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MINUTES OF THE SENATE COMMITTEE ON PUBLIC HEAL'TH AND WELFARE
The meeting was called to order by Chair Sandy Praeger at 10:00 a.m. on February 10, 1993 in Room 526-S of

the Capitol.

All members were present except:'

Committee staff present: Norman Furse, Revisor of Statutes
William Wolff, Legislative Research Department
Emalene Correll, Legislative Research Department
Jo Ann Bunten, Committee Secretary

Conferees appearing before the committee:

Senator Marge Petty

Bruce Sneed, Radon Measurement and Diagnostics

Jim Yonally, Kansas Dental Hygienists Association

State Representative Forrest Swall

Gigi Felix, Executive Director, Kansas Chapter of the National Association of Social Workers

Liane Davis, Associate Dean for Academic Programs of the University of Kansas School of Social Welfare
Chip Wheelen, Kansas Psychiatric Society

Lawrence T. Buening, Jr., Executive Director, Kansas Board of Healing Art

Hal Boyts, President, Kansas Society for Clinical Social Work

Others attending: See attached list

The Chair called for Committee bill introductions.

Senator Marge Petty requested introduction of a bill that would establish health and safety programs for state
employees under the Department of Administration. Senator Ramirez made a motion the Committee introduce the
bill, seconded by Senator Walker. No discussion followed. The motion carried.

Bruce Sneed, Radon Measurement and Diagnostics, requested introduction of a bill that would establish a
certification process for people who perform the duties of radon testing or mitigation. Senator Walker made a
motion the Committee introduce the bill, seconded by Senator Papay. No discussion followed. The motion
carried. I

Jim Yonally, KDHA, requested introduction of a bill dealing with dental hygienists, similar to a bill vetoed by the
Governor last year. Senator [L.angworthy made a motion the Committee introduce the bill, seconded by Senator
Hardenburger. No discussion followed. The motion carried.

The Chair opened hearing on SB 120 - Social workers definition.

State Representative Forrest Swall appeared in support of SB 120 and stated the issue of qualifications and the
right of social workers to diagnose as part of the scope of social work practice comes to the attention of the
legislature because of a recent ruling by the Attorney General that indicated the function of diagnosis is not clearly
spelled out in the current social work licensing law. (Attachment 1)

Gigi Felix, K-NASW, expressed her support of SB_120 and distributed copies of a balloon of the bill that added
language clarifying the supervision of the licensed master social worker. (Attachment2) Staff suggested the
conferee might want to include hospitals and psychiatric hospitals in the proposed amendment on page 2 of the
bill.

Liane Davis, Associate Dean, University of Kansas School of Social Welfare, appeared in support of SB_120

Unless specifically noted, the individual remarks recorded herein have not been transcribed

verbatim. Individual remarks as reported herein have not been submitted to the individuals 1
appearing before the committee for editing or corrections.
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and outlined the educational preparation social workers receive that prepares them to diagnose mental disorders.

(Attachment 3)

Chip Wheelen, representing the Kansas Psychiatric Society, expressed his opposition to SB 120 stating his
organization does not disagree with the purpose behind the bill, however, they do object to the wording of the bill.
Mr. Wheelen recommended a substitute version of SB_120 which accomplishes the goals set out by the Kansas
Chapter of NASW, but does so in a manner that is appropriate and explicit. The proposed bill would require the
Behavioral Sciences Regulatory Board to create a special designation of licensed specialist clinical social workers
for those social workers who have achieved advanced training and education sufficient to qualify them as
diagnosticians in the mental health field. This substitute bill would specifically authorize LSCSWs to diagnose
psychological disorders and socially dysfunctional conditions but would prohibit them from diagnosing mental
illnesses. Mr. Wheelen stated the language is modeled after the advanced registered nurse practitioner law
contained in the Nurse Practice Act and is consistent with the existing provisions of KSA 65-6308 which allows
the Board to certify social workers who have achieved at least two years supervised clinical experience in order to
be certified as a specialist and thus practice independently. (Attachment 4) In answer to a member’s question,
Mr. Wheelen stated his recommended language is consistent with current practice among social workers and
would not broaden or narrow the scope of practice. Workers’ compensation and the use by various mental health
professionals of the Diagnostic and Statistical Manual published by the American Psychiatric Association as a
reference document were discussed. In regard to licensing and regulation, it was pointed out a wide range of
medical specialties are currently under one statute.

Larry Buening, Jr., Board of Healing Arts, appeared before the Committee and expressed concern regarding S B
120. The first concern relates to the changes made by the new language set forth on page one, lines 42-43 and
page two, lines 1-3 of the bill, which would allow licensed specialist clinical social workers or licensed master
social workers to make diagnosis of mental conditions classified in the current version of “The Diagnostic and
Statistical Manual of Mental Disorders.” The other concerns relate to a licensed master social worker who may
make a diagnosis when working under the supervision of a qualified mental health professional, as well as
language dealing with psychological testing. Mr. Buening stated the proposed amendment makes no provision for
the referral to an appropriate physician licensed to practice medicine and surgery in order to make a medical
diagnosis required because of current physical disorders or conditions which may be potentially relevant to the
understanding of the management of the case. (Attachment5)

Further testimony in support of SB_120 was provided by Hal Boyts, President, Kansas Society for Clinical
Social Work, as well as written testimony in support of the bill submitted from the following: Paul Klotz,
Executive Director, Association of Community Mental Health Centers of Kansas, Inc.; Steve Proctor, LSCSW;
Carl Myers, LSCSW, Washburn University; Emily Holman, President, Kansas Chapter, NASW; and David C.
Rodeheffer, Kansas Psychological Association in opposition to the bill. (Attachments 6,7,8.9, 10and 11)

The Chair appointed a subcommittee on SB_120 to further study the bill consisting of Senators Praeger,
Langworthy and Walker.

The meeting was adjourned at 11:00 A.M.

The next meeting is scheduled for February 11, 1993t.
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SOCIAL WORK LICENSING

Statement Regarding SB 120

Presented by Representative Forrest L. Swall

February 10, 1993

SB 120 addresses the issue of the qualifications and the
right of social workers to diagnose as part of the scope of
social work practice.

This issue comes to the attention of the legislature because
of a recent ruling by the Attorney General which indicated that
t+he function of diagnosis is not clearly spelied out in the

current social work licensing law.

Social workers have always engaged in diagnosis whether in
mental hezlth work, public social services, and anv and all other
fields and areas of work. Knowledge and skills in diagnosis has
long been a part of the professional training of social workers.
Other conferees will speak to this in more detail.

There are several thousand social workers engaged in prac-
tice in a wide range of service in Kansas. The agency that might
be most affected should the correction proposed in SB 120 is
mental health. Social workers have distinguished themssives in
the field of mental health. Their service 1s especially signifi-
cant given the imnortant emphasis on making further transitions
from the mental hospitals to community programs.

E2 dpes nething to change the current practice. It gimoly
brincs the law into compliznce with current practice. It is =
correction that will not impact negatively on ths sitzts or any of
+he other helnina professions. SB 120 will in essence remcve anvy
iegal impediments to contirued social work practics in Yansas.
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Seasion of 1993

SENATE BILL No. 120

By Committee on Public Health and Welfare

1:28

AN ACT concerning social work; relating to qualifications and re-
sponsibilities of social workers; amending K.S.A. 65-6302 and re-
pealing the existing section.

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

Section 1. K.S.A. 65-6302 is hereby amended to read as follows:
65-6302. As used in this act, unless the context clearly requires
otherwise, the following words and phrases shall have the meaning .
ascribed to them in this section:

(a) “Board” means the behavioral sciences regulatory board cre-
ated by K.S.A. 74-7501, and amendments thereto.

(b) “Social work practice” means the professional activity of help-
ing individuals, groups or communities enhance or restore their
capacity for physical, social and economic functioning and the pro-
fessional application of social work values, principles and techniques
in areas such as psychotherapy, social service administration, social
planning, social work consultation and social work research to one
or more of the following ends: Helping people obtain tangible serv-
ices; counseling with individuals, families and groups; helping com-
munities or groups provide or improve social and health services;
and participating in relevant social action. The practice of social work
requires knowledge of human development and behavior; of social,
economic and cultural institutions and forces; and of the interaction
of all these factors. Social work practice includes the teaching of
practicum courses in social work.

(c) “Psychotherapy” means the use of psychological and social
methods within a professional relationship, to assist the person or
persons to achieve a better psychosocial adaptation to acquire greater
human realization of psychosocial potential and adaptation; to modify
internal and external conditions which affect individuals, groups or
communities in respect to behavior, emotions and thinking, in re-
spect to their intrapersonal and interpersonal processes. Forms of
psychotherapy include but are not restricted to individual psycho-
therapy, conjoint marital therapy, family therapy and group psycho-
therapy. Psychotherapy includes diagnosis of the mental conditions
classified in the most current version of The Diagnostic and Statistical
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Manual of Mental Disorders by a licensed specialist clinical social

worker, or a licensed master social worker under the supervision of ~~

o qualificd montal health prefessional. If -psychologioal testing ts
roquired to somplots o diagnosis, reforral will bemads to & guatified,
divensed peychologist.

Sec. 2. K.S.A. 65-6302 is hereby repealed.

Sec. 3. This act shall take effect and be in force from and after
its publication in the statute book.

--a Licensed Specialist Clinical Social Worker, a licensed
psychologist, a licensed physician, a licensed Community
Mental Health Center, or a state facility authorized to
provide psychotherapeutic services.



TESTIMONY IN SUPPORT OF SB120, AMENDED

SENATE PUBLIC HEALTH AND WELFARE

Good Morning Senator Praeger and members of the Senate Public Health
and Welfare Committee. I am Gigi Felix, a licensed master level social
worker in the state of Kansas. I am the executive director of the Kansas
Chapter of the National Association of Social Workers (K-NASW) and am here
this morning to SUPPORT the amended version of SBI20. This legislation
amends the social work practice act KSA 65-6302. Our intention today, as
it has been from the beginning is only to clear up a legal technicality
that was discovered last year by the Attorney General's office. This bill
will élarify that by clearly giving social workers the legal right to
diagnose as part of our psychotherapeutic work. We seek neither to expand

nor limit the current scope of social work practice in the state of Kansas.

The legislation you have before you today has been amended to reflect
several difficulties we saw in the version introduced. We have been
working with a wide range of interested parties in developing this
legislation, and are trying to work out whatever difficulties others may
see. We are still trying to avoid turf battles, and inter-disciplinary
squabbles. This version is an attempt to gquell the fears and answer the

questions others have raised.

Why we request the amendment:

1) The original version sited the QMHP (Qualified Mental Health
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Professional) as having the right to supervise a LMSW in clinical work.
When we checked, the LMSW IS a QMHP. The current wording would have meant
that MSWs would be supervising MSWs; obviously, this does not make sense.
The QMHP also adds further confusion within the statute, which is what'we
are trying to clarify. We therefore deleted the QMHP language, and

inserted the professionals who can supervise the LMSW.

2) The original version limited the psychological testing to ONLY
licensed psychologists (PhDs). In the real world, this will not work. The
Registered Master Level Psychologist (RMLP) also does psychological testing
in the Community Mental Health Centers. To eliminate the testing by the
RMLP would cause great hardship on the CMHCs, and carry a significant

fiscal note for the state.

The Kansas Psychological Association (KPA), the Department of Social

and Rehabilitation Services (SRS), and the CMHCs agree with this amendment.

Social Workers have been successfully and competently working in mental
health settings since the time of Freud. Social work literature has a
long history of publishing in the mental health diagnostic field. In 1917

Mary Richards published Social Diagnosis based on early casework technigues

and diagnostic methods. This diagnostic work followed the evolution of the
field: in the 1920s Freudian psychology provided the underlying theory and
increased knowledge base, in the 1930s it expanded to include the living

environment of the client. We continue to expand and refine our techniques

and education to keep abreast of new issues. All licensed social workers

w
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in the state of Kansas must complete 60 hours of continuing education every

2 years for license renewal.

Concern has also been raised about our use of the DSM for diagnosing

mental conditions. It should be noted that in the current version of the

DSM that:

1> a social worker was, and is, an editor of the Manual

2> social workers were part of the field testing of the statistical
findings through using the Manual; and,

3> social workers have been using the Manual, as have the

psychiatrists, MDs, and psychologists since its inception.

Another concern has arisen that the DSM is a medical diagnostic tool.
This is simply not true. You will hear testimony today which cites the DSM
that it has been developed for use by all mental health professionals. I
will discuss this a bit more in a moment. There is also a movement to
delineate the differences between "mental illness" and "mental disorder.”

The DSM defines a "mental illness" as:

"Mental Illness: see Mental Disorder..." A mental
disorder is defined: "... an illness with
psychologic or behavioral manifestation and/or
impairment due to social, psychologic, genetic,
physical, chemical, or biologic disturbance. The

disorder is not limited to relations between the

- The Jayhawk Tower, 700 SW Jackson Street, Suite 901, Topeka. KCrsas £6603-3740 e TEL. (913) 354-4804 o FAX(913) 352 "
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person and society. The illness is characterized by

symptoms and/or impaired functioning"

I challenge anyone to define the differences between the statutory

language. We hope to at least ease the confusion.

Social Work has also been challenged on our competence to do this work,
and the field experience we have. f checked with the KU School of Social
Welfare, was told that there were 1,320 hours in the field practicum for
MSWs - that is over and above the field work of the BSW and includes
supervision in both the field through the field supervisor, and in their
practice classes. According to the licensure regquirements for an LSCSW,
(see attachment A) a social worker must submit a certified transcript of
their MSW education, subject to approval by the board, £,000 hours of
clinical practice in addition to a minimum of 100 hours of direct
supervision (see attachment B) before they qualify to apply for the LSCSW
license. In addition, they must provide 3 letters of reference to ensure
that they are worthy of the public trust. It is only then, that they earn
the right to sit for the clinical test, which includes a wide range of
questions, including ones on diagnosing mental conditions, and if they pass

the test, they are licensed at the advanced level.

To further support our stand, I have attached several documents which
show other "authorities” which support us... the Kansas Legislature, the

Kansas Insurance Department, and the DSM itself:

The Jayhawk Tower, 700 SW Jackson Street, Suite 901, Topeka, Kansas 66603-3740 e TEL (913)354-4804 e FAX(913) 2% "
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KANSAS CHAPTER

1> In the DSM III-R’s introduction, on page xviii (see attachment C)

it states:

",.. The impact of the DSM has been remarkable. Soon after its
publication, it became widely accepted in the United States as

the common language of mental health clinicians and researchers

for communicating about the disorders for which they have

professional responsibility..." (emphasis added)

I bring this to your attention to show that the volume is

designed for use by ALL mental health professionals.

I'd also like to point out at this juncture that the DSM clearly
refers the mental health professional to MDs for any physical
testing, medication prescription or monitoring, and to
psychologists for psychological testing. Social work does NOT
want to do any of these things. We believe that a strong
referral network for clients is imperative for our successful

practice.

2> For the next point, I need to take you on a short paper trail
hike through Attachments D and E. Attachment D is a bulletin
dated July 8,1986 from the Kansas Insurance Department which

states on page 2, #9:

"I.SCSWs are considered to be eligible providers for the

The Jayhawk Tower, 700 SW Jackson Street, Suite 901, Topeka, Kansas 66603-3740 e TEL. (913) 354-4804 @ FAX{913)354 "<+~
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(mental health) benefits mandated by HB2737..."
(explanation added). This legislation became KSA

40-2,105.

This statute lists the insurance mandates of Kansas which include
LSCSW social workers. Obviously the legislature and the insurance
department of Kansas believe we are qualified to provide these

services, and show their intent to allow us to do so.

3> Staying with KSA 40-2,105... if you’'d turn to sub-section b,

(still in Attachment E), you will see that

"nervous and mental conditions... means disorders
specified in the diagnostic and statistical manual of

mental disorders (DSM)..."

This last citation shows the precedent of the DSM in statute.
These two documents together show that the legislature, and the
insurance department again believe social workers are competent

and qualified to work with the DSM as a diagnostic tool.

Social work is well integrated into both the private and public sectors
of our state. In the state system, social workers are employed in the
Community Mental Health Centers, the state hospitals and institutions, the

youth centers, in both the community residences and institutions for the

The Jayhawk Tower, 700 SW Jackson Street, Suite 901, Topeka. K055 66603-3740 @ TEL. (913) 354-4804 & FAX(913) 354 "<




developmentally disabled, in the correctional facilities and their
subcontractors. SRS has prepared a fiscal note showing how the replacement
of social workers in just the SRS system would impact the state which I
will gladly share with you. The Community Mental Health Center
Association tells me that the cost of replacing social workers with MDs
and/or PhDs in that system alone would carry a state fiscal note of
approximately $14 million. If this happened, it would be a true waste of
the scarce resources our state has. Social workers currently serve the
citizens of Kansas compétently and successfully. To now deny that seems

ludicrous.

In addition to working in the public sector of our state, we also are
well integrated in the community system of services. In the community we
work in the hospitals, schools, private psychiatric facilities, as well as
in private practice. Our work in the therapeutic field goes back to the
time of Freud, and we have been practicing in Kansas since our licensure

was enacted in 1974.

I would also like to state that this legislation and the amendment,
have been carefully and delicately crafted with feedback and advice from
several interested parties - in fact if any interested party was not part
of this process, I would be surprised. My thanks to the State Department
of Social and Rehabilitation Services, the Association of Community Mental
Health Centers, and the Kansas Society of Clinical Social Workers, for
their support; and my thanks to the Kansas Medical Society and the Kansas

Psychological Association for working on this issue with me. Most of the
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questions and concerns are reflected in the amendment, though not all. The
amendment that I have introduced today is the result of carefully weighing
all suggestions and maintaining the balance of neither adding to, nor
diminishing the scope of practice for social workers in the state of
Kansas. The amendments we have seen drafted by other groups, which will
probably come before you today, recommend the addition of unnecessary and
confusing language (such as "social dysfunction") to the law. In our

opinion, these would further cloud the issues and confuse the statute.

I thank you for your time this morning to present this issue, and I'd

be glad to stand for any questions.

Attachments: A: KAR 102-2-12 (LSCSW licensure requirements)
B: KAR102-2-8 (Definition of Supervision)
C: DSM Introduction page xviii
D: Kansas Insurance Department bulletin 7/8/86

E: KSA 40-2,105

The Jayhawk Tower, 700 SW Jackson Street, Suite 901, Topeka. Karsas 66603-3740 e TEL. (913) 354-4804 @ FAX(913)35% "1
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IMPORTANT FACTS: RE SB120

1. This legislation is ONLY intended to clarify a point of law in our
statute which the Attorney General’'s office discovered.

2. Amendment: the clarify the QMHP term:
- MSWs are QMHPs so they would be supervising MSWs
- language muddles the statute, opposite our intent

3. Competence: :

a> 60 hours of continuing education every license cycle

b> 1,320 hours of supervised field practicum for the MSW

c> 4,000 hours of practice AFTER the MSW

d> 100 hours of supervision by an LSCSW during post
graduate practice

e> 3 letters of reference

f> certified transcript of the MSW program

4. DSM was developed and written for all mental health practitioners.

5. Legislative and Insurance department’s intent to allow social workers
to practice psychotherapy.

6. The fiscal note to the state is $14+ million to replace social workers
in the community mental health centers alone.

This legislation has been developed with every interested party I could
think of in the process. I developed this network so everyone would have
advance notice that we were opening up the statute for clarification, and
to ensure we would not hurt, or infringe on anyone’s professional turf, and
not hurt the private and public providers. The cooperation I received was
incredible and I thank all who assisted me. The legislation is carefully
and thoughtfully crafted to ensure that current social work practice is
neither expanded nor limited by the legislation, that we will be able to
continue doing exactly what we are currently doing, with legal clarity.

The Jayhawk Tower, 700 SW Jackson Street, Suite 901, Topeka, Kansas 66603-3740 e TEL. (913) 354-4804 o FAX(913)3% '
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who fails the examination shall
s the fee required by K.A.R./
1L. .-3 for each subsecuent examinay
tion which the applicant attempts £O
pass.- (Authorized by K.S-A. 74-7507 ;
implementing K.S.A. 75-5351; 757 543
effective, T-85-36, Dec. 19, 15984;
effective May 1, 1985; amended, /
T-86-39, Dec. 11, 1985; amended May
1, 1986.) !

[

102-2-10. Licenses. () Edéh ap-
plicant wnho meets the standards for
1icensing shall receive a license ap~
propriate for display- ,

(p) If a license 1is revoked,
the licensee shall pbe informed of the
pboard’>s action by certified mail, and
the licensee shall return fthe license
to the board within 30 days.

(c¢) If a jicensee fails 1O
renew the license, the licensee shall
pe informed in writing that the
licensee is required Yo return the
license to the poard within 30 days.
(Authorized by K.S. 74-7507, &8s
amended by L. 1986, . 299, Sec. 42;
implementing K.5.A./75-5351, 75-5357;
effective, T-85-36; Dec. 19, 1984;
effective May 1, 1985; amended May 1,
1987.)

al. (a) Each licensed
social worker all renew the license
by submitting renewal form to the
executive secrgtary together with the
renewal fee p escribed in K.A.R.
102-2-3. /
(b) At/ or prior to the time of
the renewal, each licensed social
worker 21l  submit evidence of
satisfactory completion of &0 hours
of continding education as defined in
K.A.R. 10p-2-4a and 102-2-5.
(c) Each individual who holds a
rk license but who fails to
renew tihe license on OF pefore the
date off expiration, and who there-
applies for renewal of the
license, shall certify to the board
in writing that the individual has
not practiced in Kansas as & social
worker or held forth as performing
the |services of a social worker after
expiration of the license.
d has evidence that the in-
dividual continued to practice in

102-2-11. Ren

re
individual held himself or herg€lf

Kansas as a8 social worker or thi;?éy
out to the public as a social

worker KA ~
after the expiration date obf the
license, the individual / may

requested to appear before the board.
The individual’s eljgibility for
renewal Of the license shall be y
determined by the /béard. ([477— A )
(Quthorized by .S. 74-7507, 3aS
Ch. 299, Sec. 425
75-5358, as

amended by L.
implementing

and K.S.A 75-5359; effective,
7-85-36, Dec. 19, 1984; effective May

minimum __of 4,000

{1 over the two-year period; and

1, 1 3 amended, T-86-39, Dec. 11,
1985/ amended May 1, 19863 effective
May /i, 1987.)

102-2-12. Licensed specialist clini-

cal social work licensure recuire-
ment. (&) In order for an applicant
to aualify for licensure at the
specialist clinical social work
level, the Tfollowing requirements
shall be met:

(L) completion of two years er
4-5600-hours of post—graduate, super-
vised, clinical experiences with a
hours_of service. &=

The supervision shall be provided by
a licensed specialist clinical social
worker, or one eligible for licensure
at that level if supervision occurred
in a state other than Kansas;

(2) participation in a minimum
of a one one—hour supervisory session
per week or with a minimum toratr of

100 hours 1n supervisory sessions &4~

completion of
poard

(3) successful
an examination approved by the
for this level of licensure.

(b) Documentation attesting to
the applicant’s completion of the su-
pervised clinical social work —ex-
perience shall be submitted to the
poard at the time of application and
shall include a statement by the su-
pervisor that the overall objectives
of clinical social work supervision
have been met. The documentation
shall include:

(1) a supervisory
wihich that has been developed between
the supervisor and the applicant. The
contract shall consist of specific

13




sfobjectives: goals and objec—
L.ves, the means to attain the goals,
and a description of the manner in
which the goals relate to the overall
objectives. Under extenuating cir-
cumstances, the-board-may-watve the
supervisory contracts may be waived
by the board;

(2) a summary of the types of
clients and situations dealt with at
the supervisory sessions;

(3) a written explanation of
the relationship of the goals and ob-
jectives of supervision to the super-
visory session; and

(4) the length of time spent in
the supervisory sessions over the
two-year period.

(c) out-of-state applicants who
received supervision in a state other
than Kansas shall also submit
documentation from their supervisors
attesting to the supervisor’s
eligibility to provide supervision.
An  out-of-state supervisor shall be
considered eligible to provide super-
vision if the supervisor has met the
recquirements contained in K.A.R. 102-
2-12(a).

(d) out-of-state applicants who
cannot provide the documentation
required by subsection (b) of this
regulation shall be supervised in
Kansas for a minimum of 10 hours in
order for the Kansas supervisor to
ensure that requirements have been
met .

(e) Social work consultation
shall not meet the supervision
requirements. (Authorized by K.S.A.
1989 Supp. 74-7507;--as-amenced-by-t<
19865 -ER=-2995-Seex-42; implementing
K.S.A. 75-535% 1989 Supp. 65-6306,
and K.S.A. F5-5353 1989 Supp. 65—
§§Q§,—as—amended—by—br—i986:—eh:-5467
See--2; effective, T-85-36, Dec. 19,
1984; effective May 1, 1985; amended
May 1, 1987; amended February 25,
1991.)
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thorized to practice social work;

(30) soliciting the clients of
colleagues or assuming professional
responsibility for clients of another
agency or colleague without ap-
propriate communication with that
agency or colleague;

(31) making claims of profes-
sional superiority which cannot be
substantiated by the social worker:

(32) quaranteeing that satis-
faction or a cure will result from
the performance of professional
services;

(33) claiming or using any
secret or special method of treatment
or techniques which the social worker
refuses to divulge to the board;

(34) continuing or erder order-—
ing tests, treatment, or use of
treatment facilities not warranted by
the condition of the client; ‘

(35) failing to maintain the
confidences shared by colleagues in
the course of professional relation-
ships and transactions with those
colleagues;

(36) taking credit for work not

personally performed whether by
" giving 1inaccurate information or
failing to give disclose accurate

information; /
(37) if engaged in r rch,
failing to:
(A) consider carefully the pos—
sible consequences for hu beings

participating in the researchs;

(B) failimg——te protect each
participant from unwarranted physical
and mental harms

(C) fatiimg-to ascertain that
the consent of the, participant is

) -ko treat informa-
tion obtained as fidential;

(38) knowingly reporting dis-
torted, erroneous, or misleading
information;

(39) whem-termimation—or-imter-
tuption-of-service-of-the--citemt--is
anticipated; failing to notify the
client promptly when termination or
interrdption_of service of the client
is anficipated, and failing to seek

coninuation of service in relation
to the client’s needs and
eferences;

(40) abandoning or neglecthxg/

under and in need of im—
mediate professional care without
making reasonable arrangements/ for
continuation of that cares-er;: /

(41) abandoning an age@Cy, or-
ganization, 1institution, of a group
practice without reasonable notice
and under circumstances wnich
seriously impair the delivery of
professional care to glients;

€413 (42) failing to terminate
the social work refationship when it
is apparent thédt the sarvice
relationship no/ longer serves the
client’s needs;

€423 (43) failing to maintain
a record for each client which ac-
curately reflects the eliemt client’s
contact with the social worker. Un-—
less otherwise provided by law, all

a client

client,/ records shall be retained for
at ast two years after the date of
tergpination of the contact or

acts;
€433 (44) Tailing to exercise

appropriate supervision over persens
who-are anyone authorized to practice
only under the supervision of a so-
cial worker;

€443 (45) practicing social
work in an incompetent manner; or

€453 (46) practicing social
work after expiration of his-or-her
the social worker’s license.
(Authorized by and implementing
K.S.A. 1986-Suppr—-75-5356 1989 Supp.
65-6311 and K.S.A. 1989 Supp. 74-
75075~as-amended-by-L-—-19875-Eh- 3157

Seer-——17; effective May 1, 1982;
amended, T-85-36, Dec. 19, 1984;
amended May 1, 1985; amended, T-86-
39, Dec. 11, 1985; amended May 1,

19856; amended May 1, 1987; amended

KA €=
102-2-%

(T B

May 1, 1988; amended February 25,
1991.)
102-2-8. Supervision. (a) Licensed

social workers.

(1) Social workers having less
than the sgpecialty social work
license shall not engage in private,
independent practice.

(2) Ay person who provides
clinical social work services as a
self-employed person, member of a

partnership, member of a professional

11
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xration, or a member of a group
wiactice and who is not licensed as a
gpecialist clinical social worker
shall be supervised by a licensed
specialist clinical social worker.

(3) Social work consultation
shall not meet the supervision
requirements for the social work
service provider.

(4) A minimum of one hour of
supervision shall be provided per 40
hours of service delivery.

(5) The--supervisor No social
- worker shall met-be supervise under a
ayperviasry--agreement——with license
that is limited or restricted by the
board. This provision may be waived
by the board upon application for
review by the proposed supervisor.

(b) Non-licensed social work
service providers.

(1) Social work consultation
shall not meet the supervision
requirements for the non-licensed so—
cial work service provider.

(2) Social workers utilizing
non-licensed individuals 1in the
delivery of social services shall
specifically delineate the non-
licensed individual’s duties and
provide a level of supervision which
is consistent with the training and
ability of the supervises: npon-
licensed social work service
provider.’ '

(3) A written agreement shall
be developed between the supervisor
and the employer of the secial-serv-
iee-——designess; non-licensed social
work service provider, consisting of
specific geals/ebiectives; goals and
goals, and the manner in which the
goals relate to the overall objective
for supervision of the secial-service
desigmes- non-licensed social  work
service provider. Documentation of
the written agreement shall include:

(A) a copy of the written
agreement ;

(B) a summary of the types of
clients and situations dealt with at
the supervisory session;

(C) a written explanation of
the relationship of the goals and ob-
Jjectives of supervision to the super-
visory session; and

(D) the length of time spent
in the supervisory session.

(4) A minimum of one hour of
supervision shall be provided per 40
hours of service delivery. No less
than four hours of supervision per
month shall be provided.

(5) TFhe--sgperviser No social
supervisery--agreement-—-with license
that is limited or restricted by ac-
tion of the board. This provision may
be waived by the board upon applica-
tion for review by the proposed su-
pervisor. (Authorized by and im-
plementing K.S.A. 1989 Supp. 74-75075%
as-amended-by-tt—-19865-Eh-—-2995-Seex
42 effective, T-85-36, Dec. 19,
1984; effective May 1, 1985; amended
May 1, 1986; amended May 1, 1987;
amended February 25, 1991.)

S —

10§—2—9. Examinations. (a) Each ap-
plicant for 1licensure by the boar
shall take an examination approve

the board. The pass criterion re
shall\pe:
(1) One standard deviation

below the national norm for those ap-
plicants who take the examindtion of-
fered by \Educational Testipg Service
or Prof ional Examinatfon Testing
Service; and

(2) at the criterion reference
cut—-off score\ for th applicants
who take the\ Asses t Systems,
Inc., examinations. ,Each applicant
shall be notified of /the results in
writing.

(b) The al and customary
examination shall \be a written ex-
amination. Speciidl akrangements shall
be made for licants with a physi-
cal handi or dicaps when
requested by 4he applicant.

(c) Waiver of exalination. The
written examination r irement may
be waived/for any applicant, other

than an licant for reiRstatement
of a reyoked or suspended 1li se, if
the icant successfully the
written portion of an examination

deemed by the board to be substan-

tially equivalent to that u in
K s at a level equal to or greaer
t the criterion pass score.

(d) Each applicant for licen-

12

G



FEB 23 753 dobde Ay DEQRZEN & m5OUL . B

xviii introduction

The Process of Revising DSM-II, p. xix
Basic Features of DSM-1II-R, p. xxii
Cautions in the Use of DSM-I-R, p. Xxvi
The Future, p. xxvii

THE IMPACT OF DSM-III

[4rr ]

The impact of DSM-IIl has been remarkable. Soon after its publication, it became
widely accepted in the United States as the common language of mental health clini-

¢ians and researchers for communicating about the disorders for which they have

| _professional responsibility [Recent major textbooks of psychiatry and other textbooks
that discuss psychopathology have either made extensive reference to DSM-II or

largely adopted its terminology and concepts. In the seven years since the publication
of DSM-IlI, over two thousand articles that directly address some aspect of it have
appeared in the scientific literature. in some of these articles, the results of research
studies using the DSM-1II diagnostic criteria to select samples have been reported; in
others, the reliability or validity of DSM-Ili-defined disorders has been critically exam-
ined.

DSM-1I was intended primarily for use in the United States, but it has had consid-
erable influence internationally. As a result, the entire manual, or the Quick Reference
to the Diagnostic Criteria (“Mini-D""), has been translated into Chinese, Danish, Dutch,
Finnish, French, German, Greek, ltalian, Japanese, Norwegian, Portuguese, Spanish,
and Swedish. Many of the basic features of DSM-IHl, such as the inciusion of specified
diagnostic criteria, have been adopted for inclusion in the mental disorders chapter of
ICD-10,

HISTORICAL BACKGROUND OF THE DSMs

DSM-L. The first edition of the American Psychiatric Association's Diagnostic and
Statistical Manual of Mental Disorders appeared in 1952. This was the first official
manual of mental disorders to contain a glossary of descriptions of the diagnostic
categories. The use of the term reaction throughout the classification reflected the
influence of Adolf Meyer's psychobiologic view that mental disorders represented
reactions of the personality to psychological, social, and biological factors.

DSM-I1. In the development of the second edition, a decision was made to base
the classification.on the mental disorders section of the eighth revision of the Interna-
tional Classification of Diseases, for which representatives of the American Psychiatric
Association had provided consultation. Both DSM-Il and ICD-8 went into effect in
1968. The DSM-I1 classification did not use the term reaction, and except for the use of
the term neuroses, used diagnostic terms that, by and large, did not imply a particular
theoretical framework for understanding the nonorganic mental disorders.

DSM-IIL In 1974 the American Psychiatric Association appointed a Task Force on
Nomenclature and Statistics to begin work on the development of DSM-IHI, recognizing
that ICD-9 was scheduled to go into effect in January 1979. By the time this new Task
Force was constituted, the mental disorders section of ICD-9, which included its own
glossary, was nearly completed.

Although representatives of the American Psychiatric Association had worked
closely with the World Health Organization on the development of ICD-9, there was
concern that the 1CD-9 classification and glossary would not be suitable for use in the
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“i¥There have been several questions about various areas of compliance with

ollowing items are intended for clarification:

AR
wiaal L

1, We wish to clarify the types of contracis which are subject to
the requirements of this bill. All individual and group
contracts of hospital, medical and ‘or surgical expense

{ coverage must include the mandated benefits for nervous or

‘ mental conditions, alecoholism and drug abuse. Such coverage

includes, but is nmot limited to, 8 basic hospital expense

policy, a basic medical - surgical expense policy. & basic maior
mecica. expense po.icy, etc. Contracts which provide solely

£ indemnity benefits, such as hospiral indemniry or nursing home

' coverage as well as disability income, accident only, specified

disease or Medicare Supplement coverage are noL subject to the

requivemants of this hill,

g

2. The conditions specified in House Bill No. 2737 may be subject
to the normal underwriting review given to any condition upon "’
application or remewal for the policy or contract involived.

3. The pre-existing definitions, limitations, and exclusions of a
contract may apply to the conditions specified in House Bill
No. 2737 in the same manner they apply to any other condition,

4. In-parient benefits for treatment of nervous or mental
conditions, alcoholism or drug abuse must be provided at the
same level they-are provided for a medical condition. For
example, if there are no copayments applicable to a medical
in-patient claim no copayments may be applied to claims for
the conditions specified in House Bill No. 2737,

5. lrem d in House Bill No. 2737 excludes only benefits for the
assessment required by a diversion sgreement or court order to
attend an alcohol or drug safety action program. Court ordered
treatment of a.cohcl:i:sm or cr.g abuse cannor be excliuded,
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6. The minimum psyment amounts specified in House Bill No. 2737 . R

- apply only to out-patient benefits,

7. Contract definitions of the conditions specxfxed in House Bill
No. 2737 may be no less favorable, and in no way more limizing
than in the law,

‘e - - 3,,..,,.4.' _,,__.-. A

8. If rates for the contract or polxcy ;nvolved nre sub;ect to,i
review by this department, and a rate adJus:ment is made in

response to the inclusion of chese benefits, it musc be filed L

with this department. Rates must be accompanied by an actuarial
memorandum which explains the method of determining the rates

and which certifies they comply with appl;:able lavs and - .-. Svits
regulat;ons and that benefits are reasonable in relation to :

premiums charged.

Fi%r 3 v

9. . Licensed Specialist Clinical Social Workers are consxdeted co be
eligible providers for the benefits mandated by House Bill

*L No. 2737 unless the polieyholder has refused. social worker . - -#J_

coverage in writing, pursuant. to K.S. A, 40-2,114. ;::}2 T

- = ‘¢A .v',.._- Py
troT vInES T

10. The benefits mandated by House Bxll No. 2737 must be added to
all existing individual snd group. expense baacd.con:rac;s, L e
including those cases xn which a given policy er form is po .
longer bezng xssued in Kansas.. TV asiSs , lsToatod dmlrIiev oo
i~ S R NSRS Rl e &1 P it Y
We hope this clarzfxca:xon is of assxstance to ycu.vgli‘yc .
.questions, please leC‘us know o ini oo oaug 3 L 087 miloTin
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fomse, T T T T standing any provision of an individal or
History: L. 1873, ch. 195, §1; July 1. group pONCy oOF contract of hg:al_th ac-
. : cident insu delivered wit e state
0.2,102. 'Insurancg coveragg for  henever suc #t shall pro-
newly born children; notification of birth. (i3 for reimbursementAor any service
:\111_1 \dividual and group health ifsurance irhin the lawful scope6f practice of a duly
policids providing coverage of expenseé \icensed psychologi ithin the state of
incurreq basis and individual /and _groug Kansas, the insyzéd, or ahy other person
;cmce % indemnity type confracts issued  ooyered by the’policy or con ¢t shall be
»w a profit or nonprofit corppration which  Jj1owed and/entitled to reimburdement for

p}mv} es cdyerage for a family member of ¢.ch service irrespective of whethe
gﬁ;;ﬁ,’:{:{% s'u}:scnber lall, asv.tgesglcg provided or performed by a du_ly licerse

; beg’ coverage/ also provi /1 or a duly licensed psychologist.
the health insurgace benéfits applicable for = pitory: 1. 1974, ch. 189, 3 1; L. 1986
children shall be\payalie with respectto a ¢}, 299 § 7. June L > ’
newly born child\of/the insured or su e p— .
scriber from the modpent of birth.

The coverage fgf gewly born childre
whall consist of cdveraxe of injury or sick
ness including the necessary care and treat

Insurance coverage for ser-
vices rendered in treatment of alcoholism,
drug abuse or nervous or mental conditions;
applicability or nonapplicability of section. v
ment of medjally diag: ssed congenital (a) On or after the effective date of this act, :
defects and bfrth abnormalRies. every insurer which issues any individual -

If paymenf of a specific prgmium or sub-l or group policy of accident and sickness
scription feé is required to pro ide coverage ] insurance providing medical, surgical or !
for a child, the policy or contigct may re- hospital expense coverage for other than
‘1"“'3 th4t notification of birth Xf a newly specific diseases or accidents only and
wrn child and payment of the\required which provides for reimbursement or in-
premfim or fees must be furnishéd to the | demnity for services rendered to a person
insufer or nonprofit service or indemnity | covered by such policy in a medical care
:lor oration within thirty-one (31) days\fter facility, must provide for reimbursement or

- date of birth in order to have the covgr- indemnity under such individual polic

63 2~ )
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FBBreatment facility for drug abusers licensed:

® rovisions of K.5.A. 75-3307b and amend-

S vsychiatric 2550

RO

10-2,1068
@8 der such group policy, exceptas provided |

B- subsection (d), which shall be limited to
.ot less than 30 days per year when such

B he costs of treatment of such person for

¥ when confinement is not necessary for the

WS Q

3 |orders specified in the dia
f tistical

W order that are a focus of attention or treat-
i ment (DSM-II1, V Codes).

f be applicable to health maintenance orga-

!
INSURANCE

Lerson is confined for treatment of alcohol-
fsm, drug abuse or nervous or mental con-
Hitions in 2 medical care facility licensed
N der the provisions of K.S.A. 65-429 and
endments thereto, a treatment facility for
¥ 1coholics licensed under the provisions of
S.A. 65-4014 and amendments thereto, 2

nder the provisions of K.S.A. 654605 and
endments thereto, a community men
health center or clinic licensed under the

ments thereto or 2 psychiatric hospital li-
censed under the provisions of K.S.A. 75-
3307b and amendments thereto. Such
individual policy or such group policy shall
falso provide for reimbursement or indem-
nity, except as provided in subsection (d), of

alcoholism, drug abuse and nervous or
mental conditions, limited to not less than
100% of the first $100, 80% of the next $100
and 50% of the next $1,640 in any year and
limited to not less than 87,500 in such per-
¢ son’s lifetime, in the facilities enumerated

i treatment or by a physician licensed or psy-
i chologist licensed to practice under the
he state of Kansas.
) For the purposes of this secnon.
“nervous or mental conditions” means dis-
ostic and sta-
manual of mental disorders, third
S ition, (DSM-III, 1980) of the American

but shall not include
butable to a mental dis-

[ conditions not attr

{c) The provisions of this section shall
b nizations organized under article 32 of
’ chacfter 40 of the Kansas Statutes Annotated.

(d) There shall be no coverage under
the provisions of this section for any assess-
ment against any person required by 2 di-
version agreement or by order of a court to
attend an alcohol and drug safety action
program certified pursuant to K.5.A. 8-1008
and amendments thereto.

(e) The provisions of this section shall
not apply to any medicare supplement pol-
icy of insurance, as defined by the commis-

‘resen nﬁ
(=

History: L. 1977, ch. 161, §1; L. 1978,
¢h. 166, § 1; L. 1986, ch. 299, § 8; L. 1986,
ch. 174, § 1; July L.
CASE ANNOTATIONS

1. Group insurance poli “made” where master
policy delivered; issuance o certficates to individuals
not congolling. Simms v. Metropolitan Life Ins. Co., 9
K.A.2d 640, 642, 644, 685 P.2d 321 (1984).

40'2, l 06. Deﬁniﬁons - FOI ﬂ) pur‘
poses of this act: (1) “Independ insuy-
ancé.agent” means any licenseg/agent rep-
i an insurance c¢ompany on an
and not as an
include only
not obligatéd by contract to
with any insur-
ance company or gropDd of companies.
ompany” means an
property or casu insurance company ad-
mitted to the spite\of Kansas, except the
term shall notdncludg any company which

requires mexhbership the company, as
contained ifi the articlesaf incorporation or
bylaws af such company, a§ 2 prerequisite

fing that member.
“Commissioner’ means
signer of insurance.

History: L. 1977, ch. 163, § 1;
ch. 198, 8 1; July L.

24 2,107- Mit!imm nOﬁCe requi ~
mentsfor cancellation of insurance agency
contrack by insurance company. (a) Insur-
ance companies may contract wi inde-
pendent indgrance agents as to binding au-
thority, polick services, adjusting/services,
commissions and other subjecty/of interest
between agent aad company. Such con-
tracts which have heen effective for more
 than one year shallNpot bé terminated or
amended by the compaay’except by mutual
agreement or_unless 18¢ days’ prior notice
has been tendered to the agent, except that
this shall not apply toterminagions for fraud,
material misrepresghtation orailure to pay
such agent’s aceghnt less the agent’'s com-
mission and any disputed items Within 10
days after written demand by the company.
During such/notice period all contiq
conditions gisting prior to such notice s all
continue,

(b) y independent insurance age
whose Lontract with an insurance company
has héen terminated under the provisions 0
subfection (2) shall have until the policy
refiewal date, but not more than one year, to

to ins

sioner of insurance by rule and regulation.
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History: L. 1
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TESTIMONY ON BEHALF OF SENATE BILL NO. 120

I am speaking today in my role as Associate Dean for Academic Programs of the
University of Kansas School of Social Welfare. I have been asked by the Executive
Director of KNASW, the social work professional organization, to speak to the
educational preparation that social workers receive that prepares them to diagnose
mental disorders. As I understand it, what is currently under consideration by this
committee is an amendment to the social work licensing law that specifically permits
social workers to diagnose mental conditions as classified in the most recent Diagnostic
and Statistical Manual of Mental Disorders, commonly referred to as DSM IIIR.

As you will hear repeatedly throughout this hearing, there is no substantive basis
for distinguishing among mental illness, psychological disorders, and mental conditions
nor, as far as I know, has anyone offered a clear definition of these terms. Indeed the
American Psychiatric Association has chosen to use yet a fourth term, mental disorder,
in its attempt to classify psychological disorders. I highlight the word attempt because
the Diagnostic and Statistical Manual of Mental Disorders is an evolving manual. We
are presently using a revision of the DSM III and a fourth edition has been in process for
at least the past five years, if not longer. As stated in the Diagnostic and Statistical
Manual itself "there is no satisfactory definition that specifies precise boundaries for the
concept "mental disorder. ” Needing to set some boundaries, the authors have included
in this manual, clinically significant behavioral or psychological syndromes that are
typically associated with painful symptoms or psychological distress. What that means
to the layperson is that this manual is an attempt to give names to patterns of behaviors
that cause people psychological distress. Included are such things as alcohol abuse,
major depression, and schizophrenia, as well as a cluster of disorders known as
adjustment disorders that represent maladaptive reactions to psychosocial stressors (such
things as divorce, chronic illness, etc.)

While the DSM is a product of the American Psychiatric Association, and while
the overwhelming majority of its developers were psychiatrists, social workers (as well
as psychologists) participated in its development and in the subsequent training of those
who use it.

Now let me tell you how we prepare our students to be competent to carry out the
task of diagnosis. Since all schools of social work are accredited by the Council on
Social Work Education, I can speak not only to how we prepare our students at KU, but I
can speak to how social workers who graduate from other schools across the country are
prepared as well.

> Master’s level social work education provides for two years of full-time study.
After the first or foundation year, all students must demonstrate proficiency and
competence in five professional areas: Human Behavior and the Social Environment,
Social Work Practice, Research, Social Welfare Policy, and the Field Practicum. To do
this, they either take five specialized courses in each of these areas that span the
academic year (as we do at KU and as is done in most of the schools across the country)
or the material is integrated in another fashion. It is specifically in the human behavior,
practice, and practicum courses that social workers, during their first year in the
program, develop the basic competency to be able to reliably use the DSM. In the
human behavior sequence, students obtain knowledge of the biological, psychological,
and social determinants of human behavior across the life span. They learn about
normal as well as abnormal manifestations of behavior. This knowledge is then put to
use in their social work practice courses and in their practicum where they demonstrate




competence in performing assessments of clients and use these assessments to develop
and then implement interventions appropriate to restore persons to healthy and adequate
functioning. Students are in the field practicum sites for a total of 600 hours during
their first year. These sites are varied and include mental health centers, inpatient
psychiatric hospitals, schools, and residential centers for persons with physical and
mental disabilities. It is in their field practica, that students, working under close
supervision, demonstrate the ability to make diagnoses, when these are appropriate.
This ability is further reinforced in the classroom which builds on and enhances their
practicum experiences.

In the second year of their master’s programs, the overwhelming majority of
social work students across the country specialize in clinical social work practice. In this
second year, students take additional course work to further refine their ability to
conduct psychosocial assessments and develop and implement appropriate interventions.
Students do an additional 720 hours of field practicum, specializing more directly in
clinical psychotherapy for individuals and families.

Since one of the primary purposes of the DSM is to provide a common language
for all clinicians (psychiatrists, psychologists, and social workers) to-communicate about
and treat the disorders for which they have professional responsibility, the developers of
the manual paid special attention to assuring that mental health professionals with
diverse degrees, diverse theoretical orientations, and diverse experience, could all
understand and use it in a reliable fashion. As a result, DSM III takes what they refer to
as a descriptive approach to mental disorders. What that means is that it provides as
comprehensive a description as possible of the specific clinical features of each disorder.
Furthermore, these clinical features are described at the lowest order of inference
possible. What that means is that, whenever possible, easily identified behavioral
characteristics or symptoms are used.

' The symptoms are not very difficult to recognize. For example, to make a
diagnosis of what we generally think of as major depression, the clinician must identify:

A. A dysphoric mood or loss of interest or pleasure in all or almost all usual
activities....

And

B. At least four of the following which must have been present nearly every day
for at least two weeks:

L. poor appetite or significant weight loss or increased appetite or significant
weight gain

2. insomnia or hypersomnia
3. loss of energy....etc.

The clinician must then rule out the presence of some other specific disorders whose
manifestations are also clearly explicated.

I have spent this time describing the DSM III because it is important that you
understand that it has been developed to be a common language for all mental health
professionals.
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As a result of the education received in the foundation year, all social workers
should be able to competently use DSM III to make appropriate diagnoses, especially
under the guidance of the appropriate mental health professionals as specified in the
legislation. Further, once they have graduated from the program, had the requisite two
years of supervision, and passed the examination for specialized practice as a clinical
social worker (an examination which includes questions on diagnosis), they should be
capable of competently and independently using DSM III.

Social workers are frequently in the front-line, seeing persons in mental health
clinics, in hospitals, in schools who experience a variety of what are considered mental
disorders. Social work education prepares social work practitioners to diagnose the
broad range of such disorders. Social work education also prepares social work
practitioners to recognize when referrals to other mental health providers are necessary,
to effectively link clients with other mental health providers, and to work collaboratively
with them. Thus, making a diagnosis is not the end of our work with clients, but is the
beginning of a collaborative process with the client and often with other mental health
providers.

Testimony presented by:

Liane V. Davis, Ph.D., LSCSW
Associate Professor

and
Associate Dean for Academic Programs
University of Kansas School of Social Welfare
February 10, 1993
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TO: Senate Public Health and Welfare Committee
FROM: Chip Wheelen
KPS Lobbyist

SUBJECT: Senate Bill 120 as Introduced

Thank vyou for the opportunity to
opposition to SB 120 in its current form. It is our
understanding that the impetus for this legislation
arises because of two Attorney General opinions which
conclude that a social worker may not direct the
activities of a registered masters level psychologist at
a community mental health center because the social
worker laws do not authorize a licensed social worker to
diagnose psychological disorders. It is noteworthy that
when the first of these two Attorney General opinions was
rendered in 1987, it also concluded that physicians could
not oversee the activities of RMLPs because the Healing
Arts Act did not authorize physicians to diagnose
psychological disorders although they could diagnose and
treat mental illnesses. We responded by requesting the
1988 Legislature to amend the Healing Arts Act in a
fashion that simply authorizes physicians to diagnose and
treat psychological disorders as well as mental
illnesses. A similar solution is all that is needed to
address the concerns of the social worker profession.

express our

In contrast, the Kansas Chapter of the NASW has
approached this matter in a completely different fashion.

.The bill before you now is unacceptable for the following

reasons. First, it erroneously redefines "psychotherapy"
in a fashion that would include diagnosis of all
disorders listed in a "diagnostic and statistical
manual."” This is blatantly erroneous in that
psychotherapy is not a diagnostic technique. It 1is,
however, a treatment modality often employed subsequent
to a diagnosis. Furthermore, we are extremely concerned
that a publication referred to as "Diagnostic and
Statistical Manual" is presumably the publication by the
American Psychiatric Association which is used by various
mental health professionals as a reference document. The
DSM with which we are acquainted includes within its many
definitions of mental disorders organically based mental
illnesses that require a medical diagnosis in order to
conclusively determine the correctness of the diagnosis.




Senate Public Health and Welfare Committee
February 10, 1993
Page Two

In other words, SB 120 as introduced is clinically
incorrect and authorizes 1licensed social workers to
engage in the practice of medicine and surgery. This
authority would not be restricted to specialist clinical
social workers who have obtained advanced training and
expertise, but would apply to all social workers licensed
to engage in social work practice in the State of Kansas.
If anyone tells you that SB 120 does nothing more than
statutorily codify current practice in the field of
social work, please be advised that you have been
misinformed.

We do, however, recognize the valuable skills of
specialist clinical social workers who are integral
members” of the mental health team. Therefore, we
respectfully recommend that your Committee substitute
another version of SB 120 which accomplishes the goals
set out by the Kansas Chapter of NASW, but does so in a
manner that is appropriate and explicit. Attached to
this statement is a draft bill which is consistent with
both the social work laws and other laws defining the
scope of practice of a respective licensed professional.
This bill would require the Behavioral Sciences
Requlatory Board to create a special designation of
licensed specialist clinical social worker (LSCSW) for
those social workers who have achieved advanced training
and education sufficient to qualify them as
diagnosticians in the mental health field. This
substitute would specifically authorize LSCSWs to
diagnose psychological disorders and socially
dysfunctional conditions but would prohibit them from
diagnosing mental illnesses. This language is modeled
after the advanced registered nurse practitioner law
contained in the Nurse Practice Act, and it is consistent
with the existing provisions of K.S.A. 65-6308 which
allow the Board to certify social workers who have
achieved at least two vyears supervised clinical

" experience in order to be certified as a specialist and

thus practice independently.

V4
/K We do not disagree with the purpose behind SB 120.
We do, however, object strenuously to the wording of the

bill. Therefore, we offer to you a much improved
substitute for vyour consideration and hopefully
recommendation for passage. Thank you for considering

our position on this important quality of care issue.
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New section to be supplemental to Article 63 of Chapter 65

(a) On and after January 1, 1994, no licensed social worker
shall announce or represent to the public that such person is a
specialist clinical social worker or use the acronym LSCSW orxr
SCSW unless such licensed social worker has complied with
requirements established by the board and holds a valid
certificate of qualification as a specialist clinical social
worker in accordance with the provisions of this section.

(b) The board shall establish standards and requirements for
any licensed social worker who desires to obtain a certificate of
qualification as a specialist clinical social worker. Such
standards and requirements shall include, but not be limited to,
standards and requirements relating to the education and training
of specialist clinical social workers. Such standards shall
require at a minimum that the licensed social worker successfully
complete at least two years of supervised clinical training
beyond the normal training requirements to become a licensed
social worker. The board may give such examinations as it deems
necessary to determine the qualifications of applicants.

(c) Thé board shall adopt rules and regulations applicable
to specialist clinical social workers which:

(1) Establish education, training and qualifications
necessary for certification as a specialist clinical social
worker at a level adequate to assure the competent performance by
specialist clinical social workers of those functions which

specialist clinical social workers are authorized to perform.



(2) Define the expanded scope of practice which specialist
clinical social workers are authorized to perform beyond the
scope of practice of a licensed social worker. The board shall
adopt a definition of expanded scope of practice under this
subsection which authorizes a specialist clinical social worker
to diagnose psychological disorders and socially dysfunctional
conditions, but such definition shall not authorize a specialist
clinical social worker to diagnose mental illnesses. The
definition of expanded scope of practice adopted by the board
under this subsection shall be consistent with the education,
training and qualifications required to obtain a certificate of
qualification as a specialist clinical social worker whichb
protects the public from persons performing functions as a
specialist clinical social worker for which they lack adequate
education, training and qualifications.

(d) This act shall take effect and be in force from and

after its publication in the statute book.
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MEMORANDU UM

TO: Senate Public Health & Welfare Committee

FROM: Lawrence T. Buening, Jr. ZﬁégQg
Executive Director
RE: Senate Bill 120
DATE: February 10, 1993

Thank you for the opportunity to appear before you and to
_express concerns, on behalf of the State Board of Healing Arts,
regarding the proposed amendménts to K.S.A. 65-6302 as set forth in
Senate Bill 120. While the Board has not met and taken a position
as a whole on the proposed amendments to SB 120 since 1its
introduction, after consultation with the President and other
members of the Board, I have been authorized to express, on behalf
of the Board, concerns regarding the proposed amendments submitted
by this bill.
The first concerns relate to the changes made by the new
language set forth in page one, lines 42-43 and page two, lines 1-3
- of the bill. This sentence would allow licensed specialist
clinical social workers or licensed master social workers under the
supervision of a "qualified mental health professional" to make

diagnoses of mental conditions classified in the current version of
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Senate Committee on Public Health & Welfare
February 10, 1993
Page Two

The Diagnostic and Statistical Manual of Mental Disorders
(currently DSM-III-R). In the introduction to DSM-III-R the
following is stated at the introduction page XXV:

"Multiaxial Evaluation System. DSM-III-R

has a multiaxial system for evaluation to

ensure that certain information that may be of

value in planning treatment and predicting

outcome for each person is recorded on each of

five axes. Axes I and II comprise the mental

disorders; Axes III, physical disorders and

conditions; and Axes IV and V, severity of
psychosocial stressors and global assessment

of functioning, respectfully. In its

entirety, the multiaxial system provides a

biopsychosocial approach to assessment.”

(emphasis added)

It is the Board’s understanding of the proposed amendment
that it would allow either a licensed specialist clinical social
worker or a licensed master social worker under the supervision of
a qualified mental health professional to make a diagnosis of
mental conditions classified in DSM-III-R. If this understanding
is correct, the Board questions the qualifications and competency
of those individuals to make such diagnosis since the multiaxial

evaluation required under DSM-III-R requires that any current

physical disorder or condition also be considered in understanding

and managing the case. Secondly, a concern is offered that a
licensed master social worker may make a diagnosis when working
under the supervision of a "qualified mental health professional”.

This term is defined in K.S.A. 59-2902(w) as follows:



Senate Committee on Public Health & Welfare
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"(w) (1) rQualified Mental Health

Professional’ means ’a physician or

psychologist who is employed by a

participating mental health center or who is

providing services as a physician or

psychologist, respectfully, under a contract

with a participating mental health center, or

(2) a registered masters level psychologist or

a licensed specialist social worker or

licensed master social worker or a registered

nurse who has a specialty in psychiatric

nursing who is employed by a participating

mental health center and who is acting under

the direction of a physician’.

Depending upon the legislative intent and interpretation
of the term "qualified mental health professional", the amendments
offered by this sentence in SB 120 would enable the diagnosis of
mental conditions without any involvement of individuals licensed
to practice medicine and surgery in the state of Kansas.
Furthermore, it would not allow for persons licensed to practice
medicine and surgery and specializing in psychiatry who are in
private practice to utilize licensed master social workers in their
practice. This amendment would totally abrogate the longstanding
concept adopted by the Legislature that the diagnosis of mental
(not only psychological) conditions be under the management and
control of physicians licensed to practice medicine and surgery-.
such amendment is a radical departure from existing statutory law

and common practice and the Board expresses a great deal of concern

that such be accomplished without considerable deliberation by this

Legislature.
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Concerns are also raised regarding the sentence
commencing at page two, line 3. The Board submits that more than
"psychological testing" may be required in order to make a complete
diagnosis. However, the proposed amendment makes no provision for
the referral to an appropriate physician licensed to practice
medicine and surgery in order to make a medical diagnosis required
because of current physical disorders or conditions which may be
potentially relevant to the understanding of the management of the
case. Rather, this sentence specifies that ‘if "psychological

testing" is required to make a complete diagnosis the matter will

_ be referred to a psychologist. The Board submits that there may be

any number of medical conditions which would require the case to be
referred to a person licensed to practice medicine and surgery.

In conclusion, while licensed specialist clinical social
workers and licensed master social workers with supervision may be
capable of making certain psychological diagnoses, the proposed
amendments to K.S.A. 65-6302 as submitted in SB 120 go far beyond
this concept and allow the "diagnosis" of "mental conditions" which
should be limited to individuals licensed to practice medicine and
surgery in the state of Kansas. Furthermore, the bill should
provide that if any further testing is required to make a
psychological diagnosis, such case may also be referred to persons
licensed to practice medicine and surgery.

Thank you for the allowing the Board to submit these

concerns. I would be happy to respond to any questions.
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Statement Regarding SB120 To
KANSAS STATE SENATE HEALTH AND WELFARE COMMITTEE
February 10, 1993

By Hal Boyts, MSW, LSCSW

President, Kansas Society for Clinical Social Work

Madam Chairperson, members of the Committee: Thanks for the opportunity to say a
few words in support of Senate Bill 120. My name is Hal Boyts and I am a clinical social
worker at Prairie View, Newton, Kansas which is a not-for-profit mental health center.
We provide outpatient and inpatient services for both mental illness and chemical
dependency. As Director of the Wichita Division, I manage an interdisciplinary staff of
17 including six clinical social workers and five psychiatrists. This staff also provides
medical management and shares responsibility for programming of the HCA Wesley
Medical Center’s psychiatric unit. As Director of Marketing, a good part of my time is
spent negotiating contracts to provide mental health and chemical dependency services
through a broad variety of preferred provider organizations, health maintenance
organizations and insurance companies, as well as employer groups who wish to purchase
services directly. I am also on the boards of the National Federation of Societies for
Clinical Social Work and the National Institute for Clinical Social Work Advancement.
During my 17 year tenure as a mental health center director in Kansas, I was involved in
formulating the statute to license clinical social workers and participated in writing the
first exam to license clinical social workers. I mention these activities as a means of
sharing with you the perspective from which I approach the regulation of clinical social

work.

The purpose of Senate Bill 120 is to clean up the ambiguities caused by using similar but
different terms in the statutes licensing mental health professionals. These terms are
"mental illness", "mental conditions" and "psychological disorders”. Since these terms

are used interchangeably in practice, the framers of the statutes probably gave no




consideration to the possibility that one day the attorney general would consider them to

be mutually exclusive.

The attorney general’s office in Opinion 92-43 came to the conclusion that psychiatrists
could diagnose mental illness, but not psychological disorders; that psychologists could
diagnose psychological disorders, but not mental illness; and that clinical social workers
could diagnose mental conditions, but not psychological disorders and mental illness.
Since clinical social workers are licensed to do psychotherapy, as are psychiatrists and
psychologists, and the first step in doing psychotherapy is to make a diagnosis, Senate Bill
120 attempts to restate in more consistent terms what clinical social workers are expected

to diagnose as they provide psychotherapy.

The question has been raised as to whether this is a substantive change or just semantics.
It is semantics. Clinical social workers are trained in graduate school to diagnose and are
examined to do so after 4000 hours of postgraduate supervised practice in a clinical
setting. I have not seen the current test but I know that the original exam specifically
tested the applicant for their ability to assess symptoms and arrive at psychiatric diagnoses
for the various categories of problems in the APA Diagnostic and Statistical Manual.

Such diagnosing was going on for decades prior to legal regulation.

In my capacity as Director of Marketing at Prairie View, I have observed that in the
dozens of contracts we have with payers to provide the full range of psychiatric and
chemical dependency programs to their members, that all expect licensed clinical social
workers to diagnose. I also do not recall any who require supervision of the LSCSW in

order to do so.

The process of diagnosis is a similar function for all three major disciplines as reflected in
the fact that the standard code for billing diagnostic services is 90801 for clinical social
workers, psychologists and psychiatrists alike. In contrast, a unique psychological

procedure, such as psychological testing, is billed under Code 90830 which is not



available to clinical social workers or psychiatrists. Other codes are available to
psychiatrists for medical procedures, which are not available to either clinical social

workers or psychologists.

It is important to note that the standard nomenclature for the diagnosis of mental
disorders, as defined in the broadest sense, has always been the American Psychiatric
Association’s Diagnostic and Statistical Manual which is an interdisciplinary manual. If
you understand the interdisciplinary approach to providing mental health services, you can
understand why it is necessary to have just one diagnostic manual. While sponsored by
the American Psychiatric Association, the authorship of the manual includes clinical social

workers and clinical psychologists who also serve as trainers of all disciplines.

A question has also been raised as to whether the Diagnostic and Statistical Manual should
be cited in defining conditions for which a clinical social worker can diagnose. Since the
term "mental conditions" apparently does not do this, we simply need to find some way to
cover "mental illness", "mental disorders”, "emotional problems", "behavior
disturbances", "substance abuse", "chemical addictions”, and other pathological
relationships and behaviors. We need a blanket definition to cover all the specific nuances
within the broad realm of pathology related to thought, behavior and relationships. While

there certainly is mutually exclusivity in many procedures provided by the different

disciplines, diagnosing and providing psychotherapy are functions that all disciplines do.

Someone has raised the question about whether there are diagnoses in the Diagnostic and
Statistical Manual which require the knowledge of physical medicine found only within the
purview of a physician. The answer is obviously yes. The assessment processes of
clinical social workers and clinical psychologists include medical histories so that these

disciplines are trained to identify situations in which physicians need to be involved.

Also a question has been raised about making specific reference to the Diagnostic and

Statistical Manual since it is a non-governmental publication subject to change. I don’t



know the answer. However if there is a problem, I would suggest that Senate Bill 120
make reference to whatever "Codification of emotional, mental and behavioral disorders

and illnesses that is generally used by providers and payers in the mental health industry.

You may know that the state is now controlling Medicaid costs for psychiatric inpatient
treatment by requiring a clinician to personally examine an individual before allowing
hospitalization. Most of these examinations are done by licensed clinical social workers

who obviously need to diagnose to complete this function.

In the final analysis, the question should be "How would the consumer be affected if
clinical social workers could no longer legally diagnose mental illness, chemical
dependency, etc." The main impact would be increased costs, delay in getting service,
and in some cases, the inability to get services at all. Suddenly, a majority of the mental
health providers could not treat until their prospective patient would have been seen by a
psychiatrist. Although sometimes needed, a $135 psychiatric evaluation is usually not
necessary. Furthermore, psychiatrists are frequently out of reach geographically or

unavailable due to full schedules.

In summary, I recommend this Bill to you for the following reasons:
1. It is a housekeeping measure to keep in place the intent of the original
social work licensing statute.
2. It reflects the prevailing practice within the industry.
It protects consumers by continuing to make services available and hold
costs down.

4. The managed care part of the healthcare industry now requires it.
I will be happy to respond to questions.

HRB/js/sB120
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Thank you for the opportunity to comment.

This Association strongly supports S.B. 120, as amended by NASW and put forward
by their representative Ms. Gigi Felix. This amendment is the result of a carefully
drawn compromise between various health care providers to put into law what has

been done successfully in practice over the past 15 to 20 years.

The 30 licensed community mental health centers employ approximately 300
licensed social workers and heavily rely on their ried and tested expertise to provide
quality services to over 83,000 Kansans seeking mental health services from the
centers. These highly trained and professional social workers are essential to making
the recently passed Mental Health Reform Program work as well as providing many
of the other more traditional services that we have been rendering over the past 30

years.

If the Attorney General’s Opinion is court tested and allowed to stand, the fiscal note
to the 30 licensed centers would be approximately $14,250,000 to hire either licensed
psychologists or physicians to take the place of these social workers. We would
certainly be forced to approach the state for this additional money, at atime when the

state is not able to pay for all the existing programs currently mandated.
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Our most recent salary survey (1991) gives the following average salaries, plus 15%

added for fringe benefits for the following mental health professionals:

Physicians $120,994
Licensed Psychologists 38,065
Licensed Social Workers 33,290

Even assuming that the state could find the additional $14.2 million in its already tight
budget; the next major problem would be to find sufficient M.D.s and/or Licensed
Psychologists willing to practice in our centers, particularly in rural areas and at
salaries generally lower than the for-profit private sector. Also, given our experience
and state hospital experience, there is no evidence to show that such a major
transformation would produce a corresponding improvement in quality of service.
We are in a position to judge guality of service, since we employ all of the above listed
professionals and utilize them in specialized and general ways, depending on the
particular needs of an individual client. Centers have found that both quality and cost
effectiveness are well served by utilizing licensed social workers as providing in the
amended S.B. 120.

Thank you!
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Testimony Related to S.B. 120

Good morning members of the Senate Public Health and Welfare Committee

and guests. My name is Steven Proctor, a Licensed Specialist Clinical
Social Worker in private practice in Concordia, Kansas. Thankyou for
allowing me to testify here today. I have recently been made aware that
questions and concerns have been raised by interested parties regarding
the qualifications of Licensed Master's Level Social Workers, (LMSWs),
under supervision, and Licensed Specialist Clinical Social Workers,
(LSCSWs), to diagnose the categories of disorders listed in the Diagnostic
and Statistical Manual, Third Edition, Revised, known as the DsM IIT R.

My testimony explicitly pertains to my professional qualifications
however, since all IMSWs and LSCSWs are subject to the same standards

for education and training and ethically and legally bound to practice
only within the scope of their expertise, you may wish to interpret

my testimony more implicitly as pertaining to all ILMSWs and LSCSWs barring
any formal constraints on their practice.

I received my Bachelor's Degree from an accredited Social Work program
at the University of Iowa in 1979. I enrolled in the Master's program,
clinical track, at the University Of Kansas in the Fall of 1987. The
academic requirements included completion of 48 hours of course work
over a two year period maintaining at minimum a "B" average. Courses
directly related to the topic at hand were Human Behavior I and II1.,
Clinical Practice I and II, Psychopathology. and Mental Health. Concur-
rently I successfully completed a Field Practicum at a Community Mental
Health Center under the supervision of a LSCSW. This Practicum consisted
of 16 hours per week the first semester followed by 24 hours per week
the next three semesters, for a total of 1,320 contact hours. During
formal supervision I was required to offer a rationale for clinical
assessments complete with a diagnostic impression based on DSM IIT R
classification.

Upon graduation with a Master's Degree in Social Work in May of 1989,

I became employed at the Community Mental Health Center at which I did

my Practicum. Shortly thereafter I received my license at the Master's
level after passing a four hour examination offerred by the Behavioral
Sciences Regulatory Board. This examination had numerous questions

related to the DSM III R. From May of 1989 through May of 1991 my clinical
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work was supervised by a LSCSW at the Community Mental Health Center.
The Diagnostic Evaluations, also known as Intake Evaluations, which I
generated were reviewed and critiqued by my supervisor and again by

the Center's Quality Assurance Team. After two years, 4,000 hours, of
post graduate supervised work I passed the licensure examination for
Specialist Clinical Social Worker, an exam replete with questions about
mental conditions and the correct use of the DSM III R.

In November of 1991 I received my license as a Specialist Clinical
Social Worker while employed on the Psychiatric Unit of a General Hos-
pital. My duties included offerring psychotherapeutic services to both
inpatients and outpatients, and yes, the diagnosis of mental conditions.
More recently, in December of 1992, I entered in to private practice as
an independent Clinical Social Worker with direct access to clients.

To maintain my license I must abide by all regulations set forth by the
Behavioral Sciences Regulatory Board and must obtain at least 60 hours
of CEUs every two years.

Diagnosing mental conditions is more than the arbitrary application of
labels to specific symptom clusters. It requires an indepth understanding
of human behavior, patience and caring to gain a longtitudnal perspective
of the pathological manifestations via social histories and collateral
contacts, and the wisdom to see our clients as individuals having unique
problems. I do not believe it is necessary to challenge the other
established disciplines' qualifications to diagnose, rather in maintaining
the status quo service delivery is enhanced by enabling clients to access
quality mental health services in a timely and cost effective manner.

I am testifying with the hope that a change in statutory language will

permit me to continue doing what I know I am qualified to do based on
my education, training and experience. I am happy to address questions

at this time. Thank you very much.
v Respectf%’ y submitted,
Stevenl Pr ’§g§z§é;;;—_Lw



TESTIMONY BEFORE THE SENATE PUBLIC HEALTH AND WELFARE
COMMITTEE CONCERNING SB 120, AMENDED.

Senator Praeger and members of the Senate Public Health
and Welfare Committee.

I am Carl Myers, a licensed specialist clinical social
worker, and I am employed as an assistant professor in the
undergraduate social work department at Washburn
University. I have been a social work educator and
clinical practitioner in the State of Kansas for the past
sixteen years.

My comments today are as an individual clinical social
work practitioner, and should not be construed as
representing, in any way, the views of Washburn
University.

I wish to speak in support of SB 120, as amended.

Perhaps it is not necessary to utilize this committee's
time to elaborate at great length in what ways social work
undergraduate and graduate school curricula provide the
professional basis to make an assessment of the client
system's presenting concerns as a basis for intervention.

Or, to explain the additional practice, supervision and
written examination requirements in order to be licensed
to practice independently at the LSCSW level.

I shouldn't think it necessary to explain in detail why
diagnosis is an integral component of psychotherapy as
practiced by clinical social workers, and all other

providers of mental health services.

I believe the reasons for the addition of specific
language are to make explicit what has long been fully
accepted by the mental health community and third party

payors.

It reinforces the current mechanisms whereby consumers
have access to psychotherapy services under both public

and private auspice.

Incorporating this language assures that the present
mental health service delivery system will continue to
operate and evolve in an increasingly complex and rapidly

changing health care financing environment.

As you are aware, the concerns about health care financing

have to do with serious problems with access and
efficiencies in the delivery of needed services.




The immediate crisis is that too many people are finding
themselves without access to needed services at all.

I concur with the position taken jointly by the Kansas
Society for Clinical Social Work and Kansas NASW in terms
of the need to specifically clarify the existing sanction
and current practice of utilizing the classification
system known as the DSM-III-R.

The issue of access to mental health services, and
efficiencies in the delivery of mental health services
becomes clear when you appreciate how information 1is
transmitted between the health care reimbursement system,
in its various forms, and the providers of services.

The basic language, universal in this complex referral-
reimbursement system of various forms of public and
private insurance companies, HMO's, EAP’s, Medicare, and
Medicade, is through the DSM III-R classification system.

The information exchanged to the insurance company
regarding the nature and condition of the insured, as well
as treatment provided, is expressed through digital coding
standardized by the DSM-III-R. Paperless claims through
computer modem is now commonplace.

In the real world of clinical practice, merely specifying
the appropriate DSM III-R diagnostic term and code number
is a very small part of an appropriate, comprehensive
assessment of the antecedents and current dynamics of the
problem, and the client system's resources and strengths
which can be brought to bear on resolving the presenting

problems, or symptoms .

But, in order for the client's health insurance to pay a
percentage of the fee charged, the provider of service
must specify a DSM-III code number.

If the lack of clarity in the statute about the explicit
sanction of clinical social workers to express client
conditions using the industry standard DSM-III-R codes led
to excluding the consumers of mental health services now
provided by the majority of mental health providers in the
present service delivery system, the impact could be
extremely disruptive to individual clients, private and
public institutions, and would certainly aggravate the
already serious prcblems with health care systems

inaccessibility and inefficiency.

Carl S. Myers, LSCSW

Social Work Department

Washburn University

231-1010 ste. %1618 2/10/93
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Testimony Before Semate Committee
on Public Health and Welfare

Senate Bill 120
February 10, 15353

I am Dr. David C. Rodeheffer, Ph.D. and am appearing today on behalf of the
Kansas Psychological Association, as it's President. While we are appearing on
the opponent side of the ledger today, our organization does not wish to be in
the position of passing judgment on the qualifications of another profession
outside the domain of psychology. Our only position is that any profession
wishing to define a particular scope of practice be able to demonstrate adequate
education and training to support that type of work. This is, we believe, in the
best interests of the public who would be seeking services from such a
profession. It is important to keep in mind that the consumer of mental health
services may not be aware of quality treatment. They may be damaged not only by
the provision of inadequate and harmful treatment, but may be damaged if the
exact nature of their psychological problem is not correctly judged. Therefore
it is of paramount importance that any profession granted diagnosis within its
scope of practice by the legislature be adequately trained and prepared.

The profession of social work is asking that their scope of practice
include diagnosis. They point out that they have had psychotherapy as their
scope of practice and that diagnosis goes hand in hand with providing
psychotherapy or treatment. What is important to keep in mind, however, is the
scope of the diagnostic work that would be granted with these changes.

In referring to the Diagnostic and Statistical Manual as those conditions
that they will be allowed to diagnose by law, they are covering a comprehensive
range of diagnoses related to mental health. The conditions they are asking to
be permitted to diagnose range from family and relationship problems; to
ad justment reactions to crises and life stressors; to major psychotic conditions
{(including schizophrenia and manic—depression); to alcohol and drug addiction;
to mental retardation; to some types of organic brain syndromes; to post
traumatic stress disorders; to ingrained personality disorders; to dissociative
disorders, including multiple personality; to anxiety related disorders; to a
number of childhood disorders including attention deficit disorder, conduct
disorder and pervasive developmental disorders including autism. The severity
of symptoms and dysfunction within this array of disorders range all the way from
relatively mild and transient mood and behavior changes to markedly significant
changes in cognitive, intellectual, affective, interpersonal and adaptive
functioning.

The process of making a diagnosis requires sensitive and at times difficuit
comparisons and contrasts between the plethora of symptoms and behaviors that a
patient presents. It is not simply observing certain behaviors or listening to
the description of symptoms by the patient. It entails, as well, knowing which
questions to ask and which areas to explore in order to determine the nature of
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the problem. It is analogous to a person bringing their car into a mechanic, yet
infinitely more complex. The owner may have some notion of what noises or
problems the car is evidencing or have a general perception that the car just
isn't running right; however, only when a mechanic, who is thoroughly trained and
knowledgeable about not only the construction and workings of the car but also
in the process of making diagnostic studies so that the right issues and the
right questions are asked, will the exact source of the problem be pinpointed.

The process of diagnosis then, entails the decision making process whereby
the presenting symptoms of a patient are skillfully and carefully clarified and
explored against a backdrop of a thorough understanding of psychology such that
the exact reason for the problems can be pinpointed and thus treated. Diagnosis
not only entails an understanding of psychology and psychopathology but also
thorough training in the decision making process by which one reaches conclusions
about the patient's presenting symptoms and problems.

Because of the extensive range of diagnoses covered and because of the
degree of knowledge and expertise needed to make these diagnoses, it is our
position that certain basic educational and training experiences must be present
as necessary, albeit not sufficient, requirements. We therefore feel that the
following qualifications be considered statutorily:

Those persons who are licensed under this act may diagnose mental
conditions classified in the most current version of The Diagnostic and
Statistical Manual of Mental Disorders if they have been certified by the
Board to have completed:

1) At least 12 graduate credit hours of course work in the diagnosis
of mental and emotional disorders including developmental, biological and
abnormal basis of behavior; and

2) A practicum of at least 750 clock hours in a clinical setting
which setting included diagnosis and treatment of mental disorders under
the supervision of a practitioner licensed to diagnose.

I would like to thank the committee for the opportunity to appear on this
issue. I would be glad to answer any questions now or at a later time.
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