collectively to professional
personnel and other persons who provide patient care.

may make critical decisions about when to call
professional help. OTA acknowledges the impor-
tance of family and other nonprofessional care-
givers–and their increasing importance as more
life-sustaining treatment moves outside the hos-
pital. The availability, training, and supervision
of lay caregivers and their need for social and
financial support are discussed in chapters 5
through 9.

Physicians and, to a lesser extent, nurses most
often play the key roles in making recommenda-
tions about implementing life-sustaining treat-
ments. However, “physicians and nurses” includes
a range of actors such as primary care physicians,
specialists and subspecialists; the patient’s long-
time personal physician as well as consultants the
patient may never meet; highly trained profes-
sional nurses as well as practical nurses; individ-
uals with extensive experience and others still in
training. In addition, many categories of allied
health workers are involved in the delivery of life-
sustaining technologies. Ensuring that the neces-
sary combination of expertise (whether this is em-
bodied in a single individual or a health care team)
is available for all patients is a major concern.

Specialists in Primary Care
and Geriatrics

Primary care practitioners are those health
professionals who have initial contact with and
ongoing responsibility to the patient, Most often,
adult primary care is provided by a physician who
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is a specialist in internal medicine or family prac-
tice. In some settings, especially long-term care
institutions, professional nurses and nurse prac-
titioners may provide primary care. The functions
of primary care professionals include identifying
and managing illness and-especially important
in the case of patients with complex conditions
and needs—referral of patients to other health
professionals or services. Relative to other special-
ists who may be drawn into a case, whose exper-
tise relates to one or another organ, system, or
disease, primary care physicians and nurses have
a more holistic perspective and often broader
knowledge of the patient, sometimes through a
relationship established over many years.

A geriatrician is a physician who possesses spe-
cial knowledge of geriatrics or geriatric medicine,
i.e., “the medical knowledge of physical disability
in older persons—including the diagnosis, treat-
ment, and prevention of disorders” (148). Although
most geriatricians are trained as primary care
practitioners, a geriatrician is seldom the “pri-
mary” physician to be consulted. Gerontologic
nurses and geriatric nurse practitioners are the
other major groups of health professionals that
specialize in the care of the elderly.

Specialists in geriatrics and gerontology have
a broad approach to the patient that includes psy-
chosocial as well as biomedical characteristics, and
interest in preventing illness and disability as well
as restoring maximum functioning and health. In
medicine, the breadth of geriatrics and the result-
ing overlap with better established medical spe-
cialties contributes to ambiguity about the proper
disciplinary boundaries (138) and the optimal rela-
tionships between geriatricians and other phy-
sicians.2

2There has been considerable debate over whether geriatric
medicine consists of a discrete body of knowledge and skills that
warrants clinical or pedagogic organization as an independent spe-
cialty, whether it should be included in all adult medical specialties,
or whether it should be a subspecialty of internal medicine, family
practice, or both. This debate appears to be coming to a close with
the recent decision by the American Board of Medical Specialties
to authorize the American Board of Family Practice and the Amer-
ican Board of Internal Medicine to offer special geriatric certifica-
tion within famil~r practice and internal medicine. Geriatrics is not
currently a formal (i.e., board-certifiable) specialty or subspeciahy
and OTA uses the terms “geriatrician” and “geriatric specialist” in-
terchangeably (see “Credentials in Geriatric Nfedicine  and h’ursing, ”
below),

It is important to recognize that the vast majority
of primary care practitioners involved in the care
of elderly patients are not specialists in geriatrics
or gerontology. Some physicians regard their work
as “geriatric” simply because they have a great
many elderly patients by virtue of their work set-
ting, the number of years they have been in prac-
tice, the age distribution of patients requiring their
expertise, or their geographic location (103). It was
estimated over a decade ago that 40 percent of
the average internist’s patients were 65 or older
and that they took up about 60 percent of the in-
ternist’s time (33). A more recent prediction is that
medical school graduates will, at the peak of their
careers, spend 75 percent of their time with pa-
tients who are 65 or older (27). Clearly, however,
caring for elderly persons does not qualify one
as a specialist in geriatrics. (By the same token,
age 65 alone does not necessarily mean that a pa-
tient requires a physician with special geriatric
expertise. Most authorities cite 75 as a more ac-
curate criterion for the “geriatric population.”)

Specialists in Critical Care
Medicine and Nursing

The widespread development and application
of modern life-sustaining technologies has caused
and, in turn, has been assisted by the develop-
ment of new specialties-most notably critical care
medicine and critical care nursing—in a new
health care setting, the intensive care unit (ICU).
In the intensive care setting, physicians, nurses,
and other health professionals work together
closely, ideally as members of the ICU team. A Na-
tional Institutes of Health consensus development
conference characterized critical care as:

a multidisciplinary and multiprofessional medi-
cal/nursing field concerned with patients who
have sustained or are at risk of sustaining acute
life-threatening single or multiple organ system
failure due to disease or injury (115).

The Society of Critical Care Medicine has ap-
proximately 2,900 members. Almost 90 percent
are physicians; the rest are mainly nurses and res-
piratory therapists (135). The primary specialty
of most critical care physicians (also referred to
as “intensivists”) is either internal medicine,
anesthesiology, surgery, or pediatrics. However,
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physicians from many other specialties (e.g., emer-
gency medicine, neurology) and subspecialties
(e.g., pulmonary medicine, cardiology, nephrol-
ogy) are routinely involved in the care of criti-
cally ill elderly patients.

Nurses who specialize in critical care provide
nursing diagnoses and interventions in life-threat-
ening illness. According to the American Associa-
tion of Critical-Care Nurses (AACN), critical care
nurses are challenged to provide “humanistic care
in the high-technology world today and in the fu-
ture” (4). Membership in the association, one in-
dicator of the number of nurses working in criti-
cal care, is currently about 53,000 (44).

Under the umbrella of critical or intensive care,
another level of specialization is pertinent to the
provision of life-sustaining technologies. For ex-
ample, critical care nurses may specialize in res-
piratory care, parenteral and enteral nutrition,
or intravenous therapy. A very small number of
critical care nurses have had training in geronto-
logical nursing (127). In other health professions,
where the work is not exclusively with critically
ill patients, the same pattern exists. For instance,
there are dietitians who specialize in critical care
and social workers who specialize in nephrology.

In large teaching hospitals, it is estimated that
approximately 35 percent of all ICU patients are
at least 65 years old (149). Thus, most health care
professionals involved in the implementation of
life-sustaining technologies have considerable ex-
perience with elderly patients. As suggested above,
however, exposure to elderly patients does not
guarantee the special knowledge, attitudes, and
skills that good geriatric care requires. There ap-
pears to be no educational or training program
within either critical care medicine or nursing that
focuses attention on elderly patients (44,69). The
position of AACN is that:

. . . the practice of critical care nursing is generic
to any critically ill patient, regardless of the age
of that patient and that knowledge of the lifespan
processes affecting individuals is given in one’s
basic nursing education program (44).

Allied Health Professionals

In the provision of life-sustaining technologies,
the roles of physicians and nurses are supple-
mented and complemented by allied health profes-
sionals who are responsible for specific, often
highly technical tasks. The allied health profes-
sions most closely linked to resuscitation, mechan-
ical ventilation, dialysis, and nutritional support
are briefly described here. Life-sustaining antibi-
otic therapy is prescribed by a physician and
administered by a registered nurse; in general,
such therapy does not require personnel that are
unique to this technology (see “Technology-
Specific Credentials,” below).

●

●

●

In the hospital, resuscitation is usually per-
formed by physicians or nurses who have
been trained and certified in cardiopulmo-
nary resuscitation (CPR). They maybe assisted
by respiratory therapists or by paramedics
(see below),
In the community, emergency medical tech-
nicians (EMPTs) are usually the first health
professionals to arrive at the scene of an
accident or medical emergency. Both EMT-
ambulance and the more highly trained EMT-
paramedics provide basic life support to re-
store breathing, treat shock, control bleed-
ing, etc. The EMT-paramedic may implement
advanced life support technologies including
administration of drugs and oxygen, inser-
tion of an intravenous line, incubation of the
lung, and operation of a defibrillator. All these
and other treatments are performed under
the supervision of a physician, with whom
the EMT is in constant communication (76,81).
Respiratory therapists and respiratory ther-
apy technicians may administer mechanical
ventilation, oxygen therapy, assist in CPR, and
perform other less invasive treatments includ-
ing chest physiotherapy. Other responsibili-
ties include performing diagnostic tests and
monitoring, as well as adjusting, sterilizing,
and maintaining equipment.

Respiratory therapists are more highly trained
than respiratory therapy technicians and are
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●

●

generally given more responsibility (includ-
ing research, teaching, and supervision of res-
piratory therapy technicians), but their ac-
tual duties vary greatly from one hospital to
another (76)106). Both types of personnel
work under the supervision of the chief of
the respiratory service (a physician or respi-
ratory therapist).

Respiratory therapy assistants have limited
patient contact; their roles include cleaning
and maintaining equipment, processing inven-
tory, and other clerical duties (2).
Dialysis technicians, working under the su-
pervision of either medical or nursing per-
sonnel, function in one or more of four areas:
direct patient care, research, administration,
and equipment maintenance and repair (5).
Dietitians have roles that may be primarily
clinical, administrative, research, or teaching;
they may work as staff of an institution, as
consultants, or in the community (106). Spe-
cialists referred to as nutrit ional  support
dietitians or dietitians in critical care a r e
skilled in the use of enteral and parenteral
solutions, modular nutrients and foods. They
collaborate with physicians, nurses, and phar-
macists to assess nutritional status, design die-
tary treatment, and monitor its effectiveness.
Under the guidance of a registered dietitian,
dietetic technicians and dietetic assistants may
also be involved in the care of patients re-

THE HISTORICAL CONTEXT

The establishment of Medicare in 1965 helped
focus public attention on the health care needs
of the elderly, but predated almost all opportuni-
ties for health professions education and train-
ing in geriatrics or gerontology. A 1969 survey
found that fewer than half the medical schools
in the country (48 of the 99 schools then in oper-
ation) included in their curricula even a single
course with any identifiable content related to
aging (62). The Division of Gerontological Nurs-
ing within the American Nurses’ Association had
been established in 1961; advanced nurse train-
ing leading to certification as a geriatric nurse
practitioner, however, did not become available
until the 1970s. Programs to prepare allied health
professionals in geriatrics and gerontology are

●

●

OF

ceiving enteral nutrition (6,14).
Nutritional support pharmacists are special-
ists who participate in the assessment and
care of patients who may require nutritional
support, In collaboration with other health
professionals, the pharmacist’s role includes
ongoing assessment and planning, provision
of care, monitoring and evaluating the pa-
tient’s response. It is also the role of the phar-
macist to prevent problems related to the in-
teractions between nutrients and drugs a
patient is receiving (15).
The role of medical social workers is to help
prevent or resolve social, psychological, and
economic crises that may arise from an ill-
ness, the proposed treatment, or the environ-
ment. They may contribute to decisions about
the use of life-sustaining technologies by pro-
viding other caregivers a composite picture
of the patient within the context of his or her
family, life-style, and community. They edu-
cate and provide emotional support to pa-
tients and family members, to help them
understand the situation and options. Preced-
ing a patient’s discharge from a hospital, or
in the event of death, medical social workers
identify community services and make logisti-
cal arrangements (105,106). Some social work-
ers, e.g., nephrology social workers, special-
ize in the care of particular groups of patients.

GERIATRIC PRACTICE

much more recent than programs in medicine or
nursing.

Largely because of Federal support, major prog-
ress has been made in expanding the educational
and training opportunities in geriatrics and geron-
tology. However, very serious deficits remain in
the level of geriatric expertise among health care
professionals generally and in the number of in-
dividuals who have chosen to specialize in the care
of the elderly.

In 1978, a study conducted by the Institute of
Medicine found serious deficits in geriatrics edu-
cation and training in medical schools as well as
postdoctoral and continuing medical education
(77). Only a few schools offered geriatrics as a sep-
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arate subject, and almost no schools required it.
A 1983 survey of geriatric education in medical
schools documented considerable expansion of
geriatric course offerings, but found that in 28
percent of the responding medical schools, geri-
atrics was still either elective or unavailable (21).

While some gerontological content is now in-
cluded in most basic professional nurse training
programs, only about 14 percent of these pro-
grams offer full courses in gerontological nurs-
ing (148). Until 1981, the geriatric track was an
option within programs that were based on the
core curriculum for adult nurse practitioners (52).
Now, among approximately 200 nurse practitioner
programs, about 40 have a primary focus in geri-
atrics and approximately 31 others have a geron-
tological component (148). Many of these pro-
grams, however, have as few as three or four
trainees (155).

In the allied health professions, the extent of
training opportunities is difficult to assess, in part
because ‘(allied health professions” includes so
many different groups. Recognition of the need
for attention to the elderly is evident in the Amer-
ican Dietetic Association’s 1978 establishment of
the Gerontological Nutrition Dietetic Practice
Group and the American Society of Allied Health
Professions’ 1986 establishment of a National Task
Force on Geriatric Care Education (134). Another
indication of the developing interest in geriatrics
among the allied health professions is that a De-
partment of Health and Human Services (DHHS)
forum on Personnel for Health Needs of the
Elderly, held in October 1986, drew presentations
by official representatives of respiratory care, so-
cial work, physicians assistants, occupational ther-
apy, optometry, and others.

Federal Support for Geriatrics

Federal support of geriatric training began with
early Veterans Administration (VA) programs and
was greatly bolstered by the establishment of the
National Institute on Aging (NIA) in 1974. Cur-
rently, geriatric education and training receives
support from the VA and from several DHHS agen-
cies (the Administration on Aging, National Insti-
tute on Mental Health, and the Health Resources
and Services Administration) in addition to NIA.

There is considerable range in the scope, focus,
and financial commitment of these various agen-
cies to geriatrics. In addition to the Federal Gov-
ernment, a number of State governments and pri-
vate foundations have also demonstrated their
interest and commitment to strengthening geri-
atric manpower. Some programs are designed to
increase geriatric knowledge and skills among
health professionals generally; others are designed
to prepare leaders in geriatric teaching, research,
and practice.

The largest Federal programs in geriatrics are
the VA’s Geriatric Research, Education and Clini-
cal Centers (GRECCs) and the Health Resources
and Services Administration’s Geriatric Education
Centers (GECs). These multidisciplinary training
centers are important resources for both students
and practicing health professionals. GECs increase
the “presence” of geriatrics within academic in-
stitutions and their communities, and increase ac-
cess to training and to trained caregivers, includ-
ing some of the professionals involved in the
delivery of life-sustaining technologies. Some of
the GRECCs are focused on problems relevant to
life-sustaining technologies. The GRECC in Little
Rock and the one in St. Louis, for example, have
been designated as “nutrition GRECCs.”

In contrast, the rapid development of the medi-
cal specialties that are associated with critical care
(cardiology, pulmonology, nephrology, oncology,
and others) was facilitated by extensive Federal
support of biomedical research during the 1960s
and 1970s and by Medicare’s support of hospital-
based clinical training. However, there have been
no Federal programs specifically earmarked for
support of training in critical care medicine or
critical care nursing.3

It is recognized within the Federal Government
that, despite the commitment of funds, the clear
progress, and a projected surplus in the total phy-
sician supply (145), the supply of health profes-
sionals with expertise in geriatrics remains very

%aining programs in critical care have had to compete for more
general health professions education funds, for example, through
Title VII (medical training) and VIII (nurse training) of the Public
Health Service Act. Some observers believe that the recent designa-
tion of critical care medicine as a subspecialty will improve its abil-
ity to secure funding (69).
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inadequate. In 1984, an NIA report cited continu-
ing deficits in available education and training of
physicians, nurses, and other professionals in ger-
iatrics and gerontology (148), Specific steps to al-
leviate these deficits were recommended. A 1985
amendment (H.R. 2409) to the Public Health Serv-
ice Act required the Secretary of Health and Hu-
man Services to conduct a study on the adequacy
and availability of health personnel to care for
America’s elderly over the next four decades (143).
The Secretary’s report will be presented to Con-
gress in mid-1987.

The shortage of qualified teachers is a serious
problem, and it helps perpetuate the shortage of
qualified practitioners. In nursing, “the inadequate
preparation of faculty in gerontology” is cited as
the “largest single problem in strengthening the
gerontological content in basic schools of nursing”
(148). The same was concluded about medicine
in 1984 (148) and again in 1986 at an Institute of
Medicine and NIA workshop, which concluded
that the number of well-prepared medical faculty
is far from adequate, and opportunities for would-
be faculty to receive appropriate graduate train-
ing remain very limited. In 1985-86, there were
48 fellowship programs in geriatric medicine offer-
ing 176 positions (and 21 fellowship programs in
geropsychiatry, offering 52 positions) (23).’ In
nursing and the allied health professions, train-
ing opportunities are even more limited.

Shortage of Geriatric Expertise

Caregivers who lack formal education and train-
ing in geriatrics are not necessarily unprepared
to care for elderly patients. Nevertheless, there
is ample evidence of a severe shortage of medical
and nursing expertise relevant to the complex
problems presented by many elderly patients.
Disease and disability among the elderly are fre-
quently misdiagnosed, mistreated, or simply writ-
ten off as concomitants of normal aging. A condi-
tion that is aggressively treated in younger people

4Experience suggests this would result in about 65 graduates per
year (23).

may be mistakenly regarded as irreversible—or
it may be perceived as a blessing.

Geriatric consultation units have reported find-
ing many elderly hospitalized patients with po-
tentially treatable conditions that had been either
misdiagnosed or overlooked entirely (1,38)94).
Some examples of inadequate knowledge and skills
regarding elderly patients or ageist biases that are
relevant to life-sustaining technologies are: care-
givers’ difficulty in assessing the decisionmaking
capacity of some elderly patients; the assumption
that elderly patients will not do well on dialysis
or that elderly ventilator patients can never be
cared for at home; or, alternatively, the belief that
the same nutritional support formulas or drug
dosages used for young adults are suitable for the
old.

Because of geriatrics’ late entry in academia
there is a considerable need for continuing edu-
cation programs in geriatrics. Such programs are
the only way to reach the majority of health pro-
fessionals whose formal education predated op-
portunities in geriatrics, In the last few years, med-
ical schools, State and local medical societies,
professional societies, and others have increas-
ingly offered courses for practicing physicians and
nurses. However, there are no mechanisms either
to require participation in geriatric continuing
education programs or to control the quality of
the programs.

Advanced training in geriatrics seldom includes
special attention to the care of the critically ill.
Fellowship programs in geriatric medicine gen-
erally do not include training in ICUS, and certifi-
cation in gerontological nursing does not require
experience with the critically ill. As a result, some
geriatric specialists might have unrealistic expec-
tations about what critical care can accomplish
and may seek admission to the ICU for elderly
patients who cannot be helped there. Conversely,
postgraduate medical and nursing training in crit-
ical care does not appear to include specific at-
tention to aging (7). A certain amount of cross-
training in geriatrics and critical care could im-
prove communication among caregivers and, thus,
lead to more appropriate treatment decisions on
behalf of elderly patients.
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Shortage of Geriatric Specialists

Physicians

In addition to the need for geriatric expertise
among primary care physicians, there is also a
need for a certain number of specialists to serve
as teachers, researchers, medical directors in nurs-
ing homes, and as consultants in complex cases
(35). In a landmark study commissioned by NIA,
researchers at the Rand Corp. developed estimates
of the need for these geriatric specialists. By 1990,
Rand estimated, there will be a need for approxi-
mately 8,000 full-time-equivalent (FTE) geriatri-
cians providing patient care and 900 FTE academic
geriatricians (82). Rand’s projections were conserv-
ative in that they were targeted to the population
aged 75 and older, assumed only a small incre-
ment in the quality of care, and did not include
the large and crucial component of geropsychia-
trists. Moreover, one author of the Rand report
now points out that, when newer demographic
projections are taken into account, the need for
geriatric specialists is much higher than originally
estimated (22). In sharp contrast to the estimates
of need, unpublished data from the 1983 Physi-
cian Masterfile of the American Medical Associa-
tion included only 1,833 physicians who identi-
fied geriatrics among their specialty fields (104).
In March 1986, American Medical Association data
included only 922 active physicians who identi-
fied geriatrics as their primary specialty (12).

A 1982 survey of physicians found that the esti-
mated number who designated geriatrics as one
of their specialties more than doubled between
1977 and 1982, from 715 to 1,618 nationally (103);
since 1982, further annual increases have been
documented (104). However, physicians tend to
enter geriatrics relatively late (mean age 39) and
spend, on average, only half their work week in
geriatrics, factors that effectively reduce their con-
tribution to the manpower supply, In 1982, there
were approximately 10 percent of the number
of FTE geriatric clinicians and 13 percent of the
number of FTE researchers/teachers that Rand
said would be needed in 1990 (103).

Nurses

Similarly, there is a severe shortage of nurses
specializing in gerontology or geriatrics. A 1983

report by the Institute of Medicine concluded that
registered nurses with graduate education pre-
pared to administer the increasingly complex care
demanded in some settings (e.g., the ICU), as well
as nurses willing and trained to work with the
elderly, especially in nursing homes, remain in
short supply (as do nurses in rural areas and in-
ner cities), while the general nurse shortage of
the 1960s and 1970s has dissipated (78). Consist-
ent with this conclusion, a 1984 DHHS report to
Congress (148) identified a severe shortage of
nurses adequately trained to care for the elderly
or to teach in nursing schools. Compared with
the estimated need for 2,450 gerontological nurs-
ing faculty, a 1980 survey by the Health Resources
and Services Administration identified only 420
nurses with master’s or doctoral degrees whose
primary focus was geriatrics or gerontology (148).

Allied Health Professionals

Information regarding geriatric specialization
among allied health professionals is unavailable.
In view of the limited opportunities for training,
however, the numbers of allied health profes-
sionals with geriatric expertise are certainly in-
adequate.

Barriers to Recruitment
in Geriatrics

Efforts to attract health professions students to
academic experiences in geriatrics and/or to ger-
iatric careers have historically faced a variety of
barriers. Low enrollment in elective courses in
geriatrics and the shortage of applicants for geri-
atric fellowships (with the result that some posi-
tions go unfilled) are indicators that interest is still
limited. In New York, geriatrics has been exempted
from a State policy that excludes foreign medical
graduates from postgraduate medical training
(121). The ability of unlicensed physicians to se-
cure work in some nursing homes and the short-
age of nurses for nursing home work (78) are fur-
ther indications that competition for jobs in
geriatrics remains low.

One reason is ageism, the general societal prej-
udice against the elderly (33,35). The irreversibil-
ity and deterioration associated with many chronic
conditions and the poor prognosis of many elderly
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patients with acute illness are powerful images,
particularly when contrasted to the physician’s
self image as a healer. Working with elderly pa-
tients is said to evoke caregivers’ fears of their
own old age, their own mortality and their rela-
tionships with elderly family members as well as
fears of their fallibility (45,96). Compared with care
of the elderly in general, care focused on the crit-
ically and terminally ill elderly may intensify these
fears. Furthermore, the negative attitudes and
stereotypes frequently associated with old peo-
ple appear also to adhere to the individuals who
provide their health care (60). Geriatricians have
been stereotyped as sympathetic but underskilled
physicians who drifted into geriatrics as their pa-
tients (and they themselves) aged. Nurses who
work in nursing homes have been widely regarded
as inexperienced and undereducated (142).

Another reason for disinterest in geriatrics has
been the relatively low remunerative potential.
It is no secret that “older patients are somewhat
of a losing proposition if they are considered sim-
ply in a business sense” (92). When first estab-
lished, Medicare and Medicaid appeared to some
health professionals to create a new market for
their services. By providing reimbursement for
the care of elderly (and other) patients, these pro-
grams drew attention to geriatrics and stimulated
interest both in caring for elderly persons and
in working in nursing homes. More recently, how-
ever, the limited reimbursement available under
these programs has been cited as a disincentive
to geriatric work (54,92,131). Although coverage
and reimbursement levels under Medicare Part
B provide financial incentives to physicians in
hospital-based, procedure-oriented specialties, the
relatively low reimbursement available for the
more ‘(cognitive” specialties is an economic disin-
centive for primary care specialties in general and
geriatrics in particular. There is, for example, no
allowance in Medicare reimbursement for patients
who require excessive amounts of a physician’s
time, whether for extended office visits, frequent
phone consultations, or travel to a nursing home.

For registered nurses who complete advanced
training in geriatrics or gerontology, Federal reim-
bursement policy may actually restrict employ-

ment opportunities. The services of geriatric nurse
practitioners are directly reimbursable by Medi-
care, but only when the geriatric nurse practi-
tioner is supervised onsite by a licensed physician.
In hospitals, this requirement is easily met. In most
nursing homes, however, this requirement makes
reimbursement difficult to obtain. As a result,
highly trained geriatric nurse practitioners are
too expensive for most nursing homes to hire. Sim-
ilarly, Medicaid’s restricted payments for skilled
nursing personnel appear to leave most nursing
homes with a choice of paying high salaries to a
few highly trained nurses or paying low salaries
to a large number of unskilled aides (78).

Another source of negativism regarding geri-
atrics—of particular relevance to this discussion—
is the fascination of American medicine with tech-
nology and the view that geriatrics is a “low-tech”
field, concerned primarily with the management
of patients with chronic, irremediable problems.
Nursing homes, where most geriatric work is as-
sumed (wrongly) to occur, have been dubbed a
‘(no tech” environment (101). Under this view, the
application of high-technology critical care medi-
cine and geriatrics might seem antithetical. Per-
sistence of the low-tech image contributes to the
belief that geriatrics is an unexciting, unchalleng-
ing field.

Failure to see the relevance of medical technol-
ogy in general and critical care technologies in
particular to geriatric practice could be attributed
to the attitude that the potential life-sustaining
benefits of complex, expensive medical care are
“wasted” on the old. Or, it could be attributed to
the belief that geriatricians are exclusively con-
cerned with chronic illness and that patients in
their care escape the acute life-threatening epi-
sodes that occur in other age groups.

In comparing geriatrics with other medical spe-
cialties, the issue may not be how much or how
“high” the technology, but qualitative differences
in the technologies that are relevant. In geriat-
rics, tools for functional assessment and differen-
tial diagnosis, rather than technological hardware,
are the mainstay. However, it is necessary that
the geriatrician know enough about potential life-
sustaining technologies and their efficacy to con-
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tribute to decisions about their use for individual of judgment about when and when not to use such
patients. This includes: interventions, and the courage and energy to take

seriously the social role of advocate for the pa-
. . . competent familiarity with the capabilities of tient (41).
the latest in medical technology, a discerning sense

EDUCATION AND TRAINING NEEDS: SELECTED CONTENT AREAS

The knowledge applicable to the care of elderly
patients who are candidates for or already receiv-
ing life-sustaining technologies maybe considered
in two very broad categories: general knowledge
about caring for elderly patients who are criti-
cally ill, terminally ill, or severely debilitated and
knowledge that is linked to the use of specific tech-
nologies. The following selective review identifies
subjects that may have particular importance in
the assessment and care of life-threatened elderly
patients.

Technology-Independent Content

Some essential knowledge is not linked to any
life-sustaining technology in particular but is basic
to decisions about the use of all life-sustaining tech-
nologies for elderly persons. Knowledge of this
sort includes clinical factors that distinguish
elderly patients from younger ones and humani-
tarian and social perspectives that recognize the
uniqueness and autonomy of each elderly patient.

Clinical Geriatrics

Health professionals caring for severely ill
elderly patients must be knowledgeable about age-
related physiological factors, and their interac-
tions. To make correct diagnoses and treatment
recommendations for elderly patients, caregivers
must know that certain illnesses have unusual
presentations or progressions in elderly patients.
The presentation of some illnesses in elderly pa-
tients may be characterized by specific signs and
symptoms that differ from the classic presenta-
tion of the same illness in younger adults, or fre-
quently, by nonspecific signs and symptoms that
do not clearly indicate the affected organ system.
Elderly patients having heart attacks, for exam-
ple, do not always experience chest pain. Instead,
they may have other signs and symptoms such
as sudden loss of consciousness, confusion, or sud-
den onset of heart failure. Pneumonia may be

present without any of the classic signs (e.g., fe-
ver, elevated white blood cell count); instead, there
may be only nonspecific manifestations such as
confusion, lethargy, or weakness (16,129,130).

Caregivers must recognize that elderly patients
are at higher risk than younger patients for de-
veloping complications of illness and complications
of treatments. Because complications, especially
those related to drug interactions, drug toxicity,
nosocomial infections, and malnutrition, may be
severe and potentially fatal, expertise in their pre-
vention and treatment is important. Even while
a patient is in the midst of an acute problem that
is immediately life-threatening (e.g., respiratory
insufficiency) and is treated with some sophisti-
cated technology (e.g., mechanical ventilation), the
patient’s caregivers must also be concerned with
prevention of iatrogenic complications (7).

Certain psychological problems that are more
frequent with advanced age become particularly
significant when a patient’s physiological status
is already compromised. Impaired mental func-
tioning (whether due to cognitive or affective dis-
orders) may have serious implications for a pa-
tient’s ability to participate in treatment decisions
and may diminish the efficacy of some life-sus-
taining treatments. This heightens the importance
of caregivers’ knowledge about prevention, diag-
nosis, and possible treatment of psychological
problems.

It is essential that caregivers be able to fairly
assess each patient’s capacity to understand pro-
posed treatment options and to participate in treat-
ment decisions. They must be aware that a pa-
tient’s mental state may be influenced by a number
of factors such as drug toxicity or infection, that
the condition may be reversible, and that cogni-
tive impairment can never be dismissed as an
aspect of “aging” or ‘(senility. ”
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Effective treatment of depression or confusion
may facilitate an elderly patient’s cooperation with
life-sustaining treatments and thus improve their
efficacy. It is far easier and safer to administer
treatments such as dialysis or mechanical venti-
lation to a cooperative, lucid patient than to a dis-
oriented, combative one who continually attempts
to remove intravenous, nasogastric, or tracheos-
tomy tubes. Also, patients with improved mental
functioning are better able to communicate with
caregivers about symptoms they may experience
and, thereby, can assist in early detection of com-
plications.

When critically ill or diagnosed as terminally
ill, patients are at heightened risk for developing
new cognitive and affective problems as well as
exacerbations of existing conditions. Hospitaliza-
tion, especially in an ICU, is itself a risk factor for
developing certain types of cognitive dysfunction.
Psychiatrists and others have described a phenom-
enon termed “ICU psychosis, ” referring to a fairly
common occurrence wherein the stress of being
an ICU patient induces a temporary psychosis akin
to “combat fatigue” in soldiers (70,83,85,136). Phy-
sicians must recognize that elderly persons may
have less reserve to tolerate the stress engendered
by illness and ICU admission and thus may be
more likely to develop this iatrogenic condition.

For nurses and certain allied health personnel
who typically spend more time with patients than
do physicians, psychological expertise is also im-
portant. Such expertise can facilitate earlier de-
tection of problems; it can also enable caregivers
to exert more positive influence over the patient’s
subjective experience and to provide patients more
help in coping with stress (61,140). Over the last
decade, nurses have done much to define and sys-
tematize psychological expertise. They have de-
veloped nursing diagnostic categories to identify
and classify many types of patient problems re-
lated to coping and stress, and they have devel-
oped nursing management techniques to assist pa-
tients with psychological problems (86,87).

Humanities and Human Values

It is increasingly recognized that many clinical
problems cannot be understood solely in terms
of the biomedical and technical aspects that were

the foci of traditional medical education. The in-
troduction of the social and behavioral sciences
and, in general, broader concern for humanistic
issues represents significant change both in med-
ical education and in the education of other health
professions that sometimes take their lead from
medicine. Medical school admissions criteria (116),
curricula, and teaching methods are being reeval-
uated (11,20) and, in some cases, revamped in re-
action to such trends as ethical issues raised by
improved technology, the aging of the population,
more patients who wish to be active in treatment
decisions, pressure to contain or reduce costs, and
the threat of malpractice suits. The Standards for
Accreditation of Medical Education Programs
Leading to the M.D. Degree, as ratified by the
American Medical Association’s Liaison Commit-
tee on Medical Education in March 1985, state:

The curriculum cannot be all-encompassing.
However, . . . there should be presentation of ma-
terial on medical ethics and human values. . . . All
instruction should stress the need for students to
be concerned with the total medical needs of their
patients and the effect of social and cultural cir-
cumstances on their health. The students must
be encouraged to develop and employ scrupulous
ethical principles in caring for patients, in relat-
ing to patients’ families, and to others involved
in the care of the patients (13).5

A survey of medical schools conducted in 1980
to 1981 found that nearly all medical schools had
introduced courses in “humanities” or “human
values .“ What this means in terms of either con-
tent or commitment varies greatly from institu-
tion to institution. The range is from a 2-year post-
doctoral fellowship in Clinical Medical Ethics,’
and full-length required courses, to elective mini-
courses and informal methods such as “ethics
rounds.” This instruction may goon in the preclin-
ical years of medical school or during the clinical
years and subsequent training (especially during
primary care residencies). Formal courses in the
humanities range in focus from philosophical
ethics, clinical ethics, and death and dying; to his-

%imilarly, the National League for Nursing Standards of Accred-
itation for undergraduate and graduate programs in Schools of Nurs-
ing require evidence of ethics in the curriculum (1 13).

% 1986, the University of Chicago’s medical school instituted the
first such program.
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tory, law, art, literature, interviewing techniques,
and human sexuality (120).

The impact of such curricular innovations on
clinical practice is difficult to evaluate. Some ad-
vocates of humanities education say that its tim-
ing within the full medical school program and
the setting in which teaching occurs may have
substantial effect on its value. Others are skepti-
cal about any approach that simply adds formal
instruction in humanities and ethics to a system
in which professional selection and socialization
patterns continue to reinforce the status quo. At
a time when many believe the need for education
in ethics and human values is greater than ever,
unstable funding for these programs, much of
which has come from the National Endowment for
the Humanities and private foundations, threatens
the survival of many (40).

Death and Dying

Another new content area in medical education
important for caregivers to the critically and ter-
minally ill elderly is “death education.” Courses
in “death and dying” or “caring for the terminally
ill” (like broader humanities courses) have grown
out of recognition of the need for a more human-
ized approach to caregiving. They aim to coun-
terbalance the technical training of health profes-
sionals.

Death is viewed by many physicians not merely
as the enemy of the patient, but as the “dragon”
in their career-long “crusade to protect life” (98),
and as a symbol of their own personal defeat. One
physician’s editorial about his habit of attending
his patients’ funerals, therefore, attracted national
attention (79). More typical is the avoidance be-
havior depicted in the story in box 10-A.

It is hard to imagine that a physician who can-
not accept the death of a patient could help pa-
tients and families consider a life-sustaining tech-
nology ordeal with the dying process. Physicians’
personal and professional difficulty in dealing with
the death of their patients underscores the need
for education in death and dying.

A 1980 survey of all medical schools in the coun-
try found that 80 percent of responding schools
offered some formal death education, but that

very few of these courses existed before the early
1970s. Most schools offered only an occasional
lecture or “mini” course; the number of full-term
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courses was just 16. At most medical schools, at
least half of all students take the death and dying
offering (49). A sample medical school course (Uni-
versity of Washington) addresses the following
topics: personal attitudes toward death, patient
and family reactions to dying, role of the physi-
cian, role of the clergy, children and death, medi-
cal ethics in terminal illness, aging and death, grief
and mourning, symptom management, and inter-
disciplinary care of terminal illness (65).

The important role nurses play in the care of
life-threatened and dying patients has also been
recognized, as seen by inclusion of death educa-
tion in the nursing curriculum. “Nurses have the
potential to enhance understanding of death with
patients or to create even more problems for pa-
tients” (110). A survey of schools of nursing found
that by the late 1970s, 45 percent of the respond-
ing schools offered some instruction related to
death and dying (141). An elective course in ‘(dy-
ing and bereavement” at the University of Wis-
consin-Milwaukee nursing school includes these
issues: dealing with death, ethical and legal issues,
postdeath activities, grief and survivorship, and
community resources (139). Another example is
a 2-day training program for nursing home nurses
that aims to increase their knowledge about death
and dying and stimulate empathetic responses
(110).

A curriculum on death and dying has also been
proposed for allied health (50). The relevance of
such curriculum has been discussed for physical
therapists, occupational therapists, and some
other allied health professionals.

Almost no training is available now to help care-
givers deal with their own feelings of loss, grief,
and self doubt. They are left on their own to de-
velop coping strategies (34), which at times are
detrimental to their own well-being or may af-
fect their professional performance. Physicians’
responses to patients’ deaths may bring physio-
logical or psychological symptoms that can lead
to such negative behaviors as minimizing contact
with the patient or family, blaming others, and
turning to alcohol or drugs (114). The ability of
caregivers to resolve their personal feelings re-
quires the kind of understanding that death edu-
cation may help to provide.

Health Law

Courses in medical law and public policy also
have been added recently to the health profes-
sions curricula. Topics such as informed consent
and patient autonomy are often included. How-
ever, law courses for health professionals often
direct little attention to the substance and ana-
lytical approach of the law and give scant atten-
tion to physicians’ attitudes toward the law and
toward legal risk. One result is that “physicians
may unrealistically expect more certainty from
the law than they do from medical science” (84).

For physicians currently in practice, the main
source of information about the law is advice from
hospital lawyers and risk managers. Other sources
include articles in medical journals and legal ad-
vice columns, and “throw-away” journals that fre-
quently contain articles highlighting concerns
about malpractice. Although these are potentially
valuable teachers, each has been found to con-
tain occasional errors or biases that misinform
and mislead (84). Other problems have resulted
because “many lawyers advising . . . hospitals . . .
lack experience and training in health law and
have little familiarity with either medical practice
or hospital procedures” (17).

A potentially important source of information
about the law is continuing education; currently,
however, few continuing education courses de-
vote much attention to legal aspects of medicine.
One exception is the American Heart Association’s
(AHA) course to recertify physicians in CPR. The
handbook for this course includes advice concern-
ing decisions to resuscitate and when resuscita-
tion efforts should be terminated (84).

The lay press and media also provide health
professionals information about legal and ethical
matters. However, news coverage provides snap-
shots rather than a developmental view of events.
For example, there was much publicity surround-
ing the murder indictment of two California phy-
sicians who discontinued a patient’s life-sustaining

7However, some observers believe that the AHA recommenda-
tions are overly consecrative and so based on concerns about litiga-
tion that they are at odds with actual clinical practice. Discrepan-
cies between legal advice and clinical practice may intensify physician
uncertainty and cynicism about the law (84).
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treatment. But, the fact that the doctors were even-
tually exonerated received little attention. One re-
sult was a subsequent case involving physicians
who refused to disconnect a ventilator from a
braindead patient, even though this procedure
was expressly permitted by California law (84).

Decision Analysis

The ability to synthesize and interpret the im-
mense amount of information pertinent to com-
plex clinical decisions and to select from among
the many potential treatments is extremely diffi-
cult, and it is made ever more difficult as the
knowledge base grows. New techniques collec-
tively referred to as “decision analysis)” “medical
decisionmaking)” or “clinical decisionmaking” are
being developed to help systematize decisionmak-
ing processes and, in particular, to treat objectively
the persistent element of uncertainty (42,150).
Most proponents of these methods do not claim
that this kind of analysis can solve difficult clini-
cal decisions, but rather that physicians who
understand and appreciate statistical probability,
uncertainty, risk, and error can learn to approach
clinical decisions with greater clarity, objectivity,
and prognostic accuracy.

Decision analysis methods are quantitative; they
may use computers (as well as computerized data-
bases) and sophisticated mathematics, but also ac-
commodate issues of ethical values and cost. 8

The emphasis is on learning to structure complex
decision problems, evaluate data, and develop
strategies for reaching diagnostic or treatment de-
cisions. “Learning to think scientifically often in-
volves replacing common-sense views with more
rigorous analysis” (55). Theoretically, at least, a
physician applying decision analysis methods
would be more careful than to think, “If I put this
patient on a mechanical ventilator, he will prob-
ably die anyway.” Rather, a specific statistical prob-
ability would be computed, and its meaning in
relation to an individual patient understood. How-
ever, most proponents of these mathematical
models insist they are not yet ready for direct clin-

6A survey of members of the Society for Medical Decision Mak-
ing found consensus that the following topics were essential for
inclusion in introductory decision analysis courses for physicians:
Bayes’ theorem, decision trees, 2 x 2 tables, sensitivity and specific-
ity, utility, and ROC (“receiver operating characteristics”) analysis (57).

ical application—and many believe they never will
substitute for a physician’s clinical judgment. The
methods are not intended to be applied in cook-
book fashion that could permit physicians to
‘(stumble into counter-intuitive traps” (109).

Since the late 1970s, research and training in
decision analysis methods have all expanded rap-
idly. Courses have been introduced into the cur-
ricula of some medical schools, postgraduate train-
ing, and continuing medical education. At this
early point, the extent and effect on patient care
remain impossible to evaluate because what is
taught in different institutions varies greatly and
because much of this instruction is informal (56),

Technology-Specific Content

Much of the essential expertise associated with
the delivery of life-sustaining technologies to the
elderly is specific to the particular technology be-
ing used. Physicians must know the indications
and contraindications for the available technol-
ogies so that they may offer appropriate treat-
ment; they must also be able to recognize and treat
complications. Nurses and other personnel must
know how to apply the technology and assess pa-
tient response. Although the basic principles of
technology-specific expertise are the same regard-
less of the patient’s age, the application of these
principles is often more difficult with elderly pa-
tients than with other adults because of their more
complex patterns of illness. The presence of mul-
tiple diseases, including mental disorders, makes
the delivery of effective overall treatment an elu-
sive goal if personnel lack the knowledge that per-
mits anticipation, recognition, and response to the
special characteristics of many elderly patients.

For example, effective use of dialysis for elderly
patients requires knowledge of how certain coex-
isting chronic diseases may affect this treatment.
Vigorous hemodialysis, desirable because of in-
creased efficiency and shorter treatment times,
does not seem to be tolerated well by patients with
impaired cardiovascular function, who require
gentler treatments over longer periods of time.
The use of large fluid volumes for peritoneal dial-
ysis (desirable because of increased efficiency) is
associated with further compromise of lung func-
tion in dialysis patients who also have chronic ob-



Ch. 10—Manpower and Training ● 371

structive pulmonary disease (COPD). And dialy-
sis patients with diabetes may need to have their
insulin dosages adjusted; in fact, dosages of many
common drugs must be modified for dialysis pa-
tients (46,100). Another example of technology-
specific expertise is that needed to treat a COPD
patient on a ventilator who requires nutritional
support. To prevent a buildup of carbon dioxide
in the bloodstream, which would exacerbate the
patient’s respiratory condition, the diet should
avoid excess glucose (7).

Technology-specific information is very complex
and in some fields technological development is

very rapid (see app. C, “Future Developments in
Life-Sustaining Technologies”). It cannot be as-
sumed that all caregivers know what they should,
especially when the technological intervention is
for an elderly patient. Besides the limitations o f
some individual caregivers, there are serious limits
to the current knowledge base. Dialysis works,
but experts do not understand why (see ch. 7).
Caregivers may know well how to perform cardio-
pulmonary resuscitation and how to administer
mechanical ventilation, but the knowledge base
does not permit accurate prediction of the out-
come in individual cases.

INTERDISCIPLINARY COLLABORATION

Competent clinical decisionmaking regarding
the use of life-sustaining technologies frequently
requires the collective expertise of many profes-
sions and specialties. Assuming that all the neces-
sary subjects have been mastered, the remaining
challenge is to bring this expertise together on
behalf of a particular patient. The mechanism can
be formal, as in the case of a “nutrition support
team” or an “infection control team)” or informal,
but it always requires combinations of resources
(including time) and skills. Effective combinations
are difficult to establish, but without them, inter-
disciplinary care may be disjointed and inefficient
rather than coordinated and creative.

Conflicting Perspectives and Goals

Good clinical decisionmaking involves setting
treatment goals that are appropriate, realistic, and
acceptable to the key parties involved. Depend-
ing on their particular profession or specialty,
caregivers may have divergent frames of refer-
ence and sometimes different treatment goals that
can lead to different assessments of the patient
and different evaluations of the treatment options
(151). One component of decisionmaking skill,
therefore, is the ability to understand and appreci-
ate all pertinent perspectives and, sometimes, t o
resolve conflicts among the various participants
in the decisionmaking process. An especially dif-
ficult type of conflict would be a conflict between
a physician (or caregiving team) and a patient (or
the patient surrogate). Other conflicts might arise

when a physician or other caregiver is given
“orders” to administer a treatment he or she be-
lieves is inappropriate. This is frequently the case
when, for example, a resident is expected to carry
out decisions made by the attending physician
(154). Traditionally, nurses carried out physicians’
orders without being involved in the decision. In-
creasingly, nurses seek more responsibility and
the role of patient advocate, arguing that they may
know better than physicians what patients want
or what is best for patients (112). Also, the chang-
ing legal climate in which nonphysicians are in-
creasingly held accountable compels nurses and
others to question orders with which they dis -
agree (44). Disagreements among caregivers may
indicate that the patient is at the mercy of a poorly
reasoned decision. At best, such conflicts are bad
for caregivers’ morale.

Medical Perspective

.,. where the physician’s work does not afford
(at least in some symbolic sense) the possibility
of saving a life or restoring health through skill-
ful practice or losing them through ineptness, the
physician lacks some of the essence of physician-
hood (24).

Despite significant changes in medical schools
and in the social environment since the quote
above was published in 1961, the comment still
reflects medical culture today. The medical model
(which is the paradigm for most health education)
sets up physician and patient as doer and receiver;

63-216 0 - 87 - 10 : QL 3



372 • Life-Sustaining Technologies and the Elderly

the physician has the responsibility to do some-
thing and the patient has the expectation that
something will be done (137). The traits, habits,
and mental sets characteristically nurtured by
medical education perpetuate a perspective that
tends to “medicalize” problems and view all prob-
lems, including death, as treatalde.

. . . death is construed as a biosystem going awry.
The fatal illness is out of the patient control and
is operating as a tangible process, which becomes
the target of treatment. In result, death becomes
separate from the person who is dying. This hu-
man condition is inadvertently taken out of the
realm of social meaning and put in a framework
of normal versus pathological functioning. Here,
death becomes viewed as a chronic resistance to
life and is logically met with increased technologi-
cal management (137).

In the case of patients who are critically or termi-
nally ill, “physicians may adopt a hostile stance
by retreating to technology” (114).

I bent every effort to make sure that at the mo-
ment of death my patient had a normal white
count, hemoglobin, sodium, potassium, chloride,
carbon dioxide, and in fact to make sure that
everything I could measure was normal. Only in
that way could I convince myself that I had tried,
that I had done enough. My patients, when they
died, were the least sick dead patients one could
imagine. This was really a refusal to face the death
of a patient and a retreat to scientism, to technol-
ogy, and was a means of convincing myself that
I was performing important work in preventing
death. It convinced me, against the facts, that I
retained control (152).

Critical Care. -Critical and intensive care medi-
cine exemplify the traditional goals of medicine,
i.e., the cure of acute illness and the prolongation
of life. The treatments of choice are generally
treatments associated with the best case-fatality
rates or other measure of longevity. Critical or
intensive care personnel routinely use sophisti-
cated technology and equipment to diagnose, mon-
itor, and maintain function in a patient’s acutely
failing organ systems. They support organ func-
tion and maintain equilibrium during life-threaten-
ing events to give the patient’s own recuperative
abilities or definitive medical therapy an oppor-
tunity to act.

The exigencies and narrowly circumscribed
goals of critical care medicine may distort the per-
spective of physicians during the decisionmaking
process. Observers have alluded to the potential
for ICU patients to be viewed as biological sys-
tems to which technologies may be applied. One
intensivist has commented:

Much of current medical practice operates tan-
gentially to the goal of a happy and productive
life. . . . Measurements and monitoring are fre-
quently pursued as ends in themselves. Patients
are transformed into physiological preparations
as the norm of practice (128).

If the principal goal of critical care medicine is
to maintain biological function, then the decision-
making process may be reduced to a determina-
tion of whether technological intervention can
improve or stabilize the parameters of organ func-
tion. The database selected for decisionmaking
will consist of information related to this deter-
mination and may omit consideration of overall
probability of survival, return of function, or qual-
ity of life. Technologies may be applied because
they are available and not because they will im-
prove outcome.

Typically, critical care is provided within an ICU,
a stressful environment where time is always a
factor, decisions are always important, many pa-
tients are too ill to participate in decisionmaking,
and where nurses have a particularly important
role. ICU physicians and staff treat the urgent,
acute, and often complex problems of critically
ill patients; this causes their patterns of practice
to differ from those of their counterparts work-
ing on a general medical or surgical ward or in
an outpatient facility. The NIH Consensus Report
on Critical Care discussed this distinction with re-
spect to nursing care:

Nursing care in the ICU has an emphasis oppo-
site from such care on general services; The ef-
fectiveness of the ICU nurse is his/her knowledge
of all the details necessary to care for one or two
patients while the effectiveness of the general
service nurse rests upon his or her ability to di-
rect care delivery by others to numerous patients
(115).

The potential benefit from this type of speciali-
zation and division of labor is that caregivers may
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be able to use life-sustaining technologies more
skillfully and treat acute illnesses more effectively
and efficiently. Physicians who spend a great deal
of time in the ICU may have a better understand-
ing of both patients’ experience in the ICU and
the potential outcomes of intensive care (26). The
potential risk is that the narrow approach that
underlies this style of practice may adversely af-
fect the decisionmaking processes of ICU person-
nel by distorting their perspective on the patient,
that is, by causing them to look primarily at the
patient’s acute illnesses in terms of potential re-
versibility and not at the patient’s overall condi-
tion in terms of potential function and quality of
life (7).

Geriatrics.–Because chronic illness and phys-
iological decline cannot be cured and will remain
when an acute situation is resolved, geriatricians
have argued that traditional medical goals are not
appropriate for their patients. Geriatricians stress
that when the eradication of illness is not possi-
ble, improvement of function and quality of life
(as perceived by the patient) should be the guid-
ing principles (67,75,123,124,129).

Familiarity with chronic illness may make geri-
atricians particularly aware of the fact that life-
sustaining technologies sometimes increase the
average prevalence and duration of morbidity.
Antibiotics, ventilators, dialysis, nutritional sup-
port, and other life-sustaining technologies per-
mit many patients to survive acute episodes, but
survival is not always accompanied by improved
functioning and quality of life. A patient with pre-
viously asymptomatic atherosclerosis may, as a
result of intensive resuscitative efforts, survive
what otherwise would have been a fatal heart at-
tack; but he or she may suffer from chronic se-
quelae such as congestive heart failure and may
live long enough to develop other complications
related to atherosclerosis, such as a stroke (7).

Although there are no systematic data regard-
ing either how geriatricians make treatment de-
cisions or the particular decisions they make, it
is reasonable to expect that they (and primary care
physicians in general) would tend to behave differ-
ently than physicians who specialize in critical
care. In particular, one might expect that geriatri-
cians would be more likely to make decisions

aimed at improving outcome in terms of function
and quality of life, as opposed to mere survival.
Because acceptable levels of functioning and qual-
ity of life are highly personal and subjective judg-
ments, decisions based on these goals require that
physicians be especially sensitive to and respect-
ful of patients’ assessments of their current or
expected future condition and their wishes regard-
ing treatment.

Some people believe that, as primary care phy-
sicians, geriatricians might potentially improve
decisionmaking about admission to the ICU; or,
as consultants to other physicians, might improve
care within the ICU. A geriatrician might be able
to provide a more complete database for decision-
making; a geriatrician might also be more skilled
than other physicians at recognizing and inter-
preting unusual clinical presentations and more
experienced in the evaluation and management
of cognitive and affective changes frequently seen
in elderly patients. As primary care physicians,
geriatricians would probably be better acquainted
with patient value systems and personal prefer-
ences than intensivists who see patients for the
first time in the ICU (7).

Nursing Perspective

To a large extent, nurses use their skills to carry
out medical treatment prescribed by physicians.
However, nurses argue, there is a distinct ‘(nurs-
ing database” that informs nurses’ perspective on
a patient and that is essential to good care (66,
86,87). This database is comprised of information
about the patient’s physical signs and symptoms;
physical, cognitive, and emotional functioning; and
self-care abilities.

Functional assessment is a central component
in many nursing diagnostic categories: among the
nursing diagnoses approved by the National Con-
ference on Classification of Nursing Diagnoses,
for example, are activity intolerance, dysfunctional
grieving, and impaired mobility (66,86,87,117).
These diagnostic categories are used to identify
problems that are amenable to nursing manage-
ment. For example, nurses plan and implement
interventions to alleviate certain types of psycho-
logical and physical discomfort and dysfunction
and to prevent iatrogenic complications. In the



374 ● Life-Sustaining Technologies and the Elderly

acute or intensive care setting, nurses may inde-
pendently institute measures to help patients feed
themselves or to alleviate confusion by regularly
orienting them to time, place, and person.

In the critical care setting, nurses with geriat-
ric experience and training may be better able
than other nurses to fully address functional and
psychological problems in elderly patients. Some
geriatric assessment units that employ physicians
and nurses with geriatric experience to treat pa-
tients in acute care hospital wards have been able
to improve the functional status of certain patients
at discharge; as a consequence, some of these pa-
tients have not had to be discharged to other in-
stitutional settings. Nurses with geriatric exper-
tise might also be able to contribute to improved
outcomes in the intensive care setting (7).

Patient Goals

In many cases, patients have the same goals as
physicians and willingly consent to therapy de-
signed to achieve these shared ends; some patients
even prefer to defer to their physician and allow
him or her to make decisions in their best inter-
est. Occasionally, however, the patient and physi-
cian disagree as to what is in the patient’s best
interest. Under the informed consent doctrine (see
ch. 3), the patient’s opinion is definitive in such
cases.

The integration of principles of patient auton-
omy into the clinical decisionmaking process has
not been fully accepted by the medical profession.
Some physician authors have argued against
patient participation in clinical decisionmaking,
claiming that patients lack the experience and
professional knowledge needed for making in-
formed treatment decisions, and that it is unethi-
cal for physicians to allow patients to make “irra-
tional” choices (i.e., choices different from those
obtained using solely medical criteria) (18,19,48,
95). Some studies have indicated that decisions
about treatment often reflect physician author-
ity rather than patient wishes, and that physicians
do not always consider patient wishes when se-
lecting treatment (18,25,95). Because emphasis on
function and quality of life are basic elements of
geriatric training, health professionals with this
approach may be better able to promote patient

autonomy and patient satisfaction than physicians
with other orientations (7).

Effective Teamwork

The various professionals who are involved in
the care of a particular patient maybe an ad hoc
assemblage of individuals or they may be orga-
nized into a true health care team striving for com-
prehensive, appropriate, and coordinated care.
When teams function properly, they can have
many beneficial effects on patient care. Treatment
selection decisions can be based on a more com-
prehensive database than might otherwise be pos-
sible. Treatment plans of physicians, nurses, and
allied health personnel may be coordinated to en-
sure that all necessary treatments are delivered
and that caregivers do not duplicate each other’s
efforts or work at cross-purposes. A recent study
of more than 5,000 patients in 13 hospitals found
that interaction and communication between phy-
sicians and nurses in the ICU were related to sig-
nificantly reduced mortality (88).

Health care teams have no uniform composi-
tion or structure. The numbers and mix of care-
givers participating in the delivery of any tech-
nology varies from one setting to another and,
to a considerable extent, within settings of the
same type (74). Further, the specific roles, respon-
sibilities, and relationships of various professionals
is different in different institutions. In practice,
“team care” has often been invoked in instances
where “many hands” were necessary. There has
been “a lot of lip service given to the interdiscipli-
nary approach, ” but the fact that physicians and
nurses are working together does not necessarily
mean that they constitute a real team (36).

Health care teams may have either a hierarchi-
cal or a “collegial” structure. Typically, a physi-
cian is the team leader. In part, this reflects the
physician’s traditional status within the health care
system. Also, many physicians are reluctant to del-
egate and share responsibility because they ulti-
mately bear major legal responsibility for the pa-
tient’s care. Particularly in geriatrics, according
to the Director of NIA, a collegial team is much
preferred to a hierarchical one (153). The leader
of a collegial team is “the first among equals.”
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Most health care teams, whether focused on ger-
iatrics or critical care, make use of interdiscipli-
nary assessments. When a new patient is referred
to the team, each member examines and assesses
the patient with respect to his or her particular
field of expertise. Initial assessments are gener-
ally followed by treatment planning conferences
at which the team attempts to reach a consensus
regarding what treatments and interventions are
most appropriate for the patient. The benefits of
this approach for some patients have been dem-
onstrated. In one study of elderly patients in a
VA hospital, patients who were randomly assigned
to the geriatric assessment unit subsequently had
lower rates of mortality and of admission to nurs-
ing homes than the control group (132).

Each member of an interdisciplinary health care
team can provide valuable information for deter-
mining what treatment will be offered to patients.
Some of this information will be derived from the
team member’s technology-specific expertise.
Other information will be derived from technol-
ogy-independent expertise.

No systematic evaluations of the roles that non-
physicians play in treatment decisions have been
conducted; narrative accounts of team confer-
ences indicate that nonphysician professionals are
present at decisionmaking conferences but do not
describe the nature or extent of their contribu-
tion. Since physicians bear legal and professional
responsibility for most of the decisions that are
made, it is likely that they remain the controlling
influence; however, other members of the team
can participate in decisions regarding the selec-
tion and administration of life-sustaining technol-
ogies and even make certain types of decisions
independently.

In addition to benefiting the patient, an effec-
tive team is valuable as an educational milieu for
its members and is said to contribute to their mo-
rale (71). Critical care and geriatric specialists, psy-

chiatrists, neurologists, and pulmonary specialists,
nurses, dietitians, social workers, and others can
all share their expertise and experience and sup-
port each other through difficult intellectual and
ethical questions. Interdisciplinary team confer-
ences can also be used as a method for training
professionals to work in a team.

The potential pitfall of team care is that teams
can be inefficient. In medical emergencies, a team
may provide care (e.g., crash team), but there is
no time for team assessment or decisionmaking.
More generally, if the contribution of each par-
ticipant is not clear, team planning conferences
may become bogged down with the presentation
of redundant information, Teams that do not es-
tablish clear lines of decisionmaking authority and
attempt to make decisions by consensus may have
difficulty making decisions. Teams with a large
number of members or poorly defined member
roles are particularly susceptible to these prob-
lems (133).

It has become almost a watch word of GAUs
[Geriatric Assessment Units] to talk about team
care, but less has been said about the size and
interdisciplinary composition of the core team.
Teams may be very expensive and potentially in-
efficient. The solution appears to lie in using as
small a core team as possible and mobilizing a va-
riety of adjunctive specialists when appropriate
(133).

Despite general agreement that teamwork is es-
sential to good geriatric care (and claims that team-
work is one of the distinguishing features of geri-
atrics), training in team care has been inadequate.
The importance of such training has been stressed
by academic geriatricians who point out that act-
ing as a collaborator (instead of “the boss”) is not
a role that comes easy for many physicians; it is
something they must be taught to do (37). Lack
of training in team care has had the result that
the way teams frequently work is like “Who’s in
charge?” and “What’s the mission?” (97).
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THE IMPACT OF FEDERAL PAYMENT POLICIES ON THE
EMPLOYMENT AND TRAINING OF HEALTH PROFESSIONALS

General efforts to contain health care costs and
recent changes in Medicare’s hospital payment pol-
icies were described in chapter 2. So far, there
are only piecemeal data and anecdotes to describe
how these changes have affected the use of life-
sustaining technologies or the supply and train-
ing of health professionals.9 The changes that
are apparent suggest the powerful ability of the
Federal Government to influence through reim-
bursement policy—intentionally or not–where
and by whom life-sustaining technologies will be
delivered as well as opportunities for related clin-
ical training.

Employment Patterns and
Personnel Needs

Hospitals

Data from the American Hospital Association’s
annual surveys document sharp reductions in total
hospital employment from 1982 to 1985 (9) along
with even sharper declines in hospital occupancy
rates10 (146). Overall, the number of full-time-
equivalent health workers employed in hospitals
(over 3.8 million in 1982) declined by 1 percent
from December 1982 to December 1983, by over
2 percent in 1984, and again by over 2 percent
in 1985 (9). Experiencing some of the sharpest
drops in employment were licensed practical
nurses and ancillary nursing personnel, dietitians,
and dietetic technicians.

In general, changes in hospital staffing patterns
reflect the increase in average “intensity of care”
that has occurred over the past several years. Em-
ployment of less-trained hospital personnel has
been reduced, while highly trained personnel have
experienced substantial gains in employment nation-
wide. Registered nurses, pharmacists and phar-
macy technicians, social workers, and, especially,

qt takes about 3 years for the effects of changes in reimburse-
ment policy to be documented in data because of variations in the
start of hospitals’ fiscal years (when they start to use the new sys-
tem) and time needed for the Health Care Financing Administration
(HCFA) or others to collect and analyze the data (73).

‘[’Labor costs constitute roughly two-thirds of all hospital costs
(90).

respiratory therapists are examples (146). There
are, however, important variations across occu-
pations, types of hospitals, and geographic areas.

As pressure mounts to release patients quickly
(i.e., either to discharge them from the hospital
or to transfer them to less intensive care), the pa-
tients who must remain in the hospital and in the
ICU tend to be, on average, sicker. They require
more nursing care, more physician services, and
more technology (32). In community hospitals of
all sizes, the staff-to-patient ratio increased be-
tween 1983 and 1984 (146).

Cost-containment pressures and demographic
changes are creating a hospitalized elderly popu-
lation that is not only sicker, but also, on average,
older than before, Health Care Financing Admin-
istration (HCFA) data for 1981 and 1984 reveal
higher proportions of patients in all age groups
over 75 (39) and, among all hospitalized Medicare
patients, an overall average increase in age of
about 6 months (125). This finding highlights the
need to upgrade geriatric expertise among hospi-
tal staff generally.

Changes in the relative numbers of different
kinds of professionals within the hospital bring
changes in roles and responsibilities. Because of
overlap in the training of personnel at different
levels, more highly trained personnel are fre-
quently able to perform many of the tasks of lower
level personnel. The reverse, however, is not true.
Consequently, some lower level personnel may
be seen as dispensable, and the more highly
trained personnel who are retained may be re-
quired to assume new or additional roles within
and/or outside their own specialty. When the ICU
census is low, for example, it is common practice

(and “can be a source of disillusionment, frustra-
tion, and increased stress”) to “pull” critical care
nurses from the ICU and reassign them to other
units (29).

The extent to which changes in hospital staff-
ing patterns have reduced cost and improved effi-
ciency or, alternatively, reduced the quality or
availability of care is not known; the potential ex-
ists, however, for all these effects. Also, shifts in
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roles and responsibilities from one profession to
another are likely to necessitate new or additional
in-service training. At the same time, reduction
in the numbers of personnel and incentives for
increased productivity leave less time and fewer
resources to do this training. Unstable hospital
staffing levels and patterns and changed respon-
sibilities also create interdisciplinary competi-
tion” and fears of layoff or unemployment that
may affect staff morale.

Nursing Homes

The growth of the elderly population, especially
the population over age 85, and pressures for early
hospital discharge have dramatically increased the
need for beds in skilled nursing facilities (SNFs).
It is projected that the total need for nursing home
beds (in all kinds of facilities) will soon double,
from 1.55 million to 3 million. This includes ex-
pected growth in SNF beds of 8 percent between
1986 and 1987 alone (30). Obviously, more oc-
cupied nursing home beds create the need for
more nursing home personnel.

Another change with important implications for
both personnel and training is that some nursing
homes are beginning to provide a higher level of
care than they provided in the past. The use of
life-sustaining technologies that were already avail-
able in a few SNFs (e.g., total parenteral nutrition
and dialysis) is expanding, and other technologies
that are new within this setting (e.g., mechanical
ventilation) are being introduced. At least one na-
tionally known proprietary chain reports that it
is increasing the size of its nursing home staff and
training employees to provide higher levels of pa-
tient care (126).

Personnel and training needs in nursing homes
are closely tied to Medicare decisions about which
technologies to cover in the nursing home setting
and the extent to which the level of reimburse-
ment gives nursing homes sufficient financial in-
centives to make this care available. Some observers
believe, for example, that Medicare payment for

‘]Such changes also fuel interprofessional rivalries when one
profession is viewed as “encroaching” on the professional territory
of another or where there exists “an environment of insecurity that
has forced [some professions] to scurry around” in a frantic effort
to justify their existence to hospital administrators (5 l),

total parenteral nutrition (TPN) is too low (43). In
general, Medicare criteria for payment of life-sus-
taining treatments outside the hospital are com-
plex, restrictive, and subject to variation in inter-
pretation by claims reviewers (91).

To the extent that Medicare fails to cover or
provides inadequate coverage for nursing home
patients requiring life-sustaining technologies,
Medicaid policies will become increasingly impor-
tant. Under Medicaid, States have considerable
influence over what technologies will be covered
and, thus, what personnel will be needed in nurs-
ing homes. To accommodate patients dependent
on life-sustaining technologies, a few States have
augmented skilled nursing care with a new cate-
gory of “very skilled nursing care.” For example,
Illinois’ public Aid Code has been amended to in-
clude coverage for “exceptional medical care, ” de-
fined as follows:

. . . the level of medical care required by persons
who are medically stable for discharge from a hos-
pital but who require acute intensity hospital level
care for physician, nurse and ancillary specialist
services.

—Illinois Public Aid Code, Sec. 5-I.1

It is generally acknowledged that many nurs-
ing homes are not adequately staffed to provide
complex services. To care for greater numbers
of patients who need complex services, nursing
homes would require higher staff-to-resident ra-
tios and staff training (3 I). Provision of more com-
plex services in nursing homes also has implica-
tions for personnel who are not based in the
nursing home (e.g.,  respiratory therapists and
nephrology social workers) but who will increas-
ingly be asked to care for patients in this setting,
The extent to which hospital personnel may be
moving into nursing homes is not known, but this
may be an important factor as hospitals and nurs-
ing homes establish closer ties,

Home Health Care

The effects of cost-containment on changing em-
ployment patterns and requirements are perhaps
nowhere more apparent than in home care. In-
dustry experts predict the high-technology seg-
ment of home care will grow very rapidly and
dramatically (58,91). As both investor-owned com-
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panics and hospitals expand into the home care
market, there will be a significant impact on the
use of and need for highly skilled personnel in
the home.

Historically, registered nurses, licensed practi-
cal nurses, and home health aides, through their
participation in public health agencies and visit-
ing nurse associations, were the central figures
in home health care programs. Today, nurses are
still crucial, but other professionals and specialists,
including respiratory therapists and intravenous
therapy nurses, have been added to the home
health care team. Also, for those health profes-
sionals who are accustomed to working in home
care, there are new responsibilities and training
needs associated with caring for patients who are
often more acutely ill and who require high-tech-
nology care.

Clinical knowledge generally transfers well from
the hospital to other settings, but in the home some
special problems arise which health professionals
must be prepared to handle. For example, sup-
plies and equipment may not be readily available
in the home, or there may be problems maintain-
ing sterile conditions. These are exigencies that
should be addressed in professional training or
for which some type of provision must be made
in practice. otherwise, the quality of patient care
is likely to suffer. The most important factors are
probably lack of standards (102); lack of supervi-
sion; and lack of interaction with colleagues and
advisors who would provide stimulation, infor-
mal peer review, and consultation.

Medicare coverage of life-sustaining technol-
ogies and the personnel who can provide them
in the home is restricted and complex. To be eligi-
ble for any home health care benefits under Medi-
care, an individual must be homebound, must be
under the care of a physician, and must require
“intermittent” (and not full-time) skilled nursing,
physical therapy, or speech therapy. For some
technologies, Medicare regulations have not been
issued; some regulations have been repeatedly
modified to meet changes in technology; others
are open to different interpretations by individ-
ual claims examiners.

Another problem is the uneven treatment by
Medicare of different technologies in the home.

Allowed charges for dialysis and the personnel
who provide it, for example, are at least 80 per-
cent reimbursed by Medicare; mechanical venti-
lation is similarly covered, but respiratory ther-
apists are not; and intravenous antibiotic therapy
is specifically excluded from Medicare home
health benefits. Nursing services associated with
intravenous antibiotic treatment could be covered,
but this technology often requires more than in-
termittent nursing care (74). TPN and enteral nu-
trition can be covered in the home under the Medi-
care Part B prosthetic device benefit, but not
under the Part A home health benefit. Thus, an
approved home health agency that offers these
treatments ceases to function as a home health
agency; rather, it is seen by HCFA as a prosthesis
supplier and, therefore, can receive no additional
reimbursement for personnel.

Medicare reimbursement levels for technologies
in the home are related closely to charges for the
devices and equipment and do not include allow-
ances for the nonphysician personnel whose serv-
ices are necessary components of the technology
(80). This situation may affect the quality of care
patients receive in the home because home health
agencies and durable medical equipment compa-
nies are encouraged to reduce either the num-
ber of visits to the patient’s home or the skill level
of caregivers.

Clinical Training

All of the professions involved in the implemen-
tation of life-sustaining technologies require su-
pervised clinical experience, ranging from infor-
mal on-the-job training for certain technicians to
multiyear clinical residencies for physicians. Tradi-
tionally, in medicine, nursing, and the allied health
professions, acute care hospitals have been the
main site for clinical training.

Medicare, from its inception, has provided sup-
port for graduate education for physicians, diplo-
ma nursing schools operated by hospitals, and cer-
tain allied health programs operated by hospitals.
Through payments for patient care and payments
explicitly for education, Medicare is the single most
important source of support for health profes-
sions education in hospitals. HCFA estimates that
Medicare reimbursement for patient care alone
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provides approximately one-third of all support
for health professions education in hospitals (144).
Thus, Medicare payment policies have important
effects on what training is available now and what
will be available in the future.

In 1974, Medicare established annual cost limits
on reimbursement for certain routine hospital
costs. Because of recognition that routine hospi-
tal costs were higher in teaching hospitals, an ex-
ception was made to exclude the extra (education-
related) costs from Medicare’s cost limits. Begin-
ning in July 1979 and 1980, respectively, the di-
rect and then the indirect costs of education 12
were allowed to “pass through” the cost limits.

Under Medicare’s Part A prospective payment
system for hospitals mandated by the Social Secu-
rity Amendments of 1983 (Public Law 98-21), di-
rect and indirect costs of education remain pass-
through items. The President’s fiscal year 1986
budget, however, included proposals: 1) to freeze
Medicare payment for the direct costs of medical
education at the level received in the reporting
year ending in 1984, and end all new funding for
Title VII and Title VIII programs; and 2) to cut
Medicare payment for the indirect costs by 50 per-
cent and change the basis on which costs are com-
puted. A near-freeze (an increase for inflation plus
1 percent) was implemented through administra-
tive authority and has been in effect since July
1985. The fiscal year 1986 budget reconciliation
act (Public Law 99-272 or “COBRA”) omitted the
freeze on direct costs and reduced reimbursement
for indirect costs by approximately one-third
rather than by one-half. The President’s original
budget proposals for 1987 sought to end payment
of all direct costs of training except the salaries
of interns and residents; this would eliminate all
Medicare support for training in nursing and in
allied health, as well as all overhead costs associ-
ated with training of residents. In its final form,

IWhe direct  costs of health professions education include sala-
ries for faculty, support staff, and residents; conference and class-
room space; additional equipment and supplies necessitated by teach-
ing activities. The inclirect costs of medical education (a proxy for
the added complexity of care in teaching hospitals) include reduced
productivity in patient service departments, more complex hospital
management, and the higher utilization of ser~’ices  and tests per-
formed in teaching hospitals (14-$).

the President’s budget still sought to cut the in-
direct costs (108).

Unless alternative funding can be found, reduc-
tions in Medicare support will substantially re-
duce the ability of hospitals to maintain current
levels, diversity, and quality of education and train-
ing. Although such reductions are one way to re-
duce the projected overall physician surplus, the
specialties and professions in which there are
present shortages will also be affected and, in-
deed, might be hit the hardest. Specialties and
professions that generate relatively little in patient
care fees (e.g., family practice and some allied
health programs) would become much harder to
subsidize out of reduced payments (144); and new
programs, including geriatrics, are more likely
than well-established ones to be targeted (108).

Public Law 99-272 exempts geriatric programs
from the reimbursement limits placed on gradu-
ate medical education in other specialties. Gener-
ally, Medicare reimbursement to hospitals for di-
rect costs of medical education is limited to a
maximum of 5 years per trainee (the minimum
number of years of formal training to satisfy spe-
cialty requirements for initial board eligibility, plus
1 year). Since fellows in geriatrics must complete
a residency in a primary specialty (internal medi-
cine, family practice, or psychiatry) before com-
mencing geriatric training, it appeared that geri-
atric training was categorically disqualified for
Medicare support. The exception for geriatrics
extends the “initial residency period” that is eligi-
ble for Medicare funds for up to 2 years. While
such special attention to geriatrics is noteworthy,
the exemption does not actually change the reim-
bursement for geriatrics; it protects the reim-
bursement that was already available. ”

Medicare’s prospective payment system also af-
fects in-hospital training of physicians, nurses, and

‘3Hospital  administrators and others who control decisions about
how many training positions are allotted to each specialt} hale  strong
incentives to fat’or those specialties for which Xledicare  reimburse-
ment covers the actual costs of training, Inclusion in the reinlburse-
ment formula of a measure of hours worked in the hospital results
in relati\’el}’  poor reimbursement for geriatric trainees, u’ho mav
spend much of their time in other facilities. Thus, despite the ex-
emption for geriatric fellottships, geriatric training slots are still
likely to be pm-ceiled  as financial liabilities in the total hospital training
program,
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allied health personnel. Hospitals and departments
that have a tradition of subsidizing training
through payments for patient care, particularly
nonprofit hospitals, may find this unfeasible un-
der prospective payment and the changes occur-
ring in Medicaid and private health insurance. Pro-
spective payment provides hospitals incentives to
reduce all costs, especially affecting those train-
ing programs in which educational costs cannot
be separately identified for direct support. Thus,
hospitals are now actively reviewing their train-
ing programs in relation to productivity and effi-
ciency of operations (74).

The Bureau of Health Professions of the Health
Resources and Services Administration conducted
a pilot study to assess the impact of Medicare’s
prospective payment system on clinical education
programs in medicine, nursing, and other health
professions (64). Site visits to hospitals in four
geographic locations revealed decreased patient
census, shorter lengths of stay, sicker patient pop-
ulations, and increased emphasis on staff produc-
tivity. One result is increased competition among
the professions for clinical access in hospitals. Per-
sonnel employed by the hospitals visited were
found to have less time to spend teaching or su-
pervising students. Hospitals were beginning to
require payment for staff time spent in teaching

activities, or were reducing their involvement in
teaching programs. Clinical programs in all the
professions reported problems in providing the
appropriate number and mix of patients with
which students can obtain the necessary experi-
ence to complete their training. Shortened lengths
of stay may also preclude the kind of comprehen-
sive workup and monitoring that is frequently im-
portant in training.

In a 1985 survey, 79 percent of the more than
2,500 responding allied health education programs
said that Medicare’s prospective payment system
for hospitals had had a “strong” impact on their
clinical education program. The majority of pro-
gram directors said the effects of the payment
system were mixed, but 14 percent said the effects
were entirely negative. Seventeen percent of the
program directors reported that their clinical edu-
cation programs were inactive or closed (10).

Efforts are underway to expand education and
training into alternate clinical sites. However,
financing is problematic because third-party pay-
ers have not traditionally covered costs related
to education in nonhospital sites. Also, increased
competition has constrained the willingness of
organized outpatient systems like health mainte-
nance organizations and home care agencies to
incur these costs.

EVOLVING CREDENTIALS

Virtually all commentators agree that licensure
and certification are needed to set standards for
health care and to protect the life and safety of
patients. There are, however, continuing con-
troversies over the desirable degree of regulation,
what should be regulated, and the frequency of
licensure, certification, and accreditation review,
Licensing is governed by the States, certification
and accreditation by the professional agencies.
Public programs, including Medicare, often adopt
these standards as a basis for reimbursement (74).

All 50 States license physicians, registered
nurses, practical nurses, and physical therapists.
Some States also license nurse practitioners, so-
cial workers, and occupational, speech, and res-
piratory therapists. Certification is granted by
professional boards and associations and serves

to identify those practitioners who have met stand-
ards of special competence in a particular spe-
cialty area, Certification generally is not a require-
ment to practice; however, many hospitals use
certification status as a standard in hiring or in
granting staff privileges.

The objectives of credentialing health profes-
sionals extend beyond quality assurance. These
objectives are diverse and may lead to disagree-
ments about the need for certain credentials, in-
cluding those now available to physicians in geri-
atr ics ,  cr i t ica l  care ,  and some al l ied heal th
occupations. Frequently, a profession seeks cer-
tification and licensure to “professionalize” itself
and set entry barriers, to maintain and enhance
income and prestige (74). Health care institutions,
including hospitals, nursing homes, and home care
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companies realize that hiring professionals with
special credentials, besides presumably assuring
or improving quality of care, may offer economic
advantages in the increasingly competitive and li-
tigious health care environment. Such economic
advantages, however, must be weighed against
the higher costs associated with employing peo-
ple with special credentials. Information presented
below on the current status of credentials for
health professionals involved in the care of life-
threatened elderly persons suggests how rapidly
change is occurring.

Credentials in Geriatric Medicine
and Nursing

There has been much debate about whether or
not geriatrics constitutes a distinct body of knowl-
edge; where geriatrics belongs (e.g., as its own
specialty, within internal medicine, or within fam-
ily practice); and whether or not a distinct creden-
tial should be created to recognize competence
in this field. In the absence of a credentialing sys-
tem for geriatrics, there has been no way to iden-
tify physicians who have had geriatric training,
no assurance that the geriatric training obtained
in different institutions meets comparable stand-
ards, and no way to reliably estimate the current
supply of geriatricians. Also, without a geriatric
credential, the developing body of geriatric knowl-
edge can be rather easily dismissed by the unini-
tiated or, perhaps worse, claimed by the oppor-
tunist.

The Institute of Medicine’s 1978 study of geri-
atric education (77) recommended against crea-
tion of specialty certification in geriatrics. Agree-
ing with the official position of the American
Geriatrics Society, the Institute of Medicine con-
cluded that geriatric education should be main-
streamed and that the care of the aged should
be the responsibility of appropriately trained pri-
mary care physicians. The Institute further stated
that creation of a new medical specialty in geriat-
rics could draw attention, energy, and resources
from nursing and the other health professions in-
volved in caring for the elderly, suggesting a “med-
ical solution to a largely social problem.” The Asso-
ciation of American Medical Colleges and the
Federated Council for Internal Medicine (59) were

among the other bodies that officially opposed cer-
tification in geriatrics.

Since 1978, the science base and clinical impor-
tance of geriatric medicine have grown substan-
tially. Recognizing this, in 1985 the American
Board of Medical Specialties authorized the Amer-
ican Board of Family Practice and the American
Board of Internal Medicine to offer certificates
of added qualifications in geriatrics. The two spe-
cialty boards are working together to develop a
joint examination, with plans to offer it for the
first time in spring 1988 (122). Both boards have
emphasized that in offering this certification, they
are not creating a new subspecialty of geriatrics
in family practice or internal medicine, but are
simply creating a mechanism for recognizing merit
and achievement in geriatrics.

Applicants for the certificate in geriatrics must
first be certified by the American Board of Fam-
ily Practice or the American Board of Internal
Medicine. In addition, internists must either have
completed a geriatrics training program, an ad-
vanced general medicine training program with
emphasis on geriatric medicine, or have 4 years
of experience beyond their general medical train-
ing. (Internists already certified in a subspecialty
will need only 1 additional year of training. )
Specialists in family practice must also first com-
plete approved geriatrics training. Geriatrics train-
ing programs will be evaluated and accredited by
the residency review committees for internal
medicine and family practice.

The American Nurses’ Association offers cer-
tification in 17 areas, including a generalist cer-
tificate in gerontological nursing and a certificate
for geriatric nurse practitioners. The generalist
certificate in gerontological nursing, available
since the mid-1970s, is offered to licensed regis-
tered nurses who have successfully completed a
standardized test and 2 years of clinical experi-
ence with the elderly. The geriatric nurse practi-
tioner certificate is offered only to licensed nurse
practitioners who have a master’s degree in nurs-
ing and who have completed at least 9 months
or 1 academic year of clinical and didactic train-
ing in a program that meets American Nurses’
Association guidelines.
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Although certification in geriatrics has been
available to nurses for a number of years, ques-
tions remain about the level of competence these
credentials represent (53). For programs leading
to the generalist certificate, no specific didactic
or clinical training in geriatrics is required and
there is no formal system for accrediting the in-
stitutions providing the geriatric clinical experi-
ence. The focus of the generalist certificate, both
in the content of the exam questions and in the
eligibility requirements to sit for the exam, is long-
term care of the elderly; competence in the care
of the acutely or critically ill elderly is not evalu-
ated. Similarly, nurse practitioner training and
testing does not emphasize critical care nursing.

Credentials in Critical Care
Medicine and Nursing

In 1985, the American Board of Medical Spe-
cialties approved a subspecialty of critical care
medicine within each of critical care’s parent med-
ical specialties. Physicians who are first certified
by either the American Board of Internal Medi-
cine, Anesthesiology, Surgery, Neurological Sur-
gery, or Pediatrics may seek certification of spe-
cial competence in critical care medicine, Each
board will have its own training requirements and
separate examinations (118). In addition, the Amer-
ican Board of Emergency Medicine has applied
to the American Board of Medical Specialties for
approval of certification of added qualifications
in critical care for specialists in emergency medi-
cine (111). In most medical specialties, certifica-
tion in critical care will be valid for 10 years (68).

Certification in critical care nursing has been
offered by the American Association of Critical-
Care Nurses’ Certification Corp. since 1975. Any
registered professional nurse with current regis-
tered nurse licensure and at least 1 year (1,750
hours) of experience practicing as a registered
nurse in the care of the critically ill is eligible to
apply. More than 23,000 registered nurses have
passed the written certification examination, earn-
ing the credential of critical care registered nurse
(CCRN) (44). This certification is recognized for
3 years, after which recertification applicants must
provide proof they have completed specified con-
tinuing education or repeat the written examina-

tion. The American Nurses’ Association has not,
to date, approved critical care as a specialty (69).

Technology-Specific Credentials

Dialysis

Nurses and technicians may be certified in
hemodialysis through the Board of Nephrology
Examiners. However, the American Nephrology
Nurses Association does not endorse that exami-
nation and is preparing a new, more comprehen-
sive examination in nephrology. This will be pilot
tested in May 1987 and is expected to be offered
later that year to registered nurses who are
licensed in the United States and who have at least
2 years’ experience in the field of nephrology (119).

Dialysis technicians receive extensive on-the-job
training, but there are few formal training pro-
grams and no accrediting agency. Technicians are
not required to be licensed, registered, or certi-
fied, although they may take the examination in
hemodialysis offered by the Board of Nephrology
Examiners.

Nutritional Support

Registered nurses may earn certification in
parenteral and enteral nutrition through the Na-
tional Board of Nutrition Support Certification,
created in 1984. The first examination for certifi-
cation in parenteral and enteral nutrition nurs-
ing was given in June 1985 to 100 applicants.

Dietitians who specialize in nutritional support
must meet the American Dietetic Association’s re-
quirements for registration. These requirements
include the completion of a 4-year university
course in dietetics, nutrition, or food service man-
agement; clinical experience; and a passing score
on a written examination. Every 5 years, dietitians
who specialize in nutritional support must also
complete 75 hours of continuing education. Reg-
istered dietitians may join the special practice
group of the American Dietetic Association known
as “critical care dietetics.” It is expected that a proc-
ess for dietitians to be certified in nutritional sup-
port will be set up very soon, and that the first
examination may be offered in spring of 1988, As
for nurses, this certification would be through
the National Board of Nutrition Support Certifi-
cation (63).
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Pharmacists who specialize in nutritional sup-
port have completed either a 5-year baccalaure-
ate program or postgraduate work for the doc-
toral  degree  (Pharm.D.) .  Nutr i t ional  support
pharmacists are currently working with the Amer-
ican Pharmacy Association’s Board of Pharmaceu-
tical Specialties to establish a process for certifi-
cation in parenteral and enteral nutrition. They
hope to have this process in place by 1988 (28).

R e s u s c i t a t i o n

The American Heart Association has developed
medical standards for certification in both basic
life support and advanced cardiac life support.
Courses that meet these standards are offered to
all health professionals (and to the lay public) by
hospitals, other training centers, and by the Amer-
ican Red Cross. Individuals who complete the
training are certified in basic or advanced life sup-
port. Certification and annual recertification is rec-
ommended for physicians and nurses; however,
requirements vary widely from State to State, in-
stitution to institution, and for different health
professionals. In most States, certification in resus-
citation is not a condition for physician licensure
(99). Some hospitals, however, make current cer-
tification in basic or advanced life support a con-
dition for physician staff privileges; some require
certification only for their ICU and emergency
room staff (8).

The U.S. Department of Transportation devel-
oped and approves all basic training programs for
emergency medical technicians (EMTs). This is a
standardized, 81-hour course given by many po-
lice, fire, and health departments, and by some
hospitals, medical schools, colleges, and universi-
ties. Individuals who have been certified in the
basic EMT program may go on to train as EMT-
paramedics. This training includes didactic clini-
cal instruction, in-hospital practice, and a super-
vised field internship totaling approximately 1,000
hours (76). A certificate and/or associate degree
is awarded on completion of training, and gradu-
ates are then eligible to sit for the certification
examination. Recertification is required every 2
to 3 years (2). Some States require EMT-paramedics
to pass additional tests for certification or licen-

sure. A registration examination is administered
by the National Registry of Emergency Medical
Technicians. EMT-paramedic training is subject
to approval by the American Medical Association’s
Joint Review Committee on Educational Programs
for the Emergency Medical Technician-Paramedic
(76).

M e c h a n i c a l  V e n t i l a t i o n

The respiratory therapist is usually a graduate
of a 2-year associate degree program of a com-
munity college. Some hospitals offer 2-year cer-
tification programs, and some colleges and univer-
sities offer a baccalaureate degree in respiratory
therapy. In addition to classroom work, a mini-
mum of 1,000 hours training in a clinical setting
is required (2). Registered nurses and others who
have a baccalaureate degree in an appropriate sci-
ence can complete training in 1 year (106). Indi-
viduals who complete a program approved by the
Joint Review Committee for Respiratory Therapy
and who pass the examination of the National
Board for Respiratory Therapy receive the creden-
tial of registered respiratory therapist (RRT). Licen-
sure provisions currently exist in approximately
four States and are being sought in some others.

Respiratory technicians must complete a 10-to
12-month training program. Most of these are
based in hospitals or technical-vocational schools
(3). A graduate who passes the technician level
examination of the National Board for Respiratory
Therapy becomes a certified respiratory therapy
technician (CRTT).

L i f e - S u s t a i n i n g  A n t i b i o t i c  T h e r a p y

In general, intravenous life-sustaining antibiotics
may be administered by any registered nurse.
There is a specialized credential in intravenous
therapy, h o w e v e r ,  a n d  s o m e  i n s t i t u t i o n s —
especially nursing homes and home care providers
—require it.  Since 1983, about 600 registered
nurses have attained the credential of “certified
registered nurse, intravenous” (CRNI) through the
National Intravenous Therapy Association. The
basic requirements beyond registration are 2 years
of specialty practice and passing the certification
examination (107).
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FINDINGS AND

Many issues related to the quality, availability,
and cost of life-sustaining care, as well as issues
that bear directly on treatment decisions, a r e
directly linked to the supply of pertinent health
professionals and to the content of their educa-
tion and training. This chapter has focused o n
topics that concern both the primary care and
critical care specialties. Federal policies have direct
and indirect effects on a wide range of manpower
and training issues, ranging from employment op-
portunities in professions that are “technology-
dependent” to questions about the adequacy of
education and training in geriatrics and the feasi-
bility of providing complex care in nursing homes.

Several major conclusions can be drawn from
this analysis. First, there is a severe shortage of
physicians, nurses, and allied health professionals
with expertise in geriatrics and gerontology. De-
spite direct Federal support for education and
training in geriatrics, and increased public and
professional awareness of its importance, the late
start and persistent recruitment problems in ger-
iatrics, together with the rapidly increasing elderly
population, mean that the shortage of health pro-
fessionals with expertise in geriatrics will prob-
ably persist. Reduced funding for health profes-
sions education would threaten what advances
have been made and impede further progress.

Moreover, although a large number of geriat-
ric patients receive care in an ICU, little or no
crossover has occurred in the training of geriat-
rics and critical care personnel. There has been
no formal initiative to integrate geriatrics and
gerontology into the training of critical care phy-
sicians and nurses, and training focused on geri-
atrics seldom includes experience in critical care.
The lack of integrated training in critical care and
geriatrics may hinder communication among care-
givers and may lead to inappropriate treatment.

The need for rapid expansion of the supply of
geriatric specialists, expenditure of public funds
and resources to accomplish this, and the recent
dramatic changes in credentialing make research
on geriatric manpower important. It would be use-
ful, and potentially cost-effective, to have infor-
mation for evaluating the response of students

IMPLICATIONS

and practicing health professionals to the new
educational and career opportunities in geriatrics
and to any incentive programs that might be in-
stituted to stimulate recruitment to geriatrics.

The curricula in medicine and nursing in gen-
eral and, to a lesser extent, the allied health profes-
sions are beginning to change in response to the
aging of the patient population, ethical problems
posed by life-sustaining technologies, rapid devel-
opment of new knowledge, and cost constraints.
Newly introduced subjects including the human-
ities, death and dying, health law, and medical deci-
sionmaking share problems of uneven institutional
commitment, limited and undependable funding,
inadequate faculty, and competition for curricu-
lum time. The effects of curriculum change on
patient care have, for the most part, been un-
evaluated.

Significant changes are occurring in staffing pat-
terns within hospitals and other health care in-
stitutions. Some professions are experiencing lay-
offs; others have an increased workload and/or
improved employment opportunities. Further
staff reductions in certain categories are expected
to be revealed as the effects of prospective pay-
ment are documented. Changes in staffing pat-
terns have implications for the amount and qual-
ity of care it is feasible to provide. If personnel
reductions occur on a large scale, unemployment
problems must also be considered. With relative
changes in personnel also come new or changed
roles and responsibilities that may create the need
for new or additional training.

Shifts in the settings in which life-sustaining
technologies are provided also have important im-
plications for employment patterns. For many cat-
egories of personnel, employment opportunities
in hospitals are being reduced; other areas show
strong growth. Nursing homes and home care
agencies are beginning to provide more skilled
care and, thus, will need additional highly trained
personnel, Some health professions students and
practitioners need special training to work in set-
tings in which they are new and/or where acutely
and terminally ill elderly patients are new. Such
retraining could potentially assist displaced health
professionals and improve patient care.



A patient population that is older and sicker,
plus changes in the site of care and changes in
staffing patterns, bring substantial changes in the
care that is needed and the resources necessary
to provide it. Such fundamental changes raise
questions of quality assurance and create the need
for continuing education of health professionals.

Interdisciplinary collaboration and effective
teamwork cannot be assumed. Although there has
been much talk about health care teams, and there
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is much evidence of their benefits, there is little
training to make such teamwork a reality.

FinaIly, caregivers to severely ill elderly patients
are under severe stress that can lead to dysfunc-
tional behaviors, including diminished job per-
formance. Health professions education poorly
prepares caregivers to deal with death in a way
that is most beneficial to patients and least harm-
ful to themselves.
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