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MINUTES OF THE _SENATE  COMMITTEE ON FINANCIAL INSTITUTIONS AND INSURANCE

The meeting was called to order by SENATOR RICHARD L. BOND

Chairperson

at

~9:00  am./pxx on _ THURSDAY, FEBRUARY 22 190 in room _529=-S _ of the Capitol.

A&t members sgerespresentxexeepk

Senators Karr, Kerr, McClure, Moran, Parrish, Reilly, Salisbury, and Strick.

Committee staff present:

Bill Edds, Revisors Office
Bill Wolff, Research Department
Louise Bobo, Committee Secretary

Conferees appearing before the committee:

Debbie Folkerts, Kansas State Nurses Association

Dr. Carl P. Newman, Cloud County Medical Society

Charlotte Peake, Kansas State Nurses Association

Patrick Griffin, Administrator, Washington County Hospital

Linda Sebastian, Clinical Nurse Specialist in Psychiatry

Judith Haffner, ARNP

Mary Jane Whelan, Kansas Alliance of Advanced Nurse Practitioners
Susan Hasselle, Clinical Specialist in Psychiatric Nursing

Micki Zenger, Administrator, Rural Health Clinic

Carla A. Lee, Ph.D., Wichita

Chairman Bond called the meeting to order at 9:15 a.m.

SB 633 - Providing for reimbursement of services performed by advanced registered
nurse practitioners under health and accident policies.

Chairman Bond requested Dr. Wolff to present a brief summary of the above mentioned
bill. He explained that the New Section 1 would require the insurer to pay benefits
under a contract for services rendered whether by a licensed physician or an advanced

registered nurse practitioner (ARNP). Section 2 makes the statute applicable to
all policies used within or outside of the state by an individual residing or employed
in the state. Section 3 applies the mandate to Blue Cross Blue Shield. Section

4 repeals certain statutes and Section 5 makes the act effective on publication in
the statute book.

Debbie Folkerts, Kansas State Nurses Association (KSNA), addressed the committee
in support of this measure. She emphasized that the major health insurers fail to
recognize that the role of the ARNP is different from that of an RN but that nineteen
other states have recognized the cost effectiveness and have legislatively addressed
third party reimbursement to ARNPs. (Attachment 1)

Carl T. Newman, M.D., spoke before the committee in support of SB 633. Dr. Newman
informed the committee that, in the six rural counties which he serves, there is
a shortage of physicians as there is in other rural areas. He continued that it
is unrealistic to expect this shortfall to be remedied by recruiting physicians and
that part of the problem could be relieved by using ARNPs. In addition, use of these
health care providers would lower the overall cost of medical care. (Attachment
2)

Charlotte Peake, ARNP, Belleville, urged the committee to support SB 633. She said
that studies had proven that direct reimbursement to ARNPs for covered services had
not resulted in increased premium costs. Ms. Peake also informed the committee that
business and government organizations had found it advantageous to have ARNPs provide
on site medical care for their employees. She concluded her remarks by stating that
the federal government recognizes ARNPs as cost effective health care providers and
she urged that Kansas do the same. (Attachment 3)

Unless specifically noted, the individual remarks recorded herein have not

been transcribed verbatim. Individual remarks as reported herein have not

been submitted to the individuals appearing before the committee for 1
editing or corrections. — Page
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Patrick Griffin, Administrator, Washington County Hospital, supported the proposed
legislation. Mr. Griffin said that the ARNP provides a viable alternative to the
physician. An ARNP does not replace a physician but does supplement many services
under written local protocol. Local protocols are updated annually by the physician
taking into consideration the ARNP's education, training, and skill. (Attachment
4)

Linda Sebastian, Clinical Nurse Specialist in Psychiatry, testified in support of
this proposal. Ms. Sebastian informed the committee that insurance companies will
pay for master's level social work or counselors which are comparable to her
educational level but will not pay for her services. Ms. Sebastian quoted a national
journal for hospital administrators as saying that, by the year 2000, nurses will
be the primary caregivers for the chronic and degeneratively ill. (Attachment 5)

Judith Haffner, ARNP, next addressed the committee in support of SB 633. Ms. Haffner
enumerated the many ways in which she, a specialist in Surgery, Emergency, and Trauma,
assists her surgeon in their rural setting which results in saving significant sums
of money for the insurance companies. (Attachment 6)

Mary Jane Whelan, ARNP, informed the committee that nurse practitioners were
registered nurses with advanced education and clinical training. Ms. Whelan told
the committee that the ARNPs fill a major gap in primary care in rural areas. She
further stated that 58% of practitioners 1live in towns with a population of less
than 20,000. She concluded by stating that health care in Kansas will continue to
suffer due to poor physician distribution and that the use of nurse practitioners
in primary care would increase accessibility of health care for rural Kansas.
(Attachment 7)

Susan Hasselle, Clinical Specialist in Psychiatric Nursing, addressed the committee
in support of this proposal. She advised the committee that she could provide quality
care at a lower rate than a psychiatrist. However, she stressed that her patients
do not come to her  because of lower costs but because of her reputation as a
therapist. ©She also stressed that nurses need incentives to stay in the profession
and that it was discouraging to witness the current discrimination. (Attachment
8)

Micki K. Zenger, Administrator, Rural Health Clinic, urged the committee to support
this bill. Ms. Zenger said that, since January, 1990, she had not been reimbursed
for her services by Blue Cross Blue Shield but was still reimbursed by Medicare and
Medicaid. She stressed that this elimination of coverage for nurse practitioners
would adversely affect employment of ARNPs and limit patient's choices. (Attachment
9)

Carla A. Lee, Ph.D., Wichita, informed the committee that Kansas had been a forerunner
in the nation with regard to role development for advanced practice as early as the
50s. She said it was now time for Kansas to closely examine health insurance laws
specific to reimbursement. (Attachment 10)

The minutes of Tuesday, February 20, 1990, were approved on a motion by Senator Kerr
with Senator Karr offering the second. The motion carried.

After informing the committee that the hearing on SB 633 would be continued on Monday,
February 26, Chairman Bond adjourned the meeting at 10:04 a.m.
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KSNA

the voice of Nursing in Kansas

Februrary 22, 1990 Debbie Folkerts A.R.N.P. a%
: 1415 Highland Drive
Concordia, Kansas 66901

(913-243-2511)

Chairman Bond and Members of the Senate Committee
of Financial Institutions and Insurance:

My name is Debbie Folkerts. | am a Certified Advanced
Registered Nurse Practitioner and Chair of the Advanced
Practice Conference Group of the Kansas State Nurses
Association. I would 1like to speak to you this morning
regarding the crisis of health care and Nurses 1in Advance
Practice.

Nurses in Advanced Practice are Registered Nurses who
after actively practicing return for additional education
that allows them to practice 1in the expanded role. These
Practitioners preform physical examinations, manage acute and
chronic illnesses, prescribe medications under protocols and
have the comprehensive skills to expeditiously refer patients
to physicians when indicated.

On January 1 1990 the major health insurance provider to
Kansans terminated its reimbursement to Advanced Registered
Nurse Practitioners. This providers premiums consists of a
total of approximately $499,886,583.00 annually in
comparison to all other health insurance providers 1in the
State totaling $492,615,293.00. Therefore this policy has
created a crisis in access in our rural areas where providers
are extremely limited.

The reason for this policy change? There have been
multiple attempted explanations. On intial filing with the
Insurance Commission this provider stated they were only
clarifying current policy and ARNP'S had never been issued
provider numbers. The fact 1is provider numbers had been
issued however, they were issued as RN numbers and payment
was invariably denied.

! It was very discouraging to find they still refuse to
acknowledge that ARNP's function differently that RN's. We
have been termed as a" bundling" of the physicians services.
| am still unsure of what type of bundle we are? However, |
do know that we are not a content of a physicians service.
This is a term that 1is used for a R.N. or office assistant
when they replace a bandage, take a blood pressure,or pass
instruments during a surgery. The same bundling of service
is included when the ARNP's nurse takes a blood pressure or
replaces a bandage it is a content of the ARNP'S service.

An ARNP would be similar to the assistant surgeon or a

physician assistant, providing control of bleeding,suturin
Kansas State Nurses’ Association s 820 Quincy « Topeka, Kansas 66612  (913) 233-8638 M%{Z//
Joan Sheverbush, M.N., R.N.—President e Terri Roberts, J.D., R.N.—Executive Director -
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and assisting with control of bleeding and assisting with
the postoperative management including daily visits to the
patient. However,we cannot be reimbursed.

This major health care insurer claims they are concerned
with health care cost. I fail to see the cost savings when
the amount billed to an insurance company under my name for
an office visit is $16.00. When forced to bill under the
physicians name | have to use his fee schedule at the rate of
26.53 for the same service. Another senerio, a vyearly
women's health physical billed with my fee schedule is $40.00
this includes lab,physical and health teaching. Billing
through the physicians name the same service is $95.00. The
real intent is increasingly clear when provided with
correspondence which states the real intent 1is to prevent
independent practice by nurses apart from physicians.

ARNP'S practice in a colaborative role with physicians.
We must have protocols established with physicians to
practice. It would be fraudulent to submit a claim with the
physicians name as provider when in acutuality he did not
see the patient. Due to financial constraints in rural areas
consumers are forced to seek care only from providers
recognized by insurers,85% of americans rely on third party
payers. Extensive involvement of third party payers has
contributed to rising costs and 1lack of competition in the
health care system due to hospitals and physicians being the
major providers recognized by these payers and entry into
the system being restricted to others. The Office of
Technology Assessment policy concluded ARNP'S improve
quality and accessibility of health care services, increase
productivity of medical practices and institutions and are
cost-effective.

To date nineteen states have recognized this cost
effectiveness and have Jlegislatively addressed third party
reimbursement to Advanced Registered Nurse Practitioners.
There are seven states which voluntarily reimburse ARNP'S
without legislation, and fifteen states are Jlegislatively
addressing this subject this session. l personally
telephoned the nineteen states which currently reimburse |
selected Blue Cross Blue Shield as the informant since this
insurer is nationwide. A1l communicated cost savings by
reimbursing Advanced Registered Nurse Practitioners services
due to their fees being generally Jless expensive and the
drastic increase in access preventing more critical illnesses

and expensive hospitalizations. Alaska and Washington sent
documentation of this statement with the addition of the
concept being a popular subscriber choice. It was also

interesting to note Alaska, asked that | send some Advanced
Registered Nurse Practitioners their direction. They would be
glad to reimburse for services and may even find a way to
pay moving expenses.



Reimbursement policies have not kept pace with the
evolution of state legislation regulating the practice of
ARNP'S which allows for collaborative practices with direct
accountability to the consumer. Kansas is facing a crisis of
rising health care cost and lack of access to health
services. The Advanced Registered Nurse Practitioners of the
State of Kansas are committed to providing Kansans with
accesible cost-effective health care. Please allow us this
right. Vote for SB 633.
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Debbie Folkerts
Midwest Urologic

910 West 1lth St.
Concordia, Ks. 66901

Dear Debbie:

I am wzlting at youx request to confirm our conversation we
had last week.

You asked if we at Blue Cross of Washington and Alaska cover
services provided by Nurse Practitioners. I told you yes we
do cover their gervices and in fact we also contract with

" Nurses to join our Preferred Provider Network.

You also asked if I felt that we see .a savings by covering
Nurge Practitionexs. It is my opinion that as an average of
Statewide charges, the nurses charges are less than physician
charges and thus gives us a savings, We have found that
covering services provided by Nurse Practitioners to be cost
effective and popular with our subscriber population,

I£ T can be of any further assistance feel free to call me at
(206) 361=3321. y

Sincerely,

A

Gregory A. West :
Physiclan Services Cooxdinato

REe



Testimcny of
Carl T. Newsman M.D.
Representing the
Cloud Cournty Medical Scciety,
Midwest Urclogic RAsscciates, F.A.,
And the Urologic patients of
S8mith, Jewell, Republic, Washington, Mitchell and Cloud

Counties

I woeuld like toa thank the Senate Committees on Financial
Instituticns and Insurance for the opportunity to testify oan &
Bill which should have a signifiéawt poasitive impact on both
the availability and affordability of health care to  the /
citizerns of rural Kansas.

For the paét,B yvears I have provided & majority of the
Urologic care forr the six  North Central Kansas Counties
previcusly listed. I July, 1986 there were 38 physicians
living and practicing in these six counties. Toaday there are
24,  Taking into account attrition due to age and infirmity and
physicians whoa have expressed an internticon to relocate allows &
projecticon of 14 physicians by the year 1934, With taday's
maticrmide shortage af rural physicians it is uwrmrealistic to
expect that the present and projected future health care
manpower  shoartage will be sclved by recruiting physicians.

Fart of the health care maﬁpdwer shartfall could be relieved by
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using advanced registered murse practitiormers.



At the present time Kansas law a&llows thésm individuals tao
praovide specific services under specific conditicns but the
majority of Hansas third perty payors will not  reimbarse the
coast of providing these services. This dichotomy has prevented
these advanced non—physician providers from helping relieve the
burden of our overworlked rural physiciaﬁa. I would like to
relate  an example of how an advanced registered nurse

practiticner could be used iv cne of the communities 1 serve.

I cmee of the communities the few remsining local
physicians are having difficulty HKeeping up with the extensive
paperwork reguired to doqument the care of their nuwrsing home
patients. Several of the nureing homes are nepgotiating with an
itinerant physician’s service to care for their patientes. The
advamtage to the nursing home woeyld be that the itinerant
physiciarn would fly in every twoe weeks to see the patients ané
Heep up  the papefwark. The “disadvantage to the wursing home
patients is that their physician will be Z0A miles away. If
something goes wreoang i the #middle of the might decisions will
be made cover the telephone. I dom’t MHrow  the exact financial
details put it is hard forr me to imagine that an itineranmt
physician carn provide these services including communicaticons
arnd transportation less EXpEﬂEiQ@ly tharn & local physician
could with the aid af  an advanced registered VI
practitiomer, I alsa find 1t hard to believe that the guality
and compassicon  of care will  be  any better thanm could be

provided locally.
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Forr  the past 6 years my corporaticorn, Midwest WUrologic
Rescciates, F.A. has employed an  advanced registered nurse
practiticner at & cumalative cost of over  $188, 0@, d@, Less
tharn 1@4A of the services this individual has provided to the
residents  of Neeth Cerntral Kansas has been reimbursed.  Her
services regularly include assisting in surgery, and seeing
patients when I would otherwise be unavailable. S0%  of the
services she provides would be reimbureed if they were provided
by & physician o & physician’e assistant. Ivv the shoart term
thie situaticon wowld seem benefit owr patients by decreasing
the averall cost of medical care. Im the lonpg tevrm, however,
the availability of care will be further decreased. e are
umable to comtinue to adsorb the expernse of this individual and

were forced to give her terminaticon notice earlier this manth.

Pfhysician extenders such a8 advanced registered nurse
practitioners generally pill and are reimbursed at levels below
that of physicians for similer services. I it is assumed that
all services rendered are necessary, these individuals should
ltower the coverall cost of health care. Many citizerns in ruaral
Kansas are presently severely underserved. The resulting
monetary savings to the health care ﬁystem are  at the expense
of  the health of individuals who  are my patiernte and  your

constituents.

I would like ta  tharmk the Committes for thedr time and
attenticr in considering Sernate Hill 633 and would like to

encourane favorable consideraticon of this bill.

od 2 F
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Charlotte Peake, A.R.N.P.
2540 Sunset Drive
Belleville, Kansas 66935
(913) 527-5749

TESTIMONY BEFORE THE SENATE FINANCIAL INSTITUTIONS
AND INSURANCE COMMITTEE

February 21, 1990

Chairman Bond and Committee Members:

My name is Charlotte Peake and I am an Advanced Registered Nurse Practi-
tioner (ARNP) certified in family practice and gerontology. I come before
you today to seek your support for Senate Bill 633.

Opponents of this bill will tell you that it will raise health care costs
and that it will increase costs to insurance companies. This simply is not
so. Because of the 19 states which have mandated reimbursement for covered
services to these providers, there is enough data now to refute these state-
ments. For example, New York State has had reimbursement to ARNP’s since
1984. At the time the bill was presented to the legislature, opposition ar-
gued that mandating direct reimbursement to nurses would be costly and un-

necessary. The facts proved them wrong on both counts. Adding these prac-
titioners to the list of providers who can be paid directly by insurance
companies did not increase premium costs. Major insurance companies like

Mass Mutual, Blue Cross/Blue Shield, and Prudential are providing reimburse-
ment to ARNP’'s for covered services at no additional cost.

The United States is known to have the poorest access to the most expensive
health care system in the world. Some of the reasons for this include:

1. The system is difficult to access and negotiate.

2. The system has emphasized maximum technology with most of
the health care dollar going to a small fraction of the
population to support the last few months of life.

3. Through regulatory and reimbursement mechanisms, the system
pivots around physician care, not the use of appropriate

alternate personnel.

4. Prenatal and maternity care which has been found to return

$3.00 for each one dollar invested is undersubsidized.
CZ{%:i%%{Ammk%//{ ;?
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Advanced Practice Nurses should be seen as a solution to the problem of ris-
ing health care costs. They generally charge lower rates for the same qual-

_ ity health care provided by physicians. As a result, many astute executives

in business and government have found it advantageous to have Nurse Practi-
tioners provide on-site health care for their organizations. A 1986 study
by the United States Congress Office of Technology Assessment found that
"within their areas of competence, Nurse Practitioners provide care whose
quality is equivalent to that of care provided by physicians". This trans-
lates into the ability to manage 75 - 80% of adult primary care services and
up to 90% of pediatric primary care services. In this same study research-
ers concluded savings from the widespread use of ARNP’s would be from 10 -
15% of all medical costs (or from $300 to $450 million) and that the savings
would have amounted to between 16 and 24% of the total costs for ambulatory
care. Furthermore, the researchers determined that their estimates would be
as valid in the future as they are today. Considering these savings a bet-
ter question might be, "why wouldn’t health insurers want to reimburse
ARNP's"?

ARNP’s in this state are distressed to learn of situations such as the one
in Reno County where there are presently 100 -/201 pregnant women who are
unable to access the health care system and obtain prenatal care. ARNP's
are even more distressed by the fact that they are powerless to help solve
this problem, despite the fact that they have the ability to provide this
care and are permitted by their licensure to do so.

This past session the United States Congress passed laws granting Medicare
reimbursement to ARNP’s, allowing them to deliver care to the nation’s eld-
erly in nursing homes and also granting Medicaid reimbursement to ARNP’s.
The federal government recognizes ARNP’'s as cost effective health care pro-
viders. The time has come for the health insurance industry in this state
to do the same.

ARNP’s are not meant to totally replace physicians. However, we can work
well together in a collaborative relationship. Through third party reim-
bursement, ARNP’s will be able to function in satellite clinics or allow the
physician to work in a satellite clinic while the ARNP remains in the main
office, delivering primary care. Access to health care will thus be im-
proved. Also, it will allow separate fee schedules by ARNP’s, which will
result in lower costs.

Thank you very much for the opportunity to appear before you today. I will
be happy to answer any questions you may have.



Washington County Hospital
304 East Third Street
Washington, Kansas 66968

Senate Insurance Committee 22 February 1990
Kansas State Senate
Topeka, Kansas 66612

Dear Mr. Chairman,

| am the Administrator of the Washington County Hospital, Washington, Kansas, a
small town in northeast Kansas, and | support the proposed legislation. My objective
is to describe the role of the Advanced Registered Nurse Practitioner at the Rural
Health Clinic in Washington, to show the negative effects of the Blue Cross
reimbursement policy change of 1 January 1990, and to refute the basis upon which
Blue Cross and other insurers have used for that change.

The Advanced Registered Nurse Practitioner, or ARNP, fills a vital role in
ensuring access to quality health care at reasonable cost for our community.
Washington has only one physician, and if he takes one of his very rare days off, our
residents are left without a physician in town. In addition, his patient load is so heavy
| that many times walk-in patients must wait for hours to see him. Patients then tend to
defer their visit to him, and this results in the worsening of minor illnesses and sicker
patients needing more expensive treatment. Attempts to recruit another physician for
this town have failed to date. This community has been designated as a medically
underserved area, and a Rural Health Clinic has been established pursuant to the
Rural Health Clinic Services Act of 1977, which also delineates the ARNP role.

The ARNP provides an alternate entry point into the health care system. The
ARNP does not replace a physician, but supplements his (or her) capabilities,
evaluating and treating patients under written local protocol. Based on national
. protocols, local protocols are developed and annually updated after thorough review
by the physician of the ARNP's education, training, and demonstrated skills. If the
patient's condition (per protocol) indicates that the patient needs to be seen by a
physician, the ARNP will refer the patient to a physician, similar to the action of a
Family Practice physician referring a patient to an cardiologist or other specialist
(where both physicians are paid for their services). The physician is also available to
the ARNP for telephonic consultation, and provides continuing education to the ARNP.

Sometimes, after their first visit to the ARNP, patients prefer to return. Their
reasons vary from simply a personal preference, to gender reasons (our ARNP is a
female whereas the town physician is a male), to the lower cost of a visit to the ARNP.
Again, their ready access to health care enables earlier intervention in their illnesses.
When, patients found out that Blue Cross would no longer pay for care delivered by
the ARNP, they were extremely upset.

I've shown how the ARNP can increase access and how quality is ensured. Our
Rural Health Clinic has undergone numerous evaluations by representatives of
Medicare and Medicaid, and has always been recertified for their reimbursement. |
cannot understand why insurers feel that they can deny payment for services which
our federal government deem appropriate. | have seen a letter from a major insurer in
this state which explains their position. | will address the points made in that letter and
show how they seem in my view to be arbitrary and capricious, and appear to me to be
founded upon erroneous beliefs.

The insurer believes that physicians are billing for services performed by their
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own employed nurses, which is certainly not the case in Washington. Our ARNP,
while relying upon the physician for clinical supervision and consulitation as discussed
earlier, is not employed by the physician, is not physically collocated with the
physician, and has not billed through the physician. Evidently, the insurer has had
problems with other physicians who were allowing nurses employed in their offices to
bill separately for services which were part of a regular office visit to the physician.
This is termed unbundling, which is not allowed by Medicare and other insurers.
Instead of identifying and confronting these specific violators, physicians or nurses, the
insurer apparently took the easy way out and banned all separate payments to nurses
(less nurse anesthetists and home health nurses).

The insurer apparently cannot differentiate between an ARNP and other nurse
categories and their capabilities. As a case in point, Blue Cross representatives still
refuse, in either ignorance or arrogance, to address the ARNP at Washington by her
professional designation. They insist instead in addressing her simply as an RN.
Whether this failure to accord our ARNP her rightful status is a Blue Cross official
position, | cannot say. However, | question the lack of nurses on the Blue Cross Board,
and | wonder if their lack of representation affects this issue.

The insurer has also stated that physicians who employ nurse practitioners will
not be affected, implying that all nurse practitioners are either employed by or
financially dependent upon physicians. Another implication is that all physicians
support the insurer's viewpoint. These positions are inaccurate and whether they also
reflect the composition of the Blue Cross Board, |, again, cannot say.

The insurer has stated that they have a statutory obligation to control costs. The
implication is that allowing ARNPs to be reimbursed through separate billing will
increase costs. | feel that is an unfounded projection. Many studies have shown that
lack of adequate access to health care increases overall costs, due to the increased
health care resources that must be then dedicated to healing the sicker patient.
Additionally, our ARNP charges less than a physician for the same service. The
insurer desires that physicians bill for nurses' (ARNP) services, a practice which will
undoubtedly increase the cost of ARNP services, when the physician's administrative
overhead fee is added. Also, this approach could arguably be considered fraud under
Medicare rules. | cannot comprehend the logic behind this effort to ‘control cost'.

Finally, The insurer states that the ARNPs reaction to their policy change
represents their attempt to establish independent practices. Again, this appears to be
totally unfounded and is apparently another attempt to elicit emotional support for their
policy change, especially by other medical professionals. One only has to review the
history of Kansas to see the similarity between the ARNP situation and that of Doctors
of Osteopathy and Doctors of Chiropractic in years past.

The State of Kansas must continue to advance into the future of medicine in order
to provide high quality, accessible, cost-effective health care for all its citizens,
especially those in rural communities. | believe that the failure of the insurers to pay
for separately billed ARNP services, and the State's endorsement of the the insurers'
position, will not result in cost savings and will not result in a higher quality of care. It
will decrease access to health care in Kansas, and it sends a very depressing
message to the residents of this state. We cannot allow ourselves to be seduced by
the irrational logic inherent in the insurers' position.

<9mamﬁ L wecd ﬁ“
Patrick T. Griffin
CEO / Administrator
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Testimony for Senate Insurance Committee
Chairman Bond, Members of Insurance Committee:

My name is Linda Sebastian and I am a clinical nurse specialist in
psychiatric nursing, which means I have a master's degree in psychiatric
nursing. The requirements for my master's degree were 64 hours of graduate
credit. This included a year-long supervised practicum of individual
psychotherapy, group therapy, family therapy and community case work. Part
of my graduate program was paid for by the federal govérnment. Clinical
nurse specialists in maternal-child nursing, medical surgical nursing and
mental health nursing were able to receive this government stipend because
we were seen as viable options in decreasing the cost of health care. The
federal government has continued this policy in providing reimbursement for
federally funded programs such as Medicare. Completion of my master's
degree qualified me for advanced practice in nursing, yet clients who
choose my services cannot get their insurance companies to pay for my
services. These same insurance companies will pay for master's level
social work or counselors which are all comparable to my educational
program. So my clients have to pay premiums to their insurance companies
and also pay for my services out of pocket, if they choose to use my

services.
Why is this the case?

1. In the midwest, nurses in advanced practice are not common. On both

coasts, I have colleagues (CNS) who are in private practice for

psychotherapy. They are reimbursed by insurance compan1es routin /} ///
// WA AV (
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Unfortunately, if they were to move to Kansas, they would have

difficulty getting third party reimbursement. ’

2. Blue Cross-Blue Shield have said that they have denied us reimbursement
because it drives the cost of health care up. This is illogical.
Nurses in advanced practice have proven to provide quality, cost-
effective care. My income is not as great as a physician's -- I think
I am worth as much, however -- but I don't charge as much for my
services. If BC-BS wanted to promote cost-effective care, they should
be actively seeking all of the nurses in advanced practice they could
find and limiting reimbursement for physicians! Is this a case of

physicians not wanting us a competitors? What are they afraid of?

Blue Cross-Shield is seeking to maintain status quo and we can no longer

afford the expensive monopoly of physicians controlling health care.

Why should my clients come to me instead of a social worker, a psychologist

or a physician?

I can offer quality mental health services. I can offer a holistic view of
the patient. With my medical background as a nurse, I know better than a
social worker or psychologist when a client needs referral to a physician.
I don't pretend to be a doctor -- he has his job to do -- I just want to be
able to do what I am capable of doing -- provide therapy for my clients. I
do have clients that pay for my services out of pocket even though they
have already paid their insurance premium. I have convinced some insurance
companies to reimburse me for my services -- it was a matter of educating

them to what I am and that I am comparable to an MSW. One insurance
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company decided to pay for my services because the client advocated for my
services by calling and writing the main office. One of my clients pays a
very high premium to BC-BS who refuses to pay for my services. But BC-BS
told her that if she switched to a physician, her psychotherapy would be
paid for. The physician charges $40/hour more than I do. Am I driving the

cost of health care up?

For clients in the rural areas, it is a matter of access. I live in Topeka
now, but I am from Western Kansas. If I were to open a practice in my home
town of Tribune, clients would not be able to utilize my services because
their insurance would not pay for it. There are very few psychiatrists in
Western Kansas, yet BC-BS says to the people of Western Kansas that they
will only pay for psychiatrists even though a qualified professional option
is available. This is unfair discrimination against me, and this is

depriving people in Kansas access to quality, cost-effective services.

Health care is changing. In the November 20, 1989 issue of Hospitals, a
national journal for hospital administrators, Stephen Gamble, president of
Hospital Council of Southern California, wrote in an article titled,

"Changing Roles in the '90's: Will RN's manage MD's?"

"The Physicians' Current Procedural Terminology, a coding system
published by the American Medical Association, designates physicians
as the only providers of all coded services. Yet many of those
services, once provided exclusively by physicians, now have a strong
nursing component or are provided solely by nurses (albeit under
physician direction or supervision)."

He goes on to say that by the year 2000, nurses will be the primary

caregivers for the chronic and degeneratively ill.



Please support SB 633 and allow Kansans access to a viable alternative to
health care and an opportunity to choose. By not supporting this bill, you
are voting for an outmoded, expensive health care delivery system for

Kansans.
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Editor's note: The
following text is
adapted from a pre-
sentation given by
Stephen W. Gamble,
president of the Hos-
pital Council of
Southern California,
Los Angeles, at the
1989 International
Hospital Federation
(IHF) Congress in The Hague. Nether-
land:. The presentation will also be
published in the 1990 edition of IHF's
Hospital Management International.

hen the doctors on your medical

staff start working for the nurses,
how will you cope with the manage-
ment challenges?

A convergence of factors is irre-
versibly changing the power structure
between physicians and nurses in the
hospital, and hospital management is
caught in the middle.

For a century, convention has held
that only a medical doctor can practice
medicine, and a nurse is the physician’s
handmaiden. Now. however, it appears
that convention does not match reality.

The public’s image of the ideal
physician—who is kindly, capable, car-
ing, and reassuring like Dr. Marcus
Welby of television fame—is more of-
ten emodied by a nurse,

The demarcation between the roles
of physician and nurse is rapidly blur-
ring. And while the nurse wants man-
agement to support the changes, the
physician expects management to pre-
serve the status quo. Only the skillful
manager will avoid being damaged in
the process of this change.

Factors affecting the relationship
between nursing and medicine include

- changing technology, increased in-

volvement of nurses in monitoring
physician care and other quality-related
activities, and the concurrent nursing
shortage and physician surplus.
Changing technology. Technol-
ogy has significantly changed both
medicine and nursing. But while tech-
nology has fragmented medicine, it has

given nursing more control over the
healing environment.

Medicine has divided up the pa-
tient’s body into episodic visits among
its various specialists. In contrast, nurs-
ing has honed the skills of understand-
ing, monitoring, and caring for the
whole person around the clock. The
physician may be legally “in charge™ of

the patient, but the nurse is the indis-
pensable mechanism for managing

W ursing has honed
the skills of...caring
for the whole person
around the clock.
The physician
may be legally
“in charge”
of the patient,
but the nurse
is the indispensible
mechanism for
managing most
of the healing
process....

most of the healing process—which of-
ten involves knowing whether and
when to call in the physician’s special-
ized expertise.

The science of medicine, with its
spectacular cures, has made crisis care
the physician’s treatment of choice,
leaving the art of healing to the profes-
sional nurse.

Furthermore, the technology used
by physicians to treat acute illness is
neither very useful nor cost effective in
treating subacute, cumulative, and pro-
gressive disease. And, now that medi-

cine and society have successfully ad-
dressed so many major causes of acute
illness, the focus for health care is fast
becoming chronic and degenerative ifl-
ness. Dramatic medical interventions
can correct the effects of acute and
chronic disease, but it is nursing tech-
nology that manages the entire envi-
ronment in which care takes place.

Quality of care. Although aspects
of nursing care have, in turn, heen
taken over by specialized technicians,
nurses still have primary responsibility
for managing care and monitoring its
effects. In managed care systems.
nurses have taken on the crucial role of
ensuring that patients receive an appro-
priate level of care at all times. both in-
side and outside the hospital setting.
Nurses are thus critical to ensuring the
quality of care.

In fact, a recent Hospitals survey
of 663 American hospital executives
(see Quality Watch, p. 32, Feb. 5),
found that nursing care is considered a
more significant factor in providing
high-quality care than the clinical skills
of the medical staff—although those
skills did rank a close second.

Expanding responsibilities. The

Physicians' Current Procedural Termi-
nology, a coding system published by
the American Medical Association,
designates physicians as the only pro-
viders of all coded services. Yet many

-of those services, once provided exclu-

sively by physicians, now have a
strong nursing component or are pro-
vided solely by nurses (albeit under
physician direction or supervision).

Another example of expanded
nursing responsibilities is the advanced
cardiac life support certification
course—created by physicians for phy-
sicians—that has become a standard re-
quirement for critical care and emer-
gency department nurses.

Nursing observation now includes
internal aspects of patient care. Nurses
monitor blood gases and chemistries,
draw and measure blood sugars, mea-
sure venous and ventilator pressures,
and track blood cultures. In many
places, the need for an EKG is first es-
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tablished by the nurse, who then inter-
prets the results, decides on the appro-
priate action, and evaluates the pa-
tient’s response.

Nurse anesthetists administer an-
esthesia and assist in the management
and resuscitation of critical patients,
Nurse midwives care for healthy preg-
nant women throughout the maternity
cycle. Nurse practitioners have skills in
physical diagnosis, psychological as-
sessment, and the management of com-
mon health problems, They provide di-
rect primary care and prescribe medj-
cations.

Policing physician practice. An
individual physician’s practice is in-
creasingly policed by other physicians,
the government, and the press. Peer re-
view, utilization review, preadmission
certification, managed care systems,
published outcome statistics for com-
parable procedures, and malpractice
litigation all influence how physicians
in this country treat patients, And,
chances are, the “middleman” with
whom the physician must interface in
this system of controls is a nurse.

Now that the courts hold hospitals
accountable for the quality of physician
practice within their walls, nurses have
become hospitals® first line of defense
in observing what is or is not being
done for the patient’s good.

Nurses are becoming the con-
stables of the health care system, As
such, their duties include reviewing
length of stay, assessing the quality of
care, and checking physicians’ privi-
lege credentials against physician-es-
tablished criteria,

In a further move toward mecha-
nizing medical practice, the American
Medical Association is developing di-
agnostic-specific “practice parame-
ters.” While organized medicine will
control what goes into the parameters,
operation of the established parameters
will be largely in the hands of nurses.

Supply and demand. Managers
are faced with a glut of physicians as
well as a shortage of nurses. As new

young doctors find it more and more
difficult 10 establish a private practice,
they are choosing to become primary
care physicians for group practices and
managed care organizations. This phe-
nomenon is dividing physicians into

two adversarial groups: the physicians
who, as gatekeepers, are rewarded for
not providing care; and the physicians
who are paid more for providing more
services to patients,

The physician surplus has also
stimulated the movement of patient
care to alternative settings outside the
acute care hospital.

Meanwhile, even though hospitals
employ more nurses and have a higher
nurse-to-patient ratio than ever before,
we have a major nursing shortage,

The reality of this phenomenon is
that nurses have done a very profes-
sional job of back-filling most of the
vacuums left by advancing medical
technology and specialization. Yet the
health care system has failed to reckon
with nurses’ expanded, changing role.

Professional mobility. Physicians
can move up in their profession and
achieve success by gaining more and
more expertise in patient care. But for
the nurse, professional advancement
has almost always meant giving up car-

ing for patients—the very reason that
the nurse went into nursing—and going
into management instead.

Evidence suggests that the upward
mobility issue will condemn health
care 1o an ever-increasing nursing
shortage. Yet, despite all warnings, or-
ganized medicine and hospital manage-
ment are still trying to contain nursing
in a box with a lid on it.

More handmaidens? The AMA’s
answer for the nursing shortage is to
create a new, lower-leve] category of
nurse——called the registered care tech-
nologist—who requires less training
and has fewer skills than the registered
nurse; who is employed by the hospital
but accountable to the doctor; and who,
like the RN, has nowhere 10 goin
terms of career. To today’s nurses, the
AMA’s registered care technologist ap-
pears to be a reincarnation of the origi-
nal doctor’s handmaiden.

Hospital management had better
decide, and quickly, which side of this
issue is in its best long-term interest,

BRAND NEW

MRI or CT

Leading Manufacturers’ systems,
sited at your hospital full-time.

e No capital investment
¢ Fee-per-scan or monthly rental
o Completely turn-key, including optional
technologist staffing

Immediate delivery positions
for all equipment are currently available

Call or write:
MICA Imaging, Inc.

801 Asbury Drive
Buffalo Grove, IL. 60089
1-800-527-SCAN (7226)

Professional & Financial Resources for Diagnostic Imaging

Circle No. 160 on Readers’ Service Card =5 6




The evidence tells me that nursing has
a very strong argument for its case.

The demographics of this issue are
quite similar throughout most of the
developed world:
® There are not enough registered
nurses to do all the patient care func-
tions that medicine and management
have come to expect of them.

* The post-World War 11 baby boom is
over and the number of young people
entering the workforce in developed
countries will drop dramatically over
the next 20 years.

* Women now have the opportunity to
enter and succeed in almost any ca-
reer—-meaning that fewer will choose
nursing in the future.

* The lack of a clearly identified pro-
fessional career ladder in patient care is
the number one reason why people
leave or do not enter nursing.

New roles needed. In the face of
the nursing shortage, it is foolhardy to
even try to preserve the traditional de-
marcation between medical and nurs-
ing roles in patient care. In fact, we
should be helping the opposite to take
place.

[ don’t for a minute believe that
nurses will ultimately manage physi-
cians. However, it is a concept that
hospital management should allow it-
self to consider if it is to successfully
cope with the changing roles and rela-
tionships of physicians and nurses.

Until we free our thinking as to
how far things could go, we will be
locked into all the old dogmas and un-
able to exercise the leadership neces-
sary for what looms ahead in health
care delivery,

Consider what will happen over
the next 10 years:
® By 1995, more than 60 percent of all
surgical procedures will be performed
in an ambulatory setting.

* By the year 2000, less-invasive surgi-
cal and diagnostic technologies will re-
quire an entirely different generation of
health care facilities.

* Computer-assisted diagnostics will
become directly available to patients,
resulting in fewer physician visits.

* By the year 2000, many areas of the
world will be awash in an oversupply
of physicians.

* Nurses will provide the primary care

for the burgeoning mass of chronic and
degeneratively ill patients.

* The medical staff structure as we
know it will have eroded. existing re-
ferral mechanisms for specialists will
have all but disappeared, and most
practicing physicians will be on salary.
* Computers will finally liberate nurses
and physicians from the paper chain
that consumes so much valuable time.
* Upwardly mobile career nurses will
function in place of house staffs to re-

e must
creatle a
professional
patient care
career ladder for
nursing that...
defines the
education, training,
and credentialing
process by which
a nurse can qualify
for increased
levels of patient
care authority....

place residency training programs in
specialties already oversupplied with
physicians.

The successful hospital manager
for this new era will have acknowl-
edged and dealt with the artificial lim-
its frustrating nurses today, as well as
medicine’s resistance toward its rapidly
changing environment.

What to do. The various forces
dynamically changing the roles and re-
lationship of physicians and nurses are
evolutionary; there is very little we can
do about them. But we can do a lot
with them, and we had better start now.

For starters:

* We must recognize that most nurses

enter and want to stay in nursing to
care for patients.
* We must admit that our current sys-
tem thwarts good nurses from building
a carcer around caring for patients,
* We must create a professional patient
care career ladder for nursing that
starts with entry-level requirements
and defines the education. training. and
credentialing process by which a nurse
can qualify for increased levels of pa-
tient care authority and responsibility
up to. but not including. that of a medi-
cal doctor.
° In the same way nursing has assumed
redundant duties from medicine, we
must aggressively move to free profes-
sional patient care nurses from the de-
pressing burden of nonpatient care ac-
tivities. This can be done through more
effective use of technicians. nurse
aides, and computerized information
and record systems.
* Finally, we must realign the role rela-
tionships of physicians, nurses. and
technicians in the hospital setting. For
the best patient care, these roles must
be complementary, not adversarial.

Using American football parlance,
the physician should be seen as the
coach, the nurse as the quarterback,
and technicians as the specialists in the
backfield. The physician/coach is
clearly responsible for deciding on the
objective and calling the plays. The
nurse/quarterback has the skills and au-
thority to execute the physician/coach’s
instructions, and to modify those in-
structions up to certain qualified limits,
based upon what is happening at the
time. Success depends on each team
member understanding and respecting
the special contribution made by other
team members. This is called reani-
work—and it works.

Hospital management must get
off the fence and stop trying to just
get by while all the world around it is
in the chaos of change. Viable, effec-
tive patient care, and the successful
operation of the hospitals in which it
is delivered, requires that we help to
build a bridge between nursing
and medicine. We must step out as
leaders in creating new, more satisfy-
ing roles and relationships for medical
and health professionals in the 215t
century. H
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February 21, 1990

Senate Insurance Committee
Capitol Building
Topeka, KS 66612

Dear Senators:

I am an Advanced Registered Nurse Practitioner with my area of specialty

being Surgery, Emergency and Trauma. I obtained my advanced nursing status

'in 1979 and worked in an emergency room setting from 1977 to 1981. I was
required to have my registered nurse education plus two years of experience

in a specialty area (which is surgery, emergency and trauma) plus physician
sponsorship prior to even entering the Nurse Practitioner program. Yes, I am
Board Certified. I work with the only Board Certified Surgeon in our county
(another board certified surgeon has established his office on the outskirts

of the county, approximately 30 miles from our town and neighboring a large

city where he performs his surgery in another county). I have had numerous

post graduate educational experiences including attendance at the 'New

Horizons in Surgery Conference'", The American College of Surgeons National
meetings, "The American College of Surgeons Committee on Trauma". These meetings
are all on a yearly basis. 1In addition to this, I also attend Nursing Conferences
and I am scheduled to be an instructor for the yearly Kansas Advanced Nursing
Conference to be held this spring in Salina, Kansas. |

As an Advanced Registered Nurse Practioner in my role, I perform history and
physicals, assist my surgeon in the operating room on select cases on a daily
basis, make both pre and postoperative rounds in the hospital on a daily basis,

do discharge summaries, and see patients in the emergency room. For example,

in our rural setting, if the surgeon and I are in surgery, the surgeon definitely
does not leave the surgical suite. In a critical or life threatening situation .
occurring in the emergency room, I can break my surgical scrub and triage the
emergency trauma problem. This is important in helping supply excellent surgical
trauma care in our rural setting in our area. To be unable to provide this service
would necessitate at least a 45 minute to one hour drive on a highway to the
nearest larger community plus at least a 15 to 30 minute inner city drive to

the nearest emergency room. This costs dearly in fees for emergency transport-
tation submitted to the insurance companies. Time, facility, and also of utmost
importance, a well educated, trained professional can respond immediately saving
significant sums of money for the insurance companies. Trauma and lack of
experienced professionals cost money.

Through my education, my knowledge of anatomy and physiology, and my clinical
experiences, I feel comfortable with the responsibilities that I accept. As an
A.R.N.P., T also know the realm of my practice. In helping prepare a patient

for surgery, I spend 2 1/2 to 3 hours teaching the patient and their family
preoperative, intraoperative, and postoperative care. On occasions I do make
house calls to check on patients that are unable to transport themselves to the
hospital. The time spent with our patients can statistically show better prepar-
edness, preoperative as well as a smoother postoperative recovery phase and

shorter hospitalization stay. If any of the members of this committee have been
%AZ»%Z4V/ é
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Page 2
February 21, 1990
Senate Insurance Committee

hospitalized or had surgery in the past few years then I am sure you are aware

of the push by third party reimbursement companies to have early dismissals
thinking that this saves money. This saves dollars for the insurance companies,
but puts significant strain on the patient and their families. A great number

of our patients are elderly. Smooth, knowledgeable assisting, helps facilitate
the entire health care system with shorter anesthesia time, shorter postoperative
recovery time, shorter hospitalization stay, meaning less reimbursement funding
for the companies,

With the push tc request patients to leave early to comply with "their insurance
contract", this does definitely put a strain on the patient. I am helping to
alleviate that strain. Shorter, smoother recovery phase, plus shorter stays
without the use of extended care facilities or nursing homes or home health

care facilities, are saving the funds the insurance companies want. But, while
I am trying to help the patient, I am not acknowledged by third party reimburse-
ments, nor can I collect for this. Again, I state that a great deal of our
patients are elderly and they need this service greatly. On a daily bases I
reflect on this and worry about who will help us when we are in need of this
care in the future,

For only a few short months in 1989 did my employer receive third party re-
imbursement for my services. The patients seemed very satisfied with their
care. This year my malpractice premium is $2000.00 as an A.R.N.P. in my role.
I have never had a claim against me. The malpractice Insurance Company that I
am with acknowledges my role and understands my role and considers my role to
be appropriate. They seem to feel that it is worth the $2000.00 fee. I think
my role is worth acknowledgement and reimbursement to help supplement the cost
of this. To generate my salary and help cover the exense of my malpractice
premium, I urge you to please consider third party reimbursements for
A.R.N.P's,

Again, I am in a rural setting, on call 24 hours a day to help give continuity
of excellent surgical care. I consider myself a professional and respect the
role as such. Without legislative support our role will adversely affect the
much needed population. Objectively, this can be viewed in many settings. I

would seriously appreciate your support on this upcoming legislation regarding
Senate Bill 633.

Thank you for your anticipated attention and concern. If you have any questions
please feel free to call me at home or at my office number.

Sincerely,
gt,cm,%/—“b O_/L.,L¢1}g
Judith Haffner, A.R.N.P.

JH/ kt
/kh o v//j/éﬁjZ/"ybG/

W ~  J Rl P2/ —5¢30



kaanp

Kansas Alliance of Advanced Nurse Practitioners

TO: Senate Insurance Committee
FROM: Mary Jane Whelan, R.N.,C., A.R.N.P.
DATE: February 22, 1990

SUBJECT: SENATE BILL No. 633

Senator Bond and members of the Committee, thank you very much
for the opportunity to appear before you today. My name is

Mary Jane Whelan, I am an advanced registered nurse practitioner
from St. Paul, Kansas. I am Vice Chair of the Kansas Alliance

of Advanced Nurse Practitioners.

Nurse practitioners are registered nurses who have advanced
education and clinical training. We practice under the rules
and regulations of the Kansas Nurse Practice Act. Nurse
Practitioners provide primary health care in a variety of
settings, both rural and urban. Primary health care is defined
as the prevention of disease, promotion and maintenance of
health, assessment of needs, long term nursing management of

chronic illness and referral of clients to other resources.

Health care needs are of major concern to Government,

health care professionals, and consumers. Accessibility of care
is crucial, and is often lacking in rural areas. The result

is, health status of rural Americans remains significantly

lower than that of urban Americans. (1)

The 1988 Kansas Medically Underserved Areas Report", surveyed
‘the number of medically underserved counties in Primary Care

from 1984 to 1988. The survey showed that there was a steady
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Kansas Alliance of Advanced Nurse Practitioners

. increase in "Critically Underserved" counties between this
period. In 1988, there were 7 " Underserved Counties", and 58
"Critically Underserved Counties." The number of "Critically

Underserved Counties" increased by 6 from 1987 to 1988.(2)

This indicates a major gap in primary care in rural areas of
Kansas. Nurse practitioners can provide a significant percent
of this care. Nurse practitioners have historically played
valuable roles in furnishing access to health care in rural
areas. In testimony given before the Kansas State Board of
Nursing by Lynetta Handshy in 1988, a map showing the
distribution of nurses in advanced practice in Kansas was
presented. 58% of practitioners lived in towns with a
population of less then 20,000.(3)

Utilization of and reimbursement for, mid-level practitioners
to do histories and physicals, pre-employment and insurance
physicals, health maintenance, chronic disease monitoring,
and management of simple acute illness and injury as is
allowed by Kansas law, will not only serve to fill the gap,
but will encourage professionals to enter this much needed
field.

Nurse practitioners provide quality care, and are cost
effective. According to The American Academy of Nurse
Practitioners, studies shows that the quality of care provided
by nurse practitioners is as high as the care rendered by
physicians for that range of skills which the nurse
practitioners are trained to use, and that nurse practitioners

rate high in consumer satisfaction.(4)
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Reimbursement to nurse practitioners has shown to be cost
effective. Studies concerning nurse practitioners, health
insurance and cost effectiveness show that third party payment
plays a major role in meeting the costs of health care in the
United States. Present insurance reimbursement practices favor
costly hospitalization and physician care. Effective
utilization of Nurse Practitioners has the potential to
increase access to health care, to increase efficiency in

its provision, and to provide cost-saving.(5)

The proceedings of the Kansas Rural Health Policy for the
90's Working Group held in the State House on September 14,
1989, brought together 31 leaders from across the health

care spectrum. Two of the identifiable problems in terms of
health manpower shortage were; A critical shortage of
nurses, and a need for more equitable reimbursement for rural

health care providers.

There is major consumer group support for nurse practitioners
in Kansas. Farm Bureau of Kansas stated in June of 1988 that
it supports greater use of non-physician providers to help

relieve personnel maldistribution in the medical profession.(6)

I ask for your support of S.B. 633. We only seek
reimbursement for services that historically have been
provided by nurse practitioners. It is most probable that
health care in Kansas will continue to suffer due to poor
physician distribution. It has been documented that nurse
practitioners provide high quality, cost effective care, and
that we are well accepted by major groups and individual

comsumers. Third party reimbursement will serve to utilize

nurse practitioners in primary care and will increase

accessibility of health care for rural Kansans.
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REFERENCES:

Meyers, Jan, U.S. Representative, Third District,

Kansas: "BEND THE TREND, MEETING THE NEEDS OF THE

RURAL ELDERLY." SELECT COMMITTEE ON AGING, FIELD HEARING;
Pittsburg, Kansas, June 13, 1988: See Attachment.

Budig, Gene A., Chancellor and Clawson, D. Kay, M.D.,
Executive Vice Chancellor; University of Kansas Medical
Center; THE 1988 KANSAS MEDICALLY UNDERSERVED AREAS
REPORT, in conjunction with the Kansas Medical Scholar-
ship program. December 31, 1988: See Attachment.

Handshy, Lynetta, submitted during testimony before
open hearing of the Kansas State Board of Nursing:
See Attachment.

American Academy of Nurse Practitioners: NURSE
PRACTITIONERS, DOCUMENTATION OF QUALITY OF SERVICE:
See Attachment.

American Academy of Nurse Practitioners; NURSE
PRACTITIONERS, DOCUMENTATION OF COST EFFECTIVENESS:
See Attachment.

Reinhardt, Linda; Kansas Farm Bureau; "BEND THE TREND,
MEETING THE NEEDS OF THE RURAL ELDERLY." SELECT
COMMITTEE ON AGING, FIELD HEARING; Pittsburg, Kansas,
June 13, 1988: See Attachment.
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SELECT COMMITTEE ON AGING
FIELD HEARING

Pittsburg, Kansas
June 13, 1988

Statement of the Honorable Jan Meyers, U.S. Representative, Third District,
Kansas

One of the most urgent needs facing Kansas and the nation is xrural health care.
As a Kansan, a Member of the House Select Committee on Aging, and as a
concerned citizen, it is a privilege to be here today to address this vital issue. It is
especially appropriate to be talking about rural health care in Pittsburg, Kansas
rather than in Washington, D.C. It seems more fitting.

I think it is fair to say that there is a heightened awareness in Congress of the
problems associated with rural health care—transportation, availability of
services, costs, Medicare reimbursement rates, and.availability of doctors and
nurses. -

As many of you know, the week of May 15 was declared “National Rural Health
Awareness Week.” The resolution states that:

e Rural Americans account for nearly 25% of the population, but are served
by only 12% of the nation’s doctors, 18% of the nation’s nurses, and 14% of
the nation’s pharmacies; "

* The resulting health status of rural Americans remains significantly
lower than that of urban Americans, with rural Americans showing a
disproportionately higher rate of maternal and infant mortality, injury,
and chronic illness;

* Accessibility to the available health care services in rural America is
limited not only by the lack of transportation, but also by the fact that more
rural residents are uninsured;

¢ Closures of rural hospitals and other health care facilities, which have a
severe impact on their communities, continue to spread across the rural
areas of our nation.

Furthermore, several important provisions were included in the Budget
Reconciliation Bill for Fiscal Year 1988. First, the bill authorized grants to assist
small rural hospitals and their communities in the planning and implementation
of projects to modify the type and extent of services the hospitals provide in order to
adjust to various changes. This planning could involve changes in service
population, clinical practice patterns, demand for acute-care inpatient hospital
capacity, ability to provide appropriate staffing for inpatient hospitals, demand for



ambulatory and emergency services, and demand for appropriate integration of
community health services. The President recommended funding for this
program in FY’89; the Appropriations Subcommittee on Health has yet to report
its recommendations. We should know what this recommendation is in a few

The Reconciliation Bill created an office of Rural Health Policy within the
Department of Health and Human Services. Its charge is to coordinate all rural
health care issues and be a voice for further reforms and innovative approaches. It
should be a real advocate for rural America.

A physician in a rural health care manpower shortage area will get an additional
5% repayment in addition to the Medicare repayment. It also increased the
reimbursement for rural health clinics from $32.19 per visit maximum to $46.00.
Furthermore, psychologists’ services in rural mental health clinics are made
reimbursable, and direct reimbursement is authorized for psychologists’ services
furnished at community mental health centers.

Another important provision requires Peer Review Organizations to take into
account special problems associated with delivering care in remote rural areas,
the availability of alternatives to hospitalization, and the distance from a patient’s
residence to the site of care. These are important steps, but the efforts must
continue.



EXECUTIVE SUMMARY

In 1986, the Kansas Legislature amended K.S.A. 76-373 et seq., authorizing the
University of Kansas Medical Center to annually determine medically underserved
areas in Kansas by physician specialty. Using data from the Board of Healing
Arts' 1988 Physician Licensure Renewal Survey of medical and osteopathic doc-
tors, the University of Kansas Medical Center has determined medically under-
served areas in primary, secondary, and tertiary care. The following tables
summarize information from the 1988 medically underserved areas analysis, com-
paring the 1988 results with findings from past analyses. Changes in care sta-
tus from previous reports are due to requested designation reviews.

Primary Care

A total of 65 counties were determined to be medically underserved in primary
care in 1988, equivalent to the total underserved designations in 1987. Of the
65 counties, 58 of them were determined to be critically underserved, six more
than were designated as critically underserved in 1987. The following table
indicates the number of medically underserved and critically underserved coun-
ties in primary care from 1984 to 1988.

Table 1

Number of Medically Underserved Counties in Primary Care
1984 to 1988 '

1984 1985 1986 1987 1988

Underserved 16 10 5 13 7
. Critically Underserved 30 42 46 52 58
Total 46 52 51 65 65

In 1988, the Chancellor's Advisory Committee on the Kansas Medical Scholarship
Program approved a methodological revision to the procedures used to calculate
primary care physician-to-population ratios. Prior to 1988, 0.5 FTE were
deducted from total FTE for each county to compensate for the hypothetical loss
of physician manpower. Requests for reviews of the 1987 primary care designa-
tions reached a record high of 25, compared to 15 for the previous period. Of
these reviews, 13 were approved, many due to the loss of one or two physicians.
In response to the apparent need for an allowance that more accurately re-
flected the communities' needs, the reduction was revised to 1.0 FTE in 1988.
The total number of underserved counties in 1988 equals the total for 1987
after adjusting for changes to 1987 designations that were made as a result of
the reviews during the past year. Although 12 fewer counties would have been
designated as underserved if total FTE for each county had been adjusted by the
0.5 allowance in 1988, numerous reviews during the coming year would be
expected to bring the total number of underserved areas close to the total
shown above. With the increased adjustment it is expected that fewer designa-
tion reviews will be necessary during 1988.

7
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Underserved Areas

Specialties include:

Atchison
Brown
Butler
Chase
Chautauqua
Cherokee
Cheyenne
Clark
Clay
Coffey
Comanche
Crawford
Decatur
Doniphan
Edwards
Elk
Ellsworth

cu

Cu
Cu
Cu
cu
Cu
Cu
Cu
Cu
Cu
Cu
Cu
Cu

Ccu -

Cu
Cu

% Critically Underserved Areas

Family Practice; General Practice; Internal Medicine;
Pediatrics ‘

Franklin
Geary
Graham
Gray
Greenwood
Harper
Hodgeman
Jackson
Jefferson
Jewell
Kearny
Lane
Lincoln
Linn
Logan
Marion

U - Underserved (7 counties)

cu Marshall U Rooks Cu

Y Meade Cu Rush cy
Cu Miami cu Russell U
Cu Mitchell cu Seward cu
Cu Montgomery Cu Sheridan cu

1] Morris Cu Smith Cu
Cu Morton Ccu Stanton cy
Cu Neosho cuy Stevens cu
Cu Norton Ccu Sumner Ccu
Cu Usage Cu Thomas Cu
Cu Osborne u Wabaunsee Cu
cu Pawnee Cu Wallace Cu
Cu Phillips cu Washington Cu
Cu Pottawatomie CU Wichita Cu
cu Republic Ccu Wilson U
u Rice Cu Woodson Cu

CU - Critically Underserved (58 counties)

Refer to page 7 for information on qualifying medical facilities.

Designation effective December 31, 1988 - December 31, 1991

N
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Population dispersment of nurses in advanced practice in Kansas
based on a list purchased from the Kansas State Borad of Nursing
in August, 1988.




AMERICAN ACADEMY OF NURSE PRACTITIONERS
45 FOSTER ST., SUITE A; LOWELL, MA 01851 (508) 937-7343

Summarizing the findings of the numerous studies of nurse practitioner's performance in a variety of settings, the
Congressional Budget Office concluded: Nurse practitioners have performed as well as physicians with respect to
patient outcomes, proper diagnosis, management of specified medical conditions, and frequency of patient satis-
faction.’

Studies have shown that nurse practitioners rate high in consumer satisfaction.?

Review of studies comparing nurse practitioners and physicians led the Congressional Office of Technology Assess-
ment to conclude: “NPs appear to have better communication, counseling, and interviewing skills than physicians
have.”?

The OTA study also states: “Malpractice insurance premiums and the incidence of malpractice claims indicate that
patients are satisfied with NP care. Although insurance premiums for nurse practitioners are increasing, successful
malpractice suits against them remain extremely rare.”*

In a review of 26 studies comparing nurse practitioner performance to that of physicians, Prescott and Driscoll report-
ed that nurse practitioners received higher scores than physicians on several variables. These included such areas
as amount/depth of discussion regarding child health care, preventative health, & wellness; amount of advice, thera-
peutric listening, and support offered to patients; completeness of history and followup on history findings; complete-
ness of physical examination and interviewing skills; and patient knowledge about the management plan given to them
by the provider.®

In areview of 15 studies, Record concluded that between 75% and 80% of adult primary care services and up to 90%
of pediatric primary care services could be performed by nurse practitioners.®

Productivity studies show that if a nurse practitioner is utilized efficiently, s/he could increase the productivity of a
solo practice physician by approximately 70%.7

A review of several studies shows that the quality of care provided by NPs is as high as the care rendered by physi-
cians for that range of skills which the NPs are trained to use. The quality of care comparison was measured by diag-
nosis, treatment, and patient outcomes.?

Robyn and Hadley report, “. . . it appears that patients respond favorably to the quality of treatment itself, as well as
the tendency of nurse practitioners . . . to spend more time with them, to create a more relaxed atmosphere in which
they (the patient) feel more comfortable asking questions which they might regard as too trivial for a physician.®

The Burlington Randomized Trial Study found that nurse practitioners made appropriate referrals when medical in-
tervention was necessary.'°

Estimates of incréases in the productivity of physician practices that include nurse practitioners range from 20 to 90
percent. The greatest increase in productivity results when the nurse practitioner has primary responsibilities for a
subset of patients and refers complicated cases “up” to the physician rather than having the physician delegate rou-
tine problems “down” to the nurse practitioner."

in the Burlington Randomized Trial Study, it was found that nurse practitioners were able to provide primary care
services as safely and effectively as physicians.?

In a federal physician extender reimbursement experiment, it was found that physician/nurse practitioner teams
provided a higher quality of care than physicians alone.™
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1) Sara Writson, in her review and analysis of studies concerning Nurse Practitioners, health insurance and cost
effectiveness, reports: “Third party payment plays a major role in meeting the costs of health care in the U.S. Present
insurance reimbursement practices favor costly hospitalization and physician care. Effective utilization of Nurse
Practitioners has the potential to increase access to health care, to increase efficiency in its provision, and to pro-
vide cost-savings.™

2) A 1980 study by CHAMPUS to determine the cost effectiveness of direct, independent reimbursement to Nurse
Practitioners showed that of the 44 procedures billed, 32 averaged 31% less than the amount normally allowed to
cover physician bills. All but one of the bills for office visits were less than the allowance for a visit to a physician.?

3) tn a review of 15 studies, Record concluded that between 75 and 80% of adult primary care services, and up to
90% of pediatric primary care services could be performed by Nurse Practitioners. Potential cost savings with the
use of Nurse Practitioners was estimated at $0.5 billion to $1.0 billion or 19 to 49% of primary care provider costs.®

4) The 1975 study by Runyan showed that the use of Nurse Practitioners in decentralized outpatient medical clinics
resulted in 50% fewer hospitalized days for their patients compared to the control group.*

5) Robyn and Hadiey conclude in their analysis of health care costs that “movement away from a physician-dominated
delivery system is essential if significant long-term cost savings are to result.”

6) A recent, unpublished study by System Science, Inc. of Bethesda, MD found that for 58 tasks grouped into 5
categories —Physical examination, office surgery, lab procedures, patient education and counseling—the average
bill was $8.13 when performed by a Nurse Practitioner and $16.48 when performed by a physician.®

7) Robyn and Hadley found, in their review of data, that the training of providers such as Nurse Practitioners, is
approximately one-quarter to one-third the cost of training a physician. This is a savings that potentially could be
passed onto the consumer in Iower fees.” It has already been reported that Nurse Midwwes charge slightly less
than obstetricians for their services.?

8) Another study found that, for two sites served by ambulatory clinics staffed by Nurse Practitioners . . . utilization
of hospitals (number of admissions and duration of stay) was lower than for two matched control sites without clinics
with Nurse Practitioners.®

9) Case in point: “Ms. A [who has had a stroke] . . . lived on a fixed income, and a visit to her physician for a minor
problem would have cost $100.00 for ambulance fees alone . . . [The visiting Nurse Practitioner's] last physical exam
revealed a monilial [yeast] infection . . . The Certified Nurse Practitioner’s telephone call to the physician produced
the necessary prescription, and an expensive office visit was averted.'

10) An article reviewing the studies of non-physician health care professionals concludes that four such non-
physicians can replace two or three physicians. Adding a non-physician health care professional produces an aver-
age increase of 40 to 50% in total office visits. Replacement of a physician by a non-physician health care profes-
sional produces cost savings of more than $34,000 a year."

11) In a study by Salkever and other comparing the treatment of otitis media and sore throat, it was found that ser-
vices provided by Nurse Practitioners were less costly than those provided by physicians.'?

12) A study of third party reimbursement of Nurse Practitioners in Maryland and Oregon found in both states that
Nurse Practitioners were charging less than physicians for their services."

71/
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Testimony of Linda Reinhardt, Member-At-Large of the Kansas Farm Bureau
Board of Directors, Manhattan, Kansas

I am here today representing the more than 126,000 member families of the Farm
Bureau in Kansas. We want to bring to your attention some of the special needs of
the rural elderly. Those needs are in a number of areas, some of the most pressing
of which are health care, transportation, taxation and Social Security.

For many of our elderly, nursing home care will become a necessity. For others,
remaining in their own homes will be a far preferable option. We believe health
care programs should maximize the independence of the elderly for as long as
possible.

In health and nutrition many things are needed. I will highlight but a few. We
support:

s Legislation to allow 100% federal income tax credits or tax deductions for
those who self-finance their health insurance.

* Greater use of non-physician providers to help relieve personnel
maldistribution in the medical profession.

* Efforts of medical schools to train additional qualified family physicians
who intend to practice medicine in rural areas.

* Economic inducements to encourage doctors to practice in rural areas.
Along with the Kansas Medical Society, the Kansas Farm Bureau has
initiated a program known as MEDISERVE. Our program provides
financial stipends for candidates at medical school who will agree to
practice in an underserved rural area of Kansas in one of the basic general
practice/family practice specialties.

¢ State and federal government policies that provide incentives for medical
and mental health services in rural areas.

¢ Efforts at every level of government to reduce medical malpractice
insurance costs.

* Third-party payer recognition for payment of outpatient treatment and
‘preventive measures.

While still on the topic of health and nutrition, I must say to you that we are
opposed to compulsory national health insurance in any form.



Susan Hasdlle, R, M.S.

346 MAINE
LAWRENCE, KANSAS 66044

(913) 841-1243
February 22, 1990

Senate Bill #633: Third Party Reimbursement for ARNP'S

Chairman Bond and Members of the Senate Financial Institutions and
Insurance Committee:

My mname is BSusan Hasselle; I am a clinical specialist in
psychiatric nursing. I obtained my master of science degree in
psychiatric nursing in 1967, and have had numerous post-graduate
educational experiences since then. I would like to make note that
these post-graduate opportunities were made available to me with
the wunderstanding that my formal educational background was
comparable to that of any of the other recognized mental health
professionals. My educational qualifications were a prerequisite
for my admission into these programs. My fellow students in all
these post-graduate courses included: psychiatrists, certified
clinical psychologists, certified psychiatric social workers. I
would like to note that I am certified as an Advanced Registered
Nurse Practitioner in Kansas. Since 1981, I have been working as
a private practitioner at the above address doing individual,
family, and marital therapy.

As a clinical nurse specialist in psychiatric nursing, I do offer
quality care at a reduced fee in comparison to most psychiatrists
and certified clinical psychologists. For example, my husband, who
is a board certified psychiatrist, charges $80.00 for a fifty-
minute psychotherapy/consultative session. I charge $50.00.
Through the present date, I have been able to offer my clients the
benefits of third party insurance coverage through several
companies. As of January 1, 1990, however, Blue Cross/Blue Shield
of Kansas terminated their direct reimbursement for my services.
(An inconsistency is that M.C.C. of Kansas, after reviewing ny
credentials, does list me as a provider. My understanding is that
Blue Cross/Blue Shield HMO of Kansas, as a cost cutting strategy,
contracts with M.C.C. to provide services in Kansas.) Medicaid in
the State of Kansas does not cover my services in private practice.
When I am asked to see a medicaid client, I routinely refer them to
my husband since psychiatrists are covered. The arithmetic
documenting how much more this is costing the state of Kansas can
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Susan Hasselle, R.N., M.S. Page 2

only be guessed at. Most clients and insurance companies, however,
have commonly welcomed the option of pursuing quality psychotherapy
through registered nurses with advanced preparation such as I. In
this day of burgeoning medical/psychiatric costs, it is a
refreshing discovery to have the option of choosing a therapist
with reduced fees, knowing that most comprehensive insurance
policies only cover a percentage of psychotherapy bills. Most of
the referrals that I get, however, are not because of my lower
fees. My referrals come from my reputation as a therapist, and I
am the therapist of choice for my clients.

If the termination of reimbursement for mental health services for
advanced psychiatric nurses by the largest health insurance company
in the state forecasts a trend for the future, I'm left to assume
that clients will no longer feel free to exercise their free choice
in who they wish to see for a therapist. I believe this is a grave
injustice to the health care consumers.

At this point in the state of Kansas, only those individuals
licensed under the Board of Healing Arts and the Behavioral Science
Requlatory Board are mandated by law to be reimbursed. Nurses in
expanded roles are the only health care providers of currently
covered mental health services which are not regulated by the above
named boards. Nurses are licensed and certified for advanced
practice by the State Board of Nursing. At a time when there is a
shortage of gqualified nurses and a need to attract new people into
the profession, it 1is discouraging for potential candidates to
witness this discrimination. Nurses need incentives if they are
to expand their capabilities and still stay in the profession.
This shortage is particularly critical in rural areas of Kansas
where nurses may be the most accessible professionals in not only
mental health, but in general health fields.

Thank you for allowing me to testify on this matter. If I can
answer any questions or provide any further information, please
feel free to call upon me.
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Micki K. Zenger, CFNP.
Rt. 1, Box. 9

Haddam, KS 66944
(913) 778-3363

-
"

Senator Richard Bonrd, Chairman
- Senate Insurance Committee
Capitol Building #128-South
Topeka, Kansas 66612

Chairman Bond and members of the Senate Committee of Financial Institutions & Insurance,

I am an Advanced Registered Nurse Practiticner and presently practice in and
administer a Rural Health Clinic. This clinic has been in operation for over
three years. Up until January, 1990, I was able to offer my patients the bene-
fits of third party insurance reimbursement from several insurance companies,
including Bluc Cross and Blue Shield. Medicare and Medicaid still reimburse
me for my services, and expect to continue to do so.

Many of my patients have coverage through Blue Cross and Blue Shield and were
nutified by letter that as of January, 1990, a rider was added, without their consent,
to their policies stating that .RN services were nc longer covered. This rider
did not specify that this would affect Nurse Practitioner services, such as mine.

I now have to explain to patients that their insurance company no longer will
make reimbursement for my services, I cannot explain why.

Quality health care and cost effectiveness are a top priority for everyonec.
I believe the quality and cost of:my services are unquestionable. Limiting access
to health care providers should not be a result of an attempt to cut costs. This
new benefit reduction by third party insurance companies adversely affects effective
employment of advanced nurse practitioners, such as myself, and limits patients'
choices, resulting in decreased access to health care.

Rural Kansas is in a health care crisis and Senate Bill No. 633 must be passed
to oblige insurance companies to pay for services provided by Nurse Practitioners.
The result will be increased access to health care by those who have the lcast
means to seek care elsewhere. I trust that you are-also concerned about this
problem and support this bill to provide a solution to this problem.

~ Sincerely,
f (’" ) 8 . .
sl et ¥ g AN
yZa
) g ML Micki K. Zenger
L} Certified Family Nurse Practitioner
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Dear Chairman Bond and Committee members:

Thanks for this opportunity to address each of you concerning the interests of
supporting the concept underlying SB 633 delineating the provisions of providers
of health services to be reimbursed, i.e. amending KSA 40-2, 19. I wish to share
some history regarding the role development of ARNPs as well as some current
practices in 3rd party pay within the state and within the role,

Kansas has been a forerunner in the nation with regard to role development for

advanced practice addressing concerns formally as early as the 50s through a

study sponsored by KSNA on nursing supply and services. In the mid-60s through grants
of the Kansas Regional Medical Program, leadership of Dr. Brown and others, and

the legislature, major strides were accomplighed in establishing mid-level health
practitioner programs, addressing rural care, medical maldistribution, library resourcec
and funding issues, Additionally, KU opendd its masters-level program as early as 19¢
In the 70s, much progress was made as the state prepared an official health care plan,
includuing specific statements for the utilization of nurse clinicians in urban clinics
rural sites, and the health depts, Additionally, med school enrollments were increasec
a locum tenens program established, but need for mid-level health practitioners

has continued with medical maldistribution continuing.

Specifically, as early as 1967 studies were done to address changing the NPA to
expand the scope of practice of nursing, committees appointed to define expanded
role between 1969 and 71, establishment of a nurse practitioner grant in 1969,
program initiation in 1971 as certificate for nurse clinicians, formation of a
state conference group for advanced practitioners by 1972, The NPA was revised

in 1975 thanks to intensive work of legislature to make laws congruent with the
national movement to utilization of mid<level health practitioners, Statutory
authority for ARNPs was approved and rules and regulations for definition of practice,
approval of educational programs, and functions or scope of practice for the types
of ARNPs developed. TFour categores exist in Kansas: nurse anesthesists, midwives,
practitioner/clinicians and clinical nurse specialists, Permanent regulations were
operational by 1982,

Numbers are important in Kansas considering the level of funding. Approximately

300 nurse practitioners were prepared for a role focusing upon health assessment,
maintence of health, monitoring of chronic diseases, practice settings mostly in
rural sites and urban underserved, i.,e. community health clinics, private offices,
physican group practices, One program prepared graduates for 60 counties of Kansas,
28 states (fed. funds) and 2 foreign countries(missions). A profile of the graduates
included post-RN program with average years of experience of 10, age 40 on admission,
primarily female, and 607% with some degree preparation. Programs nationally have
usually ranged from 1 to 2 years, postmgraduate study., Advanced role preparation has
usually included preceptorships  in community settings and with physicians in primary
care practice or specialty areas for clinical specialists,

General progress for accomodation of this type of practice is acknowledged in the
multiple clinics and physicians accepting educational roles and employing graduates,
Hospital privileges for practice were obtained as early as 1972 in several settings.
Prior to this, nurse anesthesists were practicing in expanded roles in hospital
anesthesia services or with privileges, Kansas, after completion of the laws, now
has, according to most recent State Board of Nsg, Annual Report, as certified

183 ARNPs, about .008% of liscensed nursing population, and 331 RNAs, Nationally,
there are approximately 62,000 certified nurses in.the 1,4 million RNs, with Kansas

having 502, Of these, 135 are nurse practitioners, 30 psy specialists, and 6% clipical

nurse specialists., These available, credentialed people can provide Valuab%ﬁ%éé;ZZ%&@/%b
7770
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and cost-effective services, noting that this is not an overwhelming numbers to
~ be considered for individual non-physician provider numbers, such as is pos31b1e
for consideration under policy of services provided by non-physicians. It is
important to also note that many ARNPs function in employer/employee (type B)
situations versus type A provisions, i.e. independent practice,

Specifically regarding the concept of 3rd party pay, I wish to note this is

not new and in this arena Kansas is not a forerunner, although major companies have
since about 78 provided voluntary assignment through type B services or on individual
consideration. Nurse anesthesists and private duty nurses have been approved for
years. The need for consideration of non-physician reimbursement have been directed
by same concerns as above: dincreased costs of care and need to change responses,
shifts in the health care needs of the population, and major increase in vulnerable
population, i,e. urban poor, rural, aging, maternal/child., It is estimated that

188 millions are covered by general private forms of insurance (84) of population, with
16 million in the older population supplementing medicare coverages. It is
estimated, there are @ 21 million adults and 7 million children that are underinsured
or uninsured, even with consideration of Medicare.2 Nurses in expanded roles have
been utilized to respond to such needs since the 30s in community health settings,

as private duty and home nurses, and in multiple health clinics in 40s-60s, Nurse
anesthesist association was founded in 1931, It was not until mid-60s that the

nurse practitioner educational programs, mostly on federal dollars,were formalized,
Initial development occurred in the military and by federal grants,

Coninciding with the development were major shifts in reimbursement patterns for
nurse practitioner providers, i,e. child screening clinics, community health
certification, CHAMPUS program, 1974, approving nurse reimbursement, Medicare

and Medicaid, 1985, and Rural Health Clinic legislation, 1977. Kansas has participated

in this trend by reimbursement on selected basis for approved CllnlCS in rural
settings, placement of national health service corps trainees, some military
clinics, and private offices on voluntary assignment basis. Also, the KSNA, through
work of several advanced pracitioners, prepared reso%gtioqs as/early as 1977,

L6 o Clavent ere
The 1989 Omnibus Bill, approved, has mandated state reimbursement programs for
Medicare and Medicaid in states were the role in legally defined. Proposed
legislation is in process for FEHBP(Federal Employee Health Benefits Program),
the Community Nursing and Ambulatory Act, and the Advanced Nursing Services in
Nursing Homes Act.

Regarding the scope of practice and legal authority for such practice, including
transmittal of medications, a compilation of states is provided through the January,
1990, Nurse Practitioner Journal. Over 20 states are also listed that have

Health Insurance Law Changes requiring Third<Party Reimbursement for services

of nurses, mostly as nurse anesthesists, nurse midwives, and psychiatric nurses,
Some have also included nurse practitioners for the private insurers, Federal
re1mbursement has been approved in special settings or specific populations since

1977.

So, I wish to thank the legislators for all their efforts directed at various
medical and health system crises, i.e. malpractice, rural and small hospital,
community clinics, medical maldistribution, and expansion of nursing laws, All
this work has made Kansas a leader in the national arena to effect the appropriate
utlization of appropriately-credentialed advanced nursing practitioners in these
needed areas. The voluntary system of approving specific nurses, such as nusse
anesthesia, private duty, .and some nurse practitioners, has been in practice
since early 70s. Many of us have worked with the legislature to establish the
PRACTICE laws and credentialing mechanims first, It is timely to now examine
the health insurance laws specific to reimbursement, I thank you for this
opportunity to share history and general practice items,

C. Tee, RN.. C.. ARNP. Ph.D.
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1. Kansas State Board of Nursing, Annual Report; 1989, | '

2. H. Rowland, NURSES" ALNANAC, Aspen; 1984, (chpters on Health Costs & Insurance)
3. American Nurses Foundation, Inc. "Nurses in Private Practice,”, ANA,1988.

4, KSNA, 1977 Resolution on Third Party Pay, July 15, 1977,

5. "Legal Authority, Reimbursement and Prescrptive Authority for

Advanced Practice by State," NURSE PRACTITIONER, January, 1990, V. 12, no. 1.,
p. 12,

See general outline of National Trends for Third-Party Reimbursement,
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RESOLUTION ON THIRD PARTY PAYMENT

Submitted by the Kansas State Nurses' Assoclation

WHEREAS, nursing care is an essential component of comprehensive health care,
congisting of preventive health maintenance, diagnostic treatment, and
restorative and preventive services, and

WHEREAS, it is in the public interest to provide to all people unrestricted
access to nursing services, and the nursing profession bears primary respon-
sibility for guaranteeing to all people unconditioned access to nursing
services, and

WHEREAS, access to nursing services is currently severely restricted by
reimbursement policies and procedures used by public and private third-
party payers for reimbursing consumers and providérs, and:'

WHEREAS, among the autonomous licensed health professions only nursing is
denied direct insurance reimbursement for its services, and

WHEREAS, this discriminatory practice jeopardizes public well-being and
exploits professional practitioners, therefore be it

RESOLVED, that the first Kamsas State Meeting for Women pursue all avenues
at federal and state levels to effect unconditional recognition of
direct fee for services reimbursement for nursing practitioners by both

public and private third party payers.

15/July/77
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Figure -1 The nation’s health dollar in 19g4
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Source: Health Care Financing Administration, Health Care Financing Review, Eall 1983,
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Table 1.42. States That Have Adopted Legislation Authorizing
Prescription of Drugs by Nurses, 1984

- State State
—
Alaska New Hampshire
Arizona New Mexico?
Florida' North Carolina
Idaho Oregon
Maine Pennsylvania
Maryland? South Dakota
Massachusetts Tennessee'
Michigan® Utah
Mississippi Vermont?
Nevada Washington

tLegal authority has not been implemented,

1achorization is through the board of nursing rules.
sauthorization is through opinion of the attorney general.

SOURCE: American Nurses’ Association, Center for Research, special tabulation from files of the

Policy Analysis unit.

Table 1.43. States That Have Adopted Heaith Insurance Law Changes
Requiring Third-Party Reimbursement Legislation
for Services of Nurses, 1984

State State

Alaska’ Montana
California? New Jersey
Connecticut New Mexico!
Florida New York

Maine Oregon

Maryland Pennsylvania’
Minnesota® Utah

Mississippi Washington

West Virginia

'Includes nurse midwives only.
*Includes psychiatric nurses only.

3Includes nurse anesthetists and nurse midwives only.
SOURCE: American Nurses’ Association, Center for Research, special tabulation from files of the

Policy Analysis unit.




NATIONAL TRENDS IN THIRD PARTY REIMBURSEMENT

The concept of the Advanced Practice Nurse is sanctioned by both state and

federal legislation. The following list provides examples of such actions:

California reimburses private duty nurses and nurse anesthetists under state law
without requiring physican supervision.(l)

Maryland law mandates health insurance compaines to pay for the services of
nurse midwives and nurse practitioners without requiring physician
intervention.(2)

Mississippi nurse practitioners and nurse midwives receive reimbursement for the
services they provide in non-profit clinics with joint protocols for physicians
and nurses.(3)

In Dec. 1984 New York State's bill for reimbursement to registered professional
nurses in non-institutionalized practice was passed.

Washington State Medical Assistance Program reimburses services of nurses who
are ANA certified. Also, since 1973 legislation mandates that disability and
rehabilitation insurance policies reimburse for care provided by a registered
nurse,

The Rural Health Bill, H.R. 8422, was passed and signed into law on December,
1977,  This bill covers services performed by a primary care nurse practitioner
in rural clinics,

Medicare reimburses services of registered nurses and licenses practical nurses
for home health care in areas where there are not home health agencies.

Twenty-six states reimburse for nurse practitioner’s services via Medicaid Title
XIX when those services are submitted under a physician signature, (4)

CHAMPUS - P.L. 97-114 or the Champus (Civilian Health Care and Medical Program
of the Uniformed Services) allows for direct reimbursement of certified nurse
practitioners and nurse midwives without the supervision of physicians.(5)

Vermont's psychiatric nurses with an M.5.N. have been included with
psychiatrists and licensed psychologists as "licensed mental health
professionals" and the Secretary of the Agency of Human Services has instructed
third party payers to reimburse for their services.(6)

In Wisconsin, services of masters prepared mental health nurses are reimbursed
under Medicaid without the requirement of physician supervision.(7)
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Practice

Reimbursement

Indiana

NP practice is defined in NPA with
qualifications “as determined by BON"; the
BON has not yet adopted R&Rs.

NPs cannot directly receive third-party
reimbursement.

No current legislative authority..

lowa

Advanced-practice administrative rules are
in the NPA. ARNPs are licensed by the
BON.

There is legislation that permits third-party
reimbursement for certified RNs.

No current legislative authority.

Kansas

Advanced practice recognition is voluntary
for ARNPs (CNMs, NPs and clinical nurse
specialists). There is mandatory recognition
for CRNAs.

NPs can be reimbursed by Medicaid for
assessment screening and for case
management of technology-dependent
children. Third-party payers reimburse
CRNAs, There is no statutory requirement
to reimburse ARNPs,

NPs may prescribe under jointly adopted
protocols between the nurse and physician.
The BON will adopt R&Rs for permanent
regulations allowing for ARNPs to prescribe
following jointly agreed upon protocols
with “the responsible physician,” excluding
controlled substances.

Kentucky

State law licenses ARNPs {including nurse
practitioners, nurse midwives and nurse
anesthetists).

State law is lenient in directly reimbursing
NPs in primary care and rural health
centers. Direct physician contact is
required in private settings.

A legislative bill allowing ARNPs to
prescribe has been pre-filed for
consideration in 1990,

Louisiana

R&Rs for NPs are promulgated by the BON.

There is only Medicaid reimbursement for
CNMs,

No current legislative authority.

Specific regulations for NPs granted by
BON; NPs are seeking revision this year
with the goal of minimal regulation for
advanced practice.

None for NPs but legislation was adopted
to include reimbursement to master’s~
prepared, certified psych/mental health
nurse specialists only.

Prescriptive authority is approved by BOM
(NPs have their own DEA #). Limits in
prescribing formulary by exclusion (i.e.,
narcotics).

Maryland

NPs are certified to practice through the
BON; requirements include passing a
nationally certified exarn and written
agreement with a responsible MD (the
agreement is reviewed by an equally
represented joint MD/NP committee).

Per legislation passed in 1986, all nurses
are entitled to reimbursement for services
as long as they are practicing within their
legal scope of practice. Medical-assistance
reimbursement remains pending; approval
by the state legislature is anticipated
shortly.

NPs prescribe medications as agreed upon
in writing with physicians. The NP uses his
or her own signature on the prescriptive
pad; a list of NPs “certified to practice” is
sent to pharmacists. There was a question
several years ago whether the pharmacy
regulations allowed “filling” of scripts
written by NPs, but the attorney general’s
opinion was that NP scripts were as
acceptable as any other provider's.

Massachusetts

Since 1975, nurses with additional
education approved by the BON may
perform certain additional acts under R&Rs
approved by the BON and BOM. This
includes NPs, CNMs, CRNAs and
psychiatric nurse/mental health clinical
specialists.

Psychiatric nurse/mental health clinical
specialists and midwives are currently
reimbursed due to state law. Bills are
pending before the Legislature on
reimbursement for NPs and CRNAs.

NPs, after registering with the Department
of Public Health, may prescribe for patients
in long-term-care facilities as well as for
chronic-disease patients in their homes, if
this would avoid their being
institutionalized.

Key to Abbreviations Used in Table

BON - Board of Nursing

BOM - Board of Medicine

BONE - Board of Nurse Examiners

BOME - Board of Medical Examiners

R&Rs - Rules and Regulations

NPA - Nurse Practice Act

ANP - Advanced Nurse Practitioner

ARNP - Advanced Registered Nurse Practitioner

CNM - Certified Nurse Midwife
CRNA - Certified Registered Nurse Anesthetist

Practice - Respondents answered question, “What is the status of legal authorily for advanced

practice in your state?”

Reimbursement - Respondents answered question, “What is the status of reimbursement for

nursing services in your state, including NPs?”

Rx - Respondents answered question, “What is the status of prescriptive authority for nurses in

advanced practice in your state?”
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