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The meeting was called to order at 10:00 a.m. by the Chairman, Representative Michael G. Johnson.
After discussion, the following schedule for Committee meetings was adopted:

July 19-20
August 23-24
September 20-21
October 18-19
November 2
November 20

Proposal No. 50 - Credentialing of Health Care Personnel:

Staff noted this proposal grew out of concern on the part of committees and individual legislators who are
required to make decisions about licensing and scope of practice for various health care professions.

Because of the significant number of néw types of health care personnel and the problems inherent in
determining scope of practice and need of licensure for each of them, HEW in a 1971 report asked states to observe a
two-year moratorium on licensure of new groups. The 1973 HEW report requested states to observe an additional
two-year moratorium to allow time to study alternative credentialing mechanisms, licensing boards, and guidelines
for determining whether a group should be licensed,

Staff stated the Kansas Supreme Court and the Court of Appeals have held it is within the power of the
state to preseribe the duties and requirements of individuals within a profession and to restriet or revoke the licenses
of such individuals. :

Staff reviewed the preliminary éraft of the 1976 HEW report. Copies of the final report will be sent to

Committee members as soon as it is released. Staff also noted that several states have studied the licensing question
and have established statutory guidelines to be followed in determing who should be licensed.

Proposal No. 80 - Physician Extenders

Staff noted this proposal grew out of questions raised relative to whether or not the training, credentials,
and scope of practice of physician's extenders should- be more specifically defined by statute. Following the
recommendation of an interim committee, the present physician's assistance statutes allow the employing physician
to determine the scope of practice of the physician's assistant for whom he is legally responsible. This approach was
adopted to give greater flexibility to the program in its developmental stage.

Staff reviewed the provisions of present statutes relative to physician's assistants and nurse practitioners.
It was noted that the State Board of Healing Arts cannot enforce the provisions of K.S.A. 1976 Supp. 65-2896b (b)
because a PA is not required to report his employment status to the Board. Consensus was that consideration should
be given to requiring such reporting at specified intervals.

Staff reviewed the provisions of the two physician's assistant bills held in Committee last session — H.B.
2417 and S.B. 256.
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S.B. 256 and H.B. 2417 would regulate by statute what the physician's assistant may or may not do. Under
the present law, the employing physician determines the scope of the physician's assistant's responsibility. Another
approach would be to regulate the physician hiring the PA, i.e., requiring a contract between the physician and the PA
approved by the Board of Healing Arts. _

Staff stated another area of concern is what hospitals will allow the.physician's assistant to do and the
relationship of the physician's assistant to other hospital personncl. Some hospital boards have adopted rules
governing the operation of the PA in the hospital. ’

Referring to a letter from Dr. James Hill, Secretary, State Roard of Healing Arts, (Attachment A) which
has caused concern among physicians, staff noted two things: (1) the law uses the term "direction and supervision"
rather than "direct supervision" as stated on page 1; and (2) the reference probably refers to federal rather than state
laws. However, the letler points up some areas for. possible Committee consideration: (1) conformity of any
legislation with other state statutes and rules and regulations and federal laws and rules and regulations; and (2)
direct payment to physicians' extenders.

Noting the lack of an acceptable definition of nurse praetitioner, staff stated previous interim eommittees
had asked physicians and nurses to develop a satisfactory defintion but the joint eommittee appointed by these groups
has not reached agreement. At issue in the definition are areas of diagnosis, preseription of drugs, and supervision.

Carla A. Lee, R.N., Chairperson, Nurse Clinician Department, Wichitd State University, distributed a
packet of materials covered in her presentation._ (Attachments B through F) She stressed the philosophy that with

additional training, the nurse practitioner can function in an expanded role based on an interdependent relationship
with the physieian.

In answer to questions, Ms, Lee made the following points: originally the Wichita University curriculum
was based on a survey sent to all general and family physicians; the physician and the applicant he is sponsoring
jointly write objectives which, if congruent with the program, become the shared objectives of the program; faculty
make site visits and the physieian serving as preceptor is given a packet of materials relative to his role and
responsibilities. Since the nurse clinician program is a generalist program, students sponsored by a specialist must
have an alternate preceptor in general or family practice. Priority is given applicants sponscred by a rural Kansas
family or general practitioner. Nurse practitioners work under protoecals i.e., a written agreement, equivalent to a
standing order, that given a certain specified condition, assessments will be made and specified treatment started.
The Nurse Clinician program endorses the concept of protocols although there are some problems since the physician
is not always willing to put things on paper. :

Aecording to Ms. Lee, the nurse practitibﬂel‘ role centers around health maintenance, continuity of care,
and long term care. Other areas of possible service are in industrial and school settings. She stated that who is
responsible for what and who is aceountable to whem needs to be studied.

Valjean Valgora, Director, Physician's Assistant Program, Wichita State University, discussed the
background of the program, notable developments, and the accomplishments of the program in Kansas. (Attachment
" G). The program is a 24 month program — 11 months didactie training with subjects similar to the first two years of

* pre-med but taught cn a modular system, and 13 months clinical experience on a rotation system.

In answer to questions, Mr. Valgora made the following points: in the selection process, consideration is
given to a Kansas rural background but the candidate must be competitive; candidates are asked what they think they
would like to do after graduation but are not specifically asked if they would serve in a rural Kansas eommunity; they
have not found that a person from a rural area will necessarily go baek to a rural area; factors influencing their
graduates to go to rural areas such as Sublette, Tribune, and Syracuse are that over one-half of the clinical rotation is
spent in this type setting, students do not become used to what is available in larger communities, and salaries are
higher in rural areas (average salary - $18,000, urban Kansas - $12,000, rural Kansas - $22,000); graduation is based on
on-site evaluations by physicians serving as preceptors and program staff, and the successful completion of a
comprehensive examination.

The curriculum for the Wichita program is based on recommendations of physicians who are modular
advisors, questionnaires sent to Kansas physicians, and questionnaires asking students to discuss the strengths and
weaknesses of the program from their point of view. 2

This program, which has grown from 12 to 30 students per class, costs approximately $2,200 per student
per year. Plans are to maintain the present class size since the amount of individualized instruction would require
doubling the faculty il the class size were increased.

The program will remain at the VA hospital since the VA has just remodeled facilities for the program,
and provides staff, materials and, most importantly, patient proximity.
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Differences between a nurse praetitioner and physician's assistant are that the nurse practitioner expands
the use of nursing skills and her first responsibility is to the client while the physician's assistant serves as a physician
extender whose first responsibility is to the employing physician.

Following Mr. Valgora's presentation the Committee adjorned to the V.A. Hospital to meet with first vear
students in the physician's assistant program. After members and staff of the Committee introduced themselves,
students introdueed themselves and gave their backgrounds. Committee members noted the high eredentials and
varied backgrounds of the students. In answer to a question, Mr. Valgora stated admission requirements are four
years of direct patient contact or a degree in biological seience or some combination of these two, ineluding
suecessful completion of a certain number of specified courses. :

In answer to questions, most students indicated they would like to stay in Kansas if positions are available.
Mr. Valgora stated a follow-up study of graduales indicates females, whether single or married, tend to practice in
larger communities.

Mr. Valgora nqted that although all students have preeeptorships and all graduates are employed, there is
a noticeable deerease in the number of physicians in target areas willing to employ a physician's assistant. He
attributed this primarily to the confusion about what a PA can or cannot do and the problems of third party payments.

Under present delegation of authority statutes, a physician can delegate anything to anyone he hires. If
legislation like that proposed last session is passed, this could mean a PA would be limited in what he could do but if
he called himself by some other title he would not be so limited.

In answer to a question, Mr. Valgora stated that under Medicare physicians ean be reimbursed only for
things traditionally performed by a physieian. Therefore, if a PA performs any of these services, the physician cannot
be reimbursed. This means the PA could be a financial liability to the physician. Emphasis was placed on the fact
that physicians' assistants do not want to be reimbursed directly by third party payments but they feel it is important
that the physician be reimbursed for serviees provided by the PA who is on a fixed salary. It was noted that Medicare
is a federal problem but Medicaid is a state administered program.

Certification, granted by the National Commission on Certifieation of Physicians' Assistants, is based on
graduation from an approved program, and performance on the National Board Exam developed and administered by
the National Board of Medical Examiners. Recertification is based on meeting continuing education requirements
and, every sixth year, by passing a recertification examination. The Kansas Academy of Physicians' Assistants is
already providing many eontinuing education courses on a circuit basis. .

Mr. Valgora stated that some doectors have said that if S.B. 256 passes, they cannot use a physician's
assistant. The provisions of this bill would have cut the 300,000 patient visits made by physicians' assistants last year
to less than 200. Students stated they are hopeful the Legislature will pass a law which will permit them to use their
skills to relieve the pressure on doctors. They also expressed the hope that the law will use a positive approach
stating the physician's assistant is part of a team under the supervision of a physician rather than stating what the
physician's assistant can or eannot do.

) In answer to a question, Mr, Valgora stated that sometimes there is a problem with acceptance of the
physician's assistant in a hospital. The physician's assistant can be seen as a threat and until a June 1 Attorney
General's opinion, there was a question about the legality of a nurse carrying out a physician's assistant's order.

Staflf distributed copies of written statements submitted by the Kansas Medieal Society, (Attachment H),
the Kansas Pharmaceutical Association (Attachment 1), the Kansas Farm Bureau (Attachment 7), and the Cedar Vale
Regional Hospital {AttachmentR) noting that a representative of each of these groups will be present on the 22nd to
answer questions. .

The meeting was adjourned at 5:15 p.m.
June 22, 1977
The meeting was called to order at 9:05 a.m. by the Chairman, Representative Michael G. Johnson.

The following students in the physician's assistant program appeared before the Committee: John L.
Christensen, Vieki Anderson, Patti Quick-Showalter, Don Satterfield, David W. Baldwin, and Richard Allen.



In answer to questions, the students made the following points:  the physician's assistant's role is
predicated on the fact the physician's assistant is under the supervision of the physician; the physieian's assistant is
somewhat autonomous and will have to make independent judgments whether the physician is in the next room or
several miles away; the eriteria should not be distance but how close is the contact between the physieian and the PA;
the PA is trained to know the difference between normal and abnormal and between what he ean handle and what he
cannot handle; the PA is further trained by the employing physician to know what that physician wants in a given
situation; physicians' assistants are aiming for an interdependency with the physician. In response to a question it was
noted that "supervision" as used by the students means responsible direction and control, with the licensed physician
or physicians assuming legal liability for the services rendered by the physician's assistant. Sueh supervision shall not
be construed to require the personal presence of the supervising physician, but be within a reasonable distance. A
physieian shall supervise no more than two physicidn's assistants.

It was pointed out by the students that as the Committee approached the problem of establishing limits on
the scope of practice of the PA, care must be taken to avoid the pitfall of telling a doctor how to conduet his
business. The students stated that another issue which needs to be addressed is that of a supervising physician when
the employing physician is.not available because of vacations or for other reasons.

Evelyn Smith, Outreach Supervisor in Dodge City and a practicing nurse practitioner, presented a written
statement. (Attachment L) and letiers from two physicians in the Dodge City Medical center (Attachment ¥). In
answer to questions, she stated the Center has a satellite clinic in Cimarron staffed by a physician and a nurse
practitioner. The physician's concern is that the nurse practitioner be responsible to a physician and not be allowed to
have a private practice. Nurse praetitioners concur with this view.

Sandy Piesehl, a nurse practitioner working for a physician in a two-physician practice serving three
counties, outlined her responsibilities in the hospital and office which include doing patient histories and physicals,
checking progress of hospitalized patients, reporting findings to the physician; assisting in labor, delivery and surgery;
being on call when the physician is and eovering emergencies she is qualified to handle; sending patients for tests if
needed; seeing patients with long-term problems such as diabetes; suturing; putting on casts; taking X-Rays; doing
simple leb procedures and EKG's. She stated that if a situation is not covered by a protocol or she feels she eannot
handle it, she calls the physician before proceeding. She receives many phone calls at home which she feels reflect
her acceptance by patients. '

Ms. Pieschl noted the problem of writing preseriptions and referred to a letter from Dr. Hill, State Board
of Healing Arts, which appeared in the March 7, 1977,issue of the Kansas Pharmaceutical Association Journal. She
stated that she writes preseriptions if they are included in the protocol or after checking with the physieian and signs
the physician's name and her name. She feels this is equivalent to a phone call to the pharmaey which is considered
acceptable.

In answer to questions, Ms., Pieschl stated she makes independent nursing judgments at times and
emphasized the importance of protoeols and close communication with the physician. She also noted that the
physician's assistant and the nurse practitioner each have a distinet role to play in health eare delivery. Although there
is some overlapping, the nurse practitioner is primarily assisting the patient with a primary purpose of turning
- responsibility for health back to the patient while the physician's assistant follows the physician model.

Larry K. Shaffer, Director of Education, Kansas Hospital Association, present=d a written statement.
(Attachment §). Concern was expressed over the employment of physicians' assistants by hospitals. Mr. Shaffer

stated presently seven physicians' assistants are paid by hospitals although he was not certain the title was used. He
assumed the hospital and medical staff made the decision to hire a physician's assistant. On request, the Association
mails hospitals a packet including the American Hospital Association guidelines and other pertinent literature.

The problem of liability was raised with reference to the Darling case. It was noted the increased liability
is not because there is a physician's assistant with hospital privileges but because there is another person providing
services in the hosptial.

The Committee asked the Kansas Hospital Assoeciation to arrange for the administrator of a hospital
employing a physician's assistant to appear before the Committee. -

Valjean Valgora, Director, Physician's Assistant Program, Wichita State University, stated the program
appreciates the Legislature's support and is appreciative of the permissiveness of present legislation to allow the
development of the program. He stated he did not believe legislatlive intent, as interpreted by the Board of Healing
Arts, was that the physician always be physically present which would severely limit the value of the physician's
assistant and preclude the use of physicians' assistants in satellite elinics. He recommended the Committee consider
legislation to clarify that supervision and direction do not mean physical presence of the physician. He suggested that
supervision be defined as taking responsibility for the practice of the physieian's assistant and the direction of that
practice and that geographic proximity be reasonable to the given area and situation.
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He stated legislation is needed to clarify that the physician's assistant ean preseribe drugs® within
reasonable limits, i.e., should not include Sehedule 11 drugs. Without elarification, or with the passage of 5.B. 256, we
will continue to have a situation in which persons with training eannot do what people without training can do.
Presently the usual and customary procedure which is allowed by the Board of Pharmaey rules and regulations, is for a
pharmaecist to [ill a preseription or a refill order phoned ip by a physician's receptionist or nurse.

Mr. Valgora referred to a mecting held with the Kansas Hospital Association and nurse supervisors to
discuss problems which have arisen invelving physicians' assistants and nurses in hospitals. Three directors of nursing
stated the nuring staff benefited from having physicians assistants practicing in the hospital. Initially there was
apprehension and misunderstanding and there still are some individual personality problems as there are in all areas of
the hospital. '

Referring to earlier testimony, he stated that a hospital cannot employ a physician's assistant as a
physician's assistant. They may pay the salary and arrange for the PA fo do things for the hospital bul the PA must
be hired by a physician to whom he is responsible.

Mr. Valgora noted that aecording to insurance actuarial figures there should have been over 1,000 suits
filed against physicians' assistants or physicians hiring them but to date there have been none. The primary factor is
that the PA is providing communication with the patient. They do advise the PA to carry his own insurance which is

approximately $150.00 per year and advise the physician to name the PA on a rider on his own policy.

Mr. Valgora stated that nurse practitioners and physicians' assistants feel the nurse practitioner is a
nursing extender and should be governed by the Nurse Practices Aetl; the physician's assistant is a physician extender
and should be governed by the Board of Healing Arts. Physicians' assistants further feel that ifthey are to be
governed by the Board-of Healing Arts they should have a representative, not necessarily a voting member, on this
board.

V. Gary Anderson, M.D., Assistant Director, Physician's Assistant Program, Wichita State University,
stated that because of his experience, he firmly believes trained people can assume some duties usually assumed by
physicians, Physicians' assistants have a legitimate role in health care. Legislation is needed to guarantee physiciang'
assistants are well trained, are credentialled, are certified, preferably by a national test, and are supervised by a
responsible physician., Legislation should give the hiring physician the authority to determine what his physician's
assistant does, should specifically state the responsibility and liability of the employing physician and should provide a
procedure for handling complaints,

Noting that problems in legislation have arisen because people meant to do some one thing and did
another, Dr. Anderson suggested that in writing recommendations it will be important to have people at various levels
in the field read them and share their reactions.

In answer to a question, Dr. Anderson stated the Board of Healing Arts would bé the logical board to
govern physicians' assistants and to handle complaints. A separate board would create problems and is not favored by
physicians' assistants. i

‘ In answer to other questions, Dr. Anderson stated a physician should not have more than two physicians'
assistants; that he felt those who work with a physician's assistant a month or two have no negative comments and
that the reluctance of the Board of Healing Arts in this area is based on a lack of contaet or experience with
physicians' assistants. He felt it was acceptable for a physician on vacation to leave his physician's assistant under the
supervision of a physician in another community if he was comfortable with this, had worked it out with the pharmacy
and the hospital and the legal questions are answered,

=
Carla Lee, Chairpersan, Nurse Clinieian Program, Wichita State University, presented a written
statement with recommendations which she identified as hers and not necessarily those of Wichita State University.
(Attachment D).

In answer to questions, Ms. Lee made the following points: how many nurse practitioners one physician -
can employ needs to be based on how adequately the medical part of the nurse practitioner's practice can be
supervised; some perimeters relative to nurse practitioners prescribing drugs should be established by law; the latter
should allow prescriptions based on a protocol or standing orders and be flexible enough to be responsive to specifie
situations,

J. 5. Benton, M.D., Newton, who employs a nurse practitioner, presented a written statement,
(Attachment P)

Dr. Swisher, representing the State Board of Healing Arts, stated the first step needed is to define
"physician's assistant". There must be guarantees the physician is capable of supervising a physician's assistant, is
using the physician's assistant properly, and there is supervision on a continuing basis. He noted two physician's
assistants are the most a physician can supervise and direct. There necds to be a guarantee the physician's assistant
has the proper eduecation, has passed a specified exam and has the proper credentials. Ile noted one case where a
student did not pass the national exam but had graduated from an approved school so he could be registered under
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present law. There are problems in the area of preseribing drugs but many of these can be worked out. The duties of
a physician's assistant must be worked out cocperatively by the employing physician and the physician's assistant with
the approval of the regulating body beeause no law ean be written that will cover every situation. He eautioned that -
although risks to the patient are more imaginary than real, it is important to protect the publie from those who would
find loopholes in the law.

Dr. Swisher called attention to physician's assistant regulations developed by Drs. Anderson, Reed, Jones
and Shipp for the Board of Healing Arts which were turned down by the Attorney General on the basis the Board did
not have statutory authority to develop such rules and regulations. He stated these are still valid and if they could be
incorporated into legislation this would satisfy the Board of Healing Arts. These regulations are to be reviewed at the
next meeting. )

In answer to a question about how the Board of Healing Arts interpreted present law to require direct
supervision and determined their definition of this term, Dr. Swisher stated it was based on Attorney General's
Opinion 77-186. This Committee will review this opinion at the July meeting.

In answer to other questions, Dr. Swisher stated a physician's assistant could work for more than one
physician if it was well thought out; the present Board of Healing Arts believes the physician should define what his
physician's assistant can do and would not develop a laundry list through rules and regulations; the physician's
assistant has the potential of reducing health eare costs but because of increased availability of services may increase
the number of visits possible in a given time.

The Committee recessed for lunch at 12:15 p.m. and reconvened at 1:45 p.m.

Roberta Thiry, Kansas State Nurses Association, presented a wrilten statement._(Attachment ). In
answer to questions, Ms. Thiry stated that limiting the number of nurse practitioners a doctor can supervise to two
would hurt nursing and health service. She noted in some public health departments one physician is responsible for a
total health program and many nurses functioning in an expanded rele. Although a nurse needs physician supervision
when doing medical things, this supervision is not needed when nursing services are being provided. For example,
nurses hired by an obstetrician to provide primarily educational services for patients would need physician supervision
when doing medically related acts but not when performing educational services. She noted that nursing has six areas
of practice in which they are not responsible to a physician. )

In answer to a question Ms. Thiry stated there is no minimum number of hours or specifie course content
required for nurse practitioner training programs.

Ray E. Showalter, Seecretary, State Board of Nursing, presented a written statement. (Attachment R)In
answer to a question, Mr. Showalter stated the Beard feels the nurse practitioner is primarily extending nursing
services and therefore should be controlled by the Beard of Nursing. Gray areas in which the nurse practitioner may
be viewed as a physician should be covered by protocols, .

] He stated the "additional acts" clause in the proposed definition (page 3, Attachment R) gives authority
for following through on special areas of nursing such as midwifery. The Board is not interested in developing a
laundry list.

The Committee requested a copy of the proposed definition shown as an amendment to the present
statutory definition of practice of nursing.

Dr. Cramer Reed, Vice Chanecellor, Wichita Branch, University of Kansas Medical Center, presented a
written statement. {Attachment S) -

Concern was expressed by the Committee that the Board of Healing Arts apparently had taken the term
"direction and supervision" in the present statute and using an Attorney General's opinion had said this meant the
same as direct supervision. Dr. Reed stated this was in direct conflict with talks he had had with Dr. Swisher. If this
is an Attorney General's cpinion, it eould be a serious difficulty in developing a viable program in Kansas.
) Eric Schuman, physician's assistant in a group family practice, made a statement and answered questions.
A transcript of his statement and the questions and answers is attached. (AttachmentT)

Elizabeth Carlson, State Board of Healing Arts, stated the $25.00 feec for the physician's assistant
examination needs to be raised since the cost to the Board can be as high as $160 if it is taken three times, the
maximum allowed. In answer to a question, she noted that since 20% of the total registration fees was such a small
amount of meney, it was deposited in the healing arts fund rather than establishing a separate fee fund which would
necessitate a separate set of books and a separate budget.

Elizabeth Sheldon, President, Kansas Academy of Physicians' Assistants, stated that although physicians'
assistants have hospital privileges there arc problems. Nurses are sometimes hesitant to carry out orders written by
the physician's assistant if they feel they can wait for the doctor. Also, the physician's assistant cannot admit
patients. She neoted the guidelines developad by the St. Joseph Medical Center would give them admission privileges
if necessary legislation were passed. Legislation in these areas is important. Legislation giving physicians' assistants
preseription rights exeept for Schedule 11 drugs is also needed. She stated the physician for whom she works called all
the pharmacies and most of them will now honor a prescription she signs but this may not be legal.
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Ms. Sheldon stated she feels that Medicare regulations restricting payment for the services of physieians'
assistants has adversely affeeted care for the elderly. Jefore this interpretation patients could talk to her and she
could take time with them. Now they wait for the physician who may sec them for {five minutes and give them a
prescription.

Ms. Sheldon stated that PA's want to provide relief for the physician and help provide good medical care
for Kansas., They do not want to hang out their own shingle. They want to be able to stay within the law while doing
what they are qualified to do.

Joe Harkins, Department of Health and Environment, presented a written statement, (Attachment v) In
answer to a question, he stated public health nurses trained for an expanded nurse role in a formal non-certified
program provided by the Department are providing expanded rale services without direct supervision. The physician
is not there but he is legally responsible for what they do.

R. Rex Lee, M.D., introduced Shirley Saylor, his office nurse, and Harriet L Taylor, a chief nurse at St.
Joseph Medical Center. He stated he has had a physician's assistant in his family practice since the first class
graduted from Wichita., IHe is amazed at their knowledge and their acceptance by patients and nurses.

In.answer to a question, Dr. Lee stated in his office the fee is the same whether the pateint sees him or
the physician's assistant. The PA spends more time with the patient, goes into a patient's problems more thoroughly
and is better in some areas such as weight control and family problems.

Answering questions, Dr. Lee stated it is absolutely necessary for the physician's assistant to be able to
write preseriptions if they are to be of value to the physician and to the patient. This would not need to include
Schedule IT drugs. Such preseriptions should not have to be countersigned or seen by the physician but the physician
should be legally responsible for them as for all other acts performed by the physician's assistant. The PA should be
able to practice while the physician is on vacation if arrangements have been made for another physician to serve as
baek up in situations requiring consultation.

~ Ms. Taylor, in answer to a question, stated she does not feel threatened by physicians' assistants in her
work setting. She stated she goes to the PA in Dr. Lee's office with the same confidence as if seeing the physician.
Other patients feel the same way.

Ms. Saylor, in answer to a question, stated her reaction to the PA in their office was positive. The PA is -
very capable and each of them have a distinet role to play.

Kent A. Richardson, Kansas Pharmaceutical Association, stated the problems referred to in their study
had been worked out threugh interaction and discussion. However, there is still some question as to how legal it is for
a nurse practitioner or a physician's assistant to sign a prescription. .

: Hugh Polson, State Board of Pharmacy, in answer to questions, stated the state has patterned its
regulations after the federal regulations which say sehedule 11, I, IV, and V drugs eannot be prescribed by anyone but
a doctor. A Committee member noted his impression of the federal law was that a state autherizes a class of persons
to preseribe and these persons get a federal BND number entitling them to write preseription for all classes of drugs.
Is the problem the fact the physician's assistant is writing prescriptions under the physician's BND number? Mr.
Polson stated this question had not come up. Reacting to the suggestion that a physician's assistant be able to apply
for & BND number, Mr. Polson said this would entitle him to write preseriptions for all drugs including those in
Schedule IL

In answer to a question, Mr. Polson stated the Board could spell out what a physician's assistant could
preseribe in rules and regulations but these would have to be approved by the Legislature. The Board would feel more
confident if circumstances under which someone else can sign a prescription for the physician were set out
statutorily, i.e., drugs on a list submitted to the pharmacist by the physician.

In answer to a question, Mr. Polson stated that if an inspector finds a different signature on a prescription,
he makes a copy of the preseription and sends it to the Board of Pharmacy. The Board then sends a letter to the
pharmacist asking him for clarification. If the signature was that of the physician's assistant, the Board would not
censure him but would tell him not to fill such preseriptions in the future. The Board of Pharmaey received
notification from the Board of Healing Arts that sueh prescriptions were like a serap of paper and should not be filled.
This is an area which needs to be clarified by statute.

Mr. Polson, in answer to a question, stated present rules and regulations are confusing because a
physician's assistant who cannot write a prescription can eall one in and have the doctor send a signed prescription
later. Under present rules and regulations, any agent of the physician can phone in a preseription and it will be filled.
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Mary Wiersma, Kansas Farm Bureau, in answer o a question about the statement which was distributed
earlier stated they feel third party payments should be paid for services given by physician extenders but they have
not taken a position en whether or not payment should be made directly to the physician extender.

John F. Meyers, Cedar Vale Regional Hospital, noted their position wds stated in material distributed
earlier. They strongly support the coneept of physicians' assistants but feel completing a formalized training program
should not be the only way to become certified. This means skilled people will be sent back to school unnecessarily,
since they presently cannot take the Mational Board Examination unless they have graduated from an approved
program. :

Mr. Valgora clarified that the firsl time this exam was given it was not open to any but graduates of an
approved program because this testing was used to establish norms. Sinee then the examination has been open to
anyone who can demonstrate they have had at least four years experience compatible with the duties of a physician's
assistant. = :

In answer to a guestion, Mr. Meyer stated he felt the number of physicians' assistants a physician could
have should not be arbitrarily limited to two. It would be better to state the limit would be two unless certain
conditions were met.

.

Next Meeting

The next meeting of the Committee will be July 19 and 20 in Topeka. The agenda will include staff
diseussion of the HEW Credentialing Report, testimony on nurse practitioner and physician's assistant issues by people
who have requested to be heard, discussion and work on a balloon copy of H.B. 2417 showing the amendments proposed
by Senator Sowers, Representative Walker and Dr. Reed and a staff review and interpretation of Attorney General's
Opinion No. 77-186. If time permits, staff will also review bills held in Committee pertaining to audiologists, speech
pathologists, alecholism counselors and denturists. These areas will le given further attentionat future Committee
meetings as time permits.

" The meeting was adjourned at 5:00 p.m.
Prepared by Emalene Correll

Approved by Committee on:

Ol 20 Yan1
0 (D‘ate) IR
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SUBJECT: Physician's Assistants Registered with the Xansas Healing Arts Board

Problems arising from interprofessional relationships between physicians and
physician's assistants in the state of Kansas continue to surface. Because

of this, the Healing Arts Board believes that it is expedient that the Board's
position on this inter-relationship should be made known to every practitioner.

The use of physician's assistants in hospitals which are certified as
Medicare-Medicaid providers raises questions of billing in complying with
federal regulations. Problems arise because certain procedures are approvable
only when authorized by state law. Pharmacies are concerned with the legality
of prescriptions that are signed by physician‘s assistants. Nurse physician's-
extenders are not being considered other than reminding you again of your
responsibility. I will address each of these problems separately.

he 1976 Legislature addressed itself to physician's assistants in K.S.A. 65~ L////
2896 through K.S.A. 65-2897. Physician's assistant is defined as a skilled L
person qualified by academic training to provide patient service under the
direct supervision of a physician licensed to practice medicine and surgexry
who is responsible for the performance of that assistant. In other words,
the physician is professionally, morally, and legally responsible for the

rofessional acts of the physician's assistant, regardless of where ox how

they occur. A physician’s assistant is not certified or licensed; he is
simply registered.

The Healing Arts Board is charged with determining that, in actuality, the
physician's assistant so registered has completed the academic preparation
that is required by law in K.S5.A. 65-2896, paragraphs a, b, and c. In addi-
tion, under certain conditions that are listed under X.S.A. 65~2896 b, a
physician's assistant's name may be removed from the register.

The Board deems it necessary that all orders shall be countersigned immediately
after they are written (immediately being defined as not later than twenty—-four
{24) hours). BAll personnel caring for a patient shall be identified to that
patient in an understandzble manner and it is the sponsoring physician's
responsibility that this is done. The Board is concerned with the loose
interpretation of "supervision of physician's extenders"; any interpretation
rust be reasonable. Feedback tells us that interpretation varies, most fre-
quently with geographical location and with the case load of the physician.

Ak, A
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in 2 recent communication from the Department of Health and Environment,
problems in this area of physician/physician’s-extender relationship are
_brought up having to do largely with proper authorization, dguestionable
areas where the granting of authority to physicians extendexrs is not
clearly defined. X will enumerate:

1. Performing physical examinations and recording patient histories.
(The Regional Office will approve this practice if authorized by
state law.)}

2. Ordering medications, including controlled drugs, and other treatments

on his own authority. (The Regional Office will approve this practice
if authorized by state law.}

3.  Other laboratory and X-ray procedures. (The Regional Office will approve
if authorized by state law.}

4. Perform minor surgical procedures. (The Regional Office will approve
if the state law so states.)

5. Signing of the supervising physician®s name by the physician's assistant.
(Regional Office will approve if the state law specifically states this
is an acceptable procedure.)

The Kansas statute is - silent in these areas. It is possible that in the next
legislative session more definitive legislation will be passeéd. It should be
remembered that this truly is a new field; guidelines h;ve becn freguently non-
existent. The cautious approach of past legislaptors i% commendable and caution
in the future encouraged. (Personal opinion)

The Kansas Pharmacy Board questions policy in areas where physician's extenders
sign prescriptions using the physician's name, or use their own name. The
Pharmacy Board extends this concern into hospitals where physician extenders
‘order medication. The hospital problems are largely settled by hospital hoard
decisions and rules, although it may surface in small hospitals, i.e. one ox’
two-man hospitals.

Problems originating in this area do reach the Board but with Board encourage-
ment these problems are usually worked out on a local level. The Board con-—
siders a prescription to be a legal document, subject to forgeries and evidence
in court -- certainly a privilege that should be diligently guarded by every
practicing physician. To protect both the physician and the physician's. assis-—
tant certain flexibility is desirable. The physician may wish to write the
prescription and sign, have the assistant write the Rx and the physician sign,
or authorize the P. A. to write prescriptions or hospital orders and the physi-
cian countersign within 24 hours. Under present laws a prescription signed by
a physician's assistant may be refused by the pharmacist or by the hospital.

I trust this will help clarify the duties a physician's assistant may assume,

as well as remove any confusion that may exist as to the Board's position on
the relationship between the phyaician and the physician's assistant.

JEH:ah
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Honcrable Johnson, Chairman of the Interim Public Health and Welfare Committee.
other members of the committee, _ attendees.

My rame is Carla Lee. I am chairperson of the Nurse Clinician Department
and Project Director of the Kansas Regional Medical Preceptorship Project,
both housed in the College of Health Related Professions at Wichita State
University.

I am most pleased to address you and welcome the opportunity to speak to
Proposal "60", which directs the committee to study the role of physician
extenders., I will speak on educational preparation of Nurse Practitioner/
Nurse Clinician's and their utilization.

laterials have been provided in a packet that describes the curriculum, gives
definitions of Nurse Clinician/Nurse Practitioners, lists types of functions,
and speaks to some aspects of economic impact.

Thus, I will speak on the following specifics regarding the program.

What it is.

Why it exists.

When it started.

How it is meeting its goal. :

How it is different from Physician's Assistant, Nurse Practitioner,
and Registered Nurse.

And Projections for the future.

The Nurse Clinician Program was initiated as a project through the Kansas
Regional Medical Program in 1971, with the first class being admitted in
1972 at the University of Kansas, Kansas City, Kansas.

After the completion of the first didactic portion of the program, the
entire Nurse Clinician Program was transferred to the College of Health
Related Professions at Wichita State University; at that time under the
administrative leadership of the Dean of the College of Health Related
Professions, D. Cramer Reed. A Medical Director, Dr. Gayle Stephens, was
employed in 1972, along with a Project Director, Alma Cochran; the first
class on the WSU campus was admitted in January of 1973.

The Nurse Clinician Program was established in Kansas as one of the methods
by which Health Care Delivery could be enhanced to citizens of Kansas,
particularly in the rural areas, where at that time, it was documented and
still is that there is a shortage of physicians in rural areas of the
country as well as a medical maldistribution of physicians.

In addition, the provision of adequate primary care has been a documented
shortage. It was believed and is evident that registered nurses with advanced
preparation can provide primary care. Thus, the second purpose of the
program was related to expanding primary care services that could be made
available to consumers with the first contact of the agency being with nurses
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who had advanced skills. This concept in and of itself was not brand new
as the county health nurse has served in this role for several decades.
ihe difference in this particular model was an educational model formally
preparing nurses through an academic network of education, evaluation and
certification.

The intention was the planned method of nurses serving with physicians
particularly in medically underserved areas. The program has continued to
meet this objective well as shown by data that will be presented later.

Acacemic Requirements. Academic requirements are written in the material
provided. :

Basically, students must be registered nurses, currently Ticensed and meet
dichita State University Admissions regulations and sponsored by a licensed
physicien. Students complete six courses (26 semester hours), approximately
832 contact hours of instruction in a 12-month, 3-semester program.

Curriculum is composed of two phases; didactic and preceptorship. Prior to
beginning the didactic phase, students take a comprehensive pre-test to

assess learning needs. Didactic courses center on core skills for especially
primary care practices.

Clinical Assessment. A course in which the student enhances knowledge of
health, distinction between normal and abnormal findings and learn steps
of the clinical process: assessment, diagnosis of problem, implementation,
pian and evaluation. A1l this is predicated on a collaborative model with
other health professionals, especially the physician.

Clinical Pathophysiology. A course which is designed to understand the
mechanisims of the disease process, especially conditions which the Nurse
Cilinician/Practitioner will be monitoring care of, such as patients with
diabetes, chronic heart disease, respiratory conditions, gynecological
conditions, arthritis, and others. In addition, essential aspects of
acute conditions are stressed as part of primary care.

Ecology of Primary Care. This course presents information related to health
Care maintenance and management, such as nutrition, emotional care, growth
and development of all age groups, to patient activation-teaching programs.

Health Care Systems Analysis. A course which centers upon understanding and
apolying principles of team management, interdependency roles, and collabora-
tive techniques. Information is presented with relation to standards of
practice, scope of practice, legal aspects, development of protocol,

The preceptorship phase of the program consists of the following courses

whicn the registered nurse takes in the home setting under the supervision

of a preceptor who serves as a faculty of the Nurse Clinician Department for
the primary purpose of expanding and extending the skills in general and family
practice areas.

The two practicum courses are taught by directed study technique by a faculty-
designed modular approach and clinical supervision by physicians. Practicum

- number I emphasizes continuity of care of patients and-Practicum number II
focuses on family care. Both courses emphasize health care that can be
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provided by Nurse C]inician/Nurse Practitioners through established protocols
collaboratively developed with physicians.

Students are post-tested at the close of the program and are then eligible
to take National Certification Exams, which at this point, are optional

for nurse practitioners. We have had approximately 15 of our graduates
report for testing. The tests were offered for nurse practitioners for the
first time in November of 1976 with planned twice a year testing.

The legal definition for nurse practitioners/clinicians have not been totally
specified. State-developed definitions are included in this packet.

The department is currently staffed by the following:

Carla Lee, Chairperson and Project Director

Myron Hultgren, M.D., Medical Advisor

Joy Parcel, Program Coordinator

Helen Halstead, Assistant Professor

Betty Stroot, Preceptorship Coordinator

Evelyn Smith, Assistant Instructor, Outreach Coordinator

Supportive staff assisting in the program include approximately 40-50 local
physicians; 10-15 nurses in allied health personnel, who both teach selected
classes in the didactic phase and supervise clinically. Approximately 15

physicians continue to serve in the role of clinical supervisor during the
didactic phase.

For further expansion of role taken, please see the enclosures in packets,
(entitled: Functions, and Socio-Economics).

It is our experience that registered nurses have significantly expanded their
knowledge and skills while completing the program as evidenced by gain scores
of 15-20% on pre and post-tests.

Graduates through follow-up studies have shared that they are performing

in intended areas of service. Most have returned to serve in rural areas.
Physicians and nurse clinicians report much satisfaction with the role,

and patient acceptance with benefits reported as follows: increased services
as well as volume of patients, reduction in waiting time, increased time
spent with patients, patient education increased, cost containment, reduced
incidence of hospitalization, increased availability of services, increased
emotional support for patients, and improved communication. These results

in five short years continue to show a reasonable investment for the benefit
derived.

I will be glad to provide further information, if you desire. Thank you for
this presentation opportunity. For further information, please contact:

Carla A. Lee, R.N., Ed.S., F.A.A.N.
Chairperson and Project Director
Box 43 '

Wichita State University

Wichita, KS 67208

(316) 689-3605
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COLLEGE OF HEALTH RELATED PROFESSIONS
NURSE CLINICIAN DEPARTMENT
DESCRIPTION OF NURSE CLINICIAN- PROGRAM

The Nurse Clinician Program is designed to involve registered professional nurses in

a formal learning experience, focuysed upon the biopsychosocial assessment of pediatric
and adult clients/patients and families and upon the principles of clinical management
of such clients/patients. The program is divided into two phases: 12 weeks of didactic
study and selected clinical experiences and 9 months of clinical preceptorship with
periodic seminars on the Wichita State University Campus. A certificate of completion
is awarded upon satisfactory completion of all required courses during both phases of
the program. Graduates of the program are eligible to take National Certification
Exams for Nurse Practitioners given by the American Nurses Association.

MAJOR OBJECTIVES

The major objective of the program is to expand the role of the nurse and effect a

new outline of relationships among physician, nurse and patient as central manpower
elements of the health care team. The new relationships constitute a means of promoting
the health care delivery network by (a) extending the geographic distribution of health
care services, (b) expanding the scope of care (preventive maintenance and rehabilitative
as well as episodic), (c) increasing the productivity of the health care team by shift-
ing some responsibility for health care management to the patient as a consequence of
patient education by the Nurse Clinician/Practitioner.

Wichita State University conceptualizes the Nurse Clinician/Practitioner as a primary

care generalist (a) assuming those medical management responsibilities designated by the
Physician in relation to a given group of patients, and (b) providing access to Health
care services at the point of entry into the health care delivery system. It is ex-
pected that these responsibilities will be assumed in addition to those aspects of
client/patient care that do involve generalized nursing skills in ambulatory care settings.

ACADEMIC REQUIREMENTS

Admission. In addition to fulfilling all requirements for admission to Wichita State
University, and the College of Health Related Professions, students wishing to enroll
in the Nurse Clinician Program must apply for, and obtain approval of, the Admissions
Committee of the Nurse Clinician Department. Applicants to this program must be regis-
tered nurses, with an associate degree, diploma, or a bachelor's degree. Students must
submit a photocopy of their current Ticense to practice as a registered professional
nurse with a minimum of one year professional nursing experience; official records from
their school of Nursing and all colleges attended. Students must be sponsored by a
licensed physician who serves as preceptor during the 9 month preceptorship by contract
with Tisted specific objectives. Students must be enrolled or admitted at Wichita State
University and apply for undergraduate or graduate credit as appropriate and must meet
the requirements accordingly. Students desiring to apply this credit toward a degree
in nursing are highly encouraged to discuss this with the specific school of nursing
prior to completion of the Nurse Clinician Program. Spring admissions deadline is
September 1, and the Fall admission deadline is March 1. '

Selection of students for the Nurse Clinician Program will be based on collaboration
between a registered nurse and a sponsoring physician, both of whom agree: (a) to par-
ticipate in sequential problem-orientated learning experiences, based upon material
objectives; (b) to specify in advance, the assignment of functions on the basis of
perceived levels of understanding and responsibility in relation to the current health
care content of a given practice; and (c) to establish and maintain a collaborative
team relationship during the training program.
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A Preceptorship Manual will be provided to physician sponsors. Physician sponsors
wiil informed of their responsibilities for learning during the preceptorship
phase following the 12 week Core Course. Included in this will be a conceptual
framework to-be used as a basis for concensus and the engagement of participants
in an exchange of ideas about reciprocal expectations.

ece
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During the 9 month preceptorship, the physician is expected to (a) provide supervised
learning experiences, and (b) monitor and evaluate performance regularly. Both nurse
train=e and physician sponsor will be directly and continuously involved in (1) gener-
ating standards of performance; (2) setting and determining the achievement levels of
the goals during the Tearning experience, and (3) developing recordkeeping systems
~which can be used as instruments for continuous evaluation. The physician is expected
to indicate willingness to cooperate in pre and post training evaluation of patterns
of patient processing in the practice setting. Evaluation measures will hopefully
include overall productivity costs per unit of service, and outcomes of care provided
¥y the collaborative team pattern of practice, compared to pre-existing patterns. The
tota® evaluation will focus on role evaluation of both the physician and the nurse,
patient acceptance of the Nurse Clinician, and the impact of the introduction of an

expanded role of the nurse on the capacity of the team for delivery of quality health
services.

Curriculum. The Nurse Clinician curriculum consists of Didactic and Preceptorship
phases distributed throughout the year, with participation in perjodic seminars required.
Students may enroll in HS 521, Independent Study, for 1 to 6 hours of credit, super-
vised by the Nurse Clinician Department, by arrangement during the preceptorship.

Once admitted, students must take the following courses to receive a certificate of
satisfactory completion:

NAME OF COURSE | HOURS RECOMMENDED SEMESTER SEQUENCE
NC 305 Clinical Pathophysiology 3 1
NC 315 Ecology of Primary Care 3 = & ]
NC 525 Health Care Systems Analysis 3 : 1
HC 535 Clinical Assessment 5 _ 1
NC 545 MNurse Clinician Practicum I 6 z
WC 533 MNurse Clinician Practicum iI 6 3

ELECVIYES

NC 320 Directed Studies in Expanded

Role 1-4. 2 or 3
NC 350 Special Topics 1-4 Z 3
NC 580 Health Assessment Methods 3 ' ' 2 or 3
NC 3565 Quality Assurance 7 3 2 or 3
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CIAL REQUIREMENTS

Nurse Clinician students are required to show proof to professional liability and
health insurance coverage in amounts of not less than $100,000/300,000. In additiomn,
students are required to provide their own transportation to health care facilities

affiliated with the program.

GRADUATION REQUIREMENTS

Students must obtain a minimum of 2.0 Grade Point Average (on a 4.5 Scale) in all
required course in the Didactic and Preceptorship phases of the curriculum and show
evidence of competence in expanded role functions. ‘

PROGRESSION

To progress in the professional sequence, a GPA of 2.00 must be earned in all profes-
sional courses. If students receive a D or F in only one segment of a course that
combines theory and clinical practice, they still fail the course. Students who
receive a D or F in any professional course may not progress in the professional
sequence. If their overall academic record remains at 2.0 or above and they desire
to continue in the program, they may petition the Committee on Admissions and Pro-

gression in the Department.

Additional information may be obtained by writing: Chairpekson, Nurse Clinician
Program, Wichita State University, Wichita, Kansas 67208.

COURSES FOR GRADUATE/UNDERGRADUATE CREDIT

505. (Clinical Pathophysiology. (3). 3R.
A lecture and discussion presentation
designed to prepare primary care nurse
¢linicians to enter the preceptorship by
providing knowledge of biological concepts
in terms of clinical pathophysiology and
mechanisms of disease. Prerequisite:
Departmental Consent. H 23 505 0 1201

Ecology of Primary Care. (3). 3R.
i lecture series designed to discuss ap-
plied knowledge of principles of human
behavior. Psychosocial components of
client/patient management are introduced
through the study of wellness-illness be-
haviors in relation to cultural forces
and of emotional stresses as these effect
the client/patient, family and health
team members. Prerequisite: Departmental
Consent. H 23 515 0 1201

545. Nurse Clinician Practicum I. (6).
IR, SL. A course designed for clinical
application of theoretical content iden-
tified as related functions for expanded
role nursing. The practicum is designed
for primary-care settings to meet the
requirements of expanded role program

to receive a certificate of completion.
Emphasis is placed on history-taking

525. Health Care Systems Analysis. (3).
3R. A seminar and discussion course de-

-signed to prepare primary-care nurse cli-

nicians to enter the preceptorship by
analyzing role identification and the
relationship between the nurse clinician
and members of the health team in the de-
livery of the health care. Focus is on

~continuity and comprehensiveness of health

care as the goals of role modification.

Prerequisite: Departmental Consent. II
23 525 0 1201

535. Clinical Assessment. (5). 3R, 2L.

A course utilizing lecture, seminar, demon-
stration, clinical Tab and clinical experi-
ence sessions that prepare the primary-care
nurse clinician to enter the preceptorship
by providing basic knowledge and skills in
clinical assessment and management of
clients/patients.” Methods of history ta-
king and interview techniques, physical
assessment, multiphasic screening, sources
of clinical data, special procedures, devel
opmental assessment and aspects of well-
child care are explored. The assumption of
responsibility for the in-depth care of
multiple-problem clients/patients is ex-

~plained. Prerequisite: Departmental

Consent. H 23 535 0 1201
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u45. Continued:

skills and physical and psychosocial assess-
ment. Prerequisites: Departmental Consent,
Physician Preceptor. NC 505, 515, 525,

935. H 23 545 2 1201.

ELECTIVES

540. Cirected Study in Expanded Role
Nursing. (1-4). A guided-design course

contracted with student composed on objectives,

description of study, method, anticipated
results, and selected resources. Results
include scholarly description of study with

critique of relevancy to expanded role nursing.

Prerequisites: NC 505, 515, 525, 535 or
Departmental Consent. H 23 540 3 1201 -

560. Health Assessment Methods. (4). 3R,
2L. A classroom and practice lab course
designed to increase the health care provid-

er's ability to perform basic biopsychosocial
assessments upon clients representing the full

life span. Emphasis is placed upon normal
aspects, but stress factors are also given

consideration. Prerequisites: Departmental
Consent. (Open to non-majors). H 23 560 2
1201.
CL/Tw

R:062077

955. Nurse Clinician Practicum II. (6).
IR, 5L. A clinical application course
designed to enhance problem solving
skills of nurse clinician preceptees. in
client/patient management situations in
their preceptorship setting. Emphasis
is on case presentation and analysis of
the assessment, planning, implementation
and evaluation phases of health care
delivery with modification of the plan
of care. Prerequisites: Departmental
Consent, Physician Preceptor. NC 505,
515, 525, 535. H 23 555 2 1201

550. Special Topics (1-4). Specialized
individual or group study on specific
topics relevant to the nurse practitioner
role with adaptations made to relate to
student's individual interests and prac-
tice areas, e.g., advanced clinical as-
sessment, problems in pathophysiology.
Prerequisites: NC 505, 515, 525, 535,

or Departmental Consent. H 23 550 0 1201

565. Concepts of Quality Assurance in
Health Care. (3) 3R, 2L. Course focuses
upon current social concerns with asses-
sing quality of health care and appropriate
utilization of activities and resource.
Prerequisites: NC 505, 515, 535, 545, or
Departmental Consent. (Open to non-majors).
H 23 565 0 1207.
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DEFINITIONS
PROFESSIONAL REGISTERED NURSE
————T% NEHIalEREU NURSE

The practice of professiona] nursing means the performance for
corpensation or gratuitously. except as permitted by K.S.A. 65-1124 and
arencrents thereto, of any act in the observation, care, and counsel of
the 111, injured, or infirm, or in the maintenance of health or preven-
tion of illness of others, or in the supervision and teaching of other
rersennel, or the administration of medications and treéatiemts as pres-
cribed by a person licensed to practice medjcine and surgery or a person
licensed to practice dentistry; requiring substantial specialized judgment
and skill based on knowledge and application of the principles of biolog-
ical, physical, and soical science.(3). Thus, we would suggest that the

definition of the Pegistered Nurse become the definition of nursing prac-
tice for the Registered Nurse,

EXPANDED NURSING ROLES
——— URoIRL KULES

The goal to attain higher levels of wellness ameng persons in soc-
Tety and the problem of an increase of communities who do not have adequate
nunbers of health team members, have caused new demands on nursing to as-
sume more respensibilities in the health delivery system. As a result, two
types of expanded nursing roles have evolved; that of Nurse Practitioner/
Clinician and Clinical fiurse Specialist.

HURSE PRACTITIONER/CLINICIAN
—— T CUNER/LLINICIAN

flurse Practitioners/Clinicians are R.N."'s who have advanced skills
in the assassment of the phydcal. biophysical and psychosocial health-
illness status of individuals, families or groups in a variety of settings
Lhrouch health and development history taeking and physical examination.
They are prepared for these special skills by formal Continuing Education
which adheres to AlA approved guidelines, or in a Baccalaureate Nursing
Program which meets expanded. role criteria. These pragrams will educate
the Hurse Practitioner/Clinician in the physical and psychosocial assess-
nent and the ordering of appropriate Taboratory and diagnostic tests ac—
cording to protocol collaboratively established between the physician and
Hurse “ractitioner/Clinician to determine the health-illness status of
individuals, families, and groups in a variety of settings. Hurse Pract-
itioner/Clinicians's institute and provide continuity of health care to
clients (patients), work with the client to insure understanding of and
compliance with the therapeutic regimen within established protocols, and
recognize when to refer the client to a physician or other health care
provider. The Hurse Practitioner/Clinician provides instruction and couy-
nseling to individuals, families, and groups in the areas of health promo-
tion and maintenance, including and involving such nersaons in the planning
for their health care. Hurse Practitioner/Clinician's work in collaboration
with other health care providers and®agencies to provide, and where appro-
priate, coordinate services to individuals and Families.

Since the focus is clinical practice, he/she ceases to be recoq-
nized as a tiurse Practitioner/Clinician if he/she fails tg maintain active

clinical practice in direct patient care for 40-50% of the time.(2).
Y/,
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CLINICAL NURSE SPECIALIST

The Clinical Nurse Specialist is a practitioner holding a Master's
degree with a concentration in specific arcas of clinical nursing.  The
role of the Tlinical Yurse Specialsist is defined by the needs of a select
client population, the expectations of the larger society, and the clinical
expertise of the nurse. By exercising judgment and demonstrating Teadership
ability, the Clinical Hurse Specialist functions within a field of practice
that focuses on the needs of client system and encompasses interaction with
athers in the nursing and health care systems serving the client. The
Clinical Murse Specialist's role includes participation in activities de-
signed to continue self-development, advance the goals of the nursing pro-

gression, and promote effective collaborative relationships with members
of other health care disciplines. '

The function of the Clinical Nurse Specialist is unicue With res-
pect to the particular use of clinical judgment and skills regarding client
care, service as an advncate when the client is unable to cope with a part-

icular situation, and influence for change as necessary in the nursing care
and in the health care delivery system.

The Clinical Nurse Specialist is obligated to operale within and
to affect nursing care delivery systems and the total health care delivery
system. Uhile rnles may change by circumstances for a certain period of
time,this practitioner ceases to be recognized as a Clinical NHurse Speci-
alist when the patient-client-family ceases to be the basis of praclice.

As a practitioner, the Clinical Nurse Specialist operates within
three separate fields which remain in a state of dynamic change. These
fields represent the health status of the client, the nursing care delivery
system, and health care delivery system. Each of these fields is so inter-
related as to continuously affect the other.

The nursing care delivery system is a distinct subtype within the
health care delivery system. As a practitioner, the Clinical MHurse Special-
ist provides health teaching Lo select clients in the achievement or main-
tenance of health; facilitates the utilization of valid health care mea-
sures and of community resources; and assists in requlating or controlling
external enviromental forces. The Clinical Hurse Specialist provides,
identifies, and describes nursing practice situations according to the ed-,
tcalional needs of colleagues, and based on these necds applies appropriate
teaching-Tearning strategies. As a role model, the f1inical Nurse Special-
ist affecls nursing practice and nursing intervention both in a select
health carve setting and in the community. '

The Clinical Murse Specialist identifies the need for and is in-
volved in research which is directed toward clinical problems in nursing
theovy and nursing care delivery systems and in the interpretation, eval-

uation, and implementation of research theories and findings into nursing
practice.

: I
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As a consultant, the Clinical Hurse Specialist provides assistance
within the area of specialization to colleagues and to consumers in plann-
ing and evaluating health and illness care.

The Clinical Murse Specialist helps develop evaluative criteria
and patient outcomes used in the measuring and monitoring of qualitative
and quantitative aspects of nursing care. The Clinical Hurse Specialist
Participates in peer review to evaluate the practice of nursing delivered

by other Clinical lurse Specialists and by groups of nurses in a given
setting. (1976) ‘

10-1-76

Submitted by the adioc Committee on Definitions of the Hur

: se Clini-
cian/Nurse Practitioner Conference Group.
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Cne df the most imwvortant funchtinrs of *he Nurse
Practitlener is the delivery of primary care,

This includes identifyine the health status of an
individual n» fanmily, gsreenine for problems thét
reed to be referred to a phvzician ar ather resource,

managling acute or enpsndic illnesses, manazing

Lng compunity resourses in
reeting ovatient needs, counseling, and coordlnatinz 511
vhases of the patlent's health care. Emphasis 1s vlaced
on oreventlive care and health mairtenance.

(B) SPECIFIC-~

1 Cage findineg snd medical referral. identification of
1l1ls, astuasl and inpending.

2. Case findinz and social azency referral, Pshyco-
scoclal Tactors and complications.

3. Pre and Post Partum care

4. Well baby checks

5. Hest and Nursinz howme visits

6. Follow uv of patients following discharze from therapeutic

. regimens.
7. Identificating of deviation fron 'normal”
R Acsessment of the respmses of netlents to 1llness and

of their compliarcs with gnd reitonse to prescribed
troat ment .

9. uetervinp the neesd for
Teothe

Ly

B> (D

tion of basin

]

f}

. rformance of and interpret-
25 agnnstic and therapeutic

ccedures, tests

T L o E5LE.,

14, Heccmmendqtisr of modifications needed by patients coping
with 1llress or maintaininz hesl*h, such sas in diet,
exerclse, relief from, snd adavitation to handicaps
27 1mvalirments.

11, Making referrals to ﬂmbronri te agencies,

12. Routire asseSsment of the health status of individuals

and Tamilies.
. Provision of femily rpianninc services
. Suverrision of health care of normal chiidren.
Eliciting and recording a healtr history
Assessing the enviraonment

Providing emerzency iLreatment ;é%(
c:/g.
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ACUTE CARE~

1. Securinzg ané recordine s health and eevelopmental history
and making a eritical evaluation of such records as an
adjunct to planning and carrying out a health care rezimen
ir collaboration with medical and other health orofessionals.

2. Performing bssic nhysical and psychosocial assessments snd
translating the faindings into sapvropriate nursing actions.

3. Diserimination betwsen normsl and sbnormal findings on

A

vhyslcal and opsychosocial sssessments and revorting
findings when aporovriate.

4 Makinz prosopective decisions sbout treatment In cel-
laboration with physicians

5. 1Initlatior actlons within a protocel developed by medical
and nursing personnel such as makine adjustments in
medication, orderins and intervreting certain laboratory

-tests, and prescribing certain rehabilitative and
restorative measures.

LONZ TEEM CARE-

1 Glving treatments, rehsbilitative eXerclses, and meds as
prescribad by the physiclian.

2. Teachlinz patients and family members to carry out the medical

" plan for sveciazl diet, taking intoc consideration cultural back-
ground, personal preferences, and financial status.

3. Teaching patients and famlily members to zlve these traat-
ments or medications when indicsted.

L. Observing and evaluating patients' physical and emotional
condltion and reaction to druzs or treatments.

5. Calling new sizns or symntoms to the attention when the
physiclan and arranging for medical attention when the
vatlient's condition apnears o warrant it.

6. instituting immediate life-saving measures in the
absence of a physlcian :

Yaking necegsary changes in a treatment plan in the light
of changes in the oatient's physieal or erotional tol-
erance, and in accerdance with an established treatment plan.
. Making zoppropriate referral for centinulity of care
Make Judgments about the use nf accented pharmaceutical
azents as standard treatments in dilasnesed conditions,
Assume vrimary responsibility for cetermining possible
alternative for care settings ard for irnitiation referral..
Conducting nurse clinics for continuine care of selected
patients. _
12. Conducting community clinics for case finding and screening
for health vroblens
i2. Assessinz communlty needs in long-term care and participating
in the development of resources to meet therp

~

-
O O LD

oy
s

Ir providing comprehensive care the nurse practitioner may
functicn in a secondary care setting. This care will be determined by
the nurs 5t

2 practitioner and the physiclan and the hospital rules
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Collaboratively agreed upoﬁ, it's expected that the clinician
will contribute markedly to continuity of health care as the
patient moves from the ambulatory care setting through acute

care facilities and progresses back to office or clinic super-
vision. Interaction with other personnel in the hospital setting,
participation with the admitting physician and direct care to

fhe patient and his family encompass the clinician role in
secondary cade settings. Ordinarily these activities are sub-
ordinate to those descriﬁed in the earlier description of

functions in primary care settings.
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I am Val Valgora. I am a graduate Phy=ician's Assistant having received my
education at Duke Universitv, Durham, N.C. 1 am currently chairman and Director of the
Physician's Assistant Program of W.S.U., a position which 1 have held since Oct. 1972.
I am past president of the Kansas Academy of Physician's Assistants. The purpose of
my appearance today is to speak for the P.A. in Kansas, to inform you of the
accomplishmenzs of those P.A.s and the W.S.U. Program.

Hx of PA's -

In the errlv 1960s the nation was faced with a severe health care problem.

There were not enough physicians. Many of the physicians that were available were
spécialized in other than primary care and many more were located in ma jor population
centers. These three factors indeed presented a bleak outlook for health care in
rural and other "medically underserved'" areas. The idea of educating people other
than physicians who were capable of performing some of the functions of physicians
was thus born and haé become the P.A. as we know him today.

In the relatively short history of the PAs there have been several notable

devélopments.

1. The American Medical Association has devised an accreditation process for
schrols. The AMA developed essentials for approval of P.A. Program and
has an 11—going program to evaluate these progrsms which includes an
on-site evaluation.

2 The Nationazl Board of Medical Examiners has developed an examination which
is administered early to evaluate graduates} knowledge.

3. A Nntional Commission has been formed to certify P.A. graduates based

on thair performance on the National Board Examination.

3=

Most states have passed legislation which recognizes the P.A., and allows

ther: to practice within that state. (Tn many of these states, registration

is based on graduation from an AMA approved program and passing the

k. G

" National Board Exam).



5. A demanding continuing education process for recertification has been

developed and is operational. This process may be the most stringent
of any of the medical or allied health pfofessions since it requires,
in addition to continuing medical educatioﬁ, recertification by
examination every 6 years.

In my opinion, Physicians' Assistants are arwell crédentialed group that have

proven their tapability of increasing both the.quality and quantity of medical

care in the it'nited States.

P.A. Accomplishments in Kansas - Since the inception of the P.A. Program at wichita
State University in 1972, there have been many accomplishments which those associated
with that Prcegram can be justifiably proud.
1. The State of Kansas has, in steadily increasing increments, becoae fully
responsible financially for the Program which was totally funded by
Federal dollars at its inception in 1972.
2. By August 1976, fhe Program has produced 59 graduates. Of these
graduates; 4 were located outside of Kansas and oniy 8 were in
practice other than éesignated medically underserved areas.
3. The Program received full three year approval from the AMA. (This 1is tﬁe
lorzest appfoval possible at this time.) |
4. During the calendar year 1976, over 300,000 patient visits were
accomplished by Physician's Assistants in Kansas. Of these visits
more than 240,000 were in medically underserved areas. It is interesting
that in no case was there a threat of a malpractice action being filéd.
In fact, there has never been a malpractice suit filed against a P.A,

who has graduated from an approved program in the entire U.S.
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June 15, 1977 |

VAL BRAUM, EXECUTIVE ASSISTANT

The Honorable Michael G. Johnson, DDS

Chairman, Special Committee on Public Health and Welfare
State Capitol Building

Topeka, Kansas 66612

Tear Representative Johnson:

Thank you for the invitation to appear before your committee which is
studying Interim Proposal No. 60, relating to the use and regulation of
hysician extenders. Unfortunately, I will be out of town and unable to
attend your meeting, so I have taken this opportunity to set forth some
of our thoughts on this matter.

In any discussion of the role of physician extenders, it must be kept
clearly in mind that a physician extender is precisely that--someone who
extends or supplements the services of a physician in order that more
comprehensive care can be rendered to, in some cases, a greater number of
people. A physician extender is not a substitute for a physician. By
virtue of training and experience, a physician extender can fill a specialized
Tole in the delivery of health care, although the limitations of such training
and experience specifically preclude a physician extender from independently
practicing medicine.

The key to the successful integration of physician extenders into the
health care team lies with the employing physician. Physician extenders
(P.E.'s) must be affiliated with a physician responsible for the care that
is rendered by the P.E. Hospitals, nurses, or other health care personnel
and facilities are not licensed to practice medicine, therefore they should
not employ or be responsible for physician extenders. Only a licensed
physician should employ and retain the legal responsibility for the acts of
a2 physician extender.

Clearly, the state has a legtimate interest in requiring that P.E.'s be
Tegistered, or in some way identified, at the state level. The appropriate
place to register P.E.'s is with the Kansas State Board of Healing Arts,
which also licenses physicians. Similarly, a P.E. should be registered with
the physician employing and responsible for his activities. Beyond that, the
registration of P.E.'s need not be more complex than requiring the basic
crecentials information, etc.

Y/ 4



The Honorable Michael G. Johnson, DDS
Pp. 2
June 15, 1977

Much has been said about developing a "laundry list™ of tasks and
procedures that P.E.'s can or cannot do in working with a physician.
It would seem that this would be a monumental task because of its subjective
nature, and also because of the many varied types of P.E.’s that are being
trained today. A more appropriate definition of the scope of practice of
a P.E. gives sufficient flexibility to the responsible (employing) physician
to utilize the P.E. in the manner that best takes advantage of the training,
experience, and special abilities of the P.E., as well as the particular
practice characteristics of the physician. It is imperative that the law

contains this flexibility to meet the needs of practice characteristics in
both a rural and urban setting.

This flexibility extends also to the discussion of what adequate super-
vision is in the use of a P.E. Supervision can take many forms, and depends
as much on the talents and capabilities of the physician as it does on the
capabilities of the P.E. Some thought might be given to establishing a
maximm number of P.E.'s that can be utilized by one physician, but that
again should be sufficiently broad to encourage quality, efficient health
care delivery, and discourage abuse.

We hear more and more about the conflicts that seem to arise when P.E.'s
enter the hospital setting. Physician opinions differ on this subject, but
generally it can be said that hospitals have a compelling interest in determining
what role a P.E. may fill in the hospital environment. Absent an emergency
situation, it would seem inappropriate that a P.E. be allowed to do procedures
in the hospital that heretofore have been done exclusively by physicians.

Because of the importance of a P.E. affiliating with a physician, so too
should reimbursement for services rendered. It would seem inappropriate to
consider a P.E. an independent contractor with third parties when the essence
and intent of his training and experience prepares him for a cooperative,
dependent working association with a physician.

I appreciate the opportunity to offer some of our thoughts on this proposal,
and hope that this is a constructive addition to the discussion. If you have
any questions, or if I can assist you in any way, please do not hesitate to

contact me. .
Very, cordially, ypurs,
s f /%&u
FAMMA

ecutive Director
JS:re (\\;ﬂ”/// (\__’//5




KANSAS PHARMACEUTICAL ASSOCTATION }Q}%Ybﬂ6’715”ffijzgf -
' P.0. Box 4218, Gage Center Station
1308 West 10th Street ;R
Topeka, Kansas 66604

'SUMMARY REPORT
’ on
PHYSICIANS' ASSISTANTS AND NURSE
CLINICIANS

The Kansas Pharmaceutical Association's Professional Affairs
Committee recently distributed a survey to Kansas Pharmacists
regarding Physicians' Assistants and Nurse Clinicians. The
purpose of the survey was to determine any problems our prac-
titioners faced and to outline what help we could provide to
 solve these problems. '

The overall results of the survey do indicate general acceptance
of Physicians' Assistants (PA's) and Nurse Clinicians (NC's) by
- both the pharmacy profession and the general public. It appears

from our survey that in most cases any local problems have been
resolved by commmication between the pharmacist-physician-P.A.
and N.C. ‘ '

In an attempt to be helpful to those involved and those having an
interest in this area we have outlined below a summary of some
problem areas identified. It is hoped that through such a summary
we may all be able to improve upon the health care of Kansas
citizens. Kansas pharmacists have no interest in assuming the
roles of PA's or NC's, however we expect that our expertise in the
~ area of drugs will be used.

1. Pharmacists' receipt of a prescription order

It appears from our survey that in the majority of those cases

- reported to us PA's and NC's are writing and signing prescription
orders in the absence of a practitioner. In many of these cases the
PA's and NC's are writing and signing the physicians' names plus their
own and the legal status of such a practice is questionable. In some
cases the physician's name is stamped on the prescription and then
countersigned by the PA or NC.

This is a very confusing area for pharmacists and appears to be an .
area which should be reviewed. _

2. Receive prescriptions with improper directions

In approximately half of the cases reported, pharmacists are rou-
tinely receiving prescription orders with improper directions. In

most cases these problems have been solved by the pharmacist calling
the physician. However, if point #1 were clarified, this problem could

also be alleviated.
/gcé. Z



Surmary Report on Physicians} Assistants and
Nurse Clinicians
page two...

3. Refill Authorization

The survey did point out that refill authorization is given by
‘the PA or NC without consultation with the physician as a matter
of routine. Pharmacists question whether this practice is tiuly =
in the best interests of the patient. . -

Sumnary of 1, 2 and 3

In -response to the problems pointed out in points 1, 2 and 3,

. pharmacists have indicated that they do call and discuss these
‘problems with the PA, NC.and physicians. In the majority of all
cases problems have been resolved through this mechanism. In

fact, we see the trend that PA's and NC's are now calling the
pharmacist to request information on dosage regimens and quantities
plus other areas. While communication does appear to be working in
this area, there still appears to be a need for further delineation
of responsibilities. We would also appreciate being consulted re-
garding any regulatory action..

Acceptability of PA's and NC's in the community

In over 90% of the cases reported by pharmacists, PA's and NC's are
very well received in the commmity. The only area of possible con-
fusion is the consumer assuming these individuals are physicians. It
was suggested by several people that a name tag specifying Physician's
Assistant or Nurse Clinician be used.

Overall Summary

We also asked for general comments on the PA § NC which indicate
that they are a very vital part of health care in Kansas. We
would, however, suggest that there be a review of the handling of
prescriptions by PA's and NC's. The pharmacists are not only con-
cerned about the legality of dispensing a prescription written by a
PA or NC but also the improper directions in over half of the cases
reported. It is the hope of our association that this information
will be helpful in future educational programs and possibly outlining
some areas which should be reviewed for possible regulation. Our
association supports any effort to help solve these few problem
areas.

DPJ/ss
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PHOME (913) 232-0<£39
TOPEXKA, KANSAS 88304

DOUGLAS P, JOMMSOR. R, P,
EXECUTIVE DIRECTOR

TO: Special Committee on Public Health and Welfare
FROM: Douglas P. Johnson, R.Ph.

SUBJECT: Physician Assistants and Nurse Clinicians .
(Hearing June 22, 1977 - Room 208,Life Sciences Bldg.
Wichita State.)

I appreciate the opportunity to comment on the study of Physician
Assistants and Nurse Clinicians through this mechanism as I have
another commitment that will not allow me to be in Wichita today.

The Kansas Pharmaceutical Association conducted a survey of its
members last year to get a feeling on the actions of Physician
Assistants and Nurse Clinicians 'in regard to drug prescribing.

Attached is a "Summary Report' of that survey for your consider-
ation. '

It is important to understand, that while our Summary Report does

not list any percentages, approximately 90% of those responding had
nothing but praise for the manner in which they have had dealings
with PA's and NC's. Therefore, the summary report deals with
comments received from approximately 10% of those responding. The
Treport is offered in a constructive manner to point out some potential
problems and some areas which we believe could use clarification.

A member of our Governmental Affairs Committee, Kent Richardson is
present today and would be glad to answer any questions you might have.
A member of the Kansas Board of Pharmacy, Hugh Polson is also present
today and available for questions.

At this time we are not prepared to offer any recommendations on either
of the bills dealing with PA's or NC's. However, a committee of our
association will be meeting June 29th, 1977 for this purpose.

CC: Kent Richardson
Hugh Polson
KPhA Board of Trustees
XPhA Governmental Affairs Committee

DPJ/ss
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Statement to the
Special Committee on Public Health and Welfare

Proposal No. 60--Physician Extenders
Presented by

Paul E. Fleener, Director
Public Affairs Division--Kansas Farm Bureau
June 22, 1977

Mr. Chairman and members of the committee we appreciate the opportunity
to file a statement with you relative to Proposal No. 60. You have been
charged with the responsibility of studying the role of physician extenders, . -
including regulation of such persons, the utilization of these persons
and the relationship of "physician extenders to the‘supervising pﬂysicians."
The entirety of the policy position of Farm Bureau members in Kansas
is set forth below for your consideration. Some of it may, in fact be
irrelevant as regards Proposal No. 60, so I would invite your attention

particularly to the fourth paragraph.

Medical Professionals in Kansas

We favor development of additional residency programs to provide irn-
state programs for those University of Kamsas School of Medicine graduates
interested in primary care medical practice.

7 In the development of additional primary care residency positions,
ve urge particular emphaesis be given to on-site--community based--
residency training. We urge the legislature to finance such residency
programs. Such funding could eome from the state share of General Revenue
Sharing monies.

If additional state funds cannot be made available for new primary
care positions, then we suggest reallocation of available funds to give
priority to primary care residency training programs.

We contirue to support the training programs for the physician's
assistant and nurse clinician as now developed by KUMC. We encourage
Hansas communities to utilize the services of these medical "extenders"
whenever qualified personmel can be recruited. We will continue to work

for established legal guidelines for the practice of paraprofessionals in
our state. ) '

s S
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Statement on Proposal No. 60--Physician Extenders
" June 22, 1977
Page 2

As a practical inducement to qualified youth interested in a medical
career, we will support reinstatement of a state loan forgiveness program.
Fe suggest that such a loan program be based on need and require a year's
service in a rural Kansas community or a Kansas inner-city area for each
year of schooling funded by a state medical loan.

Mr. Chairman, we--an organization of laymen—--may well be ﬁsing the
phrase "physician extenders" inappropriately. Be that as it may, I
suspect we are not alone. We have company in this misusage. Too frequently
many people lump together all non-physician--full members of the medical
team—-as "physician extenders." That is regreﬁtable. To pick out one
great professidn as an examﬁle: Nursing is viewed by some as a profession,
which we believe it to be. Others--frequently MD's and congressional
cormittees~-view nurses as '"extenders," or something less than fully
qualified professional persons, also regrettable. l

In order to give your committee somethieg of a deeper understanding
of our long-term interest in and commitment to better health care in

Kansas, we submit for your review a resolution which was in our poliecy

booklet for the year 1975 and previously. It's no loﬁger there because

you (the Legislature) did act on the Board of Nursing. We insert it here,

~ however, to indicate that we believe nursing to be a profession, that
legislative and congressional committees (particularly those with appropria-
tion functions) should recognize and fund accordingly--where funding is

under consideration——governmentaliy-aided Programs recognizing the professions

within the medical community. If that sentence is cumbersome, I will

simply say--third party pay should be considered an appropriate action.

Professtonal Nursing

In keeping with our belief that qualified medical professionals are
required in all geographical parts of the state, we recommend that the
State Board of Nursing continue to have the authority to develop curriculum
for nursing programs in Kansas. We further believe the State Board of

Nursing should be composed of a majority of registered professional nurses,



Statement on Proposal No. 60--Physician Extenders
June 22, 1977
Page 3

with representation fram other health-related professions and the public
at large. Such Board should be responsible for mandatory certification

of both registered and licensed practical nurses.

-ﬁe would refer you back to our 1977 Resolution to indicate our support
for your efforts, or those of the medical community to establish appropriate
legal guidelines and a framework for interdisciplinary endeavors in the .
medical community.

We appreciate the opportunity to file this statement with you and the’

members of the committee.



CEDAR VALE REGIONAL HOSPITAL P.O. Box 398 Cedar Vale, Kansas 67024 Phone (316) 758 2266

STATEMENT PREPARED FOR HEARING ON REGULATION
OF PHYSICIAN ASSISTANTS BEFORE A JOINT INTERIM
COMMITTEE OF THE KANSAS LEGISLATURE

Tuesday, June 21, 1977 and Wednesday, June 22, 1977

Wichita State University
Wichita, Kansas

r

Jointly Prepared by:
Rosellen E, Cohnberg; M.D. F.A,A.P., F,A.A.F.P., M,S.P.H.
Chief of Staff, Cedar Vale Regional Hospital; and John F,.
Meyers, Administrator, Cedar Vale Regional Hospital, President
Cedar Vale Hospital, Inc.

When considering how physician assistants can most effectively contribute
to the delivery of health care the most important concept is flexibility. Tn
sofar as the availability of physician assistants goes (the "supply" of P.a.'s),
the most important concept is mobility. We will deal with these ideas in " irm.

In order for a physician to fully utilize the services of an assistant the
supervising physician must be free to use his or her own judgment in determining
the precise limits of responsibility and accountability in duties assigned. Each
practice and each medical delivery setting is unique, just as each supervising
physician is unique in utilizing available resources to solve the complex of
problems that a given patient may present. Efforts to standardize the precise
duties of a physician assistant would have the same effect of a standardization
of medical practice. We feel strongly that the goal of any health care delivery
team should be quality care, an idea incompatible with standardized (cookbook) care.

Standards tend to become rigidities written in stone. Thus, standards can have
only a negative effect on how physicians may use assistants. To establish standards,
norms, or anything of the sort needlessly limits the use of a P.,A. 1In effect, it
says that the collective judgment of a state legislature or bureaucracy is somehow
superior to the individual Judgment of a supervising physician on how that physician
uses an assistant.

We see absolutely no need to destroy the flexibility in use of P.A.'s which
is already controlled by the good common sense and judgment of the individual physician.
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Standards already governing the physician also govern the physician assistant
through the ewmploying physician. P.A.'s now perform under the authority of

the supervising physician's license. The supervising physician is ultimately
responsible and could lose his or her licemse if the P,A, performs inadequately,
improperly, or obviously beyond his or her capabilities, But only the attending
physician can effectively judge how the assistant performs and what the limits
of his capabilities are. The doctor should be free to exercise’ judgments in
these matters, fully realizing that if the judgment is at fault then both the
patient and the physician will suffer.

This implies a point not yet brought out: there must be a close inter-
personal relationship between physician and assistant, This relationship
must be built on trust, knowledge of individual capabilities, and common~
alities in philosophies of patient care. In short, to be fully effective
the physician assistant must be an extension of the physician. The establish-
ment of norms, standards, performance criteria, or anything of the sort would
inevitably result in two things. First, it would limit the physician in how the
assistant could be used (without, incidentally reducing the physician's liability
in the event of misuse; and second, it would destroy im part the interpersonal
relationship and trust so essential to effective use of physician's assistants.

As to the second factor noted in the opening paragraph, one of the most
rapidly emerging difficulties in use of physician's assistants is recruitment.
The supply of competent P.A.'s is short, and we must avoid a further reduction
in the supply which would come about through strict licensure requirements.
Any licensure requirement represents a barrier to recruiting physician's
assistants, particularly those from other states. The stricter the requirement
the more inpenetrable the barrier, and the more unlikely will be the prospect
of obtaining qualified persomnel. Why should an outstanding physician assis—
tant go through the mechanics of licensure when he can work for the same
amount of money in another state where no licensure is required. Thus, licen-
sure beyond registration, which already is in existence, should be avoided.

We realize that some of the concerns facing the Kansas State Legislature

revolve around potential or possible misuse of assistants by practicing
physicians in the state. We recognize that the possibility for misuse does
exist, but so does the possibility for malpractice, for gross negligence, or
for a host of other misconducts. Even if possibility for misuse of physician's
assistants is more real than imagined, we submit that corrective mechanisms
already exist within the statutes. Physicians can be disciplined for mal-
feasance, and gross misuse of physician's assistants would unquestionably
be malfeasance.
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Still another issure not yet discussed is that of "supervision". 1In
this area perhaps an interpretation might be helpful. An assistant working
in the same facility as, and in constant contact with, the physician could
certainly be considered under that physician's supervision. At the other
extrexe i1s the hypothetical physician who takes a long vacation leaving
the P. A, in charge but calls his office daily to tell the P.A. what to do.
This, obviocusly, seems toco lenient an interpretation.

However, in between these extremes are a host of situations that could
and probably would occur. One example would be a satellite clinic staffed
by a physician's assistant and located several miles from the supervising
physician's office. The P.A. could be in constant daily radio and/or
telephone contact and could even have closed circuit television linking
him with the supervising physician. Although physically removed, there is
definitely a functional and effective supervision involved. Another example would be
a physician attending an afternoon medical seminar two or three hours distant from
his office where the P.A. is holding down the fort. The supervising physician
could leave standing orders for known problems and a telephone number for the P.A.
to call and contact the physician should an emergency arise, This, tool seems
to be a reasonable land functional interpretation of adequate supervision.

while we grant that some interpretation might be acceptable, we would
argue against any strict, rigid rules which would interfere with the super-
vising physician's flexible use of his or her assistant. At most we would
suggest a very loose, generalized guideline with clear a-lowances for unique
and extraordinary circumstances which might be encountered by the attending
physician.

In summary, please let us say that we are thoroughly and unequivocally
in faver of the physician assistant concept. We believe that there is a
great deal of potential good that can be realized through the effective and
appropriate use of physician's assistants. This has been clearly demon-
strated by us in Cedar Vale and elsewhere by others. We believe that
physicians as a whole are capable of making sound judgements in using
physician assistants as part of the health care delivery team which the
supervising physician heads. We believe strongly that for the full potential
of physician'’s assistants to be realized, the physician must be given great
flexibility in using the P,A., and the mobility in the supply of P.A.'s
must be maintained, Specific restriction of physician's assistants in any
form would inevitably detract from the potential. Standardized limitations
on what physician assistants can do, strict licensure of physician's
agsistants, and other such measures, would place them in the same straight-
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jacket now being tightened around the supervising physician. Such actions
would produce simply another level of professiomnal, prescribed from fully
utilizing his or her capabilities. Therefore: We urge that no new legis-—
lation be considered which would limit the flexibility or mobility of
physician's assistants,.

If the Kansas State Legislature feels compelled toward legislative
action in relation to physician assistants, we would suggest only one thing.
This relates to Senate Bill 14 which was passed during the 1975 session of
the Kansas legislature., In that legislation, registration of physician's
assistants was limited to skilled persons "'qualified by academic training"
to provide patients services under the direction and supervision of a
physician. We submit that academic training is not the only way to become a
physician assistant. Experience must be taken into consideration. We per-
sonally know of at least four persons who have not gone through a formal
physician assistant training program but who have served for many years in
what in effect is "appreticeship" to physiciams. If we know of four such
people, there must be many more. Together, they comprise an important pool
of talent but a pool which can not be used in Kansas. Legislation correct-
ing this inequity would be highly desirable. Therefore: We urge that

r " Berious consideration by given to modifying existing law tg- allow for per-

sons to be registered as physician assistants in Kansas on the basis of
academic training and/or experience.

Thank you for the opportunity to presemnt our views on this important
subject. We hope that they will be useful to you in your deliberations and,
‘hopefully will persuade you to use extreme caution in proposing any legisla-
f tive change which would limit the flexibility and mobility of physician's
assistants.

Should you wish any additional information or wich to talk to us per-
gonally, please do not hesitate to contact us.

L]
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R. E. Cohnberg, M, D. F.A.A. Piﬂs o - J. F. Meyers, President
F.AA.F.P., M.S.P.H, : Cedar Vale Hospital, Inc.;

Chief of Staff, Cedar Vale Administrator, Cedar Vale Regional
Regional Hospital . Hosgpital
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The present Nurse Clinician/Practitioner program provided for me
the background I needed in the time I could give to that purpose. I had been

working for a family practitioner or general practitioner for approximately

~ three years when I entered the program. I had a good deal of experience

touching on what I am doing noﬁ, but not in depth. Primary Care Nursing
lends itself very well to the expanded role.

The physicians where I presently work are very supportive to the
Nurse Clinician and I feel we have a good model for the interdependence of a
physician/nurse clinicién/practitioner'team. When I do a complete workup
for Dr. Williams, for example, we discuss the probiem and reasons for the
workup. I do the.physical examination in the a.m. while he'is in the operating
room, ordering Iab.work, etc. |

My findings are submitted to him via the patient's chart plus
conversation. He sees that patient in thé afternoon to discuss the résu]ts of
lab work, thelhistory and physical, and plan of action. We do collaborate
on what the plan might be. The Nurse Clinician in our office takes emérgencies
that come to the clinic and takes appropriate action. She consu]té with the
physician. He doesn't want to re-see these-patients, but sees ones with

abnormal findings at her request. This is in total sympathy with how the

NC/P is trained at WSU.

I have examined many patients and found cancer of the breast,enlarged
ovaries, enlarged thyroid, pheochromocytomas, hernias. In family practiée I
saw routine 0B patients every other time attending without the physician. The
quality of care was improved because I used my time with that patient to teach
about diet, weight gain, .parenting, breast feeding--nursing kinds of tasks. The

patient acceptance has always been high when time for teaching has been included.
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This is part of‘the philosophy of our program too - to turn the responsibility of
patient care back to the patient. This seems to have become a lost art. Our
society does not pass lay medical information on to our children. Until recently
much of it was wrong or superstitions. This is how the elders lost their
credibility. Physicians are not taught in Medical School a Tot of patient

teaching or find themselves pushed too fast to have time. This is the beauty

of the team approach.



P. A. Bill Hearing

It is récognized that Nurse Practitioners assume legal responsibiiity
for their own practice.

The Nurse Practitioner seeks medical collaboration through written
statements of policy called protocol.This delineates the doctor's area of
accountability and the Nurse Practitioner's area of accountability. At times
there may be an overlapping of roles to providé comprehensive caré to the
patient or client. ExpandedAnursing prefers the interdependent planning and
implementation of the patient's total caré. The interdependent team approach
to patient care does not require constant supervision of a physician as does
the proposed law for the P. A.

Colorado proposed statute for rules and regulations for expanded
role of nurses states the specifics to which I speak very well.

The Kansas Master Planning Committee position paper he]pé to clarify
the differences especially in the dependent vs. iﬁterdependent roles of-the
PA and NP.

I do not support any effort to merge the two-ro1es_as one at

this time for the purpose of rules and regulations to guide7¢w'5r"trl
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TESTIFONY FOR CONSILERATION
BY THE

SPECIAL COMPITTEE 04 PUBLIC HEALTH AdD WELFARE COMCERNING
PROPOSAL H0. €0 - PHYSICIAN EXTEMUERS

PRESENTED BY: THE Kansas HosPITAL AsSOCIATION
| LARRY K. SHAFFER, DIRECTOR OF FDUCATION

June 22, 1977

MR, CHAIRMAN AND hEMBERS OF THE COPVITTEE'

THANK YOU FOR THE OPPORTUNITY TO PRESENT SOME OF OUR VIEWS AND
CONCERNS PERTAINING TO THE PREPARATION, REGULATION AND UTILIZATION OF
PHYSICIANS ASSISTANTS.

I am Larry SHAFFER, DIRECTOR OF EpucATION FOR THE Kansas HospiTAL
PSQOCIATION THE MEMBERSHIP OF THE KANSAS HOSPITAL ASSOCIATION CONSISTS
oF 150 NOT-FOR-PRCFIT GEMNERAL, ACUTE-CARE HOSPITALS, AS WELL AS SEVERAL
HOSPITALS GWNED AND OPERATED BY THE STATE AND FEDERAL GOVERNMENTS .

I APPEAR BEFORE YOU TODAY WITHOUT AN OFFICIAL ASSOCIATION POSTURE,
PERTAINING TO THE EVOLVING PRCFESSION OF PHYSICIANS ASSISTANTS. THIS
IS NOT TO SAY, HOWEVER, THAT THE Kansas HosPITAL ASSOCIATION IS NOT
AWARE GF THIS NEW EVOLVING PROFESSION OR OF THE MANY ISSUES AND
CONTROVERSIES SURROUNDING ITS EVCLVEMENT.

ol



THE PRCLIFERATION OF NEW HEALTH CA§E PERSONNEL DURING THE PAST
LDECADE AND THE EFFORTS TO INCORPORATE THESE NEW PERSONNEL INTO A
SYSTEM BOUND BY TRADITIONAL MODES OF HEALTH CARE DELIVERY, AS WELL .

AS Al INCREASING NUMBER OF LAWS, POLICIES, STANDARDS AND REGULATIONS ,

| HAS NATURALLY CREATED PROBLEMS AND CONCERNS FOR THOSE WHO ARE LEGALLY
ARD I"ORALLY RESPONSIBLE FOR THE DELIVERY OF HIGH QUALITY AND ECONOMI CAL
HEALTH CARE,

* THE PROELEMS ANL CONCERNS OF HOSPITALS, THAT ARE CREATED BY THE
ADVENT OF PHYSICIAN ASSISTANTS, ARE COMPOUNDED BY THE FACT THAT THIS
'PARTICULAR NEW PROFESSION HAS TRANSCENDED UPON AN ALREADY DELICATE
SITUATICN, THE RELATIGNSHIP BETWEEN THE HEALTH CARE INSTITUTION AND
THE PRACTICING PHYSICIAN, |

THE RELATIONSHIP BETWEEN THE HOSPITAL AND THE PHYSICIAN IS OF
A DIRECT NATURE., [T IS A RELATIONSHIP ESTABLISHED AND MAINTAINED
BY EY-LAWS AND ACQUIRED PRIVILEGES. THE HOSPITAL ADMINISTRATION AND
THE PHYSICIAN HAVE DIRECT AND IMMEDIATE ACCESS TO ONE ANOTHER.

i SIMILAR PROCESS IS BEING USED FOR PHYSTICIAN ASSISTANTS; HOWEVER,
THERE IS AN APPARENT DIFFERENCE'IN THAT THE PRACTICING PHYSICIAN SERVES
AS THE INTERMEDIARY BETWEEN THE PHYSICIAN ASSISTANT AND THE HOSPITAL.
HEITHER THE HOSPITAL NCR THE PHYSICIAN ASSISTANT HAVE DIRECT AND IMMEDIATE
ACCESS TO ONE ANOTHER, THE HOSPITAL MUST DEPEND EVEN MORE HEAVILY UPON
THE PHYSICIAN FOR EMPLOYING OUALIFIED AND COMPETENT PHYSICIAN ASSISTANTS
ARD FOR PRCVYIDING ADEQUATE DIRECTION AND SUPERVISION TO THE PHYSICIAN

ASSISTANT,



THE PRECARIOUS RELATICNSHIP BETWEEN THE HOSPITAL AND THE PHYS:i.iAN
ASSISTANT IS PROEBABLY THE GREATEST CONCERN OF HOSPITALS. END, OF COURSE,
THIS KIND OF RELATIONSHIP RAISES SERIOUS QUESTIONS AS TO THE HOSPITAL'S
LIABILITY FOR THE FUNCTION OF PHYSICIAN ASSISTANTS WITHIN THE HOSPITAL. |

ANOTHER CONCERN OF HOSPITALS IS THE APPARENT DEMORALIZING EFFECT
THE ADVENT OF THE PHYSICIAN ASSISTANT HA3 HAD UPON OTHER HEALTH CARE
PERSONNEL EMPLOYED BY THE HOSPITAL WHO HAVE HAD A TRADITIONALLY CLOSE
AND DIRECT RELATIONSHIP, WITH THE PHYSICIAN.

WITH THESE CONCERNS IN MIND, IT SEEMS THAT REASONABLE STANDARDS
AND REGULATIONS RELATING TO THE PREPARATION AND FUNCTIONS OF THE
PHYSICIAN ASSISTANT ARE NECESSARY, AND FURTHER, THAT GUIDELINES PERTAINING
TO THE FUNCTIONS OF THE PHYSICIAN ASSISTANT, RELATING TO THE VARIOUS
LEVELS OF PREPARATION, MAY NEED TO BE CONSIDERED.

WE WOULD ALSO HOPE THAT FUTURE DEVELOPMENTS IN LEGISLATION,
PERTAINING TO THE PROFESSION OF PHYSICIAN ASSISTANTS, WILL GIVE SERIOUS
CONSIDERATION TO THE PRECARIOUS RELATIONSHIP BETWEEN PRIVATE HEALTH -
CARE PRACTITIONERS AND HEALTH CARE INSTITUTIONS, AS WELL AS THE MNEED
FOR COOPERATIVE WORKING RELATIONSHIPS BETWEEN THE PRIVATE PRACTITIONERS
AND THE HEALTH CARE PERSONNEL EMPLOYED BY THE HEALTH CARE INSTITUTION.

THE Kansas HospiTAL ASSOCIATION WILL 'CONTINUE TO STUDY THE
DEVELOPMENT OF THIS NEW PROFESSION AND THE POTENTIAL RAMIFICATIONS

FOR HOSPITALS.,




HE ARE ENCOURAGED BY THE ADVENT OF ProPosaL Mo, 60, AND sTAND
READY TO BE OF ANY ASSISTANCE, THAT WE CAN, TOWARD THE STUDY.

[iR. CHAIRMAN, I WOULD RE MOST HAPPY TO SHARE COPIES OF MY
TESTIMGNY WITH THE CeMMITTEE, IF YOU WOULD LIKE,

I HAVE ATTACHED A COPY OF GUIDELINES BY THE AMERICAN HosPITAL
FSSOCIATION, PERTAINING TO THE PHYSICIANS' ASSISTANT IN THE. HOSPITAL,
I AM SURE THESE GUIDELINES MILL MORE ADEQUATELY DESCRIBE THE CONCERNS

OF HCSPITALS THAN | HAVE,

I WILL BE HAPPY TO ATTEMPT TO ANSWER ANY QUESTIONS YOU MIGHT

- HAVE.

THANK YoOU.-

i
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RECOMMENDATIONS REGARDINMG MURSE PRACTITIOHERS

Studies conducted national {Solz) in the state (KRIP), and by the Yichita

tate University Ziurse Clinician Department all show that nurse practitioners
are professionally fulfillinc the roles of providing health care maintenance
and assistnace in deliverina continuity of medical care. They are stable
with regard to continuinc their service as professional nurses, both by
practice primarily in medically underserved areas ceographically and by not
qravitating to other allied health or medical professions. It is my belief
that thiswill remain constant and thus support the economic investment of
€2000/year/student for the services that nurse practitioners provide on a
long term service basis.

The previously mentioned studies show that the selected health and medical
functions for which nurse practitioners are educated are practiced inter-
dependently with members of the health care team, particularly physicians.
These functions include: _

health screening activities

preventive care

histores and pnysicals .

maintenance and follow up care for long term patients.

Lastly the studies report patient benefits as follows:

increased quality of services, as well as volume
reduction in working time

increased time with patients

patient and family education

cost containment B

reduced incidence of hospitalization

increased availability of health care services
increased emotional support and communication

The YSU program has continued to have substantial support as evidenced by

state funding and continued involvement of approximately 50 physician lecturers
and 100 preceptors. I submit support letters received from Dr. Stockwell,

and ¥illiams of Dodge City !ledical Center, witn regard to benefits derived by
addition of nurse practitioners to practice and their recommendations

regarding legal controls. In this, as innumerable other situations,

physicians and nurse practitioners report much satisfaction with the role.

Considering fhe above statement I recommend:

1) That the R.H. not be incorporated in P.A. 1egfsTation new section 6 of

S.8. 256, nor that i!.P. be legislated under the title of physician extender.

'2) That Rules and Regs be developed by the Board of Nursing to supplement

the Nurse Practice Act for provision of Control measures for practice
standards for nurse practitioners predicated on the firm belief in inter-
dependence of medical and nurse practitioners.

3) That consideration be given to revising sections of the Hurse Practice
Act that are limitinag for Hurse Practitioners, i.e., the disclaimer in the
definition of nprofessional nursing.

As you all know, there is much left for all of us to do to meet the health
cere demands of the public. I believe that with legal expansion of services
wiich can be delivered by registered nurses in the role of Murse Practitioner.
the health care celivery system will be eased of the majority of its pressure'
and that citizens will receive increased quantity and quality of health care ’
by this concerted team approach.

- Thank you for this opportunity to share reasons and recommendations for the

future of expanded roles.

y W
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[ A STATEMENT FOR THE LEGISILATIVE INTERIM
e COMMITTEL ON HEALTH LEGISLATION
¥. Chairman and members of the Committec, thank you for permitting me,
a small town obstetrician and gynecologist, to present to vou my experience

and thoughts regarding nurse clinician practitioners.

£

e

It has been my privilege to be involved in the training of a nurse clinician=
practioner and then to have her associated with me in my practice tho past

19 months.

One of the unique things that a nurse clinician-practitioner brings to the
extender role is her, or his, nurses training. She, or he, has been cducated

in chemistry, anatomy, physiology and psycholoagy of health and of illness.

The nurse has had practical bedside experience in relating to patients and

their needs. The nurse has seen far better than many of u§ physicians the
fears,. the anxieties, and the emotional trauma most often due to ignorance

with regard to what is happening. This nurse sees the cducational opportunitic-
and the needs for psychological support from a perspective different than the
physician and certainly different than do the ancillary mediéal personnel

trained through some other route.

The only way a nurse clinician—practitionerlcan function satisfactorily in office
practice is as a member of a team of which the physician 1is the captain. The
physician, while in charge, can only benefit from this arrangement if he or shoe
makes full use oi the counsel of the nurse clinician-practitioner in the
management-of the patient's problem. When this is done the patient is the onc

who really benefits.

The nurse clinician-practitioner is taught to recognize deviations from the
normal. She or he is not trained as a diagnostician. It is not their desire
to be junior doctors. It is their desire to function in the capacity ol a nar-co

using to the fullest their nursing skills.

Ak P



One thing that any good nurse can do is follow directions. This is what the
rnurse does when he or she follows a protowcol in the subjective and objective
findings, their assessment and management. The protocol is established by
the physician cargfully working with the nurse clinician-practitioner, to
make certain he or she understands the protocel and to incorporate inte the

protocol what the clinician~practitioner can contribute from his or her

nursing knowledge.

Nurse clinician-practitioners,as I said before, do not wish to be junior doctor-

Nurse-midwives are not trying to replace physicians. The nurse clinician-

practitioner and the nurse-midwife are only wanting to extend thcir_nﬁrsing
skills to the fullest in meeting the needs of the patients. Since they are
trained as nurses-and want to function as nurses, I strongly feel the nurse
clinician-practitioners and the nurse-midwives should be licensed and their
specizl abilities recognized and certifiéd by the Kansas State Board of Nursing
and nct by the Kansas State Bdard of the Healing Arts. To ﬁlace £hem under
the latter board might encourage some of them, over a period of time, to cet

more g¢randiose ideas regarding themselves.

As I stated earlier, I participated in the training of a nurse clinician-
practitioner and she has been associated with me in my practice of obstetrics
and gynecology for 19 months following the completion of her training. This
has been a most beneficial experience both for me and for my patients. She
has made available additional services to the patients that otherwise would
not have been possible due to the l?iitations of time from a rather large
patient load. She has served to educate the patients about their own bodies
and paysiology and also to help explain their pathology. She has counselled

the patients regarding their fceelings toward pregnancy, breast feeding, ctc.



and proven aszsistant in the operating room and in the delivery
room. Many.of my younger patients are much more willing to submit to an

T

exam uy her than by a man. I highly commend the nursec cliniclian-practitioner

concept to you as a most worthwhile method of giving supcerior care in an

zconomical fashicn.
Thank you again for permitting me to make this presentation.

Respectiully submitted,

J. S. Benton, M. D.
Diplomate Americean Board of Obstetrics and Gynecology
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v , PRESENTATION BY THE KANSAS STATE NURSES' ASSOCIATION
BEFORE THE SPECIAL COMMITTEE ON PUBLIC HEALTH AND WELFARE
REGARDING PROPOSAL 60
_ June 22, 1977

Mr. Cha1rman .and members of the Special Committee an Public Hea?th and WeTfare, my
name is Roberta Thiry, Pres1dent of the Kansas State Nurses' Association. I am here
today representlng their 1nterests regarding Proposal 60. We believe that health
care is more than medical care. Heélth care invelves the utilization of many dif-
ferent providers. Amohg the many providers are physfcian assistants and nurses.
The term, physician extender, is apparentTy being used to include both Physician's
Aséistants and registered nurses in expanded.ro1es. It is KSNA's ﬁosition that
the two are sufficiently different in aefinition, preparation and legal stat&s that

they should not be defined by the same term. Nurses are functioning in a variety
of expanded roles; however, this'téstimdny fs concerned with the Nurse Practitioner
in priméry care. For our purposes the terms Nurse Clinician and Nurse Practitioner
may be used interchangeably.
The American Medical Association's 1970 definition is that the Physician's Assist-
ant "is a ski1]ed person qualified by academic and préctica] training to provide
patient services under the supervision and direction of a 1icensed physician who is
reéponsible:fcr.the-pérformance of that assistant." Each physician determines the
scope of practice for Physician's Assistants in his employ and is accduntable for
their actions. 7 |
Programs to prepare the Physician's Assistant vary in length and content, but have
been developed primarily to expand the volume of medical services offered by phy-
sicians. In Kansas, as'in most states, the Physician's Assistant is not licensed
and is directly responsibie to the physician as specified in the Healing Arts Act.
The Nurse Practitioner, as defined by thg American Nurses' Association Council of
Family Nurse Practitioners and Clinicians, is a primary care provider prepared to
give continuous persona11zed care to the patient/client at the po1nt of entry 1into

the health care system, and to cont1nue as the individual's care provider. The

.
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'rse,Practjtioner's scope of practice is deterﬁined by the nursing profession af
15 implemented 1nlaccord with the state Nurse Practice Act.  That portion of the
Nurse Practitioner's practice which invoTves meﬁica] services is determined collab-
ofatively with the physician.
A Nurse Practitioner's preparation consists of a specialized program of study be-
yond that required for registered nurse licensure. Programs range-from 36 to 52
weeks in a continuing education program to educational programs gfantiﬁg bacca-
laureate and master's degrees. Such programs have developed in response tﬁ societal
needs and 1in response to increased demands p]acedlen nurses.,
A Nurse Practitioner is a licensed heajfh care professional résponsib]e and 1ega1]yl
accountable for his/her own actions as defined by the Nurse Practice Act and to the
consumar. Current law does not place one profession under.the superﬁision of any
other profession. To do so with nursing could jeopardize all professions and would
profoundly 1imit the delivery of comprehensive health care services.
In brief, Physician's Assistants are unlicensed and directly accountable to the
physician who is 1iable for their a;tions. The Nurse Practitioner is Ticensed,
liéb1e and accountable for his/her own actions, a portion of which are carried out
in collaboration with the physician.
UfiTization'of the Physician's Assistant or Nurse Practitioner will of necessity
be influenced by their preparation, legal status and re1ation$hip with the physi-
cian. The demands for community based health services, the numbers of persons
with chronic illnesses, and an increased emphasis on prevention and maintenance of
health care have altered the traditional relationships of health care prov%ders
and methods of health care delivery.
Nurse Practitioners deliver'care in a variety of settings including, but not Timit-
ed to, ﬁomes, ambulatory care centers, health maintenance organizations, schools,
industries, adult care homes, and physician's offices. The skills of the Nurse

Practitioner are especia]]y'adabted to patient populations requiring health main-



" nance and, management of chronic disease. Examples include care of the well ch%
vami]y planning, peri-natal care, supervisjon of chronic childhood and adult cond-
i;ions such as'diabetES, hypertension, arthritis, and physical handicaps.
Traditionally physicians have been illness oriented. It follows, then, that- Phy-
sician's Assistsnts will also be illness oriented due to their dependent role. To
subsume both the Nurse Prastitioner and the Physician's Assistant under the title
of physicisn extender implies that both require the same level of physician super-
vision.’ 7
If a Nurse Practitioner is to provide quality carss it is imperative that a colleg-
ial relationship be developed with a ph&sician. Where there is overlap in services
between the physician and the Nurse Practitioner, a mutually agreed upon framework
must be developed for the provision of joint care,

We not only support collaboration, consultation and referral between Nurse Practi-
tioners and physicians, but recognize the absolute necessity of this relatiohship
if comprehensive.hea1th care is to be provided. Nurse Practitioner's are ethic-
ally, legally and morally committed to the right of consumers to adequate services.
The physicién is the recognized expert in medical aspects of health care, the nurse
in nursing:aspects. .The roles of each are complementary and,npt substitutive.
ﬁeinhardt, an economist at Princeton University states that:

"If (Nurse Practitioners) must remain under visual supervision (or author-
jzation) of a physician, their special and specialty distribution will
necessarily parallel those of a physician, and thus permit continued ex-
istence of gaps in access to primary care."

In summary, both PhySician's Assistants and Nurse Practitioners have contributions
to make in the provision of health care to the citizens of Kansas. Since the Nurse
Practitioner provides a broader range of services, the potential impact on the
quality of health care is greater. Since the Physician's Assistants extend.the
provision of medical services by physicians, they logically function under the

Jurisdiction of the Hea1ing Arts Act. It is KSNA's position.that the functions

3.



thé Nurse Practitioner should be regulated thrbugh the Nursé Practiée Act as
only a small portion of their functions relate to medical care. It is, therefore,-
necessary that the Nufsé Practice Act be revised fo allow f&r current practice and
future evolution of professional nursing-practice. Regulation of expanded roles
would then be implemented throuﬁh'rules and regu]at?oné formu1ated_by the Kansas
State Board of Nursing with input from appropriate groups.
Herrecognize the need for regulation of hurses expanded roles. We beTievelstrong1y
that nUFSEs should be regu]ated by other nurses through the Board of Nursing., HWe
appreciate the opportunity you have provided us to state our concerns, and trust

the committee will give them due consideration.
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Tue KANSAS
StATE BOARD OF NURSING

701 Jacksox, Roon 314
TOPEKA, KANSAS 66612

TESTIMONY BEFORE THE SPECIAL COMMITTEE ON
PUBLIC HEALTH AND WELFARE
REGARDING PROPOSAL NO. 60

June 22, 1977

Ray E. Showalter, R.N., M.S.
Executive Administrator

Mr. Chairman and Members of the Committee:

Phone

Thank you for allowing‘me to make this presentation for the Board

Hh

0

Nursing. Your committee has undertaken the very difficult task of

determing and formulating the legislation which is necessary to enlarge

and control the expanded role of the nurse. The Board recognizes this

step as a grave undertaking in which you will be obligated to sort out

all aspects of the problem and arrive at those solutions which will

improve the health care available to the Citizens of Kansas within the

framework of qualified personnel and economic considerations.

The Board of Nursing has consulted with the Kansas State Nurses'

Association and wishes to endorse the testimony of that group.

In

addition I wish to reiterate that the profession of nursing must be

practiced in collaboration with all of the other health care providers

under the authority of the Board of Nursing.

The Board directed that my remarks should reflect some of the

arrangements developed in other jurisdictions and that-I should suggest

some specific changes in the nurse practice act which would adequately

4 L
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provide for the expanded role of the nurse in Kansas.
-Some states have enacted legislation which provides for the

' This provision is

registered nurse to perform "additional acts.'
implemented variously through administrative regulations developed
jointly by the boards of nursing and medicine, through administrative
regulations developed solely Ey the boards of nursing, or as acts

which are properly recognized by the.nursing profession.

Reports aboutrthé implementation of the legislation providing
for the "additional acts" indicate some difficulties. The gréatesf
difficulty seems to arise when joiﬁt promulgation by the boards of
nursing and‘medicine is réquired.

The Kansas Board of Nursing believes that it is appropriate for
the authority for medical practice to be assigned to the Board of
Healing Arts and thé authority for nursing practice to be assigned
to the Board of Nursing; Because the Board of Nu;sing believes that
this clear cut dichotomy is needed it follows that the Board of
Nursing would support an '"additional acts" amendment which gives
the authority for its implementation to thé Board of Nursing. The
Board could then develop.the appropriate administrative regulations,
subject to legislative review, that provide for implementation. The
regulations would need to speak to functions, educational requirements,
and program approval. Legislative review insures proper administrative
regulations within the intent of the statutory authority.

After a review of the nurse practice acts from a number of'states,
the Board of Nursing suggests that the generic term "Advanced Registered
Nurse Practitioner" and the initials "A.R.N.P." be considered as an

appropriate identification for nurses who are prepared to perform
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z=pznded roles. The A.R.N.P. certificate could then indicate the
spz2ific area of practice for which the individual is qualified. These

:reas would include but not be limited to Nurse Midwife, Child Health
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ing, Psychiatric Mental-Health Nursing, Family Nurse Practitioner,
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ic-Gynecological Nurse Practitioner, and Nurse Anesthetist.
The Board of Nursing proposes that K.S.A. 65-1113 (b) (1) be

emended to read:
The practice of nursing as performed by a registered nurse, except
as permitted by K.5.A. 65-1124 and amendwments thereto, is a process
in which substantial specialized knowledge derived from the biolo-
gical, physical, and behavioral sciences is applied to the care,
treatment, counsel, and health teaching of persons who are experi-
encing changes in the normal health processes; or who require
assistance in the maintenance of hezalth or the management of
illness, injury, or infirmity or in the achievement of a dignified
death; and such additional acts as are recognized by the nursing
profession as proper to be performed by a registered nurse, and
such further functiocns as may be defined in the rules azad regula-=
tions of the beard not inconsistent with the provisions of this act.

Turthermore it is proposed that the following be added to the same

section as item (e):

An "Advanced Registered Nurse Practitioner" means a person who
is certified by the board to function in- an expanded role.

Some of the other amendments which such a change would require
include wording which would make it an unlawful act in K.S.A. 65-1114
for anvone to practice or offer to-practice as an advanced registered
nurse practitioner or to use any .title etc. to indi;ate that any person
is an advanced registered ﬁurse‘practitioner unless such an individual
is certified by the board. Amendments would 21so need to be provided
for K.S.A. 65-1115, K.5.A. 65-1117, K.S.A. 65-1118, K.S5.A. 65-1119, and
KiS=fi. B5+11.20

Again, theank you for this opportunity.

Ed
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Summary of Testimony by D. Cramer Reed

Before the Kansas Legislative Interim Study Committee |

on the Role of the Physician Extender, Wichita, June 22, 1977

Mr. Chairman, my name is D. Cramer Reed, and I wish to testify regarding the role
of the physician extender and especially concerning legislative proposals pertain-
ing to the role of the physician assistant.

My comments are predicated on the assumption that the committee has previously
heard testimony recommending that neither the House or Senate bills nroposed during
the 1977 session adequately addressed the issue, and that the committee is consi-
deriﬁg proposing entirely different legislation to be introduced in the 1378
session.

I wish to support such action because both of the previously referenced bills had
several aspects that recommend them, however, neither is totally adequate to per-
form the functions that I believe the Legislature desires.

There are two specific areas that are of concern in both previously proposed bills.
It is my understanding that Dr. Swisher has previously discussed these, thus, I
~will only mention them for the record. First, I believe there must be clarification
regarding the matter of "physician supervision" of the PA. This is a difficult one
to address, however, until it is thoroughly reviewed and clarified, the effective-
ness of these particular health professionals will be severely limited. It is to

be hoped that Kansas would not make the same error that certain other states have

by placing stringent, unrealistic restrictions on the functions the PA _can per-

form except under "direct supervision.” The Kansas State Board of Healing Arts
would appear to be the best agency to develop rules and regulations covering this
matter, and it is my understanding that the present membership of that body is such
that it can realistically establish such guidelines. The second concern I wish to
express has to do with the specification that the physician's assistant not be per-
mitted to prescribe medication under any circumstances. I can appreciate the con-
cern that has been expressed regarding this issue by various individuals and certain
professional groups. However, it is my belief that the well-trained, registered PA
is quite capable of prescribing certain medications under specified conditions so
long as the supervising physician concurs in this practice. It must be remembered
that even the present permissive Kansas law provides that the employing physician is
still the individual responsible for all acts of the PA.  Clinical algorithms and
protocols have been successfully used in a variety of clinical settings for some time
now and appear to be a very effective mechanism of supervision of the clinical prac-
tice of such extenders and serious consideration should be given to incorporating
such language in legislation relating to these health professionals.

I wish to express my personal appreciation to the committee for permitting me to

testify out of sequence to enable me to fulfill my commitments with another Legis-
lative Study Committee beginning sessions at another site.

s s
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Wichita State University

June 22, 1977
(Verbatim transcript)

Testimony Before The Special Committee On Public Health And Welfare Of
The Kansas Legislature

By Eric Schuman,
Physician Assistant

Good afterncon ladies and gentlemen of the committee. I want to thank
Frs. Correll for permitting me to testify this afternoon, and I think
it's commendable that you're here in Wichita Tooking first hand at the
physician assistant program. I am a physician assistant working with the
. family practice group in Topeka. I did my undergraduate work at the
University of Maryland in Broadcast Media. I spent three years working
as the executive director of the Freeport Area Council of Churches in
northwest I11inois where I was involved largely with a clinic for
medically indigent patients. That's how I became interested in medicine.
I later attended the Long Island University Physician Associate Program
in New York City where I received my Bachelor of Science degree. I

was board certified by the National Commission on Certification of
Physician Assistants in 1976. I am a fellow of the American Academy of
Physician Assistants and serve as the delegate from Kansas to the Council
on Primary Care. Since March of 1976 I have been with the Family Practice
group in Topeka, a recent grantee of the Robert Wood Johnson Foundation.
The purpose of that grant is to provide family medical care in a group
setting to patients of all socioeconomic strata in a community which has
an acute shortage of primary care physicians. This will be a four year
grant. We have a group which will consist of six family physicians,
several physician assistants and nurse practitioners, as well as RN's,
health educators, and we will be developing satellite facilities in the
underserved areas of the city - north and east Topeka.

My own work is in two areas. 1In the development of our practice I am
concerned with health education. I am specifically interested in the
development of media resources and have developed a television hookup
from St. Francis Hospital, with which we are affiliated for a four year
period, from their staff education office to our office. We have access
to 1000 hours of television tapes on subjects such as hypertension,
diabetes and well child care. We use these with our patients every day
in conjunction with the services of our health educator who is an RN. I
am also working in the development of our two satellite facilities and
am presently involved in attempting to select a site in east Topeka which
would be appropriate for a new office.

My other area of involvement, as you might imagine, is in the provision
of primary care to our patients. I work in an office in the Continental
Medical Building, next to St. Francis and Stormont-Vail Hospital, and I
see approximately 15 patients each day. These patients have scheduled

Ah 7
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appointments with me. I am clearly identified to these patients as’

a physician assistant by appointment cards, and by our receptionists,
nurses and in my own introduction to these patients. If you will see
our family practice brochure, on page 2 there is an introduction to
the concept of the physician assistant. A1l of our patients are given
a copy of this brochure. .

The types of patients I see cover the entire spectrum of medical
problems in primary care. I call your attention to this Individual
Physician Assistant Profile. It was compiled by the medical school
at the University of Wisconsin, and it is a profile of my practice in
the week from April 4 - April 8, 1977, and it details for you every
patient contact that week by diagnosis, and problem in order of the
frequency for each ailment. It also profiles these patients in terms
of their ages, sex, whether I saw them in the office or the hospital
and the degree of supervision under which I saw these patients - ’
whether I saw through direct supervision with a physician physically
present in the room; indirectly, with possible consultation with Dr.
Robert Jacoby, my supervising physician; or independently, which is
defined in this study without consultation.

Dr. Jacoby is usually physically present in the office where I work.

I consult with him one to three times each day as needed. In addition,
he reviews and countersigns all of my charts after I dictate them and
they are typed, and we have weekly patient conferences about more
difficult problems. 1In the hospital I see two to five patients daily.
We have a fairly young practice, and we have been in Topeka for just
under two years. I have privileges at all three of the general medical
hospitals in Topeka. I make supplementary evening rounds on all of our
patients, and I have appeared before the credentials committees .of each
of the hospitals, either in person or by resume. At the hospitals I
perform the duties you might expect:; histories and physicals on admission,
the ordering of appropriate laboratory studies, the writing of progress
notes and medication orders which I write are countersigned within 24
hours by Dr. Jacoby. ‘

I am delighted with the acceptance in the medical community in Topeka,
specifically with the other members of the medical staff as well as the
nurses. Nurses are most supportive of my role, and I am still the only
physician assistant in Topeka, so it is a unique position. I try to
introduce myself at each unfamiliar nursing station I come to and tell
them a Tittle bit about who I am and what I do. I usually find them very
friendly and helpful. I have felt very rewarded by this.

To get my two bits in as everyone else has today, I would 1ike to share
with you my opinion concerning legislation in the State of Kansas regul-

- ating physician assistants. First of all, I believe the law should state
what qualifications a physician assistant should have to practice in
the state. 'I think a PA ought to have board certification by the National
Board of Medical Examiners, or I think he should have graduated from an
AMA approved physician assistant program such as the one in Wichita. I
think that physician assistants should work only for qualified, practicing
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physicians in the state of Kansas, and one thing I haven't heard stated
before about who those physicians might be is that the doctors should
meet the AMA's Physicians Recognition Award which specifies 100 hours
of continuing madical education every two years. The same is required
of us by the American Academy of Physician Assistants in order to keep
our certification. If we don't meet these requirements we need to be
recertified by board examination every two years instead of every six
years.

I think our privileges shouid be confined to the scope of our employer's
practice and qualifications. For example, if a physician assistant is
WOTKing with a physician who does not deliver babies and has no privi-
leges to do so, the PA shouldn't either. I think also, in echoing what
several others have said today, that physicians should not employ more
than two PA's. I don't think that is in the best interests of our
patients. :

I think, as Senator Chandler said this morning, the Taw should make no
attempt to delineate a Taundry 1ist of procedures a physician assistant

may or may not perform. I think the delegation of responsibility should

be solely in the hands of the supervising physician. In the few states
where these laundry lists have been written into the taw, I think the
results have been disastrous. I think the function of the physician
assistant as an extension of the primary care physician has been subverted,
and I think there is no point in having physician assistants under those
circumstances. I further believe this because of the fact that most
physician assistants, including myself, do not wish autonomy from the
physician for whom we are working. The PA concept is a creature of the

AMA and an extension of the physician. I want to be working in an
interdependent relationship with the physician. Therefore, since I am

not autonomous of him or her I think he or she alone should have the respon-
sibility of delegating authority and which particular functions or procedures
I might perform in his office.

Finally, as far as supervision is concerned,a P.A. should have at least
telephone access to the physician. I think that physician should be in
the state of Kansas at the time and not vacationing in New Mexico. 1
would be happy to answer any questions at this time.



Questions Of A Special Committee On Public Health And Velfare

The Committee: Question - What you are saying is that your function

as an extender should cease at times when a physician is not within
at least telephone access?

Mr. Schuman: Reply - Yes. I think all of our. training was directed
in that particular vein.

The Committee: Question - How Tong have you been in practice?
Mr. Schuman: Repiy:- I-have been out of school since 1975

The Committee: Question - Have you ever been asked te do .anything you weren't
qualified to do by your physician?

Mr. Schuman: Reply - Yes. He didn't ask me to do it. He just asked me if
I would feel comfortable doing such and such and I said "No I have only
-watched that procedure before. Would you mind going with me this time. And
he replied, "sure."

The Committee: Question - do you feel there are other members of your profes-
sion that would have taken it upon themselves to do it?

Mr. Schuman: Reply - I certainly hope not.

The Committee: Question - When you have a new patient that comes to your office
does he or she see you first or the doctor first or is it customary to see both
of you at the same time?

Mr. Schuman: Reply - No, patient's don't usually see us jointly. There are

- different categories of patients. For example, a patient who has been seeing
me all along when he or she calls up for an appointment is probably going to
ask to see me. He will probably see me alone unless I specifically ask Dr
Jacoby to accompany me.

The Committee: Question - Suppose I call up on the phone and say, " I have a
problem and I would 1ike to make an appointment."

Mr. Schuman: Reply - First you would be asked how soon you needed to be seen
and how serious was your problem. If you replied, "right away, today, I am
really sick, " then the receptionist might tell you that Dr. Jacoby's sched-
ule was filled today but that we could schedule you with our physician
assistant, Mr. Schuman. Patients are given an alternative and are never
forced to see one particular practitioner or another.

The Committee: Question - Are the charges for the patients you see the same
as those charged by Dr. Jacoby?

-Mr. Schuman: Reply - Yes it is
The Committee: Question - Even hospital visits?

Mr. Schuman: Reply - No, they are free.




The Committee:' Question - So would you generally say then that your
employment would have no effect on health care costs delivery?

Mr. Schuman: Reply - Sir, if I were an economist I could answer your
question but I am afraid I am not. I would have to think wabout that.

The Committee: Question - Are there any further questions? If not,
I thank you, Eric.
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FAMILY PRACTICE

Robert E Jacoby II, MD

OFFICE HOURS

232-9394

9:00am-12:00 Noon, 1:30pm-5:00pm

Monday, Tuesday, Thursday, Friday

9:00am-12:00 Noon Wednesday only

10:00am-12:00 Noon Saturday only

Please 1limit routine calls to office hours.
answering service will reach the doctor after h
for emergency calls.

OTHER IMPORTANT NUMBERS

Hospitals: Stormont-Vail 234-9961
St Francis 354-8411

Ambulance: Stormont-Vail Rescue

Hospital Ambulance Service 232-9111

Fire: . 354-9511

Police: 354-9551

631 Horne, Suite 340
Topeka, Kansas 66606




We wish to welcome you and your family to our office
and Dr Jacoby's practice. This pamphlet is an effort
to give some general information and answers to common
questions concerning our office.

OQUR STAFF

Dr Jacoby is a graduate of the Topeka Public School
system, the University of Kansas, Johns Hopkins Univer-
sity Medical School and the University of Kansas Family
Practice Residency. Mildred ("Millie') Woolaway, RN,
was raised in Nebraska and attended the Holton, Kansas,
public schools; she is married, has four children and

1s a graduate of the Stormont-Vail School of Nursing.
Physician's Assistant Eric Schuman, a native of Washing-
ton, DC, is a graduate of the Long Island University/
Brooklyn-Cumberland Medical Center Physician's Associate
Program in New York City. Karen Christensen, medical
assistant, is a native of McPherson, Kansas, and mother -
of two children. Sue Tucker, receptionist, was born in
Mayetta, Kansas, and earned a BA in Recreational Therapy
at Washburn University. Nell Jackson, medical secretary,
was born in Wichita, Kansas, attended both the College of
Emporia and Emporia State Teachers College, is married
and has three children. Sheryl Woolaway (Millie's
daughter), our records clerk, is a senior at Highland
Park High School. Agnes Lundgren is a retired senior
citizen who is back at work part time as assistant
medical secretary. Linda Heim, RN, subs for Millie from
time to time, is married and has two children. She is

a native Topekan and a graduate of Sisters of Charity
School of Nursing., Connie Menninger, group practice
administrator with a Boston-East Texas background, has
an BA 1n economics from Stanford University, is married
and has six children.

PHILOSOPHY OF PRACTICE

Family Practice is American medicine's necwest specialty,
organized in 1969 as a responsc to the general need for
a well-trained, modern equivalent of the traditional
family doctor or general practitioner. Family Practice
is a specialty in breadth rather than in depth. Your
family doctor is trained in all the common areas of
primary health care and is dedicated to doing compre-
hensive care with special emphasis on the family unit,
Your family doctor has also had university residency
experience in many secondary levels of medical care.

The "family'" is defined loosely to include those related
by circumstance or events as well as by marriage and

blood; we care for single people, too.

EXPANDING OUR ROLFE

January 1977 marks the beginning of an exciting growth
period for this office. We are the recipients of a

grant from the Robert Wood Johnson Foundation to organize
a group practice in family medicine. We hope to expand
our physical plant and personnel to at least twice the
present size in the Continental Medical Building, with

- future plans to include other offices in outlying areas

of the city.

I—*"““ PHYSICIAN'S ASSISTANTS '““*“T
Physician's Assistants are specially educated medical

personnel who extend the services of your family doctor.
They are trained to take medical histories and perform
physical examinations. Under physician supervision, they
assist in diagnosis and treatment of a patient’'s illness.
Having Physician Assistants on our staff means better
ability to care promptly for our patients and in some
cases more time and depth in analyzing your individual
health needs, While they are not physicians (MD's),

most PA's have a bachelor of science degree in health

or medicine. A PA always has access to a physician for
problems or consultation. Appointments with our P 11
be routinely handled in the same manner as those w.

Dr Jacoby.



WHAT WILL BE EXPECTED OF YOU

Our office hopes to provide you with the type of medical
carc that you want and need--in return, we have certain
expectations. In order for us to keep good records and
sce that the basic medical needs are met, we will ask of
cach new patient that we have a complete evaluation or
history and physical assessment of current problems at
the first visit, or as soon as can be conveniently
scheduled. If there are financial problems, suitable
payment arrangements will be made. Once one member of a
family has been seen in our office, it should be under- -
stood that we are prepared to take responsibility for
caring for the entire family unit if you so wish. Dr
Jacoby will take the responsibility to decide when rcfer-
ral to another physician is necessary and would in turn
appreciate being a part of any decision by you to seek
advice from another physician. We will also expect that
you act responsibly in following medical instructions
concerning appropriate testing and medical follow-ups,
such as periodic checkups, Pap smears, immunizations, re-
checks of blood pressure and chronic diseases such as
diabetes.

WHAT TO EXPECT OF US

We provide primary care for any and all medical problems.
This includes routine medical care, obstetrics, gynecol-
ogy, newborns, pediatrics, adult care and geriatrics, as
well as acute and chronic medical problems. We may also
be able to help with appropriate counseling and referral,
Laboratory testing requiring blood specimens will be ini-
tiated in our office, although the actual processing will
usually be done in an outside lab. Routine throat and
urine cultures will also be performed in our office.

PRESCRIPTIONS

Prescriptions are usually written generically rather than
by trade names in the interest of economy to our patients,
Unless circumstances dictate otherwise, prescriptions

and refills will be given during office hours only; gen-
erally it is unwise medically to prescribe without access
to the patient's medical records.

APPOINTMENTS

Making an Appointment: Please explain the naturc of
your visit when calling in for an appeintment so that
the nccessary amount of time may be scheduled for your
visit. Data Base appointments (complete history and
physical) should be made three to four months ahead;
routine items such as a school physical or a Pap smear

“ should bc made three to four weeks ahead.

Least busy time to call for an Appointment: 8:30-9:30am.
It is not necessary to make an appointment for a throat
or urine culture, but it would be helpful for staff
planning if you would call in ahead to let us know when
you are coming in for such a purpose,
When arriving for an Appointment: Check in, giving the
necessary information, including any new information
such as change in name, address or phone number. Make
yourself comfortable in the waiting room. We will do
our best to minimize the wait, for we are just as con-
cerned as you when you are required to wait an unusual
Iength of time. (Your cooperation in being on time can
mean less waiting time for you.) '
Rescheduling an Appointment: When YOU must do so, it
is helpful if you can let us know of the change as far
in advance as possible. When WE must do so, we will call
you if we know sufficiently ahead of your designated
arrival time and reschedule you for a later time, very
possibly that same day. When an emergency occurs that
takes Dr Jacoby away while you are having an appointment
or waiting for one, you have three options:

* Wait until he returns (staff will advise)

** See the Physician Assistant instead (it may be

that the PA or nurse can complete your visit)
***Reschedule your appointment for a later time

WHEN PHONING IN

Phone calls to the office will be answered by office
personnel when appropriate; when necessary Dr Jacoby
will answer phone messages in order of priority and
urgency as seems appropriate. There is no special tir
for "call backs". We would ask that some message be
left with our receptionist so that we may judge the
urgency of the problem. It might be helpful for you to
have paper and pencil handy when you call in,



SPECIAL COVERAGE BY ANOTHER PHYSICIAN

From time to time Dr Jacoby will be unavailable for an
extended period of time, such as when he is attending a
medical mecting out of time. Our staff will handle calls
during office hours as usual, utilizing the physician
covering for Dr Jacoby when necessary. The answering
service will respond during non-office hours at the 232-
9394 number and will relay your message to the physician
who is taking Dr Jacoby's calls.

ACUTE EMERGENCY PROCEDURE

In the event of an acute emergency, the patient may need
to be transported to either hospital emergency depart-
ment, where, the personnel will assess the situation and
notify Dr Jacoby as needed.

CONFIDENTIALITY OF MEDICAL RECORDS

No information will be released by our office to anyone,
~ including insurance representatives and attorneys, with-
out your written consent.

INSURANCE

We hope that all of our patients carry suitable health
insurance. At the time of the first office visit, we
hope to explore limits of coverage and make sure that
both parties understand exactly what services are taken
care of by insurance and what are not. We do accept
assignment on Medicare claims, and our office will handle
all billing for such patients. Our office will submit
Blue Cross-Blue Shield claims for our patients; other
insurance claims will be submitted by our patient with
an insurance copy of our statement for services rendered
at the time of the office call. If there are questions
regarding insurance billing or other matters, please ask
for help from Karen or Sue,

Dr Jacoby is a participating Blue Shield physician,

FEES

Initial, new patient, introductory office visit §12.00
(The first visit, even though not a complete
evaluﬁtion, costs more than later visits Dbe-
causc of the expense involved in initiating
medical records, office procedures and other
business matters.)

Standard Follow-up Office Visit ' 10.00

Comprehensive Data Base Exam, new patient 35.00
(A complete history and physical exam, re-
quiring two or three times the length of
the usual office visit.)

Periodic Comprehensive Evaluation 25.00
(This takes the place of the annual physical.)

School Physical _ 12.00
Pelvic Exam and Pap Smear 20.00

- Throat or Urine Culture o 5.00

Total Obstetric Care (lab work extra) 350,00

There may be several other categories of visits with
different fees; generally, office visits requiring
more than average time, more supplies or more of the
staff's time will be charged a higher fee. Patients
are encouraged to pay their medical bills at the time
of the office visit because it will help us hold down
costs which would otherwise eventually be passed along
to patients. Otherwise, patients will receive monthly
statements which will be copies of accounts kept in
our office, We encourage any patient with a question
about any of our fees or billing procedure to ask at
the time of their visit or phone the office, We will
be glad to make suitable adjustments in case of
financial difficulties or other special problems.



House Calls

Dr Jacoby will make house calls when it is impossible
or unwise for a patient to travel to the office or the
hospital, 1If there is a serious medical problem, the
laboratory, x-ray and other special aids available in
the office and hospital may be important to your doctor
in assessing and treating the problem.

FEEDBACK
You will be notified in writing of test results and/or
basic findings. Usually this notification is sent
within 10 days to 2 weeks. If the information is of an

emergency nature, you will be phoned by Dr Jacoby.

SPACE FOR YOUR PERSONAL NOTES
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Introduction

Thank you for the opportunity to offer the view of the Department
of Health and Environment on the important subject "of Néw-Health Profes-
sionals. This is a complicated sgbjec_t which ha,‘s'received_considerable
attention from state legislatures du;’ing the last several y.real.-s. Evidence
of this activity is reflected by the fact that thirty (30) states have revised
their Nurse Pra.‘ctice Acts to expand the role of nursing since 1972. ! By
1976, less than ten years after physician assistants first entered the
marketplace, forty-three (43) states had passed laws governing their
p:ra.n:t:'u:es‘2 Kansas has dealt with the pfactice of pﬁysicién assistants
with legislation. While there may be a need for some additional role
clarification and regulation of the physician assistant, this is not a major
problem. The key issue yet to be addressed in our state is the expansion

of traditional nursing pn:'a.c:tli#c:ec

Role and Trends

Since the late 1960's, approximately sixty (60) programs training
physician assistants have been established. These programs have produced
a total of approximately 3, 000 graduates._3 There are now an estimated
200 Nurse Practitioner p.rograms which have produced approximately 7,000
graduates. 4 Annual production of Nurse Practitioners now routinely exceeds

that of Physician Assistants by 500 per year.
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This production of health providers is important. Present

annual manpower production figures in the U.S. are as follows:

Nurse Practitioners 1,500
Physician Assistants 1,000
Physicians . 13,000

In 1967, thére were 247,000 MD's providing patient ca.ré in the United
States. ‘In the last ten %ears, we haye added 122, 000 profeséion;ls
(including PA's and NP's) to the work force. This is an increase of 50%
in absolute numbers and if the production is supplemented with additional

incraaces in medical education

there will be a ratio of
one physician to every 2_50 people in the U.S. 'Ey the year 20001°

From these figures, one must ask - is. there a sigﬁific;nt role
in the future for a large number of so-called ”physician extenders"? This
extender role, now carried out by both PA's and some NP's, may not
achieve large scale penetration of the medical market place in light of
the vastly increasing number of physicians due to enter during the next
three decades. The extender role almost certainly will survive this
dramatic change in market conditioﬁs, but large s;a.le growth seems
somewhat- uniikely.

On the other hand, the large scale growth in NP programs is not
based primarily on the concept of the physician extender role. To the
contrary, this movement has never been hailed as an "answer'' to the
physician shortage problem in our traditional medical market place.
Rather, the movement is considered an addition to or enhancement of

cervices available in the health care market place. These services,
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“geared to health promotion and disease prevention, have been a scarce
commodity in the United States for too fnany years.

| 1 wantrto make this. point as clearly as possible. There are two
basic types of new health profes siox;a.ls 1) the physician extenders, a role
that the PA is trained to carry out and ﬁhich many NP's are also prepared
- for by training and/or experience and also perforn;:L;.and 2) the nurse in
an expanded role, struggiing to establish a new se"t‘ of heé.lt’_h services es-
sentially distinct from the traditional physician role, that erﬁphasizes'
education and support rather than medical care treatment of specific
diseases or trauma.

Making the dilstincti.'(;)n between the two basic role models is
relatively easy in theory; but, in practice, things are ﬁot quite so neat .
and tidy. A large grey area exists between the traditional medical model
gnd the expanded nursing role model. Where therline is drawn between
the two is obscure to the point that I must say it cannot be done with
precision. I would hasten to add that a sharp legé.l distinction is not even
desirable at this time during which two dfna..mi.c professions (medicine
and nursing) are going through rapid change and need flexibility for growth
within limits adequate to protect the public safety. |

The non-medical expanded nursing role has been evolving over
many years. It is commonplace in the field of public health nursing where
financial subsidies are generally available for programs such as maternal

and child care. There presently is no satisfactory form of financial support

“+
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for the nurse in an expanded (non-medical) role other than through
public health programs. Third party payors have consistently refused
to reimburse nurses directly for such services. On the other hand, while
I suggested the proépect of limited growth for the PA, financial support
for them is génerally more available since sponsoring physicians can
frequently bill for the services of an assistant. Unless ithe financing can
be found for the NP ip a n_onrmphysician extender practice, both forms of
these new health professionals may represent little more than a minor
embellishment of the health care system as we know it today.

Concern about the lack of primary care in Kansas is widespread.
If primary care is defined broadly, and we thinl‘{ it should be, to include-
health promotion, disease prevention, and medical care, .the phylsician
extender and the nurse in an expanded role can both play important roles
in solving the problem. Kansas is appropriately supporting.training
programs for physician assistants and nurses in expanded roles. VVhile
I have suggested the possibility of modest growth of the physician extender
rcﬂe, it rerains an important one. The expanded role of the nurse is also
a vital addition and needs support in further development.
Regulation

PA professional regulation efforts began in the late 1960's when
four organizations ( the American College of Physicians, the American
Academy of Pediatrics, the American Academy of Family Practice,. and
the American Society of Internal Medicine) jointly déveloped a program to

accredit PA's. The Joint Committee on Accreditation reviews applications,-
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conducts s_ite vigits, and makes recommendations to the Joint Council
on Medical Education of the AMA which is formally recognized by HEW
as the accredit‘ing body for PA programs.

- As a resﬁlt of early accréditation efforts, PA programs are
very similar in terms of gurriculu.m and clinical training. Further,
sta.nd.a.rdization was enhanced by the offering of a certification exar-
ination by the ‘National Board of Medical Examiners.. The Council .on

Medical Education has published a succinct standaxd definition and

ﬂﬂﬂﬂﬂﬂ 3 AE
iy

dGD\a‘L -LlJL-J-.Uu o PA

A sharplcontra.‘st exists betwee_nl‘ the orderly professional regu-
lation of PA training and fhat’ associated with NP training. There is a -
high degree of ;rariability- in format, curriculum, and clinical training
requirements in these programs. These variations reflect, in part,
different emphasis between preparing nurses for physician extender
roles versus an expanded nursing role. Therefore,- no ,brbadly accepted
description of the NP rolé exists since it is essentially a function of thel
type of practice chosen. The American Nurses Association has recently
taken the lea.;iership in developing mechanisms for program accreditation
and certification of graduates of NP programs.

This contrast betweén the level of professional regulation is
understandable and not a sign of neglect. Rather, it is a reflection on
the complexity Qf developing a new concept of health services delivery

within the confines of a highly regulated field with strong legislation

protecting the field of medicine.
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Legislated regulation for PA's has been a,. rather simple matter
with most states providing for delegation of physician powers. These
programs are usually administered by the Board of Healing Arts and
are working satisfactorily..

Legislated regulation of nurses in expanded roles is not so
simple. This is due ‘torrthe multiple roles nurses have chosen. Actually,
nurses who have chosen to function exclusively as physician extenders
can do so under the delegéted authority of physicians. These nurses
would not be functioning as nurses under this medical ;-ole model.

Nurses opting for an expanded role that does not include medical

acts can and should be able to do so under the Nurse Practice Act. This
role, as I have mentioned, involves assessment, counselling, and edu-
cation. Some would argue that these are synonymous to diagnosis and
treatment - acts which are forbidden by the Nursing Practice Act and
the Board of Healing Arts Act. Others would argue that these are '"nursing
diagnosis'" and ''nursing treatment'!, which are different from '"'medical
: . g 6 . ;
diagnosis' and ""medical treatment'. At first, this latter argument may
sound like a semantic absurdity, but it has considerable merit. New
York State passed a new definition of nursing including the following terms:
"], 'Diagnosing' in the context of nursing practice means
that identification of and discrimination between physical
and psychosocial signs and symptoms essential to effective
execution and management of the nursing regimen. Such
diagnostic privilege is distinct from a medical diagnosis.
"2, 'Treating' means selection and performance of those

therapeutic measures essential to the effective execution

and management of the nursing regimen, and execution of

any prescribed medical regimen. nv
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Thus, the traditional distinction between nursing and medicine is
preserved but the definition of the nursing role is broadened. Several
states, including Colorado, Indiana, Washington, and Pennsylvania,
have since enacted similar changes.

There are two basic options for regulation of the nurse desiring

to practice simultaneously as a PA and a NP.

1. Provide a Broa&er régula,tion role fox.'_the Board of 1\-fursing
to include administration of guidelines that would be established
by either the Board of Nursing; the Board of Healing Arts; or
both. This option would include the expanded definitibn of
nursing and guidelines for performing certain medical acts.
Variations of this option have been implemented by sev.eral
states. 8
2. Allow the nurse to function simultaneously unde.r both laws.
Certain delegated acts would fall under the Board of Healing

Arts and nursing acts {(under an expanded definition) would fall

under the Board of Nursing.

" We would recommend the latter option. It would provide for maximum

flexibility in further experiménta.tion with role models while assuring

adequate public safety. Another ardvantage would be the lack of additional

bureaucratic activities necessary to achieve a joint regulatory function,.
As I mentioned earlier, the nurse opting exclusively for the

physician extender role should be regulated under present laws dealing



with delegation of medical acts.
Summary

The Nur se Practice Act should be cha.nge‘d to inc.lude an expanded
definition of nursing. This new role will be an essential one for improving
the health status of our societjr by placing gréater emphasis on preventing
or deferring illness and disability. An effec£ive way of providing for this
expanded role is the redefinition of nursing to include nursing diagnosis

and treatment. This can, we feel, be done without encroaching on the

field of medicine.
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