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MINUTES OF THE _SENUATE _ COMMITTEE ON _PUBLIC HEALTH AND WELFARE

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

10:00
SV YT am/pspkson March 371 1982in room __526~S of the Capitol.

All members were present except:

Committee staff present:
Emalene Correll, Legislative Research
Bill Wolff, Legislative Research
Norman Furse, Revisor’s Office
Jo Ann Bunten, Committee Secretary
Conferees appearing before the committee:

Terri Roberts, Kansas State Nurses Association

Elizabeth Taylor, Kansas Federation of Licensed Practical Nurses, Inc.
Jana Floyd RN, Morton County Hospital

Linda McCulloch RN, Topeka

Vera Streit RN, Kansas Council of Practical Nurse Education

Nona Grieshaber RN, Manhattan

Chairman Ehrlich called the meeting to order at 10:00 a.m.

The Chairman asked for consideration of the minutes of March 23, 24, 25,6 26 and 27, 1992.
Senator Hayden made a motion to approve the minutes as presented, seconded by Senator
Walker. No discussion followed. The motion carried.

Continuation of Hearing on HB 3071 - Grounds for disciplinary actions by board of nursing.

Terri Roberts, KSNA, submitted written testimony and stated support for many of the new elements
in HB 3071, however, KSNA has been working with the Kansas State Board of Nursing and other
nursing groups to come to a consensus on language that would provide specific direction to
licensed practical nurses’ responsibilities related to IV infusions. A balloon of the bill was submitted
that contained two proposed amendments -- the first would delete the broad delegatory authority by
physicians, and the second would delete the word “push” on page 2, line 9. (Attachment 1) Ms.
Roberts stated the use of a PCA that is administered by a physician or registered nurse on a
patient is still being debated as to whether or not an LPN should be allowed to use this device.
LPNs and RNs would like to have some perimeters as to what the role of an LPN is in relation to
administering IVs. The LPN is uncertain of that role, as there always is the threat they would exceed
that scope and be disciplined. In regard to education requirements, Ms. Roberts stated the LPN
does have some education in IV, but not intense 1V therapy which is medication directly into the
vein.

Elizabeth Taylor stated KFLPN offers its support of HB 3071 that would allow the KSBN to assess
administrative fines and KSBN to investigate and levy proceedings against nurses not in
compliance with the law; however, the language in the bill, while approved by all interested parties
after long, hard negotiations, is the most appropriate language to allow the LPN tfo function as they
have been trained while still serving under the supervision of the RN. Ms. Taylor stated they do not
want any further amendments to the bill. (Attachment 2)

Jana Floyd, Morton County Hospital, submitted written testimony and stated she is supportive of
LPNs administering IV fluids and medications under the supervision of registered nurses and
specified protocols by policy and procedure is most beneficial, but has a concern that the bill as
amended by the House Committee remains too restrictive in regard with IV push medications, and
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offered an amendment addressing this concern. (Attachment 3)

Linda McCulloch RN, submitted written testimony and stated she is opposed to LPNs performing
any intravenous therapy at all in any setting but especially the hospital institutional setting. Ms.
McCulloch stated from personal experience as an LPN she was not prepared to perform critical
thinking and problem solving in this atmosphere. (Attachment 4)

Vera Streit RN, speaking on behalf of the Kansas Council of Practical Nurse Education, stated HB
3071 as amended by the House Committee is extremely restrictive and does not offer flexibility for
the efficient delivery of nursing care or the appropriate use of educated nurses. Ms. Streit expressed
support for retaining the original bill. (Attachment 5)

Nona Grieshaber RN, and an active member of KSNA, submitted written testimony and expressed
strong opposition to portions of HB 3071 regarding allowance of administration of [V push
medications of any category by an LPN. Ms. Grieshaber explained in detail the procedure involved
in IV push medication and stressed language be added to the bill that would prohibit LPN and IV
administration of any sort to pediatric age patients. (Attachment 6)

Written testimony was submitted on HB 3071 from the following: Tom Bell, KHA; Susan Fry,
Kansas Organization of Nurse Executives, with amendment; Donna J. Bauer RN, Mulvane; and
Chip Wheelen, KMS, with amendment. (Attachments 7 - %)

Written testimony was submitted on HB 2913 from the following: Representative Barbara Allen;
Representative Kent Glasscock; John E. Moore, Cessna Aircraft Company;Jerry Slaughter, KMS;
and Robert L. Epps, SRS . (Attachments 10~ 1%/}

Written testimony was submitted on HB 3045 from the following: Donna Whiteman, SRS; Marilyn
Bradt, Kansans for Improvement of Nursing Homes, Inc.; Joe Kroll, Health and Environment; Basil
Covey, Kansas Retired Teachers Association; Arris Johnson, Kansas Silver Haired Legislature;
Walter H. Crockett, AARP; Lyndon Drew, Department on Aging; Mary Stutterheim, Prairie Village;
and Rosemary Harris, Older Citizens Information. (Attachments 15 -2%)

Pages assisting at the Committee meeting were sponsored by Senator Walker.

The meeting was adjourned at 11:00 a.m. The next meeting of the Committee is scheduled for April
1, 1992, 10:00 a.m., Room 526-S..
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'KSNA

the voice of Nursing in Kansas

FOR MORETNFORMATION CONTACT:

Terri Roberts, J.D., R.N.
Executive Director

Kansas State Nurses’ Association
700 S.W. Jackson Suite 601
Topeka, Kansas 66603-3731
(913) 233-8638

March 31, 1992

HB 3071 ACT CONCERNING DISCIPLINARY ACTIONS BY THE
KANSAS STATE BOARD OF NURSING

Chairperson Ehrlich and members of the Senate Public Health and Welfare
Committee, my name is Terri Roberts and I am the Executive Director of
the Kansas State Nurses' Association.

The Kansas State Nurses' Association supports many of the new elements
in House Bill 3071 including the adoption of a new category of discipli-
nary action public censure of licensees. We believe that by expanding
the current options for the Board of Nursing from revocation, limitation
and suspension that the Board of Nursing can more effectively discipline
licensees that violate the Nurse Practice Act. KSNA is also supportive
of the change on page 1 line 29 that speaks to the inability to practice
with reasonable skill and safety. This revised language mimics the
Kansas Risk Management Law and provides consistency to both the Board of
Nursing and licensees related to implementing mandatory reporting.

The Kansas State Nurses' Association has been working with the Kansas
State Board of Nursing and other nursing groups to come to consensus on
language that would provide specific direction to licensed practical
nurses responsibilities related to IV (intravenous) infusions. A task
force of representatives from various nursing organizations met for two
months and drafted compromise language that was forwarded to the Board
of Nursing. The Board of Nursing did not accept the proposed language
and recommended other language. KSNA believes it is absolutely essen-
tial that the statutory language provide LPN's and RN's with specific
parameters for this area of practice. It is crucial in light of the
broad delegation language that is in HB 2882 this be addressed in stat-

ute.

The Kansas State Nurses' Association supports the language in new number
N\ (7) as amended by the house with two exceptions.

Kansas State Nurses’ Association Constituent of The American Nurses Association -~

700 S.W. Jackson, Suite 601 - Topeka, Kansas 66603-3731 - (913) 233-8638 - FAX (913) 2336222
Michele Hinds, M.N., R.N.—President - Terri Roberts, J.D., R.N.-—Executive Director




HB 3071
Page 2

Attached is a balloon that contains two proposed amendments. The first
\liwdeletes the broad delegatory authority by physicians.

,/ The language that precedes the LPN IV restrictions in the bill currently
allows an exception for those LPN's who have been delegated to by physi-

cians.

KSA 65-2872 (g) reads as follows: ,
Persons whose professional services are performed under the super-

vision or by order of or referral from a practitioner who is 1li-
censed under this act.

The only check and balance to this broad delegatory authority by physi-
cians was added by the legislature in 1986 during tort reform listed in
KSA 65-2837 (26) under the definition of unprofessional conduct that

reads:
Delegating professional responsibilities to a person when the

licensee knows or has a reason to know that such person is not
qualified by training, experience or licensure to perform them.

This provision was added to establish a parameter for what may not be
delegated by physicians.

Exempting physicians who delegate to LPN's is in direct conflict with
purposes of the unprofessional conduct provision KSA 65-2837 (26) .
LPN's will be specifically prohibited from administering certain IV's.
They will be disciplined for violating this provision. The exception
for physician delegation to LPN's will create 2 standards.

%i We also are recommending the removal of the word "push" from line 9,
, page 2.

This will clarify that LPN's will be able to administer the following IV
medications:

Simple IV Solutions (that are generally used for hydration), D5W,
Lactated Ringers, Normal Saline and various combinations of these

solutions.

IV Antibiotics
IV Anti-Emetics (Nausea/Vomiting)
and IV Diuretics (Removal of excess fluidds)

The language also permits LPN's to start IV's by inserting IV canulas
into peripheral veins. First doses of any IV medication will be admin-

istered by the registered nurse.




H.B. 3071
Page 3

I have attached a copy of a memo prepared by the Kansas Organization of
Nurse Executives (KONE) and the Kansas Hospital Association (KHA) on
January 13 to amend the Nurse Practice. The language contained in lines
8-14 on page 2 is directly from that memo and what was proposed during
one of two meetings to come to consensus on this issue. Both KONE and
KHA opposed this bill in its original form in the House Public Health
Welfare, but did not offer amendments. KSNA offered amendments and
after an intense subcommittee meeting the language on lines 8-15 (page
2) was adopted. KSNA's original position was no IV push medication
administration by LPN's, however we have supported the language you have
today in the spirit of compromise.

Licensed Practical Nurses receive no formal education in their basic
programs regarding the insertion of IV's and/or the administration of IV
push medications and complex IV solutions.

Attached is a letter from the Kansas Council of Practical Nurse Educa-
tion which indicates their opposition to "Inclusion of IV therapy educa-
tion in the basic curriculum for practical nurses."

Basic fluid administration, such as D5W and the monitoring of fluid
infusion is covered in basic LPN preparatory programs. Historically,
LPN's have not been responsible for the administration of IV's. We
believe that the practice setting has changed and that the administra-
tion of simple IV fluids is, with additional education such as an IV
course, acceptable practice for LPN's. We do not however, believe that
LPN's should be responsible for the administration of complex IV solu-
tions such as blood and blood products, investigational medications,
thrombolytic (blood thinning) solutions, antineoplastic (anti-cancer)
medications, oxytoxins (labor inducing drugs) and cardiogenics (heart).
We further believe that the process of initiating the initial dose of
any IV's medication should be the responsibility of Registered Nurses

and or Physicians.

The language that we have proposed addresses these concerns and gives
strict parameters that all RN's and LPN's will understand. This is very
important for the more than 8,500 LPN's and more than 24,000 RN's in
Kansas that these responsibilities are clearly delineated. It will
assist Directors of Nursing in Hospitals, Long-Term Care and Home Health
in their work and staffing concerns. The voluntary nature of this
provision will also assist LPN's who choose not to seek additional
education and assume responsibility for IV's. It is our sincere hope
that pressures from Hospital Administration will respect the permissive-
ness of these provisions for LPN's not inclined to pursue the additional
education and assume IV administration responsibilities.

We hope that this committee will make the two revisions proposed and
pass this bill out favorably for passage.

Thank you.

—
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KSNA Proposed Amendments
March 31, 1992
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870-and
wameondmoentstherete, to have only a license to practice as a practical -

nurse and to be guilty of: (a) Administering blood and blood prod-
ucts, investigational medications, or the following categorics of in-

travenous el medications: analg
agents, anticonvulsants, biological response modifers, cardiovascular
preparations, hemostatics, immunosuppressants, muscle r
human plasma fractions, oxytocics, sedatives, tocolytics, thrombol-
ytics and antineoplastic agents; (b) infusing by central venous cath-
cter; (c) initiating total parenteral nutrition; or (d) administering
the first dose of any intravenous medication; or :

(8) to have a license to practice nursing as a registered nurse or
as a practical nurse publicly censured, denied, revoked, limited or
suspended by a licensing authority of another state, agency of the
United States government, territory of the United S
or to have other disciplinary action taken against the applicant or
licensee by a licensing authority of another state, agency of the
United States government, territory of the United States or country.
A certified copy of the record or order of denial, suspension, lim-
itation, revocation or other disciplinary action of the licensing au-
thority of another state, agency of the United States government,
territory of the United States or country shall constitute prima facic
evidence of such a fact for purposes of this paragraph (8).

(b) Proceedings. Upon filing of a sworn complaint with the board
charging a person with having been guilty of any of the unlawful
practices specified in subsection (a), two or more members of the
board shall investigate sueh the charges, or the board may designate
and authorize an employee or employces of the board to conduct
suebr an investigation. Afler investigation, the board may institute
charges. In the event such If an investigation, in the opinion of
the board, shall reveal reveals reasonable grounds for believing the
applicant or licensee is guilty of the charges, the board shall fix a
time and place for procecedings thereon, which shall be conducted
in accordance with the provisions of the Kansas administrative pro-
cedure act.

(c) Witnesses. No person shall be excused from testifying in
proceedings before the board under this act or.in any civil
ceedings. under this act before a court of competent jurisdictio
the ground that such testimony may incriminate the person testi

claxants,

tales or country

any
pro-
n on
fying,

delete language

Y v 1t
esics, anesthetics, antianxicty [___delete "push

v

Note: 1If the delegation language is not deleted
consider the following:

unless performed under
the direct supervision
of a person licensed

to practice medicine

and surgeryin this state

-7



KANSAS COUNCIL %ﬁp | @T’ 4TI NURSE EDUCATION

January 14, 1992

Terri Roberts, J.D., R.HN.

Kansas State Nurses’ Association
700 Jackson, Suite 601

Topeka., Ks 66603

Dear Ms. Roberts:

I have been asked to express to vou in writing the Kansas
Council of Practical Nurse Educators’ opinion on intravenous
therapy for Practical Nurses. It was the concern of several
practical nurse educators that the KCPNE be accurately
represented in any presentation to the legislature.

At this time, the XKCPNE has not issued a public statement on
IV therapy for practical nurses. The council has discussed
the issue at length, however, with a great degree of
concensus «n several points:

1. The KCPNE supports voluntary certification in IV

therapy for practicing LPNs.

2. The XCPNE does not recommend, at this time, the
inclusion of IV therapy education in the basic curriculum
for practical nurses. The primary opposition to inclusion
of IV therapy is time constraint. Within current practical
nurse curriculum, there is inadequate time to teach
underlying theory for IV therapy without removing other,

more pertinent, content.
3. The KCPNE recommends that KSBN establish uniform

criteria for IV therapy certification for LPNs to maintain
quality standards of care.

Although this is not an official statement, I believe 1t is
representative of KCPNE opinion. I hope it is helpful to
you in any discussion of IV therapy for practical nurses.

Sincerely,

7%&%»

0 Klaassen, M.N., R.N.
Secretary/Treasurer, KCPNE

cc. Vera Dixon, President, KCPNE
Myrna Bartel
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ASSOCIATION L

Donald A. Wilson

President

1263 Topeka Avenue « PO Box 2308 » Topeka Kansas 66401 « (§13) 233-7436 « FAX (913) 233-£9

January 13, 1992

TO: KSBN Consensus Building Task Force on
LPN Scope of Practice in IV Therapy

FROM: KONE
KHA

SUBJECT: Proposed Language to Amend KSA 65-1120

(8) To have only a license to practice as a practical nurse and to
be guilty of administering: (1) blood and blood products, (2)
investigational medications, (3) the following categories of
intervenous push medications: analgesics, anesthetics, antianxeity
agents, anticonvulsant, biological response modifiers,
cardiovascullar preparations, hemostatics, immunosuppressants,
muscle relaxants, human plasma fractions, oxytocics, sedatives,
tocolytics and thrombolytics and (4) infusion by central venous

catheter. . X
. QAX\nao€\c\s5(\ e &%wg

(9) To have only a license to practice as a practical nurse and to
be guilty of initiating total parenteral nutrition.

LORS
e
S
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KANSAS FEDERATION OF LIGENSED PRACTICAL NURSES, INC.
Ailated vwilh NATIONAL FEDERATION OF LICENSED PRACTICAL NURSES, INC.

933 Kansas Avenue Topeka, KS 66612 913-354-1605

TESTIMONY PRESENTED IN SUPPOR? OF HB 3070 & HB 3071
March 30, 1992

presented to the Senate Public Health & Welfare Committee
Honorable Senator Roy Ehrlich, Chairman

presented by Elizabeth E. Taylor, Legislative Consultant to KFLPN

SUPPORT FOR HB 3070 - The KFLPN offers its support of HB 3070 allowing the Kansas
State Board of Nursing to assess administrative fines and allowing the KSBN to
investigate and levy proceedings against nurses not in compliance with the law.

LPNs believe that where responsibility as defined by the law is not being upheld,
the professional not acting responsibly should be held to that responsibility and
that the regulating body should have these authorities.

HB 3071 - KFLPN sat on an l8-month long Task Force of the Kansas State Board of
Nursing which concluded just weeks ago. NSO o IR EhalcA o ST Bo rcel  were
representatives from KSNA; Nurse Educators, Mental Health Technicians, several
hospitals, the Hospital Association and others who hashed and hashed many times over
the responsibilities of the LPN within the health care system. The definition you
see on page 1, lines &40 through page 2, line 3 is the language WE ALL AGREED TO
AFTER THOSE LONG MONTHS OF DEBATE. The KFLPN upholds its agreement then as our
agreement still today.

Medical/nursing times are rapidly changing. All 1levels of nursing have become
expected to perform and a higher and higher level. The time has come (and it did
come over the last 18 months of deliberation and negotiation among all of the
interested parties) that the language of the bill BEST MEETS THE NEEDS OF THE CARE
PROVIDER AND THE PUBLIC AT LARGE.

Thel SKELPN S isElso sy et ol iiseel i EhatiweMarel s ti BT n S ch st room’, 'not beyond, thej "turf"
issues of yesterday and cannot get beyond the issue of control. The LPN has always
.worked under the supervision of an RN, and we believe we should remain under that
supervision (direct or indirect). We also believe that the LPN with appropriate
training should be allowed to perform as she has been trained to perform and not be
withheld from being a more necessary part of health care delivery simply because the
RN wants control beyond what they have today. The RN will still be the supervisor
of the LPN. The RN will still be the one to make the decision of what she delegates
OISR PN The RN will still be responsible for knowing the capacity of her LPN
support team. Why then should the LPN not be allowed to perform as she has been
trained under continued supervision. The language of HB 3071 allows the LPN to do
just this, perform as she has been trained while still under some supervision by the
RN.

We believe the language of HB 3071, while approved by all interested parties after
long, hard, negotiation, is the most appropriate language to allow the LPN to

function as she has been trained while still serving under the supervision of they sz

RN. We fully support HB 3071. ik '

), p—— /,”
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Morton County Hospital

445 Hiltop * P.O. Box 937 Chief Executive Officer
€lkhart, Kansas 67950 Phone (316) 697-2141

3-3e-92

Senate Public Health and Welfare Committee
State Capitol Building
Topeka, Kansas 66612

Senators,

I am Director of Nursing at Morton County Hospital, Elkhart Kansas.
Before I assumed these duties I was Supervisor of Intensive Care

for 1@ years. Currently I am an Advanced Cardiac Life Support
Affiliate Faculty for the Kansas Affiliate of the American Heart
Association. I consider it an honor to be able to testify before

thie committee. Health care has been an important part of my life
for more than 30 years.

Morton County is the most southwestern county in our fine state,
and as you can see from the star noted on the state map located in
the upper left hand corner of this letterhead, Elkhart is indeed

located in rural southwest Kansas. Morton County Hospital is a
progressive 40 bed facility with an outstanding staff of
physicians, nurses, and ancillary personnel. Our nursing staff

consists of registered nurses (RN), licensed practical nurses
(LPN), certified nurses aides (CNA), and ward clerks. These 40
beds include medical-surgical, intensive care, obstetrical, and a
1@ bed Gero-Psychiatric unit, all of which require RN coverage. In
addition to staffing these units, our operating room and emergency
room departments require RN coverage. Thank goodness we have 6
excellent LPN’s whose duties include administration of intravenous
(IV) medications and IV fluid therapy which brings us to the
subject at hand, House Bill 3071 as amended by House Committee.

ViI can express to you that LPN’s administering IV fluids and

N\ medications under the supervision of registered nurses and

' specified protocols by policy and procedure is most beneficial, not
only in terms of assisting the registered nurse, but also in
assuring timely initiation of IV therapy and IV medications to the
patient. I can assure you (from experience) that it is possible to
provide approved education and orientation so that the LPN is
sufficiently trained and able to utilize the knowledge, skills, and
competencies required to perform such therapy.

It is my concern and the concern of our RN’s, LPN’s, physicians,
{ and administration that HB 3871 as amended by House Committee
\F remains too restrictive. Our concerns are with the following
categories of IV push medications: 65-1120 (a). (7).

I
|

COUNTY OUINED AND OPERATED




(a) analgesics (drugs that relieve pain), antianxiety agents
(drugs that reduce anxiety), anticonvulsants (drugs that
control seizures), and cardiovascular preparations (drugs used
to control heart rate and rhythm and to improve heart function
and blood pressure). I don’t believe I need to elaborate on
the consequence to patient care if an RN was not readily
available to administer any of these medications. Perhaps you
should personalize the issue and ask yourself "would I want to
wait for the RN who might be occupied with another patient, or
would I prefer a properly trained LPN to assume this duty and
administer the medi%ation in a timely manner?”;

(b) infusing by central venouzs catheter: taking everything
into consideration, the difference between administration of
fluids or medications by a central line and a peripheral line
is about 12 to 24 inches (the distance the fluid or med
administered to reach central circulation), and a matter of a
few seconds (the time it would take the fluid or med
administered to reach central circulation). Central lines are
those introduced into the superior vena cava or right atrium
of the heart by a physician. Peripheral lines are those
located most generally in the veins of the upper extremities.
Certainly there are precautions to be taken when administering
fluids or medications through central lines but they are very
similar to precautions that should be taken with peripheral
lines. LPN education regarding central lines would be no more
difficult than any other IV course curriculum;

(c) initiating total parenteral nutrition (TPN): TPN is a
specially formulated nutritional fluid administered IV through
a central catheter. Again there is no reason an LPN who is
properly trained should be restricted from initiating TPN
fluids. It is a simple procedure with specific protocols;

(d) administering the first dose of any intravenous
medication: the person administering the first dose of any IV
medication is not going to prevent an allergic reaction or
adverse effect. There are specific guidelines to follow if
this occurs. RN’s and LPN’s are trained to recognize such
reactions and to intervene immediately. It is a well known
fact that patients can have a reaction or adverse effect to
any medication any time, not just initially.

(2)
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I would like to propose further amending this bill to read
beginning on line 7 of page 2: "and to be guilty of (a)

administering blood and blood products, investigational
medications, or the following categories of intravenous push
medications: anesthetics, biological response modifiers,

hemostatics, immunosuppressants, muscle relaxants, human plasma
fractions, oxytocics, sedatives, tocolytics, thrombolytics, and

antineoplastic agents”.

Morton County Hospital has provided extensive IV therapy, 1V
medication, TPN, and cengfal l1ine education for our RN’s and LPN’s
through approved courses such as Intravenous Fluid Therapy and
Advanced Cardiac Life Support (ACLS). As a matter of fact our ACLS
instructors have affirmed/reaffirmed over 125 RN’'s, LPN’s,
physicians, and para-professionals representing some 15 towns in
southwest Kansas and the Oklahoma Panhandle. This course provides
instruction in treating cardiac emergencies and includes IV
medications, fluids, and IV therapeutic techniques. We require our
RN’s and LPN’s to be ACLS Providers if they work in high risk
areas. I say this to illustrate that all types of education is
possible even in distant rural areas of the state.

Standard of care and quality care is our goal. We are proud of
what our nurses have achieved to help us in attaining this goal.
It takes not only education but hard work and perseverance. It
takes good Risk Management and Quality Assurance programs. It
takes teamwork. House Bill 3071 does not need to be so restrictive
in order to protect the public health, safety, and welfare of the

citizens of Kansas.

Thank you,
na Floyd, RN, BSN

Director of Nursing Service

Morton County Hospital

Elkhart, Kansas

(3
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March 30th, 1992

Dear Senator and Committee Members,

I am quite concerned that in today!s world of high tech,
health care institutions (namely hospitals), there is a push
on to make education less of a priority and to make money a
higher priority. With the high acuity in the hospital setting,
do you really think the less educated individual will be able
to respond safely and appropriately in the delivery of health care,
I am speaking about bill number 3071. I totally oppose the LPN
performing any Intravenous therapy at all inTgétting but especially
the hospital institutional setting. I was a practicing LPN for
five ygags and I can tell you from my educational experience
that I was not prepared to perform critical thinking and problem
solving using the proper educational background for my rationale.
Intravenous therapy is critical and not to be taken lightly.
Delegating this to the LPN will vastly affect the quality of
care our patient®s receive. It is because of the high acuity
that is present in the hospital, that we need the registered
nurse to remain responsible for performing Intravenous drug
therapy.

And I question whether there will be any saving passed
on to the consumer of health care or will the profit go to the
hospital itself.

And I also gquestion whether there is a registered nurse
shortage. It is my understanding that just recently several
registered nurse graduates of a BSN program in Wichita were
turned down for positions at a local Medical Center. This
particular Medical Center is pushing hard for the LPN to
perform Intravenous therapy and lots of other things that
should not be within their scope.

I am presently a practicing Critical Care Registered Nurse
in the state of Kansas and I would feel much more secure in
having my family member receive Intravenous medications from
a registered nurse who has the proper educational background
as opposed to receiving medications from an LPN who took a
quickie hospital inservice, organized for the sole purpose
of legitimateky allowing cheaper trained labor to perform
responsibilities that should be restricted to registered
professional nurses.

Thank You and Sincerely,

Linda S. McCulloch, R.N.C.C.R.N.
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HOUSE BILL #3071

March 30, 1992 10:00 a.m.

Vera Streit. Nursing Program Coordinator
North Central Kansas Area Vocational Technical School
Beloit-Hays-Norton

and

Cloud County Community College

("t

Concordia, Kansas

Kansas Council of Practical Nurse Education - President

for consideration

Practical nurse education is well based and has been
proven successful in basic nursing care.

LPNs are employed in various positions

throughout the state.

Nursing knowledge and demands are rapidly changing.

Knowledge can be more appropriately acquired by an
wperienced practical nurse.

Safety for the citizens of Kansas needing health
care could he more closely guarded.

Nurses could function in the capacity for which
they are educated.




Thank you for allowing me to express my concerns
regarding House Bill #3071.

My name is Vera Streit. I am a registered nurse, a
nurse educator for practical and associate degree programs.,
and a consumer of health care. Today. I am speaking on
behalf of the Kansas Council of Practical Nurse Education.

This group mest eriodically throughout the year to

0]
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guarantee continuity in the quality and reguirements of the
states” practical nursing programs. It is composed of the
directors of those programs.

H.B. 23071, as amended by the House Committee, is
extremely restrictive. It does not offer flexibility for the
efficient delivery of nursing care or the appropriate use of
educated nurses.

Practical nurse education is based on the fundamentals
of bedside care. It is a monumental task to convert a lay
person to a pivotal member of the health care team in one

yvear. WUtilizing the nursing process, individuals learn &a

full range of skills in assessment, planning. implementation,

and evaluation. The aresa of expertise deals with chronic
illnesses or recognized alterations in health. To demand

more during the initial educational experience would dilute
the program: le=ss time would be a&ailable to become
proficient in the essential basic skills. The quality of
practitioners available to the citizens of Kansas would be
drastically reduced.

Practical nurses are emploved in various settings




throughout the state. Approximately 80% are in extended care
facilities:; many are in leadership capacities. Their
contribhution to health care in Kansas is observable and

documentable.

Ta ensure that the PN”s theoretical knowledge is allowed
to expand and the individual nurse is encouraged to be

accountable for career expanding decisions, certain

restrictions must apply. Any such course should be available
only to experienced LFN=. They would bring insights and
judgments from practical experience to the course. These

decision making skills are initiated in the basic curriculum
but are refined in the practice setting. This program should
be on a voluntary basis; an employer should not force an
individual to work beyond capacity either by statement or
implication.

Since nursing knowledge and demands are rapidly
Qhanging, any dictates must avoid extensive enumeration of
technigques, medication, etc. (the proverbial laundry list).
Such lists are self limiting; they are vervy rapidly outdated.

As with all matters dealing with the intimate topic of
personal health care. this is a very complicated issue. We
believe that health care providers and lawmakers of Kansas
should reconsider the data (both facts and opinions) and
arrive at a proposal that will more fully consider the
welfare and safety of the public while appropriately
delineating responaibilities to the various levels of nurses

by retaining the original House Bill #3071.




Dear Senator Ehrlich and Members of the Senate Public Health and
Welfare Caommittee:

My name is Nona Grieshaber. I am a registered nurse from Manhattan.
I am a night hospital supervisor at one of the hospitals in Manhattan,
and I also work as a Neonatal Intensive Care Nurse in Kansas City. I
received my Bachelor of Science in Nursing from Fort Hays in 1971.
Since 1974, I have held nursing management positions, either at the
head nurse/ unit manager level, or as hospital supervisor. [ am
retired from the US Army Nurse Corps. ’

As an active member of the Kansas State Nurses’ Association, I am
appearing today to express strong opposition to a portion of the
language contained in House Bill 3071. The language that causes great
concern is the allowance of administration of IV PUSH medications of
any category by a licensed practical nurse. While I can acknowledge

the position of KSNA on the language as it now stands, I understand
that this represents compromise language reached during good faith
negotiations. I have repetitively asked licensed and registered

nurses in Manhattan and Kansas City over the past four weeks how they
feel about the language as it now stands. [ have received unanimous
expressions of concern, and I am appearing today to express those
concerns to the committee for their consideration.

For purposes of clarity, I would like ta briefly define for the
committee the methods of IV medication administration. Upon the
physician’s order, an intravenous catheter is placed, and the
prescribed solution is attached to the catheter. The basic soclution
may have medications added to it, as warranted by the patient’s
clinical picture. The solution is infused at the rate ordered by the
physician. When other medications are needed. the physician may elect
to order those medications to be administered by IV route. Current
practice utilizes the IV route of administration freguently. Research
has proven that medications administered by the IV route enter the
blood stream more guickly, are maintained at a more therapeutic level,
and can more effectively be wutilized in the body. The IV route of
administration is also far less painful to the patient than a
medication that requires repetitive intramuscular injection. In the
event that a patient does not need the therapy of additional fluids.,
the physician may order intermittent needle therapy. The IV catheter
is placed in the vein, and then it 1is capped. The patency of the INT
or HEP LOCK is maintained by periodic flushing of the catheter with
small amounts of saline or a very weak heparin solution.

IV medications may then be administered either by PIGGYBACK or by
PUSH. A piggyback administration is the medication diluted in S50 to

100 cc of solution, attached +to the IV line or INT, and allowed to

infuse over 30 to 60 minutes. This solutian 1is prepared by the

pharmacist prior to infusion. The administration of. an v ﬂfU?HJg
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medication involves withdrawing a medication from a vial, attaching
the syringe to the IV tubing or the INT, and pushing the medication
into the patient’s vein over the course of a matter of minutes. The
IV PUSH medication is not prepared by the pharmacist. It is directly
drawn from the vial by the person administering the medication.

In my discussions aover the past several weeks with nurses regarding
LPNs administering IV PUSH medications, [ heard unanimous disagreement
with this practice. The concerns expressed were as follows:

1) An IV PUSH medication 1is irretrievable. The medication is
instilled over a very short period of time. The effect in the body
cccurs within seconds. The solution is in a much more concentrated

form than a piggyback delivery system. A patient’s adverse reaction
tg the medication would most likely occur after the delivery of the
full contents of the syringe. With a piggyback administration, the
solution is more dilute, it is administered over a period of 30 to 60
minutes, and a patient’s adverse reaction would most likely be
manifested before the entire dosage was administered. The infusion of
a piggyback medication could easily be terminated if adverse symptoms
gcour .

2y  Given the irretrievability of a medication when administered by IV
PUSH route, one would question the advisability of any [V PUSH
" medications when one considers patient safety. The practice. of IV
PUSH medications occurs precisely for the immediacy of the effect.
Therein lies the other concern expressed to me by nurses I
interviewed. Across the board, no nurse could conceive of any
situation in which an IV PUSH medication was ordered that was not ane
of a critical nature for the patient’s welfare. Patients who are in
such unstable, critical status that an IV PUSH medication must be
administered must have a professional registered nurse at the
bedside. The patient’s status must be assessed prior to
administration of the IV PUSH medication, it reguires assessment
during the administration of the medication, and it mandates
registered nurse assessment following administration to determine the
gfficacy of the therapy. These assessments that are necessary for
optimal patient therapy are. profoundly beyond +the scope of the
technical training and practice of the practical nurse.

3) In addition to the two preceeding statements, [ have concerns that
the language of the proposed changes does not give any consideration
ta the age of the patient receiving IV solution or medications
administered by an LPN. In the course of my interviews, [ contacted
the Chief, Nursing Education and Training at Irwin Army GCommunity
Hospital, Ft. Riley. Due to the mission aof the Army Medical
Department of caring for the casualties of war, the Army trains its
medical paraprofessicnals to a higher level than civilian programs.
While their scope of practice in the times of combat is much broader
than civilian medical persocnnel., in noncombat situations, their scope
of practice is more aligned ‘with their civilian counterparts. The
scope of practice for LPNs and IV administration at Ft. Riley DOES NOT
include the administration aof ANY [V PUGSH medications. An additional
limitation to their scope of practice is that na LPN may administer
any IV therapy (soclution or medication) to a patient under 12 years of

age.




In conclusion., [ would like to reiterate my opposition to the changes
toc the practice act that would allow LPNs to admininster any IV PUSH
medications. The three classes of medications that the current
language DOES NOT prohibit are the IV FUSH administration of
antibiotics, diuretics, and antiemetics. In addition, [ would
encourage the committee to consider addition of language to prohibit
LPN and IV administration of any sort to pediatric age patients.

I would like to thank Senator Ehrlich and the Members of the Senate
Public Health and MWelfare Committee for this opportunity to speak to

this issue.
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KAN 35P|TAL|¥I Memorandum

Donald A. Wilson
President

March 26, 1992

TO: Senate Public Health and Welfare Committee
FROM: Kansas Hospital Association
RE: HB 3071

The Kansas Hospital Association appreciates the opportunity to provide comments
regarding House Bill 3071. This bill would provide significant limitations upon the
practice of LPNs in Kansas.

Anytime limitations on a particular health care provider’s scope of practice are
proposed, the Legislature is placed in a difficult situation. On the one hand, state
laws must strive to assure the highest possible level of quality in the delivery of
health care services. On the other hand, as personnel shortages grow more acute,
any state laws must also recognize that a certain amount of flexibility is needed to
ensure that health care services are available. HB 3071 does not strike this balance.

We are opposed to the current provisions of HB 3071 for the following reasons:

(1)  The total prohibition on LPNs giving the first dose of any IV medication
is in our opinion unreasonable. There are, in fact, some situations
where this should be allowed;

(2> When combined with the first dose prohibition, the laundry list of
prohibited acts also creates unnecessary problems. We are not opposed
to such a listing, but we now feel it should be done at the regulatory
level so that such a list can be more easily kept current;

v
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(3)  When the bill is considered in light of the additional amendments
proposed by the Kansas State Nurses” Association, it would substantial-
ly limit the effectiveness of LPNs in the State of Kansas.

Regardless of what happens with HB 3071, hospitals will continue to be liable for
acts that occur within their facilities. Physicians will also be responsible for actions
taken by persons to whom they have delegated authority. Instead of concentrating
on limiting what LPNs can do, we think it would be more productive to recognize
that LPNs can and should play a major role in the delivery of health care services.
Passage of HB 3071 in its current form will not help this recognition.

Thank you for your consideration of our comments.

TLB / pc




Testimony
to the
Senate Health & Welfare Committee
from the
Kansas Organization of Nurse Executives
March 30, 1992

Chairperson Ehrlich and Members of the Committee:

My name is Susan Fry and I am Chief Nurse Executive at the
University of Kansas Hospital. I am here today representing the
Kansas Organization of Nurse Executives (KONE). KONE represents
over 200 Nurse Executives and Nurse Managers from all areas of the

state.

I appreciate the opportunity to provide comment on House Bill
3071. We are opposed to House Bill 3071 as currently proposed and

request that you reconsider two provisions of the Bill.

We request that the "laundry list", Sec. 1 KSA 1991 Supp.
65-1120 (7)(a) be removed from the Bill and instead authorize the
Kansas State Board of Nursing to adopt rules and regulations to
deal with those drugs that LPNs may not administer. The healthcare
field, especially the drug field, is changing so rapidly that there
is the potential need for the Bill to be amended each year either

by adding or deleting categories of intravenous push medications.

There could be advances in current categories that make the drugs

e . e




safer for LPNs to administer or, more importantly, there will
probably Dbe the development of new categories that would be
inappropriate for LPNs to administer, but because they would not be

on the list, they could administer the drugs.

The best approach would be to not have any categories of drugs
prohibited by either regulation or statute, but rather based on
professional standards. If some regulation is felt to be needed,
then rules and regulations that can be adjusted by professionals

with medication knowledge would provide the best compromise.

The second provision that we request you reconsider is (d) of
KSa 1991 Supp. 65-1120 (7), "administering the first dose of any IV

medication.™

One of the major differences between LPNs and RNs is the RNs
ability by education, training, and licensure to assess a patient’s
response to medications and initiate treatment if that reaction is
not desired. Some medications have very delayed response times and
it makes no difference who gives the medication, but rather who
assesses the patient when the drug begins to work. By prohibiting
LPNs from giving any IV push medication, additional work will be

added to the RN.

At the University of Kansas Hospital, some of our LPNs

currently administer drugs from almost every category on this list.



We have no data to suggest that patients have any different

outcomes if IV medications are administered by LPNs or RNs.

This Bill as proposed would add considerable workload to our
current RN staff. The more RN time that is needed to care for
patients, the more increased healthcare costs there will be to all
users. During these times of limited resources, it is critical
that all care givers be appropriately utilized to maximize our
healthcare dollars. We do not feel House Bill 3071 in its current

form meets the needs of the patients or nurses of Kansas.

Thank you for your consideration of our comments.



March 27, 1992

Senator Roy Ehrlich

Chairman, Senate Public Health and Welfare Comittee
State Capitol Room 138 North

Topeka, Ks. 66612

Dear Senator Ehrlich,

I regret that I will be unable to attend the hearing on H.B. 3071
by the Senate Public Health and Welfare Committee on Monday,
March 30. I am compelled to write you to express my concerns
regarding an amendment to section 7, which addresses the
administration of IV medications by licensed practical nurses.

Following is my understanding of the background of this amendment.
Due to a lack of educational preparation, LPNs have historically
not been allowed to administer IV medications. Unfortunately, as
this had never been challenged, there has been no language placed
in the nurse practice act prohibiting this administration.
Recently, in response to the nursing shortage and as a cost cutting
measure, hospitals have begun to allow LPNs to administer IV
medications upon completion of an IV course.

In response, the Kansas State Board of Nursing has had to consider
what implications this would have for public safety. Due to
intense pressure from the Kansas Hospital Association and the
resulting ©belief that an amendment prohibiting all IV
administration by LPNs would not be passed by the legislature, the
KSBN decided to compromise by allowing LPNs to administer selected
IV medications only. Therefore, the admendment specifying IV
medications that could not be administered by LPNs was introduced.
The KHA does not support this amendment, and I fear that their
intent is to suppress this amendment or reintroduce the amendment
in the 1993 legislative session with fewer or no restrictions.
Meanwhile, hospitals would continue to allow unrestricted IV
medication administration by LPNs for at least another year.

As an RN and nursing educator, I am very alarmed by these
developments. I strongly believe that the administration of IV
medications by LPNs will jeopardize the public safety.



I currently teach in a Bachelor of Science in Nursing (BSN)
program, and taught previously in an Associate Degree (AD) nursing
program. The AD program I taught in allowed LPNs to enter in the
second year of the program, and write the RN licensure exam upon
completion of the associate degree in nursing. I and my colleagues
on the nursing faculty noted that the students who were LPNs were
very different in their approach to nursing care.

It became obvious that the LPNs had been taught in a very task
oriented manner. Although they knew the correct procedure for a
nursing skill, they often did not understand the scientific
rationale for performing a skill in a particular manner, and
therefore were unable to adapt to situations in which the
unexpected occurred.

Due to the immediate, systemic effect of IV drugs, the nurse
administering these medications must assess the patient's condition
prior to giving the drug and make a decision, based on knowledge of
the patient's condition and an understanding of the drug's expected
action, regarding the appropriateness of the drug, the dose, and
the route (IV) for that particular patient. After administering
the drug, the nurse must assess the patient's response to the drug
and be able to take immediate action when unexpected and
undesirable side effects occur.

This decision-making process requires extensive knowledge of
pathophysiology and pharmacology, as well as critical thinking
skills, which are not in the educational base of LPNs. This
decision-making process becomes even more critical as patients in
hospitals experience increasingly complex health problems, and
newly developed IV medications are frequently introduced into the
health care system. A brief course in IV therapy cannot adequately
bridge these gaps in the LPN knowledge base.

The Kansas Hospital Association has defended the administration of
IV medications by LPNs as "just a task". I believe that this is
the root of the problem - that LPNs would, in fact, approach IV
medication administration as a task, i.e., performing the procedure
without fully understanding the implications of the action, and
that this would represent a grave danger to the public.

Even if it were agreed that some IV medications could be given
safely by LPNs, I believe that the proposed amendment to section 7
will result in a great deal of confusion among members of the
health care team as to which IV medications can and cannot be given
by LPNs per statute. An "all or nothing" approach would be much
more manageable.
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Another consequence of this amendment which would negatively impact
health care in Kansas is that hospitals may decide to replace RN
positions with LPNs whenever possible for solely economic reasons.
The nursing shortage can no longer be cited for this, as there has
been a marked alleviation of the shortage, with more licensed RNs
in the state than ever before in our history. Although economic
reform of our health care system is essential, I believe that cost
cutting efforts that endanger the health care consumer are not
justifiable.

For these reasons, I would urge you to consider amending section 7
to read: (7) to have only a license to practice as a practical
nurse and to be quilty of administering any medication, blood or
blood product, or total parenteral nutrition intravenously. I
sincerely believe that any other action will jeopardize the health
of Kansans, and is therefore unacceptable.

Historically, legislators for the State of Kansas have ensured that
health care providers have adequate basic education to be safe in
their area of practice. I believe the adoption of the amendment
proposed in this letter will ensure the continuation of this
policy.

Thank-you for your interest in ensuring quality health care in
Kansas.

Singcerely,

Donna J. Bauer, M.N., R.N.
L530 Rockwood Blvd.
Mulvane, Kansas 67110

cc: Senate Public Health and Welfare Committee Members:
Paul Bud Burke
Leroy Hayden
B.D. Kanan
Audrey Langworthy
Edward F. Reilly, Jr.
Alicia Salisbury
John Strick
Ben Vidricksen
Doug Walker
Jim Ward
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HB 3071—Am.

(7Y unless delogated-unde bseotion-{g)—o $cA—65-2872-and———— performed under the supervision or direction of %;

» to have only a license to practice as a practical
nurse and to be guilty of: (a) Administering blood and blood prod-
ucts, investigational medications, or the following categories of in-
travenous push medications: analgesics, anesthetics, antianxiety
agents, anticonvulsants, biological response modifers, cardiovascular
preparations, hemostatics, immunosuppressants, muscle relaxants,
human plasma fractions, oxytocics, sedatives, tocolytics, thrombol-
ytics and antineoplastic agents; (b) infusing by central venous cath-
eter; (c) initiating total parenteral nutrition; or (d) administering
the first dose of any intravenous medication; or

(8) to have a license to practice nursing as a registered nurse or
as a practical nurse publicly censured, denied, revoked, limited or
suspended by a licensing authority of another state, agency of the
United States government, territory of the United States or country
or to have other disciplinary action taken against the applicant or
licensee by a licensing authority of another state, agency of the
United States government, territory of the United States or country.
A certified copy of the record or order of denial, suspension, lim-
itation, revocation or other disciplinary action of the licensing au-
thority of another state, agency of the United States government,
territory of the United States or country shall constitute prima facie
evidence of such a fact for purposes of this paragraph (8).

(b) Proceedings. Upon filing of a sworn complaint with the board
charging a person with having been guilty of any of the unlawful
practices specified in subsection (a), two or more members of the
board shall investigate sueh the charges, or the board may designate
and authorize an employee or employees of the board to conduct
sueh an investigation. After investigation, the board may institute
charges. In the event sueh If an investigation, in the opinion of
the board, shell reveal reveals reasonable grounds for believing the
applicant or licensee is guilty of the charges, the board shall fix a
time and place for proceedings thereen, which shall be conducted
in accordance with the provisions of the Kansas administrative pro-
cedure act.

(c) Witnesses. No person shall be excused from testifying in any
proceedings before the board under this act or in any civil pro-
ceedings under this act before a court of competent jurisdiction on
the ground that such testimony may incriminate the person testifying,

a person licensed to practice medicine and
surgery in this state

KANSAS MEDICAL SOCIETY

1300 Topeka Avenue » Topeka, Kansas 66612
(913) 235-2383 FAX# (913) 235-5114

Chip Wheelen
Director of Public Affairs
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COMMITTEE ASSIGNMENTS

MEMBER: FEDERAL AND STATE AFFAIRS
JUDICIARY

Mr. Chairman, members of the Committee:

Thanks for the opportunity to appear before you today. I'm here as a
proponent of H.B. 2913, the Kansas Healthy Kids Program Act, which
provides the structure for the creation of a school enrollment-based health
insurance program for children in Kansas. The concept behind a school
enrollment-based health insurance program such as Healthy Kids is
to provide health insurance benefits to uninsured children, based on
family income.

The bill is modeled after a "Healthy Kids" law passed by the
state of Florida in 1990. Florida's program has been slow in
implementation, but school children in that state started receiving
health care services on March 1 of this year.

The bill would create a quasi-governmental corporation called
the Kansas Healthy Kids Corporation, which is directed to develop a
health insurance program, based on ability to pay, for all Kansas
school aged children (K-12), and their pre school-aged siblings, who
are not otherwise covered by public or private insurance programs.
The corporation is required to have the benefits package and the
location of three pilot school districts established by July 1, 1993;
and have children signed up and be providing services in at least
three pilot school districts by July 1, 1994. The benefit package must
include preventive and primary care services and basic dental care.

The corporation would be governed by a 17 member Board of
Directors, which is directed to establish benefits, establish eligibility
criteria, publicize the program, accept monies, develop funding
sources, and contract for administration of the program. The Healthy
Kids Trust Fund could accept both public and private contributions.
The corporation is directed to coordinate the Kansas Healthy Kids
Program with other public and private initiatives, and to report on
its activities to the Governor and to the Legislature by February 1 of
each year.

Details of the program, such as the insurance benefits package
and the program eligibility requirements, will be determined by the
Board of Directors. However, it is my hope that the Board will'.enact



guidelines which will provide that children. from families who do not
qualify for Medicaid, but who do qualify for the National school lunch
program, would be eligible for this health insurance plan at free or
reduced rates. This would cover all children from families between
0-185% of the Federal Poverty Level (FPL.)

Children from families who fall above the income cutoff level
for eligibility in the school lunch program (186% FPL and up) could
still participate in the plan by purchasing the coverage at a full
premium. Premiums would be set on a sliding scale, with family
income determined by that which is reported to the school for
participation in the National school lunch program.

Children should have to be actively attending school, ineligible
for public programs, and be uninsured for 6 months, in order to
qualify.

I think everyone interested in this subject would agree that a
need exists for some type of statewide initiative regarding health
care for children - that is to say, that there is a significant population
of children in Kansas who do not have health insurance, who are not
eligible for existing programs, and who are not receiving proper
medical care. The goal is obvious - but the question still remains as
to what the best method is for ensuring that every child in Kansas has
access to health care services?

I believe the structure contained in HB 2913 is the right first
step toward meeting our goal. The bill creates an independent
entity, as opposed to a government program, which has broad
flexibility in creating the Healthy Kids Program, through a public-
private partnership. The private sector will have strong and
significant input into this program, both through board membership
and through funding sources. By creating this umbrella structure,
the Healthy Kids Board can work with other public and private
initiatives already in place, to develop the most cost-effective and
efficient program for providing health care services to needy,
uninsured children in Kansas.

I would like to direct your attention to a letter attached to my
testimony from Thomas L. Miller, President and CEO of Blue Cross
and Blue Shield of Kansas. He states that BCBSK wholeheartedly
supports the passage of the Healthy Kids Act, and that he believes
the Caring Program can serve as an important stepping stone to the
development of the Healthy Kids Program.



For those of you who are not familiar with the Caring Program,
it is a joint venture between BCBSK, the Kansas Medical Society, and
the Kansas Hospital Association, which places free health care
insurance into the hands of uninsured children living in low-income
households. It currently covers 600 children, and serves only the
"poorest of the poor" - those children from families under 100% of
the FPL. The cost of the program is minimized through health care
provider donations (50% of normal fees), and through limited
benefits. The Caring Program is in 5 counties - Shawnee, Ellis,
Crawford, Saline and Sedgwick, and is funded only with private
sector donations.

Should HB 2913 be enacted into law, the Kansas Healthy Kids
Corporation would work with the Caring Program, using research,
information, and networks the Caring Program has already
developed, to create the best program for ensuring that all children
in Kansas have access to health care services.

Statistics show that children are 37% more likely to be
uninsured than adults. Estimates are that 13.7% of the children in
Kansas are not covered by public or private health insurance. This
means that between 60,000 - 90,000 children in Kansas could be
eligible for this program.

Early childhood preventive care will allow us to reduce the
costs of health care later in life. Obviously, it is more cost effective to
provide children's health care early, so that small health problems
don't become larger and more costly later in life.

In addition, this proposal is good for the family. Healthier kids
make better students who are more likely to stay in school, and to
perform at their best. The bill is an incentive for parents to keep
their children in school, because participants must stay in school to
be eligible for the program.

Mr. Chairman, HB 2913 is a positive first step toward a
statewide public-private partnership to provide health insurance for
uninsured children in Kansas. 1 urge the committee's favorable
support, and will be happy to stand for questions.
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Thomas L. Miller
President and
Chief Executive Officer

March 27, 1992

Representative Barbara Allen
Capitol Building
Topeka, Kansas 66612

Dear Representative Allen:

I want to thank you for your time and effort on the Healthy Kids
Act and your work with representatives of our company on the
subject. Please be assured that we wholeheartedly support the
passage of the Healthy Kids Act.

Please also be assured that such passage, in no way, has an adverse
impact on our operation of the Caring Program for Children; and in
fact, we believe the Caring Program for Children can serve as an
important stepping stone as the Healthy Kids Program is developed.

Sincerely, i
,__//7 e T 7 /7
T s L T

Thomas L. Miller
President and CEO
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PUBLIC HEALTH & WELFARE COMMITTEE HB 2913

Mister Chairman and Members of the Committee:

I am delighted to stand as a cosponsor today in strong support of
the Kansas Healthy Kids Act.

In my estimation, the health care crisis in this country and 1in
this state should be met by the kind of targeted programming which
this bill seeks to create. By targeting the most wvulnerable
segment of the Kansas population -~ our children - we are taking
aggressive, positive, common sense action in the health care
arena. At the same time, we are making a fiscally sound and
socially sensitive investment in our state’s future.

By asking the Kansas Healthy Kids Corporation to c¢create a
comprehensive health insurance product and supporting preventive
care program for school children, we are recognizing that
healthier Kansas kids ultimately will give us a financially and
socially healthier state of Kansas.

By estbalishing a structure designed to receive corporate and
private foundation funds as well as federal and state grants, this
act presupposes that uninsured children are evervone’s
responsibility - not just government’s - and that the burden of
meeting that responsibility must be shared by the private sector
as well as the public.

By targeting the children of moderately low income families - in
fact, the working poor - we are recognizing that the chances of
being uninsured in America is nearly 408% higher for a child than
for an adult. It is not the child’s fault that his family can’t
provide for his health needs, vet it is the child who will suffer
- some for the rest of their lives.

Finally, by focusing on prevention and early treatment this act

makes long term fiscal good sense. Preventive care for children
saves significant dollars in emergency rooms never used, in
serious illnesses having been averted, and in a child coming to "J
school healthy and re=ady to learn. ﬂgﬁl o S
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Testimony on HB 2913
March 31, 1992
Page 2

The time is right, with the new emphasis on chldren led by Speaker
Barkis, to translate talk into action. I feel comfortable in
supporting Representative Allen as a cosponsor of this bill,
because I believe in being socially responsible and in having a
common sense vision of the future with a common sense plan to get
there.

This bill makes long term fiscal good sense while at the same time
being socially sensitive to children whose health is being
neglected. It’s the right vision and it’s the right plan and I
urge your favorable consideration.
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CHAIRPERSON EHRLICH AND OTHER MEMBERS OF THE COMMITTEE, I AM JOHN E. MOORE,
SENIOR VICE PRESIDENT OF THE CESSNA AIRCRAFT COMPANY. BY WAY OF FURTHER
INTRODUCTION, I HAD THE PLEASURE OF SERVING AS ONE OF FIVE BUSINESS ADVISORS
TO THE 1991 SPECIAL COMMITTEE ON CHILDREN'S INITIATIVES. I AM ALSO FINANCIAL
VICE PRESIDENT OF THE KANSAS CHAMBER OF COMMERCE AND INDUSTRY AND CO-

CHAIRMAN OF ITS CHILDREN'S COMMITTEE.

1 SUPPORT THIS PROPOSED LEGISLATION FOR THREE MAIN REASONS. THE FIRST IS THAT
THE OBJECTIVE OF THE BILL - TO PROVIDE COMPREHENSIVE HEALTH COVERAGE TO
SCHOOL AGE CHILDREN NOT OTHERWISE COVERED BY PUBLIC OR PRIVATE INSURANCE --
IS SO SOUND IT CANNOT BE QUESTIONED. THE INABILITY OF CHILDREN TO HAVE ACCESS
TO THIS MOST BASIC NECESSITY HAS CONSISTENTLY BEEN SHOWN TO SO DISADVANTAGE
THEM, OFTEN AT A VERY EARLY AGE, THAT THEIR CHANCES OF EVENTUALLY
PARTICIPATING IN THE ECONOMIC MAINSTREAM ARE SIGNIFICANTLY DIMINISHED. THE
APPROACH OF EARLY INTERVENTION AND PREVENTION CONTAINED IN THIS BILL IS
ALSO RECOGNIZED TO BE THE MOST EFFECTIVE AND COST EFFECTIVE METHOD. INDEED,

THIS APPROACH IS AS SOUND AND APPROPRIATE AS THE BILL'S OBJECTIVE.

SECONDLY, I BELIEVE THE BODY POLITIC CALLED FOR IN THE BILL IS A PROPER VEHICLE TO
ASSURE THAT FOCUS REMAINS ON THIS ISSUE. THE PUBLIC/PRIVATE PARTNERSHIP
CALLED FOR BY VIRTUE OF THE COMMITTEE'S COMPOSITION APPEARS TO ME TO BE AN
EXCELLENT WAY TO APPROACH THIS IMPORTANT CHILDREN'S ISSUE. I STRONGLY
SUSPECT BUSINESSES WILL SUPPORT THIS EFFORT BECAUSE THERE IS AN AWARENESS IN

THE KANSAS BUSINESS COMMUNITY TODAY THAT



THE WELL BEING OF THE STATE'S CHILDREN IS A BUSINESS ISSUE. IN FACT, I AM
CONFIDENT THAT IF IT IS ASKED TO PARTICIPATE IN THE MANNER DISCUSSED HERE, THE

BUSINESS COMMUNITY WILL RESPOND AS IT HAS BEEN DOING TO CHILDREN'S ISSUES FOR

SOME TIME NOW.

FINALLY, HOUSE BILL NO. 2913 SHOULD BE SUPPORTED BECAUSE OF ITS PRUDENT USE OF
PILOT PROJECTS TO BEGIN IMPLEMENTATION. THERE ARE A NUMBER OF PILOT PROJECTS
THAT HAVE ALREADY BEEN CREATED TO ADDRESS CHILDREN'S ISSUES AND THOSE WITH
WHICH I AM FAMILIAR ARE PROCEEDING AS PLANNED. WHILE THIS APPROACH APPEARS
TO DELAY FULL AND AGGRESSIVE ATTENTION TO THESE ISSUES, BUT IT WILL INEVITABLY
INCREASE THE EFFECTIVENESS OF EFFORTS WHICH OCCUR AT LATER DATES ON A STATE-
WIDE BASIS. BY PROVING A PARTICULAR APPROACH CAN BE SUCCESSFUL AND THEN
EXPANDING IT, YOU WILL BE ABLE TO UTILIZE LIMITED RESOURCES IN WAY WHICH

MAXIMIZE THEIR EFFECTIVENESS.

FOR THESE REASONS, I WOULD ASK YOUR SUPPORT OF HOUSE BILL NO. 2913.

THANK YOU FOR RECEIVING THIS TESTIMONY.
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WATS 800-332-C156 FAX 913-235-5114

March 31, 1992

TO: Senate Public Health and Welfare Committee
FROM: Jerry Slaughter /ﬁ
Executive Dlre

SUBJECT: HB 2913; Conce ing the Kansas Healthy Kids Program Act

The Kansas Medical Society appreciates the opportunity to support HB 2913, the
Kansas Healthy Kids Program Act. This bill would establish a program under which
many children in Kansas would have access to health insurance benefits, based on their
ability to pay.

As the larger question of overall reform of the health care system continues, this
program provides a positive step forward. Not only is there a great need to assure that
all children have access to health insurance, but this program could serve as an
important model upon which larger reforms in the health care system could be built.
Additionally, making sure that Kansas children have access to health insurance will
likely produce healthier citizens and improve their performance in school.

We commend the sponsors of the bill and are pleased to offer our support.

JS:ns



KANSAS DEPARTMENT OF SOCIAL AND REHABILITATION SERVICES
Donna L. Whiteman, Secretary )

Senate Committee on Public Health and Welfare
Testimony on House Bill 2913

March 31, 1992

Mr. Chairman, Members of the Committee, thank you for this opportunity to
comment on House Bill 2913. This bill would create a quasi-governmental
corporation to plan and implement a school-centered health care plan for most
children and their non-school siblings younger than 18 years of age living in
three pilot school districts. It is intended to fill the gaps in both major
medical and preventive health care coverage for children whose families
presently can't afford health insurance. It would be a secondary payer to
public programs, such as Medicaid. The Department of Social and Rehabilitation
Services ?SRS) endorses the concept of providing access to primary and
preventive health services to children and supports HB 2913. The agency would
1ike to offer a number of observations and suggestions.

SRS recommends that the program envisioned in this bill be placed within an
existing state agency rather than establishing a separate public corporation to
administer a health insurance fund for children. The duplication of staff and
financial resources can be minimized by attaching the program to an existing
state agency.

The second area of SRS concern is with the exclusion from coverage under Kansas
healthy kids program, services covered by Medicaid. Federal law prohibits
federal cost-sharing on any Medicaid service when Medicaid is primary payer to
any other payment resource.

Determining the actual health coverage to be provided and the population to be
covered is one of the main tasks of the Board created by this bill. Also, the
method of financing the benefits is to be developed by the Board. Consequently,
it is not possible to assess the fiscal impact of the services ultimately
provided.

Finally, this bill does not address those children under school age who have no
school age siblings. Health care coverage is most crucial to young children in
this preschool age group. It is this population for which preventive health
care has the greatest impact - in terms of both better health and future cost
avoidance.

Thank you for the opportunity to comment on this bill.

Robert L. Epps

Commissioner

Income Support/Medical Services
(913) 296-6750
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KANSAS DEPARTMENT OF SOCIAL AND REHABILITATION SERVICES
Donna L. Whiteman, Secretary

Senate Committee on Public Health and Welfare
Testimony on House Bill 3045

March 30, 1992

While we supported the original draft of this bill and its stated purpose of
establishing a category for one-to-five bed adult care homes, we feel the
amendments have since strayed from the intent of the original bill and would
create problems for the nursing facilities and intermediate care facilities for
the yenta]]y retarded programs as well as for the agency in prioritization of
services.

Section (1) would amend the manner in which Intermediate Care Facilities and
Skilled Nursing Facilities are currently licensed by KDHE. We are not clear why
the license classification needs to be changed to nursing facilities. OBRA 87
mandated the term "nursing facilities" for the Medicaid program. However, OBRA
87 did not mandate that states change their 1licensing law for facilities
participating in the Medicaid program. We are concerned over the broad
ramification changes in the licensing law will have by altering the licensed
category from skilled and intermediate to that of nursing facilities. There is
further confusion brought about by the new designation of one-to-five bed "adult
care homes" and whether or not this would apply to intermediate care facilities
for the mentally retarded that were not affected by OBRA 87.

An additional amendment to the bill proposes to eliminate the current 300%
income cap used to determine eligibility for nursing home coverage. This is
found in Section 8, Page 21 of the bill. The Department does not support
eliminating the cap. We feel the 7legislative action to limit nursing home
expenses is needed. The Department cannot continue to support the present
increase in nursing home expenditures without impacting our ability to provide
assistance under other programs. The cap has begun Timiting the number of new
clients who are eligible for nursing home care and is expected to provide
savings over the long term. Unless we take measures to limit the escalating
costs in the Medicaid Program, we face the potential of having to further scale
back other programs ‘and services currently available.

While Medical Services supports the intent of HB 3045, we do not support the
passage of this bill in its present form.

Donna L. Whiteman
Secretary



LATEST FACTS ON 300% OF SSI NURSING HOME CAP

Kansas Department of Social and Rehabilitation Services
Division of Management Service—Budget Office

-
“

1) Nursing Home Cost of Affected Population in Recent Months....Dec 1991 $147,667
Jan 1892 160,388

Feb 1892 152,742

3 mo total $460,797

2) Annualized Amount Based on Above Data

$1,843,188

3) Outyear Projections Based on Latest $1,843,188 of All Funds Savings** in FY 92...cccomimnecnees

Annual
Projected

Annual
Avg Annual Projected Projected

Pop Growth Cost Per Patient Cost Growth Total $'s

Average ¥

of Patients
Year Over 300%
1892 445
1993 458
1994 467
1995 476
1996 486
1897 496
19388 506
1989 516
2000 526
2001 537
2002 547
2003 558
2004 569
2005 581
2006 592
2007 604
2008 616
2009 629
2010 641

2% Note: ltis critical tonote herethatthe above data disregards

2.9%
2.0%
2.0%
2.0%
2.0%
2.0%
2.0%
2.0%
2.0%
2.0%
2.0%
2.0%
2.0%
2.0%
2.0%
2.0%
2.0%
2.0%
2.0%

$4,142 11.5%
4,618 12.4%
5,191 9.0%
5,658 9.0%
6,167 9.0%
6,722 9.0%
7,328 S.0%
7,987 9.0%
8,706 9.0%
9,489 9.0%

10,343 9.0%

11,274 9.0%

12,289 9.0%

13,385 9.0%

14,601 9.0%

15,915 9.0%

17,347 9.0%

18,908 9.0%

20,610 8.0%

the factthatthe individualsinitially affected by this policy in

FY 1992 were *grandfathered” in. This offseting issue has litle bearing on the long term savings of this policy. These
patients will, for the most part, not be in the Nursing Facilities beyond FY 1983.

JAS file 123r3/r3ch9283/300%s3Vt60



KINH Kansans for Improverment of Nursing Homes, Inc.
913 Tennessee, suite 2 Lawrence, Kansas 66044 (913) 842-3088

TESTIMONY PRESENTED TO
THE SENATE COMMITTEE ON PUBLIC HEALTH AND WELFARE
CONCERNING HB 3045

March 31, 1992

Mr. Chairman and Members of the Senate Public Health and Welfare Committee:

Kansans for Improvement of Nursing Homes supports HB 3045 as amended to
include HB 2844. At first sight the bill might appear to be the marriage of an
odd couple. On careful examination, however, we believe it makes good sense
philosophically.

HB 2844 was an attempt to assure that elderly and disabled people are assisted
financially, when such assistance is necessary, to pay for the level of care they
have been determined to need according to an evaluation of their functional and
medical capabilities. HB 3045 would broaden the range of care. alternatives
available, with the ultimate goal of caring for individuals in the least institutional
and least costly level consistent with their needs.

We wiil not repeat here the arguments we have already made in support of the
Senate version (SB 548) of HB 2844. KINH supports the concept of providing the
widest possible range of care alternatives for the elderly and disabled and we
believe the state has a responsibility to assure that any element of the full range
of care is made available according to the care needs and the financial capabilities
of the individual. What, we must ask, is the use of providing a range of
alternatives and evaluating the needs of the individual as to which would be most
appropriate for their care, if some of those alternatives are out of reach of the
consumer no matter what the need may be?

KINH agrees that the state should determine what level of care the person seeking
nursing home admission requires, and should not pay for a higher level of care
than is needed if a lesser alternative is reasonably available. HB 3045 encourages
development of another element in the continuum of care possibilities and, as
amended, provides that every element in the continuum will be made financially
available as needed, including institutional care when that is appropriate.

Our only reservation, expressed in our testimony before the House Public Health
and Welfare Committee on HB 3045, is that we hope that the Department of Health
and Environment will draft somewhat more explicit regulations for the standards of
care to be provided by the one to five bed homes than the current minimal
regulations for the present category of one and two bed homes, and will be able
to provide adequate monitoring and oversight of these small facilities.

KINH urges you to support HB 3045 as amended.

Marilyn Bradt
Legislative Coordinator Y,
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State of Kansas
Joan Finney, Governor

Department of Health and Environment
Azzie Young, Ph.D., Secretary

Reply to:

TESTIMONY PRESENTED TO
THE SENATE PUBLIC HEALTH AND WELFARE COMMITTEE
| by
THE KANSAS DEPARTMENT OF HEALTH AND ENVIRONMENT

on

Amended House Bill 3045

The Kansas Department of Health and Environment supports, with one exception, the
amendments to the Adult Care Home definitions proposed in Amended House Bill 3045.
Our testimony is limited to this issue and we take no position on new Section 2
amending K.S.A. 39-785.

The one- and two- bed adult care homes can provide whatever level of care they are
deemed capable of providing. Currently, 16 one- and two- bed adult care homes are
licensed, all limited to the provision of personal care. The two-bed nursing home in a
private residence has been provided for in Kansas law in recognition that such a facility
can provide care and services required with a minimum of regulation based on the
premise that such care was being provided within a "family model." Our Department
supports the family model as long as it is limited in size and scope. Extending this
concept from two to five residents has no negative impact and is consistent with
recommendations made by the Department on Aging, the Department of Social and
Rehabilitation Services, and this Department in the Long Term Care Recommendations
submitted to the Legislature.

Eliminating the intermediate nursing home classification and redefining skilled nursing
home as nursing facility makes state law consistent with federal terminology and
~ contemporary nursing home practice. The distinction between intermediate and skilled

has been non-distinguishable for several years and this amendment will help simplify
laws defining nursing home care.

The Department is opposed to the provision which would redefine boarding care home
so that reception, accommodation, board, and supervision could be provided for up to
five persons without regulatory oversight. We believe this classification should remain
as is so that any operator providing such care to more than three non-relatives is subject

to the minimum regulatory oversight this Department provides. S 270 nte PRAEL
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Testimony - Amended HB 3045 -2-

It is important to note that the persons provided for in these facilities need certain
services, accommodation, and supervision by reason of aging, illness, disease or
infirmity, and are unable to sufficiently or properly care for themselves. We believe this
is sufficient reason to limit the threshold subjecting such facilities to regulatory oversight
to the current level of three.

The Department respectfully requests House Bill 3045 be recommended favorably with
the exception noted above.

Presented

by: Joseph F. Kroll, Director
Bureau of Adult and Child Care
March 31, 1992
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Members of the Senate Public Health and
Welfare--Committes

My name is Basil Covey and I am the chair-
man -of Xansas Retired Teachers legislative

committee.

Wwe support HdB 3045 which changes the names
of certain categaries of adult care homes making
persons eligible for medical assistance coverage
of adult care costs.

The 300% of SSI on Medicaid eligibility
for nursing home services disturbed and worried
thousgnds of elderly citizens including retired
A family case was brought to the
attenticn of an Interim Committee last summer
that the division of assets legislation passed
in 1988 could no longer apply.

teachers.

The Silver Haired legislsture took up the
issue and made recommendations to raise the
Other organizations representing
the elderly joined with recommendations.

income Cap.

HB 2844 and SB 548 were introduced to
solve the problem.
include provisions of HB 2844.
House 120-0.

There is wide support across the state
to make the division of assets available to
elderly married couples if serious illness of
one occurs. .

We urge the Committee to give HB 3045 a
favorable vote.

March 31, 1992

HB 3045 was amended to
It passed the

Thank you,

R &
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Basil Covey
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I am Arris Johnson, Speaker of the Kansas Silver Halred Legislature and I thank
vou for the opportunity to appear before this committee to speak in favor of
the removal of the 300% cap, I am certain that you are aware that the Silver
Heired Legislature which represents some 150,000 Kansas seniors, voted
unanimously last October by special resolution to ask that the cap be removed.
Tt was also considered by them to be the most pressing issue of our session.
This observation is not meant to be a threat but it 1s a Tact.

We feel that to continue the cap will, in a period of time depending upon the
size of family savings, create another problem, that of welfare. FExamples
are usually more clear than simply words so I refer to the example of the
Manhattan, Kansas family whose situation was presented last fall in Xansas
newspapers. The husband's income was approximately $1800 (51836 actual) and
the wife's was approximately 5200 (3199 actual). The nursing home bill for
the husband was approximately $3000. Before the cap, the wife could have
retained $98L per month to live on but with the cap they could not divide the
income. With the cap in place, all of the husband's income, plus approximnstely
81200 from savings would be required for his care, leaving only $200 for the
wife psr month, plus whatever she needed to withdraw from savings. It is
easy to see how soon the savings would have been gone and welfare would be
called for. The figures above are approximate of necessity but the reality
is not. It seems to us that it is not only good business but also very
humane to zllow the healthy spouse to continue to live in dignity and with
security. At this point, mental health which is also a very important factor
among the elderly, becomes a serious factor-.also.

Another factor which requires attention is that of saving in preparation for
the latter yesrs of life. Not only the cap, but also much of the presenv
thinking, does not allow for good planning and saving. We seem to be saying
to people, if you do not save we will take care of you but if you save, you
will be penalized.

There are those who believe that the federal law requires a cap. Those who
have thoroughly studied the law tell me that establishing a cap is optional
with each state. We believe that the division of income/assets was working
well in Kansas before the cap. We ask you to empathize with our seniors by
placing vourself in their positions and decide how you would like to be
treated when yvou reach their status.

Statistics furnished in the March 20, 1992 issue of Legislative Report by the
Department on Aging indicate that removing the cap will result in a savings of
about $103,000 in the short term. The longer term would result in an increased
expenditure of approximately $29L:,000, representing about three-~tenths of one
percent of the governor's re:ommendation for state adult care home expenditures
in fiscal year 1993. In addition, the cost of removing %the cap will be less
than the state funds expected to be saved by implementing an estate recovery
program as proposed in Senate Bill 607.

I have a very good, long-time friend and colleague, now retired from Fort

Hays State University, whose wife has been in a nursing home since the early

1980's. She has a very serious condition which requires full-time care.

Until the Division of Assets law came into effect in Kansas in 1988, he spent

all of his income to keep his wife in the nursing home, using only enough to
purchase groceries for himself. After the division of assets was allowed,

he told me that, for the first time in several years, he could tegin to enjoy

life again by having a few of the amenitles which he deserves. We believe that

all of our seniors deserve to spend their final years in dignity and sezuritye. AY
They have worked all their life toward that goal. We ask your support.

9 K s ‘;:M,?
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TESTIMONY FOR THE SENATE PUBLIC HEALTH AND WELFARE COMMITTEE
CONCERNING HOUSE BILL 3045

Topeka, Kanszas, March 31, 1992
Mr. Chairman and Members of the Committee:

I am Walter H. Crockett, Chair of the State Legislative Committee
of Kansas AARP.

I am back to testify once again in favor of eliminating the cap
that prohibits Medicaid assistance to nursing home residents when their
income exceeds 300% of the poverty level. 1In the interests of time, I
will do no more than remind you that removing this cap will save the
state money in the short run, because federal dollars will again help to
defray the costs of individuals who have been "grandfathered" in under
previous regulations. Nor will I dwell on the misery this cap has
imposed on people whose income barely exceeds it, or on those who have
been impoverished by its effects on our division of assets law.

Those are powerful arguments. I believe them implicitly. But you
have heard them already. The Department of Social and Rehabilitation
Services and others who favor the cap concede that those arguments are
valid. So I will try to sketch out, instead, why I think the idea of a
cap is misguided in the first place.

As I understand it, the argument for the cap is based not so much
on the present cost of assisting individuals whose income exceeds $1,266
a month as on the fear of future costs of adult-care assistance. The
dramatic increase in the number of very old citizens in our population
terrifies many of us because it suggests that Medicaid payments to
adult-care homes will soon consume the lion's share of the SRS budget.
Something must be done to avert that disaster. But, surely, striking
everyone with an income above some arbitrary level off of the Medicaid
rolls is reaction of panic, not of reason, to this very real threat.

Instead, we recommend a compassionate, rational, coordinated set of
programs that will attack our over-reliance on institutionalization
without, at the same time, imposing intolerable burdens on the sick, the
poor, and the helpless. May we remind you that SRS has proposed such a
set of programs? It will take a year or two before a coordinated policy
of this sort can be put in place. During that interval, the 300% cap
can be abandoned at a saving to the state, and with immeasurable relief
to individuals whose lives it has thrown into turmoil.

Mr. Chairman, Members of the Committee, I drge you to report this
bill favorably to the Senate and I thank you for this opportunity to
address you.




Testimony on HB 3045
300% Cap on Medicaid Eligibility

before the
Senate Public Health & Welfare Committee

by the
Kansas Department on Aging
March 31, 1992

The Kansas Department on Aging supports House amendments to HB 3045
to remove the 300% cap on medicaid eligibility for nursing home
care. The Senate Public Health and Welfare Committee approved
these same provisions in SB 548. We recommend your adoption of HB
3045 so that older disabled Kansans will not continue to be
arbitrarily excluded from the Medicaid program.

State Options

The 1992 Kansas Legislature has the option to restore the division
of assets protection to older Kansans and to help older individuals
who have no where else to go. By passing HB 3045, the Legislature
can restore medicaid benefits as they existed before September 1,
1991.

The 1992 Kansas Legislature does not have to wait on the federal
government to change its regulations. Those regulations only
prevent us from treating couples differently than individuals. HB
3045 helps both individuals and couples who can never afford
nursing home care and who cannot qualify for medicaid assistance no
matter how desperately they may need it.

Cost

Ironically, HB 3045 will save the state money in the short run.
The fiscal note says the savings will be $103,000. The state is
now paying the full cost of the care of 445 people grandfathered
into the medicaid program. HB 3045 will allow the state to get 59%
of the costs paid by the federal government.

In the long run, HB 3045 will cost the state $294,000. This figure
is well short of the millions of dollars projected for future
nursing home costs. The people above the cap are the least
expensive medicaid recipients because they pay most of the costs
out of their own incomes.

Conclusion

People with incomes above the cap have been denied medicaid
coverage regardless of need. Where are they to go? What are they
to do? These are unanswered questions.

-
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Home and family care may be appropriate for some; but, we should
make these decisions based on need as proposed in Sub. HB 2566, the
pre-admission assessment and referral bill.

Even with the creation of alternatives such as one- to five-bed
homes as proposed in HB 3045, many people will continue to need
nursing home care. We should not abandon them just because they
are old and disabled and have nowhere else to go.
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FACT SHEET

300% of 88I Cap on Medicaid Eligibility For Nursing Home Bervices

1. The short term fiscal impact of removing the 300% of SSI cap is
a savings of about $103,000 in state funds. The longer term impact
will result in an increased expenditure of about $294,000 in state
funds. This $294,000 represents about three-tenths of one percent
of the governor’s recommendation for state adult care home
expenditures in FY 93.

2. The cost of removing the cap is less than the state funds
expected to be saved by implementing an estate recovery program
(SB 507) and changing the way in which transfers of property into
irrevocable trusts are considered for Medicaid eligibility
purposes. These two measures are expected to generate about
$338,000 in state funds savings in their first year of operation
with an increasing amount in future years.

3. The cost of removing the cap is also less than the state funds
expected to be saved (about $478,000) by implementing pre-admission
assessment for nursing home applicants (HB 2566).

4. An amount ($3.3 million) equal to about 11 times the cost of
removing the cap is currently being lapsed from SRS’ budget because
of underspending in the long-term care medical assistance account.

5. Although there have been sizeable increases in Medicaid
expenditures for long-term care, the increases have been less than
that of the rest of the Medicaid program. Thus the percentage of
the Medicaid budget going for long-term care has actually been
decreasing.

6. In 1990 Kansas ranked 41st in the amount of its general fund
(8.2%) spent on Medicaid. The average state spent 12%.

7. The national percentage of the Medicaid budget spent on the
elderly was virtually unchanged in 1991 (38%) compared to 1974
(37%) .

8. out of pocket health expenditures by the elderly have more than
doubled between 1961 ($1589 in 1991 dollars) and 1991 ($3305) even
though Medicare was established in 1965 to help pay for such
expenses. As a percentage of after tax income, average out of
pocket health care expenditures by elderly families have increased
from 10.6% in 1961 to 17.1% today.

SEE OTHER SIDE FOR SOURCES




SOURCES
1. Fiscal note on SB 548; Governor’s Budget Report.

2. Legislative Research Department’s analysis of SRS’ budget;
economic Impact Statement on K.A.R. 30-6-56.

3. Three Year Long Term Care Plan of the Department of Social and
Rehabilitation Services.

4. SB 547

5. 1990 SRS Annual Report

6. 1991 position paper of the Kansas State Legislative Committee
of the Kansas Chapter of the American Association of Retired

Persons.
7. 1991 edition of Aging America: Trends and Projections

8. Wall Street Journal of February 26, 1992 p. B5 citing a
Families U.S.A. report.

Prepared by the Kansas Department on Aging
March 20, 1992
gad:300%cap2.sht
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) SUMMARY

wWwhat does Bill 3045 offer Alzheimers and their families that
is better than what is now available?

1) It offers a family less expensive and more reliable
respite care for a loved one who is often not covered by
Medicare/Medicaid.

2) It offers better care for the person since

a) skilled nursing would be given at least 6 hours a day, 5
days a week, with family counseling.

b) Burn out and possible abuse less likely as family care-
givers are given respite, and the provided employed
caregivers would be working 6 hour shifts a day, only 5 days

a week.
3) It would be less stressful for the person and their

families:

a) the stress of providing DAILY transport is avoided since
the person is brought to the care facmlty on Monday and
returns home on Friday. .

b) Stress for the person with Alzheimers is lessened because
in essence, he/she would have a familiar home away from
home during the (family caregiver) work week, and yet be
home with their family on weekends.

4) Use of a single resident house encourages location
convenience, allows for increased economic feasibility, as
well as accessibility to more rural situations.

The facts are supported in the handout sheets provided.
on page 6 of the handout sheets, there are Budget
Explanations. This Bill is NOT asking for any financial
help from the taxpayer. It provides people with an
important, and less expensive alternative than 24 hour/7 day
week care that many family caregivers are now providing.



TESTIMONY GIVEN BY:

Legal Name - Mary M. Stutterheim
Organizational Unit - Independent

Residential Addresses:
1. Praire View, Kansas 67664
2. 133375 Running Horse Road, Platte City, Missouri 64079

Professional Background:
BSRN (Kansas/Missouri licenses).

To the best of my knowledge and belief, all data in this

presentation is true and correct.
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Mary M. Stutterheim
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IN REFERENCE TO HOUSE BILL 3045

OBJECTIVES OF THIS PROPOSAL:

I.

IT.

ITT.

IV.

To provide an adult care alternative that is economically

feasible for a special population (Alzheimers and Related

Dementias), who are often non medicaid/non medicare

qualifying.

[See figure 1 - AD (Alzheimers) Disease Statistics].

To relieve the burden of the caregiver population,

specifically the "adult children" primarily women between

the ages of 40-60 years of age. Women are often

"sandwiched" between the parent(s) needing help, the

husband, the job, and the children (Study by Elaine Brody

MSW gerontology researcher).

To provide services that meet the needs of the rural

elderly as well as the urban elderly, by addressing:

a. cost factors

b. flexibility of hours

c. location convenience

d. minimization of transport difficulties.

It will hopefully confront some of the psychological

barriers:

a. of caregivers' ability "to let go" and their "guilt
feelings," by providing a transitional program between
"in home" services and the formal institutional
setting.

b. of caregiver lack of confidence in a mutually
beneficial situation to recipient and to self.

For a broad overview of "a service inventory" please refer to

figure 2.
It will be necessary to first examine PRESENT SERVICES available

to AD and Related Dementias, and the drawbacks.

A) Church/Community affiliated "Caregiver Day Out"
programs - usually 4 hours respite care, not expensive,
activity emphasis with a volunteer staff. Drawbacks -

lack of flexibility of hours, limited program time,

Como®



B)

C)

D)

E)

limited services, and daily transport demands.

Adult Day Care Programs - cost vary greatly; as low as
$10-30.00 daily to as high as $8.00 per hour.

Drawbacks - non flexible hours, daily transport
demands, often too expensive. A study completed by
Linda Wright with UKMC, Center on Aging, had examined
several other factors that specifically pertain to non
success of Day Care, including location inconvenience,
lack of understanding of program and services offered,
as well a psychological barrier's. A study finished by
Susan Kordish, Planning Director of Pennsylvania AAA
also clarifies underuse and/or failure rates of Rural
Adult Day Care. Jerry Cooper, with Brookdale Adult
Services in St. Joseph, Mo., has struggled 2 years to
start a city (urban model) Day Care Program with no
present success. There are numerous operating Day Care
Programs in Kansas City - some successful, and other
attempted non successful ones.

Private Pay Respite Care - the most "in demand" care is
for home services (usually provided by personal service
agencies). It definitely solves transport
difficulties; it allows the person to stay in his/her
own familiar surroundings, and offers varied services.
The main drawback is cost - $18,000 yearly or $1500 per

month.

Nursing Homes and Special Care Units are expensive with
costs varying from $2000 to $3000 plus per month.

Respite beds in nursing homes are very expensive and
one must usually contract for 2 weeks or more.

One and Two Bed Adult Care Homes - are economically not
feasible: at the cost of $5.00 per hour, it would
equal $3600.00 monthly per 1 person, for 24 hour care;
for 2 residents, the monthly cost would be $1800.00.
(This provides simple nursing care with no guarantee of

professional nursing services.)

S22



F) Boarding Care Homes and/or Adult Family Care Homes -
custodial or supervisory care applicable to early stage

dementia. More economical due to group situation, but
impractical due to progressive degeneration of disease;
therefore, resulting in eventual non—-qualifying status
of resident.

G) Various Community Fragmented Services like "Telephone
Reassurance", "Friendly Visitor", "Hospice", "Meals on
Wheels", Transport Programs, etc. Important, but not
comprehensive, programs allow persons to stay in home,
gives limited respite, offers limited supportive
services. Not always available to the isolated rural
areas, and small town communities.

It is now necessary to examine Services Not Available to AD and

Related Dementias:

A) Boarding Care Homes and/or Adult Family Homes -

licensed for supervisory, custodial care, do not meet
needs of Stage II and Stage III of Alzheimers.

B) Medicare Services - usually non qualifying home health
aide supportive services; it rarely provides for long
term care of chronic conditions inn the home.

C) Medicaid Services - strict eligibility requirement for
needy and low income families. The emphasis is on
Medical needs, not supportive services.

D) Mental Health Transitional Homes - AD is not a "mental
illness"; non qualifying. [It is a progressive
degenerative disease that attacks the brain.]

What programs are presently not allowed due to laws and
regulation? Looking at an example:
HOUSE BILL 3045 would allow the possibility of a 5 Bed Adult Care

Home, operating a 5 day week "live in" situation, operating on a

$1200 monthly cost (averages approximately $3.00 per hour) per
individual. This allows a 1 to 5 caregiver to resident ratio for
18 hours of the day, plus having additional professional

nurse/caregiver service for 6 hours of the day. This "quality

Y
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assurance" compares to figure 3, 14 SCU's (Special Care Units) of
SNF's (Skilled Nursing Facilities), which is an excellent
staffing ratio (better ratio, as covers 24 hour care). In
"direct service" nursing hours per resident, it is above the 2.6
to 3.0 range of SCU of SNF's. This satisfies Objective I of Page
1. Objective II is best clarified by asking "Who is the
caregiver" [see fact sheet, figure 4].
Note: 75 percent Female.

46 years is the average age (with 28 percent under 35 years

of age). 55 percent are employed with 33 percent full time

workers reporting lost time from job/employment.
"In generally, 1.8 million women care for an elderly member of
the family and raise children at the same time. The quality of
care given, is affected by stress burnout and the caregivers
personal wellbeing." (Reference Nick Gallo - "A Helping Hand for
Home Caregivers") [See figure 5 for the stress demands], "What
do caregivers do?"
These family caregivers may need a comprehensive program that
offers weekday respite care during the middle of the week, while
at their jobs; they need shift job hour flexibility which day
care alone does not offer. The program promotes family ties
(loved ones go home on weekends). It cost less than SNF respite,
less than private home support services. It relieves management
problems of utilizing fragmented community services, or finding
and retaining help for "in home" services. It promotes full time
employment with reduced "lost time" from work. These above
points, also partially satisfy Objective III (page 1) of
proposal. Logically it then addresses daily transport problems,
reduced to 2 x weekly (to and from trips). Being a single
resident house structure, it allows great choice in location
convenience.
In general, for Objective IV, further research need to be done.
But, concerning this last objective (page 1) how could the
caregiver have confidence of a mutually beneficial situation?
(From Linda Wrights study - the families felt guilty or were not

wem
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accepting of benefits to caregiver without proven benefit to care
recipient.)
By looking at figure 6, Sundown Syndrome, plus addressing
wandering behavior, day and night confusion - need for familiar
family and friend interaction, any program outside the home may
seem detrimental to the care recipient. My personal professional
experience, has shown the ability of AD and related Dementia
persons to have TWO familiar "homes", as long as there is reqular
contact between the two locations. (Its difficult and stressful
to get the person TO day care, not to take them home.) Once at
the day care setting or 5 day respite setting, there is
adjustment; the 5 day program reduces the anxiety/stress of
caregiver and care recipient in making daily trips.
BUDGET CONSIDERATIONS

A basic 5 day week — 5 "live in" residents would cost $1500 per
resident each month. [Same cost as average "in home services"].
By adding up to 5 person "in house" day care, 5 hour program, the
cost is reduced to $1200 per "live in" resident. [This is less
than cost of average in home service].
Another cost effective idea - allows for a "live in" part time
housekeeper in exchange for room and board - also guarantees an
extra "staff" person "on call" for premises at night in case of
emergencies.
CILARIFICATION OF BUDGET: (example)
Expenses: (Monthly)

Salaries - $4500.00

Vacation Benefit Fund (savings) $200.00

Payroll Tax - $315.00

Professional Fees: (consultations)

Physician - $150.00
Dietician/PT - $100.00

Licensing Fee - ?

Rent /Mortgage (with insurance) $600.00

City Tax, Trash Service, etc. - $100.00

Utilities/Telephone - $300.00

9
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Yardwork/Maintenance - $100.00
Home Maintenance - $100.00
Office Supplies/Activity Supplies - $100.00
Food/Household - $400.00
Miscellaneous - $100.00
TOTAL: $7065.00

Income:
$1200 (monthly) * $440 (monthly)
X 5 Resident's X 5 Resident's
$6000 + $2200 = $8200.00

*5 hour "in house" day care for (up to) 5 persons (while "extra
staff" person, professional nurse on duty)

$8,200 - 7,065 = $1,135; this difference allows for day care
fluctuations.

Most Common Asked Questions:
1. Would there be any way to further decrease the cost? Yes, if

the state allowed "spouse help" or "family caregiver help"
(for non-working or part time employed caregiver) to
subsitute for 4-6 hours of CNA staffing-families would
receive cost reductions, as well as create an environment of
"mutual participation and increased pride of personal
involvement."

2. Would this legislative change increase situations for the
type of elder abuse found in "certain boarding home
situations"? A 1 to 5 Bed program and/or facility is not a
"boarding home." Regulations, quality staff, and
qualifications of the licensee and/or provider could be very
specific. Boarders of boarding homes receive basic
supervision, but the boarders are responsible for their own
independent medical/dental care. A 1 to 5 Bed Home is
similar to a Special Care Unit of a Skilled Nursing Facility;
residents are only "admitted" under daily 6 hour supervision,
assessment, coordination of nursing services by a
professional health provider.

3. Wwhat would be the suggested qualification's of the

'Ry
;;\%



licensee/operator?

a. Minimum BSRN licensure, plus minimum of 6 months work
experience and/or educational experience with a SCU of a
SNF, plus a minimum of 6 months of PH nursing and/or home

health nursing (to increase family service skills)

b. Minimum of a BS in social work/social services, plus a

minimum of 6 months work/educational experience in a SCU

of a SNF, plus a minimum of LPN or equivalent health

related licensure (to increase nursing skills).
Can the staffing "quality assurance," and services
available, be clarified? 1In a therapeutic mileuu of a
"family hone" environment, smallness of resident group
program similarity to a SCU, it could address needs of stages
I & IT & beginning III. Services available: consulting
dietician, consulting physical therapist, direct nursing
services of an RN (or equivalent health care coordinator), 1
CMT, 3 CNA's with 24 hour staffing. All of "nursing
employees" could work 3/4 time, 6 hr/5 day week to avoid
"burnout syndrome"; it would also offer a monthly family
support dgroup program.
Isn't "in home" supportive health services best for everyone,
with needed emphasis in legislative support for these
services? There is great demand for in home affordable
services for the working middle class families. But with
societal trends toward a "two-member" working family, we need
alternatives in the health care delivery system. I think
this legislative change with realistic restrictions, supports
an important need for working "two member families," or
working women, who still want to keep their loved parent
intimately part of the family home base, with stress limiting
factors. For rural America the situation is complex as the
caregiver sets often high self standards for independently
managing "the situation", with resulting high stress. Home
service delivery is complicated by the hired outside

caregiver making daily trips on rough roads and facing
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difficult weather conditions, to bring the service to the
family; this is not always so dependable. The spouse,
daughter (or other) of care recipient will often not trust
their home to the outside caregiver (they stay to "watch over
things") and thus do not get physical breaks away from the
home stress situation. This is exemplified by the statistics

on domestic elderly abuse.
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ALZHEIMER’S DISEASE STATISTICS

\
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Alzheimer’s disease (AD) is a progressive, degenerative disease that attacks the brain and results in impaired
memory, thinking and behavior. It is the most common form of dementing illness. The person with AD
may experience confusion, personality and behavior changes, impaired judgement, and difficulty finding
words, finishing thoughts or following directions.

The following statistics are estimates used bv the Alzheimer’s Association:

e Approximately 4 million Americans are afflicted with Alzheimer’s disease.

e Alzheimer’s disease is the fourth leading cause of death among adults, taking more than
100.000 lives annually.

e Unless a cure or means of prevention are found for Alzheimer’s disease, an estimated 12 to 14
million Americans will be affected by the year 2040.

e Approximately 10% of the population over 65 years of age is afflicted with Alzheimer’s disease.
This percentage rises to 47.2% in those over the age of 85, which is the fastest
growing segment of the United States population. ThlS is significant because the nation’s entire
aged population is increasing rapidly and it is estimated that by the year 2050, the U.S. will have

67.5 million people over the age 65 compared with 25.5 million today.

e From onset of symptoms, the life span of an Alzheimer victim can range anywhere from three
to 20 or more vears.

e More than 50% of all nursing home patients are victims of Alzheimer’s disease or a related

disorder. The annual cost of nursing home care ranges between 324,000 and $36,000. ,7,,.,1, I sca
Mwh.t.s

e Approximately 70% of the care given Alzheimer victims is provided by families. The cost 0 a
family caring for the AD patient at home averages $18,000 per year.

e The financing of care for Alzheimer’s disease - including costs of diagnosis, treatment, nursing
home care, informal care, and lost wages -- is estimated to be more than $80 billion each vear.
The federal government covers 4.4 billion and the states. another 34.1 billion. Much of the.

remaining costs are borne by patients and their families.

e Congress has appropriated $138 million for Alzheimer’s disease research in fiscal year 1990. This
figure represents a 12% increase over 1989 levels, amounting to just over S35 per patient. By
comparison, the National Institute of Health invests ten times that amount for research on
cancer, cardiovascular disease and AIDS.

1/90
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©1990 The Alzheimer’s Disease and Related Disorders Association, Inc. All Rights Reserved.
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LONG-TERM SUPPORT SYSTEM
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Fl’gurf 1. Inventory of Recommended Available Services, Appropriate to a Long-Term
Car~™ ~port System. Reprinted by permission of American Journal of Public Health

70 n S.J. Brody and C. Masciocchi. 1880, Data for long-term care planning by
he. _stems agencies.
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Comprehensive Care

Elderly patients are likely to have multiple problems. A thorough
diagnostic evaluation will usually reveal a combination of physical,
psychological, and social problems that contribute to their impair-
ment. The interaction of these stresses is almost a prototype for the
development of psychosomatic disorders. A few of the stresses and
strains are indeed related to chronological age, but, as is true for
persons of any age, successful treatment depends on resolving emo-
tional as well as physical problems.

For a patient with dementia, a comprehensive treatment plan will
take into account the full range of the patient’s problems including the
assets and liabilities of the patient’s home or other living environment,
the characteristics of patient and family, and the family’s financial
situation (Miller and Cohen 1981).

Ideally, care providers should consider the implications and
interactions of all these factors and organize the delivery of services
tomeet all needs of all patients. The goal israrely achieved in practice.
Those responsible for care and treatment make choices according to
the relative importance of various factors in the lives of the patients
and in the available resources of a particular service system.

Since there is no single continuum of care, care providers go
through a process in which, for example, the decision about where a
patient is to live depends on his or her health status, mobility, family
support, and preference. Financial considerations may take prece-
dence: a person might be able to remain at home but not be able to
afford supervisory help, necessitating institutionalization. The almost
endless variations of individual circumstances and needs are met in

the complex matrix of health care delivery (Brody and Masciocchi
1980).

Interdisciplinary Team Care

Another system of care delivery is the interdisciplinary team
approach. In a typical community, an interdisciplinary team may be

7 e
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. As indicated earlier, AAHA’s membership identified staffing
issues as serious concerns and priorities, especially given current
r?gulatory constraints, the focus on cost containment, and the expe-
rience of other early research and demonstration projects wherein
staffing ratios were impractical for the long-term care industry
(?arker and Sommers 1983). In our survey, 14 skilled nursing facili-
ties provided adequate information for staffing comparisons. Within
these, facility size ranged from 120 to 784 beds, the number of
dementia unit beds from 8 to 200. It should be:noted that existing staff
patterns were calculated and adjusted tq'a 40-bed SNEnit for ease of

comparison. All facilities had at least one RNduring the day and 13
had at least one RN during the evening,

Comparison of Special Care Unit Staﬁ‘ingﬁat 14 SNF Facilities

Nurses Aides
Day Evening Night Day Evening Night
RN + LPN d 5 e
Skilled Nursing 39 13 13 52 52 26
Facilities (SNF) 30 15 75 45 30 30
275 17 ? 1.1 ? ?
2.6 1.9 1.3 57 43 2.6
27 18 9 54 45 2.7
24 16 1.6 57 32 1.6
24 24 1.6 64 48 4.8
24 16 8 66 33 1.6
2.1 14 ) 42 40 3.0
20 10 1.0 55 35 1.0
20 1.0 1.0 65 4.5 2.5
16 16 8 70 52 35
1.35 {4(1) 3 52 53 13
. . — 5.0 0 .
Health-Related 12 12 9 35 g.S g 2
Facilities (HRF) E
(Intermediate Care)
Average by 23 15 10 62 428 27
Category (SNF)
Median by 15 8 65) 45 26
Tategory (HRF) ~__
7.9 0 ¥.0 3 o ‘ =l

A
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Indications of social work or recreational staff allocations were
not consistent. Where these were included, however, there was a
range from .4 full-time employees to 1, again based on thatillustrative
40-bed unit example.

Several approaches to staffing merit note:

1. assigning activity workers to a 10 am. to 6 p.m. shift,
which was more reflective of available program hours

2. locating social work and activity workers’ offices on the
special care units

3. using part-time feeders, assistants, or nurse’s aides on the
evening shift for feeding and assistance at bedtime

4. modifying traditional specific discipline or departmental
responsibilities for tasks and activities.
For example:

« In three facilities, nurse’s aides conduct reality orien-
tation, remotivation, grooming, and activity programs.
Two other facilities have plans to utilize this approach.

« In three facilities, nurse’s aide assignments are based
on patient functional levels, allowing staff to conduct
small group programs for persons at similar levels.

5. In four facilities, volunteers were sought from among
staff, prior to the development of the special care unit, to
work on this unit.

6. In five facilities (three nonprofit and two proprietary),
there are coordinators for the special care unit whose time
commitments range from half- to full-time with no rela-
tionship between either their existence, time allocation, or
the number of designated special care beds. These indi-
viduals usually have the title of Clinical Coordinator with
responsibility for program innovation, staff education,
problem solving, and, within the proprietary facilities,
program marketing. In one case, the coordinator is also
responsible for actual programming on the unit.
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N 1 1 1 RORTIHWEST MISSOUR:
AREZA AGERCY OR AGING
Caregivers Fair, Conclusion
others present at the Caregivers
Fair were positive. Many ex-
pressed the hope that another will
be planned for 1991. Though no
formal evaluation of this year’s
event had been held as of early De-
cember, Harold Bezona, AARP
President, and one of the planners
of this year’s event was optimistic
and enthusiastic about prospects
for a similar event in the coming
year. "Be assured we’ll have an-
other next year, an even better
one."

AARP’s 30th Anniversary
Celebration

Following the Caregivers Fair,
AARP, one of its co-sponsors and
planners, held a celebration of its
30th anniversary. The St. Joseph
chapter of AARP was the sixth to
be organized in the United States,
and one of ten to have celebrated
thirty years, according to Harold
Bezona, St. Joseph AARP Presi-
dent. At the celebration a letter
from the national AARP Prcsident
congratulating the St. Joseph chap-
ter was read and presented. Nine
past President of the local chapter
were recognized. A highlight of the
celebration was recognition of two
charter members, Edra Meeks and
Gladys Brooks. Entertainment was
provided by the Joyce Ray Patter-
son Center’s Kitchen Band, di-
rected by Mildred Huffman.

The St. Joseph AARP has about
200 members. It meets each third
Tuesday at 1 p.m. at the Joyce Ray
Patterson Senior Center.

A Child’s View of
Alzheimer’s Disease

An eight-year-old boy writes of
his experiences with his aunt, a vic-
tim of Alzheimer’s disease. Aunt
Dodie Has Alzheimer’s provides a
good starting point for discussing
family illness. It also is a way to en-
courage youngsters to write.

Order from Paraclete Press, P. O.
Box 624, Pentwater, MI 49449, 12
pages. 35, prepaid.

Fact Sheet on Caregivers

In 1987, a national survey of carcgivers was conducted for the American Association
of Retired Persons, (AARP). and The Travelers Companies Foundation. For pur-
poses of this research, a caregiver was defined as someone who provides unpaid assis-
tance to a second person, aged 50 or older, needing help with one activity of daily
living (ADL-dressing, bathing, feeding, toileting and transferring) or two instrumental
activities of daily living IADL-grocery shopping, managing finances, housework, meal
preparation, transportation, administering medications, etc.)

Based on this definition, approximately 7.8 percent of all households contained a car-
egiver between December 1986 and December 1987. Consequently, there were almost
7 million U. S. houscholds containing caregivers (6,979,000).

The AARP and The Travelers Companies Foundation research reports on persons
currently providing care (65%) as well as persons who had becn caregivers within the
12 montbhs prior to the survey (35%). In addition. 63% of respondents reported being
primary caregivers.

Following is a profilc of carcgivers and care reccivers based on the survey:

WHO ARE THE CAREGIVERS?

Seventv-five percent of carcgivers arc female.
The average age 1s 40 with 289 under 33 and 15% over 65.
Sixty-six percent are marricd.
Only 37% sharc a houschold with the care recipient.
Approximately one-third of carcgivers "became caregivers” because they live in
close proximity to the older person; eightcen percent because they have a closer
relationship with the older persons and 162 "because no one else would do it.”
® While the majority of carcgivers (47%) reported their houschold income to be
$25,000 or more, 209 rcported houschold incomes of less than $15,000 and 10%%
reported incomes of $50.000 or more.
e Caregivers reported the additional responsibility of caring for children: 31%
reported children in the houschold under 12 vears of age and 23% reported living
Q). with children 12 through 17.
“ve  Fiftv-five percent of caregivers are emploved: 425, are emploved full-time and
v6Q// 15% are employed part-lime.
" e 33% of full-time emplovees and 37% of part-lime workers have lost time from
work due to caregiving responsibilities.
® 15% ol those previously employed choose early retirement and 12% reported
giving up work entirely while they werc helping their older relative.
e Nine pereent reported taking a 13680f absence; four percent reported problems
with supervisors and three percent turn down promotions.
e Ofthose who lost time from work. had to go from full-time to part-time or had to
take a leave of absence (198), only 20% lost work benefits.

WHOM DO THEY CARE FOR?

® Care recipients are gencrally relatives of the caregiver (85%), most likely a

mother. »

e Fifty percent live in their own home or apartment.

® Fifty-eight pereent are houscbound and 28% of the housebound older persons
are also bedridden while 249 are wheelchair-bound.

® The average age is 77 with 13% betwecn 50-64 years of age and 24%, 85 years old
and older.

® Care receivers are most likely to suffer from chronic illness (70%); 16% suffer
from acute illness an 5% suffer with both.

Continued on the next page
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WHAT DO CAREGIVERS DO?

CE-)
age 7

The majority_of caregivers provide personal services.
While approximately one-third do not provide assistance
with ADLs, about one-third provide help with three or
more ADLs.

Almost all caregivers assist with IADLs. Three-fourths
help with grocery shopping, transportation and house-
work, and about two-thirds prepare meals or manage
finances. Only one-in-two help administer medications.
One average, caregivers have been providing assistance
for about two years and expect to continue providing
care indefinitely.

One-half of those surveyed spend at least 12 hours per
week on caregiving. Eleven percent give constant care
and 28% give care eight hours or less per week.

About three-fourths of caregivers have used at least one
social service with community organizations and govern-
mental agencies most likely being the provider.
Resources used most often were newsletters, home
health aids, homemaker/chore services and educational
seminars.

Caregivers devoting more than 20 hours per week to the
needs of the older persons and those providing assis-
tance with three or more ADLs are among the heaviest
users of services. ol . .
Caregivers who do not sse a particular service do not
perceive a need for the service or they are not aware of
it.

Paid services are used moderately. The most frequently
used paid services are home health aides, home-
maker/chore services and respite care.

Six n ten caregivers have incurred additional expenses
as a result of caregiving. The most frequently mentioned
expenses were travel, telephone bills and special
diets/medicines.

The total caregiving expenditure in a typical month ise
$117 for those incurring additional expenses.

For those incurring additional expenses as a result of
caregiving, these expenditures represent about 7% of
their income, on average.

Fifty-one percent of caregivers reported spending less
time on leisure activities; 34% spent less time with their
families and 33% have paid less attention to their own
health needs.

Life with an Aizheimer’s Victim

Art Danforth, author of Living wi
Story, was the caregiver and his wife, Ruth, the patient af-
flicted with the dreaded dementia. Both were victims of the
disease. Danforth tells, candidly and compassionately, of his
wife’s struggles and of his own fears and worry about her as
well as of his moments of anger and his sense of guilt as he
spent hour after hour, day after day meeting his wife’s needs.
You may order the book from Prestige Press, P. O. Box 2608,
Falls Church, VA 22042-0608. $15.95 (cloth), $9.95 (pb), pre-
paid.
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A Caregiver’s Bill of Rights

1 have the right

O

U

(0 I I O O

to take care of myself. This is not an act of selfishness. It
will give me the capability of taking better care of my
relative.

to seek help from others even though my relative may
object. I recognize the limits of my own endurance and

strength.

to maintain facets of my own life that do not include the
person I care for, just as I would if he or she were healthy.
I know that I do everything that I reasonably can for this
person, and [ have the right to do some things just for
myself.

to get angry, be depressed, and express other difficult
feelings occasionally.

to reject any attempt by my relative (either conscious or
unconscious) to manipulate me through guilt, anger, or
depression.

to receive consideration, affection, forgiveness, and accep-
tance for what I do from my loved one for as long as [ offer
these qualities in return.

to take pride in what I am accomplishing and to applaud
the courage it has sometimes taken to meet the needs of
my relative.

to protect my individuality and my right to make a life for
myself that will sustain me in the time when my relatives no
longer necds my full-time help.

to expect and demand that as new strides are made in
finding resources to aid physically and mentally impaired
older persons in our country, similar strides will be made
toward aiding and supporting carcgivers. -

Add your own statement of rights to this list. Read the list
to yourself every day.

Reprinted from Caregiving: Helping An Aging Loved One,

an AARP book by Jo Homes.
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TREATMENT OF BEHAVIORAL SYMPTOMS IN ALZHEIMER'S DISEASE
MISSOURI ALZHEIMER'S DISEASE AND RELATED DISORDERS TASK FORCE

SETE3ESE 3L TN H R %*x%*%k***%**%k%**%*****K**%**#%***%%x****%#%***%*

A relatively common symptom in patients with cognitive impairment is a tendency for
greater confusion *toward evening time. Evening time, toward sundown is usually
quieter, darker, with decreased sensory input from the environment. Acute
confusional episodes occurrinag toward eveninag time are usually called "sundowner's
syndrome', This 1is most often seen if the collectivity impaired individual is in
an institutional setting such as a hospital or nursing home and especially in
intensive care wunits where there may be additional sensory deprivation. The
patient  with Alzheimer's Disease may become more disoriented, agitated and
frightened as night time approaches. Sundowning can often be prevented or treated
by increasing sensory input into the environment +toward late afterncon/early

evening, e.g., familiar faces (family, friends), more light, some'musit”or“o+herr‘

reassuring auditory stimuli. Occasionally small doses of an.anti-anxiety aoen*
given 30-860 minutes prior to onset of symptoms can help to temper their intensif £y,

Another common and frustrating behavioral problem in patients with Alzheimer's
disease is _day/night confusion. The typical scenario is that of an Alzheimer's
patient uwho awakens at 3:00 a.m., gets dressed and makes ready to "go to work",
believing 1t 1s day. The Alzheimer's disease patient who sleeps during the day and
is up at night places qgreat strains on family and other caregivers. The most
helpful interventions with this behavior are non-chemical. -Jo: make;agconcer*ed
effort ‘mot to let the patient sleep during the day so that when beo*1me»comes thet
patient is tired and will sleep. At times, even when this is 'done,%Alzheimer!'s
disease patients may have night time awakenings to use the bathroom.gr:because
their sleep is fragmented. Avoiding diuretics, caffeine, nlcotlne, ‘and - -@XCeSss
fluids after dinmmer may cut douwn on the need to void during sleep. At ‘times, a
rapid-acting, short half-life sedative may be helpful, either prior to 'sleep or
even when night time awakenings occur. . Alzheimer's disease patients function
better after a good night's rest and so do caregivers.

In future publications we will discuss wandering behavior, impulse control problems
and other behavioral symptoms seen in Alzheimer's disease. A psychiatrist
experienced in working with geriatric patients can be a valuable consultant to
patients, family and nursing staff dealing with behavioral manifestations of

Alzheimer's disease.
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LOSING A MILLION MINDS:

ALZHEIMER'S DISEASE INSIGHT INTO THE MEDICAL MYSTERY
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The Missouri State Conference on Alzheimer's disease will be held April 21 and 22,
1988 at Tan-Tar-A Resort, (sage Beach, Missouri. Anyone interest in additional
information regarding this conference can contact Sandy Gifford, Division of Aging,
2701 UWest Main Street, Post Office Box 1337, Jefferson City, Missouri 65102 (314)

751-3082.
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