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MINUTES OF THE __SENATE COMMITTEE ON _PUBLIC HEALTH AND WELFARE

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

10:00  am./pHX%n January 19 19.8%n room 526=S _ of the Capitol.

All members were present except:

Committee staff present:
Bill Wolff, Legislative Research
Norman Furse, Revisors Office
Clarene Wilms, Committee Secretary

Conferees appearing before the committee:

Written testimony from Kathy Douglas, A.R.N.P., C., Director of Student
Health Center, Fort Hays State University

Mary Harness, Family Nurse Practioner, Hays

Debbie Folkerts, C.F.N.P., Concordia

Patsy Quint, State Chairman of KSNA, Advanced Practice Conference Group

Dr. Lois Scibetta, Executive Administrator, KSNA

Lois Johnson, McDonald, Kansas

Written testimony from Frank Lawler, Chairman, Kansas State Legislative
Committee, AARP

Mark Intermill, Kansas Coalition on Aging

Robert Guthrie, Topeka, Kansas

Written testimony was presented to the committee from Kathy Douglas,
A.R.N.P., stating that she uses set protocols when seeing patients in
the absence of Dr. Cody, with whom she works. The protocols were co-
written by Dr. Cody and herself and aid her in assessing, diagnosing,
and prescribing medication for uncomplicated, acute illnesses and
injuries. The doctor fills prescriptions which are later picked up
by the students. Ms. Douglas urged the enactment of legislation that
would allow nurse practitioners +to continue practicing, following
protocols co-written with a physician, that enable nurse practioners
to order prescription medications. (Attachment 1)

Mary Harness, C.F.N.P., A.R.N.P., spoke to the committee and presented
written testimony stating her organization was not promoting
independent practice for nurse practitioners, nor do they feel any
nurse practitioner should be allowed unlimited prescriptive privileges.
However, it was felt that any nurse practitioner that a physician and
nurse practitioner should be able to jointly establish guidelines and
protocols for medical plans to care for clients that included
prescription medications. (Attachment 2)

Debbie Folkerts, Family Nurse Practioner from Hays testified before
the committee and presented written testimony (Attachment 3), stating
that in rural practices the past 18 months have been very traumatic.
At the present time 12 primary care physicians are attempting to care
for approximately 55,000 population. Restraints in the practice of
Nurse Practioners will further damage efforts to recruit physicians
for this area.

Patsy Quint, KSNA, spoke to the committee and presented written
testimony stating opposition to SB-23 as it is written. (Attachment 4)
Ms. Quint told the committee that nurse clinicians/nurse practioners
were serving in rural health clinics, health departments, student
health clinics and urban health clinics offering health care to the
medically indigent and also to the under served across the state.
These nurses have previously functioned under standing orders or
protocol which have been jointly developed by the nurse and physician
with whom they work. Ms. Quint reiterated the nurse ractioners prefer
to practice under established protocols and do & bryu1l prescriptive

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

editing or corrections. Page 1 Of 2
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room _526=S_ Statehouse, at __10:00 am./p3. on January 19

Dr. Lois Scibetta, Executive Administrator of Kansas State Board of
Nursing appeared before the committee and offered a balloon bill which,
it was hoped would clarify the role of the Advanced Registered Nurse
Practioner. (Attachment 5)

Senator Salisbury shared with the committee the purpose of introducing
SB-23 by the Joint Committee on Administrative Rules and Regulations.
The JCARR had reviewed temporary regulations adopted by the Board of
Nursing and expressed its concern with subsections (b)(3) "....to write
a prescription order without direct authorization from the responsible
physician" and (b)(4) "specify under what circumstances, and how soon,
the responsible physician must be contacted after a prescription order
is written by the nurse clinician or nurse practioner." The JCARR
questioned the statutory authority of the Board to adopt the language
and expressed a concern that the language did not appear to accurately
reflect the practice and intent of ARNPs. The following month, the
Board of Nursing adopted the identical language of concern to the
committee 1into a permanent regulation. Because the legislature
statutorily directs state boards and agencies to adopt regqulations and
is not authorized to alter or deny a regulation, the JCARR had
introduced a bill to allow the legislature to statutorily clarify the
authority of ARNPs to transmit a prescription in accordance with a
written protocol or to write prescriptions for unscheduled medications.
The JCARR 1is not making a recommendation on the appropriate level of
practice for ARNPs.

Following completion of testimony on SB-23 the chairman appointed a
subcommittee composed of Senator Salisbury, Senator Langworthy and
Senator Walker. The sub-committee will be <chaired by Senator
Salisbury.

Lois Johnson appeared before the committee and presented written
testimony opposing SB-15. Ms. McDonald stated that after fighting for
years to obtain the Division of Assets bill it was her feeling that
until the controversy surrounding the Federal Catastrophic Bill was
finally settled it was certainly preferable to consider amending the
bill and not totally removing it from the state statutes.
(Attachment 6)

Written testimony was presented to the committee from Frank H. Lawler,
AARP. (Attachment 7) Mr. Lawler stated that his organization offered
an alternative to the repeal provisions in SB-15, suggesting a sunset
provision be added which would retain the Kansas law until such time
that proposals in Congress to either repeal or amend the Catastrophic
Care Act were considered. Also, amendments to Kansas law should be
made that would bring it into compliance with the principal features
of the current federal act, just in case of repeal of the federal law.

Mark Intermill, Kansas Coalition on Aging, told the committee that the
division of assets bill passed last vyear had enabled a number of
spouses to provide protection for themselves and the spouse forced into
a nursing home situation. Due to the fact that there are already two
bills before Congress which would adversely affect the implementation
of the Medicare Catastrophic Coverage Act of 1988, he urged the
committee to leave the Kansas statute intact until the issue of repeal
of the Medicare Catastrophic Coverage Act 1is resolved. (Attachment

8)

Robert Guthrie spoke to the committee and presented written testimony
(Attachment 9), stating that the Alzheimer's Disease Association,
Topeka Chapter, feels there is no need to rush the repeal of Senate
Bill 264. The Kansas legislative session will be over before we know
what Congress may do.

The meeting adjourned at 10:35 a.m. and will meet January 23, 1989 at
the regular time.
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Fort Hays State University

600 Park Street ~ Hays, K5 67601-4099 (913) 628-4000

January 15, 1989

Sen. Roy Ehrlich
State House
Topeka, Kansas 66612

Dear Sen. Ehrlich:

I am a certified family nurse practitioner and am Director of the Student
Health Center at Fort Hays State University. We employ, besides myself, two
registered nurses and a part-time physician, Dr. Dorothy Cody, who sees
patients for two to three hours every school day.

Dr. Cody and I have co-written a set of protocols for me to use when seeing
patients in her absence. These protocols include guidelines for assessing,
diagnosing, and prescribing medication for uncomplicated, acute illnesses and
injuries. These range from ankle sprains to tonsillitis, urinary tract infec-
tions to bronchitis, sexually transmitted diseases to athlete's foot, etc.
There are also protocols covering women's health care including performing

pap smears, fitting diaphragms, treating yeast infections, and prescribing
oral contraceptives. If I'm ever unsure of a diagnosis or treatment, I
usually have the patient see Dr. Cody, or at the very least, consult her by
phone before prescribing treatment.

Dr. Cody also acts as our pharmacist, dispensing prescription medication from
our institutional drug room. She fills medication for any student that I see
prior to her office hours for whom I have ordered a prescription medication.
She does this after reviewing the patient's chart. The student then returns
to pick up the medication.

For an example, if a student comes in with an acute, uncomplicated middle ear
infection, he has two choices. He can see Dr. Cody and be diagnosed and
treated with antibiotics for $1, or he can see me, be diagnosed and treated
with antibiotics for $1. The difference is that Dr. Cody's time is limited
each day whereas I'm generally in the office for seven to eight hours each
day. There is also a longer waiting period to see Dr. Cody versus myself.
On the other hand, since I don't dispense prescription medication, students
do have to make a brief return visit to pick up their medication. Many
students appreciate being able to come in and see me when it's convenient
for their schedule rather than having to rearrange their time to fit Dr.
Cody's hours.

Another advantage of having a nurse practitioner available is to serve as
a back-up in Dr. Cody's absence. Dr. Cody was unable to be in the office
during this past week of January 9. There were 50 students who required more
assessment and treatment than a registered nurse could give. Of those 50,

Spels
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I had two see private physicians in Hays. Most of the remaining 48 were
treated for sinusitis, bronchitis, pharyngitis, urinary tract infection, or

a sexually transmitted disease. The average office visit in Hays is now $25.
If all 50 had had to see private physicians, it would have cost $1250. Thanks
to me, $1200 was saved this week.

As a nurse practitioner, I don't want to take the place of a doctor, diag-
nosing and treating complicated illnesses. I see my role as augmenting Dr.
Cody, treating simple illnesses, thus allowing her more time for the more
complex cases. If I cannot order prescription medication in accordance with
established protocols, the people who will suffer the most are Fort Hays stu-
dents, and they are the ones who can afford it the least.

I want to urge you and your colleagues to enact legislation that will allow
nurse practitioners to continue practicing, following protocols co-written
with a physician that enable nurse practitioners to order prescription
medications. I am enclosing a copy of some of my protocols for your
information. Thank you.

Sinceyrely,

« / 2
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Kathy Dguglas, A.R.N.P., C.
Director
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62
DISORDERS OF THE EARS, NOSE, AND THROAT

Acute Purulent Otitis Media

I. Definitions. Infecti in the middle ear, with accumulatlion
of seropurulent or purule fluid in the middle-ear cavity
II. Etiology. The majority of cases are dus to bacterial
infection. I+ is not possible clinically to identify those
patients with sterile exudate.
ITT. Clinical features

A. Svmptoms

1. Earache.

2. Symptoms of an upper respiratory infection.

3. Fever.

4. Decreased hearing.

5. SZometimes, no symptoms.

B. Signs

1. Bulging of any portion of the tympanic membrane
with accumulstion of exudate in the middle-ear cavity. Mav also
be flat or retracted.

2. Disappearance of the malleus (bony landmarks). The
short process is often lost first.

3. Perforation of the tympanic membrane, resulting in
the presence of exudats in the external canal and dlStQIﬁTO? of
the tympanic membrane. (This must be Ql*tlﬂghl:ﬂcd fro primary
otitis externa without otitis media, which is more commeon inn  the
adult.)

4.  Bullae of the tympanic membrane.
5. Decreased or absent movement of th
membrane with infsufflation

tympanic

o

Note: Injection or erythema of the tympanic membrane
and disappearance or distortion of the light reflex may accompany
these signs but are not alone sufficient +to diagnose acute
purulent otitis media.

IV. Laboratory studies. None.
V. Differential diagnosis
A Erythema of the tympanic membrane associated with an
upper respiratory tract infection.
B. Serous otitis media.
C. Otitis externa.
VI. Treatment. Ask whether patient is allergic to medication

chosen.

"-&
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A, Amoxicillin 500 mg. three times daily for 7 days.

B. Parenterzl CR Bicilling 900,/30C

¢. Cephradine 250 mg or cephalexin 250 mg. four times daily
for 5 days. Repeat once if necessary

D. If patient is allergic to penicillin derivatives, tTreat
with eryvthromycin base, 250 mg. 4 times a day for 8 days

E. L decongestant and /or antihistamine combination. such
as Actifed, Sudafed, Entex, Entex LA, Deconamine 5R, etc.

VII. Conmplications
Sercus otbtitis media.

A
B. Persistent purulent otitis media.
C

&

Chronic otitis media with perforation of the tympanic
membrane.

e

Extension into the central nervous systen, leading to
meningitis or brain abcess

F. Cholesteatoma formation associated with chronic otitis
media and marginal or pars flaccida perforation.
VIITI. Consultation—referral
A. DBSevere pain.
B. Failure to improve symptomatically in 48 hours.
GC. Signs of meningitis, such as
1. Lethargy.
2. Extreme irritability.
3. 5tiff neck.
D. Persistent purulent otitis media, despite adeguate
course of antibiotics.
. More than two episocdes of purulent otitis media

G. Chronic oti

i media with persistent intermittent
drainage through perfor

is
ration of the tympanic membrans.

}4—\
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IX. Follow—up.
improve.

Examination

5
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OBSTETRICS AND GYNECOLOGY

Chlamydia Trachomatis Infection

I. Definition. Chlanyvdia trachomatis infection 1s a rarasitic
sexually transmitted disease of the reproductive tract mucous
membrane of sither sex.
I1. Eticlosy

AL The causative organism is a small, obligate,
intracellular, bacterium-like varasite (Chlamydia tTrachomatis)
that develops within® inclusion bodies in the cytoplasm of ths

host cells
B. The incubation period iz unknown.
I11. Clinical features

A,  What lient present with
e
a. Vaginal discharge
b. Dvsuria
c Pelvic pain
d. Post-coital bleeding
e. Frequently asymptomatic
Z. Male
a. Dysuria
b. Thick, cloudy penile discharge
c. May be asymptomatic

B. Additional information to be obtained

Previous vaginal infections; diagnosis, treatment
Chronic illness

Sexual activity

History of sexually transmitted disease or pelvic
inflamm or/ disease

%ﬁ-wt\ﬁk—*

5. Known contact
5. ast Ilntercourse
7. Method of birth control, other medications
8. Description of discharge
a. Onset
b. Color
C. Odor
a. Consistency
e. Constant vs. intermitisent
£. Relationship to sexual contact

g. Relationship to menses
g. Use of vaginal deodorant sprays, deodorant tampons

h

or pads, perfumed toilet tissue

160. Change in laundry soaps, fabric softener, body
s0ap

11, Clothing: consistent wearing of tight-crotched
rants

12. Personal hygiene



13. Any drug allergiles

i

IV. Physical Examination
A, Vital signs including blood pressure and temperature

B. Abdominal examination: check for guarded referred pain,
T e 3
rebound pain

C. External examination. Observe perineun for edsna,
ulcerations, lesions, excoriations, erythema
D. Vaginal examination (speculumn)

1. Inspection of vaginal walls

2. Cervix (cervicitis), friability
3 Dishcharge: if present. 1is characteristically
s at cerical os; difficult to remove

E. Bimanual examination. Pain on cervical rotation
(positive Chanda&lier sign), fullness in adnexa, tender uterus

¥. Laboratory Examination.
A, Wet mount
B. Chlamydia culture
C. Gonorrhea culture
¥I. Differential diagnosis
A. (Gonorrhea and other causes of wvaginitis.
B. Appendicitis.
VII. Treatment
A. Medication

1. Doxyeycline HC1 200mg initially, then 100 mg twice
daily for 7 days.

2. Tetracycline HCI 500 mg 1, four times daily for 10
days.

3. Erythromycin 500 mg 1, four times daily for 1¢
davs.

4. Treat partner with same medication

B. General measures

1. Stress no interccourse during treatment

2. Stress importance of completing medlcatl %)

3. Btress hygiene: cotton underwear, loose clothing,
no underwear while sleeping, wipe from front to back.

4. Stress no use of feminine hygiene IPrarvs,

deodorants, and so forth.



5. Stress partner should be treated.

VIII. Complications

A Pelvic inflammatory disease
1. Pelvic abscess (ovarian)

2. Fertility
B. Abnormal Pap smear
C. Erythromycin can cause severe abdominal pain and upset.
IX. Consultation - referral.

A. Tf no response to treatment as discussed above.

B. If complications develop

C. Report to EKansas Dept. of Health and Environment.

4 - . , .
epealt Pap smear L& abnormal prior to Treatment.

t
~

by

X. Follow—up. [
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Senator Roy Ehrlich, other members of the Public Health & Welfare Committee,

\

I am here today to beg you to consider the ramifications of Senate Bill #23.

In Section T K.S.A. 65-1130, it states and has stated in the past - the State Board
of Nursing shall define the expanded role of Advanced Registered Nurse Practitioners
and establish limitations and restrictions on such expanded roles. I am a member of
the Advanced Registered Nurse Practitioner Task Force for the State Board of Nursing
and during this past year we have been working on a regulatory amendment to further
clarify an already-existing 1list of functions of Advanced Registered Nurse
Practitioners. We felt that 60-11-104 (f) '"manage the medical plan of care
prescribed for the clients, based on protocols or guidelines adopted jointly by the
nurse practitioner and the attending physician'" covered the issue of prescribing
pursuant to protocols. We are not - promoting independent practice for nurse
practitioners, nor do we feel that any nurse practitioner should be allowed unlimited
prescriptive privileges. Yet, we do feel that a physician and nurse practitioner
should be able to jointly establish guidelines and protocols for medical plans of
care for clients that include prescription medications. These protocols and
guidelines would be individualized according to the type of nurse practitioner and

physician and the client group to whom they are providing health care.

An example is the setting where I am employed. I am a Certified Family Nurse
Practitioner working in a family practice clinic that serves the health care needs of
some 16,000 (+) clients. Four years ago, we had five family practice physicians, now

we have three physicians. This loss of physicians has become all too common in our

area. The physicians have been fortunate enough to hire an additional two family
nurse practitioners when they could not replace the physicians. Without the
assistance in health care delivery that the nurse practitioners give the physicians,

the remaining three physicians’ mere survival would be in serious jeopardy.

Abachment 2




There are an average of 60 patients a day through our clinic alone that would not

receive health care if it were not for the assistance of the nurse practitioners.

We are not promoting independent practice but we are asking you to support nurse

practitioners and commend them for the health care that they are able to provide.

In our family practice setting, the nurse practitioners are able to see infants,
children, and adults and provide competent evaluation of their health care needs.
Some of the patients seen have common acute iliness, ie., ear infections, upper

respiratory infections, tonsillitis, or bronchitis. The physicians have established

I

treatment plans and they feel comfortable allowing the nurse practitioners to
evaluate and treat these clients. If there are complications, the physicians are
available for consultation. All treatment plans are ultimately co-signed by the

sponsoring physician although not always before initiation of the treatment; the

nurse practitioners, physicians, and clients are comfortable with this delivery of

health care.

The State Board of Nursing adopted the proposed amendment 60-1104A that defined
(protocol or guideline) as a "written documents that contain a precise and detailed
medical plan of care." They went on to state specifics about updating & reviewing
protocols. We felt that precise and detailed medical plans of care established by
the sponsoring physician and nurse practitioner would adequately protect the health

care consumer.

If the State Board of Nursing does not have the authority to allow nurse
practitioners to prescribe pursuant to adopted protocols established by the nurse
practioner and sponsoring physician, then I ask you to assist us in obtaining that
privilege. Help us through the proper channels, whether that be the State Board of

Pharmacy or the Board of Healing Arts.

The ongoing health care of many Kansans is in jeopardy if you choose to vote for
Senate Bill #23 that prevents nurse practitioners from prescribing pursuant to

protocols established jointly by the nurse practitioner and the sponsoring physician.

Sincerely,
—V'V/\x/cx,kkifs/ <§§CX4/“f4lﬂ>:> YQJV\~) C= V\.F>.‘] BW.R NP,
Mary Harness, R.N., C.F.N.P., A.R.N.P. HAYS FAMILY PRACTICE CENTER

2509 CANTERBURY ROAD
HAYS, KS 67601

N, AZ~62%6 (<
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Mickev C. Myrick. M.D. Richard L. Rajewski, M.D.

Jlow of the : Fellow of t*
an Acad f , American Acad
aly Practice HAYS FAMILY PRACTICE CENTER Family Prac
2509 Canterbury Road
Hays. Kansas 67601 John N. Dorsch, M.D.

Eric L. Dyck, M.D.
Fell f th - Diplomate of th
oW O e Telephone (913) 628-6151 o n Board of

American Academy of
Family Practice Family Practice

November 14, 1988

To Members of the State Board of Nursing

Dear Members of the Board:

Thank you for allowing me to appear at this public hearing. At the Sm
public hearing, I spoke in support of the new regulatory language that would
clarify the use of prescriptions as part of the medical plan of care prescribed
for the client, based on protocols and guidelines adopted jointly by the nurse
practitioners and the attending physicians.

I again come to you to offer my support and encouragement that this new
regulatory language be adopted.

S s

As nurse practitioners, we have the suppoert of cur collaborative physicians and
the physicians in our community who realize the importance of the nurse
practitioner's role in serving the needs of those who otherwise would not

receive health care.

Today, I come before you with signatures of support from the pharmacists in my
surrounding area. They realize our need and respect our knowledge in the use of
prescriptive medications.

Here is a list of those signatures on a petition of support.

Thank you for your attention and your continued support in clarifying these
regulations.

I would also like to take this time to encourage my colleagues to take the time
and make the effort to contact their local pharmacists and explain their role
and function with their collaborative physician in establishing medical plan of
care protocols that include prescriptive medications. Encourage open
communication between the pharmacist and your clinic to avoid confusion or
further concern about the legality of nurse practitioners writing prescriptions

pursuant to adopted protocols.

Again, thank you for your time. V)(WD

Sincerely, . X ¢ )7 A@%
0 \

maodiPees et
Mary Harness) ., F.N.P., A.R.N.P. x\f\e \/\Q/‘/
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We the pharmacists of the Hays, Kansas area have been working with Nurse
Practitioners for the past several years. They are employed in collaborative
practice with some of our local physicians. We have found them to be competent
in their use of the privilege of prescribing pursuant to protocol.

We support the permanent adoption of the regulatory changes proposed that would
allow them to continue to function in this capacity.

?g«m /401//%7?@ /‘5’”,!»43} /?? Zbé/"”” ’74 /:Z’Jnm?a/i %5

- %/6( ?%//M/ / Jo- 2584 %@a J /M V/ Z
/\,f /4 B > K ﬂ C W2R e Pt st Tk
—

A
ey A \4%/% P 4 %W/j//%@ “ @WW 4
/QX P -

ks | [ACmIe, e A

o M e 2P, -
%ﬁwﬁ/ »KY/A ///;/ S 7 %m/ #¢/
/fZ/ %/%m/ VR /ﬁé%&jﬂw

Unrein Hech mart Drug
219 West Mill Street

i . .t [~ ‘7A'
PidiT v &, s~ s v33

7. .. N ,
Lo /éﬁwuc/v?,ﬂ/‘—\ et s 4 §’,4‘//y/@/ 74/4«2»««(1/'574 chtoms £
J

\&




I am a Family Nurse Practitioner working in a family practice center in Hays,
Kansas. There are three family practice physicians and three family nurse
practitioners working collaboratively to meet the health care needs of some

16,000 (+) patients. :

We support the new language changes that have been proposed to allow nurse
practitioners to issue prescriptions pursuant to protocol. The protocols will
be adopted jointly by nurse practitioners and their responsible physicians.

We feel our setting is similar to other collaborative practices where nurse
practitioners work closely with physicians in providing health care.

Please understand that obtaining prescriptive privileges is for the mutual benefit
of nurse practitioners, the physicians with whom they work, and their patients.

There are articles available to support the need for the privileges, and also
to verify how well nurse practitioners handle this privileges of writing
prescriptions pursuant to protocol. I have copies of these articles ready for

your review.

Thank you for allowing me to speak in support of this important issue.

'\{\’\ Qo WS / a //{, %

Mary Hafness, A.R.N.P. Mick C. MyrAck, M.D.
/O/%L\ %WW/» (7

Susan Amrein, A.R.N.P. Richard L. Rajewski, M.D.

ad (oo 0 Ere

Linda Ashton, A.R.N.P. Eric L. Dyck, M.D.
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LindaJ. Pearson, RN., M.S.N., C -F..
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Editorial Director

NPs Write Prescriptions Regardless
of Enabling Legislation

Last summer we sent out a
questionnaire with the June issue
of The Nurse Practitioner. From the
responses to this questionnaire, we
planned to select approximately
200 nurse practitioners from all re-
gions of the country and from a
variety of practice sites to partici-
pate in an ongoing research project.
We had no idea that the response
would be so great. Within the first
twomonths of sending out the ques-
tionnaire, we received a total of
1,929 responses. There were an ad-
ditional 171 responses that arrived
too late for data analysis. And ques-
tionnaires keep dribbling in even
now. We collected a wealth of infor-
mation, and decided to analyze the
most interesting data and share it
with you. Of the 1,929 tabulated re-
sponses, we had to remove 241 from
the analysis because the question-
naires were incomplete.

Table 1 shows the number of
respondents from each state
grouped by region. Although we re-
ceived a significant number of re-
sponses from each region, the East
was the most heavily represented.
The majority of respondents work
in ambulatory clinics or offices and
see patients of all ages.

Prescriptive Practice in States
With and Without Laws
Granting Prescriptive
Privileges

The most fascinating data we
gathered concerned the methods
used by respondents to obtain pre-
scriptive products for clients. We di-
vided the respondents into two
groups: those from states with some
sort of prescribing law and those
from states without a prescribing
law. We wanted to see if there were
any significant differences in the
prescriptive practices of these two
populations. Figure 1 shows the

5] VOL. 11,NO. 1 1 NOVEMBER 1986

percentage of each prescriptive
method used by all the NPs.

The method of calling the pre-
scription into the pharmacy is used
approximately as often by NPs in
states with prescribing laws as in
those without. Similar findings are
also evident among NPs from states
with prescribing laws and from
states without prescribing laws
who write a prescription on a pre-
signed prescription pad. It's in-
teresting to note that whether or
not a state has a prescribing law
doesn't seem to affect those pre-
scribing methods.

More of those nurse practition-
ers who reported that they write a
prescription and then get a physi-
cian’s signature and those who re-
ported that they write the preserip-

tion then sign the physician’s/NP’s
name came from states without en-
abling legislation. _Qlearly, ghy.sr
cians and pharmacists recognize

that nurse practitioniers patients
need prescriptive products.
It is not Surprising that more
NPs who reported using their cwn
prescriptive authority came from
states with prescribing laws. NPs
in states without enabling legisla-
tion reported that they used this
method if they worked in institu-
tional settings (HMOs, veteran's
hospitals or the military) where
they had the authority to prescribe.
Distributing stocked medications o
clients was not a method reported
frequently by either group. but it is
used more {requentlv by NPs from
states without prescribing laws.

FIGURE 1

" Comparison of Prescribing Methods in

g States With and Without Prescriptive Laws
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Comparison of Prescriptive
Methods by Region

Figure 2 shows the data on pre-
scriptive methods used by respon-
dents from the five regions. It is in-
teresting to note that the respon-
dents from the West reported that
they write the prescription and
then get a physician’s signature
more than respondents in any other
region. The relative percentage of
prescriptive method choice is very
similar in the West and the East.

From the data in Table 1, it is
possible to calculate the percentage
of NPs within each region who come
from states with prescribing laws
(the West, 10 percent; Mountain
states, 59 percent; the Midwest, 14
percent; the South, 27 percent; and
the East, 57 percent). The Moun-
tain states region has the highest
percentage of respondents report-
ing use of their own prescriptive au-
thority. Even though the percen-
tage of respondents from states
with prescribing laws in the East is
almost as high as in the Mountain
states region, the NPs in the Moun-
tain states use their own prescrip-
tive authority more often.

Respondents from the Midwest
reported that they write the pre-
scription and sign the physician’s
name far more than NPs in any
other region. NPs from all the re-
gions reported distributing stocked
medications with approximately
the same frequency.

Conclusion

The questionnaires generated
a tremendous amount of data about
our readership’s prescribing habits.
Analysis of all the implications
would require volumes. We have
presented the data here so that you
can take from it what you find most
interesting or helpful.

One thing is very clear from
the responses we received. Nurse
practitioners who need prescrip-
fi6ms for their clients find ways to
obtaim them regardless of the laws,
We all know thatpractice precedes
the law. Legislators must be made
aware of the tremendous burdens
some restrictive laws place on the
NPs who are delivering safe. client-
oriented, cost-elfective primary
health care. Perhaps our data will
help to prompt state legisiators to

write laws validating the prescrip-
tive practices of NPs. If so, it will
have been an unintended ac-
complishment. We will continue in
cur efforts to describe nurse prac-
titioner practice so that law mak-

ers, the public and other health care
providers can better appreciate the
important role NPs play in this
country’s health care system. We
thank you for your help towards
theseends. O

TABLE 1
Respondent Demographics
Numbersin{ )represent the number of respondents from each region and state.
Western Region (198) Southern Region (358) Sites

Tennessee (35)
Eastern Region (€28)

Colorado (59)
New Mexico (20)

All Ages (662)
Women Only (294)

Arizona (47) west Virginia (10) Children Age 0-6 (6)
Utah (21) Virginia (48) Children School-Age (33)
Maryland (69) Children Age 0-18 {178)

Midwestern Region (325)
Minnescta (36)
Wisconsin {48)

Rhode Island (13)
New Jersey (32)
Pennsylvania (85)

Adults Only (391)
Older Adults Only (122)

illinois (6

IOI\TVOa S(1(8)8) Maine (16) )
Missouri (20) Washington, D.C. (7)
Michigan (42) New York (150)
Indiana (39) Massachusetts (129)
Ohio (22) Connecticut (38)
Kansas (17) New Hampshire (18)

Vermont (9)

Oklah 1
ahoma (10) Delaware (4)

Nebraska (5)
North Dakota (4)
South Dakota (4}

Alaska(3) Arkansas (8) Ambulatory Clinic/Office (892)
California (179) Louisiana (7) Hospital Qutpatient Clinic (190)
Hawaii (0) Mississippi (8) Hospital Inpatient Clinic {94)
Oregon (0) Texas (74} Occupational Health (88)
Washington (6) Alabama (17) Public Health (148)

Nevada (10) Georgia (43) School Health (134)

Mountain States Region (175) "orda 77) Teaching (50) A

idaho (15) Kentucky (26) Nursing Home/Hospice (48)
Montana (5) North Carol{na (53) HMONA Service (41)
Wyoming (8) South Carolina {10) Patient Population

sign physiaan’ s NP's name

Canada (2)
-3 FIGURE 2 .
o Percentage of Respondents in Each
@ Region Using Various Prescribing Methods
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Health Care issues

NP Prescribing
Recommendations

Linda.J. LaPlante, RN..M.S.N..C.A.N.P.
Freda V. O'Bannon, R.N.,M.S..C.A.N.P.

Abstract

This studv was conducted to
identify the impact NPs have on the
selection of prescription and non-
prescription drugs. Nurse prac-
titioners withgut prescriptive privi-
leges who work in adult ambulatory
care setlings were asked to collect
data regarding patient diagnoses
and recommended drug therapv
over a three-day period in August
1985. Nurse practitioners recom-
mended 2,081 new over-the-counter
and prescription drugs during this
study. Of these over-the-counter and
prescription drugs. only 50 (2 per-
cent of all recommended drugs)
were changed after consultation
with supervising physicians. Of the
50 changes. only two drugs (0.1 per-
cent of all recommended) were
changed to different drug cate-
gortes. Nurse practitioner drug rec-
ommendutions were well accepted
by supervising physicians. as indi-
cated by the data collected. These
findings help to demonstrate that
NPs without prescriptive privileges
have a significant impact on drugs
prescribed for patients.
Introduction

Nurse practitioners currently
have prescriptive rights in 20
states.'” and numerous other

states are confronting the issue of

nurse practitioner prescribing priv-
ileges. Currently. in states where

nurses do not have prescriptive

privileges, nurses rely on consulta-
tion with supervising physicians for
prescriptions.

The literature clearly docu-
ments the effectiveness, safety and
client acceplance of NPs. ' It is esti-
mated that 67 percent to 80 percent
of primary health carce problems

can be effectively managed by
NPs.*7 One area of research that
has not been fully explored is the
impact of NPs’ recommendations on
drugs prescribed for patients.

Purpose

This study was conceived and
conducted by the authors to identify
the impact nurse practitioners have
on the selection of prescription and
non-prescription drugs. Further,
this study identifies patient health
problems frequently seen by the NP
that require drug therapy and the

most commonly recommended
drugs.
Method

Nurse practitioners working in
Southern California Kaiser Per-
manente Medical Group Adult Am-
bulatory Care services were invited
to participate in this study. Partici-
pating NPs work in a variety of set-
tings including health evaluation
clinics. numerous specialty clinics
and acute walk-in clinics.

Participation was voluntary
and confidentiality was assured. Of
the 170 adult nurse practitioners
who were mailed surveys, 59 135
percent) participated in the study.
Nurse practitioners were asked to
collect data regarding patient diag-
noses  and recommended drug
therapy over a three-day period in
August 1985. Each participant was
asked to identify the diagnoses for
all patients requiring prescription
or non-prescription  medications.
Only those requiring new medica-
tions were included in the study.
Nurse practitioners indicated their
drug recommendations and wheth-
er or not their supervising physi-
ctan approved their recommenda-

2-§



I{ supervising physician: -

1. .ed alternate drugs. their preier-
ences were indicated on the survey.
Findings

Over a three-day period, 59
NPs treated 1.632 patients with
1.711 health care problems requir-
ing new medications. These num-
bers are not reflective of the total
number of patient visits or health
care problems treated during this
time period. Many patients
evaluated by NPs do not require
drug therapy or have been on medi-
cations which only require dosage
monitoring and adjustments as
needed. Nurse practitioners recom-
mended 2.081 over-the-counter and
prescription drugs during this sur-
vey. At the time the data were ob-
tained. 1.646 (79 percent) of all
drugs recommended were classified
as prescription drugs and 435 (21
percent) were classified as non-pre-
scription drugs. The average
number of over-the-counter and
prescription drugs for each patient
was 1.3.

Of the 2.081 new over-the-
couriter and prescription drugs rec-
ommended by NPs. only 50 drugs (2
percent) were changed after consul-
tation with supervising physicians.
Of the 50 changes, only two drug
recommendations (0.1  percent)
were changed to a different drug
category. Forty-three drugs (2 per-
cent) were changed by supervising
phvsicians to different drugs within
the same drug category (e.g., in 21
cases, physicians preferred alter-
nate antibiotics to those suggested
by the NP

The most frequently prescribed
drug categories included antiobio-
tics (30 percent), anti-inflammat-
ory preparations (13 percent!, de-
congestants and antihistamines (10
percent! and antitussives (9 per-
cent) isee Table 1). For the purposes
of this study. topical and oral anti-
biotics were included in the antibi-
otic category; topical anti-inflam-
matory skin preparations were in-
cluded with oral anti-inflammatory
agents; aspirin was included with

- ; . TABLE1
: el . S % of
DrugCategory . = " Incidence Recommended Drugs .
Antibiotics e 0 624 - - = 30 :
Anti-inflammatories " 270 - 13
Dermatologics - S 29 . m
Dé;onge&iantsandantihistamines p 208 T 10.
Antitussives S 187 ' 9
Analgesics 125 6
Gastrointestinal 125 6
Cardiovascular 83 4
Hormones 62 3
Vitamins and minerals 62 3
Ophthalmicagenis 44 2
Musde relaxants 31 1
Sedatives 11 5
£ TABLE2
Diagnostic Category
of Health Problems incidence % of Health Problems
Respiratory , 360 21
Genitourinary ) 364 21
Skin . 202 _ 12
Musculoskeletal 165 10
Gastrointestinal 148 9
Ear 129 7.5
Eye PO 122 7
Cardiovascular -~ 113 - 65
Health maintenance 48 " 3
Neurological - - 42 2
Endocrine 16 : 1

1ti-inflammatory agents. Anti’

.ives included bronchodilators
to treat asthma. Birth control pi..-
were included as hormones while
other birth control methods were
included as contraceptive devices.
Antibiotic ophthalmic drugs were
included in antibiotics, while all
other ophthalmic preparations
were included in the ophthalmic
drug category. Immunizations were
notincluded in thissurvey.
Common Health Problems

The primary diagnostic class-
ifications of health problems for
which drugs were recommended in-
clude respiratory problems, genito-
urinary problems. skin problems,
musculoskeletal problems, gas-
trointestinal problems, ear prob-
lems, eye problems, cardiovascular
problems. health maintenance
problems, neurological problems
and endocrine problems (see Table
2.

4

Most Common Health Problems

The most frequently reported
health problems in each diagnostic
classification were identified in this
study. Upper respiratory tract in-
fections. including rhinitis, sinu-
sitis and pharyngitis, were the most
frequently seen respiratory prob-
fems (68 percent). Vaginitis was the
most frequently seen genitourinary
problem (38 percent). Allergic der-
matitis (34 percent) was the most
frequently treated skin problem.
Inflammatory problems including
arthritis, tendonitis and bursitis
were the most common musculos-
keletal problems (48 percent).
Thirty percent of all gastrointesti-
nal probiems were caused by gas-
troenteritis. Sixty percent of all ear
problems were caused by acute
‘otitis media and acute otitis ex-
terna. Conjunctivitis (60 percent)
was the most common eye problem.
Hypertension accounted for 77 per-
cent of all cardiovascular problems.
Need for calcium supplement (60
percent) was the most frequent
health maintenance condition re-
quiring medication. Headaches (69
percent) were the most commeoen
neuroclogical problems and diahetes
mellitus (12 percent) the most com-
mon endocrine problem.

Most Frequently Recommended
Drug Classifications for
Diagnostic Categories of

Healith Problems

Antitussives and deconges-
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t- 7 1H2 percent) were the most

ntly recommended drugs for
Upqo Tespiratory tract infections.
Antibiotics (60 percent) were the
most  frequently  recommended

group of drugs for treatment of

bronchitis. Of all drugs recom-
mended for urinary tract infections,
89 percent were antibiotics. Can-
dida was the most common vaginal
infection reported. Antifungal
agents were recommended 100 per-
cent of the time. Oral contracep-
tives made up 75 percent of all fam-
ily planning recommendations.
Topical  anti-inflammatory:anti-
pruritic agents (54 percent) and
antihistamines (42 percent) were
most {requently recommended to
treat allergic dermatitis. Anti-
inflammatory agents were recom-
mended 94 percent of the time to
treat  inflammatory  musculos-
keletal conditions. Analgesics and
anti-inflammatory agents (58 per-
cent) were most frequently recom-
mended to treat low back pain
while muscle relaxants were recom-
mended 42 percent of the time.
Antidiarrheals and antispasmodics
were recommended 43 percent of
the time to treat gastroenteritis.
Antibiotics were the most common
drug group recommended to treat
otitis media (67 percent) and otitis
externa (93 percent). Antibiotic
ophthalmic drops (68 percent) were
the most common drug group rec-

‘mmended to treat conjuncetivitis,

Most Frequently Recommended
Drugs for Specific Conditions

Table 3 lists the most fre-
quently recommended drug prod-
ucts for some of the most common
health problems seen by NPs.
When the most commonly recom-

were ~hanged to a different dr
cate v. Nurse practilioner d.
recommendations were well
cepted by consulting physicians as
indicuted by the data collected. The
authors belicve these {indings dem-
onstrate that NPs without prescrip-
tive privileges have an impact on
drugs prescribed for patients.

Av

w
- Drug recommendations by NPs withcut
presaibing privileges are quite similar to
drugs prescribed by NPs with privileges -
as well as to drugs ordered by

mended drugs were recommended
by different names, both are in-
cluded in the table. The number of
different drugs recommended for
each problem is included. This re-
flects the large number of available
drugs with similar actions from
which health care providers select.
Discussion

It is significant to note that in
this study only 50 drug recommen-
dations (2 percent) were changed
after consultation with the physi-
cian. Of these, only two drugs (0.1
percent of all recommended drugs)

Drug recommendations by NPs
without prescribing privileges are
quite similar to drugs prescribed by
NPs with privileges.” as well as to
drugs ordered by physicians.”'’
Nurse practitioners in this study
recommended an average of 1.3
drugs for each patient seen. These
findings are consistent with those
reported in a study by Holland et
al., 1985.% where an average of 1.29
drugs were prescribed for each pa-
tient.

In the study described here,
more than 94 percent of all recom-
mended drugs were included in the

TABLE3

Number of Different Total Number of
Heaith Problems Drugs Recommended Drugs Recommended
Respiratory Problems
Acute rhinitis 29 138
Pharyngitis 20 107
Sinusitis 18 58
Bronchitis 21 119
Genitourinary Problems
UTVcystitis 11 81
Candida vaginitis 7 81
Family planning drugs/imethods 13 63
Skin Problems
Skin allergic dermatitis 20 74
Fungal infections 12 51
Cellulitis 10 1
Gastrcintestinal Problems
Gastroenteritis 12 46
£ar Probiems
Acute otitis media 19 51
Acute otitis externa 8 41
Eye preblems
Conjunctivitis 13 80
Cardicvascular prablems
Hypertension 17 91

MostCommon
Drugs Recommended

Robitussin, N=23

PenVee K,N=44

Amoxicillin, N=15
Erythromycin, N=38,EES,N=13

Septra 0S,N =41, Bactrim DS, N=10
Gyne-Lotrimin, N= 33, Clotrimazcle, N = 22
Qvcon 1/35,N=11, Diaphragm, N =11

Benadryl, N=17

Hydrocortisone cream, N=17
Lotrimin, N= 16, Clotrimazole, N=10
Dicioxaciilin, N-17

Lomotii, N=11, Combid, N=9

Amoxiciliin, N=13
Cortisporin Otic Sof, N = 28

Vasocon A, N =16, Neosporin, N =12
Sulamyd, N =11, Garamycin, N= 10

Atenoicl, N=13
Tenormin, N=3 HCTZ N=19
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following categories: antibiotics,
anti-inflammatories, dermatologi-
cal agents, decongestants/antihis-
tamines and decongestants.
Antibiotics accounted for 30
percent of all recommended drugs.
This finding is consistent with &
survey by the publishers of The
Nurse Practitioner in 1984 which
found antibiotics to be the most fre-
quently recommended drug
group.'’ Anti-infectives madc up 33
percent of all drugs prescribed by
NPsinthe study by Holland et a].”

California nurse practitioner pre-
scriptive  legislation.  AB 4372
signed into law and effective Jan. 1,
1987, is an example of limited pre-
scriptive privileges. It limits pre-
scribing privileges to NPs working
in family planning clinics or public
health and Indian health clinics.
There are no studies comparing
drug recommending prescribing

practices of the specific groups of
NPs granted prescriptive privileges
in California o other California
NPs who are not allowed preserip-

Cardiovascular drugs, hor-
mones, ophthalmic agents, muscle
relaxants and sedatives were less
frequently recommended by NPs.
These findings, with the exception
of hormones (oral contraceptives),
are consistent with those of Holland
et al., 1985.% This difference can be
explained by the fact that many of
the patients in this study are pro-
vided oral contraceptives by Ob-
Gyn NPs or physicians in Ob-Gyn
clinics. Ob-Gyn NPs were not in-
cluded in this study.

These studies all note similar
findings in both the categories of
drugs recommended/prescribed by
NPs and the frequency with which
they are recommended/prescribed.
The consistency of findings among
these studies helps to support the
appropriateness and safety of NPs’
recommending/prescribing  prac-
tices.

There are now prescriptive
privilege laws in 20 states.!'™

tive privileges under this legisla-
tion.

Nurse practitioners who need
prescriptions for their clients find
ways to cbtain them regardless of
the laws. However, legislators must
be made aware of the numerous
burdens some restrictive laws place
on the NPs who are delivering safe,
client-oriented, cost-effective pri-
mary health care.’* This study
helps identify the need for further
research to demonstrate safe, ap-
propriate NP recommending/pre-
scribing practices. With new legis-
lation regarding NP prescribing
privileges, there is a real need for
studies comparing prescriptive
practices of NPs granted these pre-
scriptive privileges to those NPs in
the same state(s) who have not been
granted these privileges. Unless
studies of this nature are conducted
and submitted for legislative re-
view, NP prescriptive legislation
will continue to be granted in a

T e staen, s

piecemeal. constrained manner,
Studies also need to be conducted 1o
identify regulatory criteria that re-
late to the safe and Judicious prac-
tice of NP prescribing. It is hoped
further studies will help to develop
standardized criteria for NP pre-
scribing legislation.
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Special Report

These nurses weren’t
practicing medicine after all

" Nurse practitioners are now on firmer
ground when they claim their training
qualifies them to make diagnoses, thanks to

a recent Missouri court decision.

BY MARGARET L. HUNTER

urse practitioners are function-
N ing within the scope of their li-

censes when they do pelvic ex-
aminations and prescribe contracep-
tives based on those exams. Sc ruled
Missouri's highest court in overturning
a decision that had attracted national
attention. Since the nurses’ activities
were authorized. the court added, they
did not constitute the unlawful practice
of medicine.

“We believe the acts of the nurses
are precisely the types of acts the legis-
lature contemplated when it granted
nurses the right-to make assessments
and nursing diagnoses,” the Missouri
Supreme Court held. Those words from
the unanimous opinion referred to a
1975 law that broadened the descrip-
tion of nursing responsibilities and spe-
cifically eliminated language in the
nursing practice act that required a
doctor's on-site supervision of nurses.

Under this law, the court stated, “a
nurse may be permitted to assume re-
sponsibilities heretofore not considered
to be within the field of professional nurs-
ing so long as those responsibilities are
consistent with her specialized educa-
fion, judgment, and skill'—and a nurse
practitioner’s interpretation of pelvic ex-
ams and prescription of contraceptives
falls within those responsibilities.

Whiie the decision-applies only to
Missouri, it's certain to have an impact
elsewhere. Says Sue Hilton, director of
the family planning clinic that em-
ployed the nurse practitioners: “Over
the past few months I've gotten the im-
oression that everybody is watching
‘Aissouri.” Interest is particularly highin
states where there is similar litigation
or where moves are afoot to broaden
the scope of nursing practice.

Sallye Brown. executive director of
the Nurses Association of the American
College of Obstetricians and Gyne-
cologists, agrees. “If the case had
gone against the nurses, we expected
similar suits in at least half a dozen oth-
er states.” Brown notes that many

* \UTHOR is a freelance writer in Columoia, Mo.

nurse practitioners are working under
broadly written state statutes, and, she
says, the possibility of suits against
them for the illegal practice of medicine
are very real. “The positive decision in
Missouri may diffuse some of the action
against nurses,” Brown concludes.

The Missouri battle began in 1980,
when several physicians complained to
the state medical board about a family
planning clinic operated by the East
Missouri Action Agency. The clinic had
offices in Cape Girardeau and three
other communities. it empioyed two
NPs. Janis Burgess and Suzanne So-
lari, and five physicians.

The two nurses worked under stand-
ing orders provided by physicians 40
miles away. They performed pelvic ex-

ams and. based on their findings, in-"

P

@A nurse may assume
responsibilities
heretofore
not considered part
of nursing.®

R

serted IUDs or prescribed birth control .

pills or vaginal medication. While they
suspected the complaints came from
doctors who were losing patients to the
clinic. the questions considered by the
medical board—and later by the
courts—iocused on whether they were
competent to do peivic exams and
make diagnoses.

When the board threatened to pros-
ecute the nurses and revoke the physi-
cian's licenses, they asked the courts
to affirm the legality of their actions. The
case came to trial in St. Louis Circuit
Court in mid-1982.

Notably absent during the trial was
any testimony that patients had in fact
been harmed. But there was consider-
able testimony that patients could be
harmed. Explains the medical board's
tawyer, David Brydon of Jefferson City:

“No one has disputed the guality of
nealth care provided. Atissue only was
the nurses practitioners’ legal right to
provide it.

The gualiifications of the two NPs also
went unchallenged. At the time of the
trial, Janis Burgess had six and a half
years of experience at the clinic plus
four and a half years of hospital experi-
ence. She had completed a nurse
practitioner program in Denver and re-
ceived certification in her specialty by
the Nurses Association of the American
College of Obstetricians and Gyne-
cologists. Suzanne Solari had worked
for three years in hospitals and three
years at the clinic. She, tco. was certi-
fied by NAACOG, having compileted an
NP program in Milwaukee.

Those credentials notwithstanding,
the trial court decided in favor of the
medical board. Judge Milton A. Saitz
heid that “graduation from medical
school is a prerequisite” for interpreting
the results of a pelvic exam.

Although the Missouri Supreme
Court refused to define the difference
between nursing and medical diag-
noses, its ruling is clearly a victory for
nurses and a setback for doctors.

Indeed. the fears of physicians are
evident in a friend-of-the-court brief
submitted by the Missouri State Medi-
cal Association. The association ar-
gued that the outcome of the case
should affect only the litigants at hand.
That argument was hotly disputed by
the nurses attorneys, who contended
that nurses treat patients under physi-
cians’ standing orders in a wide variety
of situations—for example. the public
health nurse treating patients in ;he
field. or the hospital nurse responding
to a cardiac arrest.

The Supreme Court in effect agreed
with the nurses. since the ruling was not
strictly limited to the litigants at hand.
But doctors are unlikely to acguiesce
quietly to the assumption by nurses Of
responsibilites they consider solely
theirs. As NAACOG's Sailye Brown
puts it: “We won in Missouri, but the

pattle is far from over.' |
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Medical News

Rx for nurse-practitioner—physician teams

A 24-year-old man comes to a clinic staffed by a
nurse-practitioner. His history is that of abdominal
pain, but numerous upper gastrointestinal and bar-
ium enema examinations all have yielded negative
resuits. He smokes heavily and probably does not take
the antacids that have been prescribed for him.
Shouid the nurse-practitioner treat this patient, or
should he be referred to the physician with whom the
nurse-practitioner works?

More important, would the two health care practi-
tioners agree on which one could more effectively
treat this patient?

As thousands of newly trained nurse-practitioners
enter the health care system in the next few years,
nurse-practitioner-physician teams will not be un-
common. Such teams may offer improved patient care
by combining what should be complementary atti-
tudes and skills. “Research has shown,” says Robert
Fletcher, MD, “that physicians are more disease-
oriented, while nurses concentrate more on psycholog-
ical and social components of disease.”

Do these traditionally perceived roles prevail in
nurse-practitioner-physician teams? If so, does the
difference in orientation affect communication of
referral information? Fletcher, an associate professor
of medicine and clinical epidemiology at the Universi-
ty of North Carolina School of Medicine in Chapel
Hill, and Richard Davidson, MD, and John Hake, MD,
both fellows in the Robert Wood Johnson Clinical
Scholars Program at the university, conducted two
studies to answer these questions.

Davidson designed a series of vignettes describing
patients with clearly organic illness, mostly psychoso-
cial illness, or organic illness complicated by psycho-
social factors. (The “patient” presented at the begin-
ning of this article is in the last category). He asked
each member of 15 nurse-practitioner-physician
teams in primary care settings how appropriate it
would be for each member of that team to treat each
of the nine patients.

Hake analyzed 226 actual referrals from nurse-
practitioners to physicians at three primary-care
clinies in North Carolina. By comparing the referral
notes with the physician’s consultation notes, he
determined how many of the patients’ problems and
therapies as suggested by the nurse-practitioner were
recognized by the consulting physician.

Nurse-practitioners’ responses to the vignettes
were in good agreement, Davidson found. “They most
often chose the health education and psychosocial
vignettes as being appropriate for themselves.”

Agreement among physicians as to which patients
they should treat was “moderately good,” he said.

In most cases there was aiso good agreement

JAMA, June 27, 1980-—Vol 243, No. 24

between team members as to who. could best treat
each patient; ie, nurse-practitioners are better able to
handle psychosocial problems and physicians are best
equipped to treat primarily organic illness.

But, reported Davidson, “in a substantial number of
cases the nurse-practitioner thought she could do
more for a patient than the physician thought she
could.” Although data have not yet been completely
analyzed, Davidson said it was his impression that
these disagreements arose most often when the
fictitious patients had complaints of primarily an
organic nature.

The results of Hake's survey showed that such
attitudes can have a detrimental effect on transmittal
of referral information. Physicians recognized patient
problems in the referral notes 25% less often when
they were of a personal or social nature than when
they were revealed by a physical finding or test. The
same decrease in recognition occurred when sug-
gested therapies were psychological or social rather
than drug related.

This difficulty was particularly pronounced when
the patient had multiple problems. “Given a list of
problems,” Hake told JAMA MEDICAL NEWS, “the
physician will pick out those he's most familiar
with.”

The other major “rigk factor” for poor communica-
tion, he reported, was a black patient of lower
socioeconomic class.

The investigators believe that recognition of differ-
ences in attitude between nurse-practitioners and
physicians can reduce conflict within primary-care
teams and make them more effective in treating
patients.

For instance, says Davidson, “A physician needs to
know that a nurse-practitioner will probably not he
happy just seeing sore throats all day.” This caveat is
especially pertinent in view of previous evidence that
physicians in hospitals tend to use nurses as technical
assistants, thereby impeding nurses’ realization of
caring roles.

On the other hand, says Fletcher, “A nurse-
practitioner can’t assume that referrals will be deait
with if they contain material not in the traditional
physician’s training. Hake’s study showed that when
nurses were talking about psychological aspects of
patient care, physicians were less likely to pick up the
message.” .

In practice, adds Hake, nurse-practitioners might
enhance physician understanding of their notes by
clearly identifying each specific problem —whatever
its nature—in the chart.

Hake pointed out the irony of this situation to

continued on page 2479
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continued from page 2374 Although penetrating wounds of the heart are
JAMA MEDICAL NEWS. “As primary care physicians relativdly common, neither Abernathy nor Edwards
we are usually in the position of referring patients to had preXiously seen a projectile embedded in the
specialists. In the combined practice teams, on the heart of & living patient. Most such cases have been

other hand, the generalist physicians are consultants reported in combat victims. Interestingly,/one of the
to the nurse-practitioners. Just as specialist physi- few peacetime cases on record (JAMA /821840—1845,
cians often ignore information in notes from primary- 1924) also inyolved a nail. George L. Davenport, MD,
care physicians, these physicians did not recognize related that the patient, a 44-year-old machinist, was
many factors in the nurse-practitioners’ notes.” undergoing trextment in the detention’'ward of Chica-

Reports on these studies were presented at the go’s Cook County Hospital in 1920 fo';/depression after
recent meeting of the American Society for Clinical his mother’s death; he drove a nail into his left breast,
Investigation in Washington, DC. using his fist. An intern pulled he nail out with

—by WiLLiaM A. CHECK artery forceps, and\the patient was given strychnine
and camphor in oil 3s stimulantg. Forty-five minutes
later, Davenport began a rib re ection, subsequently

1 suturing a nail wound\in the heart’s right ventricle.

Na“ in the heart no matCh Unlike Davenport’s patient/ the Colorado patient

\ . ’ endured for several houys with the nail still in his
for r ral medlca' resources heart. He has suffered\nf neurological sequelae.
Edwards speculates that Ms physical condition may
ost of his have been a factor in hig survival: “He's kind of 2
up his first fitness nut.” The major/ medical intervention that
, Edwards and Abernathy

These days Bob Edwards, MD, spends
time at homeé in Telluride, Colo, finishing
novel. Recentlk he looked out the widdow and was contributed to recove
startled to see a'80-year-old carpentep/of his acquaint- agree, was use of the
ance ride by on a\bicycle. Just six Aveeks previously, These pneumatic pants (somatimes called a G suit),
Edwards—who is & family pracfitioner—had been similar to those worp by dive bamber pilots in World

busy pouring lactated Ringer’d solution into the War I, have become standard equipment in ambu-
carpenter as he lay in\Tellurige’s Mountain Medical lances traversing/the five-county area served by
Center with a nail lodged in s heart. Montrose Memorial Hospital. They are part of an

At the time, the patient\was in hemorrhagic shock, innovative program described by Abernathy and
with electromechanical disgociation, cardiac tampon- other Montros¢ physicians in a ‘weries of articles
ade, and no detectable pylse\or blood pressure (BP). entitled “Advances in Small Hospital Care” that
But “he must have beer/getting s little circulation,” constitute an/entire issue of The Surgical Clinics of

Edwards told JAMA MEDICAL NE\wvs. 1t seems that the North A ca [59, June 1979] Unde} the “Montrose
carpenter had been uging a nail-driving gun and had Experimen{,” procedurcs usaally confined to urban
accidentally shot a néil into his owq chest, nailing his centers have been adapted for use in raral southwest-

protruded from

At the medi
patient’s legs,
istered oxygefi and intravenous fluids. But the man’s
condition showed no improvement until\ Edwards the//upper part of the body (JAMA [MENBICAL NEWS)]

placed hiny in Military Anti-Shock Trousers (MAST) 2252686, 1973). Each pair costs approximately $350.
that wery/then inflated. After this, the BP (90 mm Hg Edwards underplays his own role in keeping the
systolic) became discernible and the pulse pa}pable. atient alive, saying, “I did only what the paramedics
Still id the MAST and attended to by emerégncy in California do—provide advanced cardiac \life sup-

medigal technicians, the patient was rushed to Mygn- port.”

Memorial Hospital, a 75-bed facility some 89 k Abernathy likewise insists, “The patient’s Burvival
na{th of Telluride. was more a tribute to the prehospital management
At Montrose Memorial, the impaled man was taken and to our little hospital than to my technical skills.”
irectly to the operating room. There, stafl surgeon Adds Edwards, “I still don’t know how he survived
Charles Abernathy, MD, cracked the sternum, caus- the injury. Before I saw the x-rays, I assumed that the
7 ing the nail to pop out of the heart and relieving the nail couldn’t have penetrated the heart. After it was
cardiac tamponade. He then hammered the nail out of all over, I told him, ‘You know, I thought you were

the sternum from the side, using surgical pliers, and going to die.” He said, ‘Oh, I never thought that.””
sutured the holes in the right ventricle. —by EL1ZABETH RASCHE GONZALEZ

JAMA, June 27, 1980—Vol 243, No. 24 Medical News 2478
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censed or certified health care
agency, a physician’s office or an
organized public health agency.

Ann Holmes, RN, is a certified
family nurse practitioner for an
obstetrical-gynecological clinic in
Sioux Falls, S.D. She recently
started a women’s health care
¢linic as an extension of the ob-
gyn practice.

“I've had no problem with the

nles regulating prescriptive au-
arity,” Holmes said. “No phat-
acy has refused my prescriptions
pecause they know the physicians
here and they know me. It's a
workable arrangement.”

She said the other requirciments
are that the nurse practitioner or
nurse midwife be certificd (and re-
certified every five years), and that
the nurse sign each prescription
with her or his name and profes-
sional title and the supervising
physician’s name.

“It is to the physicians’ and the
patients’ advantage that1have the
ability to write prescriptions,”
Holmes said. “The physicians here
see up to 45 patients a day. I take
the patients they don’t have time
for, the patients who require more
time. We’re able to care for more
patients this way, and the patients
get better, more personal care.”

Holmes, who calls herself a

nurse clinician, said she is a strong

24 The American Nurse

- Public Is Served When Nurses

advocate of the nurse practitioner
role.

“Many nurse practitioners in the
state call themselves physician’s
assistants because the medical
mode] pays better,” she said. “I
prefer to be identified as a nurse.”

Oregon Adopts New Bill

Oregon nurse practitioners have
had prescriptive authority since
1979. This year, however, the state

egislature adopted a bill placing
administration of nurse practi-
tioner prescription privileges
within the Board of Nursing. For-
merly, the Board of Medical Ex-
aminers administered those
privileges.

The legislation, which was in-
troduced by the Oregon Nurses
Association, also enables the Board
of Nursing to make rules regard-
ing nurse practitioner application
for prescriptive privileges and ed-
ucational criteria. The board also
reviews and approves applica-
tions of certified nurse practition-
ers seeking prescription writing
privileges.

Also as a result of the new leg-
islation, the Board of Nursing ap-
points and oversees an advisory
council, which is comprised of
representatives of nursing, medi-
cine and pharmacy. The council
is charged with developing the

July/August 1987

formulary of the drugs that nurse
practitioners may prescribe.

Paula McNeil, RN, executive
director of ONA, said the changes
brought about by the legislation
allow for consistency with the
Board of Nursing's legal respon-
sibility to regulate nursing prac-
tice. (See editorial on page 4.)

Currently, about 350 Oregon
nurse practitioners have prescrip-
tive authority.

California is the most recent
state to adopt legislation author-
izing nurses to write prescriptions.

California’s law regulating the
“furnishing and dispensing” of
drugs or devices by RNs was signed
into law July 24, 1986. It was
sponsored by the California Nurses
Association. According to the law,
furnishing is prescribing drugs;
dispensing is packaging and Jabel-
ing of drugs for patient use.

“The law increases the scope of

practice for nurses in California
more significantly than any other
piece of existing legislation,” said
Marilyn Chow, DNSc, RN, asso-
ciate executive director for CNA.
The law went into effect Jan. 1,
and implementation began july 1.
Under the law, any RN can dis-
pense drugs or devices when there
is an order by a licensed physician
or surgeon and the RN is working
in one of the following settings:

Prescribe/ v

——a licensed clinic classifieu .5
a community clinic or tree clinic;

—any federally operated clinic;

—any primary care clinic oper-
ated by the state or any of its cities
or counties; and

—any Indian health clinic on
tribal land.

Nurse practitioners may fur-
nish drugs or devices, according to
the new law, if they have:

—completed at least six months
of physician-supervised exp
ence in furnishing drugs or devices;

—completed a course in phar-
macology; and

—been issued a furnishing
number by the state board of reg-
istered nursing.

CNA, in cooperation with CNA
Region 12 and the University of
California at San Francisco, spon-
sored a pharmacology course July
11. '

Ruth Terry, RN, of the state
board of registered nursing, said
1,200 nurse practitioners are ex-
pected to apply for a furnishing
number.

Other states that have prescx., -
tion privilege laws and rvles are
Alaska, Arizona, Idaho, Maine,
Maryland, Massachusetts, Mich-
igan, Mississippi, Nevada, New
Hampshire, New. Mexico, Penn-
sylvania, Tennessee, Utah, Ver-
mont and Washington.




Public Is Served When Nurses Prescribe

- By Terry L. Selby

Nurses who are able to write
prescriptions agree that it is a val-
uable service to their clients,

Joanne Adams, RN, a nurse
practitioner in an alcoholic treat-
ment center in Raleigh, N.C,, said
the ability to write prescriptions
for her patients is a help for every-
one involved.
- "The process would be time-
consuming and disruptive to pa-
tient care if I had to call a physi-
cian every time one of my patients
needed medication,” Adams said.

She is the primary health care
provider at the facility, working
under the guidelines of a super-
vising physician. She provides
comprehensive physical exams
and treats both common illnesses
and acute illnesses such as dia-
betes and hypertension.

Adams said she is able to pre-
scribe “just about anything I need

to prescribe,” with the exception
of controlled substances and psy-
chotropic drugs. :

North Carolina Is First
In 1975, North Carolina be-
came the first state to allow nurses
to write prescriptions. Twenty
states currently have such laws.

North Carolina’s medical prac-

tice act provides that nurse prac-
titioners are authorized to write
prescriptions for drugs under rules
developed by joint subcommit-
tees of the Board of Medicine and
Board of Nursing.

The nurse practitioner must
have a supcrvising physician, who
provides the nurse written proto-
cols for prescribing drugs. Only
certain types and classes of drugs
listed in a formulary may be pre-
scribed by nurse practitioners,

Like North Carolina’s law, the
laws' that enable nurses to pre-

- scribe are generally restrictive in
‘four ways:

. ® Usually nurse practitioners are
the only nurses with authority to
prescribe.

* The state board of nursing or
another regulatory body must ap-
Frove each nurse’s credentials be-

- fore she or he can prescribe:

® Only certain types and classes
of drugs may be prescribed by

nurses.,
® Almost all states require
nurses to be linked with a super-
vising or collaborative physician.
Nurse midwives and nurse
practitioners in South Dakota have
been able to prescribe drugs since
1979. The state’s nurse practice
act includes the prescription of
medications as a delegated medi-
cal function. Prescribing may be
done only under the supervision
of a physician and only in a li-
Continued on page 24



January 17, 1989

Debra Folkerts, C.F.N.P.
1415 Highland Drive
Concordia, KS 66901

Dear Chairman & Committee Members,

My name is Debbie Folkerts. I am a Nurse Practitiomer who practices
with a solo Urologist in Concordia. Our practice is rural and comsists of
a drawing area of 12 counties. I currently hold staff privileges at five
hospitals. It would be impossible for the physician I practice with to
service this large of area without my services.

My functions include management of the medical plan of care, assisting
with surgery, and sharing calls.

The last 18 months have been very traumatic to rural areas. In our
drawing area alome in 1986, there were 30 physicians in an eight county
area to care for the population of 55,000. The past 18 months this has
decreased to 12 primary care physicians. The average wait to see a physician
in Concordia is 3 - 4 weeks. For this reason it has become necessary for
me to also see Family Practice patients to increase access to medical care.

There have been multiple studies published regarding the prescribing
practices of Nurse Practitioners. The most publicized was by the University
of California, which concluded the following:

1. The number of prescriptions was approximately 1/3 the number
written in a primary care medical practice.

2. The majority of prescriptions were for primary prevention and
fell into the categories of "comfort", "mucocutaneous discomfort™
and "contraception”.

3. Antibiotics constituted the largest category of prescriptions
written for secondary prevention.

4. A chart audit revealed that 98-99 per cent of NP prescriptions
were appropriate, consistent with the study protocol, and safe.

I would challenge Kansas Medical Society and agencies which continue to
attempt to restrain the practice of Nurse Practitioners to recruit physicians
to rural areas. It is our experience new physicians do not wish to practice in
predominantly low medicare, low economic areas with high malpractice and
low reimbursement. While physicians in metropolitan areas may consider
Nurse Practitioners competition and wish to restrain their practice, physicians
in rural areas seek Nurse Practitioners as colleagues to enable access to
quality medical care.

I would ask that the statutory authority given to Nurse Practitioners, to
prescribe under protocols, be continued.

L PHs W
1-19-849

Mhachmeit 2



Prescribing Behaviors of Primary Care N

rse Practitioner

JANET ROSENAUR, RN, MS, DENNYSE STANFORD, RN MS, WaALTER MORGAN, MD. MPH.
AND BARBARA CURTIN; RN. MSN

Abstract: The prcscnbmg prdclu_cs of 18 primary car¢ nurse
practitioners (NPs) with 1.683 patients over a six-month pumd were
examined through a randomly selected audit of over 1.700 prescrip-
tions. The results showed that NPs prescribed a very limited number
of well known, relatively simple drugs to a young. female healthy
population. The prescription/visit rute was 0.26. Most drugs were

: lm‘mdm lum

Dcxpm the g,rowmg body of cmpmcal work on the
nurse practitioner (NP) in primary care, there is a paucity of
published longitudinal studics deseribing their prescribing
practices. Repicky, ¢f al, in a national survey that involved
341 NPs in an ambulatory setling. report practices that
emphasize prevention focusing upon minor 1o moderately
severe health problems. and serving a predominantly under
age 30, female populd(mn ' Nearly 20 per cent of the NP
encounters were clawﬁcd as health maintenance. Qver 21
per cent of patieats hdd}dﬂl[,\ prescribed, but no details
about specific drugs were reported.

Munroe. er al, in an urban university-affiliated ambula-
tory care fucility. analyzed 1,000 prcscrip(ions written by six
N.P. faculty from a selected formul‘\ry ina SIX momh study,?
findipg:

- f® the patient populauon was prcdomm.xtcly fcmah. 16—
30 years of age; -
- @ the number of prcecnphom wis appru\:im.ncly onc-
‘third the number written m a pnmdry care medical
practice:

¢ majority of prescriptions were for prmmry preven-
tion and fell in the categories of “comfor(.” “muco-
cutancous discomfort™ and “*contraception’;
antibiotics constituted the largest category of pre-
scnpuonx wmlcn for scumddry preveation:
a’ chart ‘audit revealed that 98-99 per cent of NP
prescriptions weré appropriate, consistent with' the
study pmtocol. and safe.
¢ State of California in 1977 appmvul legislation*
tha :xlluwcd nurse practitioners, physician assistants, and
clinical pharmacists cnrolled i special projects to prescribe
and/or dispense drugs, The study reported here examines the
prescrnibing practices of 18 primary care nurse practitioners;
it asks the following questions:

'Cahfutma A\\cmbly Bill 717 (ABIT) *

Address repant requests 1o Dennyse Stanford, RN MS, Adult Nuise
Practtioner, Department of Meatad Health and Community Nursang, NSosy',
Urniversity of Cidiforniu, San Francisco, CA 94143, Ms. Rosenaur is an ANP,
Associate Chincad Professor in the same department, and a doctoral stadent m
Medical Anthropolopy: Dr. Morgan is Associate Clinical Professor and
Medical Duectin. FNP-PA Program, Department of Family Pracuee, U-
CADavis. Ms. Curtin is Associate Professor, Department of Nursing, FNP
Progrum. Sonoma State University, Rohnert Park, CA. This paper. submitted
1o the Journol January 11, 1983, was revised and accepted for publication June
29, 1983
Editor°s Note: Sce also related cduulrinl,p 6 this issue,

© 1983 Amenican Journal of Public Health O090-(036KY $1.50

10

initiuted for the first time rather than refilled. There was minimal
physician consultation regarding drug use during the visit, The
results provide evidence of the ability of nurse practitioners 1o
prescribe drugs and should aid in the further legulization of this
aspect of the pnmdr) care role. (Am J Public Health 1984: 74:10-

13.)

What are the scx, age. and health \.hdr.lLlLﬂ\UL\ of the

patients receiving prescriptions?
. What are the most frequently prescribed drugs?

What are the most common umdmon\ fnr which drugs
are prescribed?

Are there differences in prescribing related 1o type of NP
or patient characteristics?

What activities most commonly oceur during prescribing
initiating or refilling a drug. consulting with MD or pharma-
cist, ordering luboratory tests)?

Methods
Sample/Procedures

The prescribing behaviors of 18 primary care nurse
practitioners were studied over a six-month period. This
sample represents all of the practitioners who had volun-
teered and met the criteria 1o participate in a four-year
prescribing project developed by a consortium of three
practitioner programs.** Criteria for participation included
passing 'a pharmacology pretest. availability of a physician
preceptor and pharmacist consultant. Ten participants were
family nurse practitioners (FNP), three were women's health
nurse practiioners (WNP), three were pediatric nurse prac-
titioners (PNP), and two were adult nurse praclitioners
(ANP). The NPs could prescribe only from a project devel-
oped formulary of 257 drugs and devices. All scheduled,
controlled substances (narcotics, tranquilizers, scdatives)
were excluded. but otherwise the formulary was estimated
to represent 90 per cent of all drugs commonly used in
primary care practice. No specific treatment protocols were
developed for this study. Each NP and MD tcam incorporat-
ed the prescription of drugs from the formulary into existing
guidelines being used in that setting for NP practice. All 18
practitioners, at the initiation of the study period. had been
prescribing for a minimum of one yéar under California’s
legislation.

A total of 1,716 prescriptions rcprceanun;. 1.683 pdncm
visits from July through December 1980 were included in the
study. A carbon copy ol every prescription writien was
submitied to the consortium faculty monthly, together with a
list of all drugs the patient was currently taking and all
current health conditions. These were audited for accuracy
of format and the quality and :1pprnpri:ntencs<. of drug
selection,

Using a table of random numbers. 20 prescriptions were
selected fm inclusion in the study from cach practitioner’s

**University of California, San Francisco (UCSE) University of Califor-

Caia, Davis (UCD), Sonoma State Uni\n\:}ly (SSUY Heshth Manpowes Pot

Project 1S (HMPP#11S),

AJPH January 1984, Vol. 74, No. 1
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TABLE 1-—-NP Characteristics (N 18)

Characlensucs N

Basic Nursing Preparation

BS. 8

M.S. 6

Diploma 4
Sex

Women 15

Men 3
NP Preparation

C.E. 14

BS. 3

MS. - 1

. Years in Nursing

10 or more 14

5-10 : - 4
Years as NP

Sormore - < - ’ 13

B o T - 5

Practice Satiing*

Private Practicé '
Community Clinic
Health Departinent
College Health
Pubtic Health Service
Pracuce Location
Meatiopohtan™ . 10
Non-Metropolian 8
% ol Time Working )
Fuli-Time ’ B 11
Hall-Time or Less '

y

— s - DO

3 -

“Six FNPs worked in prvate pvacnce and four were employed in community chnics: 1wo
PNPs were employsd in puvale Dracice «na 00 in 3 hoaith gepantment, One ANP worked
in colieye health and one lor the Pubiic Mealtn Service on an Indian Reservation. Two
WNPs were emphayed in commurity Sitncs and one in privale practics.

“*Metropolitan counties, as tehined Dy US Census. are those with more than 50,000
inhabitants of with 3 single city of that size.

DI I »

group«of monthly prescription reports.*** The ICHPPC/H-
IDCA diagnostic classification system was adapted for use in
coding the diagnosis for which a drug was prescribed. Other
concurrent health conditions of the patient listed on the
prescription were coded as cither a self- hmnmg or chronic
illness. No data were collected on patients not requiring a
prescription nor on the physician consultant™s practice.
Descriptive data were wlluud on mLh prescriber through a

=

-

Rt'.\‘ulh’ .

Demographic data for the 18 practitioners (Table 1)
reveal an experienced, well-educited group of individuals,
the majority of ‘whom wark,full time in private practices
located mostly in metropolitan arcas.

As a total group, the practitioners see many patients for
whom no drug is prescribed. The ANPs and PNPs see the
least aumber of patieats per month and also prescribe the
fewest drugs. The majority of patignts (86 per cent) in the
sample received only.one prescription per visit while 13 per
cent and 1 per cent of the patients received two and three
preseriptiogs per visit, respectively. Most practitioners con-
sult directly with a physician and utilize the telephone for
pharmagist consultation.

In the six-moath study period.. there were a total of
14.361 patient visits for all practitioners and a total of 3,790

***There were four part-time t3 FNPs. 1 PNP) pructitioners who routine-
Iy wrote under 20 plC\s!lpll\H\\ ¢ .d} mumh therefore their entire monthly
output was invhded H
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TAELE 2——7),)6 of Heelth Condlidon Cztegory by Which & Drug it

“eseribed by Typt cf KP

Type of

Prevention Sell-Limiting Chronic
NP N (%) liness {%) iness
ANP 206 27 59 14
ENP 900 . 16 69 o 14
PNP 233 25 84 1
WP 316 50 ) 43 7
TOTAL 1.655 26 o 62 12

x? . 101,61 = 6, p - 001

prescriptions written, resulting in a study average of 0.26
prescriptionstwritten per visit (WNP = 0.24, PNP = 0.32,
ANP = 0.31, FNP = 0.26).

The 1,683 patients for whom drugs were prescribed had
a mean age of 23.1 Less than § per cent of the total
population were older than 60 years of age. Practitioners syw
a predominantly female population (WNP = 100 per cent,
ANP = 80.3 per cent, FNP = 67:6 per cent) with the
exception of the PNP group whose cascload wus evenly
divided between the two sexes. .

The patient population seen by the study sample was
quite healthy: 68.7 per cent of the study population reported
no other health problem than the one for which a drug was
prescribed. The 106 different health conditions were catego-
rized into three groups. The indication for a prescription in
26 per cent of the puliunts was Preventionifiin [2 percenta
Chronic Hiness: and in 62 per cent a Self-Limiting Jilness
(Table 2). Of the entre paticnt population, 12.8 per cent had
one addivonal self-limiting illness, 12.5 per cent had a
combinuation of both chronic and self-limiting illness. and
12.5 per cent had one additional chronic illness; the remain-
ing 6.1 per cent had a combination of both chronic and sclf-
limiting illness, or more than one sclf-limiting or chronic
illness. Table 2 displays the distribution of prescriptions
among the three types of conditions according 10 type of NP.

Table 3 presents the distribution of the 10 most fre-
quently occurring health conditions by NP type. Three
groups of practitioners (WNPs, ANPs, and FNPs) preseribe
adrug most frequently for contraceptive purposes. The PNP
and WNP groups, consistent with their drug usage, prescribe
for a nurrow range of health conditions, with the top 10
accounting for 90 per cent of ull conditions for which they

prescribe drugs. The diagnostic categories most commonly

scen by the ANP and FNP are very similar.

There are 181 different drugs, drug calegories, or de-
vices prescribed by the total study group, Tuble 4 indicates
frequency distribution of the 10 most commonly prescribed
drugs or devices by type of nurse practilioner.

The maujority of patients (56.4 per cent) were tuking only
one drug: 32.5 per cent were tuking two, and 11.1 per cent
were taking three. The distribution of thesc patients among
the four NP groups was similar. An unalysis of variance
revealed no significant differences with regard to sex. health
condition, or type of prescriber activity. A significantly
higher percentage of women than men were taking three

$The mean age of patients scen by the PNP group was 3.7 years, while the
mean age of patients seen by the other three groups ranged from 25.7 10 27.3
years of uge.

1hrevention as a reason for secking care was defined by the study to
include well child care, contraception, prenatal cure, and dental health,

373,



FROSENAUR, ET AL

TABLE 3—Ten Mott Fregquontly Oczurting Heolth Conditlons Ly Tvie of NE .5 0580

WNP Yo (N-285) PP Yo tN-211)
Contraception 42 Otitis Media 38
Vaginitis 31 Woell Child Care 34
Prenatal Cate 8 URI 4
Dysmenorihea 4 Dermattis 4
Nausea 1 Asthma 3
Menopause 1 Conjunctivitis 2
Cystitis 1 Thrush 1
Bronchitis 1 Pneumonia 1
Anamia 1 Anemia 1
Salpingitis 1 Acne 1
TOTAL % 90 90

drugs, and there was slightly more consultation with the
physician for patients using three drugs.

Of all drugs prescribed. 85.5 per cent were initiated us
new prescriptions while 14.5 per cent were refills. Consulti-
tion with a physician regarding the selection of a particular
drug during the visit occurred in only 5 per cent of all paticnt
encounters. Consultation with the pharmacist, at the time of
the visit, vecurred less than 1 oper cent of the time. fhere
were significant differences among the four practitioner
groups with regard to consultation with the physician. The
PNP group consulted the most (16 per cent), whercas the
WNP group consulted the least (<L per cent): the ANP
group consulted 6 per cent of the time and the NP group
consulted 4 per cent of the time. .

Laboratory tests related to the prescription of u particu-
lar drug were ordered over 1 per cent of the time in the
entire group. The PNP and WNP groups ordered no Liboru-
tory studies, whereas the ANP group. ordered luboratory
work 10 per cent of the time and the FNP group {9 per cent
of the time. .

Discussion

The nursc pructitioners in this study prescribed-a very
limited number of well known, relatively simple drugs 1o a
young, predominantly healthy female populition. a finding
sinifar to both the Repicky! and Munroe? studies.

One would expect the PNPs and WNPs to work with
relutively healthy populations where many visits would™be
focused on health promotion rather than illness treatment.
Howecver, the ANPs und FNPs are also secing large numbers
of patients, predominanty women, for prevention-refated
drug or device prescription, prinu'u:gy;ﬁmlﬁly planning. For
all three of the NP types who see adults, contraception is the

TABLE 4—Ten Most Froquently Prescribed Drugs by Type of NP (N1051)

% (N-234)

WNP PNP %% {N-192)
Diaphragm 19 Fluoride 26
BCP 14 Amoxicillin 21
Betadine 7 Ampiciifin 1
Morustat 7 Tii-Vi-Flor : 6
Flagyl 6 Hydrocortisone 4
Vitamins 6 Erythromycin 3
Contraceptive

Jelly:Cream S Dimetapp 3
Lotrimin 4 Septra 3
b 4 Mycoslatin 3
Motrin 3 Theophyting. 2
TOTAL % t 74 82

12

FINP 9 (N-57G) ANP % (N-179)
Contraception 11 Contraception 27
Vaginulis & Otitis Meda g
Otit's Media 7 Dermatis 8 -
Bronctutis 6 Cystus ?
Hyportension G LRI 7
Cysutis o Hyperlensicn 7
Dermatius 5 Vaginilis 5
URI 5 Pharyngilis 4
Pharyngitis 4 Bronchutis 3
Well Childd Care 4 DJD 2
62 79

most frequently occurring diagnosis for which a drug or
device is prescribed, and three out of the first top 10 most
frequently scen diagnoses relate to women's health con-
cerns.

Consistent with the characteristics of the patient popu-
fation Is the finding that hyperiension, asthma. and degener-
ative joint discase (DID) were the anly chronic illacsses in
the 10 most frequently occurring conditions for which a drug
is prescribed. Previous studics have indicated that ANPs and
FNPs in aprimary care practice with a physiciun tend to see
more of the maternal-child health group. while physiciuns
sce more of the multi-problemyolder paticnt group.i4i The
lack of older adults is unusual and the ANP patient profile
may be reluted to the type of sctting where the two ANPs
were employed. The provider triage or patient self-sclection
for the nurse practitioner may also reflect nursing’s better
preparation in and focus on health promotion and wellness
care. This study provides only a partinl picture of NP
practice. There are no data on the patient visits in which no
drugs were prescribed.

The relatively low percentage of consultation activity
with the physician is an interesting finding. Consultation in a
busy practice frequently occurs prior to a particular paticnt
visit often covering general care issucs. The study group was
instructed 1o only record this activity if the NPs consulted
during the visit in relation to the selection of a particular drug
or drug dosage. This procedure may cause an underestima-
tion in the amount of actual consultation occurring. Since all
NPs huad been in practice over three vears and 1S had
remained in the same practice, it is conceivable that they

1O Hadu-Devercaux M. Andrus LH. Quilter-Dervin P. Dervin J: Co-
Practice: Familv Nurse Practitiones - Fanuly Phy sician. Unpublished report o
Robert Wood Johason and Kellogg Foundations, 1952,

% {N-487) ANP

FNP % (N-138)
Ampiciliin 7 BCP 17
Actited 7 Diaphragm 11
Erythromycin 7 Erythromycin 7
BCP 7 Drixorat 5
Percillin 7 Penicithn 4
Tetracycline 5 Gantanol 4
Diaphragm 4 Lotrimin 4
Benadry! 3 HCTZ 4
Tri-Vi-Flor 3 Tetracychne 3
Cortisporin 3 Sudaled 3

52 61
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FHRESCRIBING BEHAVIORS OF NPS

enecintly celected. It would alsd he useful to study the

{ needed little consultution because they hud already devel- !
v | oped many processes of care agreements with their consul- < physician colleague’s practice to expiore the possibie iniiu-
( lants and would be very familiar with the general group of ences bearing upon the nurse practitioner selection of partic-
; ! paticnt problems and the appropriate pharmaccutical regi- ular drugs, the usc of non-pharmaccutical measures. and the
: ’ men. The higher percentage of physician consultation in the selection of patients. Such studies are uscful to educational
! \ PNP group may be the resull of the more critical dosage/age programs in planning.the pharmaceutical and discase man-
! i requirements in children. Finally, if a physician were con- agement aspects of their curriculum. They ilso.provide
[ sulted, conceivably the physician may-have writien the legistators and nurse practitioner advocates with data aboat
: prescription, and would not use project forms. nurse practivioner prescribing practices that aid in the legal
t The nearly nonexistent consultation with a pharmacist recognition of this function in California and other states,”
! probably reflects underestimation of actuul consultation. s
i NPs were required to document on-site consultation only il it
? occurred at the time of the visit. Other data required by the REFERENCES
larger State prujcct demonstrited a great deal of telephone 1o Repicky P Mundcnh;xll R. Neville R: {’x'vfcxsmnle ):u'hvi?ics of nurse
0 consultation with phz\rmacisls.‘ ) Sr::;f:(n;mcr\ in adult ambulatory care settings. Nurse Practitioner 1980: 5:
: There are many arcas where further research is needed. 2. Manroe D, Pohi §. Gurdner HH. Bell RE: Prescribing paticrns of aursc
f The small number of NPs in cach type prohibits generalizing practitioners. Am J Nursing 1982, R2: 10:1538-1540. '
z the findings of this study. It would be important to repeat the .
¥ study with a larger number of practitioners who were not
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< Pharmacint Confereace Form E (IMPP#11S) (data collected on fre- The authors cxpress appreciation to JoAane Sune. praduate student 1
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Primary Care Research in 1982

Primary Care Rescarch in 1982; now available, is a collection of primary care research abstracts
submitted to the Ambulitory Pediatrics Association, the North American Primary Care Rescarch
Group. the Saciety for Adolescent Medicine. the Society of Teachers of Family Mcdicine, and the
Society for Research and Education in Primary Care Internal Medicine.
© The rescarch is prescnted in seven scctions including medical cducation. practice. psychosocial
medicine, health care delivery. paticnt edtcation. clinical issues and clinical epidemiology and clinical
decision-making. The 470 abstracts huve been indeaed and key words are added. A cumulative index
from 1980 through 1982 is included. . '

The purpose of the volume is to disseminate work in primary care. (o provide a succinet view of the
state of primary care rescarch, and to inform members of cach society of the ¢fforts of the others,

Primary Care' Research in 1982 is being made available below cost thanks to the Rockefeller
Foundation. To get it, simply write to: Mack Lipkin, Jr.. MD. Department of Medicine, New Yk
University School of Medicine, 550 First Avenue, New York, NY 10016—marked Atteation: New
Bellevue-168. Please enclose a check for $S for shipping and handling made out to NY U/Primary Care
Research. OFder now, as supplies are limitcd.

3-5
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January 18, 1989

Senator Roy M. Ehrlich, Chairman

Senate Health and Welfare Committee

Senator Ehrlich, Members of the Committee:

Thank you for the opportunity to speak in opposion to SB 23, as written.
My name is Patsy Quint, I am speaking as the state chairman of KSNA,
Advanced Practice Conference Group. I also represent District 6( Sumner

and Sedgwick Counties ) Advanced Practice Conference Group.

The Kansas State Board of Nursing worked long and hard to develop a defin-
ition of Protocol which would clarify and set out specifications for the
content of the Standing Orders or Protocol( K.A.R. 60-11-~104a ) to comply

with the changes in the Pharmacy Act.

nurse Clinicians/Nurse Practioners, serving in Rural Health Clinics, Health
Departments, Student Health Clinics and Urban Health Clinics offering
health care to the medically indigent and the under served across the

1

have traditionally functioned under standing orders O protocol,

G
i

W

te,

n

which have been jointly developed by the nurse and the physician with
whom they work. The AENP, examines the client assigned to their care,
takes a history and determines whether the client should be seen by the
physician or can be treated per the jointly develcoped protocol, which sets

forth those treatment modalities,including medications which can be pre-

®

scribed, depending on symptomology and history {allergies, etc.); then
calling in the prescription to the pharmacy. In the future the legal
authority to write these prescription would be helpful.

I might add, that at the December 3, 1988 meeting of the state Advanced
Practice Conference, held in Wichita,this question was asked of the 21
nurse clinicians in attendance. Do you want full prescriptive power?

All 21 voted no. Voting yes,to "Do you prefer to practice under protocol?”
SpHsW
1-19-89
Al achmeit 4



page 2

K.S.A. 65—1130$, authorizes the Kansas State Board of Nursing to regulate

the practice of the Advanced Registered Nurse Practitioner through the
Nurse Practice Act. It is my hope, that this committee will be responsive
£o the needs of the consumers of health and the cost effectiveness of
allowing the ARNP to continue to assist in meeting those needs, by being
given the legal authority through the State Board of Nursing and the Nurse

Practice Act. The Nurse Practice Act is for the protection of the consumer.

Thank you, again, for allowing me this time.

S e s
Patsy Quint, Chaifman
KSNA. Advanced Practice Conference Group
2805 S. 147th. St. East

Wichita, Kansas 67232

n

(316) 733-191
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Kansas State Board of Nursing

Landon State Office Building

900 S.W. Jackson, Rm. 551

Topeka, Kansas 66612-1256
913-296-4929

Bonnie Howard, R.N., M.A.
Practice Specialist

e Janette Pucci, R.N., M.S.N.

Educational Specialist

Lois Rich Scibetta, Ph.D., R.N.

Executive Administrator

TO: The Honorable Senator Roy Ehrlich, Chairman
and Members of the Senate Public Health and
Welfare Committee

FROM: Dr. Lois Rich Scibetta, Executive Administrator
RE: Senate Bill 23 - Baloon

DATE: January 19, 1989

Mr. Chairman, and members of the Committee, after the hearing on
SB 23 today, the ARNP Committee of the Board met at lunch and pro-
posed some suggested new language for SB 23. At the regularly
scheduled Board meeting on 1-18-89 the Board modified and adopted
the proposed changes, and asked that the attached balloon. to SB 23
be forwarded to your Committee.

The Board of Nursing believe that the attached balloon contains
specific language which clarifies the role of the Advanced Regis-
tered Nurse Practitioner related to medicationms.

If at all possible, it would be most helpful if the Committee could
amend the permanent regulation 60-11-104a, based on the attached

suggested balloon.

I would be happy to respond to questions at the convenience of the
Committee.

Thank you for your consideration.

LRS:bph
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SB 23 2

(2) Establish education, training and qualifications necessary fo 3

certification for each category of advanced registered nurse practi-
tioner established by the board at a level adequate to assure the
competent performance by advanced registered nurse practitioners
of functions and procedures which advanced registered nurse prac-
titioners are authorized to perform.

(3) Define the expanded role of advanced registered nurse prac-
titioners and establish limitations and restrictions on such expanded
role. The board shall adopt a definition of expanded role under this
subsection (c)(3) which is consistent with the education, training and
qualifications required to obtain a certificate of qualification as an
advanced registered nurse practitioner, which protects the public
from persons performing functions and procedures as advanced reg-
istered nurse practitioners for which they lack adequate education,
training and qualifications and which authorizes advanced registered
nurse practitioners to perform acts generally recognized by the
profession of nursing as capable of being performed, in a manner
consistent with the public health and safety, by persons with post-
basic education in nursing. In defining such expanded role the boart
shall consider: (A) The training and education required for a certif-
icate of qualification as an advanced registered nurse practitioner;
(B) the type of nursing practice and preparation in specialized prac-
titioner skills involved in each category of advanced registered nurse
practitioner established by the board; (C) the scope of practice of
nursing specialties and limitations thereon prescribed by national
organizations which certify nursing specialties; and (D) acts recog-
nized by the nursing profession as appropriate to be performed by
persons with postbasic education and training in nursing. A#—ad—

-act-of the-state-of Kansas:
Sec. 2. K.S.A. 1988 Supp. 65-1626 is hereby amended to read
as follows: 65-1626. For the purposes of this act:

(a) “Administer” means the direct application of a drug, whether
by injection, - inhalation, ingestion or any other means, to the body
of a patient or research subject by:

72
73
74
75

An advanced registered nurse practitioner may transmit prescript-
ion orders under established protocol jointly developed with a
physician and in accordance with the pharmacy act of the state of
Kansas.



192

93
194
195

166 -

197
198
199
200
201
202
203
204
205
206
207
208
209
210
211
212
213
214
215
216
217
218
219
220
221
222
223
224
225
226
227
228

|
SB 23 6

the licensee in the conduct of the business registered by the board ‘/3

at the address for which the registration was issued.

(r) “Practitioner’ _means. a person licensed to practice medicine -
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(u) “Preceptor” means a licensed pharmacist who possesses at

3

least two years  experience as a pharmacist and who supervises stu-
dents obtaining the pharmaceutical experience required by law as a
condition to taking the examination for licensure as a pharmacist.

(v) “Prescription” means, according to the context, either a pre-
scription order or a prescription medication.

(w) “Prescription medication” means any drug, including label
and container according to context, which is dispensed pursuant to
a prescription order.

“(x) “Prescription-only drug” means any drug required by the fed-

eral or state food, drug and cosmetic act to bear on its label the !

legend “‘Caution: Federal law prohibits dispensing without
prescription.”

(y) “Prescription order” means: (1) An order to be filled by a
pharmacist for prescription medication issued and signed by a prac-
titioner in the authorized course of professional practice; or (2) an
order transmitted to a pharmacist through word of mouth, note,
telephone or other means of communication directed by such
practitioner.

(z) “Probation” means the practice or operation under a tem-
porary license, registration or permit or a conditional license, reg-
istration or permit of a business or profession for which a license,
registration or permit is granted by the board under the provisions
of the pharmacy act of the state of Kansas requiring certain actions
to be accomplished or certain actions not to occur before a regular
license, registration or permit is issued. ‘

(aa) “Retail dealer” means a person selling at retail nonprescrip-
tion drugs which are prepackaged, fully prepared by the manufac-
turer or distributor for use by the consumer and labeled in

194
195
196
197
198
199

(t) "Practitioner'" means a person licensed to practice medicine

and surgery, dentist, podiatrist, veterinarian, scientific investi-
gator or optometrist licensed under the optometry law as a therapudic
licensee or other person expressly licensed, registered or certified
to administer, prescribe, transmit and use prescription-only drugs in
the course .of professional practice or research.
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accordance with the requirements of the state and federal food, drug

and cosmetic acts. Such nonprescription drugs shall not include: (1)
A controlled substance; (2) a drug the label of which is required to
bear substantially the statement “Caution: Federal law prohibits dis-
pensing without prescription”; or (3) a drug intended for human use
by hypodermic injection.

(bb) “Secretary” means the executive secretary of the board.

{ee) “Unprofessional conduct” means: '

(1) Fraud in securing a registration or permit;

(2) intentional adulteration or mislabeling of any drug, medicine,
chemical or poison;

(3). causing any drug, medicine, chemical or poison to be adul-
terated or mislabeled, knowing the same to be adulterated or
mislabeled;

(4) intentionally falsifying or altering records or prescriptions; or

(5) unlawful possession of drugs and unlawful diversion of drugs
to others.

Sec. 3. K.S.A. 65-1130 and K.S.A. 1988 Supp. 65-1626 are
hereby repealed.

Sec. 4. This act shall take effect and be in force from and after
its publication in the Kansas register.

s

————1 236
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(Added definition) o
new (cc) "Transmit" means to issue a prescription order under estab-
1ished protocols to a pharmacist through verbal note, telephone

or other means of communication by such practitioner.

(dd) "Unprofessional conduct' means:



Testimony on SB 15
By Lolis Johnson, McDonald, Kansas
January 19, 1989

Senate Public Health & Welfare Committee

I am opposed to the repeal of Senate Bill 15.

I feel Kansas should amend our bill to match the Federal
Catastrophic bill. We worked very hard for Kansas to have a
Division of Assets law and since it became law it has helped many
couples. .

The Federal Catastrophic bill is still a new bill. We are
reading a lot of controversy about the bill and the funding for
the bill. If in the future, parts of the Federal bill is
repealed, Kansas will still have a working Division of Assets for
the many couples that face long term care with their spouses.

I hope you will consider amending the bill and not totally
removing SB 15 from the Kansas laws.

Thank you.

S Pl Lo
1-19-§9
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KANSAS STATE LEGISLATIVE COMMITTEE

CHAIRMAN VICE CHAIRMAN SECRETARY

Mr. Frank H. Lawler Mr. Robert E. Burkholder Mr. Oscar M. Haugh
9404 Wenonga Road 617 North Wall Street 1400 Lilac Lane, #302
Leawood, KS 66206 Buhler, KS 67522 Lawrence, KS 66044
(913) 648-0013 (316) 543-2705 (913) 843-7613

TESTIMOMNY
OFFOSITION TO SE—-15 INVOLVING REFEAL OF DIVISION OF ASBETE LAW
By State Legislative Committes of AARF, kKansas
January 18, 1989

After studisd S5E-15 and the Interim Committes's conclusions and
recommendations, AARF's State Legislative Committee concurs with
their obisctives but we also fesl obliged to oppose repeal of the
Kansas law concurrently with the dates the federal Catastrophic
Care Act becomss effective. The principal obisctions of AARF's
State Legislative Committes rest upon our concern for the very
unstable situation in Congress relative to the Catastrophic Care
Act. Already, legislation has been prepared calling for the
repeal of the Act and other congressmen are readying amendments
to o the fAct. Unider these conditions it doess not sesm timely to
Crepeal the Hansas Division of Assets law. fBlso, we quegtibn if
there was any publics awareness of plans to repeal the Eansas
law. It is likely such knowledge would foster considerable
citizen concern. The Kansas act was viewsd as the answer to many
kansans fears for their future. It was an act that offered
henetits not just for the elderly couples but for their family.
We femel it iz unfortunate that the legaleses of the preamible of
S, B.-15 does not clearly identify the intent in the bhill to
repeal our Division of Assets law.

fs an alternative to the repeal provisions in 5.B.—15, it is
recommended that there be added a sunset provision which would
retain the Kansas law until any proposals in Congress to either
repeal or amend the Catastrophic Care Act would first be dispossad
of. Also, there should be amendments to the Hansas law to bring
it into compliance with the principal features of the current
tederal act, iust in case of repeal of the federal law.

The State Legislative Committes is very appreciative of the time,
effort and concern given by the Interim Committee to the subjsct,
alz=o to all those within the state government and outside who
contributed to the interim study and the proposed bRill.

In conclusion, we appreciate Chairman Ehrlich and the members of
the Committee giving us this ppprortunity to express the concerns
which we fesl are those of many of our fellow Fansans.

American Association of Retired Persons 1909 K Street, N.W., Washington, D.C. 20049 (202) 872-4700
S PH 0

Louise D. Crooks President Horace B. Deets Executive Director I-19- 8(}
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Testimony on Senate Bill 15
Senate Public Health and Welfare Committee
January 18, 1988
Presented by Mark Intermill
For the Kansas Coalition on Aging

Mr. Chairman, my name is Mark Intermill. I am the Executive
Director of the Kansas Coalition on Aging. I appreciate the
opportunity to address the committee this morning, and on behalf
of the Kansas Coalition on Aging to express a concern regarding
Senate Bill 15.

Fleven months ago, Gov. Hayden signed into law SB 264, allowing a
couple to the divide their resources and income in order to provide
financial protection of a spouse of a nursing home resident. The
division of resources and income provisions have given Kansans
who are faced with the high cost of nursing home care of a spouse
with an option other than impoverishment or divorce. This
protection has been beneficial to those persons who have avalled
themselves of it. But it has also contributed to the well-being of
Kansans who are caring for their spouse at home in that {{
provides options for future care.

One of the factors which enabled passage of SB 264 was the
presence of action in Congress on the Medicare Catastrophic
Coverage Act which included a spousal impoverishment protection
provision. Amendments to SB 264 made in the Kansas House of
Representatives were patterned after the proposed Congressional
legislation. Passage of the Medicare Catastrophic Coverage Act of
1988 resulted in the enactment of spousal impoverishment
protections by the federal government. An underlying premise of
Congressional action was that spousal impoverishment protection
could be financed from savings in the Medicald program that would
accrue as a result of the improved Medicare benefits for low
-income seniors under the provisions of the Medicare Catastrophic
lllness Coverage Act. It was presumed that the improved benefits
for low-income seniors would result in a reduction in Medicald
expenditures, and that those savings should be used to provide
spousal impoverishment protections.

The bill before the committee today, to repeal the division of assets
provision of Kansas law, 1s being offered because the federal law
provides many of the same protections as state law. In some cases
federal law provides better protection. The rationale of the ;
proposed repeal is that the Kansas law is redundant, and that it
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may place the Secretary of Social & Rehabilitation Services in an
uncomrortable situation and create conrusion ror persons who are

considering division of resources and income as an alternative.
Under normal circumstances, I would support such an effort. But
there are currently two bills before Congress which would
adversely effect the implementation of the Medicare Catastrophic
Coverage Act of 1988. One of those bills would delay by one year
the implementation of the provisions of the act not currently in
effect. Another would repeal the Medicare Catastrophic Coverage
Act in its entirety. The first proposal does not appear to jeopardize
the spousal impoverishment protections currently in place since
New Sec. 4 contained in SB 15 stipulates that the repeal of the
division of resources and income provision of Kansas law would "be
void if...amendments...of the federal medicare catastrophic coverage
act of 1988 do not commence...on or after September 30, 1989." But,
if the second bill were to be enacted after September 30, 1989, and
if the provisions of SB 15 were enacted, it would appear that
spouses of Kansas nursing home residents could be left without
spousal impoverishment protections.

In closing, I would observe that the committee, in considering this
bill, must welgh the advantages of repeal against the possibility of
losing the proctections which spouses of nursing home residents in
Kansas currently enjoy. I urge the committee to leave the Kansas
statute intact until the issue of repeal of the Medicare Catastrophic
Coverage Act is resolved. Mr. Chairman, [ appreciate this
opportunity to appear before the committee this morning, and I
would be willing to try to answer questions.
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SENATE PUBLIC HEALTH AND WELFARE COMMITTEE
SENATOR ROY M. EHRLICH, CHAIRPERSON
TESTIMONY OF ROBERT C. GUTHRIE, TOPEKA, KANSAS
SENATE BILL NO. 15 - RE: PROPOSAL NO. 39
JANUARY 18, 1988

QUALIFICATIONS

My name is Robert C. Guthrie of Topeka, Kansas. I speak in
opposition to Senate Bill No. 15. My brief remarks are made as a
member of The Kansas Alzheimer's Disease Task Force of 1985 and a
member and past president of the Alzheimer's Disease Association,
Topeka Chapter. During the 1987 and 1988 Sessions of the
Legislature, I testified several times before this Committee and
the House of Representative Judiciary Committee. I am a retired
Senior Vice President and Director of Bank IV, Topeka, formerly
The First National Bank of Topeka. Preceding my banking

career, I graduated from the University of Kansas with a B. S.
degree in Finance.

PERSONAL EXPERIENCE

My own personal experience has been to witness, since 1882, the
slow, irreversible organic disease diagnosed as Alzheimer's,
slowly incapacitating my bright, talented wife. She is now in
The Skilled Care Nursing unit of Aldergate Village Health Care
Center here in Topeka. The point I wish to emphasize today is
that throughout my service on the State Alzheimer's TasX Force
and as a member of the Alzheimer's Asscociation, Topeka Chapter, I
talked to many spouses and family members who saw themselves
being spent into poverty. The despair brought about by this,
plus the grief of the long terminal illness of a loved one was
devastating. My pride in seeing Kansas be a leader in adopting
legislation like Senate Bill No. 264 was considerable. The Bill
~ passed through the Legislature without dissent.

PRESENT SITUATION

That the Kansas Division of Assets and Income Law might be
repealed because Congress later passed the Medicare Catastrophic
Protection Act, which also contains provisions to ease the burden
of spousal impoverishment, is causing considerable worry and
stress among older Kansans facing financial impoverishment. The
Governor, in his State of the State Message on January 9, 1989
said that "We have been aggressive in our attempts to preserve
access to the kind of health care that our citizens deserve. A
major accomplishment in this regard is last year's passage of a
Division of Assets Law." Quoting further Governor Hayden said
"Prior to enactment of the Division of Assets Law, older Kansans
were faced with the threat of seeing their life savings
disappear when a spouse fell victim to a catastrophic illness.

S P«
1-14- 89
Adboehwment 9



Page Two

This situation has changed. To date more than 400 Kansans and
their families have been helped by the Division of Assets
initiative. Older Kansans can now be assured that poverty need
not accompany a long term illness.”

CONCLUSION

The Alzheimer's Disease Association, Topeka Chapter, knows that
Senate Bill No. 15 embodies protective language. Repeal of
K.S.A. 1988 Supp. 39-785 through 39-790 would be void if the
Federal Act and payments thereunder did not commence for the
calendar quarters beginning September 30, 1989, the date of
repeal of the Kansas Legislation. But the Federal Act might
become effective and later be amended or repealed. Based on news
releases, there is growing sentiment in the Congress to amend or
repeal the Federal Act.

The Kansans for whom I speak cannot see any nesd to rush the
repeal of Senate Bill No. 264. This Kansas Session will be over
before we know what Congress may do. How can Kansas members of
the Legislature respond to their constituents should the benefits
of Senate Bill No. 264 be allowed to slip away~?

Thank You.

Robert C. Guthrie
3000 West 19th St.
Topeka, Kansas 66604
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