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MINUTES OF THE ___HOUSE  COMMITTEE ON __PUBLIC HEALTH AND WELFARE

The meeting was called to order by Marvin Littlejohn : at
i Chairperson
1:30  4mf/p.m. on March 22, 1983 in room _423-S  of the Capitol.
All members were present except: Rep. Spaniol, excused

Committee staff present: Emalene Correll, Research Department
Bill Wolff, Research Department
Bruce Hurd, Revisor's Office
Sue Hill, Secretary to Committee

Conferees appearing before the committee:

Visitor's register, see (Attachment No. 1.)

Mr. Dick Morrissey, Health and Environment

Mr. Dick Hummel, Kansas Health Care Association

Ms. Lynelle King, Ks. State Nurses' Agsociation’

Ms. Anne Baker, Attorney for Ks. State Nurses' Assoc.

Ms. Lenora Roe, Emporia City Commission and Bd. of Health
Evelyn Smith, Conference Group on Advanced Practice of KSNA
Dr. Lois Scibetta, Executive Administrator of Ks. State Bd. of Nursing
Dr. Josie Norris, practicing physician in Topeka, Ks.

Joan Denny, Certified Nurse Mid-Wife

Ginger Haynes, newly certified Nurse Mid-Wife

Reva C. Friedman, Lawrence, consumer.

Ms. Audrey Kennedy, Health Systems Agency of Northeast Kansas
Jerry Slaughter, Kansas Medical Society

J. A. Gleason, M. D., Topeka, Ks.

Chairman called meeting to order.

Chairman requested Staff to highlight SB 10 for committee. Ms. Correll
comprehensively briefed this bill, calling attention to several specifics.
i.e.- "persons' is a defined term in lines 33 and 34.

Mr. Dick Morrissey, Department of Health and Environment distributed
printed statement, see (Attachment No. 2.) for details. Mr.
Morrissey stated there are times that a buy, lease, sub-lease, and
other transactions of Nursing Care homes can occur all in the same
day, or two or three days, and many many individuals are involved.
This is not representative of the majority in this industry, but is

a problem, and a ruling on this is needed, and SB 10 addresses itself
to this problem.

They are requesting limiting number of ownership operation to three,
(3). It is an arbitrary number. This will assist in identifying
key decision makers operating a home and will facilitate action to
enforce licensing standards when necessary. Mr. Morrissey stated
his Department strongly endorses SB 10 and urges committee to report
the bill favorably.

Mr. Dick Hummel of Kansas Health Care Association spoke to the con-
cern of the necessity of the bill, and the questions of whether it

is necessary, and will it solve problems it is addressing. Feels

SB 10 is unnecessary. Feels that if a facility knows and understands
its responsibilities, and continues to openly and flagrantly violate
standards, enforcement action should be swift and just. (See attach-
ment No. 3.) for details.

Hearings on SB 10 concluded.

Briefing on SB 13 by Emalene Correll to committee members.

Unless specifically noted, the individual remarks recorded herein have not
been transcribed verbatim, Individual remarks ays reported herein have not
been submitted to the individuals appearing before the committee for
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Hearings on SB 13 began:

Ms. Lynelle King, Kansas State Nurses' Assoc. presented her printed
statement to committee. See_(Attachment No. 4.) for details. She

gave a lengthy statement on the position of KSNA, urging to strike

lines 83 through 87, and then to report SB 13 favorably as amended,
thus approving SB 13 in the form it was drafted and approved by the
1982 Interim committee.

Ms. Anne Baker, Attorney for Ks. State Nurses' Association gave
printed testimony to committee. See (Attachment No. 5.) for details.
Ms. Baker touched on legal issues on SB 13, and some specifics in
certain sections. In summary, commented on the proposed amendment

in lines 83 through 87 suffer from debilitating ambiguities, and feels
this amendment may impede the development of this policy, possibly
provoking more litigation.

Ms. Lenora Roe, Emporia City Commission and on City Board of Health
there. Stated her interest in containing health care costs. Also
favors ARNP's having broader latitutde, and sees a great and growing
need for this in rural areas of Kansas.

Ms. Evelyn Smith, Chairperson of Conference Group on Advanced
Practice of KSNA, presented testimony to committee, see (Attachment
No. 6.) for details. She stated Nurse Practitioners are very anxious
to put this issue to rest without further negotiations. Feels SB 13
is a good bill, but recommended passage of it without the amendment.

Dr. Lois Scibetta, see (Attachment No. 7.) for details of her state-—
ment. She stated the Board of Nursing supports this bill, but a
first choice would have been for the amendment not to be added.
However, the State Board of Nursing will not oppose the bill as
amended. The Board continues to support the concept of aAdvanced
Practice and would urge the committee to support SB 13 favorably.

(Attachment No. 8.) given to committee by Dr. Scibetta this date

as a good document for future reference.

Dr. Josie Norris, practicing physician in Topeka, stated that
Kansas is a prototype in many areas in the health field, however,
is the very last state to have regulations to qualify Nurse Mid-
Wives to practice. She is hoping for acceptable wording to please
everyone. Nurse/physician alliance is vital, and she would like to
see licensing of practicing nurse mid-wives.

Ms. Joan Denny, Certified Nurse Mid-wife gave printed statement to
committee. (See Attachment No. 09.) for details. It is important

she stated, to give legal support to all practicing advanced nurse

practitioners. Feels the amendment added does nothing to clarify

the bill, and requests support of SB 13 without the amendment.

Ms. Ginger Haynes, gave printed testimony but in the interest of
time, made only brief comments, and asked the committee please read
her statement. She is a newly Certified Nurse Mid-Wife, awaiting
being recognized as such by the Kansas State Board of Nursing. See
(Attachment No. 10.) for details.

Mrs. Reva C. Friedman testified as a consumer supporting the
philosophy that encourages Nurse Mid-Wifery in Kansas. Mrs. Fried-
man had her infant daughter with her as she spoke.

Ms. Audrey Kennedy, HSANEK, (Health Systems Agency of Northeast
Kansas) spoke from printed testimony. See (Attachment No. 11.) for
details. Speaking to three specifics, availability of appropriate
manpower, quality of health care delivery, and health care costs,
Mrs. Kennedy stated the HSANEK strongly supports the passage of SB 13
without any amendments.
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Hearings continue on SB 13:--

Jerry Slaughter distributed printed testimony to committee., See
(Attachment No. 12.) for details. Basic concern is the role of
the ARNP 1n gray areas, between nursing and medicine. Would like
this concept clearly stated in the statutes and not delegated to

a non-legislative body, i.e.- The Board of Nursing. The Senate
amendment is essentially all that is needed, except the Kansas
Medical Society wishes to suggest inserting following language in
(d) ; an Advanced Registered Nurse Practitioner may also perform
delegated medical functions within the context of a physician-
directed health care team, and according to written protocols be-
tween a person licensed to practice medicine and surgery and the
Advanced Registered Nurse Practitioner. Mr. Slaughter asked
committee to support this amendment, further saying, if it stays in
the bill the Kansas Medical Society can support its favorable con-
sideration. If not, they must oppose SB 13.

J. A. Gleason, M.D., a Topeka Obstetrician, stated the basic issue
here is to have a team approach and work under written protocol
situations. We are for ARNP's he said, but are also concerned
about gray areas, and feel a position is needed to address this
problem.

Printed statement from John E. Harvey, M.D. was handed to members
of committee, as Dr. Harvey was unable to present his testimony in
person. See (Attachment No. 13.) for details.

Chairman adjourned meeting at 3:15 p.m. Next scheduled meeting will be
at 1:00 p.m., rather than usual scheduled time, on March 23, 1983.
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KANSAS DEPARTMENT OF HEALTH AND ENVIRONMENT

TESTIMONY ON SENATE BILL NO. 10
PRESENTED MARCH 22, 1983
HOUSE PUBLIC HEALTH AND WELFARE COMMITTEE

This is the official position taken by the Kansas Department of Health
and Environment on Senate Bill No. 10.

NEED FOR:

This bill constitutes a key steP in assuring that the persons (as
defined in KSA 39-923(a)(12)) who own and operate adult care homes
are concerned and accountable with how those homes are operated.
Last year the legislature passed Senate Bill No. 902 specifying that
persons who own, lease, establish, maintain, conduct the affairs
of or manage an adult care home are engaged in operating the home
and thus must be parties to the license. Where numerous persons
are involved in the operation of the home, it may still be difficult
to hold them accountable for the quality of care provided in the
home.

STRENGTHS:

Senate Bill No. 10 would limit the number of persons who may be
licensed to operate an adult care home to three. This will assist
the department in identifying the key decision makers concerning
the operation of a home and will facilitate action to enforce licens-
ing standards when necessary. Since existing arrangements with
more than three persons involved are grandfathered by the bill, their
economic and contractual interests are protected.

WEAKNESSES:
The department sees no apparent weaknesses in the bill.

DEPARTMENT'S POSITION:

The Department of Health and Environment strongly endorses Senate
Bill No. 10 and urges the committee to report the bill favorably.

PRESENTED BY: Richard J. Morrissey, Director
Office of Health Facilities
Department of Health and Environment \
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TESTIMONY BEFORE THE HOUSE COMMITTEE
ON PUBLIC HEALTH AND WELFARE

By
Dick Hummel, Executive Director

March 22, 1983

SB 10 AMENDED

AN ACT concerning adult care homes; limiting
the number of persons licensed to operate certain
adult care homes."

Mr. Chairman and Committee Members:

On behalf of the Kansas Health Care Association; a voluntary, non-profit
organization representing over 200 licensed adult care homes as well as
hospital based long term care units in Kansas, both proprietary and non-
proprietary, thank you for this opportunity to appear on SB 10,

We have concern both with its necessity and its implications and questlon
whether or not the bill will actually solve the limited problem it is ad-

~dressing,

The purpose of SB 10 is to afford the agency a greater handle of account-
ability on a random few nursing home owners and operators. We understand
that the agency has had a problem, limited in scope, in this area recently.

We neither quibble with accountability, nor that nursing homes be held
responsible for providing safe, comfortable and appropriate care to our
state's 26,000 nursing home residents,

The department has had for sometime now in its enforcement arsenal police
power sanctions which can be applied against any recalcitrant nursing
home: the issuance of correction orders and assessment of monetary fines,
receivership authority to actually take over the operation of a facility,
and the power to deny or revoke a license.

It is argued that the bill is needed because the department has had, again
in isolated instances, difficulty in identifying the various parties in
the nursing home ownership-management hierarchy.

Note that the provisions of SB 902, requested last year by

the department which became effective January 1, 1983,

require all persons involved with the operat1on of an
adult care home to be identified and to be a signator
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Testimony on SB 10 Amended
by Dick Hummel

March 22, 1983

Page Two

on the adult care home licensure application.
Based upon these two points alone we don't believe the bill is necessary.

The broad implications and questionable constitutionality of the bill are
also of concern. Why were three persons, not four or five chosen? Can
the government limit the rights of individuals to own and hold property?

Our premise is that SB 10 is unnecessary; if accountability is the issue,
hold the agency responsible for the proper exercise of its enforcement
duties., Our position has been that if a facility knows and understands
its responsibilities, and continues to openly and flagrantly violate the

/ standards, enforcement action should be swift and just.

"I would be happy to respond to any questions at this time.
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the voice of Nursing in Kansas

Statement of Kansas State Nurses' Association

by Lynelle King, R.N., M.S., Executive Director
before the House Public Health and Welfare Committee
March 22, 1983

In support of S.B. 13 ARNPs as Approved by Interim Committee -~ Opposing Amendment

Mr. Chairman and members of the Committee, .S.B. 13 simply authorizes in law what
has been the accepted practice of advanced nurses in Kansas and the U.S. for
‘many vears (see list on page 2)

+S.B. 13 was developed by the 1982 interim Public Health and Welfare Committee

to take care of the constitutional issue identified by the district court, which
had pointed out a flaw in the 1978 ARNP statute. Our attorney assures us that
S.B. 13 does take care of the constitutional issue, and she will speak to that
in a few moments.

To summarize KSNA's position: we urgently request that this committee: strike
lines 83-87 and then report S.B. 13 favorably as amended, thus approving S.B. 13
in the form i1t was drafted and approved by the 1982 interim Public Health and
Welfare Committee. ’

To make that decision you need some information. Mrs. Correll is incomparable in
outlining this issue thoroughly but succinctly. Absent her excellent verbal
explanation I will give a capsule update to the best of my ability in the few
moments we have.

In the past fifty years the health care needs of consumers have changed. At the
turn of the century, doctors and nurses devoted their energies to treating and
containing communicable diseases. Improved public health measures and the dis-
covery of antibiotics drastically changed the character of disease in our country.
The leading causes of illness and death today, which include heart attack, cancer,
stroke, hypertension, diabetes, and auto accidents, are directly related to life
style. Many of these illnesses can be prevented and/or controlled by health
education, a role which nurses have always assumed, and which ARNP have advanced
skills in.

-

A maldistribution of health care providers exists and access to health care is
limited in rural and urban inner city areas. One solution has been the increased
use of ARNPs in those underserved areas.

The escalating cost of health care demands a change of focus in the entire system,
Nursing, which has a focus of health and wellness, is in a key position to facil-
itate the change and has always been willing to adapt its role to society's changing
needs and demands.

More than 600 studies have shown the beneficial health effects of ARNPs. They have
been shown to reduce as much as 50% the patient's need for hospitalization and to
most successfully assist in controlling chronic illness such as diabetes.and high
blood pressure. (Journal of the American Medical Association, January 20, 1975)
Good physician acceptance and patient acceptance of ARNP, health effectiveness and
cost effectiveness were shown by a study reported in the Journal of the Kansas Med-

ical Society, December, 1976 (See attached) C%;”a&MYL

Kansas State Nurses Association e 820 Quincy ° Topeka, Kansas 66612 » (913) 283-8638 Ao . A/
Carolyn K. Vath, R.N., M.S. — President ¢ Lynelle King, R.N., M.S. — Executive Direct .
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Two brief examples of ARNP functioning in Kansas:

- In Larned at the Pawnee County Health Department, Director of Nursing
Barbara Hammond felt the need of further education so she could better help
with the clinical care of patients who look to the health department for their
service. (She reports that physicians are at the health department approxi-
mately 1 day a month.) She attended the nurse practitioner program at Hays,
which is an outreach of K.U. Now she is back at the Larned Health Department,
and with the back-up of the local health officer who is available by phone,
she follows the progress of well children, conducts a V.D. clinic and goes
out into the homes - in the home care program - to assess the health problems
of people as needed. She says that her visits are very cost-effective be~
cause otherwise the home health service would have had to send the patient
by ambulance to an emergency room for an assessment of their problem. They
often won't have to go to the hospital, can be taken care of at home, after
Barbara's assessment.

. At KUMC Clinical Nurse Specialist Joyce Olson, R.N., M.S. functions as coordin-
ator of care of children born with the complex, crippling birth defect called
Myelomeningocele. Many physicians are involved in managing multiple medical
problems of these children, she says, thus '"care becomes fragmented as ‘'parts
of problems' are managed and the child and family are lost in the maze of the
health care system.'" As the nurse coordinator of the team she interprets
the many aspects of the care to the family and answers questions and coordin-
ates care as the child grows. "It is a process of helping the child and
family live with the disability and function maximally," she says. She also
provides such coordination and teaching to diabetic children and their families.

Advanced Registered Nurse Practitioners include the following categories in Kansas,
which are listed according to the approximate time they began functioning in Kansas:

1940s

I

Certified Nurse Anesthetist - (RuN.s with advanced education/training in
anesthesia)

Clinical Nurse Specialists - (R.N.s with Masters Degrees, specialization
and advanced expertise in a clinical specialty - e.g. gerontology)

Nurse Practitioner - (also known as nurse clinician) - R.N. with experisnce
in nursing before taking advanced education/training in assessing and
managing health problems) Sybcategories include: pediatric nurse Pract.,
Family nurse practitioner, etc

Certified Nurse Midwife - (R.N. with advanced education/training - often
Masters Dagree - who specializes in the management of normal pregnancy, normal
labor and delivery and follow-up) (Nurse Midwives have been functioning in
some parts of the U.S., for mare than 50 years - including, Kentucky, New
York, Massachusetts, Maryland)

1960s

1971

i

1981

Where They Are Educated in Kansags (Note: they are all at state-supported universities)

Certified Nurse Anesthesists - K.U. Medical Center

Clinical Nurse Specialists - Wichita State University and K.U. Medical Center

Nurse Practitioners/Burse Clinicians - K.U. Outreach at Hays, K.U.M.C., W.S.U.

Nurse Midwife - no program in Kansas although WSU requested to have such a program
gome years ago. Geographically nearest program to prepare Nurse
Midwives include: University of Colorado, St. Louis University, .
University of Illinois. There are about 24 such programs in the U.S.
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Where they are working:

Community Health Clinics, especially rural and inner city
Hospitals and Nursing Homes
Private offices with a physician or a group of physicians
Home health
Clinics and out-patient departments and emergency rooms
. 50% of the anesthesia given in Kansas is given by nurse anesthesists, both
in rural and urban hospitals.

The Federal government has long urged education and further use of ARNPs as a
cost-effective and health-effective measure. Beginning in the Nixon administration
funds for the education of ARNPs have been appropriated yearly. Beginning in 1981, the
federal government gives priority to nurse-midwife students when awarding nursing
traineeships. The Federal government has taken its own advice: the Air Force,

and most other branches of the military and the Indian Health Service make extensive
use of ARNPs. The Federal Employee Health Benefits Program and CHAMPUS (Civilian
Health and Medical Program of the Uniformed Services) encourage their use.

Nationwide, more than 35 states have enacted statutes to authorize ARNPs and we know
of no state in which they are not practicing. In fact Kansas is the only state in
the U.S. where Nurse Midwives presently cannot practice (they were able to work in
Kansas only due to the former statute mnd regulations which were struck down on a
technicality)

Some chronology of the Kansas ARNP legislation

1977 ~ an interim committee of the legislature recommended that a statute be enacted
to authorize in law the ARNP.

1978 - the ARNP statute was passed by the Kansas legislature - the vote was unanimous
in the House.

- there began a long process of drafting regulations for the ARNP

1980 -~ temporary regulations were promulgated by the Board of Nursing.

1981 - Amended regulations for the ARNP became permanent on May 1, 1981. Through
the regs. process the legislature had been involved, and changes in the regs
were made by the Board of Nursing at the direction of the legislature.

1982 -~ June, the Shawnee District Court found the 1978 statute unconstitutional, due

to its not giving sufficient guidelines to the Board of Nursing (our attorney
will report on this.)

As a result of the court action, the Legislative Coordinating Council in the summer
of 1982 assigned to the interim Public Health and Welfare Committee Proposal No. 37,
directing that they develop a new ARNP statute to satisfy the constitutional issue.

November, 1982 the interim PH&W Committee drafted S.B. 13 and made the following
recommendation, found on page 569 of the 1982 Interim Studies:

"The Committee recommends that the 1983 Legislature enact S.B. 13 in order that
those registered nurses who have received advanced education or training may be
restored tv practice as ARNPs and the constitutional issue identified by the
district court may be resolved. In making this recommendation the Committee 1is
aware that S.B. 13 does not resolve thé position of the Kansas Medical Society
that the advanced registered nurse statutes should clarify the relationship
between physicians and the practice of advanced registered nurse practitioners.
However, this issue, which has reoccurred in the years since 1978 when the ARNP
statutes were first enacted, is one which representatives of the Medical Society
the Kansas State Nurses' Association, and the Board of Nursing were unable to
resolve in a manner satisfactory to all parties and to the Committee."
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Why KSNA supports S.B. 13 but opposes the amendment (lines 83-87): Our Attorney
will speak more in depth to the legal issues. Practical issues include:
1. . It contains several inflammatory phrases and )
undefined terms which will just continue the unfortunate controversy for more
years - involving the legislature again - in the regulations process.
2. Nurse midwives have lost their jobs or left the state due to not being able
to practice. So long as the controversy goes on - through this amendment -
they will not be able to practice in this state.
3. Places. a cloud over ‘ the ARNP training programs in Kansas (see
list above)
4, Places a cloud over the practice of ARNPs in Kansas - so long as the controversy
continues and regulations are not finalized.
5. Places additional unnecessary complicated regulationy over the ARNP. The ARNP
role is already controlled and standards assured in the following ways if SB13 passet
x a. must be a licensed R.N. in Kansas e
& b. must have completed a course at an approved school for ARNPs
c. must have passed national examinations and become nationally certified (e.g.
Certified Nurse Midwife - certified by the American College of Nurse Midwives,
etc)
d. must practice within appropriate scope of practice and other standards of
R.N.s = KAR 60-3-110 - cause for discipline or loss of license if go beyond
scope as appropriate to training etc.
e. regulations for ARNPs will (ones in the past did) spell out training, cer-
tification, scope of practice, etc :
f. must meet continuing education requirements every two years as approved by SBN
g. Healing Arts Board already has authority to prosecute anyone who practices
medicine without a license
h. Healing Arts Act already alluws M.D.s to delegate to RNs or others
i. current Nurse Practice Act allows RNs (which of course includes ARNPs)
to execute the medical regimen as prescribed by a physician (KSA 65-1113 (d)(1).

The interim public health and welfare committee had many more hours than this committee
has to consider this issue. They met on several occasions and had many hours of
testimony and discussion. In the end, they rejected language very similar to what

is in the amendment on lines 83-87.

We urge you to concur with the Interim PH&W Committee and pass S.B. 13 after striking
the amendment on lines 83-87. Thank you for your patience and consideration. We
will be happy to answer any questions.
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GERALDINE C. HOLMES, Ph.D. and
RITA E. BASSETT, Kansas City, Kansas

SHORTAGE of primary care physicians in rural Kansas
and the uneven access to primary care setvices through-
out the state was one of the problems identified by the
Kansas Regional Medical Program during its early years
of operation. This problem was studied, and several
projects were initiated to remedy it. One of the most
successful has been the use of physician extenders in
private office practices which are located in medically
underserved areas.

In 1971, primary care physicians in Kansas were
asked if they would be willing to employ a physician
extender in their practice, and if so, what type of train-
ing these individuals would need in order to work ef-
fectively in a new role.l On the basis of information
received from this survey and consultation with many
people in medicine and nursing, a program was de-
veloped for training experienced nurses to work as
primary care nurse clinicians in ambulatory health care
settings. The program was reviewed and approved by
a committee of professional experts, by the Regional
Advisory Council of the Kansas Regional Medical Pro-
gram, and by the Division of Regional Medical Pro-
grams in Washington.

The Nurse Clinician Training Program was started in
January 1972, in Kansas City, at the University of Kan-
sas Medical Center. However, following core training
for the first class, the program was transferred to the
Wichita State University Branch of KUMC, because an

alternative training program for nurse clinicians was de-

veloped at KUMC.,
The course includes a two-month didactic phase, dur-

From the Department of Planning and Evaluation, Kansas
Regional Medical Program.
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Nurse Clinician

ing which time students reside in Wichita, followed by
a ten-month preceptorship with a sponsoring physician.
By November 1975, 72 nurse clinicians had completed
the program and 34 others were in various stages of

Resulty of 1973 and 1975 interview
studies of participants in the nurse clini-
cian training program at the Wichita State
University- KUMC Branch are reported.
Findings from literature reviews and the
first produectivity case studies are summar-
ized.

training. OFf the total, 49 are employed in medically
underserved areas of Kansas, 30 are employed in Wich-
ita or other urban areas of the state, 27 are working in
other states. Eighty per cent of those employed in Kan-
sas serve in private group or solo practices.

Thete has been a great deal of interest in the state
and nationally in learning more about the participants
in the program and the experiences of nurse clinicians
in private practice settings. Therefore, the staff of the
Kansas Regional Medical Program (KRMP) has con-
ducted a series of studies to evaluate the effectiveness of
the program. In spring 1973, a study of the working
roles of the first 21 participants in this program was
conducted. The motivation of nurses and physicians who
had  participated, the working roles of clinicians, and
the perceived problems and benefits associated with their
employment were studied. Concurrently, a systematic re-
view of professional literature was initiated which has
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focused on the utilization and productivity of physician
extenders, the content of primary care practices, and the
delivery of primary care services in the office practice
setting. On the basis of these findings, a series of case
studies to determine the impact of nurse clinicians on
the productivity of office practices was initiated during
summer of 1974, These case studies have been conducted
in Kansas in two rural solo practices, a rural two-physi-
cian group practice, and a suburban solo practice.
Professional literature provides extensive evidence
that patient acceptance of physician extenders has not
been a significant problem. Ten studies conducted since

1967, demonstrate that physician extenders can manage

selected types of patient problems equally well with
physicians. Three studies indicate that the range of profit
to physician employers of pediatric nurse practitioners
is $2,500-$17,000 during the Arst year of employ-
ment.24 A recent study of MEDEX shows a range of
profit to physician employers of $12,840-$39,210 a
year.8 A 1972 study by Pondy6 suggests that the role
definition of a physician extender has substantial in-
fluence on productivity, and this study cites an actual in-
crease of 9 per cent in the number of patient visits
processed after the introduction of a physician assistant
into a solo practice in North Carolina, The frst pro-
ductivity case study of a solo practice in Kansas indi-
cates that 20 per cent of patient visits which would
normally require the attention of a physician are being
managed successfully by a nurse clinician, and she aflows
the physician to increase his productivity by approxi-
mately 12 per cent.

Nurse Clinicians in Kansas

Research evidence to date documents and describes
some of the problems associated with being a nurse
clinician and with employing one. It also provides a
very strong argument that such individuals can and
generally do make a very significant contribution to the
practices and communitigs in which they are employed.

Interviews were conducted in April and May 1972,
with the first 21 nurses who entered the program and
their preceptors, or employers. In fall 1975, interviews
were conducted with 44 more recent graduates and pre-
ceplees and 30 of their employers.

The 65 nurse clinicians interviewed ranged in age
from 21 to 57 years (median age, 34). Prior to entet-
ing the program, they worked in nursing, 10 months to
33 years. The majority of the early graduates were em-

ployed as a nurse in private practice before entering the,

program, and were employed as nurse clinicians in the
same practice following preceptorship. However, 20 of
the more recent graduates were employed by hospitals
before they entered the program. Most of the former

hospital nurses are now employed in group or solo prac-
tices. At the time they were interviewed, 45 clinicians
were employed in private medical practice, 10 in public
health departments, 7 in hospital settings, and 2 in uni-
versity health centers. One was not employed,

Two clinicians setve their communitics from oftices in
which the physician is no longer present. One physician
died, the other retired at the age of 70. Both of these
clinicians work with sponsoring physicians located in
towns about 20 miles distant. They work from standing
orders, consult by telephone with the physicians, and re-
fer paticnts whose problems are too complex for the
clinicians to handle alone.

The first 21 graduates of the program were employed
in Kansas after their preceptorship, and 16 of them
have been working in small towns and communities
which can be described as medically underserved. Many
of the more recent graduates are also employed in rural
Kansas communities. However, a sizable number of the
more recent graduates have come from and returned to
Wichita for employment.

The increase in students from Wichita has a direct
relationship to the announced termination of the Region-
al Medical Programs by the federal government on June
30, 1976. The RMP staff in Kansas was reduced by 88
per cent in 1973. Since that time, it has not been pos-
sible for the staff to help significantly with the time-
consuming and important task of recruiting qualified
nurses and preceptors from medically underserved areas
in Kansas. KRMP has funded the Nurse Clinician T'rain-
ing Program since its inception in 1972. In 1975, the
State of Kansas assumed fiscal responsibility for core
training in Wichita, and KRMP provided funds for the
preceptorship phase. The program, in its present form,
will require additional state funding to continue beyond
1976.

Interviews have been conducted with 49 Kansas phy-
sicians who have served as preceptors, and several of
these individuals have participated in the training of
more than one nurse clinician. All but two are in family
practice, internal medicine, pediatrics, or general prac-
tice. One is a nephrologist at KUMC, who setved as
preceptor for a nurse nephrologist. The second is di-
rector of the Institute of Logopedics in Wichita. Pre-
ceptors have ranged in age from 30 to 57 years. However,
most are between 40 and S5 years of age, and have
been practicing medicine 10-20 years,

Role of Nurse Clinician

The role of the nurse clinician is varied, and is unique
in some respect. However, a number of common tasks
are carried out by most clinicians who work in primary
care settings. The definition of a particular nurse clini-
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cian’s role appears to depend upon four factors: (1) the
type of practice in which she is employed; (2) the
philosophy and preferences of her employing physician;
(3) her own abilities and wishes; and (4) the nature
of patient care needs.

In the two-month didactic and clinical program at
Wichita, nurse clinicians have received training relevant
to the performance of 56 health care tasks. Fifty-two
nurse clinicians have participated in the study of work-
ing roles and role change in relation to these tasks, This
study revealed that all of the nurse clinicians working in
a private practice perform physical asscssments, de-

 termine the need for and order basic diagnostic tests on

urine, make preliminary interpretation of basic diag-
nostic tests, and engage in patient education. About half
are supervised to some extent when making preliminary
interpretations of basic diagnostic tests. Otherwise, these
tasks are performed independently by clinicians.

Most clinicians (75-98%) also perform the follow-
ing tasks independently: (1) obtain and record patient
histories; (2) conduct adult and child well-care physical
examinations, including gynecological and breast ex-
aminations on women; (3) organize information for
presentation to the physician; (4) make initial assess-
ment of emergency cases; (5) educate patients in nu-
trition, special diets, and preventive and emergency
measures for high-risk conditions; (6) determine the
need for and order throat cultures as well as perform
them; (7) perform visual screening procedures and im-
munizations; and (8) conduct pre and postnatal check-
ups, well-buby physicals, and child care education.

No direct supervision is required for the 40 per cent
of the clinicians who perform audiometries, tonometries,
and EKGs; 36 pet cent apply casts; and 31 per cent re-
port assisting in the operating room. As in the case of
those doing minor suturing, most of these clinicians
were formerly hospital nurses.

The other tasks that most clinicians perform (but in
which more than 25% have Bupervision) are determin-
ing the need for and ordering x-rays, blood tests, as-
sessing cardiac functions and venereal diseases. Most
clinicians monitor and manage chronic problems such
as diabetes, hypertension, obstructive lung disease, and
arthritis. Approximately one half manage renal insuf-
ficiency with some physician supervision,

Between 50 and 75 per cent of the clinicians take
histories, give physicals, and write progress reports on
hospitalized patients; two thirds of the clinicians perform-
ing these tasks do so independently. Fifty-one per cent
of the clinicians do minor suturing; fewer than 15 per
cent of the clinicians administer anesthetics, manage un-
complicated deliveries, petform  circumcisions, insert
IUDs, or perform routine laboratory procedures.

Seventy-two per cent of the clinicians make house
calls; 68 per cent make nursing home visits: 59 per
cent make hospital visits with the physician, and most of
these nurses also make rounds unaccompanied.

There are some tasks that clinicians arc capable of
pecforming but do not perform. Half of the physicians
report that clinicians do noi perform male genital ex-
aminations, do no suturing, and do not remove growths
because of a fear that patients may not accept this ser-
vice from anyone but a physician.

When comparing the group of nurse clinicians inter-
viewed in 1973 with those interviewed in 1975, a4 shift
in the percentage of clinicians performing certain kinds
of tasks was observed. The more recently trained clini-
cians are taking more responsibility for monitoring and
managing chronic illnesses. They are doing fewer of the
time-c(msuming diagnostic tests (/.e., x-rays, Denver De-
velopmental Screening Tests, and EKGs) and less rou-
tine laboratory work. Pre and postnatal checkups are be-
ing done by 20 per cent fewer of the more recent grad-
uates.

Most tasks presently performed by clinicians are tasks
which they did not perform as registered nurses, and a
majority perform at least 25 new health care duties. Most
clinicians report that prior to training they did not take
complete histories, perform physical examinations, make
physical assessments, secure Pap smears, or order basic
diagnostic tests. Such tasks now comprise a staple part
of their responsibilities.

Some tasks nurse clinicians perform are not new; they
ate ordinarily assigned to registered nurses. For example,
a majority of clinicians did and still do take X-rays, give
immunizations, and provide education for patients in
the use of prescribed medications. Only a few clinicians
view patient education as a new function, but they have
expanded the scope and depth of the education they
provide.

Seventeen clinicians have reported a reduction in the
kinds of routine nursing tasks they perform. Those most
frequently deleted from the roles of nurse clinicians are
taking routine temperatures and blood pressures, ad-
ministering medications, and performing routine labora-
tory tests.

The nurse clinicians in this study provide many ser-
vices to patients which pteviously required the attention
of a physician. Some of these are provided independent-
ly, while others are provided with supervision and con-
sultation of the physician. However, the amount of phy-
sician supervision required is reduced during the course
of preceptorship and, therefore, the physician’s time is
freed for other patient care responsibilitics. Frequently,
performed tasks tend to be those which require less
physician supervision. This finding is consistent with re.
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sults of a study of physician’s assistants in other states.?

The 65 nurse clinicians and 49 physicians interviewed
were asked to state their reasons for participating in the
program. Nurse clinicians gave six basic responses: (1)
to acquire a more interesting and satisfying professional
role; (2) to learn more about patient care; (3) to en-
hance professional status; (4) to comply with the re-
quest of an employing physician; (5) to meet a need
for health care in a particular community; and (6) to
make more money. The reasons most frequently cited
were to engage in more interesting work and to learn
more about patient care. A desire to increase income was
given as a primary or secondary reason for entering the
program by only 12 per cent of the clinicians inter-
viewed,

Physicians gave three primary reasons for agreeing to
serve as preceptors: (1) to provide better care for pa-
tients already served; (2) to reduce working hours; and
(3) to serve a larger number of patients. Most physi-
cians who have trained or employed nurse clinicians have
done so to provide a better quality of care to their pa-
tients, whether by increasing services, out-of-office visits,
or concentration on serious problems, Some have felt a
need to provide health care services to new patients who
were without a physician,

Twenty-two physicians cited a need to reduce their
own working hours as a central reason for training and
employing a nurse clinician. Even when this reason was
the sole one, the implication was clear that physicians
felt unable to reduce time spent in patient care unless a
satisfactory alternative existed for providing such care.
Three physicians agreed to serve as preceptors primarily
because they were asked to do so.

All of the clinicians interviewed felt an increased
sense of professional competency, and 86 per cent re-
ported a significant increase in their job satisfaction.
Most enjoyed feelings of greater professional challenge
and fulfillment in their new roles. They recognized that
they were making a thore significant contribution to pa-
tients now than they were able to in their previous role.

However, there are aspects of their new role that some
clinicians do not enjoy. Ten experienced some insecurity
in performing certain tasks, and six were uncomfortable
with the vagueness of their role. Four clinicians have
found that they miss another type of nursing in a hospi-
tal environment, and ten objected to increased paper-
work at the expense of patient contact. A few have be-
come concerned about the increasing length of their work
day. Although a desire to make more money was not-a
primary reason given by most clinicians for seeking ad-
ditional training, the issue of appropriate compensation
became a concern for many as they have become expe-
rienced and established in a new role, In 1973, 13 of 16

clinicians employed in private practice felt that they
were receiving an adequate salary for their services.
However, the interviews conducted in 1975 revealed
that half the nurse clinicians in this group felt that they
were not receiving appropriate compensation for their
added responsibilitics. Eleven of these clinicians have
received a salary increase since eatering nurse clinician
training, and eleven have not.

Although no information was sought on the salarics
paid to clinicians, 63 clinicians provided information on
the raises they have reccived since the completion of
their preceptorship. Table I shows the distribution of
salary change that accompanied the change in role from
registered nurse to nurse clinician for this group of in-
dividuals.

The Physician’s View

Kansas physicians who employ nurse clinicians report
several types of benelits, including a significant  reduc-
tion in work-related stress and fatigue. This benefit is
cited as a crucial factor in the decision of a few physi-
cians to continue practice in tural Kansas communities.
Several physicians comment that the work day is less
stressful when a clinician is present, because patients
do not have to wait so long to receive attention. In some
ovetburdened practices, long waiting periods for pa-
tients have caused a deterioration in doctor-patient re-
lationships.

Twenty-three of 31 physicians who gave "a desire to
reduce working hours” as one reason for employing a
nurse clinician have attained that objective. The reduc-
tion has averaged 10-14 hours per week. However, five
physicians report reductions of only 3-6 hours per week.
Some of those who report a significant reduction in
working hours are still investing 10-12 hours per day in
patient care.

Between 1969 and 1971, sutveys were conducted in
four states to determine physician attitudes toward the
use of physician extenders. In those states, the following
percentage of physicians surveyed indicated that they
would or could profitably employ a physician extender:

TABLE I

MONTHLY SALARY CHANGE FOR NURSE
CLINICIANS AFTER TRAINING (N = 63)

Decrease® ,............. 2 £201-$300 7
No increase . ........... 16 $301-$-100 0
Expecting increase ....... 9 $1401-$500 3
$100 or less ............ 11 $501-8600 3
$101-8200 .............. 12 3

* Both clinicians experiencing salary decreases were pre-
viously in hospital settings and are now in group practice,
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Kansas, 56 per cent; Pennsylvania, 70 per cent; Wis-
consin, {2 per cent; and Kentucky, 75 per cent.8 One
barrier to the utilization of physician extenders uncov-
ered by these surveys was a perceplion on the part of
some physicians that the employment of such an indi-
vidual would constitute a considerable financial risk.
However, studics available on the financial benefits to
physicians who employ a physician extender indicate
that there is some degree of profit to most of these em.
ployers.

Interviews with physicians in Kansas who emiploy
nurse clinicians reveal that the patient charge is gen-

cerally the same whether the patient is seen by the phy-

sician or by the nurse clinician. This policy seems ap-
propriate since_nurse _clinicians manage independently
many patient visits which formerly required the atten-
tion of the physician. Patients with problems which are
too complex for the clinician are seen by the physician
alone or in collaboration with the clinician.

Case studies being conducted in Kansas regarding the
impact of nurse clinicians on the productivity of an of-
fice practice indicate that clinicians can and sometimes
do make a financial contribution to a practice through
the patient visits they manage independently and by en-
abling the physician to make more productive use of his
own time,

Physicians serving as preceptors or employers, when
asked to identify problems relative to utilizing nurse
clinicians, said the greatest difficulty is in defining the
clinician’s role in a way that maximizes benefits and pre-
vents problems. In several practice settings, working out
an operational role has required experience and adjust-
ment. Judgments of physicians vary on what a nurse
clinician should do; decisions are based on their per-
ception of the abilities of the clinician, what patients
will accept, the needs of their practice, and risks asso-
ciated with medical-legal liability, Sixteen physicians in-
dicated that the initial difficulties they experienced in
creating an appropriate role for the clinician were due
to other personnel in the office. Nine cited vague laws
or fears of malpractice suits as a factor influencing the
role of the clinician.

The cost_of malpractice insurance has not _increased
in Kansas for physicians beeause they employ nurse clini-
cians. However, the legal status of clinicians is vague

and, as a result, relatively conservative use s being made
of their abilitics in some situations. In many practices,
patients have a choice of seeing the physician or the
nurse clinician. In others, the physician sees each patient
who has already been seen by the clinician, even if only
for a moment,

Dithculties experienced by most physicians have been
minimal, but concern about potential problems persists
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in the minds of a few. Qf;llcl'ill,l)’ha&i&’&:]?!:
nurse chpician by patients and by other profcs
sons has. oot been a problem, Most physicians report
positive or enthusiastic acceptance of the nurse clinician,
A few noted mixed responses initially, but patient re-

sistance was overcome quickly. Trritants such as jealously
exhibited by other employces in the office have been
Timited.

Others in the health professions scem more reluctant
to accept the nurse clinician role than the general pa-
tient population, Forty-five per cent of the clinicians re-
ported positive reactions from other nurses, but 75 pee
cent reported neutral or negative responses from those
in other health professions. Ten negative responses were
from other physicians in the communities, and cight
were from hospitals. In only a-few instances, however,
were responses serious enough to limit the clinician’s
function,

Acceptance of nurse clinicians did not come about au-
tomatically. Most physicians prepared their paticnts and
oflice staff for the nurse clinician by personally explain-
ing her role and expressing confidence in her compe-
tence. Another factor contributing to positive acceptance
is that many clinicians have been well known to pa-

tients prior to training for the new role.
L4

Benefits to Patients

dmproved aceess to health «care services has been iden-
tified by most physicians and nurse clinicians in this
study as the most significant bencfit to patients. In prac-
tices in which the clinician sees patients independently,
most average nine or ten patient visits each day; some
see fewer than five patients a day, and others average
more than 20 patient visits per day. Ten physicians gave
estimates of additional patient visits made possible by
the assistance of the clinician, and these estimates ranged
from 5 to 30 patient visits per day.

Most_physicians and clinicians feel that paticnt wait-

ing time for service has been reduced and thyt quality
ofcatenand, patient_cducation have improved. The fre” ™

quency with which these and otl;é'f‘i)at’ién’t benefits have
been identified is summarized in T'ble 11.

Although patient charges ate not generally reduced
when a patient sees a nurse clinician rather than a phy-
sician, patients often receive more professional attention
and more comprehensive care without any additional
charge. For this reason, some clinicians and physicians
feel it appropriate to say that the cost of health care ser-
vices to some paticnts is reduced when a nurse clinician
is utilized. Some feel also that improved care can reduce

the number of rcturn visits and. the cost_of hospitaliza..

tion, and this perception has received some support {rom
other studies.9 T

¢ of the
! per- -
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TABLE I

BENEFITS TO PATIENTS RESULTING FROM
NURSE CLINICIAN UTILIZATION

% Citing Benefit
PHUYSICIANS  CLINICIANS
(N =19) (N =063%)

Puatient Benefit

Reduction in waiting time

1.

for care ..o oo 100 89
2. Increase in time spent with

patients ... oo oo 91 76
3. Increase in number of patients

SCEN L 85 100
4. Patient education has been

improved ... .. L, 83 72

5. Saved time and travel expense
for patients by home visits

and new practice sites ...... Sl 69
6. Improved quality of care ... 40 23
7. Increased availability of care

at night and on weekends ... 38 43
8. Reduction in incidence of

hospitalization ..., ... A
9. Improved communications .. 2 3
10. Increased emotional support

for patients ........... oo 0 1

Two physicians in Kansas reported an increase in cost
to the patient as a result of utilizing a nurse clinician.
However, both indicated that the clinician obtained more
information and provided more setvices, Thercefore, this
increase in cost is related to increased service, Most phy-
sicians and nurse clinicians in the study felt that the pa-
tient benelits cited could not have been realized without
the nurse clinician training program or the recruitment
of another physician to the practice ot community.

Summary

The utilization of nurse clinicians in practices studied
has produced advantages for paticnts, the clinicians, and
their employing physicians. The type of benefit derived
is closely refated to the physician’s reason for employing
a clinician, For the most part, physicians who wished to
provide more comprchensive care, to serve more pa-
tients, or to reduce their own workload have achieved
the desired results. Nurse clinicians have contributed to
the productivity of physicians and have provided expand-
ed services to patients. They are generally well accepted.

Nurse clinicians in medically underserved communities
in Kunsas are improving access to needed health care
services. They are helping retain some physicians in rural
communities, and they arc providing services which’

would not be availuble otherwise. Therefore, it secems
important that the problems which do exist in regard to
the training and cuiployment of nurse clinicians in Kan-
sas be resolved.

Adequate financial support tor the nurse clinician
training program after 1976 is needed. The legal status
of nurse clinictans requires further clarification. Some
problems refated to thied party payment for services pro-
vided by nurse dlinicians need to be resolved, The issue
of appropriate compensation For the services of a nurse
clinician  deserves  attention:; it could be addressed
through a study of sulary scales of physician extenders
to supply an external perspective (o those who are con-
cerned about this matter.

At the time of this study, the 49 graduates of the
Wichita based program who are employed in medically
underserved areas of Kansas are managing, or enabling
their employing physician to manage, an additional 1,078
patient visits a day. this figure is based on an average
of ten patients/day seen independently by clinicians
and 12 additional paticats scen on the average by phy-
sicians. The projected annual figure of an increase in
patient visits by 25,872 (5,280 per practice) s based
on 240 eight-hour work days/ycar. These patient visits
occur in communitics which experience difficulty recruit-
ing the additional physicians they need. This benefit
alone seems worth the total investment required to main-
tain the program which has trained these individuals.
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TESTIMONY REGARDING SENATE BILL NO. 13
March 22, 1983

Preparéd*bii@nne,L. Baker
Attorney for Kansast?tate Nurses Association

-

I. PURPOSE OF TESTIMONY

On behalf of the Kansas State Nurses Association I welcome
this opportunity share with you some concerns regarding the legal
ramifications of Senate Bill No. 13, as amended by the senate
committee. The Kansas State Nurses Association supports Senate
Bill No. 13 as proposed by the Special Committee on Public Health
and Welfare as reported by the Legislative Interim Studies to the
1983 Legislature. The concerns of the Association with respect
to Senate Bill No. 13 as before this committee center upon the
senate committee's amendments found in new section 2(d) on the
top of page 3 of the bill, lines 83 through 87.

II. BRIEF HISTORY.

Although I am confident that you are all aware of the
history of legislation regarding advance registered nurse
practitioners in the State of Kansas, some review of that history
puts the present issue in perspective. The Special Committee on
Public Health and Welfare presented an interim study to the 1978
Legislature which concluded that the Nurse Practice Act should be
revised to recognize the expanded role of -nursing. That report
states that in 1977, 30 states had revised their nurse practice
acts to reflect changes in nursing practice and the expanded role
of nursing in the health care system. At that time, the Kansas
definition of nursing was not among those which had been
revised. The 1978 Legislature responded by adopting House Bill
No. 2720 which provided for the licensing and regulation of
advanced registered nurse practitioners. Regulations under the
1978 bill, after considerable controversy, were adopted, and by
May of 1981 there were 141 licensed ARNPs and 25 other registered
nurses who had applied for certification.

The impetus for the 1983 amendments to the Advanced
Registered Nurse Practitioner Act arises from litigation filed
in Shawnee County District Court, Case No. 81-Cv-647 in 1981. 1In
that litigation, Judge Allen held that K.S.A. 65-1113(g), which
defined an advanced registered nurse practitioner, was
unconstitutional because the statute did not specify the
expanded roles in which such nurses could perform. In the view
of the court, the act permitted the board in its discretion to
either expand or limit the role of ARNPs without adequate
legislative direction. Because of the absence of legislative
guidelines, the court declared that there was an unlawful
delegation of legislative authority to the Kansas State Board of

Nursing. aégoa&%zb
4
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III. REPORT OF SPECIAL COMMITTEE OF PUBLIC.
HEALTH AND WELFARE TO ‘THE 1983 LEGISLATURE.

In response to Judge Allén's decision, a Special Committee
on Public Health and Welfare was assigned last August. The
proposal "directed the Special Committee on Public Health and
Welfare to develop statutory standards to be followed by the
State Board of Nursing in defining the scope of practice of
advanced registered nurse practitioners." After hearing testimony
from numerous individuals and groups, and after considering
approximately seven alternatives, the committee developed Senate
Bill No. 13. That bill implements the committee's conclusion and
recommendation that the Advanced Registered Nurse Practitioner
Act should be reenacted by the 1983 Legislature and that the
statute should include the constitutionally required guidelines
to assist the State Board of Nursing.

The standard to be met when determining the sufficiency of
agency guidelines is that adopted by Judge Allen in his 1982
opinion. It is permissible for the legislature to enact general
legislative guidelines setting state policy and then to delegate
the agencies' discretion in filling in the details and fixing
reasonable and definite standards. Gumbhir v. Kansas State
Board of Pharmacy, 228 Kan. 579, 584, ___B,2a ___ (1980).
Senate Bill No. 13 as proposed by the Special Committee on Health
and Welfare satisfies that test. In particular, new section 2,
subsection c, provides guidelines under which the agency may
carry forth the legislative purpose. The bill directs the board
to establish categories of "dadvanced registered nurse
practitioners which "are consistent with nursing practice
specialties and recognized by the nursing profession." 1In
addition, subsection 2 provides that the board shall establish
the education, training and qualifications necessary for a
certification of each category so as to "assure competent
performance by advanced registered nurse practitioners."

The precise deficiency identified by Judge Allen, the
failure of the legislature to define the term "expanded role," is
very adequately addressed by subsection 3 of new section 2(c),
lines 61 to 72. The bill directs the agency to adopt a
definition of expanded role under which is

"consistent with the education, training and
qualifications required to obtain a certificate of
qualification as an advanced registered nurse
practitioner, which protects the public from persons
performing functions and procedures as advanced
registered nurse practitioners for which they lack
adequate education, training and qualifications and



which authorizes advanced registered nurse
practitioners to perform acts generally recognized by
the profession of nursing-as capable of being
performed, in a manner comnsistent with the public
health and safety, by Rrersons with post basic education
in nursing...." o

Further, Senate Bill No. 13, new section 2(c)(3), as proposed by
the committee, enumerates four factors which the Board must

consider when defining the expanded role. These factors are the
following:

(1) the training and education required for a
certificate of qualification as an advanced
registered nurse practitioner;

(2) the type of nursing praétice and preparation in
specialized practitioner skills involved in each

category of advanced registered nurse practitioner
established by the board; ‘

(3) the scope of practice of nursing specialties and
limitations thereon prescribed by national

organizations which certify nursing specialties;
and

(4) acts recognized by the nursing profession as
appropriate to be performed by persons with
postbasic education and training in nursing.
Most certainly, this bill fixes reasonable and definite standards
which will control the board's adoption of licensing
regulations.

IV. OBJECTIONS TO PROPOSED NEW SECTION 2(d).

Given the fact that new section 2(c) fulfills the purpose of
providing reasonable and definite standards, -the Kansas State
Nurses Association opposes the inclusion of subsection (d) to new
section 2. That proposal is found at the top of page 3 of the
bill on lines 83 to 87. The Special Committee on Public Health
and Welfare which reported to the 1983 legislature considered and
rejected a very similar amendment to the act. The proposal
rejected by the special committee, like the senate committee
amendment, would have incorporated the standard of performing
functions within the framework of an established protocol. The
Kansas State Nurses Association agrees that the committee acted
wisely when rejecting that proposal. 1In view of the precise



standards incorporated in the bill, the additional requirement of
a written protocol would have begn superfluous.

Further, the proposed Sepété amendment to S.B. 13 includes
illegal delegation infirmities’'like those which were struck
by Judge Allen in the prior version of the Nurse Practice Act.
The proposed amendment uses the term "medical functions".
Neither the bill nor other Kansas statutes define the term. The
absence of precise guidelines may also arise when the agency
attempts to define "physican-directed health care team" and

"protocols” which also are not defined by Senate Bill No. 13 or
other Kansas statutes.

In addition, the proposed amendment (lines 83 through 87)
suffers from debilitating ambiguities. First, it is not clear
when a protocol.would be required. It is well recognized that
ARNPs practice in many different contexts. Although a protocol
may be a convenient and natural method to define a nursing role
when an ARNP is practicing in a physician's office, such
protocols may not be the preferred method to addcess the
definition of roles when ARNPs are practicing in other settings,
such as community health departments and educational
institutions. Another ambiguity of the proposed amendment arises
by the inclusion of the word "and" on line 85. May an ARNP
perform medical functions only within the context of a physician-
directed health care team when a protocol between the physician
ard nurse has been established? Or, may an ARNP perform medical
functions in either of these situations? If this is the intent,
then the amendment allows an ARNP to perform medical functions in
two contexts: first, within the context of a physician-directed
health care team, and second pursuant to an existing protocol
established between a physician and an ARNP.

V. " SUMMARY.

In summary, the Kansas Nurses Association supports S.B. 13
as proposed by the Special Committee on Public Health and
Welfare. 1In 1978 the Kansas legislature made the policy decision
to update the Kansas definition of nursing to include ARNPs.
Although a technical infirmity in Senate Bill No. 2720 to the
1978 legislature has clouded the implementation of this Kansas
policy, we urge the adoption of Senate Bill No. 13 restore full
legality of the policy by the 1978 legislature. It is the view
of the Association that the amendment to Senate Bill No. 13 may
again impede the development of this Kansas policy, possibly
provoking more litigation and more uncertainity among the health
care professions.
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My name is Evelyn Smith. I am Chairperson of the Conference
Group on Advanced Practice of KSNA. I am an educator of advanced practitioners
at Wichita State University. I am also ANA certified as a Family Nurse
Practitioner and practice part time in Wichita.

I would Tike to thank the interim health and welfare committee members
and staff who gave considerable time and thought to the ARNP legislative
jssue this past summer which culminated in SB 13.

Senate Bill 13 as it came from that committee was agreeable to the
nurse practitioners and KSNA. Since that time KMS has continuted to push
for an amendment to the statute. Now nurses have the decision to make as
to whether or not the amendment is detrimental to nursing as a profession
as well as to nurse practitioners. There have been no cases brought to
court concerning the practice of an ARNP in KS. The court ruled on the
constitutionality of the legislative action giving the State Board of Nursing
authority to define the role. The bill as it reads without the amendment
has corrected the language which was found to be unconstitutional.

Nurse practitioners are very anxious to put this issue to rest without
further negotations so that their energies may be directed to health care.
The amendment introduces more controversy about what' medical functions” K
means. Over 135 ARNPs have been practicing in this State since 1972,

From evaluation studies of what graduates are doing and feedback from théir

employers, I can say that the working relationship between advanced practitioners,

physicians and consumers has been a positive one. Team efforts are
essential to optimal health care. The profession of nursing is a licensed

profession qualified and willing to take responsibility for their own actions,

We have no problem working with other health professionals including physicians.

The nurses n the State of Kansas are very proud of SB 13. It is an
avcellent document. e commend all “he effort that has been made in the past

“a bring the statute to this noint. I recommenc dissage of SB 13 without
C P70 .6 .

amendment,



KANSAS STATE BOARD OF NURSING

BOX 1098, 503 KANSAS AVENUE, SUITE 330
TOPEKA, KANSAS 66601

Telephone 913/296-4929

TO: The Honorable Marvin Littlejohn, Chairman, and Members of the
House Public Health and Welfare Committee

FROM: Dr. Lois Rich Scibettg§?;xecutive Administrator

RE: Senate Bill 13 - Advanced Registered Nurse Practitioners

DATE: March 22, 1983

Mister Chairman, and members of the Committee, my name is Dr. Lois Rich
Scibetta and I am the Executive Administrator of the State Board of Nursing.
I am speaking in support of Senate Bill 13. For several years, the Board
of Nursing has supported the concept of advanced nursing practice and for

a short time certified Advanced Registered Nurse Practitioners.

In all candor, the Board's first choice would have been that the amendment
not be added. The Board's preference would be that the aspects raised by
the amendment appear in the regulations, however, the Board will not oppose
the Bill, as amended.

The Board continues to support the concept of advanced practice and would
urge that the Committee report Senate Bill 13 out favorably. The public
has a right to choose the type and extent of health care which they want
and are willing to pay for.

Thank you. I will be happy to answer any questions which the Committee
may have.

gty )



1977

Advance. Registered Nurse Practitioner
KSBN

Legislature Coordinating Council directed the special committe on PH & W
to conduct a study of physician extenders. The committe focused on the
physician assistant and the expanded role.hurse.

After extensive study, the 1977 Special Committe on Public Health and Wel-
fare concluded that Kansas laws should be amended to allow those registered
nurses who had completed advanced training to function in an expanded role.

The Committee further concluded that the statutory definition of nursing should
be updated and brought into the line with the changed role of nurses in the
health care system.

In its report to the 1978 Legislature on Proposal No. 60, the Special
Committee on Public Health and Welfare gave the following explanation of the
members' view of the practice of expanded role nurses:

"The expanded role nurse has acquired advanced nursing
gkills which enable the practitioner to assess the
health status of an individual or family, to screen
for health problems that need to be referred to a
physician or other health care provider, to manage
acute or eplsodic illness, to manage stable chronic
{llnesses, to teach health maintenance, and to counsel
with patients about health problems, While these func-
tions are all a part of modern nursing, the expanded
role nurse is able to carry out nursing responsiblities
in a less structured setting than the nurse who does not
have advanced training.

"While to some degree all nursing practice ranges from
those functions which are strictly a nursing function

to those which overlap with medical functions, the
practice of the expanded role nurse may include respons-
i{bilities which are traditionally thought of as medical,
i.e., well baby checkups, pre and post partum care, Pro-
vision of family planning services. 1In those areas

in which there is an overlap between nursing care and
medical care, the expanded role nurse frequently func~
tions under protocols or written agreements with a
physician."

The Special Committe and the 1978 standing committees which worked with
the interim bill, 1978 H.B. 2720, based their concept of the advanced register-
ed nurse practitioner on the two expanded role training programs then in opera-
tion 1in the state - the nurse clinician program conducted by the College of
Helath Related Professions at Wichita State University and the Nurse Prac-
tiontioner Program offered at the University of Kansas College of Health Scilences.

Both programs were one-year expanded role training programs involving didactic
study and preceptorships.

One issue considered by bothz the interim and standing committees of the
Legislature was that of the relationship of the expanded role nurse and the
physician. After careful consideration, the several commlttees rejecqgg
recommendations that (1) would have required advanced registered nurse prac-
tiontioners (ARNP's) to pratice nuder the direction of a physician: (2) would

( . K.
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have rules and regulations relating to ARNP's adopted jointly by the Doards

of Healing Arts and Nursing; (3) would have defined "expanded role" by statute
in order to give medicine an input unto the definition; and (4) would have
created an advisory committee of nurses and physicians with which the Board

of Nursing would have been required to consult when writing rules and regula-
tions relating to the scope of practice of ARNP's. '

1980 Legislation

The 1980 Legislature, in Senate Bill No. 566, amended three of the nursing
statutes which relate to the advanced registered nurse practitioner. The
amendments to K.S.A. 1979 Supp. 65~1113 amended the definition of advanced
registered nurse practitioner to make it clear that the ARNP functions in an
expanded role.

The amendments to K.S.A, 1979 Supp. 65-1119 to add "training'" to the re-
ferences to educational programs for ARNP's to make it clear that such pro-
grams are not limited to those which lead to advanced degrees and that they are
to emphasize preparation for patient care in an expanded role.

ug. 1977 KSNA wrote a posiltion - paper defining and supporting the concepts of ARNP
to be included in the Nursing Practice Act. ARNP was defined as a ''reglistered
nurse who is certified by the board to function in an expanded role."

ct. 1978 The KSBN prepared thelr first draft of the Rules and Regulations for ARNP.
' This draft included:
- A long list of Categoriea of ARNP.
- Requirements for Certification.
1) Active license as a RN in Kansas,
2) Documentation of one or more of the following:
a.) Satisfactory completion of a formal educational program.
b.) Certification by a specialty board or equivalent.
c.) M.S.N., in clinical specilalty area.
3) Evidence of current clinical competencies if more than one year since
completion of Nurse practitloner program.
4) After July, 1985 new applicants must have BS.
5) After July, 1990 new applicants must have MSN,

jec. 1978 Open forum held on proposed Rules and Regulations.

‘eb, 1979 A staff member of the Board of Nursing prepared a draft of proposed Rules
and Regulations for the ARNP which 1isted an MSN as the required credential.
(This paper also required a BSN for entry into practice to be effective Jan, 1985)

fune 1979 Revised draft of proposed regulations from KSBN. The academic creden-
tials for an ARNP was MSN with major in a clinical specialty. The character-
istics listed were taken from "Characteristics of Graduate Education in Nursing
Leading to the Master's Degree,' NLN, 1979.

Tuly 1979 The June draft of the regulation was accepted by the KSBN and sent to the
Department of Administration for approval., .,
Memo from Ray Showalter, July 23, 1979 stated (in-part) - Carolyn Rampy,

staff of the 1202 Commission called to inquire (about R & R) as she had received
complaints. :

g, 1979 The Board was asked to meet with PH & W committe, The committee discuss-
ed "advanced" and felt anything beyond "basic" (RN) education should be in-
cluded, eg. CRNA's nurse clinic - with BS, community health nurse with CE, etc.
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pt. 1979 Board meeting - (see minutes Sept. 5-6). Board adopted definition of
ARNP and established categories.: Board also approved academic credential for
ARNP to be BSN after July '83 and MS after July '86.

t. 1979 Attorney said could not 'grandfather". and could not set standards on a
progressively higher scale. (BS+MS)

e, 1979 Open hearing on proposed R & R.

Dec. 17, Board met to make recommended revisions (see -Board minutes for Dec. 17).
ARNP Regulations adopted by Board and sent to Department of Administration.

. 1980 Memo from Sandy Duncan, Vice Chair for JCARR expressing concern about the
Rules and Regulations that wcre published Decemeber 18, 1979
cg. - Delete suturing.

- Change wording of introductory statements or write different
statements of functions (to differentliate ARNP from other
practicing nurses,)

b, 1980 Met to revise R & R (again) as directed by Legislative committees.
(Midnight meeting of the Board after Exams.)

pril 1980 Letter to Sr. Mary Carol from Steven Carr Re: Adopting Temporary
Rules and Regulations affecting A.R.N.P.'s

"As I indicated, I am advised that Senate Concurrent Resolution
No. 1676 will likely be adopted, thus revoking or rejecting
the permanent ARNP regulations adopted in December, 1979. It
is important to note that the legislature passed House Bill
No. 2811, which legislation amends K.S.A. 1979 Supp. 77- 416 (e)
and 77—&22 and permits state agencles to adopt rules and reg-
ulations rejected or revoked by the legislature. If the
governor signs this bill, which 1s to become effective upon
its publication in the official state newspaper, the pre-
viously troublesome limitations on adoption of rules after
revocation by the legislature (in 77-416 and 77-422, before
their amendment in this bill) will be eliminated. The only
difficulty remaining is to make a showing that the temporary
rules are not 'substantilally identical" to the rejected
permanent rules.

I propose that the Board schedule a public hearing on April
30 or May 1, 1980 for adoption of ARNP regulation as tempo-
rary rules and regulations. N

“At the public meeting, the Board may make any additional
changes or revisions, and any corresponding changes in the
fiscal impact statement, and may adopt the rules and regula-
tions as temporary rules and regulations, by a roll call

- vote of a majority of the total membership. The Board
should make a 1list of all persons attending the hearing.

If the rules and regulations are adopted, the Board should
then submit them to the revisor's office on or before May 9,
1980 in order to be placed on the State Rules and Regulationo
Board's agenda for its meeting May 14, 1980. The Board
should submit the rules and regulations, as amended, 1f

any amendments are made at the meeting, together with the

B b bk ren
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fiscal impact statement, a statement indicating the results.
of the roll call vote, and a list of persons in attendance
at the hearing.

Therefore, the State Rules and Regulations Board will consilder
the proposed rules and regulations and will decide whether
they should be adopted "in order to comply with the require-
ments of the statute authorizing the same.'" See Section 4
of House Bill No. 2811, amending K.S.A. 1979 Supp. 77-421.
§
May 1980 Open Forum on R & R for ARNP. KMS (Dr. Brunner) spoke to physicians
being supportive of ARNP and the 'Team concept" of care delivery. - But
he felt the team concept/approach had not been defined in the R & R.

Section 2 under 60-10-101 was added to read. "ARNP's function as
members of a physiclan directed health care team and within the framework
of medically approved criteria, policies and standing orders.

June 1980 Pat Diamond represnted KSBN before the JCARR.,
Concern raised by the commlttee included:

1.} The role of the nurse in the Nurse practitioner category.

2.) Is the statement, "ARNP's function as members of a physician - directed
health care team," consistant with the role of ARNP and the language
of 60-10-101 and with legislative intent?

All ‘sections speaking to written protocols should be consistant.
Questioned some functions that were listed.

I~ w0
~—

Generally speaking the commlittee expresseced concern that the regulations
in toto should reflect the interdependent nature of the ARNP status, that is,
the advanced or "expanded role' practice in a less structured setting.

Board testimony suggested 60-10-101 (b) Reworded = to read '"an ARNP
functioning in the expanded role performs in an interdependent role as a
member of a physiclan - directed health care team and within the framework
of medically approved criteria, policies and standing orders."

Sept. 1980 The Board rgspgnded to legislative and Nursing concerns and revised R & R
again., 60-10-101(b) was rewritten to rcad "ARNP's functioning in the expanded
role perform in an interdependent role as a member of a physician - directed
health care team in the execution of the medical regimen."

(See minutes for Board meeting September 4, 1980.)

Nov. 1980 Hearing held on ARNP Rules and Regulations. The Board, in afterncon session,
voted that the Regs, be permanent. (With minor changes in 60-10-102, 60-10-103,
60-10-104, 60-10-106) See Board minutes for Nov. 24.

Jan., 1981 ARNP Rules and Regs. presented before JCARR by Emaline Correll, Pat
Diamond represented the Board of Nursing, Melodie Woerman, KSNA, asked that
60-10-101 (4) (b) be deleted. Several KMS members testiffed, asking that the
entire set of regulations be rejected.

JCARR voted to add the word "training'" before program in 60-10-101 (a) (1)

From the Jan. KMS Legislative Bulletin "The KMS met with representat‘ves
of the KSNA to discuss the proposed regulation for ARNP. No general agreement
came out of the meeting. As a consequence, the KMS will continue to vigorously
oppose the regulations while awaiting consideration by the Senate PH & W Committee."



1981 SCR 1607 to modify the Board of Nursing Regs. regarding ARNP educational
programs, to include '"training."

KSBN testimony stated 1) the intent of SCR 1607 had already been met in
1980, SB 566 and 2) SCR would open up the ehtire ARNP issue for ammendment and
the Board wanted the R & R to become permanent as written. SCR 1607 defeated.
Regs. to become permanent May 1, 1981.

1981 KMS filed for declaratory judgement. The KSBN was requested by KMS to
formally review ARNP R & R's to determine thelr validity as provided by
KSA 77-434.
e 1981 All Board Members subpoenaed.

6/5/81
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Resolved, That the results of this study be pre-
sented to the KMS at its 1982 Annual Meeting and
made available to the Kansas Legislature and the
Department of Health and Environment.

RESOLUTION NO. 81-8

Nursing Education
S

Wihereas, The Kansas Medical Society supports
all forms of nursing education including baccalaure-
ate, diploma, and associate degree programs; and

WheRrEAS, There is a critical shortage of nurses
currently available to provide direct patient care in
hospitals and medical office settings; therefore be it

Resolved, That the Kansas Medical Society favor
increased development of associate degree and di-
ploma school nursing programs to provide more
nurses for direct patient care in hospitals and medical
offices; and be it further

Resolved, That a copy of this resolution be for-
warded to the Governor, members of the Kansas
Legislature, the Kansas State Board of Nursing, and
the Kansas State Nurses Association.

RESOLUTION NO. 81-9

Advanced Registered Nurse Practitioner
Regulations T T

Wuiereas, The permanent Advanced Registered
Nurse Practitioner regulations have taken effect in
spite of the continued opposition of the KMS; and

WuereAas, These ARNP regulations are am-
biguous, vague, and a blur of the distinction between
physician and nurse; and

Wiereas, The KMS believes the ARNP regula-
tions go far beyond what the Legislature originally
intended for the expanded role nurse; therefore be it

Resolved, That the KMS Executive Committee be
directed to take appropriate legal action to prevent
implementation of the permanent ARNP regula-
tions,

RESOLUTION NO. 81-10
Health Planning — KMS Active Involvement

WHEREAS, The Kansas Department of Health and
Environment and the Health Systems Agencies are
developing statistics on health manpower to be uti-
lized in facility and training program planning; and

WierEAs, The Kansas Medical Society does not
have an adequate mechanism for monitoring and

verifying these various statistics; therefore be it

Resolved, That the Executive Committee be
directed to study the development of an aggressive,
workable system for the active monitoring of the
health planning system, including additional fund-
ing and staff, if necessary; and be it further

Resolved, That the resulting proposal be referred
to the Cogncil for appropriate action,

RESOLUTION NO. 81-11
Kansas University Medical Center
Not adopted.

RESOLUTION NO. 81-12
Home Deliveries

Resolved, That the Kansas Medical Socicly en-
dorse the following statement on home deliveries:

Labor and delivery, while a physiologic pro-
cess, clearly present potential hazards to both
mother and fetus before and after birth. These
hazards require standards of safety which are
provided in the hospital selting and cannot be
matched in the home situation.

We recognize, however, the legitimacy of
the concern of many that the events surrounding
birth be an emotionally satisfying experience
for the family. The Kansas Medical Society
supports those actions that improve the experi-
ence of the family while continuing to provide
the mother and her infant with accepted stan-
dards of safety available only in the hospital.

RESOLUTION NO. 81-13
Responsibilities of the Health Care Team

S

in Maternity Care

Resolved, That the Kansas Medical Sociely adopt
the following policy statement on the responsibilities
of midwifery in the health care team of maternity
care:

The Kansas Medical Sociely reaffirms its
policy that the health care team necessary to
provide optimal maternity care must be directed
by a qualified physician. Fully recognized in
this policy is the possible role of the certified
nurse-midwife who, as a member of this team,
may assume responsibility for the management
of an uncomplicated labor and delivery of a
hospitalized pregnant woman. While recogniz-
ing the role of the certified nurse-midwife as a
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member of this team, there appears to be no
pressing need for certified nurse-midwives in
Kansas at this time. »

Midwives should have a minimum of three
years of formal training, including at least onc
year of nursing. For those midwives who have
already completed nursing education, two
years of midwifery education should be the
minimum requirement. The certified nurse-
midwifle should meet these standards; lower
standards are unacceptable.

The KMS supports actions and programs that
encourage family-centered malternity care
while continuing to provide the mother and her
infant with the accepted standards of salety
available only in hospital setting.

RESOLUTION NO. 81-14
Periodic Cancer Screening for Women

WirEAas, The American Cancer Society has rec-
ommended that cytologic screening for cervical neo-
plasia would have a multi-year interval; and

Wiertas, the Kansas Medical Society does not
agree with the American Cancer Socicty’s recom-
mendation: therefore be it

Resolved, That the Kansas Medical Socicty rec-
ommend annual cytologic screening for cervical
neoplasia for most women; and be it further

Resolved, That extending the screening interval in
the low-risk group should be an informed choice
arrived at by the patient and her physician.

RESOLUTION NO. 81-15

Recommendations of the Graduate Medical
Education National Advisory Council

Wiirias, The Graduate Medical Education
National Advisory Council offers as one of its major
recommendations a decrease of 17 per cent from
current levels in the U.S. medical school enroll-
ment, predicting a surplus of physicians by 1990;
and

Wiitreas, The number of Kansas communitics
seeking physicians, particularly in rural arcas, has
not been reduced substantially as indicated by ree-
ords at the University of Kansas School of Medicine
and the results of a study by the Kansas Departiment
of Health and Environment; and

Whereas, There was no representation from rural
America on the Graduate Medical Education Nation-
al Advisory Council, thus disenfranchising one-third

of the nation’s population in the need of medical
care; and

Whertas, The Kansas Legislature is considering
a comprehensive interim study of the University of
Kansas School of Medicine, its facilities, size, and
operation; therefore be it .

Resolved, That the Kansas Medical Society en-
courage the University of Kansas School of Medi-
cine to delay any action on the recommendations of
GMENAC until such time as a committec of the
Medical Socicty has made an indepth study of the
recommendations as they apply to Kansas; and be it
further

Resolved, That all legistators at both the state and
national level be notified of this action.

RESOLUTION NO. 81-16
PSRO
Not adopted.

RESOLUTION NO. 81-17
Malpractice Insurance

Not adopted.

RESOLUTION NO. 81-18

Automobile Safety Restraint Devices
for Children

Wiereas, The teading cause of death in children

- over one year of age is automobile accident; and

Wireias, The incidence of mortality and mor-
bidity of children in such accidents can be reduced as
much as 80 per cent by the use of proper restraint
devices; and :

Wiireas, The use of such restraint devices could
be greatly increased by the implementation of a
statewide **First Ride a Safe Ride'" program to en-
courage the use of safety restraints for ncwborns
when they go home from the hospital; and

Wiereas, The Kansas Medical Society was akey
sponsoring organization of legislation requiring the
use of such devices: therefore be it

Resolved, That the Kansas Medical Society dem-
onstrate its strong support for implementation ol a
program to promote the use of safety restraint de-
vices by children riding in automobiles by:

I. Co-sponsoring cducational programs in
Kansas communities for professionals and
others about the importance of the usc of child |
salety restraints in automobiles.

T
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HonoTuble Chairmen and Members ol the Committee:

L appreciate the opportunity to speak in behalf of my chosen
profession, nurse-midwifery,

Senate Bill 1% is important to give legal support to sll
practicing advanced nurse practitioners. As a Certified
Nurse-Midwife this bill is especially important to me and
my profession as the regulations under this statue are the
only place in Kansas law thatl addresses nurse-midwifery.

The title, Fmidwife", often conjures up images of 1little old
ladies trudging down dirt roads, black bhag in hand. Butb
today's Cerfified Nurse-Midwife is an "individual educsted in
the two disciplines of nursing und midwifery, who possesses
evidence of certification according to the requirements of the
American College of Nurse-Midwives." Often this education is
on a Maoster's levél. The nurse-midwife is prepared to care
for healthy women throughout the pregnancy, labor and delivery,
and postpartal period as well as immediate care of the newborn
and well women gynecolegy. The nurse-midwife is educated to
assess the normal, anticipate problems, and deal with emerpgen-
cies until help arrives, or the appropriate transfer is made.

Certified nurse-midwives are employed in health departments,
public and private hospitals, are employed by or in partner-

ship with Obstetricians or IFamily Practice physicians around

the comtry. In some cases a group of nurse-midwives employ

sn obstetrician. But no matter what the administrative structure
every practicing nurse-midwife must, according to ouwx profession~
al standards, have a clear relationship, in writing, with an

M.Do who provides advice, consultation, is available for com-
plications and emergencies, and will accept referrals,

The American College of Obstetricians and Gynecologist has
issued a statement regarding “the deficits in availability and
guality maternity care" which could "best be corrected by the
cooperative effort of teams of physicians, nurse-midwives,
obstetric registered nurses and other health personnel", Yet,
Kensas is the only state that does not allow for the practice
of the certified nurse-midwife and other advanced registered
nurse practicitioners.

After I obtained my M.5, at Columbisa University in New York City,
I worked as a CNM for 6% uears at the Medical University of
south Carolina, 1 was on the staff of the nurse~nidwifery
service as well as on the faculty of the education program.,

some of my collegues were on the faculty of the School of
Mledicine and as time allowed we supervised medical students

in normal obstetrics, ‘



T moved to Kansas almost two years ago and enjoyed one year of
practicing my profession in an idealistic setting. :Then the
successful suit of the Kansas Medical Society against the State
Board of Nursing removed my legal basis for practice and sub-
sequently has caused me to lose considerable income and éven- .
tually contributed to the loss of my position. All this

trauma was caused, not on the basis of incompent or unsafe
practices, but due to a legal technicality. Senate Bill 13

has been drafted to correct the legal deficit.

The amendment that was added does nothing to clarify the bill,
because as I pointed out any conscientious CNM works within
protocols, moutuallyragreed upon by the CNM and the physician
on the health care team.

I request your support of Senate Bill 13 without the amendment.

IR At S

Thank you!

Singere Iy

T :
- &sﬁ C N~

Joaanenny,hCNM ;
2105 NW Lyman Rd~s
Topeka, Ks. 66608

913=-357-4%56
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March 21,1983

TGy Representatives of the House

Public Heslth and Welfare Committee

Dear Representatives,

I am here as a newly Certified Nurse-Midwife who ls at thisg
time unable to be recognized as such by the Yansas State Board of
Mursing.,

In all other 49 States, qualified Nurse-Midwives can practice
legally. In Kansas, Nurse-Midwifery as a recognized practicing vro-
fession existed under earlier Advanced Raogistersd Nurse Practitioner
ctatutes, In June of 1982, the Kansas lMedical Soclieties successful
sult against the State Board of Nursing lead to the specific orachice
of Nurse-Midwifery to become void and toc halt any further licensing
of ARNP's., At that time there were only two practicing Nurse-iidwives
in Kansas, both in Topeka, Although there are not large numbers of
CMM's in our state, without the revisions brousht forth in SB #173,
the growth of the profession would be severely restrict ed, and the
people will be limited in their freedom of choice for alternative
individualized maternity health care,

A CNM, is a Registered Nurse who after gaining experience in
obstetrical nursing, completes an educational program leading to &
certificate or Mastrr of Science Degree in nursing. An individual
must pase a national certification exam, governed by the American
College of Nurse-Midwives. He/She is then prepared to provide inde-
pendent management of care Lo essenti ially normal newborns and women,
antepartally, intrapartally, postpartally, and/brgynecologicallyg
occurring within a health care system which provides for medical cone-
sultation, collsborative management, or referral. A CNY would provide
these services only with appropriate established protocols with a
physician,

In a Joint Statement by the American College of Obstetrics
and Gynecology and the American College of Nurse-Midwives, in Aug . 1975,
the following prih01bie” were agreed upont

(1) That in medica 11y directed teams, ouvalified Nurse-ji- ﬁwvvrﬂ
may assume responsivility for the complete care and nangge -
ment of uncomplicated maternity patients and,

(2) The logistics of consultations and referral way VaLry

(P2 L LY S22 0 o
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geographic ana climatic conditions therefore there
should bhe a written agre eement among wmembers oi the
team clearly specifying consultation and referral
policies and standing orders, The representatives
of each practice dLSLJD ine should participate in

the development of and be gignatory to the agreement.
o e}

Tt is my impreSSion the definition of protocols will be
established by practicing physician and Advanced prachitioner,

T believe the bill as originally drafted clearly defines the

proper constitutional, legal, and appropriate language to give
ARMP'g a legal basis for practice, The attached amendment adds

terminology that is subject to uncertain and detatable
This includesg:

interpretation,

advanced registered

(1) Who will define, ",,.which restricts
¢ performance of medical functiong™:

nursge practitioners in the

(2) What does ",,.physician-directed health care team,” mean?
In many StdL@ O g employ physiciang for consgsultation
and referral s r ‘ices,

With the attached amendmeﬁt, the future of ARNP’SAmay once
again be plagued by vague and unclear wording which may lead to
vel another round of legal suits for interpretation. After
legisglative efforts have been demonstrated in the past weeks to
provide accurrate constitutional language Tor the legal practice
of ARNP's in all arcas of advanced vpractice, I contend SB#13

amended version to be the most workable solution for physicians,
nurge practitioners,and mogt iwmportantly, the consumers who at

L 2

chis time have Limited cholceg in their own health care,

Respectfully Submitted,
Ginger Haynes, RN, B3, CHNWM
303 3, 10th

2 ¥ ; g -
50, Marys, Kansas
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Good Afternocn, Mr. Chairperson Littlejohn, and members of the House
public Health and Welfare Committee. My name is Audrey Kennedy. I hold a
diploma in Nursing, a Bachelor of Science Degree in Nursing, a Master of
Science Degree in Nursing and earned a Certificate as a Nurse Practitioner
from the University of Massachusetts, at Amherst. I am testifying today as a
member of the Roard of Directors of the Health Systems Agency of Northeast
Kansas (HSANEK). The HSANEK is non-profit organization with a 50 member
volunteer Board of Directors that serves the health plan development needs of
a twenty-five county area in Northeast Kansas. The volunteer Board of
Directors has 25 representatives appointed by each County Commission and the
remaining Board members come from a wide range of rural and urban community
groups and organizations.

The health planning function of the HSANEK is to guide the development of
the health care delivery system in such a manner that appropriate manpower,
quality health care and affordable health care services are available to the
residents of Northeast Kansas.

In view of the primary concerns of the HSANEK, which are the availability
of appropriate manpower, the quality of health care delivery, and heath care
cost containment, I appreciate this opportunity to present the following
testimony on S.B. 13, concerning the Advanced Registered Nurse Practitioner
(ARNP) .,

This testimony will be three fold:

First, I will address the availability of appropriate manpower. The 1982
State Plan for the Health of Kansans and the 1982-83 HSANEK Health Systems
Plan identify the need for more primary care providers. Twenty-two of the
twenty-five counties in the health service area in Northeast Kansas are
designated as primary care shortage areas by the Kansas Department of Health

and Environment. In addition, six counties and parts of two other counties in



Northeast Kansas are designated hy the Federal Government as Health Manpower
Shortage Areas, which are in need of primary health care services. A major
resource to fill this need in Kansas is the ARNP. These ARNPs have expanded
their skills for assessing and treating patients through advanced formal
education and clinical practice. The ARNPs can serve as "primary health
providers", are often the first health provider to see the patient, provides
preventive health care, and/or contributes to the maintenance of the patient's
health.

The Federal Government, as well as other State Governments encourage the
use of ARNPs as primary health providers. One health goal of the United
States is to increase the number of Nurse Practitioners (NP) available across
the Nation. The passage of S.B. #13 will allow Kansas ARNPs the same right to
practice in the expanded role that exists for ARNPs in 49 other states.

Second, T will address the quality of health care delivery. The quality
of care that a patient receives is directly related to the professional
education and experience of the provider. The ARNPs have educational
background and experience, which provides them with the broad base of
knowledge from which to draw in providing nursing care to patients. The ARNP
is competent to make nursing assessments and therefore is capable of directing
the patients to the appropriate level of health care when indicated. K.S.A.
65-113 Sec. 6 (g) of the proposed bill clearly defines the qualifications for
the ARNP and therefore, I support the gualifications stated therein.

Third, I will address the issue of health care costs. Governor Carlin
and Kansas Insurance Commissioner Bell have stated that health care costs in
Kansas must be contained. Consequently, innovative, cost effective and proven
methods of primary care delivery must be implemented in order to reduce

health care costs for Kansans. The use of the ARNP is a proven method of



primary care delivery and based on other states and national experiences is
cost effective. In the arena of health care, the greater the degree of
specialization the higher the cost. Cost effectiveness is attained when the
appropriate health care professional is providing the appropriate level of
care. When a patient needs nursing care, a nurse is the appropriate provider.
when a patient needs specialty care, a specialist is the appropriate provider.
The average salary cost per year for an ARNP is approximately $22,000. The
average cost per year for specialty primary care providers is approximately
$60,000. where appropriate, the use of the ARNP is a cost ef fective method of
primary health care delivery.

In summary, Kansans especially those in rural areas as well as inner-
city areas, where primary care resources are scarce will benefit by the
increase availability of ARNPs. ARNPs will guarantee these persons access to
quality health care at an affordable cost.

The passage of this bill will be beneficial to Kansans by providing
available, affordable and quality health care. Therefore, the HSANEK strongly
supports the passage of S.B. #13 without any amendments.

T would like to thank you for the opportunity to provide this testimony.

I will be happy to respond to any questions that you may have.
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Kansas Medical Society

Incorporated 1859

March 22, 1983

TO: House Public Health and Welfare Committee

FROM: Jerry Slaughter
Director of Governmental Affairs

SUBJECT: SB 13; Concerning Nurse Practitioners

The Kansas Medical Society appreciates the opportunity to appear today
as you continue consideration of Senate Bill 13.

At the outset, let me restate the position of the Kansas Medical Society
on the concept of the "expanded role" nurse. This position was adopted in
May, 1980:

The Kansas Medical Society supports the basic concept of the ARNP

and recognizes that an appropriately educated nurse can competently

perform selected, delegated medical tasks traditionally performed

personally by the physician. However, the provision of these services

remains the responsibility of the physician, and the ARNP should

function as a member of a physician~directed health care team.

Our continued involvement in this issue is based on our fundamental belief
that the law and regulations which outline the role of nurse practitioners should
be clear, concise and easily understood by all those affected. The previous law
and the regulations were ambiguous and vague. They raised more questions than
they answered. The amendments in SB 13 which you are currently considering in
effect again delegate considerable authority to the Board of Nursing to define

a scope of practice for the ARNP. Based on the regulations which were adopted

last year, and the limited guidelines in SB 13, we cannot support the bill

unless the Senate amendment relating to the ARNP's scope of practice is maintained.

(adlchrin
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First, let me explain our concept of the role of the ARNP in greater detail.
A nurse with specialized, additional training will be working at an advanced level
of nursing, and to a certain extent that role will include the 'gray areas"
between nursing and medicine. We do not believe such nurses were intended to be
primary, independent practitioners, who fulfill the same role as physicians.
Increased medical school enrollments and this state's program to encourage
physicians to practice in underserved areas were designed to assure an abundance
of physicians for the entire state. Although more autonomous than a traditional
nurse, the ARNP should not be independent, nor outside of appropriate contact
with a physician, especially since such nurses will be working in that gray area

between nursing and medicine. We are not suggesting that there should be personal,

on site supervision of the ARNP. However, appropriate agreements or written protocols

are all that are necessary to assure good continuity and quality of patient care.
In fact, in 1978 the special committee on Public Health and Welfare, in
describing the expanded role nurse referred to this concept:
"Tn those areas in which there is an overlap between nursing care and
medical care, the expanded role nurse frequently functions under protocols
or written agreements with a physician."
Our sole interest is to see that this concept is clearly stated in the statute,
and not delegated to a non-legislative body, the Board of Nursing. The senate

amendment is essentially all that is needed, except we would like to suggest

inserting the following words in (d):

N

An advanced registered nurse practitioner may also perform delegated j
medical functions within the context of a physician-directed health (
care team, and according to written protocols between a person licensed \
to practice medicine and surgery and the advanced registered nurse >
practitioner.

_This language does not restrict the role of a nurse practitioner. Nor does
it prohibit innovative and unique practioner is working in the gray area between
nursing and medicine, that there will be some physician input in the form of

protocols or agreements. Most nurses agree that the use of protocols and



agreements is consistent with the training and education of nurse practitioners.
In the Senate hearings a certified nurse midwife, stated that a compentent nurse
midwife always practices in conjunction with a physician, according to written
protocols. She went on to state that written protocols are essential to her
practice and required by standards of her profession. It is this very concept
that we would like spelled out in the law.

ﬁm”” We ask your consideration and support of the senate amendment. If it /
stays in the bill, we can support its favorable consideration. If not, we must(

oppose SB 13. Thank you for your patience and consideration of our comments.

)



'\6 JOHN E. HARVEY MD, FACOG
Olslobrics ¥ @y/)wookyy

2506 W. 16th EMPORIA, KANSAS 66801
(316) 343-7650

MAR 2 1 1983

I am Dn, John E. Harwey grom Empordia, Kansas. 1 am ordiginally rom
Salina. 1 attended and graduated grom K.U. School of ‘edicine, was Ain
the Anmy gorn 15 years. 1 am also « gellow of the Amesnican College of

. Obstretrnictars and Gynecologists. 1 am presently in private practice
as an obstetrician Ln Empondia.

I am speaking in favon of SB13. 1 have wonked with nwuse practiliionens
an the capactty of proveding supervision at Lyon County Family PLanning
Clinie, providing preceptonships in my office forn nurse practitionerns,
and acting Ln an advisony capacity to the nuise practitionerns at the
Lyon County Health Department.

I also have a cerntified nwise practitioner working with me in my phactice
and because of her advanced practice status, we have been able to offer
patients the advantage of hern nuwising expertise. This 48 especlaldly Lthue
in the aresa of pre-op teaching, conthacepitive counseling and prenatal
education--areas where 1 sometimes do not have the time to covern myself.

In working with nunse preetitionens, 1 have found that they do offer a

high quality of nunsing care to thein clients, as well as; being able io
ofger them the benefits of thein advanced training and knowledae. They

do have protocols, which they folbow responsibly. 1 have nevern encountered
any problem with these nuwises failing to follow such protocols, norn do

they hesitate to nefern patients with medical problems they are not
qualigiea Lo deal with.

Thank you fon this opportunity to phesent my viewpoint and personal
experiences with you regarding this imporntant issue.
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