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CHAPTER I 

Introduction 

The human immunodeficiency virus (HIV), which causes 

acquired immune deficiency syndrome (AIDS), was essentially 

unknown to the United States less than a decade ago. AIDS 

is a catastrophic disease which compromises the immune 

system's ability to resist infection (General Accounting 

Office [GAO], 1989). This virus is transmitted through the 

exchange of certain body fluids which most often occurs 

during sexual contact, intravenous drug use with.shared 

needles, other sources of blood·contamination, and from 

mother to infant, usually in utero (GAO, 1989). 

Many opportunistic infections manifest in developing 

stages of HIV disease. The two most prevalent are 

pneumocystis carinii pneumonia and Kaposi's sarcoma. sixty

one percent of all Persons With Aids (PWAs) develop 

pneumocystis carinii pneumonia, and 10% of all PWAs develop 

Kaposi's sarcoma. 

By the end of the year 1989, more than 100,000 AIDS 

cases had been reported to the Centers for Disease Control 

(CDC) by the National Surveillance System (GAO, 1989). 

Forecasts by the CDC suggest that this number is going to 

triple by the end of 1991 (GAO, 1989). However, the CDC 

forecast may be an underrepresentation of the actual number 
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of AIDS cases in the year 1991. The GAO (1989) predicts 

300,000 to 480,000 cumulative cases of AIDS by the end of 

1991. In addition, experts predict 365,000 AIDS cases by 

1992 and 100,000 new AIDS cases to be diagnosed by 1993 

(Heyward & Curran, 1988; Spector, 1988)_. 

The increasing number of HIV-related cases, the 

increasing life expectancy, and migration of PWAs. to rural 

communities, underscore the need for comprehensive care in 

all communities. The growing cost of health care, and the 

lack of monies and insurance coverage for PWAs further 

intensify the need for HIV-related services (Kawata & 

Andriote, 1988). 

Purpose 

The purpose of this study was to test a portion of the 

2 

Planning and Evaluation Model proposed by Sowell, Gueldner, 

and Bramlett, and to identify the factors that enable or 

impede the availability of services for persons with HIV 

infection. These factors were derived from the responses to 

the open-ended questions included in the questionnaire used 

by Fuszard and Sowell (1989) in their national study of 

hospital's ~nd community's readiness to provide care for 

increased numbers of PWAs in the areas of patient care, 

personnel practices, and community development. 

Significance of the Study 

Morgan and Curran (1986) predict that by 1991 80% of 

newly diagnosed cases of AIDS will be in urban and rural 
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areas throughout the United States. Over half of the people 

diagnosed with AIDS were located in New York City and San 

Francisco before 1984. However, only 28% of all cases 

reported in 1987 were in these two cities (CDC, 1988a). In 

addition, once people are diagnosed with HIV infection and 

have undergone experimental drug therapy and treatment for· 

acute care needs, they tend to return to their home towns 

and rural areas for support (Morgan· & Curran, 1986). Thus, 

the relocation to these areas increases the need for 

services in all regions and communities throughout the u.s., 

including low incidence communities that may be ill-prepared 

or unwilling to provide needed services (Morgan & Curran, 

1986). 

The United States Department of Health and Human 

Services (DHHS) (1988) discussed the enablers and barriers 

to care for patients with HIV-related illnesses. This 

department suggests that services to such patients may be 

limited due to decreased employment opportunities related to 

the debilitating disease, likelihood that these patients not 

possess insurance policies, and the poverty of minority 

groups in which the disease has concentrated. In addition, 

the infectious characteristic of the disease may impede the 

willingness of caregivers to provide appropriate and 

comprehensive treatment. Yet, it is not clear why some 

communities develop services while others do not. 

In order to facilitate the implementation of HIV

related,services throughout the u.s., factors that promote 
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or hinder the development or provision of HIV-related 

services must first be determined. The Department of Health 

and Human Services suggests several research questions 

related to the enablers and barriers to care for patients 

with HIV-related illnesses. Included in this list is the 

question, "What are the community and individual factors 

that promote or hinder the establishment of HIV-related 

services (e.g., community resistance, individual attitudes, 

risk group most prevalent in the community, size of the 

community, and the availability of informal social 

support)?" (NCHSR, 1988). 

Statement of the Problem 

In the parent study, "Hospital Response to the AIDS 

Epidemic: Analysis by Various Sizes and Geographic Regions 

of the U.S.," hospitals and communities were identified as 

having more AIDS-related services than others. Therefore, 

enablers and barriers to the availability of services needed 

to be identified. 

Research Questions 

The following questions were investigated to achieve 

the purpose of this study: 

1. What. factors act as enablers to obtaining services 

(patient care services, employee services, and community 

services) for HIV-infected persons? 

2. What factors are barriers to the availability of 

services (patient care services, employee services, and 

community services) for HIV-infected persons? 



Definition of Terms 

For purposes of this study, terms utilized in the 

research questions will be defined as follows: 

HIV-infected persons. ~hose.persons who have peen 

diagnosed as having HIV infection in their bodies. 

Enablers are defined as those persons, _conditions, or 

resources that the directors of nursing ide_ntified as 

promoting the availability of services for HIV-infected 

persons in their communities. ·, ' 

Barriers are defined as those persons, conditions, or 

resources that the directors of nursing identified as 

inhibiting or preventing the availability of HIV-related 

services in their communities. 

Services are defined as those acute care services, 

employee services, and community services listed on the 

questionnaire for this study. 

Availability is defined as a product of the economic 

and social costs of AIDS in a particular community. 

Economic and social en~lers result in availability of 

services. Economic and social barriers lead to 

unavailability of services. 

Assumptions 

5 

1. Directors of nurEing know as much about the 

availability of AIDS-related services (provisions of patient 

care, personnel practices, and community development) as any 

one person in a city or community. 



2. Factors exist that enable or bar .the availability 

of AIDS-related services in communities and cities 

throughout the u.s. 

Limitations 

1. Self-report on a controversial subject may not be 

completely accurate (Polit ·& Hungler, 1987). 

2. Potential for error may occur when interpreting 

written responses (Brenner, Brown, & Canter, 1985). 

6 



CHAPTER II 

Review of the Literature 

No studies have been found that examine the enablers 

and barriers to AIDS-related services. However, possible 

barriers to the establishment of HIV-related services have 

been identified, and models of service for HIV-infected 

persons have been developed which will be included in the 

review of the literature. Economic and social cost of AIDS 

determine the availability of services according to the 

ASPEM model, which is the conceptual framework for this 

study. Therefore, both the economic and social costs of 

AIDS are included in the review of the literature. 

Barriers to AIDS-related Services 

The hospitals and government have been left to meet the 

financial burden of an increasing AIDS caseload (Sowell, 

Gueldner, & Bramlett, 1988). According to Hardy, Rauch, & 

Echenberg (1986), $147,000 is the average cost of care for 

an HIV- infected patient from diagnosis to death. By 1991, 

care for persons with AIDS is expected to reach $8.5 billion 

(Scitovsky & Rice, 1987). Indirect costs of lost 

productivity related to morbidity and mortality of AIDS 

patients is forecasted to reach $55.6 billion in 1991 

(Sowell et al., 1988). such figures, along with an 

increasing number of HIV-infected persons among the poor, 

7 



unemployed, and uninsured could result in a financial 

disaster for many health care institutions (Sowell et al., 

1988). 

8 

In 1982, federal AIDS-related costs were $6 million and 

had risen to $2.2 billion by 1989. As of June 1989, The 

Wall Street Journal reported that federal money spent for 

AIDS was becoming comparable to the amount spent for other 

diseases. In 1989, $1,306 million was spent for AIDS, 

$1,449 million for cancer, $1,008 million for heart disease, 

$267 million for diabetes, and $182 million for stroke and 

hypertension. This federal spending reflects only the money 

allocated for research, education, and prevention programs 

exqluding patient care and lost productivity (Winslow, 

1989). 

Computation of dollars spent for the treatment of a PWA 

throughout one's lifetime ranges from $27,571 in a San 

Francisco study (Scitovsky et al., 1986), to $147,000 in a 

study by Hardy (1986). The u.s. Public Health Service 

(1988) projects direct costs for care provided to PWAs to be 

from $5 billion to $13 billion by 1992. For 1988, treatment 

costs for those with HIV-related illnesses was estimated to 

be approximately $57,000 and to increase to $61,~00 in 1991, 

mainly attributable to the greater use of azidothymidine 

(AZT), an antiviral drug used in the treatment of AIDS 

(Hellinger, 1988). 

According to many health insurance providers, the 

majority of money spent for PWAs is for acute care inpatient 
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services. Cities such as San Francisco that use 

comprehensive outpatient community servic_es have been found 

to have significantly lower cost (Miramontes, 1988). In a 

study by Burda and Powills (1986), hospital charges for PWAs 

were compared with long-term and home care services. They 

found hospital care for a PWA to be approximately $700 a 

day, long-term care $300 a day, and home care $100 a day in 

1986. Scitovsky (1987) found approximately 30% of all 

health care cost to be from the ambulatory setting in 

comparison to 10% found by Kizer (1987). Costs for the 

health care services of AIDS and other HIV-related illnesses 

will continue to increase as new treatments are developed. 

Social Costs 

Not only is AIDS of economic cost to society, but it is 

also of great social cost. According to Robert Christman, 

AIDS is a "disease of morality, mortality, and sexuality" 

(Jenna, 1987). Much fear and controversy have been related 

to the social origin of AIDS as well as the terminal nature 

of the disease. Homosexuality, sex education of school-age 

children, and protest by religious groups concerning condom 

use are a few of the unsettled issues that have been 

accentuated by the increasing number of HIV-infected 

persons. 

The fatal nature of the disease, along with the fear of 

infection, has resulted in an irrational approach toward 

HIV-infected persons. Many people with HIV infection 

experience rejection and isolation. Physical abuse and 

/ 
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desertion by family and friends are not uncommon occurrences 

for these people. In addition, quality medical care is 

often difficult for HIV-infected persons to obtain (Brock, 

1986; Curtin, 1986; Levine, 1988; O'Donnell, Pleck, Snarey, 

& Rose, 1987; Rosellini & Goode, 1987). 

Access to Services 

In order to facilitate planning for the development of 

AIDS-related services in cities and rural communities 

throughout the u.s., enablers and barriers to developing 

AIDS-related services must first be identified. Several 

agencies have proposed possible enablers and barriers to 

developing and obtaining services for HIV-infected patients. 

The National Center for Health Services Research 

(NCHSR) (1988) identified the lack of insurance possessed by 

and the need of public assistance for HIV-infected persons 

to limit the access to care for these patients. This 

usually occurs because the results of the disease often 

prevent patients from working, therefore restricting 

employment opportunities. In some areas, the disease has 

affected the poor in minority groups. According to the CDC 

(1988), only 18% of the u.s. population is black or 

Hispanic, but these two groups make up almost 41% of all 

persons with HIV infection. In addition, these two minority 

groups comprise 73% of HIV-related female cases, and 76% of 

HIV-related pediatric cases. 

Another factor identified by the NCHSR that may bar the 

availability of HIV services is the infectious nature of the 

I 
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disease. Patient care providers may hesitate to care for 

HIV-infected persons due to fear of exposure to body fluids. 

Cooper (1988) identified discrimination as a barrier .in 

the development of AIDS-related services. Cooper reported 
·. 

that the "fear of discrimination is a ma]or constr~int to 

the wide acceptance of many potentially effective public 

health measures. Public health programs will be most 

effective if they are accompanied by clear, strict sanctions 

to prevent unwarranted discrimination against those who are 

HIV-infected or at risk for infection" (p. 3). 

Miramontes (1988) identified the attitude that much of 

the public has taken toward the AIDS epidemic as a barrier 

to the establishment of AIDS-related services. According to 

Miramontes, the early connection of HIV infection to risk 

groups such as homosexuals, bisexuals, prostitutes, and 

intravenous drug users has unfavorably influenced the 

public's response to the epidemic. Because of this 

connection, people often perceive the disease as "self-

inflicted" resulting from an aberrant behavior. 

Fraulino and Simpson (1989) have identified negative 

public relations as a barrier to the establishment of AIDS-

related services. Hospitals that house a large number of 

HIV-infected patients are often perceived by the public as 

an "AJ;DS Hospital." This perception may result in decreased 

use of the facility by the public. Rhee, Donabedian, & Burney 

(1987) stated the greatest economic and social costs that 
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accompany the disease have an antagonistic effect on the 

availability of services for HIV-infected persons. 

Models of Service for HIV-infected Persons 

Many communities do not have and have not planned for 

AIDS-related services. According to Kawata and Andriote 

(1988), many HIV-infected persons are returning to their 

home towns which will increase the need for comprehensive 

AIDS-related services in smaller communities. Throughout 

the country, a variety of models for the implementation of 

AIDS-related services have been developed by health care 

institutions or groups to better cope with the AIDS 

epidemic. 

12 

Kenneth Kizer (1987) developed a model that integrates 

state supervision with California's local community plan for 

the prevention and treatment of HIV-infected persons. 

According to this model, the use of local and community 

participation and resources will provide a caring, 

comprehensive, and cost-effective approach to health care 

for HIV-infected patients. The components of the model are 

surveillance of HIV infection, prevention education, 

specification of medical treatment and ancillary services, 

research, successive planning, assessment, and coordination 

of programs. Prevention education is the focal point of 

this model. The integration of state and-local planning may 

provide additional and flexible funding (Kizer, 1987). 

The primary focus of this model is education and 

mobilization of community resources in order to ensure 
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availability of services cost-effectively for PWAs. The 

only barrier to the availability, accessibility, and quality 

of services this model addres~~s is the ava~lability of 

funds. In addition, the model fails to include the HIV

infected clients' perspective of health care needs. 

Another model is offered for AIDS residents of the 

Washington, D.C., metropolitan area. The goals of this 

program are to upgrade community health, improve well-being, 

and to deliver care with dignity for those with AIDS. 

Social services such as prevention education, support, and 

housing are provided under this model. Health education is 

made specific for high risk groups including homosexual and 

bisexual men, intravenous drug users, and both male and 

female prostitutes. This program also provides legal, 

financial, and emotional help for clients (Kerson, 1988). 

Kerson's model is heavily community oriented with 

comprehensive social services. However, this model does not 

address the acute care aspect nor does it address the needs 

of employees caring for these patients. The client's 

perspective of health care needs is also not addressed. 

Another model of health care services was established 

in 1983 at the Yale-New Haven Hospital in Connecticut. This 

program consists of a comprehensive team including nursing, 

medical, social, and psychiatric personnel as well as 

community-based support agencies. A liaison for the 

coordination of inpatient and outpatient services is also 

included in this model. The client's needs are assessed, 



patient and ~amily are provided with support services, and 

management plans"and discharge planning are developed for 

each patient. 

14 

This plan worked for the Yale-New Haven Hospital until 

1985 when the plan became ineffective because of a continual 

increase in the number of HIV-infected persons. At that 

time the plan was extended to phase two, the further 

development of AIDS-related services to include inpatient 

and outpatient services for both HIV-infected adults and 

children, case management services, social support services, 

and consultative care (Fraulino & Simpson, 1989). 

The multidisciplinary staff is a major strength of this 

model. Additionally, this model is one of few that 

addresses the need of a liaison to coordinate inpatient and 

outpatient settings. However, as most other models, this 

model failed to address the HIV-infected clients' 

perspective of health care needs. 

The continuum-of-care model developed for the San 

Francisco General Hospital has an inpatient hospital unit 

designated for AIDS patients. Although the model has proven 

to be cost-effective, there are still enormous gaps in 

chronic care. and outpatient skilled nursing care resources. 

This gap is related to the few number of skilled nursing 

care beds and nursing home beds available for AIDS patients 

(Kawata & Andriote, 1988). 

There is a hospital-based outpatient clinic for the 

patients as well as comprehensive community-based services 

• 
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which are coordinated with the hospital. The use of this 

model has proven cost-effective for San Fr~ncisco. The 

Public Health Service's Center for Disease Control (1988) 

forecasted $147,000 to be the mean lifetime cost per AIDS 

patient. In comparison, $27,571 was the estimated lifetime 

cost for AIDS patients in San Francisco under this model. 

This figure was based on 34.7 total days spent in the 

hospital. The community-based services available in the San 

Francisco area have been an important factor in decreasing 

length of stay in the hospital as well as hospital expense 

for HIV-infected persons. In addition, this model has been 

found to provide for a higher quality of life for people 

with HIV infection (Arno, 1986). 

The continuum-of-care model was developed to overcome 

the barrier of cost. The key components of the model are 

committed local leaders in government, local money 

resources, utilization of community services, public 

involvement, and community acceptance of the problem. This 

model is limited by its identification of only money and 

limited resources as barriers to comprehensive AIDS-related 

services and the omission of PWAs when planning services. 

Sowell and Lowenstein (1988) developed a model titled 

"The Comprehensive Planning for AIDS-related Services Model" 

(CPARS), which includes the following sections: provision 

of patient care, human resource management, and community 

development, which is presented in Appendix B. Included in 

the provision of patient care section is the availability 
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and accessibility of services as well as the adequacy of 

care delivered. The CPARS model suggests an 

interdisciplinary approach to care which includes holistic 

and comprehensive care, and ensures patient rights, 

confidentiality, and informed consent. Patient advocacy, 

education, support, and infection control are also paramount 

segments of this section of the model. 

The second section of the CPARS model is management of 

human resources which includes the protection of the 

organization's emplpyees through the use of infection 

control procedures, staff education, provisions for a safe 

working environment, and continual support of the health 

care workers who care for HIV-infected patients. This 

section of the model also provides guidelines for the 

employee with HIV infection, and ensures confidentiality, 

counseling, and employee assistance for the HIV-infected 

employee. 

Community development is the third section of the CPARS 

model. Alternative care facilities such as home health care 

agencies, hospice, and non-hospital institutional care are 

included in this section. This aspect of the model appears 

in Figure 1. The CPARS was used to develop the items of the 

questionnaire for this study and the parent study. In. 

addition, this model makes up the "AIDS-related services" 

section of the ASPEM model, which is the conceptual 

framework for this study. 
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FIGURE 1~ 

AIDS Services Planning and Evaluation Model (ASPEM) 

COSTS 
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Conceptual Framework 

The ASPEM model developed by Sowell, Gueldner, and 

Bramlett (1988) is the model that was used for this thesis 

(see Figure 1). The model is comprehensive including 

economic and social costs of the disease as well as 

availability, accessibility, and quality of AIDS-related 

services. In addition, congruence among health care 

provider and client perspectives of health care needs and 

services is of primary importance according to the model. 

The model was developed in order to reduce the fragmentation 

of the delivery of AIDS-related services. This model 

provides a framework for planning and evaluation of AIDS 

services in the areas of research, administration, and 

practice. 

According to the ASPEM model, both economic and social 

costs of HIV infection are antecedents that determine the 

availability, accessibility, and quality of AIDS-related 

services. The hospitals and government have been left to 

meet the financial burden of an increasing AIDS caseload due 

to the increasing number of HIV-infected persons among the 

poor and unemployed. The fear associated with the 

infectious nature of the disease has resulted in -the social 

costs of rejection and isolation for HIV-infected persons by 

family, friends, and the community (Sowell et al., 1988). 

The ASPEM model is a comprehensive model which 

addresses the relationship among social and economic costs 

and the availability, accessibility, and quality of 



hospital-based and community-based AIDS-related services. 

ASPEM infers community and individual, economic and social 

costs to be predetermining factors in the availability, 

accessibility, and quality of AIDS-related services. 

Congruence between client and health care providers' 

perspective of health care needs is a main goal of all HIV

related programs according to the ASPEM model. 

This model includes provision of patient care, human 

resource management, and community development (Sowell & 

Lowenstein, 1988). The other models do not mention 

protection of health care employees, benefits for employees 

with HIV infection, or client perspective of health care 

needs as does the ASPEM model. The availability of AIDS

related services in hospital and community settings and the 

factors that determine the availability of services are the 

sections of the ASPEM model that apply to this study. 
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CHAPTER III 

Method 

The purpose of this chapter is to describe the methods 

used to identify the economic and social costs which promote 

or bar the establishment of HIV-related services. The 

following topics are discussed in this chapter: the design 

of the study, instrumentation, instrument validity, sample, 

subjects, procedures, validity and reliability, and data 

analysis. 

Design of the Study 

This study is part of a larger study ("Hospital 

Responses to the AIDS Epidemic: Analysis By Various Sizes 

and Geographic Regions of the U.S."), a national survey to 

identify availability of services for AIDS patients. The 

study questionnaire also elicited responses to open-ended 

questions providing the data for qualitative analysis in 

this study. A descriptive design was used in this study to 

describe the factors that promote or bar the establishment 

of HIV-related services. 

Instrumentation 

The data were previously collected using a 

questionnaire derived from the Planning Model for 

Comprehensive AIDS-related Services (Sowell & Lowenstein,· 

1988.). The questionnaire was developed for use in the study 

20 



titled "Hospital Responses to the AIDS Epidemic: Analysis 

by Various Sizes and Geographic Regions of the u.s." The 

six open-ended questions that provide the data for this 

study read as follows: 

1. For the above patient care services available now, 

and/or can be expected to be available by 1991, please give 

factors you believe make this readiness possible in your 

hospital. 

2. For those patient care services not available now, 

and not expected to be available by 1991, please give 

factors you believe make this readiness improbable in your 

hospital. 

21 

3. For those personnel policies/practices now in 

place, or that will be in place by 1991, please give factors 

you believe make this readiness possible in your hospital. 

4. For those personnel policies/practices not 

available now, and not expected to be available by 1991, 

please give factors you believe make this readiness 

improbable in your community. 

5. For those community services available now, or that 

can be expected to be available by 1991, please give factors 

you believe make their development possible in your community. 

6. For those community services not available now, and 

not expected to be available by 1991, please give factors 

you believe impede their development in your community. 
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Validity of the Instrument 

General understanding and content validity of the total 

questionnaire were established through a pretest 

administered to five faculty members from nursing 

administration and five directors of nursing. Suggestions 

from this expert panel related to word clarification for 

general understandability and content validity were used for 

revision of the instrument. 

Construct validity of the instrument was established by 

deriving questions from the three sections of the Sowell and 

Lowenstein model which are patient care services, employee 

services, and community services. The panel of experts then 

compared the questions of the instrument to the model.. The 

critiques were analyzed and the questionnaire revised. 

Sample 

The sample population for the study consisted of 900 

directors of nursing from 900 non-federal public and private 

hospitals within the nine regions of the United States. One 

hundred hospitals from each of the nine geographic regions 

were randomly selected from the American Association Guide 

to the Health care Field (AHA, 1988). Of the 401 

respondents, 321 respondents submitted answers to the open

ended questions which comprised the sample for this study. 

The respondent hospitals far· this study consisted of for 

profit, not for profit, private, city, county and state, and 

rural and urban hospitals. 
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Protection of Human Subjects 

The data for this study were gathered under previous 

Human Assurance approval for the parent study, "Hospital 

Responses to the AIDS Epidemic: Analysis by Various Sizes 

and Geographic Regions of the U.S." The exemption request 

stated, "The research instrument used will be the enclosed 

questionnaire to be completed by the directors of nursing of 

a hospital." The human subjects of this study will at no 

time be identified with the responses. The subjects are 

also assured that their responses and their institution will 

not be linked. The subjects were informed of the voluntary 

nature of compliance with this national study by completion 

and return of the questionnaire packet which constituted 

consent to participate. This study was also granted Human 

Assurance. 

Procedure 

The survey questionnaire technique was used in this 

study to explore the enablers and barriers to AIDS-related 

services. Directors of nursing of the institutions selected 

were sent an initial letter alerting them to the study, and 

selection of their hospital for inclusion. The 

questionnaire and a return self-addressed envelo~e 

accompanied the letter. One week after receipt of the 

initial letter, the directors of nursing received a postcard 

reminding them of the questionnaire and requesting its 

completion and return. Two weeks after the postcard 

mailing, the directors of nursing were sent a final letter 



including a cover letter, a second copy of the 

questionnaire, and a self-addressed envelope. The 321 

questionnaires containing responses to the open-ended 

questions were used for analysis in this study. The exact 

words of the respondents were keyed into the computer using 

the dBase III Plus software program. 

Validity and Reliability 
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Validity in qualitative research "refers to gaining 

knowledge and understanding of the true nature, essence, 

meanings, attributes, and characteristics of a particular 

phenomenon under study. Measurement is not the goal; 

rather, knowing and understanding the phenomenon is the 

goal" (Leininger, 1985, p. 68). construct validity for this 

study was established by having a panel of experts review 

the meanings (key words or categories) which the researcher 

had determined conveyed the meanings of the respondents' 

comments. There was 99% a~reement between the researcher's 

and experts' categorization of data. Strength for 

understanding also came from the background of both 

researcher and respondents, as all were experienced nurses, 

and could be expected to use some commonalities of language. 

Concurrent validity was established through the 

researcher's access to the responses of each questionnaire 

including demographic data, as well as the data analyzed in 

the major study. These data from the major study related to 

existence or non-existence of services, and the respondents 



were referring to these data as they completed the open

ended questions which comprise the data set for this study. 

"In qualitative research, reliability focuses on 

identifying and documenting recurrent, accurate and 

consistent (homogeneous) or inconsistent (heterogeneous) 

features as patterns, themes, values ••• confirmed in similar 

or different contexts" (Leininger, 1985, p. 68-9). 

Internal and external consistency and recurrency will be 

discussed in relation to this study. Internal consistency 

includes sample selection bias, observer bias, accuracy in 

recording field notes, analytical accuracy, and bias in 

reporting (Munhall & Oiler, 1986). In this study the 

population was a stratified random sample, obtained by 

randomly identifying 100 hospitals in each of the nine 

regions of the U.S. There were no observers or field notes 

to permit bias. Analytical accuracy was repeatedly tested 

through the constant comparative method of data analysis 

(Munhall & Oiler, 1986). In this process, the researcher 

analyzed each new statement against the statements and 

categories of previous entries, seeking similarities and 

differences. Through this process the basic properties,of 
. ' 

the categories became clear, and gradually relationships 

between categories were clarified. 
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External validity or generalizability'was .assured by 

the obtaining of a random ~ample, and the response rate, 45% 

of returns from every state,·lncluding Alaska.and Hawa~i, 

both rural and urban, and every s·ize hospital being 



represented. No attempt is made to generalize beyond the 

borders of the United States. Recurrency was found in the 

number of times similar categories were assigned to 

subsequent statements of different respondents. 
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CHAPTER IV 

Findings 

Description of the Sample 

Survey questionnaires were sent to directors of nursing 

from 900 non-federal public and private hospitals, both 

rural and urban within the nine regions of the United 

States. One hundred hospitals from each of the nine regions 

were randomly selected from the American Association Guide 

to the Health Care Field (AHA, 1988). Of the 900 

questionnaires sent, 401 were returned for analysis from 

every region and state in the u.s., including Hawaii and 

Alaska. Of the 401 responses, 32·1 ( 80%) contained responses 

to the open-ended questions, thus providing the data set for 

this study. 

Fifty-seven percent of the respondents were from rural 

hospitals and 43 percent from urban. Eighty-nine percent of 

the sample were non-profit hospitals; 11 percent, for

profit; 59 percent city, county, and state; and 41 percent, 

private. The responding hospitals were located in rural and 

urban areas with a population size ranging from less than 

1,000 to greater than 8,000,000 people. The bed capacity of 

the hospitals ranged from 8 ~o 1,200 beds. Thirty percent 

of the responding hospitals had, no AIDS patient.s in the last 

year, 70 percent had 0-5 AIDS patients in the last year, and 

27 



6 percent of, the responding hospitals had designated areas 

for AIDS patients. 

Categories 

The categories identified in the study were either 
' 
enablers or barriers, depending upon the setting. Thirty-

one categories were identified in this study. They are 

administration, agencies, attitude, awareness, 

collaboration, community, denial, education, existing, 

government, hospital type, human resources, infection 

control, location, mission, money, need, not appropriate, 

physicians, physical resources, planning, priority, prison, 

psych, reaction, regulatory, research, size, staff, task 

force, and unknown. Of the 31 categories, need, existing, 

regulatory, administrators, money, education, agencies, 

community, and mission occurred most frequently which are 

listed in Table 1. Definitions of these categories are 

given in Appendix c. 

Table 1 

Responses by Category and Frequency 

Category/ 
Frequency 

Need 
(281) 

Factor/ 
Frequency 

Enabler 
(96) 

Barrier 
(185) 

Examples 

"We have had HIV+ patients since 
1985." 
"We serve a high risk population." 
"So far we have not treated a 
sufficient number of AIDS patients 
to warrant specialized services." 

28 
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Table 1 (cont'd) 

Responses by Category and Frequency 

category/ 
Frequency 

Existing 
(206) 

Regulatory 
(163) 

Adminis
trators 
(124) 

Money 
( 114) 

Education 
(108) 

Agencies 
(98) 

Factor/ 
Frequency 

Enabler 
(206) 

Enabler 
(83) 

Barrier 
(80) 

Enabler 
(73) 

Barrier 
(51) 

Enabler 
(27) 

Barrier 
(87) 

Enabler 
(91) 
Barrier 
(17) 

Enabler 
(34) 

Barrier 
(64) 

Examples 

"These services are offered to all 
patients and the PWA patients are 
no different." 
"Employees with AIDS will have same 
benefits." 

"Following of CDC guidelines, AHA, 
and OSHA." 
"State legislative bills protecting 
the employee." 
"Compliance with federal laws." 
"The staff at our hospital is 
unionized--they wouldn't stand for 
mandatory testing of employees." 

"Administrative interest/support." 
"Up to date administration anxious 
to follow CDC guidelines." 
"Good administrative planning." 
"Lobbying of no priority to 
administration--hardly get to do 
infection control time." 

"~eimbursement." 
"Funding." 
"Money." 
"No money available." 
"Economically depressed area, 
limited funds to start new 
programs." 

"Adequately trained staff." 

"Education needs "to be given to 
staff/community before compliance 
to all the disciplines." " 

"Many services now available are 
through a variety of different 
agencies." 
"More urban settings have more to 
offer at this time and PWAs would 
best be referred." 



Table 1 (cont'd) 

Responses by Category and Frequency 

Category/ 
Frequency 

Community 
(95) 

Mission 
( 86) 

Factor/. 
Frequency 

Enabler 
(59) 

Barrier 
(36) 

Enabler 
(70) 

Barrier 
(16) 

Examples 

"Excellent community interest in 
supporting AIDS victims and 
families." 
"Negative public attitudes." 

"These patients fall within the 
scope of the mission and goals of 
the hospital." 
"Mission statement that all 
patients are treated equally and 
with dignity. " · 
Mandatory testing -- "Not within 
our policies nor do we expect that 
it will fit into our belief 
system." 
"The above community services are 
not the hospital's mission." 

Themes 

Through the constant comparative method of identifying 

categories, overall themes emerged. Nine themes were 

identified. They are incidence of HIV-infected persons, 

rural setting, services proximity, resources, funding, 

philosophy, collaboration, existing services, and 

psychiatric facility. 

Incidence of HIV-infected persons. The number of HIV

infected persons in the hospital and community proved to be 
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a common factor in the availability of HIV-related services. 
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Rural setting. In many cases, the rural directors of 

nursing reported the location of their community and 

hospital to be a barrier in the availability of AIDS-related 

services. Many of these respondents reported that because 

the community and hospital are located in a geographically 

isolated area, there are few HIV-infected persons and, 

therefore, little need for AIDS-related services or 

resources. However, other rural directors of nursing viewed 

being in a geographically isolated area as a promoting 

factor to having services. These directors _of nursing of 

poor, rural, remote health care facilities reported that 

their facilities have the services because they are the 

communities' only resource. 

Services proximity. The respondents frequently viewed 

the theme, proximity to services, to be both an enabler and 

a barrier to the availability of AIDS-related services. 

Directors of nursing reported their communities' close 

proximity to agencies with AIDS-related services already in 

place to be an enabling factor. However, many directors of 

nursing reported_proxi~ity to agencies with AIDS-related 

services already in place t6 be a barrie~ to their own 

facilities' implementation of AIDS-related services for 

their communities. 

Availability of resources. The availability of the 

resources was viewed by the respondents as an enabler and 

the unavailability of resources was viewed as a barrier. 

Some respondents reported that the hospital had sufficient 
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hospital personnel who helped to develop services. Others 

reported that their hospital had no additional space or 

required staff resulting in the inability of the facility to 

implement new services. 

Funding. The availability of funds was also identified 

as a theme in this study which was found to be both a 

promoting and inhibiting factor in the acquiring of AIDS

related services. Many directors of nursing responded that 

their hospital does not have money available in their budget 

for AIDS-related services, whereas some directors of nursing 

reported that their hospital received grant money which. . 

allowed them to develop services. 

Philosophy. The hospital's philosophy emerged as a 

theme in this study. Many respondents- reported the 

philosophy of the facility, administration, physicians·, 

staff, and community to be an enabler ""·to .,their institutions 

acquiring of AIDS-related services. In addition, the 

hospital's commitment to care for all patients regardless of 

diagnosis was also reported to be an enabler. Community 

support and involvement was identified by some subjects to 

be an enabler in the availability of HIV-related services in 

the hospital and community. Philosophy was found to be a 

barrier also. The communities' negative attitudes 

concerning HIV-infected persons were reported as an 

inhibiting factor in the availability of services in some 

communities. 
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The type of hospital (private, for-profit, non-profit, 

state, federal, acute care, chronic care, rehabilitation 

facility) which received questionnaires had an impact on the 

availability of AIDS-related services. If having the 

services was within the scope and mission of the hospital, 

then the services were usually available. However, if the 

services were outside the scope and mission of the hospital, 

then the services were usually not available. 

Collaboration. Collaboration was visible as a theme by 

the responses of some of the directors of nursing who 

identified communication and interdisciplinary teamwork 

between the community and hospital as a promoting factor in 

the acquiring of services for HIV-infected persons. The 

lack of collaboration was reported by some respondents to be 

an inhibiting factor in the availability of services. For 

example, having no hospital/community liaison group 

inhibited the availability of services for HIV-infected 

persons in both the hospital and community setting. 

Existing services. Existing services, only found to be 

an enabler, was also identified as a theme. Many nursing 

administrators reported that their presently available 

services are excellent and available to employee~ and to 

patients with all diagnoses and stated that separate 

services for HIV-infected persons are not necessary. Few 

respondents reported having separate services for HIV

infected patients and employees. 



34 

Psychiatric facility. Because of its recurrence and 

the bipolar responses from their directors of nursing, 

psychiatric facility was identified as a theme. Some 

directors of nursing of psychiatric facilities identified 

their type facility as an enabler in the obtaining of 

services since they admit HIV-infected patients for chemical 

dependency. Being a psychiatric facility was also 

identified as a barrier to the availability of services by 

many respondents because of the hospital's inability to 

provide care for patients with acute medical needs. 

Regulation. Regulation was a recurring theme 

identified from the data. This theme was identified as both 

an enabler and a barrier. As an enabler, many of the 

respondents reported that the services were available in 

their community and hospital because of regulatory agencies 

such as the CDC, OSHA, and state laws. As a barrier, 

regulatory agencies, hospital policies, procedures, 

protocols, and the government inhibited some of the services 

listed on the questionnaire, especially mandatory testing of 

employees for HIV infection. 



Table 2 

Themes and Factors 

Theme 

Incidence of 
HIV-infected 
persons 

Rural 
setting 

Services 
proximity 

Factor 

Enablers 

Barriers 

Enablers 

Barriers 

Enablers 
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Examples 

"Our population is totally 
substance abusers and at high 
risk for AIDS group, 
therefore, we must be ready." 
"Necessity -- we are in a high 
HIV+ seroprevalence area and, 
therefore, required these 
things sooner." 
"Need of community." 

"AIDS has not impacted this 
community and until it does 
this community will move 
slowly." 
"Low incidence." 

""As the need arises, ·we will 
deal with these issues." 

"Primary care facility in 
small rural community. The 
trend indicates that AIDS 
patients return home for 
terminal care. Mission to 
provide acute and long-term 
care to the community we 
service. · county population 
8500." 

"Rural hospital with very low 
AIDS population." 
"Most PWAs remain in urban 
areas. Have not seen any PWAs 
due to rural setting." 

"Our community is 20 miles 
away from large city which has 
all degrees of support 
services already in place for 
AIDS-diagnosed persons." 
"This facility is located 20 
miles east of L.A. All the 
above services are in place 
there." 



Table 2 (cont'd) 

Themes and Factors 

Theme Factor 

Barriers 

Resources Enablers 

Barriers 

Funding Enablers 

Barriers 

Examples 

"The community is in an area 
of close proximity to a 
testing center and the state 
and local authorities. 
recognize the need for such 
services." 

"Smallest of three hospitals 
in one-half mile radius." 

. "Go to a larger facility for. 
care." 
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"Services are already 
available in the community." 
"Majority of AIDS patients are 
treated in larger institutions 
located in this area." 

"New addition to provide more 
services." 
"Our census runs low so we 
will be able to accept these 
patients." 
"Excellent comprehensive 
pastoral care services/active 
medical ethics group." 

"Lack of the appropriate 
facilities and personnel." 
"Space limitations." 
"Need more time to teach and 
prepare the support/pastoral 
care team." 

"Available funding in 
department budget." 
"Grant money assistance." 
"Participate in Medicare/ 
Medicaid." 
"Financial support." 

"County indigency funds 
exhaust early in county fiscal 
year and they do not budget 



Table 2 (cont'd) 

Themes and Factors 

Theme 

Collaboration 

Existing 
services 

Psychiatric 
facility 

Factor 

Enablers 

Barriers 

Enablers 

Enablers 

Examples 

enough in the first place." 
"Economically depressed area; 
limited funds to start new 
programs." 
"No money. " 
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"Association with large 
tertiary care center and 
sharing of some services and 
policfes for employees." 
"Communication between the 
facility'and the State Bureau' 
of AIDS Prevention. as well as 
community-based 
organizations." 
"Excellent interdisciplinary 
teamwork." 

"Lack of:communication." 
"Community competition -- no 
organized central activity . 
center. unless taskforce·· grows 

,ai:J.d fills'th±s·role." ,. 

"We give one level of care 
regardless of disease·entity." 
"These services are currently 
available for all patients." 
"AIDS is not treated different 
than other diseases, 
therefore, present personnel 
policies cover AIDS." 

"Focus on psychiatric issues 
first, AIDS issues as 
compounding factor." 
"We are a psych hospital and 
we see patients and their 
families mainly for depressive 
episodes and/or chemical 
dependency issues. 



Table 2 (cont'd) 

Themes and Factors 

Theme Factor 

Barriers 

Philosophy Enablers 

Barriers 

Regulations Enablers 
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Examples 

"The fact that we are a psych 
facility_ limits our ability to 
care for medically unstable 
acute care_ patients." 

"Mission litatement that all 
patients are treated equally 
and ~ith dignity." 
,"Commi tm_ent to -high qu·al;i ty · 
-state of the a·rt care for all 
patients."-
"Board of Trustees, 
administration, medical and 
nursing staff committed to 
pro-active progressive care." 
"Committed coalition of 
individuals interested in 
developing a community 
effort." 

"Community still does not 
recognize that it will hit 
this community. Bedroom 
community of major city. 
(Community doesn't even like 
Planned Parenthood.)" 
"Unfortunately, the community 
has blinders on and only when 
the need arises will they 
acknowledge there is a 
problem." 
"Mandatory testing -- it would 
not comply with our' basic 
philosophy." 
"Facility mission is 
rehabilitation, chronic and 
skilled care, not acute." 

"Data from CDC have encouraged 
us to respond to inpatient 
need for patients coming to 
us." 



Table 2 (cont'd) 

Themes and Factors 

Theme Factor 

Barriers 

Examples 

"Hospital is mandated to 
follow CDC/OSHA guidelines." 
"Quality Assurance." 
"Washington state has made 
AIDS education mandatory for 
health care providers for re
licensure resulting in an 
increase in everyone's 
awareness·." 
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"Currently not-necessary under 
conditions"and limits of the 
law." 
"Mandatory testing will 
probably be illegal in OHIO by 
then." 
"Corporate AIDS protocol." 

-' 



CHAPTER V 

Discussion 

The research question for this study, What are the 

enablers and barriers to the availability of services for 

HIV-infected persons?,, was answered by directors of nursing 

of both urban and rural hospitals from all nine regions of 

the United States. Constant comparative method was used for 

data analysis. All categories and themes in the study, 

finally, could be reduced to three omnipresent themes. 

These.themes are philosophy, funding, and regulation. 

Philosophy emerged as a major theme in this study. The 

philosophy of hospital administration, physicians, staff, 

and community positively affected the availability of 

services in many communities. Even though many communities 

had a low incidence of HIV-infected patients, the community 

and hospital were proactive in developing AIDS-related 

services for future need. In the parent study, 95% of all 

hospitals having admitted at least 10 HIV-infected patients 

offered acute care services. 

Many of the respondents identified their hospital

community liaison group or task force as an enabling factor 

in the obtaining of HIV-related services. Hospital and 

community collaboration was within the mission and 

philosophy of these hospitals and communities. There were 
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also some respondents who identified the lack of a hospital

community liaison group or task force as a barrier to the 

availability of HIV-related services. In the parent study, 

only 45.98% of the respondents checked that they presently 

had a hospital-community liaison group-or person. 

The presence of a liaison group could promote 

comprehensive services for HIV-infected persons through the 

identification and utilization of both community and 

hospital resources. According to Kawata and Andriote 

(1988), community-wide cooperation among b~th public and 

private leaders is the key factor in decreasing the gaps in 

available services for HIV-infected persons. These leaders 

must acknowledge their accountability in the providing of · 

services for HIV-infected persons (Kawata & Andriote, 1988). 

In addition, a proactive community with influence and power 

can gain financial backing from federal, state, and local 

levels. 

Regulatory agencies was also a major theme in the data. 

A majority of respondents identified federal agencies such 

as the CDC and OSHA as enabling factors in the availability 

of HIV-related services. These agencies recommend and 

require health care institutions to have services. Some 

respondents identified state regulations as a barring 

factor. 

The third major theme identified in this study was 

funding. In most cases, if funding was available for HIV

related services, then the institution had the services. 



However, there were communities that were not funded for 

HIV-related services that implemented the.services. These 

hospitals used money from their budget to implement the 

services. This theme relates to the other theme, 

philosophy. Administrators and staff from these agencies 

supported having the services so they found a way to get 

them. 
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Many different hospital types such as county, state, 

and psychiatric facilities also had implemented HIV-related 

services. These institutions identified their hospital 

controller as the enabling factor to their obtaining funding 

for and obtaining HIV-related services. In these hospitals, 

the funding for services was provided by the state, county, 

or federal government. 

The three omnipresent themes appear consistently in the 

responses and encompass all the categories. A positive or 

negative philosophy, the presence or absence of regulations, 

and the presence or absence of funding determines the 

enabling or barring of services. Thus, through the major 

study, the AIDS-related section of the model was developed. 

Thro1.1gh this study, the availability "arrow" of the model 

was developed. The social costs of AIDS are reflected in 

the categories comprising the major theme of philosophy, and 

the economic costs of AIDS are reflected in the categories 

comprising the major themes of funding and regulation. 

Many of the findings of the study were anticipated. 

However, fear of the disease and negative attitudes were 
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identified as barriers less often than expected. According 

to Blendon (1988), there is still a minority of people who 

see AIDS as a rightful punishment, which is related to the 

disease's association with homosexuality and drug abuse. 

Community education may be a contributing factor to the 

increased public awareness and acceptance found in the 

study. 

Implications 

With the approaching migration of HIV-infected persons 

to health care agencies throughout the United States, it was 

necessary to identify the enabling and barring factors to 

the availability of services of institutions in many 

different areas of the country. According to the Office of 

Infectious Disease, Georgia (1990), the states of New York, 

California, Florida, Texas, New Jersey, Illinois, 

Pennsylvania, and Georgia have reported the highest 

cumulative cases of AIDS at present. However, AIDS is 

becoming a suburban and rural disease also, as HIV-infected 

persons return to their hometown communities (Kawata & 

Andriote; 1988). Results of this study have been placed in 

a computer data base making available information to 

institutions which some hospitals have found effective in 

obtaining HIV-related services. 

Many health care institutions are experiencing 

financial difficulty, especially rural hospitals. Such 

hospitals can increase their occupancy by connecting some 

acute-care beds to nursing home beds. This will supply 



hospitals struggling to survive with additional money. 

Friedman (1987) suggested the opening of nursing horne beds 

in small rural hospitals with low occupancy as a survival 

strategy. Such reallocation of beds will increase the 

number of beds available for HIV-infected patients. 
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HIV disease has proven to be financially detrimental to 

many health care institutions throughout the United States. 

Scitovsky (1986) reported that, in,San Francisco, inpatient 

hospital care is 80% to 90% of the entire cost of treating 

PWAs. An increasing number of HIV-infected persons are 

poor, unemployed, and uninsured. In addition, private 

insurance companies are trying to exclude people who are 

HIV-infected or are at risk of acquiring HIV infection from 

coverage (Friedman, 1987). Thia will add to the already 33 

million indigent Americans, leaving the financial burden in 

the hands of the government and hospitals. The astronomical 

costs of treating HIV-infected persons could be drastically 

reduced by more hospitals offering chronic/ambulatory care 

services. In the parent study, only 33 percent of rural 

subjects provided comprehensive chronic/ambulatory care 

services. 

Many health care institutions and communities continue 

to lack services for HIV-infected persons despite the 

recommendations by regulatory agencies such as the CDC and 

OSHA. Nursing leaders are in a position where they can 

develop task forces in the community and hospitals. The 
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members of the task forces can work to overcome obstacles to 

the obtaining of services for HIV-infected persons. 

In addition, nurses must become more politically 

involved and encourage political involvement in the 

community, which will increase the community's chances for 

funding of services. In the parent study, only 28% of rural 

respondents presently have leaders lobbying for AIDS 

legislation, and only 68% of urban respondents. This could 

also be a barring factor in the availability of HIV-related 

services in rural communities. 

Nurses must identify hospital and community resources 

and promote use of those underutilized resources. For 

example, in the parent study, only 56% of rural respondents 

presently utilize volunteer support groups in comparison to 

the 88% of urban respondents. The use of volunteers is a 

cost-effective means of providing non-medical care for HIV

infected persons. 

Recommendations for Research 

This research study utilized the ASPEM model testing 

only the arrow "availability" of AIDS-related services. 

Other parts of'the model that need testing include the arrow 

"accessibility" of AIDS-related services as well as the 

"quality" of AIDS-related services. In addition, a research 

study looking at the health care needs as perceived by PWAs 

is also warranted. 

The findings of the parent study identified differences 

and similarities in service by size and geographic region 
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including the areas of provisions of care, personnel 

practices, and community development. This study identified 

the obstacles enabling or barring availability of services. 

This study should be repeated in 1991 in order to see 

evolution of AIDS cases and its impact on the health care 

system. 

Hellinger (1988) estimated lifetime costs for the 

treatment of PWAs to be $61,000. New tests and treatments 

for these patients are contributing factors to the 

escalating costs. Identification of how health care 

institutions compare by size, geographic location, risk 

factors, and socioeconomic factors in the cost of treating 

PWAs is needed. A study of the comparison of various 

financial sources available to health care institutions by 

hospital size, hospital type, incidence of PWAs, and 

geographic location is also needed. Results of such studies 

available to hospital, community, and government leaders 

will help in planning services for PWAs. 

As stated earlier, further testing of the other aspects 

of the ASPEM model is needed. A study comparing and/or 

measuring patient satisfaction of institutions utilizing 

different models of care fa~ HIV-infected persons as well as 

a study looking at the variation in the quality of care in 

different hospitals, treatment settings, and risk categories 

would be advantageous in testing quality of care for PWAs. 
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Conclusion 

Qualitative analysis allows the reader to see exact 

responses of subjects and tc;:> see the relationships in the 

data. Qualitative analysis in this study allowed the· 

researcher to explore and examine parts of a new model as 

well as lay the groundwork for further AIDS-related research 

in the nursing discipline. Through continuous review of the 

data by constant comparative analysis, the researcher was 

able to identify and understand the relationships and 

meanings of the data. The researcher then synthesized 

related data and formulated themes. 
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COMPREHENSIVE PLANNING OF AIDS-RELATED SERVICES 
QUESTIONNAIRE 

Pl ease_r~l3P9!1q __ ~_L!-..!L.l.9..\!.l:_hOsJ<.iJ~a 1 ~~-and_ 9011111!\in i tY' s _ _r~!!o.d i nV!~L~O pr_g_v_,_gJ! 
care for increased numbers of Persons With Aids (PWAsL 1n the areas gf: 
Pat ;"9<)~-~~-a_r~·;::-F>ersonnel Pi-ac-t i ces.-artd- CQ!I)mUJ:lLtL.Jl~~-a}gp_l!lent. --.-. 

I. Provisions of Patient Care. Check the appropriate boxes below wh1ch 
indicate your hospital's preparedness to provide the following AIDS
related services. Check only one box per item. 
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-----------------------

Now 
Available 

w i 11 be 
Available 
by 1991 

··--------------

Nelther 
Available 
nor 
PL!!onned 

A. 

8. 

c. 

D. 

E. 

F. 

G. 

H. 

Acute Care Services 

Hospital based supportive care 
for patient and family 

Interdisciplinary comprehensive 
discharge planning 

Enforced system for confidential
ity of patient diagnosis 

Informed consent and patient 
right to self-determination 
in treatment 

Comprehensive chronic/ambulatory 
care services 

Patient and family education as 
to alternatives, prognosis, and 
good health practices 

Medically indigent care 

D 
CJ 

D 

D 

D 

CJ 

CJ 
D 

D 

D 

CJ 
D 

CJ 

D 

I. For the above patient care servi~~~ available now, and/or can be 
expected to be available by 1991, please give factors you believe 
make this readiness possible in your hospital: 

J, For those P..!!..!..i.~_t .S:.;!re __ ~ervi~!!!! not ava i 1 ab 1 e now, and not expected 
to be available to 1991, please give factors you believe make this 
readiness improbable in your hospital: 
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II. Personnel Practices. Check the appropr1ate ooxes below whlch ind1cate 
your hospltal's preparedness to provide the follow1ng AIDS-related 
services/practices for employees. Check only one oox per item. 

Health Care Employees: 

A. 

B. 

c. 

Employee educatlon regard1ng 
self protection 

Enforcement of safe work1ng 
practices (follow CDC gu1del1nesl 

Emotional support for nurs1ng 
personnel working with AIDS 
patients 

Now 
Available 

CJ 

D 

CJ 

Clear policies stating employee r==J 
responsibility to prov1de care for 

E. 

F. 

G. 

H. 

AIDS patients, and stated con
sequences if responsibility is 
not met 

Routine (mandatory) testing of 
employees for HIV 

Confidential counseling for 
employees if HIV positive 

Policies outlining job pro
tection of HIV positive 
employees 

Financial assistance (insurance, 
leave time, etc) for employees 
having AIDS 

CJ 

D 

D 

D 

Will oe Neither 
Available Available 
by 1991 Nor 

- ------·-·· - -- ___ £_1 ~!:!11-"Q 

D 

D D 

D 

D 

D 

D CJ 

D D 

D D 

I. For those personnel policies/practices now in place, or that will be 
in place by 1991, please give factors you believe make this readiness 
possible in your hosp1tal: 

J. For those personnel polic1es/pract1ces not available now, and not 
expected to be available Oy 1991, please give factors. you oe11eve maKe 
this readiness improbable in your community: 
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III. Community Development. Check the appropr1ate ~axes wh1ch 1na1cate 
availa~ility of AIDS-related services within your community/catchment 

A. 

B. 

c. 

D. 

E. 

F. 

G. 

H. 

area. 

Home health/hospice care 

Volunteer support groucs 

Non-hosp1tal institutional care 

Case management 

Non-hosp1tal soc1al serv1ces 

Community education program(sl 

Hospital-community liaison group 

Leadership in lobbying for needed 
<\IDS legislation 

Now W1ll be Neither 
<\vai la~le <\vailable Available 

by 1991 Nor 
-·------- -· ··------- ___ .E'J~r:HJed 

CJ 
D 
D 
D 
D 
D 
D 
D 

D 
D 
D 
D 
CJ 
D 
D 
D 

D 
D 
D 
CJ 
D 
,D 
D 
D 

I. For those services av~ilable now, or than can be expected to be 
available by 1991, please give factors you believe make their 
development possi~le in your community: 

J. For those services not available now, and not expected to available by 
1991, please give factors you believe impede their development in your 
community: 
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IV. Demographic Data 

P-~ta on _)'our Hospj~a 1 

1. State in which your hospital resides 

2. Designation of your hospital for purposes of Medicare reimbursement 
-l. rl!!"aJL u rb_~r)J __ _ 

3.. Population of city in which hospital resides 

4. Bed capacity of your hosp1tal 

5. Control of your hospital: For profit 

Not for profit 

Private 

City/County/State 

(More than one response may be checked) 

6. Approximate number of AIDS patients cared for in your hosp1tal in the 
past year 

1. Is there a designated area/ward for PWA's in your hospital? 
Yes No 

If you wish to receive a copy of the findinga of this study, please include 
your business card with the completed Questionnaire. 

Thank you! 

\ 
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I Provision of Patient Care I 
I 

ACCESS TO CARE 

• Availability of Services 
acute heahh care 
supportive care 

• Financial Considerations 

ADEQUACY OF CARE 
• Interdisciplinary Approach 

comprehensive care 
discharge planning 

• Patients Rights 
confidentiality 
informed consent 
right to self-determination 

• Patient Advocacy 
patient, family, and staff education 
·continued support 

• Infection Control 

Comprehensive Planning 
AID5-Related Services 

I 

Human Resource Management 

I 

ORGANIZATIONAL EMPLOYEES 

• Protection 
infection control procedures 
steff eduCIIIion 

• Employee Rights 
safe wortting environment 
employee support 
freedom from unreasonable fear 

• Employee Responsibilities 
job requirements 
disciplinary/grievance process 

EMPLOYEE WITH AIDSIHIV 
• CDC Guidelines 
o HIV Testing. 

confidentiality 
counseling 
cost 

• State and Federal Antidiscrimination 
Laws 

• Workman Compensation Laws 
• Employee Assistance 

58 

I Community Development I 
I 

ALTERNATIVE CARE 

• Home Health/Hospice Care 
nursing care 
social services 
volunteer ~upport groups 

• Non-hospltallnstltutlonel Core 
nursing homes 
residency programs 

• Ambulatory Core 
outpatienVintectious disease clinics 
inhouse ambulatory sell-care units 

EDUCATION 
• Community 

prevention/risk behavior 
health promotion 
facilitate supportive community 
climate 

• L8Qislative 
health care regulations 
'SOCial policy 
laws 
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Category/ 
Frequency 

Size 
(80) 

Human 
Resources 
(68) 

Physical 
Resources 
(57) 

Location 
(57) 

Hospital 
(55) 

Task 
Force 
(55) 

Factor/ 
Frequency 

Enabler 
(14) 

Barrier 
(66) 

Enabler 
(38) 

Barrier 
(30) 

Enabler 
(15) 

Barrier 
(42) 

Enabler 
(14) 

Barrier 
(43) 

Enabler 
(21) 

Barrier 
(34) 

Enabler 
(52) 

APPENDIX C 

Examples 

"Size of conununity and related 
resource availability." 

"Small conununity facility." 
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"We are too small to provide these 
services cost-effectively." 

"Currently have active social 
service department which includes 
discharge planning." 
"Staff and resources within 
hospital and contact with a number 
of outside supportive groups." 

"Liaison group not formulated." 
"Unavailable staff." 

"New addition to provide more 
services." 
"Our census runs low so we will be 
able to accept these patients." 

"Space limitations." 
"Limited facilities." 

"Our hospital is located in the 
state capitol of New Jersey." 

"Rural western conununity, fairly 
isolated from large urban area." 

"Teaching hospital." 
"Private non-profit institution. 
Our city has a large AIDS center." 

"Specialty ophthalmology hospital." 

"Efforts of AIDS action conunittee 
at local and state level." 
"Active AIDS task force in 
conjunction with gay conununity 
leaders." 
"AIDS" planning conunittee has 
liaison with conununity." 



Category/ 
Frequency 

Staff 
(44) 

Infection 
Control 
(39) 

Unknown 
(34) 

Psychi
atric 
Facility 
(32) 

Collabo
ration 
(32) 

Physicians 
(27) 

Factor/ 
Freqency 

Barrier 
( 3) 

Enabler 
(35) 

Barrier 
( 9 ) 

Enabler 
(39) 

Barrier 
(34) 

Enabler 
(27) 

Barrier 
(5) 

Enabler 
(29) 

Barrier 
( 3) 

Enabler 
(21) 

Examples 

"Task force discussed and decided 
against routine mandatory testing 
based on other community 
experiences and literature." 

"Progressive staff." 
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"Interest of staff and support for 
change." 
"Employee reaction to our first 
PWA. II 

"Non-acceptance of disease." 

"Infection control nurse that keeps 
staff informed and educated." 
"Active infection control committee 
and proactive planning." 

"Unknown." 
"I am not aware of community 
development." 
"Uncertainty." 

"Hospital is psychiatric -- also 
deal with chemically dependent 
individuals." 

"Deal with psychiatric aspects of 
care as opposed to physical 
aspects." 

"The willingness of institutional 
and community service providers to 
work collaboratively." 
"Excellent interdisciplinary 
teamwork." 
"Open communication." 

"Lack of communication." 

"A very progressive, well informed 
and aggressive medical staff, 
receptive administrators." 
"Adequate M.D. resources." 



Category/ 
Frequency 

Government 
(27) 

Awareness 
(24) 

Planning 
(23) 

Denial 
(19) 

Attitude 
(14) 

Factor/ 
Frequency 

Barrier 
( 6) 

Enabler 
(20) 

Barrier 
( 7) 

Enabler 
(19) 

Barrier 
( 5) 

Enabler 
(15) 

Barrier 
(8) 

, 
Barrier 
(19) 

Enabler 
( 7) 

Examples 

"Need physician willing to accept 
Medicaid." 
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"Poor acceptance on part of private 
practice physicians where no 
organized public service provider 
is available." 

"Current state planning to meet 
needs." 
"State mandates program for social 
services." 
"Support from our governing body, 
DHS, in Des Moines, Iowa. 

"Governing body prevents from 
having mandatory testing." 

"Continuing growing awareness of 
the need by the increasing number 
of AIDS cases." 
"Awareness of problem -- active 
discussion in hospital committees 
on how to address the problem." 

"Lack of identifying a need to have 
this in place." 

"Anticipating the need to care for 
AIDS patients since 1983 and 
planning accordingly." 

"These factors are not improbable 
-- no plans have been made to 
date." 

"Community still does not recognize 
that it will hit this community. 
Bedroom community of major city. 
(Community doesn't even have 
Planned Parenthood.)" 
"This issue does not apply to us in 
small rural hospital." 
"No one wants to think.about it." 

"We do not discriminate (job 
protection." 



Category/ 
Frequency 

Reaction 
(14) 

Priority 
( 11) 

Not 
Appropriate 

Research 
( 8) 

Prison 
(4) 

Factor/ 
Frequency 

Barrier 
( 7) 

Enabler 
( 11) 

Barrier 
( 3) 

Enabler 
( 4) 

Barrier 
(7) 

Enabler 
( 8) 

Enabler 
( 4) 

Examples 

"Social stigma." 
"Will not be interested in being 
known as AIDS Center or Long-term 
Care Center." 

"Nursing staff committed to 
progressive, proactive care." 

"Development extremely slow. The 
only gays have AIDS impression is 
extremely hard to break." 
"As stated, we are reactive not 
proactive." 

"Part of a corporation and our 
values made it a high priority." 
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"Has not been needed or prioritized 
as a future need to this point." 
"At this point we have more urgent 
survival problems." 

N/A 

"Significant amount of research in 
infectious disease." 
"State decal data compiled by 
department of epidemiology in 1985-
86 indicated need for organization 
to meet needs and shorten patient 
stays." 

"We service a maximum security 
facility and provide HIV care to 
inmates." . 
"We now treat AIDS patients. We 
receive several from the u.s. 
federal prison located here." 
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APPENDIX D 

Definitions 

1. Administrators - The awareness, interest, support of 
administration (hospital, nursing, etc.). Board of 
directors, hospital policies are also included. 

2. Agencies - Services offered by other hospitals, 
hospice, home health, etc., that are not connected to 
the institution that received the questionnaire. 

3. Attitude - Fear, discrimination, stigma, hospital, or 
community image. 

4. Awareness - The awareness or non-awareness, group not 
specified. 

5. Community - The support, non-support, interest, non
interest, and/or involvement, uninvolvement of the 
community. Volunteers and community leaders also 
included. 

6. Collaboration - The networking among employees, 
hospitals, and communities. Also included are 
interdisciplinary teams, communication, and teamwork. 

7. Denial -Denial, non-acceptance, avoidance. 
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8. Education - Education, lack of information, educated or 
uneducated hospital personnel, trained or untrained 
personnel, educated or uneducated community, staff 
development. · 

9. Existing - When the institution already has services in 
place for HIV+ patients and employees. These services 
may be the same as those used for all patient 
conditions. 

10. Government - County, state government, support/non
support. 

11. Human Resources - Adequate or limited hospital 
personnel. Counselors, religion department, pastoral 
care, social services, discharge planning team, 
hospital attorney, AIDS coordinator, employee health 
service. 

12. Hospital Type - Type of facility (primary care, county, 
state, private, for-profit, non-profit, etc.). 
Multihospital system, medical center, acute care,· 
indigent care. · 



13. Infection Control - Infection control department 
including nurses and physicians of this department. 

14. Location - Location of hospital and/or community 
(urban/rural). 
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15. Mission - Mission, philosophy, desire, caring, ethics, 
morals. 

16. Money - Insurance, funding/no funding, cost, near 
closing, money/no money, third party reimbursement. 

17. Need- High risk population or prevalence of high risk 
population. Incidence of HIV+ persons. May be low 
incidence, high incidence, no incidence in community, 
hospital or among hospital employees. 

18. Not Appropriate - Question unrelated to facility in 
question. 

19. Physicians - Medical personnel support/non-support. 

20. Physical Resources - Equipment, facilities, expansion 
of facilities, resources, space, time. 

21. Planning - Treatment plan, centralized plan, lack of 
planning, planning. 

22. Prison - Receive patients from a federal or state 
prison. 

23. Priority - HIV+ patients having precedence over other 
institutional needs and HIV+ patients not having 
precedence over other institutional needs. 

24. Psych - Psychiatric institution. 

25. Reaction - Presence of institutions or communities 
response to HIV+ patients. 

26. Regulatory - Regulatory agencies, guidelines, policies 
and procedures, protocols, board of health, union, 
employee rights, legislators, representatives, quality 
assurance, law, OSHA, CDC. 

27. Research - AIDS project, professional journals, grants. 

28·. Size- Size of hospital and/or community (population). 

29. Staff - Hospital personnel excluding physicians and 
administrators that are interested/uninterested, 
involved/ uninvolved, accepting/unaccepting, 
aware/unaware. 



30. Task Force - ANA, SNA, task forces (institutional, 
community, AIDS, committees, interest groups, 
organizations). 
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