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MINUTES OF THE ___HOUSE  COMMITTEE ON PUBLIC HEALTH AND WELFARE
The meeting was called to order by Marvin L. Littlej%ﬁ;nmmon at
.__}iég_“éfﬁfhmnm on February 24, 1986 in room _423-8 __ of the Capitol.

All members were present except:

Committee staff present:
Bill Wolff, Research

Norman Furse, Revisor
Sue Hill, Secretary to Committee

Conferees appearing before the committee:

Representative Dale Sprague

Byron M. Fry, President Kansas Art Therapy Association

Dr. Fulsum, Phychiatrist, Veteran's Hospital, Topeka, Ks.

Barbara Sabol, Secretary Department of Health and Environment

Deborah C. Horning, National Association for Music Therapy

Kay Metzger, Registered Music Therapist

Richard Mattson, Professor of Horticulture, Director/Horticultural Therapy
curriculum at Kansas State University.

Alan F. Alderson, Kansas Recreation & Parks Association

Elizabeth Taylor, Kansas Occupational Therapy Association

Michael J. Byington, Topeka Resource Center for Handicapped/Outreach Advocate/Case Mgr.

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

Chairman called meeting to order when quorum was present, asking members to give
attention to bill requests. He had been in contact with Secretary on Aging this date
and Ms. Romero requests that a bill we had requested for that Department in regard to
Adult Family Homes now be withdrawn. They do not wish to pursue the bill at this time.

Chair recognized Rep. Dale Sprague for a Resolution request. Rep. Sprague gave hand-

out to members, (see Attachment No.2,) for details. He asked that a Resolution be
introduced that would speak to requesting and directing SRS to draft rules and reg-
ulations governing the funding of human liver transplants by the State in coordination
with matching Federal funds. 1In the attachment presented were materials from Mrs.

Jan Albrecht, from Rep. Sprague's district that requests such considerations. He answered
questions from committee members, i.e., liver transplants no longer considered ex-
perimental; yes, matching funds would be used; perhaps an Interim Study on this problem
would be advisable. At this point, Rep. Foster moved to have this bill introduced as

a House Concurrent Resolution, seconded by Rep. Hassler. Discussion ensued i.e.,
questioning setting up rules and regulations for payment of said transplants, possibility
of Interim Study perhaps being a more favorable approach at this time. Vote taken,
motion carried.

Representative Jerry Friedeman spoke to members in regard to bill request, see
(Attachment No.3), for details. This request stems from legislation that is presently
bogged down in Senate Judiciary Committee, SB 664. He asked for introduction of the
bill that would provide that a child born as a result of an attempted abortion who
exibits any sign of a live birth be considered in need of care under Kansas code.

Rep. Friedeman moved to introduce this bill, motion seconded by Rep. Williams, motion
carried.

Revisor Norman Furse explained at request of Chair a proposal to create a Board of
Allied Health Professions. This would provide a General Board for Physical Therapists,
Physician's Assistants, Mental Health Technicians. Administrative functions for re-
gistering would be done through this Board. He answered questions i.e., yes, this is
a new agency. Also it would be the Governing Board for any group going through the
credentialing process to receive registaration or licensure. This has been drafted
with language similar to the Board of Behavioral Sciences.

Unless specifically noted, the individual remarks recorded herein have not
been transcribed verbatim. Individual remarks as reported herein have not
been submitted to the individuals appearing before the committee for

editing or corrections. Page 1 Of —_3
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At this point, Rep. Green moved to introduce a bill to set up Board of Allied Health
Professionsals, seconded by Rep. Neufeld, motion carried.

Chair announced that Rep. Branson has had hand surgery, and all hope she will soon be
back with us.

Chair noted hearings continued on HB 2498:--

Byron Fry, Art Therapy Association, (see Attachment No. 4), for details. Mr. Fry had
agreed to return today after time did not permit his testimony last week. He stated
their Association cannot support HB 2498, and if passed, they feel it will set a
precedent the State will later regret. Separately credentialing organizations

that have an overlap of services is not a good idea. Kansas Art Therapy Association
believes the State should work on the concept of coordinating licensure for all related
therapies. Further, he urged for more difinitive language that would create a separate
umbrella regulatory agency which would handle credentialing of ancillary health care
personnel where overlapping of service exists. This would save tax dollars. He referred
to highlighted items in his hand-out, i.e., insurance providers were aware licensing
health professionals was method of determining what constituted a responsible profession,
furthermore, medicaid information indicated state could determine eligibility for payment
of service by requiring the provider to be licensed. He spoke to phases involved in
obtaining third party payments; problems of OT service delivery in mental health and
learning disabilities were not directly addressed. He answered questions, i.e., there
are 50-60 persons registered with American Art Therapy Association; there are about 20
practicing that are not members of this Association. He urged committee to kill HB

2498,

Dr. Fulsum, Phychiatrist, Veteran's Hospital, Topeka, spoke of his support of HB 2498,
feels that OT's are a vital part of team effort in the program of treatment of many. He
sees that damage could be done if someone does not have proper qualifications. This
bill would protect the public in that it would prevent Nursing Homes to put a sign on
the door, OT, when in fact there is not a qualified person to deliver that service. A
new program is being developed in regard to Altzheimer's disease where many disciplines
work together along with many volunteers in therapy for these persons. He answered
numerous questions, i.e., yes, he thought all groups should be licensed, however he
thought they should ask and go through the process as the OT's have.

Secy. Barbara Sabol, gave hand-out to members, see (Attachment No.5). Their Dept. is in
favor of HB 2498 which provides for licensure of OT's and their OT Assistants by the
State Board of Healing Arts, and the bill reflects concerns and recommendations of the
technical committee and SHCC and her Department as well. She answered questions, i.e.,
logic on licensing the OT's and OT Assistants at same level, and she stated that the
Assistants would be working only under the supervision of the OT.

Deborah Horning, National Association of Music Therapists, gave hand-out, (see
Attachment NO.6), for details. She spoke in Opposition of HB 2498, then made re-
commendations for numerous changes which are outlined in her attachment. She stated
concern that the bill does not adequately address licensing OT's as a means to protect
the public, feels language is vague in this regard. Would recommend that OT's submit to
committee, clear evidence that harm has been done to the public by their not being
licensed. Further, she feels the bill in its current form has potential for setting OT
above other therapy disciplines, thereby setting OT at odds with other health care
providers. She answered questions, i.e., there are approximately 70 practicing

musical therapists in Kansas, and yes, eventually they would like to be credentialed.
She was asked to define autonomous health care profession.

Ms. Kay Metzger, Registered Music Therapist, gave hand-out, (Attachment No.7). She stated
she does not wish to object or inhibit licensure of OT's, but to raise the question
concerning language in HB 2498 that might affect the practice of music

therapy in this state. If the bill implies that OT's will be given preference over a
music therapist for employment, or that they must supervise a music therapist in
administering evalutaions, developing sensory integration skills, using therapeutic
activities, or adapting the environments, it would adversely affect clients that are
served by music therapy. Further, the bill needs language clarification, and she asked
what is the advantage of licensure. She spoke to numerous changes in HB 2498, that are
outlined in her hand-out on second page. She answered questions.
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Hearings continue on HB 2498:-—-

Dr. Richard Mattson, Director of Horticultural Therapy, Ks. State University gave

19_86

hand-out to members, see (Attachment No. 8), for details. He gave his credentials, and

stated their branch of therapy is a new adjunctive therapy and utilizes horticulture

activities to improve psychological, social, educational or physical adjustment.

spoke to the education requirements, i.e., 33 years of coursework in behavioral science

and horticulture, as well as 6-months internship at institutional sites. Upon com-
pletion of B.S. or M.S. graduates of the program are qualified to become Registered

Horticultural Therapists (HRT) through a national accrediting organization, the
National Council for Therapy and Rehabilitation through Horticulture (NCTRH). The

registration process is peer review, equivalency-based system, but the NCTRH is moving
toward a competency-based certification examination system. He stated concerns with HB

2498 in that if it is passed, and only OT's are allowed to perform these skills many
adjunctive therapists may be excluded from practicing their professions or will be
required to work under the direction of an OT. He feels this will cause increased

costs. He feels this bill will seriously discriminate against other adjunctive
therapists in Kansas and asked the bill to be defeated. He answered questions.

Mr. Alan Alderson, Kansas Recreation and Parks Association gave hand-out, (see

Attachment No. 9), for details. He spoke in opposition to HB 2498, and because of the

time constraint limited his remarks, however did stress several concerns to members.

Stating HB 2498 would need to be amended so drastically and still would not speak

to all concerns within the bill. It is the belief of their Association that it is not
possible to provide for the licensure and regulation of one segment of the therapeutic

health care profession without substantially or completely undercutting the others.

allow the licensing of only occupational therapists is tantamount to de-

credentialing all other related health care professionals. There is some overlapping
of functions, and herein lies the major flaw of HB 2498. He cited specific flaws,
lines 36-37 would qualify the OT to administer everything from psychiatric tests to
medical tests; "homemaking" in line 39 should not be included; lines 40-42 need to be

clarified; all of sub section 4 of Sec. 2, line 43 should be deleted, as well as

subsection 5 of Sec. 2, and subsection 6 and subsection 7. His attachment indicates

the education required from Ks. State and Ks. University. He answered questions.

Elizabeth Taylor, Kansas Occupational Therapy Association gave hand-out, (see Attach-

ment No.10), for details. She expressed concerns, i.e., potential or real harm;

cost containment. She stated the medical team agrees with the level of licensure of
It is
only at this level she said that legal responsibility can be directed. She made rec-
ommendations for changes in HB 2498, i.e., language in lines 28-32 should state, "in

OT's, and she stressed the licensure is the appropriate level of credentialing.

To

medical setting only; pg.2, lines 53-54, OT's assistants work under supervision of OT's
and not in consultation with; biggest change in line 67, page 2, change "or" to "and";

and there were other small technical changes that she would not indicate because of

lack of time.

Michael Byington, Outreach advocate/Case Manager gave hand-out to members, (see Attach-_
ment No.11), for details. He had previously given printed testimony to members and

asked them to consider this as a supplement and agreed with amendments proposed by Ms.

Taylor and the Music Therapists, and he would wish to add Drama Therapy to that as

well. He stated case management is a managerial term and defined as overall coordination

of services necessary to assist individuals, and can also include administration of

recreational services as well. This indicates how impossible it would be to limit the

scope of practice, having only one modality of training. If this bill passes he said,

half of the services in the state will have to be shut down. If OT's are licensed and

others are not, it doesn't seem very fair.

Meeting adjourned 3:05 p.m.
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STATE OF KANSAS

COMMITTEE ASSIGNMENTS

VICE CHAIRMAN: INSURANCE
MEMBER: FEDERAL AND STATE AFFAIRS
GOVERNMENTAL ORGANIZATION

DALE M. SPRAGUE
REPRESENTATIVE. SEVENTY-THIRD DISTRICT
MCPHERSON COUNTY
P.O BOX 119
MCPHERSON. KANSAS 67460

(3161241 7112 OEE A
HOUSE OF
S ROOM 1125 REPRESENTATIVES
TOPEKA. KANSAS 66612
(9131 296-7682
TO: House Public Health and Welfare Committee
RE: Drafting request: Liver Transplant Fundings.

DATE: February 24, 1986

Chairman Littlejohn, I request the Committee introduce a House
Concurrent Resolution (HCR) requesting and directing Social and Re-
habilitation Services to draft rules and regulations governing the
funding of human liver transplants by the State in coordination with
matching Federal funds. The Committee may, at its discretion, wish
to broaden the scope of the requested HCR to include other specific
organs and/or transplants in general.

I am fully aware of the potential impacts of this request, however
I feel imperative that the State study and adopt policies regarding
transplants which are consistent with medical state-of-the-art
techniques.

Attached are materials from a comstituent, Jan Albrecht, whose
ten year old daughter has just received a liver implant to save her
life. I am hopeful that her experience may be the basis for commencing
State policy considerations on future transplants and their funding.

Respectfully,

—a

Dale M. Sprague
State Representative
District Seventy-three

A #F2
o~ % 5/-— e
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INCOME MAINTENANCE AND

STATE OF KANSAS

JOHN CARLIN. Goveanon

STATE DEPARTMENT OF SOCIAL AND REHABILITATION SERVICES

ROBERT C HARDER, Secaeranv STaTE OFFICE BUILDING

MEDICAL SERVICES

TOPEKA KANSAS 66612

Janyary 16, 1986

Mrs. Janis Albrecht
343 North First Street
Lindsborg, Kansas 67456

Dear Mrs. Albrecht:

This letter is being written following an inguiry from
Representative Larry Turnguist in regard to coverage
for a liver transplant.

To receive help at the state level, your daughter would
have to be eligible to receive Medicaid. Eligibility

is determined at the local office and is based on finan-
cial status.| However, according to regulations K.A.R. }

30-5-88, the Kansas Medicaid/MediKan program does not
cover relmbursement for heart, lung, pancreas, or liver
transplant. [ To receive help at the federal level, one
would have to be eligible for Medicare. Accordlnc to
Medicare regulations 42 CFR 405.310(k), a liver trans-
plant is covered only for children under age 18 with
extra hepatic biliary atresia or any other form of end
stage liver disease.

It is unfortunate that our answer could not have been
more favorable, but it is not possible for Medicaid/
MediKan to provide reimbursement for all procedures.

If you have further gquestions, you may contact me by
calling (913) 296-3981 or by writing.

Sincerely,
%fézyb;Jv 22.)@4¢Ap4£¢7;np47.
Ela

ine M. Hacker, M.D.
Medical Services Coordinator

EMH :mg
! at
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Mrs. Janis Albrecht
343 North First Street
Lindsborg, Kansas 67456

Dear Mrs. Albrecht:

The President has asked us to thank vou for your letter which he is
sharing with us because we administer the Medicare and Medicaid
programs. As much as he would like to personally answer all the
letters he receives, his heavy workload makes this impossible. I
regret the delay in my response.

I was sorry to learn of the problems Lily was having with her health,
Mrs. Albrecht, and was glad to hear that she is making a speedy
recovery from her transplant surgeiv. VWhile I can understand vour
desire to obtzin funding to help with her medical expenses, you
should be aware that we have explored the possibilities for covering
the liver transplantation under existing government-financed
programs, principally the Medicare and Medicaid programs. Under the
Medicare program, experimental procedures are excluded from coverage;
liver transplantation has been considered an experimental procedure,
and therefore not covered based on evaluations conducted by the
Public Health Service,
1c Heallth s
The Medicaid program, as you may know, is a joint Federal-State _
program administered by the individual States and financed by State
and Federal funds. Under the Medicaid law, the decision as to which
services are covered under Medicaid is generally left to the
individual States. Where a State Medicaid program decides to cover
liver transplants, the Federal government will pay its share of the
costs associated with the transplant in the form of the Federal
"matching" funds. However, under the Medicaid law, where a State |
decides not to cover a service, Federal matching funds are not _ 7

- PEESESSIEEE - — e e o

o

I recognize that it is small comfort to the beneficiaries and
families affected by State policies that deny coverage of
experimental medical procedures, that the considerations underlying
those decisions are complex and difficult ones. Yet, it remains a
State decision under the structure of the Medicaid program whether or
not to cover liver transplants. For information about coverage for

-ation



the State of Kansas, you may wish to contact Dr. Robert C. Harder,
Department of Social and Rehabilitation Services, Sixth Floor, State
Office Building, 915 Harrison Street, Topeka 66612, telephone (913)
296-3271.

Please be assured that I share your concern for Liiy's well-being and
regret that my reply could not be more favorable.

Sincerely yours,
(Pl Q. s

Robert A. Streimer

Acting Director

Burean of Eligibility,
Reimbursement and Coverage
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0017 AN ACT concerning children; providing that a chijld born as a
0018  result ofan attempted abortion is 4 child in need of care under
W19 the Kansas code for care of children,

0020 Be it enacted by the Legislature of the Stuse of Kansas:

0021 Section 1. As used in this act, “secretary” means the secre-
0022 tary of social and rehabilitation services,

0023 Sec. 2. A child born as a result of an attempted abortion who
0024 exhibits any sign of a live birth as defined in K.S.A, 65-2401 and
0025 amendments thereto shall be considered a child in need of care
0026 under the Kansas code for care of children, .

0027 Sec. 3. The Secretary shall adopt rules and regulations to
0028 carry out the provisions of this act.

0029 Sec. 4. This act shall take effect and be in force from and

0030 after its publication in the Kansas register,
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TO: Public Health and Welfare Committee - 1986
FROM: Byron M. Fry, M.S., A.T.R.--President Kansas Art Therapy Association
DATE: 24 February 1986

SUBJECT: House Bill Number 2498

At this point in time, our organization cannot support the efforts of our
occupational therapy colleagues in regard to House Bill 2498. We believe that
this bill if passed will set a precedent that the State will later regret. The
precedent that I am addressing is that of separately credentialing organizations
that have an overlap of services.

However, if licensure in your judgement is deemed to be the appropriate level of
credentialing for the states Occupational Therapists then we believe there are
many other providers which should be licensed as well, due to the overlap of
services that exist among providers. After all, the primary agenda for
licensure should be protection for the people. This includes the emotional
health, safety and welfare as well as the physical health, safety and welfare
for the people.

When I sat in on the review in which the occupational therapists presented their
material before the special committee on public health and welfare on Tuesday,
October 15 of last year and again heard testimony on 2498 last Wednesday,
February 19, 1986, there were several inquiries from the special committee in
October as well as this body as to whether or not overlap of services exist
between physical therapists and occupational therapists. Strangly enough from
my point of view, there were no inquiries about overlap among other existing
services. This led me to conclude that the question of licensure in this case
is an issue that impacts on more people than I believe the committee is aware
of.

These other people and professional health care providers include art therapy,
which I represent, horticultural therapy, dance movement therapy, physical
therapy, music therapy, psychodrama, recreation therapy, special education and
others. In this regard, I listened with interest last week when the
representative asked about the term occupational therapy, so I looked it up
myself. Occupational therapy is therapy by means of activity, ("purposeful
activities," as the occupational therapists have stated that have come before
this body,) especially creative activity prescribed for its effect in promoting
recovery or rehabilitation. I stand before you today to tangibly represent the
"purposeful activities" of art. Art Therapists use the modality of Art as a
tool to help people with learning disabilities, cognitive deficits, emotional
problems, social dysfunction and physical limitation. Overlap does exist
between the respective professions of art therapy and occupational therapy, and
I suggest it exists among the other providers that I have mentioned as well.

Therefore, the Kansas Art Therapy Association believes that the state of Kansas
should not credential these related health occupations separately but work more
actively on the concept of coordinating licensure for all related therapies.
This has been done in the states of Virginia and Florida. Perhaps the issue of
overlap which has been brought to my awareness through HB 2498 should be
referred to the staff of public health and welfare for further study and

M. PHW



Page Two — Memo to Public Health and Welfare Committee

proposals. We would urge such a body to consider more difinitive language that
would create a separate umbrella regulatory agency which would handle the
credentialing of ancillary health care personnel where a good amount of overlap
of service exists. The Kansas Art Therapy Association feels that such language
would save tax money in that separate boards would not have to be created for
each ancillary health care provider. In addition and perhaps more importantly
we believe this language would actually promote numerous ancillary health care
providers to work together rather than at cross purposes.

Lastly, the Kansas Art Therapy Association would like to express its awareness
and appreciation to the committee for its work on House Bill 2663. We believe
that the 2663 language addresses concerns that we had earlier raised in regard
to the bill before us today (HB 2498). However, we feel more can be done around
the issue of overlap of services.

T want to thank the committee for consideration of the points that I have raised
today. The Kansas Art Therapy Association appreciates the opportunity to have
input into this process.



an occurrenceor condition that brings something about; esp

: the immediate Inciting circumstance as distingui hed from the
fundamental cause <his insulting remark was :i?:u~ of a bitter
uarrel> 4 a: HAPPENING. INCIDENT b: a time at which some-
ing happens 5 a: a need arising from a particular circumstance
b archaic : a personal want or need — usu, used in pl. 8 p/
: AFTAIRS, BUSINESS 7 : a special event or ceremony : CELEBRA-
TION syn see CAUSE — on occasion : from time to time
2occasion v oc-ca-sioned; oc-ca-sion.ing \-'kdzh-(z-)nin\ : to
bring about : cayse
oc-ca-sion-al \-’kizh-nl, -0\ adj 1 : of or relating to a
particular-occasion <a budget able to mest ~ demands as well as
regular ones> 2: actin as the occasion or contributing cause of
something 3: composec? for a particular occasion <~ verse> 4
: met with, appearing, or occurring at irregular or infrequent
intervals. <~ visitors> <takes an ~ vacation> 5§ : acting in a
specified capacity from time to time 6 : designed or constructed
to be used as the occasion demands <~ furniture>
oc-ca-sion-al-ly \-&\ ady : now and then : SOMETIMES
Oc.ci-dent \"dk-sad-ant, -s>~dent\ n (ME, fr. MF, fr. L occident-,
idens. fr. prp. of occidere to fall, set (of the sun)] : WEST 2a
oc.ci-den-tal \s2k-so-'dent-2|\ adj, often cap 1: of, relating to, or
situated in the Occident - WESTERN 2: of or relating to Occiden-
tals — oc-ci-den-tal-ly \-3l-3\ ady
Occidental # ; a member of one of the occidental peoples; esp
: 2 person of European ancestry
0c-c:~den-tal-is_m \udk-s>-'dent-dlmiz-om\ 2 ¢ the characteristic
features of occidental Peoples or culture
oc-ci-den-tal-izg \=2lwiz\ v -ized; -iz-ing oftén-cap : to make
occidental (as in culture)
oc-cip-i-tal \Ek-‘sip-at-fl\ adj : of or relating to the occiput or the
occipital bone — occipital n — oc-Cip-i-tal-ly \-3l-z\ ady
occipital bone n : 2 compound bone that forms the posterior part
Olf t ct.l skull and bears a condyle by which the skul] articulates with
the atlas
occipital condyle # : an articular surface on the occipital bone by
which the skull articulates with the atlas
occipital lobe n : the posterior lobe of the cerebral hemisphere that
the visual areas and has the form of a 3-sided pyramid
oc-ci-put \"k-s3-()pat\ 7, 2l occiputs or oc-Cip-i-ta \ak-'sip-at-3\
L occipit-, occiput, fr. op against + capir-, capur head — more at
OB-. HEAD] : the back part of the head or sk
oc-clude \>-kliid, i-\ yb oc-clud-ed; oc-clud-ing (L occludere, fr.
0b- in the way + claudere to shut, close — more at CLOSE] vyt 1

close with the cusps fitting together <his testh do not ~ properly>
2 : to become occluded — oc-clud-ent \-kliid-*nt\ adj — oc-
clu-sive \-Xlii-siy, -Zv\ adj

occluded front 1 : OCCLUSION 2

oc-clu-sal \o-klii-sal, 4-, -2\ adj : of or relating to the grinding
or. biting surface of a tooth or to occlusion of the teeth
oc-clu-sion \o-klii-zhan\ x prob. fr. (assumed) NL occlusion-,
occlusio, fr. L occlusus, pp. o occludere] 1: the act of occluding
: the state of being uded: as a: the complete obstruction of
the breath passage in the articulation of a spesch sound b : the
bringing of the ogposmg surfaces of the teeth of the two jaws into
contact; also : the relation berween the surfaces when in contact
¢: the inclusion or sorption of gas trapred during solidification of
a material 2: the front formed by a cold front overtaking a warm
front and lifting the warm air above the earth’s surface

Toc-cult \o-kalt, i-\ b [L occuitare, fr. occultus, pp.] vt 1: to
hide from sight : CONCEAL 2 : to conceal by tation ~ i
: to become concealed or extinguished — oc-culter 1

20c-cult \o>-'kslt, 3-; ‘Ak~2lt\ adj [L occultus, fr. pp. of occulere to
cover up, fr. 06 in the way + ~ulere (akin to celare to conceal)
7 mOre at 0B HELL] 1 : not revealed : SECRET 2: not easily
apprehended or understood : ABSTRUSE 3 : not able to be seen or
detected : CONCEALED 4 : of or relating to the occult 5 : not
manifest or detectable by clinical methods alone <~ carcimoma>;
ésp : not present in macroscopic amounts — oc-cultly ady

Soccult \/ike?\ n : matters regarded as involving the action or
influence of supematural agencies or some secret knowledge of
them — used with ke

oc-cul-ta-tion \idk-()al-'t3-shon\ n 1 : the state of being hidden
from view or lost to notice : ECLIPSE 2 - the shutting ofT of the
light of one celestial body by the intervention of another; esp

oc-cultism \o-kal-tiz-om, d-; dk-ol-\ 7 : occult theory or practice
: beliefin or study of the action or influence of supernatural powers
— oc-cultist \-tast\ »
oc-cu-pan-cy \"aik-ya-zpan-sé\ 7. pl cies 1: theact of taking and
holding possession a: the act of becoming an occupant : the
state of being an occupant b : the condition of being occupied 3
: the use to which property is put <industrial ~> 4 : an
occupied building or part of a building (as an apartment or office)
oc-cu-pant \-pant\ - 1: ope who acquires title by occupancy 2
: one who occupies a particular place; esp : RESIDENT
oc-cu-pa-tion \,ik-y>-'pa-shan\ {ME occupacioun, fr. MF occupa-
tion. fr. L occupation-, oc pario, fr. occup pF.ofoccupare] 1
2.1 an activity in which one cngages <in the first three grades
learning to read is perhaps the major ~ of the pupil —J. B.
Conant> b: the principal business of one’s Jife = VOCATION 2 a
: the possession, use, or settlement of land : OCCUPANCY b : the
holding of an office or position 3 a: the act or Pprocess of taking

OCCupying a country or the policies carried out by it
oc-cu-pa-tion-al \-shnal, -shon-i\ adj 1 : of, relating to, or

resulting from a_particular occupation <~ hazards> 2 : of or
relating to a military occupation — oc-cu-pa-tion-ally \-&\ ady

794 7
occupational therapy » : therapy by means of activity; - oc-tam-e.
: i tivity prescribed for its effect in Promoting recovery ap ing cight
0 — occupational therapist o+ e
Y~pI\ vt -pied; -py.ing [ME occupien to. tay, ta fm: <
p.modxﬂofMFmpa;fr.Locmpamfr;ob. cal cfdx
toward + -cupare ékin tO capere to seize) — more at OB-. HEAVE' OCt{?L r
* 10 engage the attention or energies of 2 :.to fill up (an exteny of NL «
space or time) 3: to take or hold possession of 4 s tO reside stamens ¢
in as an owner or tenant — OC-Cu-pi-er \~pi(-a)r\ n oc"ar":.
\ vi occurred; oc-cur.ring \-%ar-i\ [L occurrepe, ekl
n the way + currere 1o run — more at OB, CURRENT] 3 CsHis
found. or met with : aPPEAR 2 2 1o take place 3 : o octane ni
come to mind.syn see HAPPEN measure
o¢-cur-rence. \o-kar-an(t)s, -ka-ron(t)s\ 7 - 1 : something thap motor l‘“‘
takes place usu. unexpected.l‘y and without design <a startling ~> by volun
:_the action or process o, happening <the repeated ~ of petty °°°5‘§lm;
in the locker room>- norm: <
37 OCCURRENCE. EVENT. INCIDENT, EPISODE. CIRCUMSTANCE. HAPPEN. F’mpcm,c
red meaning element : something that happens or takes o"c";‘;’:“t 5
Toc-cur-rent. \>-'kar-ant, ~k>-rant\ adj [MF, fr. L occurrent., of a f‘;‘;
rP- of occurrere] 1: occurring at present : CURRENT :Zm“
: something that occurs as distinguished from ment f°r1
continues to exist or “h"l‘f""
ffice of Civil and Defense Mobilization by three
[ME occean, fr. L oceanus, fr. Gk Okeanas, a oc-m-pepc
river thought of as encircling the earth, ocean] 1: the whole body (as :;Y‘
of salt water that covers nearly three fourths of the surface of the linked in
the large bodies of water into which the great oc-tave
20 unlimited space or quantity [ME, fr.
ocean-ar--um \;5-shs-nar-a-om, -‘ner-\, M plHumsor-ia: alarge of octayu
marine aquarium S mores
ocean-front \'s-shon~frant\ # : an area that fronts on the ocean day per:
ing \=gd-ig\ adj : of, relating to, or designed for travel Slzmsnmgn
oce-an-ic \«5-sha-'an-ik\ adj 1: of, relating to, produced bg, or TAVA RIM
frequenting the ocean and esp. the open sea as distinguished from lines of -
littoral or neritic waters 2 : VAST, GREAT e : 2 music
Oce-anid \&-'s&-3-nad\ 7 (Gk okeanid-, .Gkeanis, fr. Okeanas or note at
he ocean nymphs that are daughters of Oceanus an octave
and Tethys according to Greek myth g comprise:
oceanog -abbr oceanography . scale e
ocean-og-ra-phy \:d-sha-'nig-ra-fa\ n [ISV] : a science that deals COrTespor.
ith the oceans and includes the delimitation of their extent and oc-ta-vo
hysics and chemistry of their Wwaters, marine biology, cighth] :
1tation of their resources — ocean-og.ra-pher \-for\ : a book.
ean-o-graph-ic. \-na-'graf-ik\ a/so ocean-o-graph-i-cal oc-tet \dx
adj — ocean-o-graph.i.cal-ly \-i-k(s-)Ie\ ady or voices
ocean-ol-0-gy \,5-sho-‘nal->-je\ 7 + COCEANOGRAPHY: specif : the octet b:
science of marine resources and technology — ocean-o-log.ic oc-til-lion
\-n~"1j-ik\ or ocean.o-log-i-cal \-i-kal\ adj — ocean.o.log-i million)]
cal-ly \-i-k(>-)le\ ady — ocean.ol-o-gist \-'nal->-jost\ 7 Oc-to-ber
73 alarge deep-bodied truncated marine fish (Mola mont_h):
f warm and temperate seas R 2 Bnr :
\0-'s&-3-n2s\ 7 [L, fr. Gk Okeanos] : a river in Greek oc-to-de-c
mythology that encircles the earthand is nified as a Titan who -illion (2:
is the progenitor with Tethys of the godﬁ“” oc-to-dec.
\'S-so~lat-od, 6-'Sel-dt-\ or ocel-late \'5-so-lat, 5-'sel- teenth, i-
2/ 1: having ocelli 2 :resembling an ocellus — ocel.la- more at
\:S-s>-13-shan\ 7 ) oc-to-ge-r
ocellus \&-%sel-3s\ 7, p/ ocel.li \-'sel~i, -()a\ fr. L, dinz. of eighty, it
oculus eye — more at EYE] 1: a minute simple c{::r eyespot of -ginta (2
an invertebrate 2 : as t of color encircled Yy a d of another who is 17
color — ocel-lar \5—'seﬁgr\ adj A oc-to-piot
oce-lot \Fs-o-lit, ‘5-s>\ 7 » fr. Nahuatl ocelor/ Jaguar] : a chromos.
medium-sized American wildcar (Felis pardalis) that ranges from number -
onia and has a tawny yeflow or grayish coat dotted oc.to.kngc
black ’ i fr. o C
ocher or ochre \'-kar\ 7 [ME oker, fr. MF ocre, fr. L ochra, fr. (Octopoc
Gk ochra, fr. fem. of ochros yellow] 1 : an earthy usu. red or that have
ure iron ore used as a pigment 2: the color top-o-da‘
the color of yellow ocher — ocher-ous \'5-k{>-)ros\ oc-to-pus
'S-k(-)ras, -kré-as\ adj . Octopoa-
och-loc.ra-cy \i-klik-ro-sa\ 7 &Gk & MF; MF ochlocratie, fr. Gk geaus (C
ochlos mob + -kratia ~cracy]: government by the arms eq-
— och-lo-crat \k-lo~krat\ 7 — och-lo-cratic exceptin-
och-locrat.i-cal \i-kal\ adj ) octopus
-ock \ok, ik, Jk\ 2 suffix [ME -oc, fr. OE] : small one <hillock> oc-to-roc
ck-ham’s razor \.ik-omz-\ » < OCCAM'S RAZOR ) person C
\ adv(contr. of of the clock 1: according to the oc-to-syl-
¢ is three ~>  2'— ysed for indicating position or oktasyllc
if on a clock dial that is oriented vertically or syllables
lane approaching at six ~> icn
(¥)o\ 7, pt -los [MexSp] : a thorny scarlet= oc-to-syl-
{lrowcred candlewood (Fouguieria splendens) of the southwestern syllables
‘s -troi M.
tical character reader; optical character recognition Ogs brou
icer candidate school TV a:c
ocul- or ¢
Oct abbr October ~ : eye <¢
0c1a- or 0cto- also oct- comb form [Gk okia., 0k15-, okz- (fr. okz5) Toc.u.lar
& L octo-, oct-, fr. octo — more at EIGHT] : eight <oczamerous> a: dome
<ocrane> <octoroon> - what has
oc-ta-gon \"ak-ta~gin\ n L r fr. Gk ok 201 fr. okta- <~ mus
a polygon of eight angles and aght sides — 20cular -
-on-2\ adj — oc-tag-o-nal-ly \-31-¢\ ady oc-u-list
&drai\ adj 1: having cight plane faces 2 MOLOGIS™
to, or formed in octahedrons — oc-ta-he-dral-ly oc-u.lo-m
333
oc-ta-he-dron \-dron\ 1. p/ drons or <dra \-dro\ (Gk okzaedron. cetiomG
fr. okta- + —edron ~hedron] : a solid bounded by eight plane faces tharcom
\ adj : of, relating to, or being a number system with and sup-
gh



Payment of Occupational Therapy
by Legislative Mandate

(Connecticut statutes for coverage, marketing, reimbursement)

Irene L. Herden

This article reviews the process that
the Council on Government Affairs of
the Connecticut Occupational
Therapy Association undertook from
1979 to 1982 to obtain payment
mandated by legislation for occupa-
tional therapy. The process included
learning the Connecticut legislative
system, marketing occupational
therapy as a profession in the health
arena, and coordinating, planning,
and communicating all phases of ac-
tivity to reach a final objective of
mandated payment.

Machiavelli, the alleged mas-
ter of political intrigue,
noted, “There is nothing more dif-
ficult to take in hand, more per-
ilous to conduct, or more uncer-
tain in its success, than to take the
lead in the introduction of a new
order of things.” (1) To establish a
new order of things in Connect-
icut, occupational therapists had to
enter the political and economic
systems on a local level. They also
had to interrupt a “Catch 22” syn-
drome: Consumers do not receive
occupational therapy, therefore
the value and need for occupa-
tional therapy is not recognized,
and demand decreases.

The Government Affairs Coun-
cil of the Connecticut Occupa-
tonal Therapy Association sought
to have occupatonal therapy rec-
ognized as a vital part of the health
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care system, fully entitled to reim-
bursement, and worthy of the
professional recognition afforded
other health care providers. In
1982 the Council succeeded when
the state legislature enacted a law
requiring third party payers to pay
for occupational therapy services
on an equal basis with physical
therapy. The statute did not ad-
dress reimbursement by Medicare,
Medicaid, or other state entitle-
ments, but it required Connecticut
Blue Cross/Blue Shield (BC/BS)
and other Connecticut commercial
health insurance providers to pay
occupational therapists for ther-
apy rendered.

The Problem

Payment for occupational therapy
services was a major issue for three
reasons. First, we were concerned
about the welfare and quality of
life of Connecticut citizens for
whom the availability of treatment
was restricted when an illness re-
sulted in physical and/or emo-
tional debilitation.

The other two reasons were eco-
nomic factors that hindered the
growth and development of the
profession: the lack of an assured
mechanism for payment and insti-
tutions that did not identify occu-
pational therapy as paying for it-
self.

During a health-related crisis,

consumers may not be fully aware
of the appropriate treatment and
health care services available.
They therefore rely on physicians
for direction. Also, physicians gen-
erally seek and prescribe treat-
ment and services that are familiar
to them, are readily available, are
easily accessible to the consumer,
and, if possible, are not a financial
burden to the client. Therefore, if
readily established reimbursement
mechanisms for occupational
therapy services do not exist, phy-
sicians will not prescribe them or
substitute alternative therapies.

In Connecticut, patients who
were discharged from a hospital or
who had a chronic debilitating 1ll-
ness were unable to receive occu-
pational therapy. Although occu-
pational therapy might have been
initiated during hospitalization
and the discharge plan had iden-
tified the continuation of therapy
as a need, most community agen-
cies and providers were unable to
offer occupational therapy, chose
not to offer it, or substituted an
alternative therapy to the dis-
charge plan.

Lack of an available and an as-
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Supervising OT/PT Consultant,
Monitoring and Evaluation Unut,
Connecticut Department of Health
Services, Hartford, CT 06115.



sured mechanism for payment
also restricted occupational ther-
apy programs in some psychiatric
day treatment programs, ex-
tended care facilities, and in all
convalescent and nursing homes.
Consequently consumers were un-
able to obrain complete and appro-
priate treatment for their disabili-
ties in the environment most
suited to their immediate need,
and theyv could not develop ade-
quate potential to attain a suitable
lifestyle. Further, therapists could
work only in insttutions that had
identified programs. This meant
they could not provide compre-
hensive therapy programs to pa-
tients once they were discharged
from inpatient status, and thera-
pists were unable to enter private
practice because payment on a fee-
for-service basis was not available.

Finally, institutions, primarily
hospitals. did not identify occupa-
tional therapy as paying for itself,
which left a department vulner-
able in umes of a budget reduc-
tion. Occupational therapists often
worked in programs where treat-
ments were paid as physical
therapy, which ensured the insu-
tution of obtaining reimburse-
ment, but did not identify occu-
pational therapy as part of the in-
sutution’s services.

It became clear to us in Con-
necticut that occupational thera-
pists needed to increase needy
consumers demand for treatmenit,
and to ensure reimbursement for
services rendered.

Historical Perspective

With the advent of Medicare in
1965 and the ensuing importance
of medical insurance coverage,
fee-for-service has been the dom-
inant form of payment. Insurance
providers were aware that li-
censing a health professional was

Table 1

Breakdown of Coverage for the Population of Connecticut in 1980

Blue Cross/Blue Shield (BC/BS)
Commercial Insurance
Medicaid (Title XIX)

Medicare (Title XVIII)

No Coverage

1,500,000 51% 3)
726,000 22% (3)
225,000 8% @)
365,000 11% 4)
264,000 %

the acceptable, legal method of de-
termining what constituted a. re-
sponsible profession. Therefore,
the need to be identified within
Connecticut as an individual, in-
dependent, licensed provider was
a requirement for receiving pay-
ment, or a fee-for-service. Fur-
thermore, Medicaid information
indicated that a state could deter-
mine eligibility for payment of a
service by requiring the provider
to be licensed (2).

For occupational therapists in
Connecticut, the action plan in-
cluded two goals: to ensure their
identification as professionals by
enacting a licensure for occupa-
tional therapists; and to obtain
payment of services from third
party payers through amending
the Connecticut insurance code
mandating coverage for occupa-
tonal therapy services.

In 1978 the Connecticut Occu-
pational Therapy Association suc-
cessfully completed their first goal.
Public Act 78-253 was signed into
law. This article will describe how
the second goal was achieved.

Status of Medical Coverage

in Connecticut

To ensure credibility in the pur-
suit of third party payment for oc-
cupational therapy services, it was
necessary to identify the status of
health coverage in occupational
therapy. As of 1980, the popula-
ton in Connecticut was approxi-
mately 3.3 million, of whom 3 mil-
lion had health/medical insurance
coverage, however minimal. The
breakdown of coverage is shown in
Table 1 (3,4).

This information indicates that
if payment for occupational
therapy services at all levels of care
could be obtained from BC/BS
and commercial insurers., 73 per-
cent of the Connecticut population

would have access to occupational
therapy services upon need.

Phase 1: Marketing Occupational
Therapy. There were five phases
involved in obtaining third party
pavment, the first of which was to
market occupational therapyv. The
objectives of this strategy were the
following:

(1) to define occupational
therapy and its role vis-a-vis phys-
ical therapy, since this was the
most frequently requested point of
clarification by lay and profes-
sionals;

(2) to increase awareness of oc-
cupational therapy by identifving
its nature and scope of practice
and its uniqueness as a health
profession; and

(3) to provide to third partv
pavers a unified interpretation of
treatment and function relatve to
occupational therapy practice.

Discussion with insurance claims
persons revealed that thev were
unable to discern what effective
treatment activities were, and this
affected their attempts to make
appropriate decisions regarding
the effectiveness of the therapy in-
terventon.

The Government Council chose
a proactive rather than a defensive
stance by developing a brochure
that identified what occupational
therapists do (3). This was to help
other allied health professionals
and lay persons to interpret better
the responsibilities of occupational
therapy. Also, it emphasized how
a disabled person’s qualitv of life
could be enhanced through skills
gained in a treatment program
provided by an occupational ther-
apist. Finally, it presented the na-
ture and the type of disabilities
that therapists treat, and the pur-
pose of each area of treatment was
followed by a case presentation
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sured mechanism for payvment
also reswricted occupational ther-
apy programs in some psvchiatric
dav treatment programs. ex-
tended care facilities, and in all
convalescent and nursing homes.
Consequently consumers were un-
able to obtain complete and appro-
priate treatment for their disabili-
ties in the environment most
suited to their immediate need,
and theyv could not develop ade-
quate potenual to atain a suitable
lifestyle. Further, therapists could
work onlv in insututions that had
idenufied programs. This meant
they could not provide compre-
hensive therapy programs to pa-
tents once they were discharged
from inpatient status, and thera-
pists were unable to enter private
practice because payment on a fee-
for-service basis was not available.

Finallv. insutuuons, primarily
hospitals. did not identfy occupa-
tonal therapy as paving for nself,
which left a department vuiner-
able in umes of a budget reduc-
uon. Occupauonal therapists often
worked in programs where treat-
ments were paid as physical
therapy, which ensured the inst-
tution of obtaining reimburse-
ment, but did not idenufy occu-
pational therapy as part of the in-
strution’s services.

It became cicar to us in Con-
necticut that uccupational thera-
pists needed to increase needy
consumers demand for treatment.
and to ensure reumbursement for
services rendered.

Historical Perspective

With the advent of Medicare in
1965 and the ensuing imporiance
of medical insurance coverage,
fee-for-service has been the dom-
inant form of pavment. Insurance
providers were aware that li-
censing a health professional was

Tabie 1
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the acceptable, legal method of de-
termining what constituted a re-
sponsible profession. Therefore,
the need to be identified within
Connecticut as an individual, in-
dependent, licensed provider was
a requirement for receiving pay-
ment, or a fee-for-service. Fur-
thermore, Medicaid information
indicated that a state could deter-
mine eligibility for payment of a
service by requiring the provider
to be licensed (2).

For occupational therapists in
Connecticut, the action plan in-
cluded two goals: 1o ensure their
identification as professionals by
enacting a licensure for occupa-
tional therapists; and to obtain
payment of services from third
party pavers through amending
the Connecticut insurance code
mandating coverage for occupa-
uonal therapy services.

In 1978 the Connecucut Occu-
pational Therapy Association suc-
cessfully completed their first goal.
Public Act 78-253 was signed into
law. This artcle will describe how
the second goal was achieved.

Status of Medical Coverage

in Connecticut

To ensure credibility in the pur-
suit of third party payment for oc-
cupational therapy services, it was
necessary to identfyv the status of
health coverage in occupational
therapv. As of 1980, the popula-
tuon in Connecticut was approxi-
mately 3.3 million, of whom 3 mil-
lion had health:medical insurance
coverage. however minimal. The
breakdown of coverage is shown in
Table I (3.4).

This information indicates that
if payment for occupational
therapy services at all levels of care
could be obtained from BC.BS
and commercial insurers, 73 per-
cent of the Connecticut population

would have access to occupational
therapy services upon need.

Phase 1: Marketing Occupational
Therapy. There were five phases
involved in obrtaining third paroy
pavment, the first of which was
market occupational therapv. The
objectives of this strategy were the
following:

(1) to define occupational
therapy and its role vis-a-vis phus-
ical therapy, since this was the
most frequently requested point of
clarification by lay and profes-
sionals;

(2) to increase awareness of oc-
cupational therapv by idenutvinz
its nature and scope of practice
and its uniqueness as a health
profession; and

(3) to provide to third pariv
pavers a unified interpretation of
treatment and funcuon relative
occupational therapyv practice.

Discussion with insurance claims
persons revealed that thev were
unable to discern what effective
treatment acuvities were, and this
affected their attempts to make
appropriate decisions regarding
the effectiveness of the therapv in-
tervention.

The Government Council chose
a proactive rather than a detensine
stance by developing a brochure
that identified what occupauonal
therapists do (3). This was to help
other allied health professionals
and lav persons to interpret better
the responsibilities of occupation.l
therapy. Also. it emphasized how
a disabled person’s qualits of lite
could be enhanced through skills
gained in a treatment program
provided by an occupauonal ther-
apist. Finally, it presented the na-
ture and the type of disabilities
that therapists treat, and the pur-
pose of each area of treatment was
followed by a case presentation
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that could be readily understood
by both professionals and non-
professionals.

The following six skill areas
were selected for illustrating set-
tings where occupational thera-
pists practice: (1) developmental;
(2) psychosocial; (3) self-care or ac-
tivities of daily living; (4) physical;
(5) work; and (6) elimination of
barriers to functional skills. Spe-
cific techniques to promote each
skill area were addressed.

Another brochure was devel-
oped to detail the terminology
generally used by therapists (6).
It was an abbreviated version
of AOTA’s Uniform Reporting
System (7). The brochure de-
scribed categories by which third
party payers could identify the
specific areas of expertise that can
be expected from occupational
therapists.

Both brochures were used with
other professionals. They were
also presented to third party
pavyers to assist in explaining oc-
cupational therapy costs and ben-
efits in a readable format.

Phase 2: Inclusion in Available
Health Insurance. In 1976, the Na-
tional Association of Insurance
Commissioners adopted a resolu-
tion recommending the inclusion
of occupational therapy in health
care policies. However, this reso-
lution appeared to have little im-
pact in Hartford, Connecticut, the
acknowledged “Insurance Capital
of the United States.” A spokes-
person for the Insurance Associa-
tion of Connecticut contended
that this inclusion would increase
costs to the-people of Connecticut
for health coverage and encourage
an uncontrolled spiraling of health
costs.

A few commercial insurers were
contacted regarding coverage,
added costs, and procedures for
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occupational therapy given in non-
hospital settings. Prudential Insur-
ance Company, the largest com-
mercial health insurance provider
in the United States, was asked to
identify whether or not the inclu-
sion of occupational therapy in
their group major medical plans
had increased costs or usage.
Their claims consultant indicated
that inclusion of occupational
therapy on an outpatient basis was
based on the rationale that lower
rehabilitation costs would result
(8), and this would prove to be
both beneficial and desirable to
policyholders. A telephone con-
versation revealed that the cost of
claims for occupational therapy
was miniscule, and, therefore, any
concern regarding increased
health care costs was not war-
ranted.

Aetna Life and Casualty in-
cluded coverage of occupational
therapy as part of a group major
medical and comprehensive plan.
Although statistical data were not
available nationwide, a review of
one of their larger group policies
revealed that charges for occupa-
tional therapy were less than 1
percent of total covered expenses
and that changes in utilization had
been relatively stable over a period
of time (9). For health care reim-
bursement, Aetna did not require
prior approval provided these
guidelines were followed:

1. A medical referral must be
made.

2. A medical review must be
done every three months.

3. Progress must be consistently
documented.

A representative from Connect-
icut General Life Insurance stated
that they neither specifically in-
cluded nor would they exclude oc-
cupational therapy. They would

cover costs to restore important
body function (10). It was not clear
whether they required prior ap-
proval. Further contact with agen-
cies that had a majority of clients
having group coverage with Con-
necticut General revealed an in-
consistency in the acceptance or
rejection of claims for occupa-
tional therapy treatment.

Blue Cross/Blue Shield, the pro-
vider of health insurance to the
majority of Connecticut residents,
did not cover occupational therapy
as a separate service, but did as
part of physical therapy or reha-
bilitation. They also established
agreements with selected agencies
in which occupational therapy was
reimbursable. However, it was not
clear whether the therapy was
identified as occupational therapy
upon application for reimburse-
ment.

Information about the costs of
including occupational therapy in
health insurance contracts by com-
mercial, nonprofit, and/or federal
and state third party reimbursers
was meager, and attempts to
clarify costs were problematic. Oc-
cupational therapy was frequently
not identified as a separate service,
but was usually included in a
global service component, such as
rehabilitation or psychiatric treat-
ments. Also, third party payers
who presently reimbursed occu-
pational therapy through group
policies were unable to identify the
costs of such inclusion. Finally,
data collection of costs by third
party payers focused on hospital
length-of-stay and physician fee-
for-service. Therefore, data re-
garding occupational therapy ser-
vices were not available.

Phase 3: Survey of Occupational
Therapy Payments. Since it was not
clear how occupational therapists
were being reimbursed, we con-



ducted a survey of 35 facilities in
Connecticut providing occupa-
tional therapy to identify their ex-
isting rationale and methods of
payment. From the few facilities
that responded, we found that in-
patient programs were reim-

“bursed by Blue Cross, Medicaid,
Medicare, and commercial policies
that specifically included occupa-
tional therapy and/or physical
therapy. After further discussion
with therapists, however, it be-
came apparent that the occupa-
tional therapy services being reim-
bursed were probably identified as
rehabilitation or physical therapy.
This appeared to be consistent
with a Blue Cross policy rescinded
shordy after its publication, which
stated that specific treatments pro-
vided by an occupational therapist
would be paid as physical therapy
(11).

To obtain more specific infor-
mation, a second survey was con-
ducted over a two-year period of
the same 35 facilities. The intent
was to identify the availability of
outpatient occupational therapy to
patients who needed treatment
(12). These findings were shared
with the Insurance and Real Estate
Commission via the Joint Com-
mittee on Legislative Management
(13). The results identified treat-
ments relative to age groups and
disability areas; showed the spe-
cific places of treatment, that is,
outpatient facilities, home care
agencies, or psychiatric day treat-
ment centers; and provided infor-
mation regarding length of treat-
ment and approximate costs. The
survey did not ascertain the
number and type of clients who
were unable to receive occupa-
tional therapy due to lack of suf-
ficient funds.

Phase 4: Proposal for Mandated
Occupational Therapy Coverage.

After holding discussions with a
member of the insurance commis-
sioner’s office, the claims director
of an insurance company that
provided health coverage, and
the co-chair of the Public Health
Committee of the Connecticut leg-
islature, we concluded that com-
mercial and nonprofit health in-
surers would continue to procras-
tinate about the inclusion of oc-
cupational therapy in their basic
policies. We decided to develop a
proposed bill that would require
occupational therapy services to be
reimbursed by health insurance
companies in policies written
within the state of Connecticut.

There were three previous state
statutes that identified precedents
for mandating payment of health
services. One included a profes-
sional group. The second was an
agency program with restrictions
on the number of treatments
given. The third statute identified
comprehensive health programs
with a mandated minimum
amount of benefits and dollar
value.

The demonstration of a med-
ical/health need, that is, physician
prescription and referral for treat-
ment and routine review of plan
of care by a physician, was the es-
sential element of the proposal.
Also included in the bill were all
types of customary practice areas
where occupational therapy was
generally rendered.

The problems of occupational
therapy service delivery in mental
health and learning disabilities
were not directly addressed. Many
legislators were apprehensive
about mandated coverage of
mental health because of various
interpretations and coverage of-
fered by insurance providers
under global psychiatric treat-
ment. Treatment for learning dis-

ability also was not included in the
bill because it was a controversial
area. Medicaid and commercial in-
surers were not willing to cover
treatment for this disability after
the enactment of P.L. 94-142. the
Education of All Handicapped
Children Act, and Connecticut’s
special education state statute, P.L.
10-76A.

The bill also addressed the need
identified by legislative leaders to
place a “cap” on services. We chose
to limit the number of treatments
rather than fix a dollar amount.
The number “50” appeared to
cover adequately most physical
disability needs identified in our
two-year survey, but onlv 74 per-
cent of the mental disability needs.

Our bill had the following three
advantages:

1. Irindicated that occupational
therapy would be mandated in all
areas of practice including inpa-
tient hospital programs and in
skilled and intermediate care facil-
ities.

2. Itindicated that occupational
therapy services would be reim-
bursed directly rather than be in-
cluded under the “umbrella” of re-
habilitation or being identified as
physical therapy. This would af-
ford therapists an opportunity to
reinforce the value of their pro-
grams administratively, not only in
relation to client outcome, but also
as a financial resource to the fa-
cility.

3. It provided for coverage of
occupational therapy as a direct
service in a partial hospitalization
program, which was relevant to
the psychiatric day treatment pro-
grams.

Phase 5: The Legislative Effort. It
took three legislative sessions to
enact our bill. Between the first
and second sessions, we began to
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shordy after its publication, which
stated that specific treatments pro-
vided by an occupational therapist
would be paid as physical therapy
(11).

To obtain more specific infor-
mation. a second survey was con-
ducted over a two-vear period of
the same 35 faciliues. The intent
was to identify the availability of
outpatient occupational therapy to
patients who needed treatment
(12). These findings were shared
with the Insurance and Real Estate
Commuission via the Joint Com-
mittee on Legislative Management
(13). The results identified treat-
ments relative to age groups and
disability areas: showed the spe-
cific places of treatment, that is,
outpatient facilities, home care
agencies, or psvchiatric day treat-
ment centers; and provided infor-
mation regarding length of treat-
ment and approximate costs. The
survey did not ascertain the
number and type of clients who
were unable to receive occupa-
tional therapy due to lack of suf-
ficient funds.

Phase 4: Proposal for Mandated
Occupational Therapy Coverage.

After holding discussions with a
member of the insurance commis-
sioner’s office, the claims director
of an insurance company that
provided health coverage. and
the co-chair of the Public Health
Committee of the Connecticut leg-
islature, we concluded that com-
mercial and nonprofit health in-
surers would continue to procras-
tinate about the inclusion of oc-
cupational therapy in their basic
policies. We decided to develop a
proposed bill that would require
occupational therapy services to be
reimbursed by health insurance
companies in policies written
within the state of Connecticut.

There were three previous state
statutes that identified precedents
for mandating payment of health
services. One included a profes-
sional group. The second was an
agency program with restrictions
on the number of treatments
given. The third statute identified
comprehensive health programs
with a mandated minimum
amount of benefits and dollar
value.

The demonstration of a med-
ical/health need, that is, physician
prescription and referral for treat-
ment and rouune review of plan
of care by a physician, was the es-
sential element of the proposal.
Also included in the bill were all
types of customarv practice areas
where occupational therapy was
generally rendered.

The problems of occupational
therapy service delivery in mental
health and learning disabilities
were not directly addressed. Many
legislators were apprehensive
about mandated coverage of
mental heaith because of various
interpretations and coverage of-
fered by insurance providers
under global psychiatric treat-
ment. Treaument for learning dis-

ability also was not included in the
bill because it was a controversial
area. Medicaid and commercial in-
surers were not willing to cover
treatment for this disabilitv after
the enactment of P.L. 94-142, the
Education of All Handicapped
Children Act, and Connecticut's
special educauon state statute, P.L.
10-76A.

The bill also addressed the need
identified by legislauve ieaders to
place a "cap” on services. We chose
to limit the number of treatments
rather than fix a dollar amount.
The number “30” appeared to
cover adequately most phvsical
disabilitv needs idenufied in our
two-year survey, but onlv 74 per-
cent of the mental disabilitv needs.

Our bill had the following three
advantages:

I. Itindicated that occupatonal
therapy would be mandated in all
areas of practice including inpa-
tient hospital programs and in
skilled and intermediate care facil-
ities.

2. Itindicated that occupartional
therapy services would be reim-
bursed directly rather than be in-
cluded under the “umbrella” of re-
habilitaton or being identified as
physical therapy. This would af-
ford therapists an opportunity to
reinforce the value of their pro-
grams administratively, notonly in
relation to client outcome, but also
as a financial resource to the fa-
cility.

3. It provided for coverage of
occupational therapy as a direct
service in a parual hospitalizauon
program, which was relevant to
the psvchiatric day treatment pro-
grams.

Phase 5: The Legislative Effort. It
took three legislative sessions to
enact our bill. Between the first
and second sessions. we began to
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doubt the feasibility of challenging
insurance providers in a state
known for its insurance compa-
nies. Two action plans were essen-
tial to achieving success. The first
was the orlentation and mobiliza-
tion of occupational therapists and
consumers to assist effectively on a
local level and to become re-edu-
cated to the legislative process.
The second plan was to spend time
with legislators, who from the pre-
vious experience understood our
concerns and would support our
efforts 10 increase the knowledge
and awareness of occupational
therapy and its importance to con-
sumer needs.

The iniual mobilization of and
communication with occupational
therapists, other professionals,
and consumers was accomplished
bv developing an information
packet. The packet included a
copy of the proposed bill, ident-
fication of the general strategy we
planned to use, the details of a
jetter writing campaign, the pro-
posed timing and tentative outline
for public hearings, a method of
contacting legislators by telephone
accompanied by conversational
guidelines, and responses to prob-
able questions.

Another information packet was
prepared for individuals who
would be participating in a public
hearing. Consumer involvement,
both in public hearings and as part
of a comprehensive lobbying ef-
fort, is extremely effective. The
packet included an outline of how
we planned to “stage” the hearing;
a detailed explanation of what,
why, and how such a legislative
mandate would be beneficial to the
practice of occupational therapy;
and collected excerpts, comments,
and other information that sup-
ported the bill and detailed the
prospective gain from successful
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passage of the legislation. When-
ever possible, we arranged for a
member of the Government Af-
fairs Council to be a contact and
support person for the individual
who volunteered to speak at the
public hearing.

In addition to our occupational
therapy colleagues, we introduced
the proposed bill to other allied
health professionals, briefly stated
our cause, and asked for their sup-
port. Health professionals who
might be less supportive to our ef-
fort were personally contacted. If
they were unable to support our
bill, we tried to diminish their ac-
tive lobbving against it by clani-
fying and documenting our posi-
ton.

To work effectively with legis-
lators a wide variety of informa-
ton tools needed to be available.
These included documentation of
the bill's impact on the citizens of
the state, financial implications of
the bill, and information about the
nature and scope of occupation-
al therapy and its uniqueness
as a health profession. Also, the
AOTA calendars were used at the
beginning of the calendar and leg-
islative year. Various factsheets
and resource materials were de-
veloped that identified key ele-
ments, issues, problems, and
quality of life needs.

Rapport with, support of, and
accessibility to the cochairs and
committee members where the bill
was initiated were critical. The
presentation of a position paper to
the committee identifying the
status and present methods of
reimbursement was also effective
(14). The cochairs’ request for de-
finitive information from insur-
ance providers regarding the costs
of additional benefits on avail-
ability versus mandated coverage
provided facts that had a positive

impact. Blue Cross/Blue Shield es-
umated that monthly costs for
available coverage would be $£.03
per individual and $.04 per family,
and costs for mandated coverage
would be $.02 per individual and
$.03 per familyv (13). The commer-
cial insurers could not give any
specific estuimates.

The public hearing in the legis-
lative process is critical because it
aligns the consumer with the
professional in achieving similar
ends, which increases legislators’
understanding of the issues in the
bill. The issues consistently rein-
forced in the hearings were:

1. Inclusion of occupational
therapy reimbursement was
needed.

2. Inclusion carried the poten-
tial of long-range money savings
for both consumer and state re-
sources.

3. Inclusion would not increase
total health care costs.

4. The availability inclusion was
not a feasible alternative to man-
dated inclusion.

Once one has a debilitating in-
jury or illness that interferes with
one’s lifestyle, it is a litde late to
become insured.

Further, the public hearing per-
mits issues to be personalized by
the speakers, such as patients or
patient-related consumers, or
health and allied health profes-
sionals. Subjective statements re-
lating to excess personal costs, in-
effective continuity of care, in-
ability to maximize one’s potential
for daily living skills, and inability
to improve one’s quality of life ef-
fectively and efficiently were all re-
lated concretely and realistically.

After the public hearing the bill
went into legislative committee,
and we hoped to receive a favor-
able report. We concentrated on



the committee chairs because only
with their support is it possible to
get a bill out of committee. We also
polled favorable and negative re-
sponses from the commiuee mem-
bers to help in the timing of the
desired commirttee decision. Ques-
tions arose on whether to compro-
mise on different aspects of the
bill. that 1s, which areas were open
or closed to negotiation. The avail-
able opuons were to remain with
the proposed bill as written, to
compromise on points that would
not deter from the final goal, or to
withdraw the proposed bill if
changes contemplated would not
be in the best interest of con-
sumers or the profession.

Throughout the legislative ses-
sion, the progress of the bill had
to be tracked and monitored. The
tactic we found most effective was
to concentrate first on the com-
mittee chairs, second on the com-
mittee members, and then on the
leadership of the General As-
semblv. Next we concentrated on
the elected members of the House
and Senate, depending on where
the iniual vote was to occur. Si-
multaneously, we asked therapists
who resided or worked in critical
constituencies to contact the in-
fluential members of the House or
Senate by writing letters, talking
directly, or telephoning. The
number of letters and contacts are
important to the legislators.

The use of selected lobbyists
during our final effort was bene-
ficial, not only because of their
ability to empathize with con-
sumer-oriented issues and our
professional dilemma, but also be-
cause of their expertise in relating
to legislators. They initiated dis-
cussion with legislators, shared the
legislative responses with us, and
offered support and guidance to
our lobbying efforts. Their lob-

Table 2

Present Coverage for Occupational Therapy by Insurance Providers of Connecticut

(1982)

A. Blue Cross/Blue Shield:

1. There is no change in basic medical coverage during hospitalization.

2. After hospitalization, 30 treatments are available for outpatient services (shared
by physical therapy/occupational therapy).

3. Nonhospitalized clients seeking treatment, referred by a physician, are eligible
for $500 coverage shared with many other health services; for example, physical
therapy/occupational therapy, lab procedures, appliances, and miscellaneous

procedures.

B. Major Medical (dependent on individual contract):
1. Most policies have a dollar deductible and then the remainder portion is coshared;
for example, 80% insurance company/20% policy holder.
2. The majority of these policies have unlimited coverage.
3. Most group contracts have basic medical and major medical: once the basic
medical treatments are exhausted, the client should seex unlimited coverage

through major medical.

C. Home Care (Sec. 38-144K, all contracts issued in the state have included Home

Health Care coverage):

1. Patients discharged from the hospital with a physician referral for nome care are
eligible for coverage. This means 80 visits are shared by nursing: physical therapy
and occupational therapy; and home health aides and speech therapy. This ap-
plies to people not covered by Medicare.

bying, when combined with ours,
swayed many legislators to our
viewpoint.

The Effect of

Mandated Coverage

As a result of the enactment of
Connecticut Statute, Chapter 681,
Section 38-174q (PA 82-148), oc-
cupational therapists working in
all types of health care facilities
and in private practice in Con-
necticut may be reimbursed for
services rendered on those hos-
pital or medical expense insurance
policies written in Connecticut
only.

By statute an occupational ther-
apist is identified as a provider of
treatment eligible for fee-for-ser-
vice on an equal basis with a phys-
ical therapist. Since some physical
therapists were concerned by this
exchange concept, we clarified the
effect of this mandate before the
bill proceeded to the General As-
sembly. The major medical poli-
cies of six commercial companies
we contacted generally have un-
limited coverage for therapy ser-
vices during a lifetime. Blue Cross/
Blue Shield’s basic policy limits the
number of allowable treatments
that require sharing equally with
physical therapy on an outpatient
status. If extensive treatments are
required, one would move from
basic medical coverage to major

medical coverage shortly after hos-
pitalization. Since this puts limita-
tions on consumers who have basic
health care coverage only, we at-
tempted to have BC/BS increase
the number of therapy treatments
available in the basic health policy,
to no avail.

The impact of this statute and its
applicauon for payment by com-
mercial and nonprofit providers is
summarized in Table 2.

Conclusion .

The effect of this legislative effort
from 1979 to 1982 reinforced the
capacity of Connecticut occu-
pational therapists to institute
change for the betterment of the
citizens of the state. Awareness of
the need to market and sell occu-
pational therapy became ap-
parent and highlighted the busi-
ness component of health. in
which therapists need to be in-
volved.

This legislative process also re-
vealed the need for both state and
the national associations to de-
velop a mechanism to support
common issues that benefit the
profession financially and profes-
sionally. It is difficult for any state
association to afford the total ex-
pense for issues and concerns of
this magnitude by its membership
dues only. Since this type of issue
affects all practicing professionals,
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Section 38-174q (PA 82-148), oc-
cupational therapists working in
all types of health care facilities
and in private practice in Con-
necticut may be reimbursed for
services rendered on those hos-
pital or medical expense insurance
policies written in Connecticut
only.

By statute an occupational ther-
apist is identified as a provider of
treatment eligible for fee-for-ser-
vice on an equal basis with a phys-
ical therapist. Since some physical
therapists were concerned by this
exchange concept, we clarified the
effect of this mandate before the
bill proceeded to the General As-
sembly. The major medical poli-
cies of six commercial companies
we contacted generally have un-
limited coverage for therapy ser-
vices during a lifetime. Blue Cross/
Blue Shield's basic policy limits the
number of allowable treatments
that require sharing equally with
physical therapy on an outpatient
status. If extensive treatments are
required, one would move from
basic medical coverage to major

medical coverage shortly after hos-
pitalization. Since this puts limita-
tions on consumers who have basic
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tempted to have BC/BS increase
the number of therapy treatments
available in the basic health policy.
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citizens of the state. Awareness of
the need to market and sell occu-
pational therapy became ap-
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which therapists need to be in-
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This legislative process also re-
vealed the need for both state and
the national associations to de-
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common issues that benefit the
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association to afford the total ex-
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dues only. Since this type of issue
affects all practicing professionals.
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some tvpe of cooperative subsidi-
zation with the national association
is warranted.

Without question, therapists in
Connecticut have achieved a
higher level of expertise in the po-
litical and legislative process. We
have and will continue to demon-
strate competency in our effort to
improve our profession as well as
our ability to mobilize and influ-
ence decisions that affect us both
personally and professionally.
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VIRONMENT e
KANSAS DEPARTMENT OF HEALTH AND EN NMEN
Q«;¢41

TESTIMONY ON HOUSE BILL 2498
PRESENTED TO THE HOUSE PUBLIC HEALTH AND WELFARE COMMITTEE, FEBRUARY, 1986

This is the official position taken by the Kansas Department of Health and
Environment on H.B. 2498.

BACKGROUND INFORMATION: .

In 1982, the Kansas Department of Health and Environment received an
application from the Kansas Occupational Therapy Association for review
through the credentialing process (K.S.A. 65-5001 et. seq.). The application
seeks to license by the state of Kansas the practice of occupational therapy.
Proposed licensing would allow two levels of practice: 1) the occupational
therapist level, consisting of engaging a client in purposeful activity in
conjunction with therapeutic methods, to achieve identified goals; and 2) the
occupational therapist assistant level, consisting of working under the
direction of an occupational therapist.

The application has been reviewed according to K.S.A. 65-5001 et. seq. by a
five member technical committee, the Statewide Health Coordinating Council
(SHCC) and the Secretary of Health and Environment.

The technical committee, SHCC and the Secretary found that:

- The applicant has met Criterion 1 of the need for credentialing by
demonstrating that the unregulated practice of occupational therapy can
harm or endanger the health, safety, or welfare of the public and that’
the potential for such harm is recognizable and not remote or dependent
upon tenuous agrument.

- The applicant has met Criterion 2 of the need for credentialing by
demonstrating that occupational therapists require specialized skill and
training, and they provided the public with the assurance of the initial
and continuing ability necessary for the practice of occupational
therapy.

- The applicant has met Criterion 3 of the need for credentialing by
demonstrating that no other means other than credentialing exists to
protect the public from harm by the practice of occupational therapy.

- Because all three criteria for the need for credentialing have been met
according to the statutes, it is concluded that the need for
credentialing of occupational therapists does exist in Kansas.

- Therefore, it is recommended that occupational therapist and occupational
therapy assistants be licensed by the state of Kansas.

DEPARTMENT'S POSITION:

KDHE supports the provisions of H.B. 2498 which provides for the licensure of _
occupational therapists and assistants by the State Board of Healing Arts. '~
The bill reflects the concerns and recommendations of the technical committee,
SHCC, and the department.

Presented by: Barbara J. Sabol, Secretar%
Kansas Department of Healt

and Environment
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TO: Public Health and Welfare Committee - 1986

FROM: Deborah C. Horning - Government Relations Committee
Representative for the National Association for Music Therapy

DATE: February 24, 1986

SUBJECT: House Bill Number 2498 Regarding The Occupational Therapy
Act

I have reviewed HB 2498, and I wish to testify against the passage of
this bill. The language of this bill is too general and could be
interpreted as giving occupational therapists more power and responsi-
bilities if this bill is passed. This would have an adverse effect

on other activity therapies, including music therapy, art, horticulture,
recreation, dance and drama therapies. I feel the following changes

in the language should be instituted, thereby making the bill specific
to occupational therapy:

1. Re-word lines 0036 and 0037 to read: Administering and inter-
preting tests specific to Occupational Therapy that are necessary
for effective treatment planning related to occupational therapy.
The current language implies OT's being able to interpret any
tests.

2. Add to line 42: "or adaptive equipment for self-care and daily
living skills." The current language stops at adaptive equipment
and does not 'specify for what use.

3. Delete line 0043 until further definition. Occupational Therapy
is not the only discipline that utilizes sensory integration.

4. Delete lines 0044 and 0045 unless they are further defined and
clarified. "Therapeutic activity" is too general, and could
be interpreted to incorporate music activities.

5. Line 0046 needs further clarification. Other activity therapy
disciplines implement prevocational programs.

6. Delete line 0047. The current language reads "play/leisure
skills.™ This is not specific to occupational therapy.

7. Delete line 0048: "adapting environment for the disabled."
Adapting environments is not specific to occupational therapy.

8. Section f, lines 0103-0108: add music therapists to this section. .
The current language lists nurses, physical therapists, clinical ¥
psychologists and social workers as professions of the healing
arts. Music therapists need to be listed as well, therby limiting

the amount of supervision occupational therapists might have E'?
over music therapists. Additionally, music therapy needs to be Al |
listed, because music therapy is an autonomous health care pro- \ U N

fession.

7
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I also have a concern that this bill does not adequately address
licensing OT's as a means to protect the public. Section 12 specifies
"unprofessional conduct", however the language in lines 0208 and 0209
reads, "unprofessional conduct which has endangered or is likely to
endanger the health....of the public." The language is vague re: the
protectionof the public. The National Association for Music Therapy
is not opposed to legislation that clearly exists for the protection
of the public. However, protecting the pulbic is not clearly stated in
this bill. I would recommend that occupational therapists seeking
passage of HB 2498 submit before the Committee clear evidence that
harm has been done to the public by not being licensed. Additionally,
I have reviewed the interim studies on credentialing done by this
Committee in 1980, and I quote:

Additionally, conferees noted that the proposed credintialing of
occupational therapists would preclude other providers from practicing
occupations for which they have trained, that credentialing is
sought to obtain occupational recognition rather than protection
of the public, that licensing results in setting one ancillary
health care occupation above other groups who are not licensed by
the state, and that licensing should be granted only when extreme
harm to the public can result from an unregulated practice of an
occupation.

To summarize, I am'against the passage of HB 2498. The bill in its
current language is such that it is not specific enough in defining
the services carried out by occupational therapists. The bill in its
current form has the potential for setting OT above otheractivity
therapy disciplines, thereby setting OT at odds with other health care
providers. This would be detrimental both to the providers and most
importantly to our clients in which we serve.

I appreciate the Committee for listening to my concerns on behalf of
NAMT. I am very concerned about the future of this bill and would
like to be informed of the outcome of this bill.

Respectfully submitted,

Deborah C. Horning, RMT-BC
Government Relations Representative

for NAMT for the State of Kansas
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Testimony concerning House Bill #2498 J’;y/%
to Committee on Public Heslth and Welfsre
by (Lois) Kay Metzger Febr. 2L, 1986
Registered Music Therapist
Board Certified
This testimony in no way intends to object to or inhibit the
licensure of occupationsl therspists in the State of Kansss.
The intention is to raise questions concerning lsngusge in the Occupa-
tional bill that might sffect the practice of music therspy in the
State of Ksnssas.

If the bill implies that sn occupationsl therapist- will by

—

definition be given preference over a music therapist- for employment

or that a music therapist must be supervised by en occupational

therapist in administering evsluations, developing sensory integrastion

—

skills, using therspeutic sctivities or adepting the environments, it
\-

could adversly affect clients who are served by music therapy. If

clients in institutions or in the community sre denied music therspy
services becsuse of the sbove restrictions,their heslth and welfare |
would be edversely sffected.
Concerns can be directed towsrd two points:
(1) How would this bill be interpreted in conjunction with
Bill #2663 which supports that certification end registration
are sufficient in the the process of credentisling health care
occupations,
(2) The bill contains some general and inclusive language

et ———

that needs clarifying.

T —

An elaborstion of each of these points follows.
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The reletionship of Bill #2498 to Bill #2663 reises the question
of consistency of these two Bills, Would other heslth care prof=-.
essionsle be advised to seek licensure even though #2663 states thet
certificastion snd registration sre sufficient in credentisling health
care occupstions? What does licensure gllow thet certification and

registrstion do not? What is e sdvantsge of licensure? If such

i
licensure is granted to a specific occupstion it seems important

then thst the lsngusge within the bill be kept specific to thst

occupstion so as no o or restrict other heslth care

professionals especially in light of the Bill # 2663 which does not
e ——

require licensure to practice.

This specific-ness of langusge brings us to the second point

of this testimony. The following section is considered too general:

////A7C\;ction 2
\ *¥ gdd underlined words*¥*

36 Administering and interpreting specific Occupationsl Therspy
teste necessary for effective treatment plenning relsted to

p—

\\ LOO3T
‘\ occupationsl therspy.
\ 1,00ko ...designing...adsptive equipment for celf care snd dsily
\ LOOU1 living skills such ss feeding, dressing, hygiene and
LOOk2 homemsking.
; LOOkL3 define "sensory integrstive skills" further ss a specific
/ technique of occupstionsl therapy.
/
,//‘\ LOOLY Either further define end clarify "therapeutic sctivity and
\ 1,0oh5 exercise," "developing...play/leisure skills," and"adapting
\ 1,0oL6 environment" ss to specific occupational techniques or
] LOOLT preface services offered with specific occupationsl therspy
/ L,ook8 techniques in reference to these services . (A1l sdjunctive

17 recreation and creative srts therapies offer these services
[ excluding # 3).

The following section requires an additional exclusion.
\ Section 5
\ 1.0108 Add (g) Persons registered snd bosrd certified to practice

: music therapy from administering sssessmente or evlaustions
and carrying out appropriate treatment plans when practicing
their profession under the statutes spplicable to their profession.
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My name is Richard Mattson and I am a Professor of Horticulture in
the Department of Horticulture at Kansas State University. I direct the
Horticultural Therapy curriculum and have worked with this program Since
it began in 1971 as a cooperative training agreement between K.S.U. and
the Activity Therapy Department at the Menninger Foundation.

In preparing this statement on the Occupational Therapy Bill, I would
lTike to mention that Horticultural Therapists are also concerned about
professional recognition and job qualifications. Horticultural therapy
is a ne ' lve therapy and utilizes horticultural activities directed™
57”E“ﬁ5&E??3Tgﬁ;gi:iﬁéfgﬁggi:zg;iﬁgzgve psychological, social, educational,

or physical adjustment in people through a relationship with plants. '”

Horti 1S _recognized as an important a r erapeutic
and/or rehabilitative processes of peop —att—age groups and disabilities.
Horticultural therapy students at Kansas State University complete 3%
years T ] *al and behavioral sciences, as weti——
as a 6-month internship at institution S such as the Menninger Foundation
di1caT Centers—Ypeon—~comptretionofB-—S—or M ST——
degrees, graduates of the program are qu ied to become Registered

Horticultural Therapists (HTR) through a national accrediting organization,
the National Council for Therapy and Rehabilitation through Horticulture
(NCTRH). This registration process is a peer review, equivalency-based
system, but the NCTRH is moving toward a competency-based certificatiom—

examinationsystem:
e e

Graduates of the K.S.U. Horticultural Therapy program have been hired
in the Kansas Civil Service System as Activity Therapists I or II. Within
the Federal Civil Service, graduates are hired as Rehabilitation Medicine
Specialists (RMS) or Manual Arts Therapists (MAT). Graduates are in high
demand because of their unique type of training and their ability to run
cost-effective activity therapy programs.

I have read the Occupational Therapy Bill and have discussed its
content with Occupational Therapists and other Adjunctive Therapists,
including Music, Art, Dance, Recreation, and Physical Therapists. In the
0.T. Bill, job qualifications of an Occupational Therapist are defined.
Other Adjunctive Therapists also do many of the same job skills. I am
concerned that if the 0.T. Bill is passed and only Occupational Therapists

—are_atriowed—te—performthese SKIT1TS, many Adjunctive Therapists may be
—excluded from practicing their professions or required TO wWOVK under the —
direction of an Occupationa]ATEE?EBTETT“in1s would be at an Tncreased——

—Cost to the client and institutional Drogram:

In Canada and England, activity therapy programs are primarily run
by Occupational Therapists. Reports from my friends in these countries
indicate that it is difficult for Horticultural Therapists to find work
because of the control held by Occupational Therapists of activity
therapy departments.

I am opposed to the Occupational Therapy Bill because I feel that it
will seriously discriminate against othér Adjunctive Therapists in Kansas. —
Almest all Adjunctive Therapists are health care providers with appropriate

_professional reviéw sysfems in place and they provide beneficial service
~ to clients. Additional regulation is not necessary. Thank you. —
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MEMORANDUM
TO: MEMBERS OF THE HOUSE PUBLIC HEALTH AND WELFARE COMMITTEE
FROM: ALAN F. ALDERSON, KANSAS RECREATION AND PARKS ASSOCTATION
RE: HOUSE BILL NO. 2498

DATE: February 24, 1986

Mr. Chairman and members of the Committee, I am Alan Alderson,
attorney for the Kansas Recreation and Parks Association. Our membership
consists not only of city, county and school district recreation
commissions, but also a group of individuals known as recreation
therapists. We appear here today in opposition to House Bill No. 2498. At
the outset, I must tell you that I am not thoroughly acquainted with either
the concept of credentialing, the practice of the various professionals in
related therapeutic modalities, such as therapeutic recreation specialists,
occupational therapists and the others, and I have with me today Bette
Lopez, a recreation therapist who will be able to answer many of the
specific questions you might have with regard to her practice or the
training required therefor.

Obviously, the interest of theIKansas Recreation and Parks Association
is in the fact that many of these individuals are employed by recreation
comnissions and programs. While we would like to be able to stand before
you today and advise you that some amendments to House Bill No. 2498 would
cure our concerns, we are unable to do so. The flaws in this bill run so

deep that we firmly believe that it is impossible to merely amend the bill
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to correct them. While I will attempt to point out some of our specific
concerns in the bill, reference to particular portions of the bill should
not be construed to mean we believe those portions can be fixed. Instead,
we believe it is not possible to provide for the licensure and regulation
of one segment of the therapeutic health care profession without
substantially or completely undercutting the others. To allow the
licensing of only occupational therapists is tantamount to de-credentialing
all other related health care professionals.

House Bill No. 2498 defines "occupational therapy” as a “health care
profession employed under the supervision of a person licensed to practice
medicine and surgery in the therapy, rehabilitation, diagnostic evaluation,
care and education of individuals who are limited by physical injury or
illness, psychosocial dysfunction, developmental or learning disabilities
or the aging process in order to maximize independence, prevent disability
and maintain health.” In the first instance, to require that all persons
performing these functions practice under the supervision of a licensed
physician or surgeon would have an immediate impact on the numerous
agencies who now offer these services, but for whom it would not be
feasible to have a physician on staff.

The definition of "occupational therapy” further enumerates several
specific services as constituting occupational therapy. This enumeration
overlaps significantly with the services provided by therapeutic
recereation specialists, creative arts therapists and others. Section 4 of
H.B. 2498 highlights the problem with such an enumeration. It would

prohibit any person from practicing occupational therapy (as defined in
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Section 2) unless such person was licensed under the act. It is simply not
true that only occupational therapists are qualified to perform the
services listed under the definition of “occupational therapy”. While an
occupational therapist may provide all of the services listed, they are not
the only practitioners of a therapeutic modality trained and qualified in
all of these areas. In fact, there are other therapeutic specialties
actually better qualified to offer many of the listed services.

While I will not undertake to provide you with an extensive definition
of a recreation therapist, I will tell you that a recreation therapist is
generally an individual with a degree in recreation with a therapeutic
emphasis or a degree in therapeutic recreation. We have provided you with
a copy of a statement showing the degree requirements at both Kansas
Universiﬁy and Kansas State University. A recreation therapist has a
recognized vocation. Recreation therapists work in hospitals, many types
of institutions and various recreation programs. We have also provided you
with a copy of the philosophical position statement of the National
Therapeutic Recreation Society to further enlighten you with reséect to
what a recreation therapist does. Bette Lopez, for example, is employed by
Topeka Resource Center for the Handicapped, an independent living center,
which operates under a federal grant. The cities of Lawrence and Topeka,
for example, have a special populations department within their city
recreation departments.

Recreation therapists do not study in the same areas as occupational
therapists. Occupational therapists cannot do some of what recreation

therapists do and recreation therapists cannot do what occupational



therapists do with regard to some functions. There is, however, a
substantial overlap. Herein lies the major flaw of House Bill 2498.

We believe the basic conceptual flaw in the bill warrants adversely
reporting it. However, we want tovpoint out other concerns we have with
specific provisions:

1. Lines 36 and 37 would qualify the occupational therapist to
administer everything from psychiatric tests to medical tests normally
administered by a physician. It is doubtful that this was the intent of
your committee, but this would be the result.

2. T"Homemaking™ in line 39 should not be included. While there are
certainly some occupational therapists who do daily living skills training
in community-based settings, the vast majority of individuals doing this
type of work are not occupational therapists and are not supervised by
occupational therapists. There is no evidence to suggest that there are
deficits caused by this situation in the quality of this training. Many
occupational therapists, in fact, have been trained in the medical model
system of services provision and would not be qualified to assist with
homemaking training in the community.

3. Subsection (3) of Section 2 (lines 40-42) would need to be
clarified by adding "or adaptive equipment for self-caring daily living
skills such as feeding, dressing and hygiene”.

4. All of Subsection (4) of Section 2 (line 43) should be deleted
because this service is not adequately defined, and again, may be performed
by many therapeutic modalities.

5. Subsection (5) of Section 2 should also be deleted unless it is
made clear that these functions are not exclusively performed by

occupational therapists.
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6. Subsection (6) should also be deleted for the same reason, and in
addition, it should be noted that occupational therapists have only 2 to 4
hours of recreation classwork, while recreation therapists have 18 to 24
hours plus an additional 10 to 15 hours of internship/field work. This is
an example illustrating our statement that, in some instances, other
therapeutic professionals are more qualified to perform those services
which appear to be exclusively within the province of occupational
therapists under this bill.

7. Subsection (7) should also be deleted for the same reasons
previously stated.

While there are other specific provisions of the bill, that we believe
would have to be substantially revised, we don't believe it is necessary to
point out these individual provisions because we do not believe this bill
can be made broad enough to encompass all of the therapeutic specialities.
If House Bill No. 2498 were to be passed in its current form, we believe
the following effects would be seen statewide:

1. Elimination of state civil service activity therapy positions and
many essential services provided by these individuals in state facilities
such as mental health hospitals, training centers for the mentally retarded
and youth and adult centers for criminal offenders. Currently an activity
therapist does not have to be an occupational therapist and does not have
to be supervised by an occupational therapist. Under this legislation, ome
or the other of these two conditions would have to be the case.

2. Elimination of any community recreation programs for special

populations not under the supervision of occupational therapists.
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Occupational therapists are not qualified by training or classical
experience to supervise a community recreation program. Under this
legislation they would nonetheless be required to do so.

3. Elimination of all recreat{on and leisure services in long—-term
care facilities such as intermediate care facilities for the mentally ill,
intermediate care facilities for the mentally retarded, intermediate care
facilities for the aged, and juvenile and adult detention facilities.
Again, under this legislation, occupational therapy supervision would be
required and is not available or necessary.

4. Elimination of academic preparation programs in the private and
public higher education institutions in Kansas in the fields of recreation
therapy, creative arts therapy and horticulture therapy. Under
occupational therapy supervision as required by this bill, there would be
few professional level positions available in areas such as therapeutic
recreation, art, dance, drama, music, industrial, vocational and
horticultural therapy; therefore, the need for persons trained in these
professions in Kansas would be virtually eliminated.

5. Community programs oriented to maintaining individuals outstide of
institutions, at cost benefit to the taxpayers, would be severely limited
in the repertory of service offered because many of these services would
require occupational therapy supervision.

6. Elimination of all Rehabilitation Teacher for the Blind and
Instructor for the Blind, positions in Kansas or the replacement of their

supervisors with occupational therapists. The legislation would require
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that all such positions be filled with occupational therapists or that
those supervising such positions be occupational therapists. If this is to
be done, however, then it will, of course, be necessary for the
occupational therapists involved to immediately learn such specialties as
teaching Braille or mobility and orientation. This is unrealistic.

In short, if this bill is passed in its current form, it will be
necessary for the legislature to appropriate additional monies for the
state institutions in order to provide for the new occupational therapist
positions that would have to be created in order to adequately supervise

the recreation therapy programs.

I will be happy to answer any questions I can or see that they are
answered by Bette Lopez. We urge you to report House Bill No. 2498

adversely.
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National Recreation and Park Association -

PHILOSOPHICAL POSITION STATEMENT

OF THE

NAT IONAL THERAPEUTIC RECREATION SOCIETY
(A Branch of the National Recreation and Park Association)

(Adopted, May 1982)

Leisure, including recreation and play, are inherent aspects of the human experience. The {mportance of appropriate

leisure involvement has been documented throughout history. More recently, research has addressed the value of
leisure involvement in human development, in social and family relationships, and, in general, as an important aspect
of the quality of life. Some human beings have disabilities, illnesses, or social condit{ons which limit their full
participation in the normative social structure of society. These individuals with limitations have the same human
rights to, and needs for, leisure involvement. :

The purpose of therapeutic recreation is to facilitate the development, maintenance, and expression of an appropriate
leisure lifestyle for individuals with physical, mental, emotional, or social limitations. Accordingly, this purpose is
accomplished through the provision of professional programs and services which assist the client in eliminating
barriers to leisure, developing leisure skills and attitudes, and optimizing leisure involvement. Therapeutic recreation
professionals use these principles to enhance clients’ leisure ability (n recognition of the {mportance and value of

leisure in the human experience.

Three specific areas of professional services are employed to provide this comprehensive leisure ability approach
toward enabling appropriate leisure lifestyles: therapy, leisure education, and recreation participation . While these
three areas of service have unique purposes in relation to client need, they each employ similar delivery processes
using assessment or identification of client need, development of a related program strategy, and monitoring and
evaluating client outcomes. The decision as-to where and when each of the three service areas would be provided is
based on the assessment of client needs and the service mandate of the sponsoring agency. The selection of
appropriate service areas is contingent on a recognition that different clients have differing needs related to leisure
involvement in view of their personal life situation.

The purpose of the therapy service area within therapeutic recreation is to improve functional behaviors. Some
clients may require treatment or remediation of a functional behavior as a necessary prerequisite to enable their
involvement in meaningful leisure experiences. Therapy, therefore, is viewed as most appropriate when clients have
functional limitations that relate to, or inhibit, their potential leisure involvement. This distinction enables the
therapeutic recreator to decide when _therapy service is appropriate, as well as to identify the types of behaviors that
are most appropriate to address within the therapeutic recreation domain of expertise and authority. In settings
where a comprehensive treatment team approach is used, therapy focuses on team identified treatment goals, as well
as addressing unique aspects of leisure related functional behaviors. This approach places therapeutic recreation as
an integral and cooperative member of the comprehensive treatment team, while linking its primary focus to eventual
leisure ability. -



purpose of the leisure education service drea is to provide opportunities for the acquisition of skills, knowlec,

and attitudes related to leisure involvement. For some clients, acquiring leisure skills, knowledge, and attitudes are
priority needs. It appears that the majority of clients in residential, treatment, and community settings need
leisure education services in order to initiate and engage in leisure experiences. It is the absence of leisure learning
opportunities and socialization into leisure that blocks or inhibits these individuals from participation in leisure
experiences. Here, leisure education services would be employed to provide the client with leisure skills, enhance
the client's attitudes concerning the value and importance of leisure, as well as learning about opportunities and
resources for leisure involvement. Thus, leisure education programs provide the opportunity for the development of
leisure behaviors and skills.

The purpose of the recreation participation ared of therapeutic recreation services is to provide opporturities which
allow voluntary client involvement in recreation interests and activities. Humar beings, despite disability, illness, or
other limiting conditions, and, regardless of place of residence, are entitled to recreation opportunities. The
justification for specialized recreation participation programs is based on the clients’ need for assistance and/or
adapted recreation equipment, limitations imposed by restrictive treatment or residential environments, or the
absence of appropriate community recreation opportunities. In therapeutic recreation services, the need for

recreation participation (s acknowledged and given appropriate emphasis in recognition of the intert of the leisure
ability concept. . .

approach uses the need of the client to give direction to program service selection. In some situations, the clienit may
need programs from all three service areas. In other situations, the client may require only one or two of the service
areas.

Equally important is the concern of generalizing therapeutic recreation service across diverse service delivery
settings. The leisure ability approach of therapeutic recreation provides appropriate program direction regardless of
type of setting or type of client served. A professional working in a treatment setting can see the extension of the
leisure ability approach toward client needs within the community environment. Likewise, those within the
community can view therapeutic recreation services within a perspective of previous services received or possible
future needs.

All human beings, including those'individuals with disabilities, illnesses or limiting conditions, have a right to, and a
need for, leisure involvement as a necessary aspect of the human experience. The purpose of therapeutic recreation
services is to facilitate the development, maintenance, and expression of an appropriate leisure lifestyle for

individuals with limitations through the provision of therapy, leisure education, and recreation participation services.

The National Therapeutic Recreation Society Is the acknowledged professional organization representing the fleld of
therapeutic recreation. The National Therapeutic Recreation Soclety exists to foster the development and
advancement of this field in order to ensure quality professional services and to protect the rights of consumers of
therapeutic recreation services. In order to provide consistant and identifiable services throughout the field, the
National Therapeutic Recreation Scciety endorses the leisure ability philosophy described herein as the official
position statement regarding therapeutic recreation.

3101 Park Center Drive » Alexandria, Virginia 22302 «'(703) 820-4940
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218 Educeton: Physical
Education - Recreation

Recreation Services in
Robinson Center
organizes intramural
sports and other informal
recreation for all KU
students.

The
Kinesiology-Biomechanics
Laboratory is located in
174 Robinson Center.

AN SAS

Requirements for the Physical Education
Minor. A minor in physical education is also
offered to those students who choose to major
in another area within the School of Educa-
tion. The.minor involves 24 hours of appro-
priate course work.

Note. Human physiology and anatomy are
required for state certification in physical ed-
ucation.

Required for all minors (11 hours)

HPER 310 Evaluation of Physical Education Per-
~ formance Tests .. qovvein i,
HPER 670 Kinesiology. .. ..................

HPER 672 Physiology of Exercise............
HPER 675 Administration of Physical Education

Select one of the foliowing courses: (I hour)

HPER 210 Instruction and Analysis in Swimming

HPER 210 Instruction and Analysis in Folk and Square
Dance

Select two of the following courses: (4 hours)

HPER 210 Instruction and Analysis in Modern Dance and
Women's Gymnastics

HPER 210 Instruction and Analysis in Weight-Training
and Men's Cyninastics

HIER 210 Indruction’ and Analysis in Soccer-Speedball,
Volleyball, Wrestling

HPER 210 Instruction and Analysis in Field Hockey,
Soceer-Speedball, Volleyhall

HPER 210 Instruction and Analysis in Golf, Tennis, Bad-
minton, Archery

Seilect one of the following courses: (2 hours)

HPER 210 Instruction and Analysis in Basketball, Softhall,
Flag Football, Team Handball

HPER 210 Instruction and Analysis in Track and Field,
Racquethall, Fencing

[FRARANX.]

Select one of the following courses: (2 hours)
HPER 248 First Aid

HPER 428 Care and Prevention of Athletic Injuries
HPER 680 Adaptive Physical Fducation

Plus 4 hours of electives in physical edneation.

Professional Opportunities

Both the major and the minor fulfill certifica-
tion requirements to teach physical education
and to coach interscholastic sports in the pub-
lic schools in the State of Kansas. Other op-
portunities are available in various non-
school-oriented fitness and -rehabilitation
programs involving physical condmomng and
personal development. .-

Non-Teacher-Certification
Physical Education Programs

Physical education programs preparing the
student for related careers other than teaching
are available. Emphases may be taken in sport
admml\(mtmn sport me dn, and movement
sciences. Each of these programs involves
31-33 credit hours in physical education, with
32-36 hours in subject arcas related to the
cmphasis sclected.

General education requirements are as fol-
lows:
Language Arts (12 hours)
(See also English Placement Examination and

Speech Requirement)
ENGL 101 Composition... . ................. 3
ENCGL 102 Compaosition and Literature . .. ... .. 3
ENCGL 359 Grammar and Usage for Composition (3)

or
English elective ... ... oo oL, 3

-~
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Blologics! Science, Physical Sclence, snd Mathe-
matics (16-17 hours)

BIOL 104 Principles of Biology.............. 5

BIOL 300 Human Anatomy Lecture .......... 3

BIOL 301 Human Anatomy Observation Labora- )
tory. .. N

BIOL 305 Human Ph»snolog\ ............... 3

Elective in physical science or mathematics. . . .. 35

Sociel Sclences (15 hours)
PSYC 104 General Psychology............... 3
Electives in history, economics, psychology, sociol-

ogy, political science, or anthropology .. .. .. 12

Plus recommended electives to provide a minimum

of 124 credit hours for graduation.

A 16-hour internship during the profes-
sional semester is included for the program
specialty selected.

Students should contact the Undergraduate
Coordinator in HPER for the courses that are
required for these non-teacher-certification
physical education majors.

Recreation

Offered within the Department of Health,
Physical Education, and Recreation

Wayne Qsness, Chairman

104 Robinson Center, (913) 864-3371
Degree: B.S.E.

Admission

Freshmén may be admitted directly to the
School of Education to major in recreation.
See Admission in the General Information
section of this catalog. Students may transfer
into this program from the College of Liberal
Arts and Sciences or another school within the
University as freshmen or sophomores pro-
vided that they have a 1.8 grade-point average
in all college-level work completed at the time
of application.

Advising

A student majoring in recreation should con-
tact the department office immediately upon
admission to the University for assignment to
an academic adviser.

Major in Recreation

This program does not lead to teacher certifi-
cation. A bachelor’s degree in recreation pre-
pares the graduate to serve in a variety of
community, private, governmental, and insti-
tutional settings and provide leadership in a
dynamic profession. The curriculum develops
general competency in recreation theory, phi-
losophy, and skills, and provides professional
field work experience for the student.

Activity Competencies. Students should plan
to satisfy the prerequisite activity competen-
cies for HPER 210 courses before the begin-
ning of the third year. Competency may be
satisfied by passing the competency examina-
tions given during enrollment week each se-
mester, or by completing basic instruction
courses (HPER 108) with a grade of C or
higher.
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HPER 650 Adaptive Physical Education.......

‘rements for the B.S.E. Degree. A min-

of 124 credit hours is required with at

ltasc 2 2.2 cumulative grade-point average, at

least a 2.2 in course work taken at the Univer-

sity of Kansas, and a minimum of 2.5 in all

health, physical education, and recreation de-

partment courses. This grade-point average is

also necessary prior to enrolling in the intern-
ship.

The recreation major is composed of a 32-
hour core of requirements plus options for
specialization. These options, which require
approximately 15 hours, include public recre-
ation, correctional recreation, outdoor recre-
ation, and therapeutic recreation. Students
also take general education courses and com-
plete an internship in recreation.

Professional Requirements:

Core Requirements (32 hours)
HPER 236 Practicum in: Recreation ... ... .. ..
HPER 248 First Aid. . ... o
HPER 270 Historical and Philosophical Founda-
tions of Recreation ... ... .. ..
HPER 275 Leisure Systems and Related Commu-
nity Agencies ... ... . i e
HPER 320 Recreation for Special Populations. . .
HPER 426 Principles and Procedures of Recreation
Programming ......... ... ...
HPER 504 Recreation Leadership ..., ... ...
HPER 50 Recreational Administration. ... .. ..
Recreation Skills. .. .. ... ..o . o o L.
(Skills included will be basic, intermediate, and
advanced courses in art, music, drama, dance,
physical activities, and other recreation or sport
skills)) )
HPER Flectives (approved) ..o o o 0oL S
(These include content areas or methods courses
in health, physical educaton, recreation, and
dance.)

[

DL [ [X)

Public Option (15 hours selected from the following
with adviser’s approval)

POLS 110 Introduction to U.S. Politics (3)

POILS 410 US. Government and Politics (3)

POLS 6314 Urhian Polities and Administration (3)

ECON 104 Inttoductory Economices (4)

SQOC 341 Modern Urban Society (3)

S W 550 Topics in Social Welfare: Rural Kansas
)

Correctiona! Option (15 hours)

HPER 470 Introduction to Therapeutic Recreation 3

HPER 474 Therapeutic Recreation Program Design:
Principles and Procedures. . ... ... o ... 3

Approved Corrections and Sociology electives . . . 9

Outdoor Option (15 hours from biology, botany,
systematics, ecology, geology, and astronomy
with adviser’s approval)

Suggested courses:

BIOL. 448 Kansas Plants (3)

BIOL. 664 Animal Natural History (4)

BIO1L, 32K Biology and Society (2)

BIOL 330 Principles of Wildlife Conservation (3}

BIOIL. 350 Animals of Kansas (3)

GFEOL 101 Introduction to Geology (5)

GEOL 30} Geology and Man (3)

CEOQOL 351 Environmental Geology (3)

Therapeutic Option (25 hours)
BIOL 300 Human Anatomy Lecture (3) and
BIOL 301 Human Anatomy Observation Laboratory
(2} (apply to physical and biological sciences)
BIOI. 305 Human Physiology . ..............
SPED 425 Introduction to Exceptional Children
and Youth. ... ... i
HPER 470 Introduction to Therapeutic Recreation
HPER 474 Therapeutic Recreation Program Design:
Principles and Procedures. .. .............

DO W [AR A L in

Approved Therapeutic Electives. .............

Education (9 hours):

EP R 300 Educational Psychology (or appropriate

substitute in education). . ......... .. ... 3
VAE 200 Recreational Arts. . ................ 3
MFEMT 275 Music in Recreation (or equivalent) . 3

General Education Requirements:
Language Arte (12 hours)

(See also English Placement Examination and
Speech Requirement.)
ENGL 10} Composition. . .................. 3
ENGL 102 Composition and Literature . ... .. .. 3
ENGL 359 Grammar and Usage for Compasition (3)
or

Englishelective .. ... ool 3

COMS 150 Personal Communication.......... 3

Blologicel Sciencs, Physics!l Science, and Mathe-
matics (16-17 hours)

BIOL 104 Principles of Biology. . ............ 5

BIOL 300 Human Anatomy Lecture .......... 3

BIOL 301 Human Anatomy Observation Laboru-

BOTY e et ettt e et e 2
BIOL 305 Human Physiology ............... 3
Elective in physical science or mathematios. .. .. 35
Socia! Sciences {15 hours)

PSYC 104 Ceneral Psychology......... ... ... 3
Electives in history, economics, psychology, sociol-
ogy, political science, or anthropology ... .. 12

Plus recommended electives to provide a minimum
of 124 credit hours for graduation.

Professional Semester (16 hours)
HPER 580 Internship in Recreation. . ... .... .. 16

Professional Opportunities

The public option prepares students for em-
ployment in various public recreation settings
including leadership positions in recreation
centers and playgrounds, as program supervi-
sors and other entry-level recreation positions.
The outdoor option allows students an oppor-
tunity to develop competencies which can
qualify them for employment by municipal
and state outdoor recreation programs. The
therapeutic recreation option prepares stu-
dents to enter institutional settings as an ac-
tivity or recreation therapist where they may
work with recreation for such special popula-
tions as the emotionally disturbed, physically
handicapped, and mentally retarded. The cor-
rections option prepares students for employ-
ment in institutions for incarcerated persons,
in delinquent and pre-delinquent programs,
and in other correctional facilities.

Secondary Education

Offered within the Department of Curriculum
and Instruction

John Guenther, Chairman ‘

205 Bailey Hall, (913) 864-4435

Degrees: B.S.E., M.A., M.S.Ed., Specialist in
Education, E4.D., Ph.D.

The following requirements apply only to
those students who are juniors or seniors dur-
ing the 1982-83 academic year. Those students
who became freshmen subsequent to May
1981 must complete the requirements for the
new teacher-education program. See New
Teacher-Education Program.

219 Education:
Recreation - Secondary
Education

The Timetable ss the official
listing of classes offered
each semester. It is avail-
able through the Office of
Student ARecords and
Registration, Strong Hall.

Secondary ecucation stu-

dents must take the En-
glish placement examina-
tion and fullili the speech
requirement of the school.
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£ ducabondt Sacobgy 3
Memmocs (EDCI €26 or EDCT 469) 3
Nl uGuCon 10 InStruciond Medu

(EDCI 316} . i 1
Psychology o Eaceptonal ’

Chagren (EDAF 622

o
The Esceptonal Chid i the
Rogular Crassroom (EDAF £23) . . 3

li:@lmim»usam:»aam
b lahen by Pryscel Educotns mpprs:

B0 198 Princpies of Bology 4
B0 240 Strucivie a0 Funclon ol the

Human Body 6
PHYS 115 Descriptive Physcs 4
¥SrCH 110 Genera! Psychoiogy 3
S0CI0 211 Introduction 10 Socroiogy 3

Recreation Major

For a degree in recreation students
should take the following:

I. General education

requirements — see Bachetor of
Sclence degree ar Bachetor of Arts
degree, page 106.

Il. Recreation core 23nrs

206 . Prolessongl Drentation 1
Pt 376° Fust A anc CPR PR
kEC 320 Recredtian Lesdership 3
«LC 39C Prngipies ang Phitosophy of Recrealion 3
LA ] Orientahon in Recreation 2
REC 481 Particpalion in Recreation ?
REC 438 Recrestion tor Spec.dl Populations 3
HKEC 489 Recreqtion Program 3
REC 490 Recreation Agminssiration | 3
REC 491 Recreafron Seminar 2

“or mnimum of current standarg Fust Ag and CPR cendication
3l time ! petition

I1l. Recreation specialization

{select and complete A or B)
A. Recreation program administration
(18 hours) ’

This option is designed for the person
'who will be conducting and operating a
recreation/park program in a variety of leisure
settings. Courses will be selected from the
recreation major approved course list,* with
at least one two-hour course taken from each
of the three categories.

8. Specia! populztions (18 hours) < ”\"5

1. Therapeutic Recréation Service
(required) 3 hrs.;

2. The student must take 6 hours from the

tollowing:

PSYCH 505 ADnormat Psychology

PSYCH 622

o Psychaology of Excephond!

Chegren

EDAF 622

S0Ci0 560 Juvendg Debnguency

SOCHQ 561 Crmmology

SOCI0 744 Sacl Gerontology

PSYCH 715 Psychology of Agng

EDAF 628 Chacactanistcs of the

Emationally Drsturbed

3. Nine hours from Group | or If as listed
on the Recreation major approved course
f181.°

W7 hours Yo

REC 4592 -

KC\Y;SC\S S‘i’q‘\"e u*\ib‘ G\”Si\l\‘f

PHYSICAL EDUCATION. DANCE AND LEISURE STUDIES

IV. Directed field experience
) (inlernship semester)

Iinternshig m Recreation 1Y

Inbernship 15 3 minemum 15 week . 600 hour experence i an
APPrOved IBCIEZNON ! SETViCE Agency

Student must meel the following
qualifications:

A. 22 GPA in all course work attempted a!
KSU. 2.5 GPA in alt recreation rmajor core
courses. ’

B. Recreation majors must have satistac.
tory pre-inteenship experiences in
leisure/recreation fieid, minimum of 280
hours dufing college/university preparation

C. Physical examination required

DEPARTMENTAL
OPTIONS

1. Coaching Certification Program ’

This program is designed to prepare
coaches irt all areas of varsity athletics,
and is opefl to non-majors as well as
students majoring in health, physical
education, recreation, or dance. Stu-
dents completing the following
courses will receive an athletic coach-
ing endorsement from the Department
of Physical Education, Recreation, and
Dance. Majors taking this program
must aiso complete all requirements
for a major in either physical education,
recreation, or dance. The coaching
program is not a substitute for
specialization requirements. Non-
majors are not required to take any
work in the department in addition to
the coaching program. :

Coaching Program Roquinmﬁnt;

PE 315 Taatment of Athietc Inunes 3
Pt 359 Urganiaton and Admnstr 2ton

. of Athlencs . 3
Select :
Pt 202 Physioiogrcal Foundations of Codching 2

OR
PE 135 Physwology of Exercrse 4
Select
PE 203 Kinesologea!l Foundabon of Coaching 2
OR
Pt 330 Xnesoiogy . p 3
Select . . . §
PE 204 Psychologscal Foundations of Coaching ?
- OR:

Pt 320 Motor Behavior and Skatt Learnng 3
Four Rours seiected ftom the fofiowsng
PE 298 Caachng ans Oficialing Wresting 2
PE 295 Coachng and Officiating Swmmmng 4 2
PE 300 Coacthng and Oficiating Yotieybatt | ?
PE 301 Caachng and JudgngGymnashics . . .2
PE 302 Coaching and Officaing Baskemdail . 2
Pt 303 Coactang ant Umpw ing Basebatl H
PE 304 Caachmg and Ofiabng Track and F el H
PE 305 Coaching 3nd Of<atng Footbat . . 2
PE 309 Caachung and Othciatng Tennss and Gott ?

li. Athietic Trainidg Certification
Program

Athlstic Tralning #
This program is desigf\ed to prepare
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athlelic trainers for all levels of
athletics. It is especially-applicable to
those teacher preparation students
desiring to serve as junior or senior
high school athletic trainers. Physical
Education majors taking this program
must also complete the PE core and
selected specialization area. Non-
physical education majors are not
required to take any work in the depart-
ment in addilion {o the athletic training
program.

A. Athietic Training Option for Physical
Education
Majors (any specialization)

PNV B Nulthon 3
PL Yy Treatment of Athieli Injuries 3
L Y] Advanied Technques, of Athletic

Trgmng 3
L Y- trernshp on Techmques of Athieh

Trgmng tmanmum of 150 fours, esch

srme e fur 4 qemestery) L}
tCh 2C PrnGpies of Persondt Health

Wantenance 3

20
B. Athletic Training Option for non-
Physical Education majors

BIGL 240 Human Budy 6
N 132 Kasw Nutntion 3
ich 2n Prneipies of Perognal Hegitn

Mantenance k)
PE 376 tis) Awt ang CPR 1
PL 330 Xinesnlogy 3
PE 334 Frercise Physalagy 3
PE 461 Agapted Physical | dulalun 3
[ EEN Trearment of Athiehe Ingunies 3
PL 950 Atvanced Techmgues of Athiel

Traming )
P YKY et o Athiel

Tramung  (monimym o 150 hours each

seimestel 100 & semnesterns) L

¥»

Graduate Study

Larry Noble, Coordinator

The Department of Health, Physical
Education, and Recreation offers a
Master of Science in Physical
Education, Master of Science in
Recreation, and a Ph.D. in Molor
Behavior.

Ph.D. in Physical Educstion
with Specializetion in Motor Behevior

The Ph.D. program is designed to
develop scholars and researchers in the

‘disciplinary area of motor behavior.

This area of physical education
highlights the relationships between
the behavioral sciences and physical
activity. The strength of the program
lies in the competence of the graduate
faculty and is enhanced by the ex-
pertise and facilities of related depart-
ments on campus, such as psychology,
sociology, and family and child
development. Specific areas of con-
centration are: sport sociology, sport
psychology, motor development, and
motor learning.

Of the 93 minimum hours of graduate
credit (beyond the bachelor’s) required
for the Ph.D., the department requires
30 hours of dissertation research; 1516
hours credit for work in statistics and



<€ 898. Masler's Report. (1 4) PE-B984.0835
PE 898. Master's Thesis. (1-6). PE-839.3-0835
PE 505. Sport end Humean Behavior 1. (3).
On suttficient demand. Analysis and dis-
~ussion of experimental results of research

in sport and human behaviorincluding a
study of theoretical models for conducting
recearch. Pr.. PE 805 PE-905-0-0835

PE 90%. Advenced Motor Development. (3)
On sutficient demand Analysis and
Jiscussion of experimental results o! motor
sevelopment research including a study of
theoretical models for conducting research.
wr PE BO6. PE-906-6-0835

PE %07. Advenced Motor Learning and Per-
tormance. (3} On sufficient demand.
rneurological and physiological factors in-
+olved in movement accuracy and related un-
1erlying vanables In depth investigation of
the vartous theories that attempt to explain
suilled motor learning and performance. Pr.:
PE 807. PE-907-0-0835

PE 996. Advenced Yopics in Motor Behavior.
,1.3) On sufficient demand. Selected ad-
vanced tapics tn motor behavior. May be
repeated with consent of supervisor com-
mittee PE 996-0-0835

PE 947. Motar Behavior Seminar. (1-3). On
sutficient demand Intensive discussion of
an ared of curtent interest in motor behavior
nased on the class’s study of pertiment
wuginal rescarch PE9970 0835

PE 999. Resesrch in Motlor Behavior. (Var} i,
.+ S Doctoral level research PE-939.4-0835

Dance
Undergraduate Credit

OANCE 117. Sociel, Square, end Folk
Dence. {1). DANCE-117 51008

DANCE 118. Social Dance. (1) DANCE 118
41008

DAMCE 119. Square Dence. (1) DANCE-115-
9 1008

DANCE 120. Modern Dance L. (1). DANCE-
120.5 1008
DANCE 165. Beliet I. (1). DANCE-165-5-1008

DANCE 171. Jszz Dance I. (1) |, It. A basic

< nurse in jazz technique and style, focusing
nn isolations, rhythmic articulation, and the

. Aantrol and reiease of energy. Two hours fab.
1 Weehk DANCE"7‘-5~1008

DANCE 205. Dencees en Art Form. (3} 1.
D)ance n 1ts religious, social, and artistic
tarms. Fiim, slides. demonstrations, and
‘ectures will trace the function of dance in
society, the influence of socneﬁy on dance,
now dance relates 10 other art forms, and
s urrent trends in the dance world. DANCE-
05 01008
DANCE 222. #iovement Improvisation L. (1).
On suflicient demand Provides the op-
rortunity 10; 1) discaver personal creative
swuices fof ppontanecus movement; 2) in-
crease movément self-confidence in an in-
tormal group settings; 3) rediscover “Play”
‘inrough movement; and &) explore basic prin-
~iples of movement improvisation—space,
waight. shape, and time. Pr.: Consent of in-
Lrructor. DANCE-222-1-0-1008
DANCE 295. Dance Composition I. (3). On
sutticient demand. Introduction to the prin-
wiples of the choreographic craft. Practical
espenence 1n development of movement
ptuases. Culmunating presentation and
critique of work. DANCE 295-1-1.1008

¥

PHVSICAL EDUCATION, DANCE AND LEISURE STUDIES

DANCE 321. Varations and Pertnering. (1)’
On sufficient demand. Introduction 10 the
principles of repenoue performance usmg
various styles’ “Znd forms of choreography.
Direcled study in parinering. (Alternating
years of modern and ballet incorporating
pointe and classical variations and pas de
deux.) Pr.: Consem of instructor. DANCE- 321
1.0-1008 , S :
DANCE 222. “o-vcmonl Improvisstion Il (1),
On sullicient dgmand. Cofﬁmuese(plorahoe
of principles movemenl |mp(ovxsahon £x*
perience wilh pfops architectural spaces,
and improvisation as a tool for choreography
and performance. Pr: DANCE 222. DANCE-
322-1-0-1008

DANCE 323. Modern Dance il (2) 1. 1. May
be repeated for a total of eight hours. Only
two 0! these hours may be applied towards
humanities tequirciments. Pr., DANCE 120
and consent of instructor’ DANCE 323
1-0-1008 i .
DANCE 324. Modern Dcn;o #i. (2) 1. 4. May
be repeated for a tolal of eight hours. Only
two of these hours may be applied toward
humanities requirements. Pr.. DANCE 323
and consent of instructor. DANCE-324-
1-0-1008

DANCE 325. Bellet {f. (201, Il. May be
repeated for a tofal of eight hours. Only two
of these hours may be apphied towards ’
humanities requirements. Pr.. DANCE 165
and consent of jnstructor. DANCE-325
1-0-1008

DANCE 326. Bsalist I (2} ], I! May be
repeated for a total of eight hours. Only two
of these hours may be applied towards
humamties requireaients Pr. DANCE 375
and consent of instructor, DANCE-326
1-0-1008

DANCE 371, Jezx Dence H. (2} | Il In-
termediale course in jazz technmique and style
tocusing on development of isolations,
thythmic articulation, and the contral and
release of eneigy Perlormance of advanced
movement sequences. May be repeated for a
total of eight hours. Only two of these hours
may be applied toward humanities
requirements. Pr: DANCE 171. DANCE:371.
1-0-1008
DANCE 458. History of Dancg'in Its Cuftural
Sﬁ!lnq (3) . The study of developments and
‘changes in the style, technique, and purpose
of ceremonial and theatrica! dancing from
the Greeks {0 the presen!. Emphasis on the
interaction belween this art and the total

. culture—social, religious, anistic, and

political—in which it is pertormed. Pr.:
Sophomote standing (same as HIST 459).
DANCE-458-0- 0‘.)8
DANCE :460. Pance Styles ang Pmonomm
(3). On sufticient demand. Brie!f overview of
dance, primitive to the Renaissance, Primary
focus is on the contributions of persons and
styles 1o the development of the dance,
ballet de cour 10 contemporary trends.
DANCE-460-0-1008
DANCE 485. Dance Composlﬂon fl. {3). On
sufticient demand. dvanced training and
directed experiencés in dance composition.
Development of theme, phrasing, and style
with particular emphasis on group forms. Pr.:
DANCE 295. DANCE-495-1-1-1008
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Undergraduate And Graduate
Credit In Minor Field

DANCE 502. Dance Production. (1-2) 1, .
Studies in the techniques of dance produc-
tion and performance. Emphas:s 1s on prac-
tical application. May be repeated four times.
Pr.: Jurmior standing OR consent of in-
structor. DANCE-502-1-0-1008

DANCE 504. Dsnce Aesthetics, Philesophy,
and Criticism. (3). On sufficient demand.
Examination of dance in reiation to the
visual and performing arts. Analysis of form
and content in aesthelic judgment. Practical
experience tn observation, and written and
oral critiques of dance performances Pr.
DANCE 205, DANCE 460. DANCE-504-0-1008
DANCE $05. Methods and iaeterials of the
Dance. (3} On sufficient demand. A practical
examination of dance in the classroom for
its educalive, aristic, disciplinary and
therapeutic values. Emphasis on methods of
teaching various techniques of all levels

of ability under supervision o! the instructor.
Pr.. DANCE 205 and DANCE 323 or

DANCE 325 DANCE-505-1-5-1008

DANCE 598. Independent Studles in Dence.
(1-3). Selected topics in dance. Maximum of
three hours applhicable toward degree. Pr..
Consent of departiment head. DANCE-599-
3-1008

Recreation

Undergraduate Credit

REC 220. Recrestional Games. (2). Onsufl-
ficient demand. Lead-up and recreational
games suitable for use in both recreation
and schoo! settings Four hours lab a week.
REC-220-0-0835

REC 320. Reciestions! Lesdership. (3,1
Prnciples and rmethods ¢f organizing com-
munities for leisure activities. REC-320-
0-0835

REC 382. Cemp Counseling. (3} On sul-
ficient demand. Basic principles and skills in
camping for future counselors Pr.
Sophomore standing or consent of in-
structor. REC-382-0-0835

REC 390. Principles and Philosophy of
Recresation. {3) II. A study of the basic prin-
ciples of recreation, including a survey of
past and cutrent trends in the recreatlion
movement. REC-330-0-0835

REC 480. Ortentetion in Recreetion. (2) 1. To
oylenl the student to recreation programs in
vomntary public, military, private, and com-
mercial agencies. REC-480-2-0835

REC 481. Perticipation in Recrestion. (2) Il
Directed beginning experience in recreation/
leisure service agencies. An evaluation &nd
reports on experiences within the agencies
will be done. Pr.: REC 320. REC-481-2.2103

REC 487. Recrestion Facility ensgement.
(3) 1. Study of planning, operations, and

_management of public, private, voluntary,

and commercial recreation facilities.
Facilities examined include community cen-
ters, swimming pools, cratt centers, roliet
and ice rinks, court areas, and game fieids.
Two hours lec. and two hours lab. Pr.:

REC 320. REC-487-1-5-0835
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REC 488. Recrestion for Specis!
Populatiens. (3) [ Study of recreation
programs for special populations. Charac-
teristics of the disabled, disadvantaged,
mentally ill, retarded, aqed, physically
handicapped. etc Pr.: REC 320 and con-
sent of instructor REC-488-02103

REC 48%. Recreation Progrem. (3) 1, il

A study of the program torms and structures
related to public, voluntary, miitary, private,
and commercial agencies. Pr: REC 480
REC-489-2.2103

REC 490. Recreation Administration (. (3) 1.
Developmenl and evaluation of recreation
panerns,’programs, and structures, Pr.:
REC 480 REC-490-0-2103

REC 421. Seminsrin thruloo&} (2) 1, . The
study of current trends and issues in
recrealion Pr: REC 481. REC-491.0.2103
REC 492. internship in Recrestion. (15)

1, 11, S. Intensive practical expenence over
3 15 week penod in an approved recreation/
leisure service agency. Pr.. REC 491. REC.
492-2-2103

REC 493. Therspeutic Recrezlion Service.
(3) H. The develupment of compelencies in
servicing special populations in pubhc and
institutional settings. Examination of med-
ical and non.-medical models of imple
mentation service, Pr.; REC 488 or consent
ot instructor REC-493.0-2103

REC 598. Independen! Sludies in
Recreztion. (1 3} Selected topics in
Recreation Marimum of three hours ap
phicable toward a degree Pr Consent ol
structor. REC-599-3.0835

Undergraduate
And Graduate Credit

REC T0S. Racual}on Theory and Policy.
(3) 1, 1. On sufficient demand. Development
o! theory and resulling recreational pohcwes
tor public, community. institutional, and
privale agencies Pr.. REC 489 REC. 705
00835

REC T15. Recreetion Program, Finence, and
Budget. (3) 1, I, S. On sulficient demand.
Development of recreation programs and
programmatic budgels for a recreation
agency. Study of sources for financing
recreational programs of all lypes and a
study of money management systems for
recreation agencies. Pr.: REC 489 or

REC 705. REC-715-0-0835

REC 720. Organization end Administration
of Intramurs! Programs. (3} Il. Policies and
procedures in organizing and administering
an intramural program. REC-720-0-0835

REC 725. Recrestion Administistion (1. (3) |
Development of administrative procedures as
applied o programs, personnel, and
facilities. Design administrative models and
apply theories 1o the recreaticniieisure fieid.
Pr.. REC 490. REC-725-0-2103

REC ?81. Seminegr in Recreetion. (1.3) L.
Designed for recreation specialists.
Discussion of current research and in-
novations. Evaluation of recreational
programs. Small group interaction. May be

taken with Internship in Recreation. REC-791;

0-0835

REC 7%2. Internship in Recreation. (3-8)
Supervised experiences with recreation ser-
vices, such as cily recreation, government
agencies, and other leisure service agencies.
May be completed in one of the following
two ways, as directed by the student’s ad-
viser: a) summer assignment in an approved
agency with concurrent enroliment in the
sumgner school course designation. b) halt-
time aﬂsugnmenl during a full semester, of
full- n!:ne assignment during a semester in an
approved or supemsed recreation job, both
with concurrent enroliment in the course
designation. May be repeated once RFC 791
(may be laken concurrently) and conser of
instructor. REC-792-2-0835 fi
REC 793. Probiems in Recrestion. (var). Pr:
Background of courses needed for probiem
undaortaken. REC-799-3-0835

Graduate Credit

REC 862. Leisure Counseling. (3) 1. On sut-
ficient demand. The deveiopment of leisure

counseling models for use in communitly and.

institutional recreation programs and shills

and cofnpetencies in assessing. interviewing,

and counseling individuals and groups in the
use of leisure experiences. Pr. REC 725 or
EDAF 858 REC-862-0-2103

REC 896. Topics In thruhon (1 4) REC-
B896-3 35

REC 897. Resosrchin Rccreallon (Var) Pt
Sufticinnl training to carry on the hine of
research undertaken HEC HU7 4 UG

REC 898. Mester's Report. (1-4) REC-898
4-0835

REC 899. Master's Thesis. (1.6) REC-899
3-0835

HISTORY

Joseph M. Hawes,* Head of Department

"Professors Hawes,* Higham,* Jones.~
Kaufman,* Kren,* Linder,* Socolofsky,” and
Wilcoxon,* Associale Professors Ferguson,”
Feyerharm, Frey,” Gray,” Hamscher,*
McCultoh,® Mrozek,* Kipp,* Nieman,® and
Page:" Assistant Professor Donovan;” In-
structor Wheeler, Emerili: Protessors Carey,”
Sageser;* Associate Professors Alsop.*
Crawlord,” and Riggs.”

History is the common possession of
mankind. In the words of historian Carl
Becker, “The value of history is . .. not
scuenhhc but moral: by lxberahzmg the
mind, by deepening the sympathies, by
fortityidg the will, it enables us to con-
trof, not sociely, but ourselves, —a
much more important thing; it prepares
us to live more humanely in the present
and 1o meet rather than to foretell the
future.” Historical understanding is the
basic atiribute of the educated person.

Many history majors pursue careers
in law, medicine, business, religion,
education, government, the armed ser-
vices, historic preservation, journalism,
and other professions. Undergraduate
adyisers in the history department
maintain up-to-date information regard-
ing requnremenls of graduate and pro-
fessional schools and felevant course
offerings in hustory and other depart-
ments.

The history program at Kansas Slate
University appeals not only 1o majors
but to all students seeking a rewarding
educational experience. The curriculum
includes courses in traditional and non-
traditional fields of interest taught by a
nationally respected facully willing to
try new and innovative teaching
techniques. A program of speakers,
seminars, colloguia. and films sup-
plements the curriculum to stimulate
student interes! in the discipline of
history and how it is expressed.

Transfer Students

Normally, the history department will
accept transler credit for history
courses taught at accredited institu-
tions o! higher education. In the case
of students transferring from com-
munily coliege. only courses equiva-
tent to those taught at the freshman-
sophomore level at Kansas State
University {courses numbered
HIST 100 through HIST 299) can
receive credit for the history major.

Undergraduate Study

flequirements for @ major in history
consist of a minimum of 30 hours in
history. including HIST 101 and 102. a
minimum of 18 hours in courses num-
bered 500 and above and HIST 387 in
the jumior year. Students must
distribute their upper division courses
over al least three of the following
ltelds:
|. Ancient, medieval. and early
modern Europe.
1i. Modern Europe (including Great
Britain).
11l. The third world (Asia, Africa. Latin
America).
V. The United States (including the
colonial period).

V. Topical courses not focusing upon
a specific geographical region.
such as history of science.
technology. dance, sport, military
history, psychohistory. and other
similar courses.

Advanced Program
in History

Certain highly qualified students may
elec! to define their own programs for
the major in consultation with a com-
mittee of three faculty members
chosen by the student and approved by
the head. This program of study should
be broadly conceived, not narrowly cir-
cumscribed. This option is available
only to students seeking a Bachelor of
Arts (B A) degree in history. In order to
enter this program students must have
a grade point average of 3.5 al the end
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KANSAS OCCUPATIONAL THERAPY ASSOCIATION
SERVING KANSAS AND WESTERN MISSOURI

February 24, 1986

TO: House Public Health and Welfare Committee
FROM: Elizabeth E. Taylor, Legislative Consultant
RE: HB 2498 - Licensure of Occupational Therapists

KOTA has issued written support to this Committee for Licensure of
Occupational Therapists in the following areas:

e Real-life situations where harm has been caused (physical,
emotional, and financial); _

e Cost containment information from other states where licensure
of occupational therapists in the last few years has shown NO INCREASE in
cost,

e Cost information which shows that the average cost for OT
services among the 50 states shows that OT's in licensed states actually
earn LESS THAN IN UNLICENSED states.

e Medical information showing that the appropriate level of
credentialing for OT's is licensure.

e Other elements of the medical team agree that OT should be
licensed. :

Let me review each of these areas of concern.
POTENTIAL OR REAL HARM. Not only have you been presented with
actual cases from occupational therapists who have been in a position to
pick up the pieces where non-qualified practitioners have attempted to
practice occupational therapy, but you have also heard from physicians who
have shown that in actual cases, there has been loss of physical ability
(both permanent and temporary), emotional harm caused from lengthened
recovery or additional surgery needed due to unqualified occupational
therapy services, as well as financial harm being caused due to prolonged iy
services needed to make corrections from poor service. '

COST CONTAINMENT. A major concern to any policy maker when you
talk of increased qualifications for a trade is increased costs. The
information provided by us during these past few days has shown that
occupational therapists in licensed states have studied the effect of
licensure on the salaries of occupational therapists and have found no
substantial increase in salary. In addition, a tabulation of the average
salary among occupational therapists in all fifty states shows that
occupational therapists in licensed states actually earn a lower average
salary than occupational therapists in unlicensed states. This clearly
eliminates the argument for increased cost of occupational therapy services
due to licensure. '

LICENSURE IS THE APPROPRIATE LEVEL OF CREDENTIALING. It has been
said during this hearing by Committee members that only occupations which
operate completely alone should be licensed. However, in a large number of
Kansas licensed professions this is not the case. For instance, dental
hygienists are licensed yet they cannot even brush teeth without the direct
supervision of a dentist; licensed practical nurses are licensed; yet they



cannot function without the indirect supervision of the physician nor the
direct supervision in most cases of the registered nurse. Registered
nurses are licensed; yet they also do not function completely
independently. The list goes on and on. Occupational therapists should be
credentialed at the level of licensure. It is only under this level that
legal responsibility can be directed. The question of which level is
appropriate for occupational therapy is not a new one - licensure as the
appropriate level has been decided by the TECHNICAL COMMITTEE of the SHCC,
the FULL SCHH, as well as the Secretary of Health and Environment. THIS IS
THE ONLY'CREDENTIALING APPLICATION WHICH HAS BEEN APPROVED FOR THE LEVEL OF
LICENSURE AT ALL LEVELS OF REVIEW!

As detailed by physicians in both written and oral testimony, occupational
therapists receive an order (or prescription) from the physician. At this
point the occupational therapists functions on her own as part of the
medical team. The physician has little or no opportunity to supervise the
work done by the occupational therapist. Further, as we heard in
testimony, the occupational therapist is depended upon by the physician to
offer alterations to the physician's order as needed to reach the ultimate
end derived between the physician and the OT.

‘ THE MEDICAL TEAM AGREES WITH THE LEVEL OF LICENSURE OF OT. As
described by the physicians who presented testimony in writing and in
person, the medical team utilized in situations where OT is a part, agree
. with the level of licensure. That team consists of the physician, the

" dbccupational therapist, and the physical therapist. Although there are
some areas of necessary overlap, this licensure is desired.
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TO: House Committee on Public Health and Welfare
FROM: Michael J. Byington, Outreach Advocate/Case Manager
SUB: House Bill 2498 '

BASEE: W Febmuary 24,1986

This is supplemental testimony to that which I have already
submitted. It is my understanding from talking with other
lobbyists that the House Public Health and Welfare Committee
has requested additional definitions materials concerning a
number of therapeutic modalities whose representatives have
concerns in reference to House Bill2493. It is my pleasure
to offer definitions for a number of modalities.

The National Association for Drama Therapy defines drama therapy
as follows. Drama therapy is the planned, systematic use of
drama/theater processes, utilized to bring about improvement

in functioning and positive change in personality. While drama
therapy is related to creative drama as well as theater, it is
different from each in that it is a form of therapy which wtil-
izes drama as its primary tool. The goals of this modality,
therefore, are defined by the therapeutic context within which
the drama therapist works.

My previous testimony also references instructors for the blind
and rehabilitation teachers for the blind. These modalities
have lengthy definitions provided through state Ciptilisiervicen "
as they are civil service positions and civil service titles.

I do not have in my current possession copies of the unabridged
jobdescriptionsy ibuts T am certain legislative research will be
happy to provide this information for you. Upon receiving the
information, you will discover that the duties of these civil
service titled individuals are very similar to those described
as being assigned to occupational therapy in HB-2949 except that
the duties relate specifically to work with blind and visually
impaired individuals.

I also, in previous testimony have referenced the term Case
Manager. Case management is essentially a managerial term
and is defined quite differently via the administrative and
service delivery structures of community and institutional
based agencies. In reference to Centers for Independent Liv-
ing such as the Topeka Resource Center for the Handicapped,

A Project of the Topeka Independent Living Resource Center, Inc. W?/ 0%
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case management is defined as the overall coordination of
services necessary to assist individuals in achieving and
living at their maximum potential for independence. This

can, in some cases, include the administration of initial
assessment in testing tools to determine needs and appropriate
referrals. It can certainly include the administration of
direct recreational services and/or hands-on training in

the use of adaptive equipment for purposes of improved inde-
pendent function.

I think it becomes clear that it is impossible to limit the «
scope of practice in these areas to one group having only
one modality of training.





