
CT screening programs
generate cash, controversy
Ads encourage patients to demand expensive tests 

They’ve appeared in almost every major news-
paper in the country. Serious, slick notices fea-
turing warnings such as: “What you don’t

know may be killing you.” Or, “A simple exam can
save your life.”

The ads are for screening computed tomography
(CT) scans, radiologic scans of the heart, lungs, or
entire body designed to detect early indications of
cancer or other deadly disease. Unlike diagnostic
CTs, which are performed when a physician sus-
pects a problem, these tests are marketed toward
healthy people who just want peace of mind — and
can afford the $600-$1,000 out-of-pocket price tag.

Although the practice started at freestanding,
boutique radiology centers in California, the pro-
grams are spreading quickly nationwide, says Bill
Black, MD, professor of radiology at Dartmouth-
Hitchcock Medical Center in Lebanon, NH.

“It is even happening in some of the major aca-
demic medical centers or affiliated with the major
medical centers,” Black notes. “There is this tremen-
dous pressure for the hospitals to do these things
because it is so lucrative. You can charge out-of-
pocket. You don’t have to deal with insurance. And
people are demanding it because has been exten-
sively promoted.”

But CT screenings in healthy people who don’t
have significant risk factors for disease are likely to
do more harm than good, many radiologists and
disease specialists warn. Patients who receive vague
results or false-positives will worry needlessly, often
spending thousands of dollars on expensive follow-
up tests or procedures.

The screenings have a high false-positive rate, as
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well as a tendency to overdiagnose problems,
Black explains. Sometimes, a minor disease pro-
cess may be present, but not in a way that would
cause health problems.

“Now that screening tests have gotten so sensi-
tive, you find all of the stuff there,” he says. “And,
even if it looks bad under the microscope, it may
never cause a problem for that person if it had
never been found.”

For example, in cancer screening, the smaller
lesions are when they are found, the more vague
the histologies and pathologies, Black continues. 

“Pathologists are very accurate and very confi-
dent in diagnosing a mass that is a couple cen-
timeters in diameter. When you get down to all
these places that are a few millimeters in size,
even a pathologist cannot tell what is cancer and
what is not,” he says. “And if they are going to
err on a side, it is going to be on the ‘positive’
side because they are sure there are worse reper-
cussions for them for overdiagnosing than under-
diagnosing.”

Such a problem exists to some extent with all
screening tests, including well-accepted ones like
mammography, but CT screenings have not been
studied as extensively, so little is known about
their true potential for predicting serious disease,
Black adds.

In fact, the Food and Drug Administration
(FDA) is now warning consumers that computed
tomography has never been approved as screen-
ing tool, only as a diagnostic test, though it is
legal for physicians to recommend and perform it
for any use they feel appropriate. And no profes-
sional society, including the American College of
Radiology, recommends full-body CT screening.

“Unlike breast-cancer screening, which has
undergone rigorous evaluation, there has been 
no evaluation of CT screening at all,” Black says.
“Even if it is possible that it could work, no one
really has a good idea of how it should be done.
There are no standards at all for how it should be
performed, how the results should be interpreted,
how you should manage people with specific
findings. The chances are so much greater that it
is going to cause harm rather than benefit.”

Targeted screens are more beneficial

But it is a mistake to lump all screening CT
tests in with the increasingly popular “body
scan,” says James Ehrlich, MD, medical director
for the clinics Colorado Heart and Body Imaging
in Denver and Heartscan in Washington, DC.
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CT scans of certain areas, such as the heart or
the lungs, have been shown to be effective in
patients who already exhibit certain risk factors,
he says.

Clinical studies have shown that a CT scan of
the heart to detect the quantity of plaque in the
coronary arteries helps predict a patient’s risk for
future heart attacks.

In patients older than 45, the question is not
whether there is plaque present in the coronary
arteries, but how much and whether it poses a
threat, Ehrlich explains.

“There are no false-positives for plaque,” he
notes. Still, it is important to pre-
sent that information in context
— not merely as a positive or
negative result.

“We look at how fast the
plaque is growing, or how do
you compare to the thousands of
people your age,” he says. “If
you are in the top 25th percentile
for the amount of plaque you
have in your coronary arteries,
you are at 22 times the risk of
somebody in the bottom 25th
percentile.”

That information can be used to initiate ther-
apy with certain cholesterol-lowering drugs and
talk to the patient about lifestyle changes that
need to be made before the patient has their first
heart attack, not after.

“The heart scan is an extremely well-validated
procedure, with more than 500 articles in the
medical literature,” Ehrlich states. “It is a test
that, when used correctly as a screen in certain
age groups or used for a targeted decision by a
doctor, is very, very valuable.”

Likewise, targeted scans of the lungs have been
shown to be beneficial in detecting early cancer in
patients who are or have been heavy smokers or
who are already showing altered lung function.

But, no well-constructed study has yet shown
that an early diagnosis leads to a better overall
outcome for these patients, Ehrlich cautions.
Patients may get the early diagnosis and initiate
treatment, which gives them a better chance of
surviving five years compared to a patient who is
diagnosed later. But, there is no evidence that the
early-diagnosed patient lives longer.

The patient may live longer after the diagnosis,
but if he or she just got the diagnosis earlier than the
other patient, it just may mean that he or she lived
longer knowing that he or she had the disease, not

longer overall.
“That issue is still controversial. Some doctors

do feel that finding it earlier means the patient is
going to live longer,” Ehrlich says.

But, that still doesn’t mean that a lung scan is a
good idea for all patients.

“Since the prevalence of lung cancer is so small
in any population that doesn’t get exposed to
lung carcinogens, this is not a test the normal per-
son should have unless they are a heavy smoker.
Even if they are, it is preferable to do a simple
pulmonary function test to see if they already
have changes in the lungs as well,” he says. “If

we look only at that group —
what we call the high-risk group
— in about 40% of them, we will
find hidden lung cancer, and
that is high enough that you
should screen in those patients.”

The full-body scans — which
are scans of the heart, lungs, and
abdomen — present more of a
problem, say both Ehrlich and
Black.

Performed in people who
have no symptoms or risk fac-

tors for disease, these are often mere hunting
expeditions for anything that may appear amiss,
and something frequently does.

“There is a basic principle in medicine that
when you are looking for problems in a popula-
tion where it is statistically unlikely that someone
is walking around with a major problem, you will
find false-positives and you will find them fre-
quently,” says Black.

There have been some cases where a scan
turned up a major problem — kidney cancer, for
example — in patients who had no symptoms or
reasons to suspect they were ill. But the intense
coverage of these cases in the media aside, these
situations are extremely rare and don’t begin to
balance out the number of patients who get a
false-positive or an undetermined diagnosis, then
suffer anxiety and pursue other medical treat-
ments that aren’t necessary, say both doctors.

“That comprises a big part of the controversy
over CT screening,” says Black. “Should the public
have access on a self-referral basis to a screening
test that could be very profitable for a radiology
imaging center, but will lead to downstream medi-
cal costs as you work up these problems and lead
to an excessively anxious public who are being
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tistically unlikely that some-
one is walking around with
a major problem, you will

find false-positives and you
will find them frequently.”
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Consent for Total-Body Scan using Electron-Beam CT
A body scan at Colorado Heart and Body Imaging involves three separate procedures: 1) the
electron-beam coronary artery scan (heartscan); 2) an electron-beam, high-resolution, low-
dose CT scan of the chest (lungscan); and 3) a screening electron-beam CT scan of the
abdomen. A pulmonary function test (spirometry) will usually be included.

The coronary scan or heartscan is recommended for middle-aged individuals for the very
early detection of coronary disease. Please sign the coronary consent form.

The chest scan is especially recommended for smokers (older than 45 who have been smok-
ing at least 10 years) or for those heavily exposed to lung carcinogens (passive smokers,
asbestos, etc.). Most tiny nodules detected by this method will be benign and will often require
follow-up scanning at least every six months for two years. Larger nodules need follow-up by a
physician. Colorado Heart Imaging requires that the patient identify a physician who is willing
to follow up in case of positive findings. Please sign the consent form for chest (lung) scan.

Screening electron-beam CT of the abdomen is being offered at various centers nationwide
as a response to consumer interest in diagnosing unexpected abdominal lesions including
some cancers before symptoms. In our opinion, it is a practice that should not be encouraged
for widespread use, but is available to qualified individuals who understand its limitations.
Colorado Heart Imaging requires that the patient identify a physician who is willing to follow up
in case of positive findings.

The body scan procedure is designed as a screen to look for some abnormalities of the liver,
spleen, kidneys, gallbladder, pancreas, aorta, and abdominal lymph nodes. Cysts, stones, tumors,
congenital abnormalities, and calcified vascular plaque are among the lesions detected.The pro-
cedure does not involve contrast-dye injection; therefore, many abnormalities will not be detected.
Very small tumors, cysts, and stones will not be detected. In addition, a patient consenting for the
procedure understands that there may be a higher-than-usual likelihood for “false-positives” than in
most diagnostic procedures in medicine. In other words, there may be the reporting of lesions of
no significance or radiologic findings which are not, in fact, present. On occasion, a patient will be
advised to follow up such an abdominal scan with a contrast CT scan or other procedures that
may be recommended by a physician. It is also understood that radiology is not a perfect science
and it is quite possible for a radiologist to miss a significant lesion or abnormality by this method. I
also understand that a body scan is not adequate and not recommended to detect metas-
tasis or to follow up the progress of someone with a history of cancer. Such patients should
only have a body scan if they are interested in a possible opportunity to find some problems which
are unrelated to their cancer diagnosis.

I understand the above information, consent to the procedure, and agree to supply Colorado
Heart Imaging with the name of a physician we may contact.

_________________________________________
Signature Date

Source: Reprinted with permission from Colorado Heart and Body Imaging, Denver.



told, ‘You have a nodule and we better find out
what it is.’ Then, $10,000 later, they find out it is
nothing?”

Education, disclosure is important

It’s OK to provide the scan that people are
demanding as long as you make a strong effort
to ensure that patients understand the true risks
and benefits of undergoing the procedure, says
Ehrlich.

The imaging centers that he leads do offer body
scans in addition to targeted scans of the heart and
lungs, but all of their advertising and the educa-
tional materials they provide to prospective clients
specifically mentions the potential for overdiagno-
sis, for false positives, and that they only recom-
mend screening CTs for people with specific risk
factors.

“Our policy is that we ethically feel that patients
in all of our procedures should understand whether
the test is really worth their money and whether
they fit the profile of someone who should have the
test,” he says. “We are proud to mention that about
20 patients a week we discourage from having any
of our tests, and a much higher percentage of peo-
ple from having the body scan because it is so over-
sold nationwide. And to undergo the test they have
to sign an extensive consent.” (For an example of
the Colorado Heart and Body Imaging consent
form for a full-body CT scan, see p. 76.)

Facilities face enormous economic pressures

Imaging centers and hospitals face enormous
economic pressures, and it is very tempting to just
maximize the use of the expensive imaging equip-
ment, especially when patients are demanding 
the tests and willing to pay for it up front, Erlich
continues.

So, it is vital that centers have policies in place
that ensure they make every effort to encourage
only those patients who are appropriate candi-
dates for the procedure, and to make sure that
patients who choose the screen despite a recom-
mendation not to understand how to put the
information they receive into the appropriate
context.

“We actually prefer physician referral because
when you have a bad result, you have somebody 
to take care of these patients,” he explains. “I call
about 50 patients a day only to make sure they have
a doctor who will see them. It is a lot of responsibil-
ity on an imaging center, with so many people

coming in proactively without their doctor’s knowl-
edge. If you find a problem, how do you make 
sure the patient is not just putting it in the closet
and forgetting about it?”

Unfortunately, the advertising and promotion
that many centers are doing not only overstates
the benefits that patients may receive from
screening, but also contributes to an erroneous
perception that the average person’s risk for
developing cancer or another disease is much
higher than it actually is, adds Black.

For example, large studies of women living in
different areas of the country have found that
most believe they are at much higher risk of
dying from breast cancer than they actually are,
he says.

Misperceptions are widespread

This overestimation of risk coupled with
advertising that seems to guarantee that cancer
will be detected early and will then be curable,
sets the stage for problems, he adds.

“Because there are such wide misperceptions,
overestimations of risk, and overestimations of
benefit, it is very hard to use this technology
appropriately,” Erlich says. “Not only do people
overreact to the screenings, they overreact to the
screening findings. If there is a finding that might
be managed better by monitoring for a while,
rather than surgery, the patient may be very
uncomfortable with that and the specialist may
rush in to more drastic treatment. There is a lot 
of potential for harm.”

If people were aware of how to take the infor-
mation and put it into the proper context, then
the screenings would have more benefit, he
believes. “These are simple, noninvasive proce-
dures. The real harm comes in when you do not
know what to do with the information that you
find. It’s not that screening can’t possibly be ben-
eficial, but under the current conditions there is
too much of a tendency to overact and, conse-
quently, a higher potential for harm.”  ■
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Are doctors’ offices
places for racial profiling? 
Are race-based treatments unethical?

Sally Satel, MD, is proud to be a racially
profiling doctor.

The practicing psychiatrist and fellow at the
Washington, DC-based conservative think tank 
The American Enterprise Institute says it’s impor-
tant for clinicians to consider racial and ethnic
factors when making diagnostic and treatment
decisions for patients.

“Certain diseases and treatment responses
cluster by ethnicity,” she wrote in the May 5 issue
of The New York Times Magazine.1 “Recognizing
these patterns can help us diagnose disease more
efficiently and prescribe medications more effec-
tively. When it comes to practicing medicine,
stereotyping often works.”

For example, clinical research and her own per-
sonal experience have shown her that African-
American patients metabolize antidepressants
more slowly than Caucasian and Asian patients do.
If this happens, levels of the medication in the body
can build over time and lead to side effects, such as
insomnia, nausea, and confusion. Therefore, Satel
frequently starts her black patients at a lower dose
of antidepressants.

Admittedly, not all black people metabolize
these medications slowly — only an estimated
40% do. But the likelihood is significant enough
that she feels she should take this into considera-
tion, she tells Medical Ethics Advisor. “If you were
wrong to start the patient at a lower dose, you
can simply raise the dose later.”

This is preferable to initiating drug therapy
that might cause side effects that may lead an
already vulnerable patient to stop taking the
medication altogether.

Satel is not alone in her approach. Other doctors
agree that they have long considered racial and
ethnic background as factors in making decisions
based on their experience with certain groups of
patients.

Now, clinical studies are beginning to examine
how members of different ethnic groups respond
to standard treatment regimens and whether these
groups may be at higher risk for certain types of
diseases.

A report in the May issue of the journal Clinical
Infectious Diseases indicates Hispanic immigrants

are at higher risk for infections that do not usu-
ally occur in the U.S.-born population. A recent
study in the journal Hepatology reported on the
higher prevalence of gall-bladder disease among
American Indians, and a study in the June issue
of The American Journal of Clinical Nutrition pro-
posed a need for different body-mass index cut-
offs in different racial and ethnic groups.

A pair of particularly controversial studies pub-
lished in the May 2001 issue of the New England
Journal of Medicine highlighted differences in the
response to certain heart medications observed
between African-American and Caucasian men.

The first study, by Exner and colleagues, found
that the drug enalapril was more effective in treat-
ing left-ventricular dysfunction in white patients
than in black patients.2 Another study in the same
issue concluded that the drug carvedilol was
equally effective in treating chronic heart disease
in both white and black patients.3

But some doctors and researchers are criticizing
such studies, claiming that their focus on linking
treatment responses and risk factors to specific
racial and ethnic groups is misleading and scien-
tifically dangerous.

Genetics, not race, is the key

“You have to bear in mind that, from a biologi-
cal point of view, the definition of any race is arbi-
trary,” says Robert Schwartz, MD, a deputy editor
at the New England Journal of Medicine, who wrote
an editorial commenting on the studies of racial
differences in response to the heart medicines.

Genetic studies are showing what scientists
have long believed — that there are no biologi-
cally distinct races of people, he says. Differences
in response to treatment or risks for disease differ
because of a person’s genetic makeup.

People who are from one area of the world will
tend to have similar genes and genetic mutations,
he says. But, as world populations have intermin-
gled it has become less likely that specific genetic
mutations can be attributed to people of a certain
geographic origins.

“If you have an individual patient in your office,
how do you know that patient has the gene that
affects the metabolism of that drug?” Schwartz
asks. “You can only guess. Just saying, ‘Well, the
patient is black and, therefore, I am not going to
give him a beta-blocker’ is, to me, not the way to
practice medicine.”

A recent study of the occurrence of genetic poly-
morphisms (gene mutations linked to specific traits)
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have found that of the five genes involved in
metabolism, race was not an accurate predictor of
the occurrence of the polymorphisms that made
metabolism slower, he points out.

“The frequency of a polymorphism involving
drug metabolism had the same frequency in
Ethiopians as it did in Norwegians,” he notes.
“So that is why, from a biological point of view,
we have to be very, very cautious.”

The impetus behind many of these new stud-
ies is that for very many years, black people and
members of other minority populations were not
included in clinical research trials. So, informa-
tion about effective treatments was largely deter-
mined by only studying one group of people,
Schwartz admits.

But studies that now hope to remedy that situ-
ation risk making it worse by focusing on distinc-
tions by racial groups or ethnic factors, which can
lead to further stereotyping and stigmatization,
he says.

The studies’ real goal is to determine the envi-
ronmental, cultural, and genetic factors that influ-
ence disease and response to treatment, so it would
be better if researchers deliberately focused on
these areas.

“Right now, we are on the edge of what many
people are beginning to refer to as personalized
therapy,” he says. “You will be able to obtain
accurate information on the likelihood of a
response or no response from a single drop of
blood, through DNA.”

It’s true that geographic ancestry and the cur-
rently identified racial groups are only rough
markers for the genetic traits that may affect a
person’s response to treatment, but right now it 
is the best information available, and physicians
would be remiss in ignoring it, argues Satel.

She does not advocate making a decision about
a diagnosis or treatment based solely on a per-
son’s race or ethnicity, but says these factors, like
so many others considered during a work-up,
must be considered.

“Diagnosing is a process of elimination,” she
explains. “You have to think of the likelihood of

what is wrong, and you rule out with tests, typi-
cally. If that does not explain the pathology, you
go on to the next potential diagnosis. The point is,
you will get there eventually even if you do not
know the person’s race, but it is just a bit of infor-
mation that might help you get there quicker.”
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Quick-hire tactics may
cause long-term problems
Sign-on bonuses and other perks can backfire 

With the nursing shortage reaching almost-
crisis levels, hospitals across the country

are getting more aggressive in their efforts to
recruit nurses to their institution.

Sign-on bonuses in the five figures, housing
down-payment assistance, flexible working hours,
and assistance with student-loan payments are just
the tip of the iceberg when it comes to how far
some systems feel they must go to fill vacancies.

“Ten years ago, it was $1,000 or $1,500 [sign-on
bonuses]. In some critical areas, they went as high
as maybe $5,000. Now, you are seeing sign-on
bonuses of $10,000 - $20,000,” says Brenda Nevid-
jon, RN, MSN, associate clinical professor in health
systems leadership in the outcomes division of the
Duke University School of Nursing in Durham, NC.

But some nursing experts are warning hospi-
tals that aggressive recruiting efforts are, at best, a
short-term solution to the problem and may back-
fire if the institutions don’t have an equally
aggressive plan in place to retain existing staff.

In fact, some hospitals don’t use sign-on bonuses
at all because they feel they create inequality and
resentment in the working environment.

“We do not use sign-on bonuses for newly
hired nurses,” notes Patty Puckett, RN, nurse
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recruiter for St. Jude’s Children’s Research
Hospital in Memphis, TN. “We do not feel it is
appropriate to reward newly hired employees
over what we can give current employees who
are working so hard and so professionally to care
for our patients.”

St. Jude’s nurse recruiting efforts emphasize the
hospital’s unique clinical environment, and a very
competitive starting salaries and benefit packages
and have been very successful, she says. “We feel
that sign-on bonuses may attract people who are
mainly in it for the money, and that is not the kind
of professional we hope to recruit here.”

With nursing vacancies in hospitals estimated at
12% of capacity nationwide, an estimated 126,000
open jobs, the shortage of hospital nurses only is
going to get more critical. As the baby boomers
continue to age and retire, more and more vacan-
cies will appear, Nevidjon says. Right now, the
average age of full-time nursing faculty is 49 years,
and one-third of nursing personnel nationwide are
older than 50. And as has been the case for the past
several years, fewer students are entering nursing
schools and choosing health care as a career.

Hospitals need both short- and long-term solu-
tions to the problem, say Nevidjon and others.

“If hospitals use the sign-on bonuses and pre-
mium packages to recruit new nurses, then they
should see them as very short-term strategies,”
says Toni C. McKenna, RN, MSN, DNSc, senior
director of the clinical leadership at VHA Inc., a
nationwide network of community-owned hospi-
tals and health care facilities based in Irving, TX.
“Obviously, it has a lot to do with market compe-
tition. If other hospitals in the area are offering
such incentives, I think many feel compelled to
do it.”

But these strategies work best when coupled
with a longevity bonus for existing staff that is
already in place, she adds. 

“In places where it has been most successful,
you see a sign-on bonus coupled with a recruiting
bonus — so if a nurse brings a new nurse on board,
not only will the new nurse get the signing bonus,
but the recruiting nurse gets the same amount as
well.”

And though St. Jude’s does not offer sign-on
bonuses for new nurses, they do offer recruitment
bonuses for nurses who refer candidates for open
positions there, says Puckett. “This has been a
very effective program for recruiting the right
nurses for our staff.”

But hospitals hit by declining reimbursements
from government and third-party payers are not

likely to have the resources to keep up such
bonuses to recruits and/or existing nursing staff
for very long, admits McKenna.

Hospitals also should begin to look for other
incentives, such as the type of working environ-
ment they provide to the nurses, she says.

Flexibility of work schedules, management
responsiveness to concerns, autonomy for profes-
sional nurses, and whether the nurses’ clinical
judgment is respected in patient care, are all fac-
tors that will influence whether a nurse decides
to take or keep a job at a particular hospital,
McKenna believes.

Recognition of differing levels of skills

Hospitals that are successful at recruiting and
keeping nurses in the future are likely to be the ones
that are more creative in the way they define roles
for nurses in their organization, adds Nevidjon.

“Most organizations have a staff job descrip-
tion,” she says. “But, some already have what
they call clinical ladders where they do differenti-
ate between the experience of a novice nurse vs.
the experience of a more seasoned expert nurse.”

A nurse who is 55 years old may not want to
work all the way to age 65 on rotating, 12-hour
shifts caring for patients, she explains. But that
person still has a wealth of accumulated knowl-
edge, wisdom, and expertise, she explains.

“They are our wisdom leaders; they are our
experts. They are the ones whose intuitiveness at
the bedside has saved many, many patients. So,
there is a way to use that person with all of the
new graduates coming out who cannot be up to
speed because it takes time to work up to a level
of competency,” she says. “Maybe they are the
nurse to the novice nurses.”

Use of new technology to make the physical
work of nursing easier also makes sense since
most nurses are and will be in their 40s or older,
she adds.

“There is a lot of room for more use of new
stretchers, chairs, supports for moving people,
etc.,” Nevidjon says, adding that these supports
would be beneficial for attracting and retaining
nurses who are younger as well as older ones.
“You can have a 25-year-old nurse pull a back
muscle moving a patient.”

Flexible work scheduling without as much
mandatory overtime hours are very important to
nurses, add both Nevidjon and McKenna.

Money rarely is the primary motivating factor
influencing whether a nurse will remain at a
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given institution, she says. “For the most part,
hospitals have to stay competitive, so salaries are
roughly the same.”

What will make the difference to today’s newer
nurses is the ability to balance their professional
and personal lives, says Nevidjon. “It is a genera-
tional thing. They are more mobile, they are less
inclined to work for the same organization for 30
years, and they want to be able to spend time
with their families.”

However, flexible scheduling can be difficult 
to do in an already understaffed environment
and can provoke discord if not handled carefully,
she adds.

“Very key in this is your frontline managers
because flexibility is very, very key. But, some-
times staff can interpret flexibility as preferential
treatment,” she explains. “You have to have very
well-prepared managers to deal with all of those
group dynamics.”

Hospital administrators need to focus on get-
ting the nursing managers the skills they need to
manage these environments effectively, Nevidjon
adds.

Empowerment and respect are essential

Nurses also want to work in environments
where they feel their knowledge and skills are
listened to and respected, says McKenna.

“Money is usually not the No. 1 issue,” she
notes. “It is whether the nurse is listened to, is he
or she allowed to make decisions, does she have
the support to have all of the resources she needs
at her fingertips — whether it is equipment,
enough hands on board, etc.”

Good physician-nurse interaction, in particular,
can be essential in retaining quality nurses, she
notes.

A recent study conducted by physicians and
nurses at VHA hospitals, which make up 26% of
the nation’s community hospitals, found that
“disruptive physician behavior” and the institu-
tion’s response to it significantly affected nurse
morale and was a key factor in many nurses’
decision to leave the profession.

The survey of 1,200 physicians, nurses, and
health care executives, published in the June issue
of American Journal of Nursing, found that 30% of
nurse respondents knew at least one nurse who
resigned because of physician behavior.

For the study, disruptive behavior was defined
as “any inappropriate behavior, confrontation, or
conflict, including verbal abuse to physical and

sexual harassment.”
Overall, 92% of respondents said they had

witnessed disruptive physician behavior.

Use of assistive personnel

Hospitals also need to look at different models
of using both licensed RNs and unlicensed assis-
tive personnel, Nevidjon advises.

Although RNs in the past may have been resis-
tant to the hiring of unlicensed aides — because
they have often been seen as substitute for more
highly trained RNs — this does not have to be the
case.

Many RNs younger than 40 have always
worked on all-RN staffs and are not used to
working in conjunction with the other providers,
she explains. But older nurses usually have
worked with aides and licensed practical nurses.

“You don’t want to get your ratio low (between
the number of registered nurses and unlicensed
personnel) — that would not be good for patient
care,” she says. “But, you can really develop a
care model where you can use some assistive
personnel.”

Nurses, particularly nurse managers, need to
become familiar with the state practice laws to
understand the appropriate scope of practice for
other caregivers.

New law may provide new options

However proactive hospitals are with recruit-
ment and retaining strategies, they won’t be very
successful without help from state and federal gov-
ernments, say both McKenna and Nevidjon. Major
public-policy efforts are needed to encourage peo-
ple to enter nursing schools, reform outdated prac-
tice requirements that discourage nurses from
staying in the profession, and pursue other sources
of professional nurses, such as nurses from other
countries who want to work here.

A new law currently before Congress has the
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potential to begin to remedy the problem, says
McKenna.

The Nurse Reinvestment Act, introduced by Sen.
Barbara Mikulski (D-MD) on Dec. 20 and passed by
the Senate on the same day, will amend the Public
Health Service Act to initiate an scholarship pro-
gram to pay for the education of nurses who agree
to practice in critical areas for a certain period of
time, set up a grant program to award funding to
institutions that set up effective nurse recruiting and
training programs and career-ladder programs for
nurses, and establish grants for funding public
awareness and education campaigns aimed at the
public.

“This new bill would help a lot, particularly
since it contains the provision to repay student
loans if a nurse agrees to work a certain period in
a needed area,” McKenna advises. 

The Senate bill was sent to the House on Jan.
23 and has been referred to the House Committee
on Energy and Commerce’s subcommittee on
health.  ■

Bristol-Myers accused 
of fraud in Taxol strategy

The state attorneys general of 29 states have
filed suit in federal district court, alleging that

drug manufacturing giant Bristol-Myers Squibb
and a small California drug company, American
BioScience, illegally conspired to keep generic
forms of the popular cancer drug, Taxol, off the
market.

Taxol, known generically as paclitaxel, was
developed by government scientists at the
National Cancer Institute. The government later
granted Bristol-Myers Squibb the exclusive right
to sell the drug in the United States for five years,
beginning in 1992 when the U.S. Food and Drug
Administration approved it.

The states’ lawsuit contends Bristol-Myers ille-
gally extended the five-year period by fraudu-
lently obtaining two patents on the drug from the

U.S. Patent and Trademark Office. Because it was
developed with public funds, Taxol itself cannot
be patented, but specific delivery methods can.

The lawsuit alleges that the company misused
the patents to keep generic companies from sell-
ing cheaper versions of the drug.

When that strategy failed, the plaintiffs claim,
the company colluded with American Bioscience,
which had obtained its own patent on a generic
version of the drug.

Company sued to file patent info with feds

In September 2000, American Bioscience sued
Bristol-Myers to force the company to file infor-
mation about its patent with federal regulators. In
keeping with U.S. patent law, this litigation pre-
vented any generic company from selling its own
version of Taxol for up to 30 more months.

The states now contend the last lawsuit was a
sham designed to protect Bristol-Myers’ exclusiv-
ity rights to market the medication. The Federal
Trade Commission is currently investigating the
relationship between Bristol-Myers and American
BioScience to determine whether they were work-
ing together, the lawsuit claims.

This is not the first time that states have sued
Bristol-Myers. A lawsuit currently is under way
alleging that the company also acted illegally to
extend its patent on the antianxiety drug BuSpar.

Consumer groups have long criticized pharma-
ceutical companies’ aggressive tactics in acting to
extend the life of patents on drugs past their orig-
inal expiration date.

“If they [the states] win, it will put up a big,
strong, bright warning light to other companies
that think it’s in their best interest — and in the
best interest of their shareholders — to use any
means necessary to extend their patents,” Cynthia
A. Pearson, executive director of the National
Women’s Health Network, told The New York Times
in reaction to suit. “This trend has escalated to the
point where consumers are being gouged.”  ▼

PA initiates comp program
for organ donation

After an eight-year delay, the state of
Pennsylvania is proceeding with a scaled-

down version of its program to offer financial
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benefits to organ donors or donors’ families.
The program will give a payment of $300

toward the costs of food and lodging for donors
or donors’ families. The benefit is paid out of
the state’s Organ Donation Awareness Trust
Fund.

Proponents of the program say they hope it
helps encourage donation, but the $300 is a far
cry from the original 1993 plan to offer families
$3,000 in funeral assistance.

“It won’t achieve what we wanted it to
achieve,” Howard M. Nathan, MD, told the
Philadelphia Enquirer on May 27. Nathan is the
president of the Gift of Life Donor Program,
which coordinates organ transplants and dona-
tions for eastern Pennsylvania, southern New
Jersey, and Delaware.

Nathan’s program consistently has some of the
highest rates of consent for organ donation, but
the need for donor organs still greatly outpaces
organ availability, even in that region.

Trust fund for donors proposed

Originally, a state law designed by state Rep.
Bill Robinson proposed establishing a trust
fund to which people could contribute when
applying for driver’s licenses or checking off 
a box on their state income tax returns. Part of
the fund would be used for an organ-donation
awareness campaign and part would pay up 
to $3,000 toward funeral expenses to a donor’s
family. The program would be established as a
three-year pilot program so that the state could
also study the impact that the incentives had on
donation rates.

Robinson has said he proposed the bill after
learning of a mother who agreed to have her
son’s organs donated, but who then had to hold
fundraisers to get the money to give her child a
burial.

Critics said the plan was too similar to offer-
ing cash for organs, which is illegal under fed-
eral law.

Supporters of the bill claim it is not a violation
of federal law because the money would be paid
directly to the funeral home and not directly to a
person.

The current $300 payment will also be paid
only to dining or lodging establishments and not
directly to the donor’s family.

According to program records, 19 donors or
donor families have applied for the assistance
since the program was launched in January.  ▼

Study: Higher mortality 
at for-profit U.S. hospitals

Do patients who receive treatment at nonprofit
hospitals have a better chance of surviving

than if they sought treatment at a for-profit facility?
That seems to be the indication of the results 

of a statistical analysis performed by Canadian
researchers at McMaster University in Ontario
and published in the May 28 issue of the Canadian
Medical Association Journal.
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In the study, lead researcher P.J. Devereaux
and colleagues analyzed 15 studies that com-
pared 26,000 private for-profit and private 
nonprofit hospitals in the United States, which
collectively treated 38 million patients between
1982 and 1995.

For-profits had a 2% higher death rate 

Their analysis indicated that for-profit hospitals
had a death rate that was an average 2% higher than
nonprofit hospitals. Though the difference is slight,
it could translate into large numbers of patients, the
researcher told Reuters Health on May 28.

Although the U.S. system is a mix of private for-
profit and nonprofit hospitals, 95% of Canadian
hospitals are nonprofit. The country is currently
exploring whether or not to transition to more for-
profit entities.

If the country completely switched to a for-
profit system, Devereaux said, the average 2%
increase could mean 2,200 more deaths per 
year.  ■
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CCEE//CCMMEE  QQuueessttiioonnss

CE/CME subscribers: Please save your monthly
issues with the CE/CME questions in order to
take the two semester tests in June and
December. A Scantron form will be inserted in
those issues, but the questions will not be
repeated.

1. The following screening CT-scan technology 
has been validated in the medical literature 
according to sources in the article:

A. Lung scan
B. Heart scan
C. Abdominal scan
D. A and B

2. Full-body screening CT scans:
A. Are recommended by the FDA for some 

patients.
B. Have been criticized as useless and danger-

ous for exposing patients to excess radiation.
C. Are often covered by insurance.
D. None of the above 

3. The nursing shortage in acute care has been 
exacerbated by:

A. Increasing numbers of students entering medi-
cal schools.

B. Difficult relationships between hospital-based 
physicians and nurses.

C. Rising health care costs.
D. All of the above

4. The New England Journal of Medicine articles 
that sparked a debate about consideration of 
race and ethnicity in treatment decisions were 
about:

A. Responses by different groups to different 
types of heart medications.

B. Differences in risk factors for heart disease in 
persons of different ancestry.

C. Drugs developed by pharmaceutical compa-
nies specifically for African-Americans.

D. None of the above


