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MINUTES OF THE S°NATE  COMMITTEE ON PUBLIC HEALTH AND W

The meeting was called to order by __ SENATOR ROY M. EHRLICH‘ at
Chairperson

10:00 5 m./3%%% on March 24 1986in room 226=S __ of the Capitol.

All members were present except:

Committee staff present:

EFmalene Correll, Legislative Research
Norman Furse, Legislative Research
Clarene Wilms, Committee Secretary

Conferees appearing before the committee:

Rita Wolf, KDHE - representative for Secretary Barbara Sabol

Elizabeth Taylor, Kansas Occupational Therapy Association

Linda Nobles, Occupational Therapy Association

Dick Hummell, Kansas Health Care Association

Steve Curtis, Kansas Respiratory Therapy Society

Written Testimony - Cam Wilson, President, Kansas Chapter American Physical
Therapy Association

o

Others attending: See attached list

HB-2498 - An Act concerning occupational therapy; providing for registration
of occupational therapists and occupational therapy assistants by
the state board of healing arts;

Rita Wolf, KDHE testified and presented written testimony submitted by
Secretary Barbara Sabol. Attachment I It was stated that KDHE supports the
provisions of HB-2498. The written testimony stated that the department
supported licensure. The bill was amended by the house committee to read
"registration" rather than licensure. The written testimony stated that all
3 criteria for credentialing have been met according to the present statutes.

Elizabeth Taylor testified and presented written testimony in support of
HB-2498. Attachment II Ms. Taylor stated the group supported licensure and
presented an amendment to the bill. Attachment IIT She stated that the
testimony supported licensure since that was the eventual goal of the group.
Written information by the Kansas Occupational Therapy Association was pre-
sented in support of HB-2498. Attachment Iv

Linda Noble testified representing the Occupational Therapy Organization
covering the scope of duties the occupational therapists handle. She also
covered the education involved in their training.

Dick Hummel testified and presented written testimony on HB-2498. Attach-
ment V Mr. Hummel stated concerns that the provisions of this bill as

written could result in unnecessary expenditure of monies in new health care
costs. He also requested an amendment which would remove a person employed

as an activity director in the adult care home. When questioned as to

whether or not the occupational therapists had been consulted on this amend-
ment he stated they had not. Elizabeth Taylor indicated that the occupational
therapists would not want an amendment such as offered by Mr. Hummel if they
looked at registration. She stated that it was her understanding that
occupational therapy consultants were mandated federally.

HB-2533 - An Act concerning respiratory therapy; providing for registration
of respiratory therapists by the state board of healing arts;

Steve Curtis testified and presented written testimony in support of HB-2533.
Attachment VI Mr. Curtis stated they were interested in licensure but the
house had requested they try registration first and they had agreed to that.
The Respiratory Therapist Society requested tgg&mﬁhe legislators mandate a

Unless specifically noted, the individual remarks reco ave not
been transcribed verbatim. Individual remarks as reported herein have not
cen submitted to the individuals appearing before the committee for
been subm p Page 1 of _2_—

editing or corrections.
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a legal credentialing mechanism for respiratory therapists in Kansas. Mr.
Curtis presented some requested amendments to HB-2533. Attachment VII The
committee asked Mr. Curtis whether or not these amendments were presented
to the house committee and he replyed no, that many changes were occurring
as the bill was processed through the house and they were reluctant to add
any more. He also stated that these changes were basically technical.

Rita Wolf testified and presented testimony as a representative of Secretary
Sabol, KDHE. Attachment VIITI The written testimony states that KDHE
supports HB-2533 which provides for the licensure of respiratory therapists.

Written testimony in support of HB-2498 and HB-2533 by the American Physical
Therapy Association was submitted. Attachment IX

Meeting adjourned at 10:47 a.m.
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KANSAS DEPARTMENT OF HEALTH AND ENVIRONMENT

TESTIMONY ON HOUSE BILL 2498
PRESENTED TO THE SENATE PUBLIC HEALTH AND WELFARE COMMITTEE, MARCH, 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 “or
credentialing of occupational therapists does exist in Kansas.

- Therefore, it is recommended that occupational therapist and occupational
therapy assistants be Ticensed 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, Secretary
Kansas Department of Health
and Environment
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KOTA ‘

KANSAS OCCUPATIONAL THERAPY ASSOCIATION
SERVING KANSAS AND WESTERN MISSOURI

March 24, 1986

TOs . Senate 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
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

Attachment II.
[ B2l S. PH&W &



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
occupational therapist, and the physical therapist. Although there are
some areas of necessary overlap, this licensure is desired.
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AN ACT concerning occupational therapy; providing for Lieen-
sure registration of occupational therapists and occupational
therapy assistants by the state board of healing arts; estab-
lishing an occupational therapist council; declaring certain
acts to be unlawful and providing penalties for violations;
amending K.S.A. 75-3170a and repealing the existing section.

Be it enacted by the Legislature of the State of Kansas:

New Section 1. This act shall be known and may be cited as
the occupational therapy practice act.

New Sec. 2. As used in sections 1 to 18, inclusive: °

(a) “Board” means the state board of healing arts.

(b) “Occupational therapy” is a health care profession whose
practitioners are employed under the supervision of a perser

licensed to practice medieine and surgery physician{in the ther-
apy, rehabilitation, diagnostic evaluation, care and education of
individuals who are limited by physical injury or illness, psy-
chosocial dysfunction, developmental or learning disabilities or
the aging process in order to maximize independence, prevent

when services are performed in a medical facility

disability and maintain health[fgi)eciﬁc occupational therapy
services include:

(1) Administering and interpreting tests necessary for effec-
tive treatment planning; ‘

(2) developing self-care and daily living skills such as feed-
ing, dressing, hygiene and homemaking;

(3) designing, fabricating, applying or training, or any com-
bination thereof, in the use of selected orthotics, upper extremity
prosthetics or adaptive equipment;

(4) developing sensory integrative skills and functioning;

(5) using therapeutic activity and exercise to enhance func-

Attachment IIT
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or who perform these services in a non-medical facility.
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AN ACT concerning occupational therapy; providing for lieen-
sure registration of occupational therapists and occupational
therapy assistants by the state board of healing arts; estab-
lishing an occupational therapist council; declaring certain
acts to be unlawful and providing penalties for violations;
amending K.S.A. 75-3170a and repealing the existing section.

Be it enacted by the Legislature of the State of Kansas:

New Section 1. This act shall be known and may be cited as
the occupational therapy practice act.

New Sec. 2. As used in sections 1 to 18, inclusive: -

(a) “Board” means the state board of healing arts.

(b) “Occupational therapy” is a health care profession whose
practitioners are employed under the supervision of a persen

Licensed to practice medicine and surgery physician{in the ther-
apy, rehabilitation, diagnostic evaluation, care and education of
individuals who are limited by physical injury or illness, psy-
chosocial dysfunction, developmental or learning disabilities or
the aging process in order to maximize independence, prevent

when services are performed in a medical facility

disability and maintain health/fS'peciﬁc occupational therapy
services include:

(1) Administering and interpreting tests necessary for effec-
tive treatment planning;

(2) developing self-care and daily living skills such as feed-
ing, dressing, hygiene and homemaking;

(3) designing, fabricating, applying or training, or any com-
bination thereof, in the use of selected orthotics, upper extremity
prosthetics or adaptive equipment;

(4) developing sensory integrative skills and functioning;

(5) using therapeutic activity and exercise to enhance func-

or who perform these services in a non-medical facility.



TESTIMONY
PRESENTED TO SENATE PUBLIC HEALTH AND WELFARE COMMITTEE
in support of HB 2498

by the Kansaé Occupational Therapy Association
March 24, 1986

The data enclosed includes the following:

Occupational Therapy work setting statistics

Occupational Therapy educational program coursework

Data Briefs which show the reduced cost of health care when O.T.

is used

Support letters showing that 0.T. licensure in other states does

not increase the cost of health care

0.T. salary schedules for all 50 states showing that 0.T.'s in

unlicensed states earn a higher average salary than 0.T.'s in
licensed states

Other testimony will be presented during the hearing (copies of
which will be given to the committee by conferees).

For more information, contact Elizabeth E. Taylor, Legislative

Consultant to KOTA, 129 North Broadmoor, Topeka, KS 66606,
913-354-1605.

Attachment IV
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KANSAS OCCUPATIONAL THERAPY ASSOCIATION
SERVING KANSAS AND WESTERN MISSOURI

OCCUPATIONAL THERAPY IN KANSAS

CCCUPATIONAL THERAPY IS ONE OF THE NATION'S FASTEST GROWING ALLIED HEALTH
PROFESSIONS.

In Kansas there are 512 Occupational Therapists, Occupational Therapy
assistants, and students of Occupational Therapy. Presently there are 401
employed Occupational Therapists and 38 employed Occupational Therapy assis-

tants. Currently, 300 Occupational Therapists are members of the Kansas

Occupational Therapy Association.

OCCUPATIONAL THERAPY EDUCATION.

1. Entry Level Bachelors Program located at:
University of Kansas
318 Blake
Lawrence, Kansas 66045
(913) 864-3735
2. Occupational Therapy Assistant Program located at:
Barton County Community College
R.R. #4
Great Bend, Kansas 67530
(316) 792-2701 Ext. 156
AND
University of Kansas
318 Blake
Lawrence, Kansas 66045
(913) 864-3735

WHAT IS OCCUPATIONAL THERAPY?

Occupational Therapy is a dynamic form of rehabilitation which is based upon
the idea of healing through doing or "purposeful activity"., Clinicians work
with individuals who have had to adapt to a physical or emotional disability,
or who experience impairment due to developmental delays or the agihg process.
The goal of trealment is to maximize functional independence. The thevapist
assists the client to regzin the motor, cognitive and/or psychological skills

necessary tc perform the daily functional activities.
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KANSAS(DCCUPATTONAI,THERAPY\ASSOCHATTON
SERVING KANSAS AND WESTERN MISSOURI

D. WHERE DO OCCUPATIONAL THERAPISTS WORK IN KANSAS?
1. 55.7% of Occupational Therapist and 50.2% of Occupational Therapy
assistants work in the following Medical settings:
Community Mental Health Centers
Health Maintenance Organizations
Home Health Agencies
Hospices "
Hospitals
Psychiatric Hospitals
Public Health
Rehabilitation Hospitals
Sheltered Nursing Homes
2. 34.1% of Occupational Therapists and 50.1% of Occupational Therapy
assistants work in the following Community settings:
4-year Colleges
2-year Colleges
Day Care
Corrections
Private Industry
Private Practice
Residential Care
School Systems
Sheltered Workshops
E. DIAGNOSTIC CATEGORIES THAT OCCUPATIONAL THERAPISTS TREAT:

1. Behavioral Disorders 6. Muscular-Skeletal Conditions

2. Developmental Delay 7. Neurological Disorders

3. Learning Disabilities 8. Psychiatric Disorders

4. Mental Retardation 9. Traumatic Injuries

5. Metabolic Disorders 10. Visual and/or Hearing Impairme?ts

.

9
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REASONS FOR LICENSING OCCUPATIONAL THERAPISTS AND OCCUPATTIONAL THERAPY

ASSTSTANTS ¢

1. The unregulated practice of the profession can endanger the health,
safety, or welfare of the public.

2. The pracfice of the profession requires specialized skill or training
and the public needs will benefit from assurance of initial and -
continuing professional ability.,

3

The public is not effectively protected from harm by means other than
credentialing., '

HISTORY O THE LICENSURE EFFORT IN KANSAS:

1.

2.

3

4.

Te

8.

In 1974, the American Occupational Therapy Association offically
recognized the merits of licensure for the legal protection that it
affords the consumer. There are currently 29 states licensed.

In 1977, a licensure committee was formed in Kansas. Shortly thereafter
the Kansas Legislature put a moratorium on all licensure bills. '

In 1980, House Bill 2755 was Passed, authorizing a state credentialing
program,

In 1980, the licensure committee began work on the application and in
November, 1982 the notice of intent was submitted and accepted.

In December of 1983, a technical committee was chosed and from January
of 1984 through May of 1984, four_ﬁublic hearings were held to review
and analyze our application; In May of 1984, our technical committee
recommended to the Statewide Health Coordinating Council that Occupational
Therapy become a licensed profession.

In July of 1984, the Statewide Health Coordinating Council voted to
recommend to the legislature that Occupational Therapy become licensed.
In October of 1984, the Department of Health and Environment concurred
with the Statewide Health Coordinating Council recommendation.

In March of 1985, the Public Health and Welfare Committee of the House
of Representatives voted to send the‘H.B. 2498 to Interim Committee for
further study. ¥
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KANSAS OCCUPATIONAL THERAPY ASSOCIATION
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H, FOR MORE INFORMATION ABOUT OCCUPATIONAL THERAPY IN KANSAS, PLEASE CONTACT:
1. Sue Merryfield
President

9527 Granada
Overland Park, Kansas 66207
(913) 381-8680

2. Meredith Mohler
Credentialing Chairperson
5219 S.W. 2nd Pk #3 .
Topeka, Kansas 66614
(913) 273-3596

3« Linda Baker Nobles
9924 Catalina
Overland Park, Kansas 66207
(913) 649-6735

4. Mary Anne McDowell
Kansas University Medical Center
39th and Rainbow
Kansas City, Kansas 66103
(913) 533-3128



Essentials and Guidelines
of an Accredited Educational Program
for the Occupational Therapist

: . : Essentials initially addpted 1935;

revised 1943, 1949, 1965, 1973, and 1983

Adopted by thé ‘

AMERICAN MEDICAL ASSOCIATION
AMERICAN OCCUPATIONAL THERAPY ASSOCIATION, INC.,

Essentials, which present the minimum accreditation stan-
dards for an educational program, are printed in regular
typeface. The extent to which a program complies with
these standards determines its accreditation status; the
Essentials therefore include all requirements for which an .
accredited program is held accountable.

Guidelines, explanatory documents which clarify the Es-
sentials, are printed in italic typeface. Guidelines provide
examples, etc, to assist in interpreting the Essentials.

PREAMBLE

OBJECTIVE

The American Medical Association and the American Occu-
pational Therapy Association, Inc. cooperate to establish,
maintain and promote appropriate standards of quality for

educational programs in occupational therapy and to provide -

recognition for educational programs which meet or exceed
the minimum standards outlined in these Essentials.

These Essentials are the minimum requirements for bacca-
laureate or post-baccalaureate occupational therapy entry-
level professional programs. The sponsoring institution offer-
ing a professional education program in occupational therapy
assumes responsibility for ensuring that the established Es-
sentials contained herein will be met and maintained. Surveys
are made by the appropriate recognized bodies and lists of
accredited programs are published for public information.

DESCRIPTION OF THE PROFESSION

Occupational therapy is the art and science of directing man’s
participation in selected tasks to restore, reinforce and en-
hance performance, facilitate learning of those skills and
functions essential for adaptation and productivity, diminish
or correct pathology, and to promote and maintain health.
Reference to occupation in the title is in the context of man’s
goal-directed use of time, energy, interest, and attention. Its
fundamental concern is the development and maintenance of
the capacity throughout the life span, to perform with satis-

faction to self and others those tasks and roles essential to

productive living and to the mastery of self and the environ-
ment.

Since the primary focus of occupational therapy is the devel-
opment of adaptive skills and performance capacity, its
concern is with factors which serve as barriers or impediments
to the individual’s ability to function, as well as those factors
which promote, influence or enhance performance.

Occupational therapy provides service to those individuals
whose abilities to cope with tasks of living are threatened or
impaired by developmental aeficits, the aging process, pover-
ty and cultural differences, physical injury or illness, or
psychological and social disability.

Occupational therapy serves a diverse population in a variety
of settings such as hospitals and clinics, rehabilitation facili-
ties, long-term care facilities, extended care facilities, shel-
tered workshops, schools and camps, private homes, housing
projects, and community agencies and centers. Occupational
therapists both receive from and make referrals to the
appropriate health, educational, or medical specialists. Deliv-
ery of accupational therapy services involves several levels of
personnel including ghe registered occupational therapist, the
certified occupational therapy assistant, and aides. o

Entry-level occupational therapy professional education pro-
grams prepare the individual to;



1. Provide occupational therapy services to prevent deficits
and to maintain or improve function in daily living skills
and in underlying components, e.g., sensorimotor, cogni-
tive, and psychosocial.

. Manage occupational therapy service.

Incorporate values and attitudes congruent with the pro-

fession’s standards and ethics.

wn

Entry-level professional education lays a foundation for ¢
roles of the experienced therapist, eg, gonsultant, educa. .,
researcher, and health planner. The American Occupational
Therapy Association maintains an entry-level role delinea-
tion,

REQUIREMENTS FOR ACCREDITATION

I. SPONSORSHIP

A. An occupational therapy professional education program
shall be located in a college or university authorized to
grant the baccalaureate or higher degree.

B. In programs where the academic and fieldwork phases
are provided in two or more institutions, accreditation
will be granted to the sponsoring institution that assumes
primary responsibility for curriculum planning and selec-
tion of course content; coordinates classroom teaching
and supervised fieldwork; appoints faculty to the pro-
gram; receives and processes applications for admission;
and grants the degree or certificate documenting comple-
tion of the program. The sponsoring institution shall be
responsible for assuring that the activities assigned to
students in fieldwork are educational. - :

C. Institutions involved in the education process shall be
recognized
1. The sponsoring university or college shall be recog-
nized by regional accrediting bodies.
2. Fieldwork centers shall be approved by recognized
accrediting agencies or meet standards established by
the educational program.

D. Responsibilities of the sponsoring institution and each
fieldwork education center shall be clearly described in
written documents. 5

Examples of such documents include letters, contracts, educa-
tional objectives, or informational forms.

Provision should be made for periodic review of same.

II. EDUCATIONAL PROGRAM

A. The statement of the mission and purpose of the Occupa-
tional Therapy program shall be consistent with that of
the sponsoring institution.

B. The statement of philosophy of the occupational therapy
program shall reflect the philosophy of the profession of
occupational therapy.

C. A curriculum design shall be basic to the development,
implementation, and continuing evaluation of the pro-
gram and shall
1. Describe the basis for the selection of content, scope,
and sequence.

2. Identify general objectives.

3. Explain content sequencing as it relates to curriculum
design.

A wide variety of curriculum patterns may serve as effective
means of organizing the professional educational program.

D. The length of the educational program shall be sufficient
to meet
1. The profession’s requirements.
2. The requirements of the sponsoring institution at the
Baccalaureate, Certificate, or Master’s Level.

The profession’s requirements refer 1o sufficient content for
achievement of entry-level competencies and requirements for
certification.

E. Content requirements shall include liberal and profes-
sional education

Documentation shall include instructional objectives, outlines,
methods, and learning experiences.
n

1. Liberal arts, sciences, and humanities.
Prerequisite to or concurrent with professional educa-
tion are those studies that encourage
a. Broadening of intellectual powers and interests.
b. Exploration of attitudes and values.

Studies may include English composition, literature, anthro-
pology, psychology, sociology, Philosophy, biology, and
speech. '

2. Biological, behavioral, and health sciences.
a. Structure and function of the human body and
recognition of normal and abnormal conditions.

Content should include anatomy, kinesiology, physiology,
neuroanatomy, and neurophysiology.

b. Human development throughout the life cycle in-
cluding sensorimotor, cognitive, and psychosocial
components.

¢. Human behavior in the context of socio-cultural
systems and beliefs, ethics, and values.

Studies may include the interaction between individuals and
their social systems, and the affect of personal ethics and values-

on behavior.

d. Effects of health and illness on person and society.

Studies may include the promotion of health and prevention of
disease; the etiology, clinical course, management, and prog-
nosis of congenital, developmental, acute, and chronic disease
processes and traumatic injuries; and the effect of such condi-
tions on human functioning and society.

3. Occupational therapy theory and practice
a. Human performance
Occupation throughout the life cycle; human inter-
action, roles, values, and the influence of the
non-human environment.
b. Activity processes
(1) Theories underlying the use of purposeful ac-
tivity; the meaning and dynamics of activity—
self-care, work, play, and leisure.
(2) Performance of selected life tasks and activi-
ties. .
(3) Analysis, adaptation, and application of pur-
poseful activity as therapeutic intervention.

Analysis of activitie} should include their sensorimotor, cogni-
tive, and psychosocial components as well as their relevance to
patients/clients.



(4) Use of self, dyadic, and group interaction,

¢. Theoretical approaches including those related to
purposeful activity, human performance, and ad-
aptation,

d. Application of occupational therapy theory to
practice :

(1) Assessment and interpretation

Observation

Interviews

History

Standarized and non-standarized tests

Directing, planning, and implementation

(a) Therapeutic intervention related to daily
living skills and sensorimotor, cognitive,
and psychosocjal components.

(b) Therapeutic adaptation including methods
of accomplishing daily life tasks, environ-
mental adjustments, orthotics, and assist-
ive devices and equipment,

(¢) Health maintenance including energy con-
servation, joint protection, body mechan-
ics, and positioning,

(d) Prevention programs to foster age-
appropriate balance of self-care, work,
and play/leisure.

(3) Termination
Program termination including re-evaluation,
determination of discharge, summary of occu-
pational therapy outcome, and appropriate
recommendations to maximize treatment
gains. i

(4) Documentation

@

-

Content should include professional terminology, recording
and reporting methods, and sharing information with other
individuals.

e. Development and implementation of quality assur-
ance,
f. Management of occupational therapy service,
(1) Planning services for client groups. .
(2) Personnel management: Cota’s, aides, volun-
teers, and Level I students.

Content should include roles and functions of various levels of
occupational therapy personnel as well as interdisciplinary and

supervisory relationships within the administrative hierarch y.

(3) Departmental operations: budgeting, schedul-
ing, record keeping, safety, and maintenance
of supplies and equipment.

4. Research -

a. Critique of studies related to occupational therapy.
Application of research approaches to occupation-
al therapy practice.

5. Values and attitudes congruent with

a. The profession’s standards and ethics,

b. Individual responsibility for continued learning.

¢. Participation in the promotion of occupational
therapy through professional organizations, gov-
ernmental bodies, and human service organiza-
tions,

d. Documentatioa and validation of occupational
therapy practice through research, publication, and
program evaluation.

6. Fieldwork education

a. Supervised fieldwork shall be an integral part of
the professional education program.

(1) There shall be collaboration between academic
and fieldwork educators,

Collaboration may be fostered by on-site visits, written and

) -
oral communication, reports from studerts, a fieldwork coun-
cil, and other mechanisms for communication.

(2) Objectives for each phase of fieldwork shall be

(a) Developed collaboratively by academic
and fieldwork educators,

(b) Documented.

(c) Known to the student.

(3) Fieldwork shall be conducted in settings ap-
proved by the program as providing experienc-
€s appropriate to the learning needs of the
student and as meeting the objectives of field-
work,

b. Level I Fieldwork shall be provided.

Level I Fieldwork includes those experiences designed as an
integral part of didactic courses for the purpose of directed
observation and participation in selected field settings. These
experiences are not expected to emphasize independent per-
formance or to be considered substitutes for or part of the
sustained Level II Fieldwork.

" ¢ Level II Fieldwork shall be required. It shall
(1) Include a minimum of six months of practice,
(2) Emphasize the application of an academically
acquired body of knowledge.

The purpose of Level I] Fieldwork is 10 provide an in-depth
experience in delivering occupational therapy services to cli-
ents. :

" (3) Include experience with a wide range of client

ages and a variety of physical and mental
health conditions,

Within the six-month period there should be opportunities for
supervised practice of occupational therapist entry-level roles,

should be appropriate to the setting selected, studen: needs,
and continuity of client services, eg, consecutive half days. To
ensure continuity and meaningful application of academic
concepts, all fieldwork experiences should be completed not
later than 24 months following completion of academic prepa-
ration.

" F. Evaluation of the ed cational program shall be conduct-

ed including ;
1. Student learning.

Methods for evaluation of student learning should be consis-
tent with course objectives and methods of instruction. Prior 10
evaluation, the student should be made aware of the criteria,
methods, and weight of measures to be used.

2. Instructor and course effectiveness.
3. Curriculum.

A variety of methods, procedures, and instruments may be
used to obtain information on all aspects of instruction, eg,
instructor effectiveness, curriculum design, sequence, and rele-
vance. Information from student, instructor, and course evalu-
ation should be used to make needed adjustments,

III. RESOURCES

Resources shall be provided to meet the purpose and objec-
tives of the educational program.

A. Program Director :

1. The director of the educational program shall be a
registered occypational therapist who has relevant
occupational therapy experience in administration,
teaching, and direct service. In addition, the director
shall hold the master’s or doctoral degree, or have
equivalent educational qualifications.



2. The director of the educational program shall be
responsible for the organization, administration, eval-
uation, continued development, and general effective-
ness of the program.

Administration should include such functions as budget devel-
opment and control and faculty selection, development, and
retention as congruent with institutional policy.

B. Instructional Staff
I. The faculty shall include registered occupational ther-
apists.
2. The faculty shall be qualified, knowledgeable, and
effective in teaching the content assigned.

Selection of faculty should assure expertise in keeping with the
content inherent in an occupational therapy curriculum. Facul-
ty should meet the standards of the sponsoring institution for
their academic preparation.

3. Faculty responsibilities shall be consistent with the
mission of the sponsoring institution.

Faculty responsibilities may include teaching, communit y serv-
ice, research, student advising, and participation in institu-
tional activities.

4. The faculty/student ratio shall ,
a. Permit the achievement of the purpose and the
stated objectives of the program.
b. Be compatible with accepted practices of the insti-
tution.
5. Continuing professional development for faculty shall
include
a. A plan for and commitment by faculty.
b. Support for the implementation of the plan by the
institution.,

The plan should be documented and may be accomplished
using institutional resources. This may include opportunities
for participation in educational programs and workshops,
research in the area of specialty, consultative appointments,
and direct involvement with delivery of occupational therapy
services. Support may include released time, funding, and
recognition,

C. Fieldwork Educators
1. The ratio of fieldwork educators to students shall be
such as to ensure quality experience and maximal
learning.
2. Level I Fieldwork shall be supervised by qualified
personnel.

Qualified personnel may include occupational therapy person-
nel and other appropriate personnel such as teachers, social
workers, public health nurses, ministers, probation officers,
and physical therapists.

3. Level Il Fieldwork shall be supervised by a registered
occupational therapist who shall
a. Collaborate with academic faculty.
b. Have a minimum of one year of experience.

D. Support Services.
Support services shall be provided to meet program and
administrative requirements.

E. Financial Resources. .
A budget of regular institutional funds shall be sufficient
to develop and maintain the program.

F. Physical Resources.
1. Classrooms, laboratories, offices, and other facilities
shall be provided.

Assigned space should be consistent with the program'’s educa-
tional objectives and teaching methods.

4
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a. Laboratory space shall be assigped to the occupa-
tional therapy program on a priority basis.

Space should be provided in the laboratory area to adequately
store and secure equipment and supplies.

b. Faculty, staff, and administrative offices shall allow
for efficient operation of the program.
c. Space shall be available for private advising of
students.
2. Equipment and supplies consistent with program ob-
jectives and teaching methods shall be available.
3. A library shall be accessible, containing current stan-
dard texts, scientific books, periodicals, and other
reference materials relevant to the program.

“Accessible’ refers to convenient location, operating hours,
and particular library policies, eg, borrowing, reserve. There
should be adequate budgetary provision for purchase of
pertinent reference materials to support occupational therapy

. education,
)

IV. STUDENTS

A. Program Description
1. A description of the program and its content shall be
made available to the student.
2. Requirements for successful completion of the aca-
demic and fieldwork segments of the program, and for
graduation, shall be made available to each student.

B. Selection
Selection of students shall be made in accordance with
generally accepted practices of the institution. These
practices shall be defined and published.

The selection of students to the program and their retention
should be a joint responsibility of the Director, the faculty of
the program, and the appropriate administrative officials.

C. Advising
1. Advising related to professional course work and
fieldwork education shall be the responsibility of the
occupational therapy faculty. : )
2. Advising during and pertaining to fieldwork experi-
ence shall be a collaborative process between the
faculty and the field-work educators.

D. Rights and appeal mechanisms
Students’ responsibilities and rights, including appeal
mechanisms, shall be published and made available.
These shall relate to both the academic and fieldwork
components of the program.

E. Records
Records shall be maintained in accordance with institu-
tional policies for student admission, health, attendance,
achievement, and evaluation.

. V. OPERATIONAL POLICIES

A. An official publication including a current description of
the educational program shall be provided.

B. There shall be accurate and available published state-
ments of fair practice that have as their purpose the
protection of the rights, privileges, and responsibilities of
the student, faculty, and institution, as follows
1: Nondiscrimigation policies as they relate to student
admission, matriculation, and faculty recruitment.

2. Fee and tuition costs for all requirements of the
education program,

3. Policies and procedures regarding discontinuance,
withdrawal, and refunds of tuition and fees.



4. Separate mechanisms for graduation and creden-
tialing.

Certification with the American Occupational Therapy Asso-
ciation or licensure with the state are credentialing mechanisms
separate from program completion.

VI. CONTINUING PROGRAM EVALUATION
There shall be systematic and periodic program evaluation.

Program evaluation should include data from faculty, field-
work centers, students, graduates, employers, sponsoring in-
stitution, and professional associations. Such information
(sometimes referred to as a Self-Study) should contribute to
on-going program development and modifications.

VII. MAINTAINING ACCREDITATION

A. The annual report form provided by the Committee on
Allied Health Education and Accreditation shall be com-
pleted, signed by an appropriate official, and returned by
the established deadline.

B. If the Program Director of an accredited program is

changed; prompt notification shall be sent to the Accred
tation Section, American Occupationald'herapy Associa-
tion. A curriculum vitae of the new program official,
giving details of education and experience in the field,
shall be provided.

C. Upon recommendation of the American Occupation
Therapy Association Accreditation Committee, the
Committee on Allied Health Education and Accredita-
tion may withdraw accreditation whenever the education-
al program is not maintained in substantial compliance
with the standards or there are no students in the
program for two consecutive years.

D. Accreditation shall be withdrawn only after notice has
been given to the chief executive officer of the institution
that such action is contemplated, with reasons for same,
and with sufficient time to permit a considered response.

Established procedures for appeal and review shall be
available.

The sponsoring institution should provide students with noti-
fication of substantial noncompliance with Essentials that may
Jeopardize accreditation of the educational program,

ADMINISTRATION OF ACCREDITATION

1. Application for accreditation of a program should be made

to:

Accreditation Section

American Occupational Therapy Association
1383 Piccard Dr

Rockville, MD 20850

2. The evaluation and accreditation of a program can be
initiated only at the written request of the chief executive
officer of the sponsoring institution or an officially desig-
nated representative,

3. A sponsoring institution may withdraw its request for
initial accreditation at any time (even after the site visit)
prior to final action.

4. The program being evaluated is given the opportunity to

review the actual report of the visiting survey team and to
comment on its accuracy before final action is taken.

5. The Committee on Allied Health Education and Accredi-

tation (CAHEA) and the Accreditation Committee,
American Occupational Therapy Association. will period-
ically resurvey educational programs for continued accred-
itation.

6. The chief executive officer of the sponsoring institution

may request that a return on-site evaluation be made in
the event of significant deficiencies in the performance of
an earlier evaluation team.

7. Adverse accreditation decisions may be appealed by writ-

ing to the Committee on Allied Health Education and
Accreditation (CAHEA). Due process will be followed.

THE AMERICAN OCCUPATIONAL THERAPY ASSOCIATION," INC.

1383 PICCARD DRIVE
ROCKVILLE, MD 20850
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KANSAS EXAMPLES OF POTENTIAL FOR HARM
THROUGH UNLICENSED PRACTICING OF OCCUPATIONAL THERAPY

Prepared by the Kansas Occupational Therapy Association January, 1986

These examples were actual complaints received by the American Occupational
Therapy Association. Because the health care workers in question had not
professional certification by AOTA and because no certification or
educational requirements are required in Kansas to call your practice
'occupational therapy' there was no recourse. :

Within the last 2 years

e Metropolitan hospital - uncredentialed allied health worker
practicing occupational therapy and billing for services as
occupational therapy. Patient was actually harmed and the worker
was dismissed.

e OSmall town hospital - occupational therapy services are being
billed to Medicare by a worker calling himself an occupational
therapist when he has no qualifications to do so.

e Patient in a metropolitan area contacted an OTR to say the
another OT had made a foot splint (which is not within the scope
of practice of an occupational therapist) that was made
incorrectly. The patient then required foot surgery to repair
the damage to the foot,

Other financial concerns of the KOTA regarding hiring persons uneducated in
occupational therapy surround the issue of insurance and governmental
funding for reimbursement of occupational therapy services when these
services are not being provided by registered or educated occupational
therapists. Because much of the medical dollars are government funded, and
thereby paid for by the public, occupational therapy services should be
provided by those educated and licensed in occupational therapy.

The above actual examples of potential harm were gathered after the KOTA

went through the SHCC process and thereby are not the ones used during SHCC
testimony.



Quality Assurance Uivision

The Efficacy of Occupational Therapy The American Occupational Therapy Association, In

Multiple Sclerosis Data Brief

Rockville, Maryland

REHABILITATION PROVES COST-EFFECTIVE IN TREATMENT OF MULTIPLE SCLEROSIS

e A multidisciplinary team investigating treatment of 20 multiple sclerosis (MS) patients at a rehabilitation center
found statistically significant improvements in functioning after treatment, along with measurable cost savings.

e As part of the rehabilitation team, an occupational therapist worked with each patient one or two times daily on
upper extremity functioning, transfer activities, activities of daily living, homemaking, community involvement,
and use of adaptive equipment.

Therapy Outcomes ' Analysis of Annusl Care Costs
Level of
statistical
Rated category significance
Balance p < 0.001 26,153
Self-care activities p < 0.000 7
Bed mobility p ¢ 0.000
Wheelchair transfers p < 0.000
Ambulatory transfers 10,583
(for ambulatory patients) p < 0.041
Wheelchair management p< 0.001
Homemaking p < 0.090
Real-life activities p< 0.001
Year Before Year Received Year After
Rehabilitation: Rehabilitation: Rehabilitation:
Average Costs B Average for Average Costs
A comparison before and after rehabilitation, using the of Home Care Inpatient of Home Care
Multiple Sclerosis Functional Profile, shows statistically Program
significant improvement in all categories. Note: "p" $14,175
means probability. Any probability .05 or smaller is D Average Home
statistically significant, meaning that the likelihood of Care Following 5
the results occurring by chance are extremely small, Discharge
i.e., the results are due to the experimental treatments. $9,400
Study conclusions: 3
e "Data indicate that patients with fixed, chronic neurological deficits from longstanding multiple sclercsis can
achieve significant functional improvement from intensive, multidisciplinary rehabilitation.”
e "The therapeutic programs we provided... emphasized the role of skilled rehabilitation nursing and occupational
therapy, since these groups usually provide the type of training that maximally benefits patients with multiple
sclerosis.”
e Rehabilitation which included occupational therapy was related to a 60 percent reduction in the cost of home care
for multiple sclerosis patients. -
© Overall costs of care during the year when intensive inpatient rehabilitation was received were less than the costs
of home care in the previous year.
Sources: Feigenson JS, Scheinberg L, Catalono M, Polkow L, Feigenson JS, McCarthy ML. "Guidelines for Personal communication March 1, 1983 with Linda
Mantegazza PM, Feigenson WD, LaRocca NG. "The establishing a stroke rehabilitation unit,” New York Polkow, OTR, occupational therapist participating
cost-effectiveness of multiple sclerosis rehabilitation: State Journal of Medicine, pp. 1430-1434, August 1977, in the study (clarified nature of occupational

A Model," Neurology, Vol. 31, No. 10, pp. 1316-1322,

(describes program also used with multiple sclerosis therapy intervention).

~ntinnte)



Data Brief Guide for Occupational Therapists

USING OCCUPATIONAL THERAPY EFFICACY DATA
FOR ADVOCACY AND QUALITY ASSURANCE

Rehabilitation Can Be Cost-Effective in Treatment P
of Multiple Sclerosis

The research study summarized in the attached Data Brief supports the utilization of
occupational therapy as part of the rehabilitation program for individuals with fixed,
neurological deficits. Twenty patients with multiple sclerosis who had not responded
to outpatient regimes received an average of 52.6 days of concentrated, inpatient
rehabilitation. Occupational therapy was a vital component of this program, with
patients receiving one to two treatments daily. A multidisciplinary research team
found statistically significant functional improvements in nine areas assessed.

The rehabilitation regime was also related to a 60 percent reduction in the cost of home
care for these patients. The total cost for care during the year in which this intensive
rehabilitation was received remained less than the total care costs for the year preceding
participation in the study. As the data brief indicates, intensive rehabilitation, including
occupational therapy, for multiple sclerosis patients has a role in improving function

and ultimately reducing overall care costs. oEg

This brief can be used in a variety of ways with policymakers at all levels. For legislators
and third party payers, the study shows that for multiple sclerosis patients who have

failed to respond to outpatient treatment, specialized inpatient rehabilitation, which
includes occupational therapy, more than pays for itself in substantially reducing subsequent
home care costs. Furthermore, patients can achieve higher levels of independent
functioning and enjoy a less restricted lifestyle.

For referring physicians, this study links intensive rehabilitation including occupational
therapy to improved functional outcomes for multiple sclerosis patients. Patients
undergoing rehabilitation became more functionally independent and subsequently required
less care at home. The implication for physicians is that patients with fixed, chronic, ..
neurological deficits can benefit from specialized inpatient rehabilitation, of which
occupational therapy is a vital part.

This study, showing that rehabilitation which includes occupational therapy can make a y

difference for multiple sclerosis patients and save home care dollars, provides an
excellent data base for a quality assurance study.

11/83
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"he :707)!‘:'3{ fgﬁti:eneﬁs of Occupational Therapy The American Occupational Therapy Association, Inc.
:1-0 ;;ssa a Brie 4 1383 Piccard Drive
Y Rockville, Maryland 20850 (301-948-9626)

STROKE REHABILITATION, INCLUDING OCCUPATIONAL THERAPY, REDUCES HEALTH CARE COSTS

e In a physician-directed study, 114 consecutively-udmitted stroke patients were treated at a rehabilitation center. The mean time from
stroke onset to rehabilitation center admission was 9.9 months. Seventy-one of these patients survived for functional evaluation at follow-up
(mean time of follow-up, 28.7 months after discharge).

o "None of the patients admitted to the rehabilitation service was able to live independently at home."

e Patients were generally referred from other hospitals with severe involvement or after a long treatment period which produced little
functional gain. However, functional gains at discharge from the rehabilitation center and at follow-up were statistically significant.

d PATIENTS LIVING AT HOME
(VS INSTITUTION)
100
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ok 72.8% o
(=] - -
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® 20
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0 e
At admission Al discharge Al follow-up
n=14 n=14 *n =171

*n from 114 to 71 due to attrition at follow-up.

Study Conclusions:

e The proportion of patients able to live at home rose from 36.8 percent at admission to 72.8 percent at discharge to 74.6 percent
at follow-up.

e An estimate of cost-benefit factors supports the idea that rehabilitating stroke patients reduces societal costs due to less need for
nursing home placement.

e "...returning an institutionalized patient to the home results in a savings of $412 per month per patient." The ability to return home
was largely dependent on functional status at discharge.

e Average survival rate of stroke patients is 51.2 months, while the break-even point offsetting rehabilitation costs for the entire study
sample occurred at 21.5 months, meaning that " substantial saving resulted from rchabilitating the patients."

Sources: Lehmann JF, Delateur BJ, Powler RS, et al. "Stroke: Does Rehabilitation Alfect Outcome?® Archives of Physical Mcdicine
and Rehabilitation, Vol. S6, pp. 375-382, September 1975.




Qualily Assurance Uivision

The Efficacy of Occupational Therapy f "
Stroke Data Briel ’ The American Occupational Therapy Association, Inc.
July 1983 1383 Piccard Drive

i Rockville, Maryland 20850 (301-948-9626)

STROKE REHABILITATION, INCLUDING OCCUPATIONAL THERAPY AS PART OF TEAM,
SHOWS STATISTICALLY SIGNIFICANT LONG-TERM FUNCTIONAL GAINS

o In a physician-directed study, 114 consecutively-admitted stroke patients treated at a rehabilitation center showed statistically-significant
(p < 0.01) gains from admission to discharge in independence, as measured by a [ive-point scale, in areas of self-feeding, dressing, elimination,
walking, transfer activities, and mobility.

o All patients in the study received a variety of treatments including two hours of occupational therapy daily, the latter consisting of
re-education of upper extremities, when possible, and complete training in activities of daily living for all subjects.

@ Seventy-one surviving patients, at a mean follow-up of 28.7 months after discharge, maintained these statistically significant gains
(p<0.0)) with the exception of self-feeding in that subjects were no longer cutting their own meat.

o Even patients admitted six months (n = 24) and twelve months (n = 12) post-onset made statistically-significant gains (p£ 0.05) from
% admission to follow-up in these areas.

FUNCTIONAL EVALUATION PROFILE OF PATIENTS ON ADMISSION, DISCHARGE, AND FOLLOW-UP

Assistance
needed

Partial
assistance
KEY:

Functional Mobllityseeeessesses
Transfer Activitiesss++44444044
Dressing

Sell-feeding

No assistance,
uses special J1
equipment

No assistance,
perceived as 2
disabled

Average Punctional Evaluation Score

No assistance,

perceived as |
normal Admission Discharge Follow-up

n=171

Study Conclusions:
e "These data support that there was a marked change in performance from admission to discharge, and that this improvement was
largely maintained over the follow-up period with the exception of cutting meat (as part of the self-feeding item)."

e "It may be concluded that significant improvement occurred even at a time [6 to 12 months after stroke onset) when c_hange can
no longer be attributed to spontaneous recovery, thus proving that the rehabilitation process had an impact on improving the functional

level of the patient.”

Sources: Lehmann JP, Delateur BJ, Fowler RS, et al. "SBtroke: Does Rehabilitation Affect Outcome?® Archives of Physical Medicine
and Rehabililation, Val. 56, pp. 375-383, September 1975.

Personal communicstion by letter with Dr. Justus F. Lehmann, March 3, 1983,
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Stroke Data Brief The American Occupational Therapy Association, Inc.
1383 Piccard Drive
March 1983 Rockville, Maryland 20850 (301-948-9626)

RESEARCH SHOWS SHORTER HOSPITALIZATION RELATED TO OCCUPATIONAL THERAPY

o 300 elderly stroke patients with equal severity of illness were referred-randomly to elther a stroke unit, Group A, or a medical unit, Group B. A physician-directed

Investigation found the following significant differences.

Patients Receiving
Occupational
p Length of Stay
: 3 Days
[
28
]
62%
]
OGrop A Orop 8 Orowp A Crewp B (roep A Crow B Qeewp A Orep B Orrp A CGreep B
e Thereisa 35% difference e Group A received e Patients in Group A o Thereis a 17% difference o Group A patients were
between the groups in the occupational therapy an received fewer hours of between the groups in the discharged an average of
number of patients receiv- average of 15 days earlier treatment than Group B number of patients who 20 days earlier.
ing occupational therapy. than Group B. (carly introduction of could manage self-care
(p<0.001) (p<0.001) treatment may be more without assistance.
important than duration). (p<0.05)
(p<0.05)

Inferences: Full utilization of occupational therapy, employing early referral, is strongly related to:

o Shorter hospital stays
o An increase in total self-care at discharge, which could reduce the need for nursing home placement

Sources: Garraway WM, Akhtar AJ, Prescott RJ, Hockey L. *“Management of Acute Stroke in the Smith ME, Garraway WM, Smith DL, Akhtar AJ. ““Therapy Impact on Functional Outcome in a
: Prelimi Resuls of a C lied Trial,” British Medical Journal, April 12, Controlled Trial of Stroke Rehabilitation,” The Archives of Physical Medicine and Rehabilitation,
Vol. 63, January 1982, pp. 21-24.

Elderly: P Y
1980, pp. 1040-1043.




Uﬁ'&ﬂ?j‘m i I Quality Assurance Division

e Efficacy of Occgpational Therap‘y . : The American Occupational Therapy Association, Inc.
ta Brie : 1383 Piccard Drive
felsEoncale o : Rockville, Maryland 20850 (30]:?48—9626)

:ptember 1984 - e foh A e Lo e

| BURN CARE TRADITIONALLY OFFERED BY OCCUPATIONAL THERAPISTS
; ' REDUCE INCIDENCE OF CONTRACTURES AND NEED FOR SURGERY .

o A physician review of medical and photographic records for 625 burn patients treated at Shriners Burn Institute and
University of Texas Medical Branch Hospitals over a ten-year-period showed that 406 patients who had worn splints
and/or pressure dressings_had_significantly lower incidence of burn contractures and need for surgery than 219 patients
who had neither. 2 - ¢ Sl i A O

o Early splinting techniques for burn patients were described by Willis, 2,3 occupational therapist at Shriners Burmn
Institute. Most techniques used today are based on her work.

70 e This traditional occupational therapy treatment approach, a]gng with the application of external pressure, continues
today as an important component in comprehensive burn care.

INCIDENCE OF SURGERY . INCIDENCE OF CONTRACTURES
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No splints/pressure With splint/pressure Ne! ;plints/pressure i With splints/pressure
n = 219 s n =406 n =219 k n = 406
i - surgery = no surgery n = contractures D* no contractures

Conclusions and Obsgfvations:

© The “data confirmed the clinical impression of the value of splints and pressure in minimizing contracture
deformities.” AT . : 5

e “The incidence of contracture deformity was inversely proportional to the length of time that splints and pressure
were worn." (Patients who wore the splints or dressings less than six months showed little benefit; patients who
wore the items six to twelve months showed considerable benefit and those wearing them more than twelve months i
showed the greatest benefit.) .

® "... we found that 92.7 percent of the 219 patients who had not worn the splints and pressure required one or more
- - -surgical release procedures to restore joint mobilitv.®

Sources: 3 :
L. '_"‘3“9- TT; Blackwell, SJ; Lewis, SR. 2. Evans, EB; Larson, DL; Abston, S; 3. Willis, B. “The Use of Orthoplast 4. Fisher, SV; Helm, PA.
Ten Years of Experfence in Managing Willis, B. “Prevention and Correctfon Isoprene Splints in the Treatment of
Patients with Burn Contractures of of Deformity after Severe Burns,® § the Acutely Burned Child: Preliminary
Axilla, Elbow, Wrist, and Knee Joints,® Surgical Clinics of North America, Report,® The American Journal of 1984).
Reprinted from Plastic and Reconstructive Yol. 50, No. 6, pp. 1361-1373, - . Occupational Therapy, Yol. 24, No. 1, :
pp. 57-61, 1969.

Surgery, Yol. 61, No. I, pp. /0-76, December 1970.
January 1978. ) d . s

iu_\grehensive

Williams and Wilkins, pp. 64 and-9S,

Rehabilitation of Burns (Baltimore:



Data Brief

TREATMENTS TRADITIONALLY OFFERED BY OCCUPATIONAL THERAPISTS
REDUCE INCIDENCE OF BURN CONTRACTURES AND NEED FOR SURGERY

The research study summarized in the accompanying data brief

.supports the utilization of splints and/or pressure dressings

(which are traditional occupational therapy techniques) as a

-way of reducing surgical frequency and the incidence of

contractures among burn patients. This study, a retrospective
review of ten ye€ars of records and considered a watershed in

the area of burn treatment, provided strong impetus to the
routine use of splints and/or pressure dressings. These
continue as treatment components within the total rehabilitative
matrix of burn care for such patients today.

Consumers, legislators, and third party payers will note that
routine splinting and/or application of pressure dressings
may be able to significantly reduce the costs of surgery for
treatment of burn contractures.: Physicians and hospital"

~administrators will want to provide occupational therapy

services that include splinting or pressure dressings to

" spare burn patients the pain, risk, and inconvenience, as

well as expense, of surgical intervention.

Although this study does not mention occupationé] therapy
specifically, the splinting and pressure dressings discussed
are commonly used by occupational therapists. In a separate

article, Barbara Willis, occupational therapist at one of the

facilities where the study was done, has outlined the techniques.

‘This study offers strong support for these occupational therapy

methods of treating burn patients.
10/84
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Data Brief Guide for Occupational Therapists

USING OCCUPATIONAL THERAPY EFFICACY DATA
FOR ADVOCACY AND QUALITY ASSURANCE

Outpatient Stroke Therapv Reduces Deterioration

and Improves Functional Ability

The research study summarized in the accompanying data brief can be used in a
variety of ways with policymakers at all levels. It supports the utilization of
occupational therapy -- in combination with other therapies -- in outpatient
stroke treatment, in terms of both improving functional abilities and preventing
deterioration of function. :

In discussing the study with policymakers, note that the sample consisted of 133
patients randomly assigned to one of three groups: Group 1, who underwent four
full days per week of intensive outpatient occupational and physical therapy;
Group 2, with therapy of the same types, offered three half-dayvs per week: and
Group 3, the "placebo" group, who received an average of seven friendly visits
over the six-month period. All groups remained in the program six months.

Group 1, who received the greatest intensity of therapy, showed the most improvement
three months into the outpatient program and at twelve-month followup (occurring

six months after termination of the outpatient program). Group 2, with less

therapy, deteriorated more, and Group 3, who received no therapy but still had an
interested party making visits, showed the greatest deterioration. The beneficial
effects of outpatient therapy were almost entirely achieved in the first three

months.

As this study demonstrates, intensive outpatient treatment which includes i
occupational therapy (along with physical therapy) can slow the deterioration |
of stroke patients, an effect which persists even after therapy is discontinued. .

3/83 5 THE AMERICAN OCCUPATIONAL THERAPY ASSOCIATION, INC

Quality Assurance Division
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OUTPATIENT STROKE THERAPY REDUCES FUNCTIONAL DETERIORATION

e 133 stroke patients were randomly assigned at hospital discharge to one of three groups: Group I, intensive outpatient
occupational and physical therapy; Group 2, less intensive therapy of the same types; and Group 3, only friendly
visiting. Treatment took place over a six-month period.

@ A physician-directed investigation found the following statistically significant differences. Among Group 1 patients,
who received four full days of therapy a week, only one person deteriorated at three-month and two at twelve-month
assessments. The corresponding figures for Group 2, which received three half-days of therapy, were four patients at
each assessment; while in Group 3, ten patients deteriorated at three months and eight by the twelve-month assessment.

Number of Days Per Week of Outpatient Number of Patients with Functional Deterioration
Therapy Received by Each Group After Entering Outpatient Program

j/:h 3fmonths )?% 1]2ctmonths E, ’%
- after
@ % :nzgr‘ing 'g % entering % f
A

& gl
L % £% | 2% 1% %%

Visits Only

%

Group 3
Group 1 Group 2 Group 3* Groupl Group2 Group3 Groupl Group 2
n=36 n=p43 n=|?14 n =41 n=40 n=42 n=36 n =36 n=35
. ' - eNo treatment, Attrition in group size is due to patient morbidity and mortality.
= = one full day of outpatient therapy average of seven %
\ per week visits over six = one person
} 5 months.

Observations and Conclusions from the Study:

e "The beneficial effect of treatment was almost entirely achieved during the first three months."

@ "...the trial was chiefly one of different intensities of the same treatment, not of qualitatively different treatments."
® "There is little doubt that decreasing amounts of treatment were associated with a greater tendency to deteriorate."”

e "...functional assessments...strongly suggest that the more active the rehabilitation the greater the benefit ."

e "...intensive outpatient treatment for those who stand to benefit from it is a realistic policy."

Source: Smith ns. Goldenberg E, Ashburn A, Kinsella G, Sheikh K, Brennan PJ, Meade TW, Zutshi DW, Perry JD, Reeback JS.
“Remedial therapy after stroke: a randomized controlled trial,” British Medical Journal, Vol. 282, February 14, 1981.



Study Suggests Occupational Therépy Benefits Schizophrenics

While biochemical theories of brain function " . 3 4
and drug treatment of mental disorders are con. Improved Social F unction,
sidered state-of-the-art, there is evidence that No Extra Cost
drugs cannot do the complete job alone. Research-
ets have found that day treatment including oc-
cupational therapy adds significantly to the
benefits of anti-psychotic drugs in the care of

In an analysis of changes over time between aay
treatment and drugs-only groups, social function-
ing shows statistically significant change in favor

vE cfi : : ; of day treatment center patients. This result fits
chronic schizophrenics. This conclusion was report- ) P :
3 ; ; with day treatment center goals: 1) to improve or
ed in a nation-wide study conducted by research- TR ; 3
; maintain abilities to interact successfully with fam-
et from three medical schools. ily and others; 2) to provide patients a lace to
In this study, reported by Linn and others?, 162 %A ) e pa %Y
: g ;s socialize and engage in productive acttvities; and
schizophrenic patients were referred to day treat- 3) to offer a sheltered environment thae Y
ment centers at time of discharge from ten Vet- :

o it s atients sufficiently so the liv i in-
erans Administration hospitals located through- Ra s y so they can live outside i

; ; stitution,
out the United States. These patients were : ;Durir? the two-year study, day treatment ce -
randomly assigned to either day treatment plus : gh }l; 4 dy’ y Iv i o
drugs or to outpatient drug management, wich . Patients show AR S0S gNd conunlous ) AmDIove
the latter receiving drugs only 4 ing function while drugs-only patients improved

The study was designed to learn whether the onl)i slightly (Figure 1). & ur; Cegiiss
g

day treatment centers added significantly to the Changes in Social Functioning
benefits of antipsychotic drugs alone in the post- (Higher scores mean more dysfunction)
hospital care of schizophrenic patients. Various ‘
critetia, such as relapse rate, social functioning,
symptoms, attitudes, and cost were established to
determine treatment effectiveness and were meas-

ured every six months over a two-year period. The
findings support day treatment as 2 cost-effective
adjunct to drug therapy. In addition, occupational
therapy was found to be a significant component e 2t
| of successful outpatient day treatment programs
for schizophrenic patients. S

4 Day Treatment and Drugs

¢ Drugs Only
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38: 1055-1066, September 1979,
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“The less intensely personal and more object-focused activities of occupational ther-

apy proa’uced better outcomes than tbe intensive interpersonal stimulation often en-
countered in group therapy.”

Specific Results

While social functioning showed significant
(p<.02) change in favor of day treatment pa-
tients, it is important to note that day treatment
did not increase costs, that is, there were no
statistically significant differences between day
treatment and drugs-only programs in terms of

costs. According to the study’s authors, day treat-

ment “can help prevent relapse, enhance function-
mg and decrease symptoms,” providing h1gh qual-
ity care that is “less costly.”

Day treatment is seen as offcrmg a sustamcd
nonthreatening social support in the comm-nity
care of chronic schizophrenics.” Thus, day treat-
ment that includes occupational therapy appears

to be a cost-effective addition to drug treatment

alone for chronic schizophrenics, helping them re-
main in the community.

Data Brief Staff:

Patricia C. Ostrow, MA, OTR FAOTA, Dxrcctor,
Quality Assurance Division

Dcborah Lieberman, MA, OTR, Efﬂcacy ‘Data Project
Consultant

3arbara E. Joe, MA, Quality Assurance and Program
3valuation Specialist

Efficacy Data Bricfs are the result of an extensive litera-
ture search that is agumented by contacts with experts
in the field. Studies are reviewed for validity and
neuristic value by a pancl of doctoral- lcvcl occupauonal
therapists and statisticians. :

For further information contact thc Quality Assurance -
Division of the American Occupational Therapy Associ- -
ation, Inc., 301/948-9626.

Characteristics of
Successful Centers

There were differences among the ten hospi-
tals involved in the study. Through post- -hoc
groupings, two types of centers emerged: six hospi-
tals with good results for schizophrenic patients
and four with poorer results in terms of relapse
rate, social functioning, symptoms, and attitudes.
Patients in both types of centers were similar in
base-line data and personal characteristics, but the
hospitals differed in their use of occupational
therapy. '

Good result centers used significantly more oc-
cupational therapy (p < .05), while centers with
poor results for chronic schizophrenics had more
profcssmnal counseling and counseled more of
their patients (Figure 2). The authors’ conclusion
is that “the less intensely personal and more object-

focused activities of occupational therapy produced

better outcomes than the intensive interpersonal
stimulation often encountered in group therapy.”

Figure 2
Utilization of Occupational Therapy
in Treatment Program
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“This study’s findings support the value of day treatment. . . and emphasize the im-
bortant role of occupational therapy within these settings.”

Reduced Symptoms and Relapse
Rate in Centers With
More Occupational Therapy

After two years, good result day treatment
centers had about a 20% lower relapse rate than
drugs-only centers (Figure 3). Furthermore, symp-
tom levels, as measured by the Brief Psychiatric
Rating Scale, suggested that good result day treat-

ment centers were able to maintain hospital dis-

charge levels over time (Figure 4).
Study Significance

The results of this study could be useful to cost-
conscious legislators, consumers, and third-party
payets because day treatment improved psychoso-
cial functioning, while the cost of care was not
statistically different from drug therapy only.

When centers were analyzed individually, it was
found that patients in good-tesult centers showed
higher participation in occupational therapy
(p < .05), which suggests that inclusion of oc-
cupational therapy in day treatment programs for
schizophrenic patients is beneficial as well as cost-
effective.

Figure 3

Cumulative Relapse Rates for Treatment Groups
(Higher percentage means higher relapse rate)

Good Result Centers
70| a—a Day Treatment and Drugs
60 ©:-==® Drygs Only ; ==
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 Months Until Relapse

Mean BPRS Scores

Policymakers will be interested to know that for
the large number of patients with chronic
schizophrenia discharged from psychiatric hospi-
tals, this study’s findings support the value of day
treatment as a cost-effective alternative or addi-
tion to other types of community care, and em-
phasize the important role of occupational thera-
py within these settings. For physicians, financial
managers, and hospital administrators, the out-
comes of this study would favor establishment of
occupational therapy outpatient services and pro-
grams for schizophrenic patients. The authors of
the study conclude, “what we are suggesting is a

less costly method of care which, for once, is not

synonymous with a lower quality of care.”
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Figure 4
Changes on Brief Psychiatric Rating Scale (BPRS)
(Higher scores mean more symptoms)
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RESOURCE 'a'

HEALTH INSURANCE ASSOCIATION of AMERICA

® Chicago @ New York @ Washington

New York Office No. 3-77--June 8, 1977
919 Third Avenue
New York, New York 10022

OCCUPATIONAL THERAPY AND HEALTH INSURANCE

In December, 1976, the National Association of Insurance Commissioners
passed a resolution recognizing the role of the Occupational Therapist as a
provider of health care services and recommending that any plan or program
which reimburses or provides benefits for health care services consider for
inclusion licensed M. D, or D, O, referred Occupational Therapy services as
delivered by a licensed, certified, or otherwise qualified Occupational
Therapist and, that such services be specifically identified in the coverage
provided.

Members of the HIAA staff along with members of the Allied Health
Services Committee and the Comprehensive Coverage Subcommittee
subsequently met with representatives of the American Occupational Therapy
Association to discuss mutual concerns, and to explore how Occupational
Therapy fits into today's health care delivery system. This information
bulletin on Occupational Therapy was prepared by the HIAA Comprehensive
Coverage Subcommittee to provide guidance to member companies in
considering coverage for such services.

What is Occupational Therapy?

Because of it's title, many people unfamiliar with the full scope of OT
practice erroneously associate it with being primarily an educational or
vocational training service rather than a health care profession that is
concerned with restoring useful physical function following disabling
accidents and sickness. OT is, in fact, an important component of medical
care. The Occupational Therapist works as a member of the rehabilitation
teain, headed by the physician, along with other health professionals such

as psychologists, physical therapists, social workers, speech pathologists
and audiologists.
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The goil of OT is to assist the patient in achieving the maximum level
of independent funct.on by mobilizing those capacities which remain after
accidents, disease, or deformity. Patients include persons suffering from
cerebro-vascular accidents (strokes), arthritis, cerebral palsy, spinal cord
injuries, hand injuries, amputations and burns, people with visual, auditory
and speech disorders, and those with psychiatric problems.

Occupational Therapy is directed at improving:

- Impaired muscle strength, range of motion, and physical endurance.
- Impaired eye-motor coordination, sensory integration and motor

planning.

- Impaired concentration, attention span, thought organization, problem
solving.

- Impaired visual - spatial relationships, body schema, figure ground
discrimination.

The Occupational Therapist also secks to prevent muscle atrophy,
minimize and prevent deformity and increase pain tolerance.

Occupational Therapy vs. Physical Therapy

A'question which is frequently asked is, "What is the difference between
Occupational Therapy and Physical Therapy?' Both professions seek to
improve muscle strength, range of motion, physical endurance, and various
other functions. There are many areas of overlap, and any explanation of
the difference might be an oversimplification. The chief difference however
lies in the treatment modalities used and in the specific focus of treatment.
The Physical Therapist uses modalities such as heat, hydrotherapy, ultra
sound, massage and exercise to improve general neuro-muscular function
and coordination. The primary tool of the Occupational Therapist is the
active involvement of the patient in specially designed therapeutic tasks
and activities which while improving function, also help the patient learn
to apply the newly restored or impaired function to meeting the demands of
daily living, including vocational activities. The Occupational Therapist
is also involved in the design and use of splints, and orthotic and functionally
assistive devices.

Education

There are approximately 90 colleges and universities in the United States

that have training programs and award degrees or certificates in Occupational

Therapy. Programs at the baccalaureate and graduate levels are accredited
jointly by the American Medical Association and the American Occupational
Therapy Association. This coordinated program dating back to 1933 is the
oldest joint accreditation program of the AMA and an independent health
profession. The OT curriculum includes medical, biological, behavioral,
and social sciences. Education requirements for a Registered Occupational
Therapist (OTR) include in addition to a 4 year baccalaureate or master's
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program, a minimum of 6 months clinical experience. Education require-
ments for a Certified Occupational Therapy Assistant (COTA) are completion
of an Associate Degree program (2 years) in an accredited university or
junior/community college, or a certificate program (1 year) in an accredited
educational institution, and a minimum of two months supervised field work
experience.

Certification and Licensing

The national certification program for credentialing Occupational
Therapists was established over 50 years ago. The certification
examinations are administered by a private testing firm in collaboration
with the American Occupational Therapy Association. The certificate
program is recognized in federal regulations. i

State licensing laws for Occupational Therapists have been enacted
in recent years in Georgia, New York, Florida, Ohio, Utah and Arkansas
and in Puerto Rico, and are pending in several other states. The
educational, training and examination requirements in all of the licensing
laws enacted so far are identical to the AOTA certification requirements.

Patterns of Practice

Occupational Therapists work in general and pyschiatric hospitals,
rehabilitation centers, skilled nursing facilities, community mental health
centers, clinics, home care programs, day care programs, school systems,
and in private practice. Most Occupational Therapists are salaried employees
of the institution or agency for which they work. Only a few (approximately
600) are in independent private practice, charging directly on a fee for
service basis. Charges for OT services by hospitals or nursing homes may
either be built into the daily service (room & board) charge, or billed
as an ancillary service charge.

The American Occupational Therapy Association

The professional association representing the Occupational Therapy
profession is the: '

American Occupational Therapy Association, Inc.
1383 Piccard Drive

Rockville, Maryland 20850

Telephone: (301) 948-9626
Executive Director: James J. Garibaldi
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The membership of AOTA in 1976 consisted of 15,989 Registered
Occupational Therapists, 3,832 Certified Occupational Therapy Assistants,
and 3, 382 students.

Together with its forerunner, The National Society for the Promotion
of Occupational Therapy, Inc., it has represented OT and served the
public since 1917,

AOTA and its affiliated state associations are engaged in a variety of
programs aimed at improving patient care and maintaining standards of
ethics and quality in the provision of OT services. These include continuing
education programs, peer review programs, and cooperation with professional
standards review organizations (PSRO's) in outlining standards of OT care.

A variety of publications which may be of interest to insurers, outlining
~the history and scope of OT, schools offering OT programs, standards for

care, etc. can be obtained by writing to AOTA,

Currently Existing Insurance Coverage for Occupational Therapy

Benefits for Occupational Therapy Services are included in many federal
and state third party reimbursement programs such as Medicare, Medicaid,
Workers' Compensation Acts, the Rehabilitation Act of 1973, the Maternal
and Child Health and Crippled Children Services Act, the Older Americans

Act, the National Arthritis Act of 1974, CHAMPUS, and the Community Mental '

Health Centers Act. OT is also included within several options offered
under the Federal Employees Health Benefits Program.

Benefits for OT services under private health insurance plans vary widely,
Most Basic Hospital and Major Medical policies provide benefits for hospital
in-patient OT services where the charge appears on the hospital bill as an
ancillary service, but coverage for out-patient or out of hospital services
is more sporadic.

Some Major Medical policies and Home Health Care Benefit plans
specifically identify Occupational Therapy as an eligible expense. Other
Major Medical policies make no specific mention of Occupational Therapy,
but pay benefits for OT services ""administratively" where the policy provides
benefits for a broad spectrum of services such as physical therapy on an
in-patient or out-patient basis. Still other policies do not mention
Occupational Therapy and refuse to pay on the basis that it is not specifically
included as an eligible expense.

Recommendations of the Comprehensive Coverage Subcommittee

HIAA cooperated with the American Occupational Th erapy Association
in drafting the wording of the NAIC resolution, and offered supporting
testimony at the open hearings.
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) The HIAA Comprehensive Coverage Subcommittee feels that Occupational
Therapy is a professional health care service which when properly used can
be instrumental in decreasing hospital confinement, disability, and the ultimate
cost of health care. It also feels that Occupational Therapy which is
recommended by a physician as part of a course of treatment in connection
with a non-occupational accidental bodily injury or non-occupational disease,
and provided by a qualified Occupational Therapist (or a qualified
Occupational Therapy Assistant under the direct supervision of an
Occupational Therapist) is a type of service which properly lies within the
intended scope of broad Major Medical policies.

The Comprehensive Coverage Subcommittee therefore recommends
that insurers consider covering such services "administratively' under
existing Major Medical policies which are silent about Occupational Therapy,
and also that they consider adding benefit provisions to cover such services
when new policy forms are issued.

The term ''qualified occupational therapist'" means an individual
who is licensed to provide occupational therapy, by the jurisdiction
where the services are performed, if such licensing is required in such
jurisdiction. or, in the absence of such licensing requirements, "such
therapist is certified as a registered occupational therapist (OTR) by the

) American Occupational Therapy Association.

o)



SETTING PERCENTAGE

OTR COTA COTA/OTR
Residential Care 3.4 6.3
School System 18.5 25.0
Sheltered Workshop 1.0
Other 2.4 18.8
TOTALS: 34.1 50.1 4RO S

KANSAS DATA

SETTINGS WHERE PHYSICIAN SUPERVISION

WOULD BE ANTICIPATED

SETTING PERCENTAGE
OTR COTA . COTA/OTR
Community Mental
Health Center 2.0 6.3
HMO o .8
Home Health 4.9 6.3
Hospice «5
Hospital 37.6 18.8
Psychiatric
Hospital Uod& 12.5
Public Health 55
Rehabilitation
Hospital 3189
Sheltered
Nursing Home 3.9 : 6.3
TOTALS:: 5857 50.2 5.4 %
" Totals do not equal 100% due to some therapist reporting

work in more than one type of setting.



NATIONAL DATA

College, 2 yr. (%)
College, 4 yr. (%)
Community Mental
Health Center

OTR (%)

COTA (%)

Corrections (%)

Day Care Center (%)

Home Health Agency
OTR (%)
COTA (%)

Hospice (%)

General Hospital
OTR (%)
COTA (%)

Psychiatric
Hospital
OTR (%)
CoTA (%)

Private
Industry (%)

Private
Practice (%)

Public Health

Rehabilitation
Hospital (%)

Residential
Care

OTR (%)
COTA (%)

OCCUPATIONAL THERAPY

PRIMARY WORK SETTING

1973 1977 1982
l9 2.2 3.8
39:5 34.2 43.3

6.0 12.3 15.0

KANSAS DATA
1984
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1982 MEMBER DATA SURVEY

Median Annual Professional Income By State
(Full-Time Employed Only)

OTRs COTAs
U.S. TOTAL $19,547 $12,930
Alabama 18,462 10,8567
—Alaska 27,300 7,000
~ Arizona 19,404 12,562
—Arkansas 18,700 |[Licensed - -
_ California 22,208 13,743
__Colorado 18,900 13.500
__Connecticut 18,346 |Licensed | 12,625
—_Delaware 19,200 |Licensed | 10,000
__Dist. of Col. 20,393 |Licensed | 15,000 . As of Jinuary, 1986, 29 st
Florida 19,570 |Licensed | 13,125 the District of Cplumbia ampd Puerto|Rico
LfGeorqia 1e.007 |iicenees 12.875 license|occupatiopal thera]#:ists.
Hawati 19,607 11,500
Idcho 17,833 12,250
Illinois 19,758 |Licensed | 13,409
Indiana 19,100 13,333 An averdge of thege salarids
Towa 19,043 |[Licensed 10,667 shows tHat states|{which lidense
R eAs 18,372 . 11,667 OT's hayje a lower|average dqalary
Kentucky 19,222 13,500 than stdtes which|do not license OT|s.
Louisiana 18,844 |1icensed 9,000
laine 16,500 |Licensed | 12,250 The avenlage licenged OT salary is 19,510.
Maryland 20,144 |1icensed | 13,431 The avenage unlicensed OT dalary is (20,523
Massachusetts 17,239 |Licensed | 12,885
Michigan 20,606 13,038
" Minnesota 18,840 11,657
Mississippl 20,500 9,000
Missourt 19,134 ° 11,500
Montana 19,167 |Licensed | 13,500
Nebraska 21,643 i icenned | 185625
Nevada 23,250 18,000
New Hampshire 153,987 It ioanged | 10,917
New Jerseu 19,105 12,962
New Mexico 16,847 |ricensed | 13,500
New York 19,683 Ilicensed 13.528
North Carolina | 17,500 |Licensed | 12,250
North Dakota 18,187 |nicensed | 12,955
Ohio 19,708 (Licensed 13,500
Ok lahoma 20,684 |Licensed | 12,667
Oregon 19,156 |Licensed | 13,017
Pennsulpania 195980 [Tildansed 135008
Rhode Island 7,611 licansad 13,500
South Carolina 18,000 |Licensed | 12,667
___South Dakota 17,000 10,000
Tennessee 19,750 |[Licensed 10,625
Texas 19,242 |Licensed | 12,750
Utah 17,750 |Licensed 11,000
Vermont 14,750 9,000
Virginia 17,453 13,250
Washington 19,306 |Licensed | 11,250
West Virgir ‘a 19,500 |Licensed 12,875

Wigconsin 10 0an e 11 01R




NATIONAL DATA

School Systems
OTR (%)
COoTA

Sheltered
Workshop

Skilled Nursing
Home

OTR (%)

COTA (%)

Other
OTR (%)
COoTA (%)

Mental
Health,OTR (%)

In-Patient
Setting, OTR (%)

Community
Setting, OTR (%)

34.6

55,0

45.0

1977

14.0

31.6

1982

27.0

38.0

62.0

KANSAS DATA

1984

Kansas Total
Therapists
(AOTA Certified
active)

401 OTR

38 COTA
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Department of Human Resources

HEALTH DIVISION

1400 S.W. 5th AVENUE, PORTLAND, OREGON 97201 PHONE 229-5160
Occupational therapy Licensing Board

August 24, 1981

TO WHOM IT MAY CONCERN:

We have been asked to assess whether the cost of occupational
therapy services has increased in Oregon due to the 1lcensing
of occupational’. therapists in 1977.

A survey of facilities and occupational therapists in the state

of Oregon indicates that the cost of occupational therapy has

not increased to the consumer due to the licensure of occupational
therapists.

There was no change in the cost of occupational therapy services
when the licensure law went into effect in 1978, Within a
facility the cost of services for occupational therapy and
physical therapy were the same before licensure and remained

the same after licensure. The cost of occupational therapy
services has increased but this is tied to inflation and fiscal
problems within the facilities/hospitals. There has been an
increase in cost to the individual occupational therapists due
to licensure fees, but the therapists feel licensure. is worth
this cost.

Sincerely, 0

Fo, Kleman  oyia
Kay S Rhoney, OTE
Occupational_. Therapy Licensing :Board

AN EQUAL OPPORTUNITY EMPLOYER

Mailing Address* P.O. Box 231, Portland. Oregon 97207



STATE OF UTAH i

DEPARTMENT OF BUSINESS REGULATION
DIVISION OF REGISTRATION
330 East Fourth South St., Salt Lake City, Utah 84111
Profession Licensing 6533-5711

Nurse Licensing 633-5718 -
N UL 7. FORDHAM
Director

Scovr M. MaTHESON
Governor

December 18, 1981

The American Occupational Therapy Association
1383 Piccard Drive '
Rockville, Maryland 20850

ATTN: Jane Davy, Mary Peters
Government and Legal Affairs

Dear Ms. Davy and Peters:

The Utah State Board of Occupational Therapy practice has been
asked to respond to the question: has licensure of O.T.'s caused
an increase in O.T. charges to the consumers in Utah?

The latest information suggests no correlation between the 1976 Utah-
licensure and fee setting practices in medical institutions;
public school systems or in private practice in the state.

Respectfully,

&Oﬁ OF REGISTRATION

Paul T. Fordham
Director

PTF:dct
cc: Nancy Fischer/OTR
Chairperson
Utah State Board of O.T. Practice



Department of Professional Regulatior

Govemor Board of Medical Examiners
Bob Graham ' 130 N. Monroe Street, Tallahassee, Florida

Secretary (904) 488-0595

_Samuel R. Shorstein

June 11, 1982

Ms. Jane Davy
Government and Legal Affairs
. The American Occupational
Therapy Association, Inc.
1383 Piccard Drive ’
Rockville, MD 20850

Dear Ms. Davy:
Recently the following question has been raised:

Does the licensure of occupational therapists cause an
increase in costs to the consumer?

Occupational therapists in the State of Florida have been
licensed since 1975. It is apparent that the licensure of
occupational therapists in the State of Florida does not
cause an increase in costs to the consumer.

Sincerely,

:><55fifl¥¥L€—<§éz;m44nv,C?%{s

Louise Samson, Chairman
Occupational Therapy Council

Secretary
Occupational erapy Council

.../1d

JUN 1 © 1982

BOARD MEMBERS

J. C ser Boyd, M.D. Ben M. Cole, M.D. Richard T. Conard, M.D. Richard J. Feinstein, M.D.
+ 1o M. Hemandez, M.D. Robert B. Katims, M.D. John N. Sims, M.D. Jeraldine Smith
Raul Valdes-Fauli Dana V. Wallace, M.D.  Robert N. Webster, M.D.



OHIN OCCUPATIONAL THERAPY AND PHYSICAL THERARY BOARD

](imes A. Rhodes

Governor .

April 13, 1981

APR 1.7 1981

TO WHOM IT MAY CONCERN:

Recently the following question has been raised:

Does the licensure of occupational therapists cause an
increase in costs to the consumer?

Occupational therapists in the state of Ohio have been
licensed since 1977. Following a recent survey of health
care facilities, it is apparent that the licensure of
occupational therapists in the state of Ohio does not -
cause an increase in costs to the consumer.

. ' Sincerely,

(

Martha S. Cameron
Chairman
Occupational Therapy Section

65 Sonth Front Street Room 217 Columbus, Ohio 43275
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Secretary of Btate
T xamining Boards Division
166 Jrpor Sirect, $.1. _
Bavid B. Poythress Atlanta 30303 Michael R. Hotoler

SECRETARY OF STATE

JOINT SECRETARY
STATE EXAMINING BOARDS
(404) 656-3900

\pril 29, 1981

)

1s. Mary Peters

sovernment and Legal Affairs Division
american Occupational Therapy Association
1383 Piccard Drive g

Rockville, Maryland 20850

Dear Ms..Peters:

In reply to your inquiry concerning the affect occupational therapy licensure has on
the cost of occupational therapy services in Georgia, please be advised that there is

not any evidence of a cost increase for occupational therapy services in Georgia due
to the requirement of licensure.

.

l'he Board would like for you to be aware of Section 84-7102 of the Board laws.

34-7102 - The Georgia State Occupational Therapy Licensing Act is enacted to safeguard
the public health, safety, and welfare and to assure the availability of occupational
therapy services of high quality to persons in need of such services. It is the

purpose of this Chapter to provide for the regulation of persons offering occupational
therapy services to the public.

The following are examples of how the Board provides protection to the consumer.

1) A consumer informed the Board that she was billed for occupational therapy services
at a hospital and never received the occupational therapy services. The Board
requested an investigation. After the Board's investigation, the hospital changed
the consumer's bill, and she was not charged for the occupational therapy services.

2) The Board received a brochure in reference to a nursing home offering occupational
therapy services. The Board requested an investigation. After the Board's
investigation, the nursing home changed their brochure and stopped advertising

occupational therapy services, since there was not a licensed occupational therapist
at the nursing home.

If the Board can be of any further assistance to you, please do not hesitate to contact
us. ’

Sincerely yours,
GEORGIA STATE BOARD OF OCCUPATIONAL THERAPY

Ms. Linda phens
President ARSEES
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bEPARTMENT OF HEALTH AND MENTAL‘HYG.IENE
STATE BOARD OF OCCUPATIONAL THERAPY PRACTICE

201 WEST PRESTON STREET ¢ BALTIMORE. MARYLAND 21201 ¢« AREA CODE 301 ¢ 383-7024

HARRY HUGHES . CHARLES R. BUCK JR. ScD
GOvERNOR SECRETARY

May 21, 1981

To Whom It May Concern:

The Maryland State Board of Occupational Therapy Practice has been asked to
respond to the question: Has licensure of occupational therapists caused an
increase in occupational therapy charges to the consumers in Maryland?

It is the opinion of the Board that since the passage of the Maryland licensure
law in 1979 that there have been no increases in service charges due to licensure.
This can be substantiated by the fact that the licensure requirements for occupa-
tional therapists and occupational therapy assistants are the same as those pre-
viously accepted by state and private health care facilities.

JorRL

of 0céupationa1 Therapy

Respectfully submitted,

Maryland State Boa
Practice
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TESTIMONY PRESENTED BEFORE THE SENATE
PUBLIC HEALTH AND WELFARE COMMITTEE

By
Dick Hummel, Executive Director
Kansas Health Care Association

March 24, 1986

HOUSE BILL NO. 2498
"AN ACT concerning occupational therapy;
providing for registration of occupational
therapists and occupational therapy assis-
tants...."
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Senator Ehrlich and Committece Members:

On behalf of the Kansas Health Care Association, a voluntary,
non-profit organization of over 200 licensed adult care
homes in Kansas, representing both for-priofit and nonproprie-
tary entities, thank you for this opportunity.

We submit for your consideration an amendment (attached)
to make it clear that the provisions of this bill do

not apply to activity directors who are employed in Kansas
nursing homes.

If the provisions do, it could result in the unncessary
expenditure of hundreds of thousands of dollars in new
health care costs.

Our concerns are primarily with some of the terms in
the bill in comparison to the duties of activity directors:

LINE 0029 - Occupational therapy is...of individuals
who are limited by physical injury...or the aging
process in order to maximize independence, prevent
disability and maintain health.

LINE 0046 - using therapeutic activity and exercise
to enhance functional or motor performance, or both.

Attachment V =, _K V“
- 3/24/86 S. PH&W = = [ AT
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Senate PH&W, HB 2498
March 24, 1986
Page Two

LINE 0057 - Occupational therapy aide...who works
under the direct supervision of an occupational
therapist or occupational therapy assistant.

The definition of and responsibilities of an activity
director are spelled-out in the Regulations for the Licensure
and Operation of Adult Care Homes, Kansas State Department
of Health and Environment. A copy is attached.

An activity director may be an O.T., an O.T.A., a Therapeutic
Recreational Specialist, or a nurse aide who has completed
a state approved course in resident activities, The

ma jority fall within the latter category.

An activity director is officially responsible for:

"Provisions of Services. The activity director
shall develop a schedule for group and independent
activities. There shall be opportunities for residents

to participate in activities of interest inside
and outside the facility through educational,
social, recreational, and religious resources."

With the average nursing home resident age at 83 years
old, activity directors perform one of the most important
functions in a nursing home, that is, to provide ongoing
mentally and physically stimulating programs. They have
performed in an outstanding manner; we're aware of no
evidence to the contrary.

The bill would place activity directors under the "direct
supervision" of an O0.T. or O.T.A. We read this to mean
new consultative fees totally unnecessary, and additional
health care costs.

We also wish to mention that federal nursing home regulations
do not require anything as we see that may be required
by H.B. 2498.

Your approval of the amendment is respectfully requested.
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HB 2498—Am. 5

HiotaF or motor pefformance, or both;

(6) developing prevocational/vocational work capacities and
play/leisure skills; and

(7) adapting environment for the disabled.

() “Occupational therapist” means a person lieensed regis-
tered to practice occupational therapy as defined in this act.

(d) “Occupational therapy assistant” means a person -
eensed registered to assist in the practice of occupational therapy
under the supervision or with the consultation of an occupational
therapist.

(e) *“Occupational therapy aide” means a person who assists

in the practice of occupational therapy, WW the

disechsunendsionalanacannakianal therap st oL b -oaalnabion ]
therapy assiﬁam and whose activities require an understanding
of occupational therapy but do not require professional or ad-
vanced training in the basic anatomical, biological, psychological

and social sciences involved in the practice of occupational
therapy.

ADD NEW SECTION: (1) This

(f) “Person” means any individual, partnership or unincor-
porated organization of corporate body.

(g) “Physician” means a person licensed to practice medi-
cine and surgery.

New Sec. 3. The board, in the manner hereinafter provided,
shall administer the provisions of this act.

New Sec. 4. (a) Ne On and after July 1, 1987, no person shall
praetice oceupational therapy of hold oneself out as an occupa-
tional therapist or an occupational therapy assistant; of held
oneself out as being able to practice oceupational therapy or to
render oceupational therapy serviees in the state; unless such
person is Jieensed registered in accordance with the provisions
of this act.

(b) Only an individual may be leensed registered under this
act.

New Sec. 5. Nothing in this act shall be constmed as pre-
venting or restricting the practice, services or activities of:

(a) Any person employed as an occupational therapist or
occupational therapy assistant by the government of the United

definition shall not include
a person employed as an activity
director in an adult care home.



28-39-76
28-39-76. DEFINITIONS.

(a) "Activities director" means an individual who neets one of the
following requirements:

(1) Is a resident activities coordinator as defined in subsection
(jj) of this regulation; S

(2) Has two years of experience in a social or recreational
program within the last five years, one year of which was full time
in a resident activities proygram in a health care setting; or

(3) Is a nurse aide who has completed a course approved by the
Kansas. department of health and environment in resident activities
coordination and who, during the first" year as activities director,
receives consultation from a resident activities coordinator. . ~—/

(b) “"Administrator" means any individual who is charged with the
general administration of an adult care home whether or not the individual
has an ownership interest in the adult care home. Each administrator of an
adult care home shall be licensed in accordance with K,S.A. 65-3501, et
seq., and any amendment to those statutes.

(c) "Alteration" means any addition, modification, or modernization in
the structure or usage of a facility.

(d) "Ambulatory resident" means any resident who 1is physically and
mentally capable of getting in and out of bed and walking in a normal path
to safety in a reasonable period of time, including the ascent and descent
of stairs without the aid of apother person.

(e) "Audiologist" ‘means a person who meets one of the follawing
requirements:

(1) Has completed the requirements of education and experience
for a certificate of clinical competence in audioloygy as promulgated
by the American speech-language and hearing association and in effect
July 1, 198l; or

(2) Has completed the educational requirements for certification
prescribed in the preceding paragraph and is in the process of accumnu-
lating the experience required for certification under the require-
ments described in the preceding paragraph.

(f) "Change of ownership" means any transaction that vresults in a
change of control over the capital assets of a facility.

(g) "Charge pefson“ means an individual who is a registered nurse,
licensed practical nurse, medication aide, or certified nurse aide, and who
is directly responsible for resident care on any shift.

-18-
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. 28+
(i) "Controlled substance" means any drug or drugs listed in part 308
of the code of federal regulations, as in effect on July 1, 1981, Wit
: - mec
(j) "Day care" means a program in an adult care home for providing | fre
services for less than a 24 consecutive hour basis. wit
e r
(k) "Day shift" means an eight-hour tour of duty within the period P
6:00 a.m., to 9:00 p.m. ,
by
(1) "Dietetic services supervisor" means any person who has at Tleast cor
one of the following qualifications: : v : rey
(1) Is a dietitian as defined in subsection (m) of this regula-
tion; ' lic
and
(2) 1Is a graduate of a dietetic technician or dietetic assistant
training program that is approved by the American dietetic association.
Such programs may be conducted on either a classroom or correspondence
basis. Each dietetic services supervisor who qualifies under this
paragraph shall consult with a dietitian on a regular basis;
(3) Is a graduate of a state-approved course that provided 90
or more hours of classroom instruction in dietetic services supervi-
sion and has a minimum of six months' experience as a supervisor in
a health care institution. tach dietetic services supervisor who
qualifies under this paragraph shall consult with a dietitian on a
regular basis; or
(4) Has training and experience 1in dietetic services supervi- | lic

sion and management that is determined by the secretary of health
and environment to -be equivalent in content to the program in para-
graphs (2) or (3) of this subsection. Each dietetic services super- lic
visor who qualifies wunder this paragraph shall consult with a dieti-
tian on a regular basis.

cor

(m) "Dijetitian" means a person who received a baccalaureate degree obt

with major studies in foods and nutrition or dietetics and who has completed car
the requirements of education and experience for registration as promul-
gated by the American dietetic association and in effect on July 1, 1981,

\ per

(n) "Director of nursing" means a person who: ie"

ec

(1) Is Jlicensed 1in Kansas as a registered professional nurse; ass

(2) Is employed, full time, 1in a licensed adult care home; and adm
(3) Has the responsibility, administrative authority, and

accountability for the supervision of the functions, activities, pro

and teaching of the nursing process. hes

(o) "Drug administration" means an act 1in which a single dose of a
prescribed drug or biological is given by injection, inhalation, ingestion,
or by any other means to a resident by an authorized person in accordance

-19-
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with all laws and regulations governing the administration of drugs or
medications. Urug administration shall entail removing an individual dose
from the labeled container, including a unit dose container, verifying it
with the physician's orders, giving the dose to the proper resident, and
promptly recording the time and dose given,

(p) "Drug dispensing" means the delivery of one or more doses of drugs
by a registered pharmacist or physician. The drugs shall be dispensed in a
container and labeled 1in compliance with the state and federal laws and
regulations. ‘

(y) "Existiny facility" means a facility or section of a facility
licensed or approved for licensinyg bafore the effective date of these rules
and regulations.

(f) "Full time" means 32 or more hours per week.

(s) "Health services supervisor" means a person who:

(1) Is licensed in Kansas as a registered nurse or licensed
practical nurse;

(2) Is employed full time, in an adult care home; and

(3) Has the responsibility, administrative authority, and

accountability for the functions and activities of the nursing staff.

(t) "Licensed nurse" means a registered professional nurse or a
licensed practical nurse.

(u) "Licensed practical nurse (L.P.N.)" means an individual who 1is
licensed in Kansas as a licensed practical nurse.

(v) “Licensee" means an individual, firm, partnership, association,
company, corporation, oOr joint stock association authorized by a license
obtained from the secretary of health and environment to operate an adult
care home.

(w) '"Medical records practitioner (qualiried consultant)"  means a
person who has completed the requirements of education and experience for a
certificate as a registered record administrator (R.R.A.) or an accredited
record technician (A.R.T.) as promulgated by the American medical records

association and in effect on July 1, l981.

(X) "Medication" méans any drug defined by K.S.A, 65-1626 that is

administered to a resident of an adult care home.

(y) "Medication aide" means a person who has completed a training
program ‘in medication Sdministration approved by the Kansas department of
health and environment and who 1s certified as a medication aide.

-20-
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(z) "Nonambulatory resident" means any resident who is not physicially
or mentally capable of getting in and out of bed and walking a normal path
to safety without the aide of another person.

(aa) "Nurse aide" means a person who has completed a training program
for persons who provide direct, individual care to residents that is
approved by the Kansas department of health and environment and who is
certified by the Kansas department of health and environment as a nurse
aide.

(bb) "Nurse aide trainee" means a person who.has been employed in an
adult care home for less than six months and who provides direct, indi-
vidual care to residents but is not certified by the Kansas department of
health and environment as a nurse aide.

(cc) "Nursing personnel™ means the director of nursing, health
services supervisor, and all registered and licensed practical nurses,
medication aides, nurse aides, and nurse aide trainees under the direct
supervision of the director of nursing or health services supervisor.

(dd) "Nursing unit" means a distinct area of the facility which
contains not more-than 60 resident beds and which includes the service areas
and rooms described in K.A.R. 28-39-104(b) and K.A.R. 28-39-109(b).

(ee) "Occupational therapist (qualified consultant)" means a person
who received a baccalaureate degree in a program in occupational therapy
and who has completed the requirements of education and experience for
registration as promulgated by the American occupational therapy association
and in effect on July 1, 1981,

(ff) "Occupational therapy assistant" means a person who has completed
the requirements of education and experience for certification as a certi-
fied occupational therapy assistant (C.O.T.A.) as promulgated by the
American occupational therapy association and in effect July 1, 1981,

(9g9) "Physical therapist" means a person registered 1in Kansas as a
physical therapist.

(hh) "Physical therapy assistant" means a person certified in Kansas
as a physical therapy assistant..

(i1) "Registered nurse (R.N.)" means an individual who is licensed in
Kansas as a registered professional -nurse.

(Jj) "Resident activities coordinator" means a person who meets one of
the following requirements:

(1) Is a therapeutic recreation specialist as defined in sub-
section (oo) of this regulation;

. (2) Has two years of experience 1in a social or recreational
program within the last five years. One year of this experience
shall have been on a full-time basis in a resident activities pro-
gram in a health care setting; or

. -21-
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28-39-76

' (3) Is an occupational therapist or occupational  therapy
assistant,

(kk) "Restraint" means any apparatus, article, device, or yarment
which interferes with the free movement of a resident or any drug adminis-
tered to a resident for the purpose of modifying the behavior of the resi-

dent.

(11) "“"Social services designee" means a person who is a:

(1) Social worker as defined in subsection (mm) of this regu-
lation;

(2) College graduate who has completed a proyram in social work
education; or

(3) Nurse aide who has completed a course approved by the Kansas
department of health and environment in social services.

(mm) "Social worker" means a person who 1is licensed in Kansas as
a social worker and who has one year of social work experience in a
health care setting.

(nn) "Speech patholoyist" means a person who meets one of the fol-
lowing requirements:

(1) Has completed the requirements of education and experi-
ence for a certificate of clinical competence in speech pathology as
promulgated by the American speech-language and hearing association
and in effect on July 1, 1981; or

(2) Has completed the educational requirements for certifica-
tion prescribed in the preceding paragraph and is in the process of
accumulating the experience required for certification under the
requirements prescribed in the preceding paragraph.

(00o) "Tnerapeutic recreation specialist" means a person who has
completed the requirements for education and experience for a cer-
tificate of clinical competence in therapeutic recreation as promulgated
by the national therapeutic recreation society and in effect on July 1,
1981,

(Authorized by and implementing K.S.A. 39-932; effective May 1, 198¢;
amended May 1, 1984.)

-22-
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RESPIRATORY THERAPY LEGAL CREDENTIALING
INTRODUCTION

Need for Legal Credentialing

The practice of Respirtory Therapy poses a substantial risk to the
patient's health and safety regardless of whether care is delivered in an
acute care facility, a chronic care facility or in a patient's home.

Procedures that pose significant risk include:

1. The administration of potent drugs that may produce significant

reactions in vital organs including changes in blood pressure,

heart rhythm, mental condition, and function.

se

2. Physically invading vital organ systems (pulmonary and cardiovascular)

with instruments and materials which can cause injury or damage to the
tissues, structures, or the function of those organs.

3. The application and maintenance of life support equipment which is

used to assist, control, or otherwise augment ventilation (breathing)
for extended periods of time. Failure of such equipment or inappropriate
use could cause permanent brain damage or even death.

4, Performing tests and reporting laboratory data which form the basis

for treatment decisions made by physicians relating to vital organs.
Inaccurate lab data can cause inapporpriate treatment to be ordered and

administered, with potential for serious harm or death.

Although government regulation is often considered an intrusion, thé precedent
of governmental regulation of health care practitioners for comsumer protection
is well established. When one considers.how Respiratory Therapy has grown in V
the past ten vears, there are virtually no allied health professions that

perform services with greater risk and responsibility.

The Kansas Respiratory Therapy Society requests that the Legislature mandate a
legal credentialing mechanism for Respiratory Therapist in Kansas. The
mechanism to institute this legal requirement is available through the
examination system of the National Board for Respiratory Care (NBRC). The
state would not hav% to embark on the costly and time consuming project of

developing examinations.

1.



RESPIRATORY THERAPY LEGAL CREDENTIALING .
GENERAL BACKGROUND OF RESPTRATORY THERAPY AND NATIONAL ORGANIZATIONS

(AART) Respiratory Therapy began evolving as profession in the early
years of the twentieth century. Its development paralleled
the development of methods of administering oxygen and mechanical
ventilation. During the mid-1940s a group of interested physicians
and "inhalation therapists" established a national association,
"Inhalation Therapy Association" with 59 members. Since that time,
Respiratory Therapy has continued to develop, especially in the
areas of critical care and most recently, home care. The
"American Association for Respiratory Therapy (AART)" has evolved
from the original ITA and the number of Respiratory Therapy
personnel has soared to nearly 100,000 nationally according to

the results of the AART Manpower Survey in 1981,

(JRCRTE) During the 1950s, schools for Respiratory Therapy began to develop
under specific guidelines or "Essentials". A group of physicians
spearheaded the development of these essentials and promoted the
need for education of Respiratory Therapy personnel through the
AM.A.s Council on Medical Education. In the 1970s a formal

body, the Joint Review Committee for Respiratory Therapy Education
(JRCRTE), was organized to survey education programs and make
recommendations through the Committee on Allied Health Education
and Accreditation of the American Medical Association. Sponsoring
organizations included (and still include) the American College

of Chest Physicains, American Thoracig Society, the American
Society of Anesthesiologists and the American Association for
Respiratory Therapy. (see position statements) At the

present time JRCRTE reviews over 400 Respiratory Therapy programs

in the country and provides "Essentials' for the programs.




RESPIRATORY THERAPY LEGAL CREDENTIALING
GENERAL BACKGROUND OF RESPIRATORY THERAPY AND NATIONAL ORGANIZATIONS

(NBRC) An individual "voluntary" cre&entialing (examination) system
began development in the 1960s for identifying "CRTTs",
Certified Respiratory Therapy Technicians and "RRTs", Registered
Respiratory Therapists. The organization, the National Board for
Respiratory Care (NBRC), has now grown to become one of the
most respected health care credentialing organizations; "The
respiratory therapy exam has greater validity than many comparable
evaluation instruments in other health care professions”.1 The

exams given by the NBRC are based on a job analysis of Respiratory

Therapy.

The NBRC has agreed to allow individual states to use the "CRTT or
Entry Level" examination for registry purposes. This facilitates
the licensing process by providing a valid examination for use
without requiring the states to embark on the costly and time

consuming project of developing their own exams.

In summary, the Respiratory Therapy field has a strong national framework through:

1. The American Association for Respiratory Therapy (AART) of
which the Kansas Respiratory Therapy Society is a '

Chartered Affiliate

. 2. Jdint Review Committee for Respiratory Therapy Education (JRCRTE)

3. National Board for Respiratory Care (NBRC)

1. Weisfield N, Falk D, "Professional Credentials Required'. Hospitals,

February 1, 1983. (article included in NBRC section)

-




RESPIRATORY THERAPY LEGAL CREDENTIALING «
QUESTIONS AND ANSWERS

'

1. "What will be the cost to the taipayers of Kansas if this proposed

legislation ig enacted?"

a. The legislation proposed by the KRTS for enactment has been developed
and written with the intent of levying sufficient annual fees for
licensing of Respiratory Therapy practitioners to ensure self-support
via said fees.

b. An examination system is already available through the NBRC so the
state will not have to develop exams which are costly to prepare.

¢. There exists no evidence to suggest that salaries for Respiratory
Therapy practitioners will increase as a result of this proposed
legislation being enacted. In fact, a comprehensive study entitled
"Has Occupational Licensing Reduced Geographic Mobility and Raised
Earnings?'" was published in 1980 by B. Peter Pashigian in Occupational
Licensure and Regulation; the author of which made the following

observations relative to data collected for 157 occuaptions: -

"The failure to find a significant effect of licensing on
earnings is surprising."”

"The second-stage estimates also indicate that licensing...
has little direct effect on either the intrastate migration
rate or on earnings."

"Average earnings in licensed occupations have not been found
to be significantly higher than in unlicensed occupations."

The author finished with the follbwing‘conclusion:
"Members of licensed occupations do not have significantly
higher earnings."

z®
The use of qualified Respiratory Therapy practitioners is commonly

Q."

acknowledged as very cost-effective. Mac McIntyre, Maternal Child
Health Consultant to the Medical Center of Tarzana, California testified
as follows during licensure hearings held in California, December, 1981.

"One of the things that happens...is that generally they

(nurses) are relegated to one-to-one care, which means one

nurse to one patient on the most acutely ill ventilator patients.
Where (Respiratory) Therapists are used in intensive care

units, it has been found that one nurse to two patients can

be used, and one therapist to four patients can be used.

Thé savings is one whole person to four patients."

4.



RESPIRATORY THERAPY LEGAL CREDENTIALING
QUESTIONS AND ANSWERS

1.

2.

3.

d. continued
A recent study from the University of California at San Diego found
a significant drop in mean mechanical ventilation time per patient
ventilated occurred concurrent with the presence of trained
(neonatal) Respiratory Therapists.
The assurance of the presence of qualified Respiratory Therapy
practitioners has been shown repeatedly to be effective in reducing

costs to the patient through effective staff utilization and reduced

hospital stay.

"What effect will this proposed legislation have on current Respiratory

Therapy practitioners?"

Those practitioners holding the NBRC credentials will be able to receive
registration to practice by endorsement (without taking an examination).
Those practitioners not holding an NBRC credential (0JTs and school
graduates who have not passed NBRC examinations) will have a 2 year
period during which time they may obtain a license by examination.

Those individuals who do not obtain a license prior to the end of

the "grandfather" period may not practice Respiratory Therapy until

they do so.

"How can practitioners without NBRC credentials prepare for their registry

examination?"

There are a number of well developed self-assesment examinations
available. Particulary, the NBRC itself offers a "self-assessment’
ethinatiég at a reasonable fee and provides a detailed description

of strengths and weaknesses following completion of the examination.

The same 1is true of commercially available examinations.

In addition, Respiratory Therapy schools, as well as the Kansas
Respiratory Therapy Society offer periodic review programs and symposiums
to assist in preparation of examinations and provide continuing education
seminars to keep Therpaists abréast of current de;elopments in Respiratory

Care.



RESPIRATORY THERAPY LEGAL CREDENTIALING
QUESTIONS AND ANSWERS

4. "Where will this registry examination come from? Who will develop it?"

The NBRC has agreed to allow access to its Entry-Level Examination for

use as state administered licensing examinations. This exam has been
carefully developed and validated, and is considered in the health care
community as a standard against which others are measured. The state will
not need to bear the cost of developing a new examination. This test

was constructed to determine a minimal competence for Respiratory Therapists.

5. "How will the licensing of Respiratory Therapy practitioners effect other

allied health practitioners?"

The proposed legislation has been developed with the intent of being
"non-restrictive'". It has been written to recognize the respective
regulation of other professions whose scope of practice may '"overlap"
that of Respiratorv Therapy and exempt these individuals from regulation

by the proposed legislation.

6. "How will this proposed legislation permit the public to identify qualified

Respiratory Therapy practitioners?"

At the hospital bedside, the public at present has no assurance of the
qualifications of the practitioner providing treatment, and no resonable
means of choice. By virtue of enactment of the proposed legislation, the
public is assured the practitioner at the bedside has met the minimal
competency reduirements to practice, as employment will be illegal
without a,yegistration. In the home care setting, if Respiratory Therapy
services are to be applied, the public may request the practitioner to
produce evidence of registration. This will provide reasonable assurance

of competency to practice.

g b



RESPIRATORY THERARY LEGAL CREDENTTALING
SUMMARY

In examining the health care team thai commonly provides patient care
at the bedside, whether it is in an acute care facility, a chronic care
facility, or in a patient's home, four primary members of the team can
easily be identified: the physician, the nurse, the physical therapist,
and the respiratory therapist. Of the four groups, the Respiratory
Therapist is the only one in Kansas who has no legally mandated minimal
requirements for entry into practice. The type of care being given

by Respiratory Therapy practitioners is of a curcial and often life

sustaining nature.

Potent drugs are administered, vital organ systems are invaded, life
support equipment is utilized (including mechanical ventilation and
in some hospitals intraortic balloon counterpulsation), and diagnostic

testing performed by Respiratory Therapy practitioners.

It is difficult, if not impossible, for the patient and other members

of the health care team to identify the competent practitioner: several
lawsuits have involved Respiratory Therapy departments due to poor care
delivered by Respiratory Therapy practitioners. The cost of health care
has been rising partially due to the increase in malpractice claims and
the unregulated practice of Respiratory Therapy may be adding to this

increase.

N

i

The Kansas Respiratory Therapy Society believes it is in the

public's best .nterest to establish legal‘requirementé for the safe practice
of Respiratory Therapy. Legal requirements are necessary for entry into
practice as well as to provide a recourse in the case of incompetent
practitioners. The mechanism to institute this legal requirement is available
through the examination system of the NBRC. The state would not have to

embark on the costly development of an examination.

The Kansas Respiratory Therapy Society asks that the legislature
ensure safe practice by legal credentialing Respiratory Therapy

practitioners via state licensure.

7.
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~ of VA hospital patient

By Anne Waukan

A medical panel 8! Vetersns Ad-
ministration Medical Center s lnves-
tdgating whether o patient dled Fri-
dey because a respiratory therapist
forgot to turc oo an slarm that
would have warned purses when the
palient's respirator was dlaconnect-
od, officlals eaid Monday.

. Franklio D. Cole, 49, of Fargo,
ND., was pronounced desd sf the
bowpital a1 8:03 p.m. Friday, accord-
.Ing to the medical examminer’s report.

Willlam Matousek, the hospital's
chief of saff, stiributed the desth to

Fespirsiory fallure caused by discon-  the respirator. Because the stim aid D eath i Turn to Page B

o — s : . L ot
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From Page 1

‘Death

and will be forw'uded to the district
atorney’s office for review. -

What disciplinary action, If any,
will be taken against the therapist
will be determined sfter the fovest)-
gation [s completed, Matousek aald.

Cole was sdmitted to the bosplia}
July 30 after being tovolved in a car
accident May 26 in North Dskota.
Cole was not expected to live when
Be wat sdmitied, the report said.

Dist. Atty. E Michse! McCanr sald
Monday night that besed on gvallsble
oformation, “We &nticipate there
¥l pot be { ¢imine] charge” fijed in
heesse” VU Ty
McCann ‘sald be ' would

especially lovolving Senate ppera- .!
vith Medical Examiver Chesley P. tions, and recelve $2.000 college
Fwin whether A0 8ulopsy thould be  scholarships from the Willism Ran- .
WHPRNEvitelie | dolgh B Fougatop | :
: »
o8 se

L S
discuss

pection of the req(r‘tpr. the report

said.

“We're talking sbout uncertaln
elements unutl the {nvestigation 1s
conducted,” Mstousek sald during an
interview Monday night.

After a preliminary review by him
4nd another hospltal official, he sald,
It was belleved the respiratory thers-
pist might have forgotien to turn on
the alarm Friday after servicing the
respirators.

Matousek sald Cole might have
had a coughing eplsode that ais-
lodged the tubes conpecting him to

2of g0 off, bospital personne! did not
know the machine wye dlsconnected,

Mitousek said. -

The alarm was on when & puree
thecked oo Cole earlier in the
about 4:30 p.m., he said. It 15 stan-
dard procedure for the slarm to be
turned off during servicing, e said.

a)'v -

A pape! made up of & phyxiclan, a..

registered purse and s represantative

of the hospital administration (s ln- °

vestigatiog the circumslances sur-
rounding the death, according to the -

medical examiner's report. A prelimi-

nary findiog Is expected ‘wfctnsgny

Tue\sday. December 11, 1984

‘Panel probing patient's death

The medical examiner's office was
8ot notified of Cole's desth until
Monday because it wes under

the report.
A spokesman for the medical ex-
aminer's office said bospitals vere

-2 to participafe

in Senate program

Wasrkington, D.C. —AP— Sen.
Robert W. Kasten Jr. (R-Wig) bas
announced that two Wisconsin high
schoo! students —
Boge, of Three Lskes, and PaSoua

Jullette Yong, of Fau Claire — have |

been named to participate in the Sen-
ale Youth Program in the first t'eek

o & Fepruary. o »
i \Pn,nicfrqnu sudy US government,

the offjce pf a patient’s death.
loves. —— " —
Ligation at the bosplial, sccording 10 o

Georgie Holder 1

aliowed 3 reasonable time 10 {nform

-

861 'L 1 Jequedreq "Oh[u)ou}' Aepwon |

-
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‘ Probe of death

finds no foul play

An investigation into the death of a
comatose patient at the Veterans
Administration Medical Center re-
vealed no evidence of criminal
wrongdoing, an official said Wednes-
day.

Medical Examiner Chesley P. Er-
win said his office concluded its in-
vestigation into the Dec. 8 death of
Franklin D. Cole, 49, of Fargo, N.D.

The office was unable to deter-
mine how Cole's respirator tube be-
came disconnected, Erwin said.

Dist. Atty. E. Michae! McCann said
he would ask the hospital for addi-
tional! Information about Cole’s
death.

According to the medical examin-
er's report, the hospital determined
Cole died from respiratory failure.
whith occurred when a tube from an
artificial respirator was disconnected
from & tracheotomy tube in Cole's
neck.

Ap alarm thst would have warned
hospita! personne] the tube was dis-
connected was found in the “‘off”
position after Cole was discovered
dead, the report said.

Hospital personne] responsible for
Cole's care denied to investigators
they had anything to dc with turning
off the alsrm or disconnecting the
tube, according to the report.

They &also gave conflictlbg ac-
counts of whether it was standard
practice for personnel to switch off

the alarm when servicing Cole, then

turn it on before Jeaving his room, .

according to the report.

I think we've gone about as far as
we can go,” Erwin said. I think in
all probability, it (Cole's death) was
accidental. There was no evidence of
any intention 1o disconnect the tube."

Erwin said Cole could not have
sccidentally disconnected the tube
since he was paralyzed.

Two nurses 1old the investigator
the tube “popped off” by itself sever-
al times in the past after fluid build-
ups, the report said.

One of the nurses said a rubber
band normelly was used to keep the
tubes connected, according to the
report.

The nurses said they checked Cole
regularly, clearing away any fluid
bujldup when necessary, the report
said.

McCanp said that without further
information from the bospital he
would be unable to decide whether
an inquest into Cole’s death was
warranted.

McCanr said he would ask hospital
officials for & report on the autopsy
conducted by their staff.

He seid he also would request a
report or an Internal investigation
conducted by & hospital medical pan-
el. The investigation probably would
not be completed untll pext week, &
hospita! spokesman said.

9
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By KENNETH STOFFELS

A murse at St. Luke's Hospita) disa-
‘bled an alarm on a respirator ma-
chine sometime before the machine's
‘oXygep supply was cut off to a ter-
minally ill cancer patient, it was
learned Sunday.

. The patient, Alvin J. Gall, 67, of
1312 E. Seeley St., was found dead in
his bed on the eighth floor of the
:hospital at 6 a.m. Saturday.

The alarm on the respirator was
designed to provide a warning if a
breathing tube linking the patient to
the respirator became disconnected
or the patient stopped breathing.

However. a nurse at the hospital,
worried that the alarm would awak-
en other patients while she treated
Gall, wedged a small plastic cap into
the respirator 1o hold the switch in
the off position. according to a medi-
cal examiner’s investigator.

The nurse then forgot 10 remove
the plastic cap after she was through
drawing fluid from the patient's tra.
theal tube. the investigator said

Nurse deactivated alarm

Nurse deactivated
larm on respirator

Dr. Lawrence: €lowry, who per-
formed an autopsy on Gall Sunday,
said the results gave no sign of suffo-
cation. The results showed Gall died
of cancer and pneumonia, Clowry
said. ’

Gall, a widower, was admitted to .

St. Luke’s Sept. 25 and placed on a
respiratory machine, a device that
aided his breathing by pumping oxy-
gen through a tube inserted in a hole
cut in his throat. :

At 3 a.m. Saturday, the nurse deac-
tivated the alarm while working on
Gall. :

Gall was checked at 4:45 a.m. by a
respiratory therapist and again at
5:15 a.m. by a second nurse, both of
whom failed to notice the plastic
cover in the alarm switch, according
to a medical examiner's report.

At 6 a.m. respiratory therapist
Regina Shiltta found Gall dead in bed
and saw that his trachea! tube was

not connected to the respiratory
machine.

Gall's ‘hanas were restrained by
Turn to Page 18, Col. 3

‘ Continued From Page 1

wri i day
.wrist straps because earlier Saturd
morning Gall, irritated by feeding

tubes in his nose, had pullgc} them
out.

lt‘ was not explained how the tube
became disconnected, but one medi-
“cal source said that a patient cough-
“Ing could cause that to happen.

y
g

. Ms. Shutta also found the plastic
?ca.p used to deactlvste the slarm. She

then summoned a nursing supervisor
* and doclor.

| ’ “] think he
.Clowry told & reporter, 1
l Wwas on Bte verge of dying and would

<

prte

have died about the same ti'me as the
incident anyway." A

A St. Luke's spokesman saxd the
hospital would take no dlscxphnar_y
action ageinst the nurse who deacti-

. vated the alarm.

“The nurse is aware of the impli-

cations of what transpired and cer- .

tainly felt the weight -of the situa-
tion,” the spokesman said.

The spokesman stressed that the

practice of bypassing the alarm .

i t con-
switch on & respiralor was no
doned by the hospital, was contrary
to normal procedure amd was not-a
common practice at 5t. Luke’s.

L]




from Bacha's office conlacted them.
By that time, Lucas bad
been embalmed and laid ovt at a
Canonsburg fuperal bome,

“It's been rough. I'm very, very,
ve?' upset about the whole thing,”
said Joseph Jr.
be'eanasj!}n" w{‘gomm father lﬁg

. amyolrophi
leteral s:}crosi; & perve affliction
mére commoaly known 2 Log Ged-

rig’s Discase, for the post two years.

The elder Locas entered the purs-
ing bome Jan. 8 to participate in a
respiratory care program !
ray Manor ﬁam in conjunction
v’ith the Forbes Health Sysiem,

Bacha said Lucas, formerly a

self-employed auto mechanic, was
unable to breathe on his own and
had to be placed on a respirator.

According to a ref filed by
Johns Ms. Akers of Jeannette and

respiratory techniciap Elizabeth Pe-

ak of White Oak were
rounds early oo the morning of Feb,
6

At 420 a.m,, the women stopped
to suction flud from Lucas's tra-
chial tube.

“After the
isbed,” Johns said, “they

apatber patient® .

Both women said that when they
left, they were unaware that the
respiralor was not operating. Twen-
ty minutes later, Lucas's intrave-
nous bag had emptied and an alarm
sounded. Ms, Akers told Johns she
returned to Lucas's room to change
the bag.

Sbe found Lucas “unresponsive
and poticed the ventilator was off,

She immediately turned it oa, and
cal!edfm’us‘wzgwg,"lohmnid

Murray Manor records filed with
Johns' report indicate that before
the incident, Lucas's condition had
deteriorated to the point where he
could pot move anything but his
eyes.

“He was completely de ton
the machine,” Bacha said. “He was
in pretty bad shape”

A Plun Barough pbysician, Dr.
K.Y. Ou, pronounced Lucas dead at
the scene at 5.38 am.

Under state law, mspicious or

accidental daaths muet be “ed
t0 the coum m&ctm beczuse

Murray Manor s owned by Be-
verly E.nterin‘sa of Peszdena, Ca-
lif, one of the nation's largest

t Muar- .

procedure was fin- -
both Jeft -
e room and west to stiend to,

Erfor Jrom page Al @

pursing bome chains, with more
than 900 homes.
Jane Redicker, director of com-
munications for Beverly Fater-
rises, said administrators
vestigated the ipcident, but as
sumed the doctor had potified Ba.

-cha. “When we found out that the
doctor Lad ool motified the eorumer, .

we &id ™

Ms. Redicker said O% I8 not e

pivyed at Mutey Meser, end Lo

cass son said Ou was not his’

Oudec!inedbocammeutAmep
tionist in his office, bowever, zaid
thedoctormattbzbomg?eb.t

“treating other patients,

Joseph Lucas Jr. said Murray
Manor adminisirators did not ex-
laip the circumstances surrounding
is father's death He said when
Frank Sciorilli, the bosme's acting
sdministrator, called to tall bim his
father was dead, be “wopldn't tel]
me whal Nad happened.”

But, Ms. Redicker said: ‘“We
didn’t know then what had hap-

ed. We didn't bave all of our
acts together."”

On Feb. 8, Murray officials asked

. Lucas’s widow and ‘son to come to

the home so that they could explain
the incident. “We did not want to
tell them what had happened o r
the phone,” Ms. Redicker said. -

Lucas refused, explaining that his
father had been laid out at a Can-
onsburg mortuary and that he had to
make funeral arrangements.

The family did not learn the
whole story until an official from
the coroner’s office contacted Lu-
cas, gave the details, and said tha
A aytopsy was necessary. ‘

The corvner's affice claimed the
body after & funeral service Feb. 9.
An autops‘; was conducted by Dr.
Cyril H. Wecht, former All heny
County Coroner. Bacha's staff then
returned Lucas's body to “Tashing-
ton County for buria.f : -

Ms. Akers told investigators that

this was the first time she had
tufded off a ventilator,

“She should pever have turned it

off. They are taught sever to turn it
‘off,” Bacha said

nat to fle c'im;ml c&argu.
Ma. Akers had promptly
reporied ber mistake. :

“When she valked back Into the
roam, she could've torped the ma-
chine back on, and sbe could Rave
walked sway. No one would have

p. It

Jknown, | give ber credit for ber
‘hooesty ™

Bev Enterprises placed Ms,
Akers op bdminlst.ratjve%eaw unti]
the coromer completed his investiga-

“tion. She is mow hack on the

employee of the s , also wi
laced on a two-day administrativ
eave,

Lucas eaid be kad last seep hi
father three weoks before be diei

“She bas a superior record a! the
facility,” Ms. Redicker said. “This
was & tragic accident. We trais Gur

ethebstwag(:)et y c&n,
so that sccidents -3 Bet
we hire buman beings o
spokeswoman for (e Forbes
Health System said Ms. Petrulak, an

because

toown be was dod
called (the bome)

being unable to visit after that tim

of 23d westher. “We ha
fine. We ba
day before
sald,

| . Geot, Lacas sald be is “miserable
his father's death.

\
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Fatal error
on patient
kept quiet
for 2 days

By Tim Verceliotti
The Pittsburgh Press

The family of a Washington
County man who died in a
Murrysville nursing home
after his respirator was acci-
dentally turned off did not
learn of the circumstances of
his death until a coroner's
deputy told them twe days
later. -

Joseph Lucas, 65, of Can-
onsburg, was fourd dead early
Feb. 6 in the Murray Manor
Convalescent Center, 3300 Lo-
gans Ferry Road, after a
purse turned off the man's
respirator and forgot to re-
start it

“During the procedure, she
(registered nurse Karen
Akers) said she turned off the
. ventilator because of the dis-
turbing npoise it .
Deputy Coroner is A
Johns said. “After the proce-
dure was finished, they both
left the room and went to
atiend to another patient.”

Westmoreland County

the death sccidental, labeling
it “a therapeutlic misadven-
ture.” He said no criminal
charges will be filed.
“Officials at the nursing
home did not report the inci-
dent to Bacha unti] two davs
after it had happened, and did
not explain the circumstances
to Lucas's widow, Mary, and
son, Joseph Jr., when they
“called to tell them Lucas had
died. .
The family did not learn of
the mistake unti} officials

Please see Error, AlSQ

" Coroner Leo Bacha kas ruled
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Hospital, insuljg;{

ask court to lower

i
'.xJ { 3
awargd 10 pafu t~':;;; .
hatihanes | s sy e
E By AVRAM GOLDSTEIN ! " were outraged that the tri judge -
Herald Staff Writer A reimbursed Susan Ann Yon Stetina

Attorneys In Florldas most spec-- ; for 50 huge an attorne}(a fee.: She .
tacular medical malpractice sult:-—;‘ now lles seml-comatose aRd help-
" a $16.9-milllon Broward .case that ,lessina Broward nursing home, .
touched off & llabulity insurance cri-, 1
sis and a physi- )
clan revolt last iy
year — clashed ¢
again Friday. |
For four
hours they ar-
gued at  the |}

.-Lance . Andrews presided ,over:the
two-weck trial last year. ... 1« -
" The defendants fear- that:|f.. the
g~ court affirms Andrews’ decisions, it

ot , 8tate fund and force Von Steuna to.
..1ake over the hospluu to couect hgr“ ’
mdgmem .
Precedents set ln this case could '

in West Palm i : . shape the future of malpractice litl- .

Beach about 1} : gauon in Florida, severa! lawyers.;,, -
whether the £} sald.. boragth
$12247-milllon #awg 9 Von' Stetina. 27, was taken to: ¥
jury award and Florida Medical Center In Lauder-

a $4.4-million Sch!esinger dale Lakes in November 1980 after

court-ordered fee for Fort Lauder-
dale lawyer Sheldon Schlesinger .
were excessive.

Attorneys for Florlda Medical
Center and its insuror, the state Pa-
tlent’s Compensation Fund (PCF), ~

a severe car accldent. Lo
She was recovering In the Inten-
sive care unit when har resplrator- -

falled. By the ‘time nurses notlced,,‘

Please turn to AWARD / SBR
. L f

— B e S idiBe e o] s

.'l'

. Broward Circult ‘Judge . Robert; -«..ib

,,cou)d straln the solvency of; the . .-

LYY
LR
A

$16 9. mﬂhon award

L 1s. terme éi(cesswe

used by the hospital to train lts
. %77 purses, prejudiced the jury.
- ®- Throw out the statute that re-
{ some 15 or 20 minutes later, th‘ “quires the losing side in a medical
lack of oxygen damaged her brain.. malpractlce case 1o pay the win-
‘Later, she:also was blinded in one:: ner's attorney fees. The Florida
eye and suffered a broken leg at the Medical Association in 1980 shep-
_ hospital = both:unrelated: 0. ‘h° < herded the law through the Leg!sla-
- qriginal Injuries. {2 v * tare to stem frivolous lawsults. But
PCP lawyer Talbot' D'Alembene pecause of Andrews' $4.4-million
said Ihe $12.47-million jury award Yee award in this case, the doctors
"was too high. Von Stetina, he sald, , oW want (o dump it.
{713 100 far gone 1o enjoy the money. * . p*Alemberte sald  Schlesinger
25 The jury awarded her $188,000 84 gpent no more than 1,000 hours

)
; AWARD /me )BR

e

Bu ey e

“ryear over her 40-year Hifg expecmn-; .workling on the case, and labeled a |-

. cy for medical care.

oo E '$4,400-an-hour fee a “sham.” The
“The money simply canl be ap-

-defense lawyers suggested a court-

preciated or comprehe'\ded and It's - - ordered fee of $500,000 and sald the

not going 1o help her ‘“ 3“-': D'Ak: [ fee should be based on how much
emberte said, . .- Ty - batimee Schlesinger devoted to me
*\ Schlesinger called that vlew caled cast.
5.lous and showed the three'judges * But Schlesinger's appellate coun-
,.and 15 opposing atiorneys a video- e} “Joel Eaton, disagreed: “When
—+tape of Yon Stetina receiving physl- you.Jook at the economic reality of
ca! therapy in her bed. . - this.case, It makes perfect sense.
1+ "I want 1o rebut the. [portrayal] Unllke other kinds of cases, meaical
°f Susan Ann Von Sietina a3 some:’ maipractice lawyers are mot hired
“ mindless bit of protoplasm who 1™ gn a hourly basis.”
-unable to appreciate her circum- On one issue the hospital and the
: stances,” he said. “She responds0 " jpsuror are split.
the painfulness of the treatment It~ Andrews ruled that a state law
-self. She reacts to a tender touch. Jimjting PCF payouls 10 no more
“ She Indeed feels.” * than $100,000 was unconstitutional.
©  The defense lawyers also asked
', the appellate judges to: .
+° @ Reduce the jury verdict.
;"C_ e Rule that Andrews shouldn't
. . have let Schlesinger read to the jury
t .an emotional artlcle In a nursing.
journal about what It might feel llke 15 giamd, the hospital then might
! to be a patlent whoso respiralor payq (o pay off the rust of the $16.9
-fulled, D’Alemberto sald the erilcle,, mlmon glonco.

in big trouble.

Without the limit, the lund could
be ruined financially by having to
pay all the moncy at once.

But ¥ the court allows the limit

Either way, one of the defendants Is ‘

e
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2 ClErwegiel omognoo UL o o7 an
reservoll The Hope il new Laerdal, ant PMRI units 8.6 0L Ceaver
n:gh Oy concentrations without Oy reservoirs, dut gid celiver high
2, consentrations with a reservair and 0; How rdtes 0. 18 L/imin or
‘greater. The Hope 1. old Laerdal, PMRY. and raw and ol¢
Mitglograph uniic zouid nol deliver high &y concentratiuns with or
w. thou! O, reserveirs. The older Ambu Modet NR umt withaut a
e 2rvcir Celiversd moderately mgh O; concentratiuns whes the G,
.o rale wes s iow as 15 L/min, bul the patient voive began 1o
stivkon the insprratory position at a flow rate of 20 L/min
ot Rarnes TA Watsen ME. Evalialion of new and cid designs to
mprove the oxygen delivery performance of aguit resuscitalion
bags [Abstrac']. 1981 Respiratory Care Open Forum Abstracts,
ASRT Annuet Convention, Anahbeimn. Respir Care 261132, 1134;
1841 Nov.
smme. 0 ECRY's evaluation of current models of thess resuscitators
{HEALTH DEVITES, Vol 8, p. 132), we founc that oxyren
corncentraons greater than C.9 could be dehivered by most units
y using a sigw Lag retif techmique at an O; ow rate af only 15
Limin
crsgion Kus
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®

9 457

FAKSFUSION KITS [14-126)
‘erice: Transtu 00 Tubes
bstrast  Suit was filed, alleying that a disconnected transtusior i
was ungdelected, and an infanl receiving a transfusion nearly bied
10 oeath through negligence. The suil alleged that the duty nurse
turncg off tae alarm system of the unit before the incident
occurred.
nource;  Alleged undetected disconnected transfusion tube leads to
nzqligence suil. Broraed Saf Stand 11:128, 1881 Nav 15,
. ctession Moo 04624

"UBLS, TRACHZAL [14-085)
Jasice. Endoiracheal ang Esophageal Jbturator Airways
woslre.t: Encolracheal and esophageal obturater airways were
empared noa review of 276 patients with prehospital cardiac
arresi. The endoiracheal airway was associated with a higher
mcigerce ot unsuccesstul placements and immmediate airway
comphcaions. 85% of patients autopsied who had esophageal
obiurator airways had esophaqgeal lacerations
wree: Camgron BC, Beyer R, Smith G, et al. Evaluation of
esophageal obturator airway and endotracheal tube n piehospital

eV S

H

. R I S S FOLrtL Pl e
Conivrence on Gat3.ac Dehianita ¢ oane Larciopulme.arny
Resuscitation, Purde Universily September 15-17, 1081 Mad
instiun Y5 3711981 Sep-(ict

"vizssien Nooo 04564

i

TUDES. TRACKEAL [14-085)

Desite T acheal Tubes

\buirzet: A case is reporiec . belate al vocai coid paralyss

lotfowing endotiachea! intubation The aultors beleve thai ‘ne

Daralysit was CIusRG By a Dressuse neuropraxia Dy ihe tracheal

fube and use of a loo large tracheal tube n relation to the

subglottic region.

Source: Gibbin KP, Egginton MJ. Bilateral vocal cord paraiysis

tallowing endotracheal intibation. Br J Anaesth 53 1081-1002; 138"

Oct.

Acression Nu: 04565

VELTILAYRAS (15633

Jevice: Jentialore

Abstract A case is reporied .n which a palieni became diccoanected
from 2 ventilator, and no alarm sounded. The patient did not have
a palpable pulse whun discovered by a nurse. 3 members of tre
nursing and respucatory therapy staff had accidentaliy tnggered
the ventilator's alarm. and all 3 had the occasion to turn gff the
dlarm temporardy in order 10 complete their care measures
withoui the annoying sound of the alarm. Several questions are
posed, thiz answers to which may have altered the outcome,

Sourcs: Discannected ventifator discovered on routing rounds. Case
Aleris {Pennsylvamia Hopital Insurance Company/Pennsyivania
Casualty Company, Camp till, PA], No. 81-8. Nov, p 1.

Aceession Mo 04639

VENTILATORS [15-613)

Device: Ventiaiors

Abstract: Suil was filed, alleging that a mallunctioning ventilatcr
caused a patient's death. The patient's husband was awaided an
out-of-court settiement ol $245.000 and received 2 verbal
agreement that alarms would be installed on the maciines to
prevent future incicents.

Seurcs:  Maltunchioning venhlator allegedly sauses deaih: Settlemen:

1o survivor Biomeg 5af Siand 11.127: 1981 Nov 15.
Accession No. J464C

- - ~——a— L%

POLICY STATEMENT

Thaepurpuse o TECHNOLOGY FORRESPITATORY THERARPY
15 (¢ sucicily present pecbiems and ssues i health care
technosogy of interest (o climral specialists based ¢n a
co ap-ehersive cevigw of Engiish ianguage medical legal and
techn.Cal titeral re, report:ng nelworks. ang guvernmeantal
svurces rgiated 1o medical gevices, and on ong.nal studies by
TOR '

Vhere the auihor is namaed in an article. Ietter aditor al, or
review, that mataernial retlects the 44, "hor's vievw s and nut,
recscsarly INCse Ol ECRI. TECHNCLOGY FONRESPIFA . DRY
T+ ERAF Y a~c ils publishar, ECRY zre ' 2t respnzin T ion the
Cutity ans vandily of miformation gestvee fram othe: scaises
srofur acverte conzegc.ences allendan' ‘C 3¢hng wn such
Afoniat

wisting ol a specilic nides and brano L f davice in the Ser;
cection of TECHNOLOGY FCR RESTIRATOIY THERAFY o
o HLcate Report aces nolliniset, gereraily fisiily Jeer 'g
3 Ty Thise O 3kiNg equiDment Out O SEnaco without fur o s taation,
ner coes (L imply thal competing devices are valer or moie

I e

apprapeate Ascrssing the sigmificance of a evariad problem
M3y requuire examuann the orniQinal covrce, dxsdussmg Lowitn
the manu’actuiar, and consigening the nsks of other diagnostic
ang therapeutic splions.

TECHNOLOGY F73f. RESPIRATORY THERAFPY accepts no
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Plaintiff-Appellant, v.
M.D., and St. Louis Children's Hospital, Defendants - Respondents

and next friend,

Supreme Court of Missouri

Medical Malpractice action brought against hospital and physician on behalf
of minor patient. Negligent administration of oxygen causing patient to
suffer from retrolental fibroplasia, total blindness of right eye.

At Circuit Court, City of St. louis the case was in behzli of defendants
’ b
ecauce the Court of Appeals believes the trial court committed

but &
o thg plaintiff's rights the decision was reversed and remanded

prejudicial errors to the
Charge-negligent administretion of oxygen to the minor while he was a patient
in the hospital under the care of Dr .
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DES MOINES — A respiratory
fherapist who reported pulses on
two dead people has been denied
Jobless benefi

4] didn’t know ¢ they were dead,”
‘said Eric Skuster, now of Coral-
wille, who was fired from a job in

_ Waverly last July when Medlcalre

investigators discovered the dis-

_crepancy.

The appeal board of Joh Service
of JTowa said it believed Skuster
was unaware the patients were
dead, but it said he should not
have falsified the reports.

“It was an error in )udgment "
said Skuster, who now is a respira-
tory therapxst at University Hospi-

tal. The appeal board decision up-.
holds a heanng officer’s finding
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that Skuster sboul& ‘pay back
$1,700 in jobless benefits already
couected Skuster said he would
appeal the decision.

Skuster blamed the sttuation on
pressure {rom his former employ- p4
er, the Inhalation Therapy Ser-
vices Inc., a company formed by
ucC Consultants of Nashville,
Tenn.” UC Consultants declined
coment on the case.

Skuster’s job was to make home
visits to ill people, taking cEulses
and masking other medical )
then forwarding'the results to the
Waverly . Municipal  Hospital,
which would seek reimbursemnent
from Medicare.

On two occasions,.once when he
was on vacation, Skuster filled out

reports on people who had died

| f.l(

o
b

) Vag f oL ",a}ﬁ:

2, jAke Y A
hitgw‘: \"ai-'*c&ni

o

Mw%’m re?@r%@é éead were alive
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several days previously. "I should
have' just sald that they hadn’t re-
turned from the hospital yet,” he
said.

He said he felt pressure from In-

halation Therapy to fill in the re-
ports, even though he had not vi-
sited the patients. “They'd call
and give a big hassle,” he sald.

~ Skuster said that as a result of .

the false reports, he received $40
that he wasn’t entitled to get. He
said he gave the hospital a check
to cover the amount but that it was
never cashed.

The hospital maintained Skus-
ter's action jeopardized the hospi-
tal’'s financial status with Medi-
care and the appeal board
agreed. :



4510131~ Avenue SW
Fargc North Daxota  58121.4510
701 7 282-1100

January 30, 1985 ﬁj

Mr. Gary Brown

Respiratory Therapy

St. Luke's Hospitals
Fargo, North Dakota 58122

RESPIRATORY THERAPY SERVICES

Respiratory therapy services in the state of North Dakota have been observed in

the audit process and also in the individual group studies of cost per hoapital
day.

It is apparent by these studies that respiratory therapy in some areas has been
used excessively with posaibly little professional expertise to monitor or
deliver these services. Without the proper education and/or background, the
services cannot be supervised properly, nor would syrptomology of the patient be
conferred correctly to the physician. Without this expertise, services as a

rule are not discontinued timely or changed according to the condition of the
patient,

It has become apparent from audits completed that the cost and usage of respira-
tory services is a greater section of the total bill when the services are deli-
vered by the uneducated individual.

Actual statistics for a past year for a particular bed-sized hospital were $7.04
per day for educated providers and $22,76 for the uneducated provider, Another

bed-sized hospital statistic was $12,50 for the educated provider while $20,87
for the uneducated provider, n "

It appears the proper training and education are vital for the proper delivery
of respiratory services while keeping the safety and well-being of the patient
in mind as well as tBe total dollar spent for this service.
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MARLENE MODEROW, R.N.
Medical Review Field Auditor
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ACTION a:

Section 11:

ACTION:

Section 16:

ACTION a:
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Requested amendments to HB 2533 by the Kansas
Respiratory Therapy Society.

The Kansas Respiratory Therapy Society would ask
that the members of the Senate Public Health and
Welfare committee consider the following
amendments to HB 2533.

This is an exclusionary clause allowing other
professions to "cross over' during the normal
practice of their trade.

Please amend to denote Registered Physical
Therapists, Pulmonary Function Technologist, and
Medical Technicians.

Refers to the formation of the Respiratory Therapy
Council which will advise the Board in carrying
out the provisions of this act.

It details the process for replacing vacancies to
the council.

It does not detail the original appointment of
Respiratory Therapists to the council.

Please amend to include process for orginal
appointments of therapists to the council.

Grandfather clause - will determine who will
continue to practice under the title of

"Respiratory Therapist" following inactment of
this bill.

Amend to include those individuals that have been

certified as a Respiratory Therapy Technician by
the National Board for Respiratory Care.

Amend to include the requirement of a test for
those individuals that have not demonstrated

competency by a written examination approved by
the Board.

Concerning fees -- If the Board were to determine
that the entry level exam (administered by the
National Board for Respiratory Care) were to be
the standard in this state, the 40 dollar
limitation is less than the current cost of this

test.
Amend to 'mot more than ... $100."

Title Protection - determines titles to be
protected under this act.

Remove Registered Respiratory Therapist.
Add Respiratory Therapist Registered by the State.

Include 'Inhalation Therapist!'
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KANSAS DEPARTMENT OF HEALTH AND ENVIRONMENT

TESTIMONY ON HOUSE BILL 2533

PRESENTED TO THE SENATE PUBLIC HEALTH AND WELFARE COMMITTEE, MARCH, 1986

. This is the official position taken by the Kansas Department of Health and
Environment on H.B. 2533.

BACKGROUND INFORMATION:

In 1983, the Kansas Department of Health and Environment received an
application from the Kansas Respiratory Therapy Society 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 respiratory therapy.

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

- The applicant has met Criterion 1 of the need for credentialing by
demonstrating that "the unregulated practice of respiratory 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 argument."

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

- The applicant has not met Criterion 3 of the need for credentialing
since the public is effectively protected from harm by the practice
of respiratory therapy through supervision and laws governing the
occupation's devises and substances. (Criterion 3 states that the
applicant must demonstrate that there are no other means other than
credentialing exists to protect the public.)

The Secretary of Health and Environment reviewed the application, information

obtained through the technical committee meetings and public hearing, and the.

report and recommendations submitted by the technical committee and SHCC and
conc luded:

- The applicant has met all three criteria for need of credentialing.

- The rationale for non-concurrence with the technical committee's and
SHCC's recommendation on Criteria 3 is as follows:

Attachment VIII
- 3/24/86 S. PH&W



1. No laws govern the standard of practice of respiratory therapy
and effective enforcement in Kansas;

2. Standards for professional performance are not enforceable
because organization involvement is on a voluntary basis;

3. Certification, licensing or accreditation of facilities is not
necessarily correlated to employing competent respiratory
therapist staff;

4, No federal government credentialing mechanisms exist;

5. A1l members of the applicant group are not required to graduate
from an accredited educational institution or training program;

6. There are no legal or professional requirements for on-the-job
training progams for respiratory therapists; and

7. A previous application for credentialing by occupational
therapists was approved by the technical committee and SHCC.
The practices of respiratory therapists could lead to untoward
health effects at least as serious as those of occupational
therapists.

- Therefore, the Secretary forwarded to the legislature a
recommendation that respiratory therapists be licensed by the State
of Kansas.

DEPARTMENT'S POSITION:

KDHE supports the provisions of H.B. 2533 which provides for the licensure of
respiratory therapists.

Presented by: Barbara J. Sabol, Secretary
Kansas Department of Health
and Environment
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The Kansas Chapter

American Physical Therapy Association
1237 Belle Terrace
Topeka, KS 66604

To the Senate Public Health and Welfare Committee

Re: HB 2498 and HB 2533

The Kansas Chapter of the American Physical Therapy Association
supports the passage of HB 2498, registration of occupational
therapists, and HB 2533, registration of respiratory therapists,

as passed by the House of Representatives.
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Cam Wilson
Kansas Chapter President
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