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TE1V ll'Yf PERATIVES FOR ADMLNISTRATION ACTION 

1. Take action on threats to patient safety and quality. 

As health care institutions and systems continue to cut down on use of professional 
nursing staff, even in the face of increasing patient acuity levels, a real threat to 
patient safety and quality care continues to increase. Unfortunately, information 
regarding nurse staffing and patient outcomes remains, for the most part, "proprietary" 
information that is inaccessible to regulators or to the public. 

As important first steps toward accountability, hospitals and other institutions that 
receive Medicare funds should be required, as part of the Medicare Conditions of 
Participation, to disclose data regarding nurse staffing and outcome data, 
including numbers and mix of nursing staff and the ratios of nursing staff to patients. 
In addition, ANA is preparing to have introduced legislation on patient safety that 
would ( l) require providers to make available to the public certain information 
regarding nurse staffing and patient outcomes; (2) protect "whistleblowers" employed 
by a health plan, who point out dangerous or potentially dangerous conditions; and (3) 
provide a process for the Secretary of Health and Human Services to review any 
application for merger by a provider of services, to determine its impact on patient 
care. ANA requests the Administration's support for this legislation. 

We have noted with some interest recent reports of initiatives involving HCF A, the 
~ational Committee for Quality Assurance, public employee groups and large 
employers, to address the issue of quality \\ithin managed care programs. ANA 
strongly believes that nursing must play a part in this process. 

ANA also believes that the Administration must hold firm on current health and 
safety regulations, including those issued under OBRA '87's nursing home reform 
prov1s1ons. 

2. Support legislation to provide reimbursement for services of all advanced practice 
nurses, regardless of geographic location or practice setting, under Medicare and 
Medicaid. Reject state Medicaid waiver applications that fail to ensure utilization 
of nurses as primary care providers. 

The Administration has previously shown its recognition of the fact that advanced 
practice nurses are a proven and valuable resource for providing needed primary and 
specialty care services, particularly to underserved populations. ANA appreciates the 
Administration's previous support for direct Medicare and Medicaid payment for all 
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advanced practice nurses, regardless of geographic location or practice setting. 
Legislation has been introduced in the 104th Congress to provide for coverage of 
advanced practice nursing services in all geographic locations and practice settings. 
These are: MEDICARE REIMBURSEMENT: H.R. 1750 (Ed Towns [D-NY] and 
Nancy Johnson [R-CT]); S.864 (Charles Grassley [R-IA] and Kent Conrad [D-ND]). 
MEDICAID REIMBURSEMENT: H.R. 1339 (Bill Richardson [D-NM]; S.972 (Tom 
Daschle [D-SD]. ANA requests that the White House provide letters of support to 
the Congressional leadership for these bills, which would do much to increase 
access to high-quality, cost-effective health care providers. 

In addition, as we have previously discussed, some state Medicaid waiver programs 
have excluded advanced practice nurses from serving as primary care providers or 
have otherwise blocked their full panicipation. Generally, this has been as a result of 
reserving primary care or "gatekeeper" roles for physicians only. In some cases, this 
has been a feature of the state's waiver proposal itself. In others, it has been imposed 
by the insurers with whom the state has contracted to administer the program. We 
call upon the Administration to reject any state Medicaid waiver proposals-­
under both Sections 1115 and 1915(b)--that fail to ensure the utilization of nurses 
as primary care providers. 

3. Increase the number of nurses appointed to visible federal positions that affect 
public policy and to federal commissions. 

As you know, this area has already been the subject of discussion with you and other 
appropriate Administration officials. We have recently provided Bob Nash a 
preliminary list of names of nurses \vho are both highly qualified and readily available 
for appoinnnent to key federal positions, and we are continuing a dialogue with :tvfr. 
·N~h regarding open positions and available, qualified nurse candidates. 

4. HRSA should conduct a National Sample Survey of Registered Nurses beginning 
in 1995. 

The single most important need for health workforce planning is the availability of 
comparable data that spans long time periods. Because of rapid and ongoing changes 
in the health care industry, the demographics of the registered nurse population are 
changing dramatically. There is currently no reliable data to document and track these 
changes or to predict future changes. The National Sample Survey of Registered 
Nurses conducted every four years by the Division of Nursing is the largest and most 
comprehensive survey of the registered nurse workforce. This survey, which is 
scheduled to be done in 1996, incorporates all nurses in all practice settings and 
provides the data necessary for workforce pla.n_n_ing. Jt will also allow for a more 
comprehensive understanding of some of the changes effected by unprecedented health 
care restructuring and a continued shift awav from acute care services. It is important - . 
that this survey remain a priority and be adequately funded. 
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5. Secretary Reich should allow the H-lA Visa Program to sunset, as scheduled, in 
September, 1995 as recommended by the Minority Report of the Immigration 
Nursing Relief Advisory Committee. 

The H-1 A Visa Program was instituted at a time of an immense nursing shortage in 
the United States. There is simply no reason to continue the importation of nurses 
from other countries at a time when many current U.S. resident nurses are facing 
layoffs as a result of health care industry downsizing. The Department of Labor and 
its Secretary must support working registered nurses in the U.S. 

6. The U.S. Trade Representative should initiate discussions with Canada and 
Mexico to remove registered nurses and other health professionals from Appendix 
1603.D.1 of the NAFTA. 

As noted above, many U.S. nurses are currently facing displacement as a result of 
health care restructuring and downsizing. The impact of the flow of Canadian and 
Mexican nurses into the United States on the domestic nursing workforce requires 
serious reconsideration of the inclusion of registered nurses on this list. 

7. Provide vocal support for funding of nursing education, including full 
reauthorization of the Nurse Education Act (S.555) as well as full funding of the 
Nurse Education Act. Support for continuation and funding of the Division of 
Nursing at HRSA, National Institute for Nursing Research and the Agency for 
Health Care Policy and Research and public health programs under the Health 
Resources and Services Administration. 

The rapidly evolving changes in our health care system call for the fullest utilization 
possible of the multi-disciplinary providers who care for patients and families in an 
ev·:-r-increasing array of settings; hospitals, subacute care facilities, long term care 
facilities. schools and universities, workplaces and communities. Federal support for 
nursing education through the Nurse Education Act is critical to meeting the health 
care needs of this country, particularly its primary health care needs. Support for 
nursing and health care research are also critical components of addressing this 
country's continued health care needs. 

8. Revamp HCFA guidelines for the "incident to" provision under Medicare B, to 
include removal of the requirement for on-site presence of a physician in order 
for "incident to" services to be covered. 

HCF A guidelines for Medicare Part B services provided "incident to" those of a 
physician should be re-examined and revamped. They currently include restrictive and 
archaic requirements, such as requiring a physician's on-site presence when :::ervices 
are provided. This has greatly limited the use of registered nurses, including 
advanced practice nurses, in many ambulatory settings and in providing home 
visits. This has provided a barrier for access to care to many Medicare 
her> O!ficiaries. 
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9. Support reauthorization of the Community Nursing Organization (CNO) project 
(due to sunset at end of 1996). 

As the nation moves further toward managed care, there is serious examination of the 
potential for safe, high quality, cost-efficient care in a capitated context. The 
Community Nursing Organization project, a Medicare demonstration project, serves 
Medicare beneficiaries through capitated healthcare services, in four sites across the 
country. Preliminary reports are exciting: the services have been well received by 
beneficiaries, outcomes have been good, and costs have been kept down. The CNO 
project is a model for Medicare managed care. It deserves to be continued and 
expanded, and ANA requests Administration support for efforts to accomplish 
this goal. 

10. Make the Chiefs of the military nursing services two-star flag officers instead of 
one-star. 

Military nursing leaders should be of equivalent rank as to those military leaders with 
comparable responsibilities. The Nurse Corps Chiefs/Directors command about 13,000 
active duty troops, plus about 22.000 in the National Guard and Reserves. This is 
equivalent in size to other 2-star commands. 

Moreover, the essential nature of the mission of the military nursing services should be 
appropriately recognized and acknowledged. In addition, the Nurse Corps 
Chiefs/Directors each have additional duties and command beyond their nursing-related 
functions--such as Deputy Surgeon General, Director of Personnel (for all medical 
officers), and Commander for Health Promotion and Preventive Medicine. 

i :lvtb!op I 0. wh 



For Internal Use Only 
ANA IMPERATIVES 
Summary of Status 

1. Take Action on threats to patient safety and quality. 

~+ -co.t~-~ ---! 
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Summary Response: Yes. the Administration has opposed threats to patient safety and 
quality -- in particular"in tl:ieflght to maintain nursing home standards. 
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Breakdown of Imperative: 

a) Request for Administration support for legislation (working with Wellstone 
on; not yet introduced) that would: 

'-.7 

i) require providers to make available to the public certain information 
regarding nurse staffing and patient outcomes; 

Doubiful, given VP's regulatory reform. 

ii) protect "whistleblowers" employed by a health plan. who point out dangerous 
or potentially dangerous conditions; 

HCFA strongly supports protectionfor whistleblowers; ANA given HCFA 
contact: Judy Berrick, HCF A 

iii) require HHS to review merger applications to determine impact on patient 
care 

Would add extra layer of regulatory review to DOJ and FTC merger 
reviews. Spoke to Bob Potter. Head of DOJ Antitrust Polley Office (514-
2512) about consideration given to patient care -- they do consider 
quality and price in developing "efficiency" criteria. ANA given Bob Potter 
to discuss their concerns further. 

b) Nurse involvement in HCFA managed care quality initiatives 

HCFA would welcome. ANA given contact: Barbara Gagel. Director of 
Health Standards and Quality Bureau ( 410 I 786-6841) 

c) Hold firm on current health and safety regulations. including those issued 
under OBRA 87's nursing home reform provisions. 

Yes. The Presidentfought hard to protect nursing home standards. HCFA 
~ /{ has conducted extensive monitoring of the implementation of the OBRA 87 

,,_.? nursing home enforcement regulation (implemented 7I1 /95). 



2. "')Support legislation to provide reimbursement for services of all advanced 
practice nurses, regardle~s of geographic location or practice setting. under 
Medicare and Medicaid. ~Reject state Medicaid waiver applications that fail to 
ensure utilization of nurses as primary care providers. 

3. 

(a) Yes (b) No. 

a) Our Medicare proposals allow nurse practitioners and clinical nurse specialists 
to bill directly. and list nurses as providersfor provider-sponsored networks. 

[The imperative requested supportfor specific legislation -- HR 1750/S 864 
(Medicare Reimbursement) and HR 1339 IS 972 (Medicaid reimbursement). 
HCFA's response was thefollowing: 

"Expanding direct reimbursement for advanced practice nurses and physician 
assistants would increase utilization Qf these services, and thereby increase 
Medicare costs. Neither HCFA nor CBO has estimated the cost Qf HR 1339/S 
972, but CBO scored a similar provision in the Republican Conference agreement 
that increased costs by $300 milllonfrom FY 1996-2002. The President's 
proposal does not include this provision."] 

b) Reject Medicaid waivers --Unlikely, although HCFA do~encourage reform 
that increases access and quality: "Before approving any 1115 or 1915(b) 
waiver, HCFA requires states to demonstrate the capacity to ensure that all 
required services are available and accessible to Medicaid beneficiaries. and that 
the services provided are QI' high quality. Certain services provided by advanced 

/} practice nurses, including nurse practitioner services and certified nurse midwife 
/l services, are mandatory services. In reviewing states' waiver applications and 

contracts with managed care plans, HCFA encourages states to contract with 
managed care plans that include nurse practitioners and other advanced 
practice nurses as primary care providers. However. the states, not HCFA. 
regulate health plans' contracts with advanced practice nurses. Further 
regulation Qf health plan contracts by HCFA may conflict with the 
Administration's policy of promoting state flexibility in Medicaid." 

Increase number of nurses appointed to visible federal positions. 

(Yes). Bob Nash asked Peg Clark to monitor: Recently, Virginia Betts was 
offered a spot on OPM's Federal Salary CoJ.Lncil; she suggested that ANA 
Executive Director GeraldineMarullo would be better. While the President 
has not yet signed off on it yet, she is expected to be named soon (there 
are 3 vacancies being filled; the other 2 are taking more time to clear). 

In addition, Helen Maramontes-(an ANA pick) was named to the AIDS 
Commission. Peg has pushed HHS, but very few hires. ANA has been 
told toforward names to Peg Clark (6-7831). 



4. HRSA should conduct National Sample Survey of Registered Nurses beginning 
in 1995. 

Yes. Just today (l /24), the Division of Nursing received afunding 
certifl-cationfor $650,000for the survey. $250,000 was committed last 
year to fund and conduct the initial stage of survey. This next amount 
will allow all qf the data collection to occur. A final installment i!tf(f be 
needed sometime in 1997. (At a meeting with the ANA and other 
associations. Ciro suggested they assist in funding and/ or assist in 
securing funding in appropriations--did anything come of this?). 

The National Sample Survey is the only tool currently available to 
determine the status of the nursing workforce; the ANA believes tool 
particularly important given changes in health care industry. 

5. Reich should allow H- lA Visa Program to sunset. 

Yes. (The INS may allow afew nurses in under more restrictive 
requirements -- such as only allowing advanced practice degrees.) 

The H-1 Visa Program allows nurses to enter the U.S. to workfor a 
specifl-c employer if they are licensed and if the employer meets seven 
specifl-c criteria (e.g .. the employment is temporary; the employer has not 
laid off any American citizens for a number of years). The program ended 
on August 31. 1995. 

6. USTR should initiate discussions with Canada and Mexico to remove registered 
nurses and other health professionals from Appendix 1603.D.1 of the NAFTA. 

Yes. discussions have been initiated. DOL made a presentation at the 
November meeting of the Temporary Entry Working Group. DOL is now 
gathering further datafor future discussions (may be problematic since 
INS either does not have good data or does not collect data on this 
workforce). 

Canada in particular is resistant to the proposed change. Reportedly. 
there are also d!ff erences of opinion within the Administration: USTR and 
Commerce generally oppose changes to the NAFTA: DOL, INS, and State 
support this change. 

Appendix 1603.D.1 of the NAFTA concerns "cross-border movement of 
professionals." Members of professions listed in the Appendix are eligible 
for expedited entry into the other NAFTA countries to practice their 
profession for a limited amount of time. Canada pushed for the inclusion 
of registered nurses on this list (approximately 25% of the Canadians who 
enter the U.S. pursuant to this Appendix are nurses). 
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NAFTA establishes a Temporary Entry Working Group in which all three 
countries participate. Adding or subtracting professions from the 
Appendix can be negotiated within the Working Group. 

Provide vocal support for funding of nurse education, including full 
reauthorization and full funding of the Nurse Education Act (S 555); 
continuation and funding of the Division of Nursing at HRSA. the National 
Institute of Nursing Research. AHCPR. and public health programs under 
HRSA. 

(The general concerns are that there be some federal presence in the 
development of the nurse workforce and some nurse involvement in developing 

overall health policy at HHS.) ""'({, \J.P~~~Jyt~~ Lv--µ -x <!"" i;~ &I 
11
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General response: Yes. ~ V ~ J'v-J\ {;:P[ D - r-9 

a) Full reauthorization and full fundil~ of the Nurse Education Act (S 555) 

S.555 (Nurse Education Act/ Reauthorization of Title VIII) was held up in ~ 
Senate because of a Coats abortion amendment. Sec. Shalala sent a ~€ · W flt 
letter to Sen. Kassebaum expressing support of S. 555 in March. 

- expe-cf- ~-I'-'\ ~"1:1~ -tv b<__~c1@~'9s,.-~ -?=?tsr-M 
bl continuation and funding of the Division of Nursing at HRSA (administers 
Title VIII). 

Yes. Originally HHS zeroed out Title VII and VIII: but OMB pass back 
restored (to level requested by President in FY 96). 

c) continuation and funding of the National Institute of Nursing Research 
Oifh~y 
Y ;,'.£ ~ J,--..) NINR is the smallest i~titute at NIH and none of the institutes get a 
~ r:fa ~':>" specific allocation in thif budget. However, NIH will fare relatively well in 
7~-1"' ~ .'1 (.{o-1 M r the budget process (the President requested a 4.4% increase). 

(O·' ,e_,,:f!J,rf q "\')-7"f~.eM tt .. 3:,~~s-. ~ -7~/I 
A related concern is consolidation of the institutes within NINR. 
Conversations between NINR Director Pat Grady and Sen. Kassebaum 
have eased these concerns. 

d) Continuation of funding for AHCPR. 

AHCPR wasfunded at $159 million in FY 95. The FY 96 House-passed 
appropriations bill recommends $66 million: the Senate Committee bill 
includes $127 million. OMB protested the House level in our SAP to the 
Senate (listed as item of concern). HHS' FY 97 budget submission calls 
for $202 million. 

AHCPR is currently covered under a CR that expires February 26 (at the 
lower of: the '95 or the House enacted level). 

~ $ t 21 UI 7 twr- -fo be__~~! ;l_ r 11 (W'-dG__ N-S /- a(- 1ew-



8. Revamp HCFA guidelines for "incident to" provision under Medicare B. to include 
removal of the requirement of on-site presence of a physician in order for "incident to" 
services to be covered. 

No. HCFA cost estimates showed that it was too expensive. 

HCFA guldelinesfor Medicare Part B regulate services provided "incident 
to" those of a physician. ANA believes that these guidelines are restrictive 
and archaic, such as requiring a physician's on-site presence when 
services are provided. 
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• Support Reauthorization of Community Nursing Organizatlon project (due to 
l \ sunset at end of 1996) 
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Too early to indicate definite support. Interim evaluation report due in 
.early 1996. This evaluation will examine whether the combination qf 
capttated payment and nurse case management promotes the appropriate 
use of community nursing and ambulatory care services and reduces the 
use of acute care services. The evaluation will also compare the health 
status qf beneficiaries enrolled in the project with the health status qf the 
general Medicare population. Preliminary descriptive inf ormatlon 
indicates that approximately 95% of current demonstration enrollees have 
0 to 1 ADL impairment; however, because outcome data ls not available 
yet. we do not know the costs and impacts of the demonstration. 

10. Make Chiefs of military nursing services two-star flag officers instead of one-star. 
(Allow chiefs of the nurse corps to compete for promotion to two-star.) 

Currently. the Chiefs of the military Nurse Corps are one-star officers. 
However. according to General Nancy Adams, Chief of the Army Nurse 
Corps. the Army nurses don't want to be merely ordained as two-star flag 
Q[ftcers. Rather they want the opportunity to competefor promotion to 
two-star generalships after they have been Corps Chiefs (currently. Army 
nurses are not permitted to compete for two-star positions. although the 
Navy and Air Force Nurse Corps Chiefs are). 

Today. the Chiefs of the Nurse Corps have slgnifi.cant responsibility that 
integrate them into higher levels qf medical divisions. However. Nurse 
Corps Chief ls only afour year position, and after leaving the Nurse Corps 
as a one-star general. there ls unlikely to be another slotfor a one-star 
general in the medical division. Because they cannot compete for two­
star status (andjobs that require a two-star general}, outgoing Nurse 
Corps Chiefs are oftenforced into retirement. 

The Army Nurse Corps are trying to get the rules changed so that nurses 
can compete for two-star generalships. (According to Gen. Adams, the 
change ts working well in the Navy and Air Force.) General Alcid LaNoe, 
the Surgeon General of the Army. ls sympathetic to the nurses' situation. 
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Gen. LaNoe discussed the matter with Gen. Dennis Reimer. the new Army 
Chief of Staff, at a meeting late this fall. While not opposing the change. 
Gen. Reimer asked for further information. 

At the suggestion of Gen. Adams, I have discussed the issue with Mrs. 
Sara Lister. Assistant Secretary of the Army for Manpower and Reserve 
Affairs. She is considering whether there is anythingfurther to be done. 
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UCl-20-1995 16!11 FROM 

The Honorable Nancy Kas~ebaum 
Cbairman, ConunittRe on La~or 

and Human Resuurces 
Un1teu ~tat~~ Sennte 
Washington, D.C. 20510 

Dear Maaam Chairman~ 

TO 9-1567028 

As your committee consider& S. 5!>5, the IIet:l.lth Professions 
Consolla<iLion and P.o~nt:horizatlon Act of 1995, I want to take 
thls opportunity to g.ive the 11.dJninis'tra~lou's vicwe on 1-his 
leqislatton. The Ad.ministrat:ion is very supportive ot this 
Jeqislat..lvn. 

s. 555 would cvnsolidato, and extend through Fiscal ¥ear 1999, 
some 45 existin9 proqr~ms of assistance to nursing and health 
profe~sions schools and studonts. '.i'hese proqni.m a.uthorit:ie.s 
would he grouped into aix categories: rrimary Care and Preventive 
Medh.:ine Trai31in1J; Minority and Disadvantaged Training; 
Community-Based Trdining in undeservea areas; student ~ssistance; 
NUrsinq; and other priority areas. The health profess.ions 
training provision:::; in s. 555 are cons=istent with the 
Administration's r~commendations tor reform in thi• ara~, as 
outlint:?d by the Assietant Secretary for Health ;lt tne Ftil>ruary 22 
hearing held by your ColtllllitLP-a. 

Both your leyislation and our propo~als would p@rmit the most 
etfective ue:Q of resources by con~olidatinq doz~ns of hi9hly 
specific cntegorical authoriti~~ into ~ small nu~ber of 
fun<:tional cateqories. They would also sGrvei many or Lhe same 
objectivcc, such as, snarpanin9 the focus of th~se programs on 
outco?O.es, encoun1.ging collaboration among he<llth and P-tlucational 
inst.itut.!ons, and simplifying program administration. 

The Adminjst.ration applauds the introduction of the H.e.t'tlth 
Professions consolidation and Reauthorization Act. We recomltlend 
further strengthening t:he bill by in~ludi ng aU'thoL· i ty for an 
inccntiv~ fund. which the agency could u~e to further en~oura~~ 
hiCJh-ouality performance. This lueo is a koy component of the 
Ad1uinistration '1" Perrorm<;m1,,;.:: Fa.rtnori:hip proJ;;>osals, and wu:; 
included in the legislo.tive cpeci.ticatious that l sent you on 
this bill last month. Tn addition, we bcliove t.he. bill could be 
strcngthen~<l ir you wv~l~ ecnoidQr ~hP. following ~uggestions: 

l. Continue a discrete family Medicine Cap~city building 
p.roqram unuer a ~eparatc. ht;t;tdinQ from that which applies: to 
th~ other primary cnre discipline~. 
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J. Include general dentistry ac a component of the PrimQry Care 
and Preventive Medicine Cluster. 

S. 555 would assist us in stren9theninq the Federal Govornment•c 
partnership with state and local governments, education 
institutions, professional sroups, and C01Dll\Unity or~anizationG ~U 
brinq about nl?f?ded changes in hGalth workforce training and 
practice. 

We applaud your commitment to health professions education and 
training. The strategy eml>odied in your ~ill represents an 
import~nt pro~rnm reform which will improve the qu~lity of 
gervices offered by the Federal government and expand the 
availability ot training opportunities and health care to 
re~ident of rurQl Qnd unde8erved communitie~. 

Tbe orrice ot Manaqement and Budget has advised that there is no 
objection to the preeentation of thie report to the Con9reas, ~nd 
that &nactmen~ ot S. 555 would hQ consist&nt with thA pro9ram of 
the Pre~ident. 

Sincer.e.ly, 

Donna E. Shalala 
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RESPONSE TO WHITE HOUSE ON AMERICAN NURSES ASSOCIATION 
TEN IMPERATIVES FOR ADMINISTRATION ACTION 

#2. Support legislation to provide reimbursement for services of all advanced practice nurses, 
regardless of geographic location or practice setting, under Medicare and Medicaid. · 
Reject state Medicaid waiver applications that fail to ensure utilization of nurses as 
primary care providers. 

ANA requests that the White House provide letters of support to the Congressional 
leadership for H.R. 1750/S. 972 (Medicare reimbursement) and HR 1339/S. 972 
(Medicaid reimbursement). 

ANA calls upon the Administration to reject any state Medicaid waiver proposals--under 
both Sections 1115 and I 9 l 5(b )--that fail to ensure the utilization of nurses as primary 
care providers. 

1\fEDICAID: 

Before approving any 1115 or 1915 (b) waiver. HCF A requires states to demonstrate the capacity 
to ensure that all required services are available and accessible to Medicaid beneficiaries, and that 
the services provided are of high quality. Certain services provided by advanced practice nurses. 
including nurse practitioner services and certified nurse midwife services, are mandatory services. 
HCF A reviews states' waiver applications and contracts with managed care plans to ensure that 
states will provide all mandatory services. When reviewing the waivers. HCF A encourages states 
to contract with managed care plans that include nurse practitioners and other advanced practice 
nurses as primary care providers. However, the states, not HCF A. regulate health plans' · 
contracts with advanced practice nurses. Further regulation of health plan contracts by HCF A 
may conflict with the Administration's policy of promoting state flexibility in Medicaid. 

MEDICARE: 

Expanding direct reimbursement for advanced practice nurses and physician assistants would 
increase utilization of these services. and thereby increase Medicare costs. Neither HCFA nor 
CBO has estimated the cost ofH.R. 1339/S. 97~, but CBO has scored a similar provision in the 
Republican Conference agreement (section 8707) The Conference Agreement provision increases 
costs by $300 million from FY 1996-2002. The President's proposal does not include this 
prov1s1on. 

However, the President's Health Security Act of 1993 did include a similar provision (sec. 4022). 
HCFA estimated the cost to be$ 2.2 billion between FY 1996-2000. CBO's estimate was 
substantially lower, $815 million between FY 1996-2000. 

[Note: CBO's cost estimate of the Conference agreement provision is much lower than their cost 
estimate of the HSA provision. The large difference between the two CBO estimates may be the 
result of confusion over the effective date of the provision. The provision is effective in FY 1996, 
however CBO estimates the cost at zero until FY 2000.) 
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DEPARTMENT OF HEALTH & HUMAN SERVICES 

Ms. Iris Freeman 
Executive Director 
Minnesota Alliance for Health Care Consumers 
2626 82nd Street, Suite 220 
Bloomington, Minnesota 55425 

Dear Iris: 

202 690 6362 P.03/06 

Health Care Financing Administration 

The Administrator 
Washington, D.C. 20201 

I want to thank you for your dedicated interest and invaluable contributions during the first 
hundred days of implementing the nursing home refonn enforcement regulation. Your 
consultation, as well as that of others -- together \\lith extensive monitoring of the implementation 
-- ha.s been extremely helpful to the Health Care Financing Administration's (HCFA's) continuing 
efforts to refine our policies and procedures to make this survey and enforcement system as 
effective as possible. I look forward to your continued participation as we move forward with the 
implementation process. HCF A will continue our efforts to improve both the nursing home 
se:rvices furnished to our beneficiaries and the survey enforcement system. In doing so, we 
continue to recognize that we all share a common commitment to ensuring that nursing home 
residents receive the best possible care. 

Where our monitoring initiative has, as expected, identified some problems with enforcement 
procedures, we have introduced improvements to refine the process, and we are continuing to 
develop various strategies to further enhance our efforts. During the initial implementation ~- --i 

period, as you know, we avoided the imposition of remedies except where deficiencies posed an I 
immediate jeopardy to the residents, or where the facility had a history of poor performance in 
making and sustaining corrections. The collaboration by HCF A. providers, consumers, and State --­
agencies which has characterized the history of this regulation throughout will continue as we 
address future issues as they are identified. 

We are very pleased to see that the implementation is working well on the whole. Since the first 
of July, more than 5,600 standard surveys and 7, 700 complaint surveys have been completed. 
States are conducting surveys on schedule. HCFA's central communications and operations 
center (situation room) has provided quick responses to questions and issues raised by the HCFA 
regional offices and State survey agencies. Our staff has collected and analyzed data on all 
surveys and has conducted in-depth reviews of more than 600 Statements of Deficiencies. These 
reviews show that States' survey findings are generally correct on issues of both substantial 
compliance and substandard quality of care. Almost 200 State agency surveys have been 
observed by HCFA's regional office staff, who report that the States are, in general, correctly 
following new survey procedures. 

We have learned that, as planned, the new survey focuses more on resident outcomes than did the 
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previous survey, and that surveyors, ombudsmen. and providers all generally endorse the new 
survey process. However, there has been some concern expressed about diminished dialogue 
between surveyors and the facility staff during the surveys. This is both a learning curve and a 
training issue, and surveyors are being encouraged to discuss findings ~th staff 

The informal dispute resolution process is working. Providers are not abusing the processes by 
asking for :frivolous reviews, and States are seriously considering infonnation presented. States 
have conducted 69 I informal dispute resolution cases; they affirmed survey findings in about half 
of these, while survey findings were adjusted for the remainder. 

We especially value the comments and impressions we have received from you, from the 
enforcement procedures workgroup, and from our other observers. Our joint monitoring 
activities have helped to identify areas of the enforcement process where clear opportunities for 
improvement exist. We have already instituted several system improvements. These are: 

I. Providing a clearer definition of ')>oor performing facility,, than that offered previously. 
The workgroup has agreed on some mandatory and optional criteria for States to apply. 
We ~11 reevaluate the definition in one year. In addition, it has been suggested that we 
consider a change in the term for ''poor performing facilities." 

2. Clarifying what constitutes "pattern" and '"widespread" in determining the scope of cited 
deficiencies. 'This clarification will reduce the incidence of "widespread" deficiencies and 
thus change the deficiencies in some facilities away from substandard quality of care. We 
asked that the States reexamine the cases in which the "driving" deficiency is 
'"widespread." 

3. Providing.guidance to States that a team of surveyors is not necessary to conduct a 
revisit in most cases. This will increase the number of revisits that the States can conduct. 

Approximately 74 percent of facilities surveyed were found out of compliance at the time of the 
standard survey. Of these nursing homes, 95 percent have been given the opportunity to avoid 
the imposition of remedies if they demonstrate to HCF A that they will correct their deficiencies by 
a certain date. From the revisits done to date, it appears that all but 5 to 7 percent of nursing 
homes will achieve substantial compliance by the date of the revisit. However, the high 
percentage of facilities found out of compliance initially may be producing adverse public 
perceptions of some facilities and of the industry as a whole. Further questions have been raised 
about the process of imposing certain remedies. In addition to actions taken already, HCFA will 
make the following adjustments to the system: 

o Deficiencies in categories D, E and F of the enforcement matrix ~II not result in use of 
the term "provider noncompliance" prior to the facility revisit. Rather, the tenninology ·/ 
used ~11 be "corrections required.,, Further. the terminology for deficiencies in categories 
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G, H, and I will be modified to "significant corrections required." While the obligation of 
facilities under the statute to remain in substantial compliance at all times is unchanged, 
such facilities will not be termed .. noneompliant" until a revisit. If, at the time of the 
revisit, the facility is out of compliance, all actions, including remedies, will continue to be 
based on the original survey dates. It is anticipated that such a change in terminology will ,, 
roughly halve the number of facilities currently termed noncompliant after the initial or '·) 
standard suivey. It will also focus attention on the nursing homes that provide poorer care 

1
1 

than their peers, as has been our intention throughout the process of implementing 
OBRA 1987. 

o \V'hile the statute requires a finding of"substandard" as the result of certain survey 
findings. HCF A will support legislation to modify the sanctions imposed as the result of 
such a finding. Current law requires that the State deny or withdraw a nursing home's 
nurse aide training in response to certain actions, such as identification of substandard 
quality of care and a resultant extended survey. Concern has been expressed that in rural 
areas the denial or 'Withdrawal of nurse aide training makes access to such training 
difficult. The Administration's Reinventing Govemment II Initiative includes a legislative 
proposal that provides discretion to the States for approval of the nurse aide training 
program in rural areas, where such training programs might otherwise be unavailable. 

o HCF A will work with you and our other partners to develop a legislative change in the 
statutory provision which effectively requires that, under cenain circumstances, 
termination notices accompany the application of alternate remedies. In the interim. 
HCF A will seek use by the States of notification procedures similar to those now being 
used by the State of Oklahoma. 

o HCFA will suspend imposition of Civil Monetary Penalties (CMPs) for facilities whose 
highest deficiencies fall into categories D, E, -- and, under specified circumstances~. F and 
G-- until December 15 while we conduct a thorough review of the proportionality of the 
penalties proposed (that is, the relationship between the size of the penalties, the 
deficiencies cited and the circumstances of the situation) is done. CMPs will be proposed, 
but not imposed, pending the study. All other remedies provided for in the statute and 
regulation -- including directed in-service training, denial of payments for new admissions 
or all admissions, directed plans of correction., and State monitoring -- will be imposed 
according to the timetables established in regulation and manuals. 

o For facilities whose deficiencies identified in the initial standard survey fall into categories 

s Specified circumstances: C:MPs will not be suspended in substandard quality of care 
· situations that fall in the F category. They will be suspended in cases of G ievel deficiencies only 
vmen those deficiencies represent isolated instances in a facility which otherwise is performing 
extremely well (as evidenced by very few other deficiencies). 
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D, E, and F, HCFA will a-plore (in consultation with providers, conswners and the States) 

the development of alternatives to revisits for the purpose of certifying compliance. lbis 
should reduce the burden on State agencies during a period of extreme budget constraint. 

o HCF A will monitor States that cite a large number of deficiencies compared to other 
States. In States 'With an unusually high number of deficiencies, HCF A's central office will 
review the Statement of Deficiencies and the proposed action before the regional office 
takes the enforcement action. HCF A will also conduct on-site monitoring in States with 
unusually low numbers of deficiencies, and work with those States on improvements in 
their processes. 

o HCF A 'Will field two national survey teams in 1996 to conduct surveys to ascertain the 
degree of national consistency in the system. 

Overall, our nursing home standards are working well to protect beneficiaries and their families, 
although we must continue to monitor and evaluate the enforcement system. The joint effort 
which characterized the history of this regulation will continue. Both the Impact Assessment 
Advisors and the Enforcement Procedures ~orkgroup \Vill continue. I look forward to meeting 
with you in the near future. Again. thank you on behalf of all of us who have been working to 
fulfill the ·promise of OBRA 1987. 

cc: Enforcement Procedures Workgroup 

Sincerely. 

Bruce C. Vladeck 
Administrator 

TOTRL P.06 
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U.S. CEPARTMENT OF LABOR 

5ic; 1'1:T A"T 01' !Jl•Ollll 
WAIMINGTON. 0.C. 

Mr. John J. Sweeney NJR 2 5 1995 
International Prasident 
service Employees Internaticnal Union 
1313 L Street, ~.w. 
Washinqton, D.C. 20005 

Dear Mr. S~aanay: 

Thank you for your lotter concerninq temporary entry of 
healthcare workers unaer the North American Free Trade Agreement 
(NAPTA).. We a.polo'3"ize for tha delay in r•apondinc, to your lette1· 
but we hoped to provid& you witn more recent information on the 
tamporary admission or NAFTA Professionals. 

In your le~ter, you speci!ically asked for admission and 
employment in!ormation about registered nurse~ ~ho are currently 
employed in the U.S. as Profe.gsionals under NAFTA. Since the 
Agreement only entered into force in January 1994, data on 
tempcrAry entry ere still very limited. However, With the 
ascictancg of the Immiqration an~ Naturalization Service (INS), 
my statt has collected information regarding temporary admission 
of reqistercd nurses under NAFT~ and its preaecessor agreement, 
th11 U. s. -Canada Free Trad.e Agreiement ( Cf'TA) • 2\ocordin9 'to t.he 
late5t avail~blc data from INS, which include ~ne initial ~ntry 
and subsequent antries of the same individual, a total of 4,728 
c~nadian nurse3 are reported tc have entered the U.S. as 
profe5sionals under the CFTA in calendar year 1993. Similarly, 
4,Uf\ NAFTA nurses (Canadian ancl Mexican) entered. the U.S. dl1rin<r 
the rnonths of January throuqh July 1994. 

ForeiQn nurses ar~ al&o admitted into the u.s. under the 
Irnrnlyration Nursinq Rolief Act of 1989 (TN'RA). 'l'his !ive-yedt 
pilot program (H-lA Temporary Aam1ss1on P~ug~am for Regiatered 
Nurses) was createJ by Con9resa tc hl.:p allQviate a shor~aqe or 
nurses wh~ch existed at the time in the u.s. In fiscal ye~r 
1993, there was a total of 6,437 entries, initial and EUb~@qu~nt. 
of H-lA foreign nurse~ into the U.S., of vhich 45 encered from 
Canada and 33 Qntered rrom Mexico. Th~ Innnigro.tion Nurcing 
Relief AC3.v1sory Committee, of 1o1hich your orqanhation :is a 
member, is conducting a study to advise the secretC:Sr:y of Labor o''l 
the impact of the H-lA program on the domestic workforce and th~ 
a~visabillt~ ot extending the program beyond thA five-year pilot 
period. This study is expected to De compl~ted by Spring, 1995. 

With ~egard tc your request for information about particular 
cmployQrs of NAFTA nurses, IN~ notes that employment information 
is ~otn l1m1Lw~ and incomplete. Preeontly, INS ~nll&cts and 
rnaintaine data en Qrnploy~r~ or NAfTA protesslondls when employcrt 
arA required to petition un behalf of the worker and/or thP 
employers apply to extend the tempor~ry stay in the U.S. of tile 
NAFT.A worker. Thus, most ot 'the employment data on NAFT.h 

•. ,L. 
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professionals is collectea rrom employer& or Mexican 
professionals since employers of eanGdian professionals are not 
required under the 1\9reement to file labor attest.at.ions with thu 
Department of Labor (DOL) or petitions with INS. However, theso 
requirements fer Mexican professionalc will be in foree for a 
period no lonqer than ten years rrom the aate the NAFTA went in1~0 

errect. 

The recent r~~tructurinQ and downsizing of the he~lthcare 
industry may alsu have an impact on present. and. future employment 
availability for registered nurses. This development is or 
par~icular interest to DOL and ther~ will be cGref~l monitoring 
of any si9nific::ant job dicoplacement that occurs as a r.'Qsult of 
industry restructuring. While unpublished data rrom the Bureau 
or Laber SL•listics still show G relatively low unemployment ra~:e 
for reqietered nut".:o!I (annual ratesz ranginq from l.l' t.o l.5t in 
t.he period 1988-94), ~he Department is aware of the difficultie:; 
facin9 recent 9rGduates of nUrGin9 echocls, a~ wall as unemplny1!d 
re9imtared nurS$R, in nhtAininq employment. 

Ch~ptor Sixteen of NAFTA is administered thrnuqh an 
int@raqancy worxin~ group which consults with congressional and 
labur advisor& on a regular basis. Both Con9'ressional staff anri 
~h• Labor Advisory Comrni~tAA for Trade Neootiation and Policy 
have been advised of your ~oncerns regarding the current labor 
Market conditions for hoalthcara protecsionals in th~ U.S. and 
also of your interest in ini~iatinq consultations on the 
~dvl~•bility of remcvin9 re9istered nur3e3 and other healthcare 
professionals from Appendix l~0~.0.1 of the NAFTA. In ~he 
October 1994 trinational meeting of the NAFTA Temporary Entry 
Workins Group, our C~nadian and Mexican counterparts were aJso 
m~d~ ~w~re of your viaws. This issue will also be discuss~d 
durln9 Lhi= next trinational meetin9 of 'che Temporary Entry 
Workinq Group to be held in 1995. 

I understDnd your concernn rc9ardin9 th9 poiuiblQ irnpact c:E 
temporary admissions nnd~r NAFTA on tne U.S. healtncare 
proression, particularly the retention and retraining of u.s. 
nuracc. DOL is committea to pro~otin9 tho vi~hilit.y of the U.S. 
workforce and preparing i~ for an interdependenL international 
lalJor market. 

I nope that you will !ln~ thl~ info~rnction useful. If you 
have any questionG, ploaco do not hoGitate to contact Mr. ~aaquln 
F. ot~rn, neputy Under secre~ary tor International Affair~. 

nrely, 

11' otw ---- . R~.~~¥-
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1313 1. $TIU:ET N.W. • WASHINGTON. O.C. :'0005 • C202l RQR-:3200 

JOHN J SWEENEY 
IMTANA'llONAL PllUIOENT 

RICHARO W. CORDTZ 
iNT&llNATlO'IAL 9't':llllTAR't'· n:IEASLJRiR 

Septem~r 1 S. 1994 -
The Honorable Robert B. Reich 
Secretary of Labor 
France~ Perkins Building 
200 Constitution Avenue, N.W. 
Washington. D.C. 20210 ·. ~- j, .~ .. :; ~ t ~:. 

RE: Temporary Eatry of Health-care Wnrker~ Under the Nonh American 
Free Trade Ai;reemeat 

Dear Secretary Reich: 

SEIU strongly supports Lhc Prc:1ident's goal of good jobs at good wages for 

&.a 

everyone in the Unitcu States. Speaking for hcalth-cnre workers - SEIU is the largest uninn 
in Lhc hcidth·ca.rc industry • we Wflllt to make certain that the acceler1:iung restn1cturing of 
the health-co.re industry does not come at the expense of the workers. I look forward to a 
continuing diologue with you on this issue. 

Under Chapter Siicreen of the North American Free Trade AKreement (NAfTA), 
U.S. health-care employers are ftee 10 recruit the; fullowing categories of Bac:calaureate­
level health-care employees in Canada i1I1d iu Mexico: Dietician; Medical Laboratory 
Technologist (post·se,um.lw-y Jiploma a.nd thrc\! years cic;pcrience); Nutritionist: Pharmacist: 
Physiothcmtpi~t/Physical Therapist: Rccrc11tion Therapist: and Registered Nurse 
(State/provincial license; or liccnciatura Degree). These categories eru:nmpass only people 
working as employees -- although the NAFT A calls them "bu!;ines!l persons" •• because 
individl.ltlls intending to start a business are forbidden from using the NAFTA Prufc~sional 
category. 

SETU represents workers employcu in tach of these occupations. I am not aware 
that there are demonsLnlltu nationwide :ihortages in any of these occupations. Because 
tmployers of RN's already can use the H-lA Vi~ Program or can apply for H-lB vi!\as, 
the inclusion of these occupCltions in the NAFT A is without justification. 

The number of health-care workers who have entered under these pruvi::;ions have 
increased dramatically ~ince the U.S. Canada Free Trade Agreement first took effect. In 
199~, 4,72M K.N's entered from Canada (e.n umowil c:4u1Sl to half the total number of H-lA 
entrants.) In 1992. 81.000 U.S. rc:;iu1:nts received their RN diplomas a.nd entered the job 
market. In uthe1· words, the number ('lf RN' s e.,tering from Canada alone c. 'l{'h y~ar under 
the NAFTA excccd3 five percent of the tot.I'.! R'.J's newly diplomaed in the United States. 

1cidlW1 
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The health-care industry is umlc:rguing a massive and far-rcnching restr-:turins. 
The maximum cooperation of guvtnunent, cmploy,.rs and workers will be required to 
ensure that those who need n:Lraining can obtain it in order to promote re-employment of· 
displaced health·1.:l:tfe workers. The continued existence of this loophole pennitting 
employers to recruit in Cllllnda will only make that coop~rative P.tton more difficult to 
achieve. 

In June, Swedish M~dical Center in Seattle announced plans LO llf.y-off 225 smu. 
represented nurses, ti.lily one·fifth of their nursing staff. In 'r'icw of the growing number of 
layoffs of RN personnel across the country, Lhc 'untioued existence of this NAFT t\ 
loophole in our immi2ra1ion laws is hi~d1ly questionable. Similar concerns exist with 
respect to the other heallh·"u·e professions listed. Enclosed is o. copy of an article in the 
August 21, 1994, New York Times thnt describes the difficulties that many recf'!ntly 
~n11.lu11ted RN's are ci<pcricncing when looking f~r work in the current environment. 

Chapter Sixteen is administered through the ongoing consultation of the relevant 
agencies of the thr@e countrieo;:. I understand that the next lntergovemmc:nL~l meeting will 
be held during October I 994 in Mexico City. I urge you tu tn:)w·e that the agenda for this 
meeting includes discussion of the changed la.bur market for RN's and other health-care 
professionals in the United SLiilc:s. 

Furlhcrmorc, I urge you to initio.te consultations with the U.S. Trade Representative (( 
and other interested agencies regarding the advisability of removing 1-(N'~ and the other 
hca.lth·carc professions from Appendix 1603.D.1 of rhe NAFTA. 

Additionally, in order that we can explore the potential for advc:r:i~ impact~. I request 
that SEIU be supplied with the followln~ :nfonnation: (I) Which employers arc using (/ 
Chaprer Sixteen to recruit RN's an<l where: ii!~ they located, and (2) How mo.ny Chapter 
Sixteen RN"s remain in Lhc: United Statc5 and where tLrc they employed'? 

If you require further inform11tion about SEIU's views on this matter, please contact 
John Howley at 898-3343. 

JJS:jh:luc 
Enclosure 

nreiu#2 
afl·cio.clc 

Sincerely. 
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TO: 

i'ROKz 

SUBJBCT: 

DATE: 

l'AX XEKORAHDUH 

xolly Brostroa 
Doaestia Policy Council 
Th• 1fllite Bouse 
TBL. 202-456-5561 
i'AX 202-CSl-7028 ~f-

Karla salmon 11A F 
Diviaion of Buraing~/Vl 
TBL. 301-443-5,88 vf 
l'AX. 301-443-858& 

1111R8ZBG IXPBRITIVES 

January 4, 1995 

I have aoae information regarding the funding tor the National 
Sample Survey: 

1. The initial fundinq of ZOOK will run out in Pe~ruary, 
1996. 

P.01/01 

2. The next installment, COOK will need to be made shortly 
attar an4 vaa hoped to come out of PY 96 Title VIII dollars, if 
the appropriations languaqa would allow it or from outai4a 
sources. (1% money, if appropriated, is always an option for 
both this an4 tba next installment.) 

3. The final installment, also COOK, will need to be paid 
in FY 97, with the same sources as FY 96. 
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TO: Molly Brostrom 
FAX 456-7028 
PHONE 456-5561 

FROM: K&rla salmon 

FAX MEKORANDtJK 

FAX: 301-443-5688 
Phone: 301-443-5688 

Date: 2/16/t& 

SUBJECTi Up4ate 

P.01/24 

Just to catch up on a few things ••• we have received a copy of 
the Bureau ot Health Professions Director job announcement 
(attached). The elibility is broader than physicians, which I 
know has been a biq question. 
Also, I wanted to let you know what has been happeninq with NAFTA 
and the reauthorization of the Immigration bill, vis-a-vis 
nursing. Denise Geolot, my deputy has been workinq on this, as 
part of the Department's efforts. our input to-date has 
reflected the "Report of the Department of Labor's Immigration 
Relief Advisory Committee", on whic:ih DBHS sat. I have attached 
sections of this that miqht be useful. As we understand it, 
NAFTA has provisions for Canadian nurses that essential provide 
relatively unencumbered access, when contrasted with Mexican 
nurses. (The last two pages of this FAX describe the TN category, 
which is relative to NAFTA and the B-1a, which is the one that is 
under much discussion). For Mexican nurses, they must still come 
in through the H-la visa route. If the restrictions currently in 
place regarding passing the Council on Graduates of Foreiqn 
Nursinq Schools as ~ prerequisite for visa elibigility were to be 
lifted, we anticipate that we would be again encounterinq the 
problems of the SO's that resulted in the development of that 
examination: language difficulties and hiqb rates of failure on 
the RN licensure examinations. Organized nursing bas expressed 
fears about this, as well as the possibility of massive job 
displacement of OS nurses. Are there specific issues you would 
like for us to track for us on the immigration situation at this 
time? 
Last item - we understand that OKB has qiven nursing a very 
favorable budget passbac~ for 1997, well above last years and 
what we have most recently seen for 1996. Nursing should be very 
pleased if the proposed levels hold. 
I hope that this is of help to you - have a qood President's Day 
weekend! Marla 
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Note for: 

From: 

Subject: 

Molly Drostrom 
Domestic Policy Council 

Marcia EugenioCfv1A...£-­
USDOL/ILAB / 'r 1 

Admissions of Registered Nurses under NAFTA 

Per our telephone conversation, attached is a discussion paper which was drafted in 
preparation for the NAFTA Trinational Temporary Entry Working Group meeting in 
November 1995. The paper provides background information on the temporary entry 
provisions of the NAFTA, a brief overview of the employment situation for nurses in the 
U.S. , and makes some recommendations on how to respond to requests for deletion of 
registered nurses from the list of professionals eligible for admission under NAFTA. Most 
of these recommendations have been implemented and we are currently awaiting a response 
from the Immigration and Naturalization Service regarding admission and employment data 
for N AFT A nurses. 

I hope this information is useful. ep info of any significant developments. Please 
do not hesitate to contact me t - 2-219-9098 if you ave any questions. 

Attachment 

Working for America's Workforce 
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SUBJECT: 

TEMPORARY ADMISSION AND EMPLOYMENT OF REGISTERED NURSES 
UNDER THE NORTH AMERICAN FREE TRADE AGREEMENT 

SUBMITTED BY: 

U.S DEPARTMENT OF LABOR 

DETERMINED TO BE AN 
ADMINISTRATIVE MARKING 
INITIALS: Yt1& DATE: 2-21-1+ 



CONFIBENTIAt 
ISSUE: 

The Administration needs to develop a strategy for responding to requests from a number of 
interested parties that registered nurses (RNs) be deleted from the list of occupations that 
may enter under the "Professionals" category of Chapter 16 of the NAFTA--Temporary 
Entry of Business Persons. 

RECOMMENDATION: 

1. At the upcoming November 7-8 meeting of the trilateral NAFTA Temporary Entry 
Working Group, the U.S. Delegation should : 

o Indicate to Mexico and Canada that we have had several requests to remove registered 
nurses (RNs) from the list of professional occupations covered by Appendix 1603 
D.1. 

o Indicate that we are in the process of reviewing the employment situation for nurses 
in the United States in light of recent structural changes in our healthcare industry, 
with a view to determining how any employment problems could be addressed in the 
context of Chapter 16. 

o Seek information from the other N AFT A parties on their domestic employment 
situation for registered nurses, including any factors which may be influencing the 
temporary emigration of registered nurses from their countries. Information should 
also be requested from them on the number of U.S. registered nurses and other 
healthcare professionals admitted to Canada and Mexico under the temporary entry 
provisions of the NAFTA and the type of healthcare facilities in which they are 
employed. 

2. Statistics should be collected on the numbers of nurses granted temporary entry status 
(TN) under the NAFTA (as well as other nonimmigrant programs) and the location and type 
of employer (e.g., hospital, long term care facility, nursing employment agency, etc.) in 
order to assess the impact of immigration on the U.S. labor market for registered nurses. 

3. The Department of Labor should develop further analysis of the current and future 
employment situation for registered nurses (RNs) in the United States and the direct or 
indirect impact that admission of foreign RNs entering under NAFTA have on the labor 
market for U.S. nurses. 

4. The results of the above should be expeditiously reviewed in order to develop options for 
addressing this issue including whether some action might be appropriate in the context of 
Chilean accession to the temporary entry provisions of the NAFTA. 

PRIVATE SECTOR AND CONGRESSIONAL ADVICE: 

During consultations with the Labor Advisory Committee on Trade Negotiations and Trade 
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Policy (LAC) on October 14, 1994, members of the LAC expressed their opposition to 
adding any additional occupations' in the healthcare field to the list of professionals in 
Appendix 1603.D.1. Furthermore, in repeated occasions since this meeting, the LAC has 
specifically requested, that registered nurses and certain other healthcare workers be removed 
from the NAFTA list. 

In November 1994, interested Congressional committees/subcommittees were briefed on the 
progress of the NAFTA Temporary Entry Working Group. Congressional staff were briefed 
on concerns that had been raised by the Service Employees International Union (SEIU) 
regarding the admission of healthcare workers, and in particular registered nurses, under the 
temporary entry provisions of the NAFTA. The staff was also briefed on the proposed 
addition of occupations 1 to the list of N AFT A professionals. They questioned the necessity 
for adding these occupations to the coverage of the Agreement and whether these occupations 
require a baccalaureate degree. The staff also requested information as to how persons 
should be temporarily admitted to perform medical patient care service. (Further 
consultations with the Congress on the issue of temporary entry under NAFTA have not been 
undertaken; however, USTR is in the process of scheduling a briefing for Congressional 
staff.) 

On April 28, 1995, in response to USTR's request for advice on the negotiation of Chile's 
accession to the NAFTA, Mr. Mark Anderson of the AFL-CIO Task Force on Trade stated 
that the temporary entry provisions of the N AFT A should be renegotiated in order to remove 
registered nurses and certain other healthcare professionals from the list of eligible 
occupations. While most of the other labor advisors have addressed issues related to their 
particular union, most have made it clear that they endorse Mark Anderson's statement in 
full. 

On October 31, 1994, Representative Olympia Snowe (Maine) wrote to U.S. Trade 
Representative Kantor requesting a description of the impact of N AFT A on the U.S. nursing 
profession and expressing concerns about the increased numbers of Canadian nurses entering 
Maine under the facilitated cross-border entry provisions of NAFTA. 

On July 11, 1995, Representative Larry Combest (Texas) inquired in a letter to USTR 
whether NAFTA temporary entry provisions were causing changes in hiring practices that 
are detrimental to U.S. registered nurses. 

The Department of Labor has not received any inquiries from industry groups on the 
temporary admission or employment of registered nurses under the provisions of Chapter 16 
of the N AFT A. However, the Department has requested a meeting with the American 
Hospital Association/National Organization of Nurse Executives to request information on the 

1Eight occupations have been proposed for addition to Appendix 1603. D. I of the NAFT A. They 
include: Actuary, Plant Pathologist, Podiatrist, Radiation Therapist, Radiologic Technologist, Respiratory 
Therapist, Nuclear Medicine Technologist, and Speech/Language Pathologist and Audiologist. 



employment of NAFTA nurses and to provide them with an opportunity to express their 
views on this issue. 

BACKGROUND: 

I. NAFTA Professionals: 
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Chapter 16 of the NAFTA provides for the temporary entry of four categories of business 
persons--business visitors, traders and investors, intracompany transferees, and professionals­
-on a reciprocal basis. This chapter was based on the temporary entry provisions of the U.S. -
Canada Free Trade Agreement (CFTA). Both the CFTA and NAFTA professional 
categories are based on the former H-1 nonimmigrant program. Chapter 16 facilitates the 
temporary entry of business persons by removing some procedural requirements (e.g., visas, 
petitions, labor attestations, and numerical restrictions) which are generally applicable to the 
admission of professionals into the United States. 

A NAFTA professional (TN nonimmigrant classification) is defined as a Canadian or 
Mexican citizen seeking admission to engage in a business activity at a professional level in 
an occupation listed in Appendix 1603.D.1 of Chapter 16. Registered Nurses (RNs) were 
admitted under the temporary entry provisions of the CFT A and are currently being admitted 
as NAFTA professionals. The admission criteria for registered nurses under the NAFTA is 
a State/provincial license (for U .S./Canadian nurses) or a Licenciatura Degree (for Mexican 
nurses). Pre-arranged employment is also required as one of the conditions for entry under 
Chapter 16. 

II. Temporary Entry Working Group and Consultations with Interested Parties: 

Article 1605 of NAFTA created a Temporary Entry Working Group (TEWG) to administer 
the implementation of the temporary entry provisions of the Agreement. The trinational 
TEWG has met three times since the inception of the NAFTA. Among the issues that have 
been discussed is the modification of Appendix 1603. D .1 to add eight occupations to the list 
of professionals. When requests for modification of Appendix 1603.D.1 are received from 
professional associations and/ or N AFT A parties, the U.S. delegation is required to consult 
with interested parties in the U.S. before formulating an official U.S. Government position. 
The consultation process usually includes meetings/briefings with Congressional staff and 
members of the Labor Advisory Committee for Trade Negotiations and Trade Policy, and 
discussions with professional associations and other interested groups including Government 
agencies. Modification of Appendix 1603.D.1 of the NAFTA (whether it is to add or delete 
professions from the list) requires consensus of all NAFTA parties. To date, only one 
occupation, journalist, has been removed from the list of professionals admitted under the 
temporary entry provisions of the CFTA; none, so far, has been added or deleted from the 
N AFT A. Journalists petitioned the Canadian and U.S. governments to be deleted from the 
CFT A because they felt that inclusion in the list of professionals impose upon them the 
government's criteria for who should be considered a "professional" journalist. 
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III. Safeguards: 

Although the NAFTA recognizes the right of each country to protect its domestic labor 
market and permanent employment, and to implement its own immigration policy (Article 
1601), there are no procedures in the Agreement which allow a NAFTA country to address 
shifting labor market conditions in a particular occupation. After the entry into force of the 
CFT A but prior to the negotiation of the N AFT A, Congress added labor attestation 
requirements to the admission of professionals in specialty occupations (H-lBs) into the 
United States in order to provide protections for the domestic labor force. The Immigration 
Act of 1990 imposed an annual cap of 65,000 H-lB workers and a maximum duration of stay 
of 6 years; a minimum educational requirement for a baccalaureate degree or its equivalent 
was already imposed under the H-1 program. In addition, the law required that H-lB 
workers be paid the prevailing wage or actual wage at the facility (whichever is higher) and 
that working conditions do not have an adverse impact on similarly employed U.S. workers. 
The enactment of Immigration Nursing Relief Act of 1989 (INRA) also imposed labor 
attestation requirements on the temporary admission of registered nurses into the United 
States. These requirements included the following provisions: attestation from the U.S. 
employer that a substantial disruption in the delivery of healthcare services would occur 
without the services of H-1 A nurses; no adverse effect on the wages and working conditions 
of U.S. registered nurses; timely and significant steps to recruit and retain sufficient U.S. 
nurses; no strike or lockout in the facility; and no lay off. (The H-1 A program expired on 
September 1, 1995). 

Similar provisions were also added to the U.S. commitments on movement of natural persons 
under the World Trade Organization's General Agreement on Trade in Services (GATS). 
Due to CFTA obligations, the H-lB and H-lA labor attestation requirements do not apply to 
NAFTA professionals from Canada. They do, however, apply to Mexican professionals for 
a transitional period of up to 10 years. Mexican professionals must comply with visa and 
INS petition requirements and an annual numerical limitation of 5,500 professionals. While 
these additional provisions for Mexican professionals constitute limited "safeguards" or 
protections for U.S. workers, these are only temporary provisions and do not apply to the 
largest users of the NAFT A Professional category, Canadian registered nurses. 

The above-mentioned procedures are also important because they provide essential 
information for assessing the impact that foreign workers have on the domestic labor market. 
It is also significant to note that after the transitional measures for Mexico are removed, the 
NAFTA will essentially have created a common labor market for the temporary entry of 
those occupations listed in Appendix 1603. D. 1 since Canadian and Mexican professionals 
will be in open and direct competition with U.S. workers. This seems to be contrary to 
Administration policy that employment-based immigration programs should be used primarily 
to fill skill gaps or shortages in the domestic labor market. 



DISCUSSION: 

I. Summary of Requests for Deletion of Nurses: 

Representatives of organized labor have consistently requested that nurses and other health 
care workers be removed from the NAFTA temporary entry provisions. 
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In a letter to the Secretary of Labor, dated September 15, 1994, Mr. John Sweeney, 
President of the AFL-CIO's Service Employees International Union (and recently elected 
President of the AFL-CIO), requested that consideration be given to the possibility of 
removing registered nurses and the other healthcare occupations from the list of professionals 
in Appendix 1603. D .1. Mr. Sweeney cited as his main reasons the current uncertainty in the 
healthcare industry, the fact that other programs already allow for the admission of nurses, 
and the lack of a clear link to commercial trade. 

In a May 26, 1995, letter to the Secretary of Labor, the American Nurses Association urged 
Secretary Reich to work with USTR and other relevant agencies to initiate discussions with 
the Governments of Canada and Mexico with the intent of removing registered nurses and 
other health care professionals from Appendix 1603. D .1. of the N AFT A . 

.. 
The Department of Labor has also received numerous inquiries from individuals concerned 
with the employment situation for registered nurses and the very liberal entry provisions of 
the NAFTA. 

II. Employment Situation for Nurses: 

In the mid 1980s, there was a perceived nursing shortage in the United States. At the time, 
hospitals in urban areas were experiencing very high vacancy rates for nurses and there was 
a fear that if the shortage persisted there could be significant disruptions in the provision of 
healthcare services in the United States. The U.S. Congress attempted to address this 
shortage by enacting the Immigration Nursing Relief Act of 1989 (INRA) which established a 
five-year pilot program for nonimmigrant registered nurses (H-lA) to be temporarily 
admitted and employed in the United States. INRA also required U.S. employers to reduce 
their dependence on foreign nurses and to encourage the further development of the domestic 
nursing labor pool by adding requirements for retraining, recruiting and retaining U.S. 
nurses. The Congress also created an advisory committee to study the impact of the H-lA 
program on the U.S. nursing profession. The committee's study of March 1995, concluded 
with both a majority recommendation to extend the program past its August 31, 1995 
deadline and a minority recommendation to let the program expire. The program expired on 
September 1, 1995 and registered nurses are now admitted into the United States under the 
provisions of the H-1 B program described earlier. While there appeared to be differing 
opinions regarding the impact or future need of INRA for the nursing profession, the 
advisory committee agreed on the fact that currently there is no national shortage of 
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registered nurses, though some specialty and locality shortages still exist. 

The current employment situation for registered nurses is very different than it was in the 
1980s. According to data from the Bureau of Labor Statistics (BLS), there are currently 
2,239,816 registered nurses in the United States compared with 1,662,382 in 1980. Total 
employment of registered nurses in the U.S. was 1,906,055 in 1994 which suggests that there 
might be a labor surplus for this occupation. Another indicator of employment opportunities 
for RN s is the vacancy job rate in hospitals. According to the latest report of the American 
Hospital Association on hospital human resources, the vacancy rate for RNs in hospitals 
declined from 12.7% in 1988 to 5.3% in 1992. While the national vacancy rate for RNs 
may remain relatively high, certain States are experiencing lower rates; for instance, the 
vacancy rate in Massachusetts for RNs at hospitals in 1995 is only 1.9% down from 10.1 % 
in 1988. (Boston Globe, 2/19/95) This is of particular importance since two-thirds of RNs 
are usually employed by hospitals. 

Furthermore, during the past year, a number of studies, reports and journal articles have 
detailed what appears to be a trend towards reduction in healthcare personnel in the Nation's 
hospitals: 

o A study by the Bureau of Health Resources Development of the New York State 
Department of Health, estimated that about 3,000 RNs would lose hospital jobs 
between 1995-97 in New York City. (New York Times, December 1, 1994) 

o An American Hospital Association study found 27 % of hospital managers have 
planned workforce reductions, and among hospitals with 500 or more beds, the figure 
was 51 % , with cuts primarily targeting service staff, administration and registered 
nurses. (Medicine and Health Perspectives, June 6, 1994). 

o In a 1994 Modem Healthcare survey of 700 hospitals in the U.S., 38 % of the 
respondents said that they were in the process of trimming their workforces as 
opposed to 27 % in the previous year. In implementing these reductions in workforce, 
many hospitals were targeting specific services or departments. About 27% of the 
hospitals in the survey said that nurses were targeted for layoffs, compared with 193 
in 1993. (Modem Healthcare, December 12, 1994) 

o In a 1994 survey of the American Nurses Association, more than 68 % of the 1, 800 
survey respondents report that their institutions have cut RN positions in the past 
year. (Immigration Nursing Relief Advisory Committee Minority Report) 

o A 1994 study of the Governor's Council on Economic Growth and Technology 
predicted that thousands of Massachusetts' 100,000 nursing positions will be 
eliminated in the next three to five years. (Boston Globe, February 19, 1995) 

o The American Hospital Association estimates that 75,000 hospital employees have 



been laid off during 1994. And some hospitals are replacing nurses with lower-paid, 
less trained employees. (National Journal, July 29, 1995) 
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The above mentioned studies and reports also suggest that hospital downsizing is due to a 
number of factors, including the "growth of managed care, attempts by insurance companies 
to reduce expensive hospital use and changes in technology that allow more medical 
procedures to be done in office and clinic-based setting." (Boston Globe, Feb. 19, 1995). 
The increasing number of hospital mergers and acquisitions (often accompanied by hospital 
closures) are also adding to the potential for job loss in the nursing profession. However, it 
is important to point out, that while hospital jobs may be reduced, there may be increasing 
employment opportunities for RNs in community settings (outpatient care, HMOs, nursing 
homes, and home care). Nevertheless, these changes could probably mean lower salaries 
and compensation packages for nurses. 

It also appears that hospitals are not only reducing healthcare personnel but also changing the 
traditional duties for RNs. Nursing responsibilities have been changing from bedside care to 
more administrative duties. The American Nursing Association asserts that as a cost­
containment initiative, hospitals are delegating hands-on patient care work to lower paid 
unlicensed support personnel. 

The future labor market for registered nurses in the United States seems to be uncertain at 
best. Although published data from BLS shows a potential growth of over 40% in the 
nursing profession through 2005, this projection was based on information that predated the 
recent restructuring of the healthcare industry. Unpublished data from BLS shows that this 
projection will be revised downward to 25 % growth within the next year to account for 
industry changes. The high growth could still be explained by growth in non-hospital 
employment and the future need for highly specialized nurses. With regard to a possible 
shortage of specialty nurses, the Seventh Report to the President and Congress on the Status 
of Health Personnel in the United States concluded in 1990 that the mix of nurses by 
educational level was out of balance with national needs; the report estimated that by the year 
2000, the Nation could face a substantial shortage of nurses educated at the baccalaureate and 
graduate levels while having an excess supply of nurses with less than a baccalaureate 
education (Journal of the American Medical Association, Vol. 273; No. 19; Pg. 1528; May 
17, 1995). The imbalance in the educational training and labor demand of nurses appears to 
still be a problem today. 

III. Admission and Employment Statistics for Foreign Nurses: 

According to the latest statistics from the Immigration and Nationality Service (INS), there 
were 6,822 admissions of registered nurses reported in 1994 under the provisions of the 
N AFT A. Only one (1) admission was from Mexico. The number of admissions in 1994 
represents a 303 increase from 1993, when 4,728 Canadian RNs admissions were reported 
under the temporary entry provisions of the CFT A. It is important to note that INS 
admissions include both initial entry and subsequent entries of the same individual within the 



' . 

8 

year. Therefore the admission number does not accurately reflect the total number of 
NAFTA nurses in the United States in any particular year or how many remain employed in 
the country. Another relevant issue regarding INS admission data is that the point of entry 
and intended place of employment are not currently collected. Given the limitations of the 
data, it is very difficult to assess the impact of admission of Canadian RNs on the labor 
market for U.S. nurses. 

Prepared by: 
Date: 
File: 

USDOL/ILAB 
January 24, 1996 
h: \ work\doc\nafta-te\nurses. tsp 
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DIVISION OF NURSING 

DATE: MAR / R 100.:: 

TO: Molly Brostrom PROM: Marla E. Salmon, ScD, RN 
The White House Director 

Division of Nursing 
Park lawn Bldg. , Rm. 9-35 
5600 Fishers Lane 
Rockville, MD 20857 

TEL: 202-456-5561 TEL: 301-443-5786 

FAX: 202-456-7028 FAX: 301-443-8586 

lfUmbar of Paqes (Includinq cover): ..3 

Per my phone message of today. Please call me if you have any 
questions or need additional information. 

Marla 



TO: 

FROM: 

SUBJECT: 

DATE: 

Ken Choe 
White House 

FAX MEMORANDUM 

202-496-so4s 0~ 
FAX 202-496-4849 AAAr.Y""' 
Marla salmon, Director ~VU ~ 
Denise Geolot, Deputy Director 
Division of Nursing 
301-443-5688 
FAX 301-443-8586 

Policy stances regarding nurses 

March 28, 1996 

This is our initial response to ANA's questions, given the very 
brief turn around time. We will continue to flesh these out and 
are happy to be of help to you in any way that we can. Thank you 
for the opportunity. 

Immigration position: The administration is very concerned that 
its immigration policy relating to nurses accomplishes two 
overall policy goals: (1) assuring that all people, regardless of 
location or other factors, have expert nursing services available 
to them; and, (2) that work opportunities for nurses who are 
United States citizens continue to be available. Given this 
policy framework, the Administration did not support the blanket 
extension of the HlA Visa program, under which most foreign 
nurses were admitted to the United States. 

Given the cyclical nature of nursing shortages and some 
remaining spot shortages, the Administration has supported the 
continuation of the highly restricted HlB visa program. Its 
support is consistent with ANA's position on this matter. 

In all instances, the Administration has sought to assure 
that foreign nurses were treated equitably in both previous HlA 
program and in discussions relating to the new immigration law in 
which the HlB visa remains the primary, highly limited vehicle 
for admission of foreign nurses. 

In the case of NAFTA, the administration has consistently 
sought to assure that nursas from Mexico or Canada coming to the 
us meet the same rigorous standards for admission as those 
falling into the existing other visa mechanisms. It has also 
worked to assure that US nurses have employment opportunities in 
both Mexico and Canada. 

With respect to preservation of career opportunities and 
position for us nurses, this Administration has consistently 
voiced the view that foreign nurses are to be viewed only as 
temporary employees who are needed to avoid substantial 
disruptions in health care services. Further, the administration 
has worked to assure that the employment of these nurses will not 
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adversely affect the employment of us nurses. The administration 
has been in favor of protection of us nurses wages through 
assuring that foreign are paid at the same level and that 
employers document that attempts to recruit US nurses have been 
unsuccessful. 

Finally, the administration has supported the requirement 
that all foreign nurses must meet licensing standards as a US 
nurse. Further, in its support for the HlB Visa, the 
Administration advocated the Baccalaureate Degree as a _ 
requirement for entrance, mirroring ANA's own recent position on 
this matter. 

What has the administration has done for nurses: This 
Administration has shown the strongest commitment to nursing 
since before the Reagan administration.· Unlike his Republic 
predecessor, the President has sought to strengthen nursing 
through a policy of strong involvement of nursing in the 
development of overall health policy in this country. An example 
of this was the large number of nurses involved in the White 
House Task Force on Health care Reform and the President's 
selection of a nurse, Dr. Shirley cater, to the position of 
commissioner of the Social Security Administration. 
In addition, the Health Security Act itself proposed support for 
major improvements for nurses in both education and practice, 
including the reduction of practice barriers for advanced 
practice nurses and the dramatically increased financial support 
for nursing education. 

Most recently, the President proposed an approximately 15 
million dollar increase in funding for nursing through his budget 
support for the Division of Nursing and that National Institute 
for Nursing Research. The proposed 14 million dollar increase 
for the Division of Nursing, which focuses on practice and 
education issues, was several million dollars greater than 
previously authorized or appropriated. This increase represents 
a dramatic policy shift from the previous three administrations 
which consistently proposed either proposed no funding or very 
restricted funding for nursing (significantly less than 
authorized by Congress. 
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ANA Talking Points 
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1. Celebration of two major milestones: 

-100 Years of service as nursing's professional 
organization 
-so Years representing nursing in collective bargaining 

2. Recognition of ANA's important contributions to the health 
of American's 

-History of working to improve nursing care 
-History of working to assure that all peoples receive 
nursing and health care 

-History of advocating for the rights of patients and 
underserved peoples 

3. Recent contributions to Administration's work in 
improving health care for American's 

-ANA led the way in developing "Nursing's Agenda for 
Health Care Reform", which was adopted by numerous 
nursing and other organizations in 1991 (see attached) 

- universal access 
- community involvement and personal 

responsibility 
- reduction of health care costs 
- insurance reform 
- establishment of quality assurance mechanisms 

-ANA worked in partnership with the Administration to 
achieve reforms in health care, both in the Health Care 
Reform Taskforce activities and specific legislative 
and programmatic initiatives 

4. ANA plays a critical role today in the rapidly changing 
health care system 

-Advocates for the safety and wellbeing of patients, 
families and communities 

-Advocates for improvement of the health care system 
toward the shared goals of reduced cost, improved 
quality and universal access 
-Serves as the lead voice for nurses at the bedside and 
in conununities who work hard to assure the best 
patient care possible for all people 
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s. The Clinton Administration has a special regard for ANA and 
all of nursing 

-Views nursing as the backbone and heart of the health 
care system 
-Has made important commitments of resources and 
opportunities to assure that nursing care is available 
to all people 

-Increased the Division of Nursing's Budget 
by 14 million dollars to enhance nursing 
education and practice 

-Made possible the Institute of Medicine Study on 
the Adequacy of Nurse Staffing 
-Is developing a research agenda to help "capture" 
nursing's contributions to the the care of people 
-Has appointed nurses to key positions, including 
naming Shirley Chater to head the Social security 
Administration and two nurses as the 
Administrators for two of the Federal Regions 

6. Very special time for nursing nationally and in the Federal 
Government 

-Along with ANA's lOOth Anniversary, it is the Federal 
Division of Nursing's 50th Anniversary 

-Division of Nursing is the key federal focus for 
nursing education and practice 

-Year of celebration and recognition for the important 
work that the Division has done - which has in some way 
touched the lives of every nurse in this country 

-Geri Marullo, ANA's Executive Director, is a member 
of the National Advisory Council on Nurse Education 
and Practice, which advises the Division of Nursing 
and the Secretary for HHS 

-Along with the soth Anniversary of the Division of 
Nursing is a reaffirmation of the commitment of the 
Federal Government to nursing - as the Division of 
Nursing's motto says: "Caring for the Nation through 
Nursing" 
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EXECUTIVE SUMMARY 

America's nurses have long s~ported our nation's efforts to create a health care S)'stem that as::;ures access, qualir:y, and 
services at affordable cost<;. This document presents nursing's agenda for i1nrned1ate hc:tlth care reform. We call for a 
basic "core" of essemial health care services to be available to everyone. We call for a restructured health care system 
that will focus oo the consumer.; and their health, with services to be delivered in familiar, convenient sites, such as 
schools, workplaces, and homes. We call for a shift from the prenom.inant focus on illness and cure to an orientation 
toward wellness and care. The ba....,ic components of nursing's ''core of care" include: 

• A restructured healr.h care: system which: 

Enhances coo.sumer access to services by delivering primary health care in community-bascJ settings. 
Fosters consumer rei;ponsibility for personal health. self care, and informed deci$ion making in selectmg health care 
services. 
Facilit.ates utilization of the most cost~ffective providers and therapeutic options in ch.: most appropriate settings. 

• A federally-defined st.aoda.rd package of essential health care services available to all citizens and residents of the 
United States, provided and financed th.rough an integration of public and private plans ancJ sources: 

A public pla~. based on fede~I guidelines_ an~ ~ligibility r~uirements, will provide covc:rage for_ch~ poor a~~ create 
the opporturuty for small bus1ocsses and rnd1v1duals, parucularly those at nsk because of preex1stmg cond1t1ons an 
those potentially medically indigent, to buy iota the plan. 
A private plan will offer, at a minimum, the nationally standardized package of ess<!ntial services. Tills standard 
package could be enriched as a benefit of employment or individuals could purchase additional services if they so 
choose. If employers do not offer privaie coverage, they must pay into the public plan for their employees. 

• A phase-in of essential services, in order to be fiscally resronsible: 

Coverage of pregnant women and children is critical. This first step represents a cost-dfr.ctive investment io the 
future health and prosperity of the nation. 
One early step will be ro design services specifically to assist vulnerable populations who have had limited access 
to our nation's health C4re system. A "Healthstart Plan" is proposed to improve the health status of these 
individuals. 

• Planned change to anticipate health service needs that correlate witb changing national demographic.<;. 

• Steps to reduce healch care costs include: 

Required usage of managed care in the public plan aod encouraged in private plans. 
Incentives for consumers and providers to utilize managed care arrangements. 
Controlled growth of the healch care system through planning and prudent resource allocation. 
Incentives for consumers and providers to be more cost efficient in exercising health care options. 
Development of health care policies based on effectiveness and outcomes research. 
Assurance of direct access to a full range of qualified providers. 
Elimination of unneecssary bureaucratic controls and administrative proc.¢dures. 

• Case: management will be required for those with continuing health care needs. Cast! manag~ment will reduce the 
fragmentation of the present system, promote con:;umers· active participation in decisions about their he.a.Ith, aoJ ere.ate 
an advoc.afe on their ~half. 

• Provisions for long-term care, which include: 

Public and {lrivate funding for services of short duration to prevent personal impoverishment. 
Public fundmg for extended care if consumer resources are exhausted. 
Emphasis on the consumers' responsibility to financially plan for their long-term care needs, including new personal 
financial alternatives and strengthened private insurance amrngemencs. 

• Insurance reforms to assure improved access to coverage, including affordable premiums, reinsurance pools for 
catastrophic coverage, and other srcps to protect both insurers and individuals against excessive coses. 

• . Ac~ss to services assured by no payment at thc point of service and elimination of balance billing in both public and 
pnvace plans. 

• Est.ablishment of public/private sector review •• operating under federal guidelines and including payers, providers, 
and consumers •• to Jetermine resource allocation, cost reduction approaches, allowable insurance premiums, and fair and 
consistent reimbursement levels for providers. This review would progress in a climate sensiti-ve to ethical issues. 

Additional resources will oo required to accomplish this plan. While significant dollars can be obtained through 
restructuring and other strs.tegies, respciosibility for any new funds mu.'>t be shared by individuals, employers, and 
government, phased in over several years to minimize the impact. . 

Copyrlglu 1991, An.Lrlcan Nunts Assoclallon (f>R-11-91). Order l-80().6J7..()J23. 
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