
Nursing Education 

ANA Attending: 
Beverly Malone - President 
Chris Devive - political director 
Margorie Vanderbuilt - govt relations 

We should let them talk about their concerns and give them a sense of where we're 
going without talking specifics. 

Three Issues They Care About: 

1. Provide direct reimburse for services of all APN under Medicare and Medicaid 
Good news here. Nurses would be reimbursed just like a doctor. Our budget will 
proposes this again year as it did last year. 

PSOs: Nurses are definitely included in our PSO proposal -- we changed the 
definition last year to clarify that they clearly are included. 

Medicare funding for nursing education: Our budget will not modify Medicare 
funding for nursing, although we reduce it for docs (GME). About $250 million of 
the $9 billion for Medicare GME is currently for diploma nursing education. 

2. Community Nursing Organziation: 
No issue. We already extended tbe demo that was due to expire last December. 

3. Discretionary Funding for Nursing Education: 

• The authorization has expired and we have supported the reauthorization legislation, 
but it has been bogged down by extraneous issues. 

Over the last 4 years: 
• Overall funding for health professions has fluctuated from $257-$290 million. 

• Funding for nursing education has been roughly level, ranging from $59-$63 million. 

This year funding funding will be focused on minority and disadvantaged education, 
which includes nursing. 

• Funding will be reduced equally for nurses and primary care physicians. 

Funding for enhanced area health education centers will be reduced some. This 
links academic centers to local clinics, particulary in disadvantaged communities. 

Rationale: 
Nursing market no longer the same problem; focusing on minority and disadvantaged 
Medicare provides $250 million for nursing education 
We're doing alot for higher ed: $1,500 HOPE tax credit and $10,000 deduction, Pell Grants 

Clustering: We will propose clustering health professions again, as we have since FY95, 
but it has not been enacted. [We have only successfully clustered health centers.] 
Clustering would mean there would be one appropriation for all health profession grants. 
The spearate nursing education grant programs would still exist but share an application. 
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The following table displays the five health professions clusters, as they are requested in FY 1998. 
They were not requested in clusters prior to FY 1996. 

BEAL TH PROFESSIONS ($ in mllllon1) 

Clusters: I i I 
FY 1993 FY1994 FY 1995 FY 1996 FY 1997 I FY 1998 

Nursing Education I I I $58.5 $61.S I $58.6 $S6.2 $63.2 $7.7 
& Practice I . I 

Primary Care/ ! I ! I $70.4 $80.9 $78;5 I $74.8 $82.3 $7.7 
Public Health I I I 

Minority/ I $91.2 $91.2 I $91.2 l $79.7 $89.3 I $89.3 
Disadvantaged I I I 

Enhanced Area I I I I 
Health Education $44.5 I 

$46.8 548.4 $46.4 $54.6 1. $24.7 
Centers I I I 

Workforce I $1.8 $1.8 $1.1 $0.2 I $0.7 I $0.6 
Development I I 

TOTAL $266.4 $257.3 $276.7 $257.1 $290.1 I $130.0 

~ .. 
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HRSA HEALTH PROFESSIONS ·Detail 
(BA in millions) 

FY 1996 FY 1997 FY 1998 
Grant/Cluster Enaeted Enacted Re comm 
., 

Enhanced Area Health Education Centera Clu1ter: . 
Area Health Education Centers 23.1 28.S 
Health Education and Training Centers 3.4 3.8 
Geriatric Programs 1.9 8.9 
Rural Health Interdisciplinary Training 3.7 4.2 
General Dentistry Training 3.4 3.8 
Allied Health Special Projects 3.4 3.8 
Podiatric Primary Residency Training 0.6 0.7 
Chiropractic Demonstration Grants 0.9 1.0 
Cluster Subtotal 46.4 54.6 24.7 

Mtnorfty/Dl11dvantaged Health Professions Cluster: 
Centers of Excellence 22.1 24.7 
Health Careers Opportunity Program 23.9 26.8 

Loan Repayment/Faculty Fellowships 0.9 1.1 
Scholarships for Disadvantaged Students 16.7 18.7 
Exceptional Financial Need Scholarships · 10.1 11.3 
Financial Assistance for Disadvantaged H.P. Students 6.0 6.7 
Loans for Disadvantaged Students 0.0 
Cluster Subtotal 79.7 89.3 89.3 

Primary Care Medicine and Public Health Cluster: 
Family Medicine Programs 44.0 49.3 
General Internal Medicine/Pediatrics Training 15.1 17.6 
Physician Assistant Training 5.7 6.4 
Public Health/Preventive Medicine Programs 7.1 8.0 
Health Administration Programs 1.0 1.1 
Pacific Duin Medical Officers Training 1.2 0.0 
Cluster Subtotal 74.8 82.4 7.7 

Nurstn1 Education/Practice Cluster: 
Strengthening Capacity for Buie: Nurse Ed & PriM;tic:e 9.4 10.6 
Nurse Practitioner/Nurse Midwives & Other APNs 43.3 48.8 

1.:..~\-. - Advanced Nurse Education (11.1) (12.5) 
'".5 \-. Nurse Practitioners/Nurse Midwife Education (15.S) (17.6) 

\;.,.~. Professional Nurse Traineeships ""f "'. !;&11'? (14.2) (15.9) 
Nurse Anesthetist Training (2.S) (2.8) 
Nursing Workforce Diversity (disadvantaged usistance) 3.S 3.9 

Cluster Subtotal S6.2 63.2 7.7 

Health Profe11ion1 Workforee Development Clu1ter: 
Health Professions Data Sysiems 0.2 0.2 
Research on Certain Health Professions Issues 0.0 o.s 
Cluster Subtotal 0.2 0.7 0.6 

HEALTH PROFESSIONS TOTAL 257.4 290.2 130.0 

/11//Q7 t·C.I PU 
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HRSA Con1olldatlon Propo1al1 

(1) Con1olldated Health Centers 

Putppsci: To cluster Community Health Centers, Migrant Health Centers, Health Care for the 
· Homeless, and Health Care for Residents of Public Housing programs and administer them through 
a flexible funding source. 

Proposal: Consolidate Sections 329, 330, 340, and 340A of the Public Health Service (PHS) Act 

Status of Propps al: Proposed in FY 1996 and FY 1997 Budgets; enacted in 1996 in P .L.104-299 for 
five years. 

(2) Programs for Special Popul1tlon1 

Pw:gpse: To consolidate operations of the Pacific Basin Initiative, the Native Hawaiian Health 
Services programs, the payment to the State of Hawaii Health Department for Hansen's Disease 
services, Black Lung Clinics. and the State Alzheimer's demonstration grant. The goal is to 
improve the health status of these populations through delivery of primary and preventive health 
care services, enabling and supportive services, and infrastructure development by administering 
them through a flexible funding source. 

Proposal: Consolidate P.L. 101-527 (Section 10), the Native Hawaiian Health Care Act (P.L. 102-
396), the Federal Mine, Health, and Safety Act of 1977 (Section 427 (a)). and Sections 398-399A 
and 320 of the PHS Act 

Status of Proposal: Proposed in FY 1996 and FY 1997 Budgets; not proposed in FY 1998 Budget. 
(see #4 below for proposed consolid~tion of Hansen's Disease services) 

(3) Rural Health 

fUrpose: To consolidate the Rural Health Outreach and Rural Health State Offices authorities in 
order to achieve administrative.savings for both grant applicants and the Federal government 
through a flexible funding source. 

Proposal: Consolidate S~tions of the PHS Act and Section 711 of the Social Security Act 

Status of Prpppsal: Proposed in FY 1996, FY 1997, and FY 1998; not yet enacted. 

(4) Hansen'• Disea1e 

Pw:pps;: To allow downsizing and re-configw-ation of the Hansen's Disease program by 
consolidating funding for the Hansen's Disease Center. (Caz;villc facility) and payments to. the State 
of Hawaii Health Department for Hansen's Disease services. The goal is to achieve cost savings 
and reduced staff levels, although savings are not realized until after FY 1998. 

Prqposa}: Consolidate Sections 338A, 338B, 3381, 338L, and 846 ofthe PHS Act 

Status gf PropQsal: Proposed in FY 1998 
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T Health Division it 
Office of Management and Budget 
Executive Office ofthe President 

_J>4'.......,·ngton, DC 20503 

1s:2s No.003 P.01 

Jonuwy 22, J 997 

Please route to: 

Subject: 

From: 

Richard Turman 
Barry Clendenin ~ (_ 
Pauline Abernathy 

Health Professions Clusters 
other HRSA Consolidation Proposals 

Chin-Chin Ip Gii. 

Decision needed 
Please i>lgn 
Per your requesr __L 
Please comment 
For your lnf0rrn11tion 

With informational wpios for 
HI'S and HD Chron~. NEM, HPS, 
Mo.rk Miller 

Phone: 
Frix: 
Room: 
E-mail: 

2D2/39~-4926 
202139S-3910 
#7002 
Ip _c@al.eop.gov 

Attached is the justification of the Health Professions proposal, nnd a table showing annual 
funding for Health Professions in fiscal years J 993 through 1998. 

If you have any other questions, please contact us. Thanks. 
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JUSTIFICATION • Health Professions Budget Proposal 

For over 30 years, the Health Professions Curriculum Assistance Grants have attempted to 
address three primary aspects of the health care workforce: (1) overall physician supply, (2) 
~ecialty distribution, and (3) ~eo.-:raphjc distribution. There is little evidence that the Health 
Professions grants have made much headway in addressing problems (2) and (3), and it is 
generally ogreed that (1) is no longer n problem. A GAO report published in July 1994 found it 
difficult to measure the direct impact of Health Professions grants on the national goals cited 
above because none of the programs reviewed had "specific outcome goals against which to 
measure progress". 

Taking into account the goal of balancing the budget, and given the lower priority of these 
programs within HHS, proposed funding for these grants in FY 1998 is $130 million. Evidence 
shows that the marketplace is taking care of the first two issues (see Appendix.). so the $130 
million would be tipent primarily on efforts that deal with the third issue, the problem of 
aeoaraphic distribution. To help alleviate the problem of geographic maldistribution, the Health 
Professions Cuniculum Assistance Grants in FY 1998 focus on the areas where the marketplace 
has little likelihood to succeed and where government efforts have already been fruitful: 1) 
increasing the diversity of the health professions workforce~ and 2) fostering more community­
based partnerships through activities such as academic health education centers (AHECs). 

1) Diversity: Research shows that providers are most likely to practice in needy areas if they 
were raised in these areas, 1:1J1d that Black and Hispanic health care providers are more 
likely to provide services to members of their own raciaVcthnic minority group. An 
article in the New England Journal of Medicine of Moy 16, 1996, "The Role of Black and 
Hispanic Physicians in Providing Health Care for Underserved Populations," found thnt 
communities with high proportions of black and Hispanic residents were far mor~ likely 
to have u shortage of physiciwis -- regardless of the average income of residents -- than 
were other communities. Authors of the NEJM mticlc also fow1d that black w1d Hispanic 
physicians cared for significantly more black and Hispanic patients, as well as more 
Medicaid and uninsured patients, respectively, thou did other physicians'. Since 
minorities are disproportionately represented within the medically widerscrved 
population, a more concentrated effort to recruit health professionals from minority and 
disadvantaged backgrounds should help to reduce the geographic maldistribution 
problem. Finally, the administrator of HRSA, Dr. Ciro Sumaya explained that "minority 
health core providers bring about a better understanding of the cultural and social context 
of illness nnd disability among minorities", arguably leading to more appropriate and 

. eftective care. 

1lhc study 11lso found the following: I) Communities with htrge numbers of Black or Hispanic residents 
were four times more likely than other areas to hove a shortage of physicians regardless of community income; 2) 
Block doctors care for nearly six times as many Black patients as do non-Blade. doctors, and Hispanic physicians 
care for more than twice as many Hi11panic patients as do non-Hispanic da<:tors; 3) Black physicians practice in 
area.'i where Black residents average 32 percent of the population, while whites practice in areas where Blacks make 
up only 5 percent of the population. Hispanic doctors show a similar tendency, practicing in areas with consldernbly 
larger numbers of other Hispanics than do white doctors (43 percent versus 18 percent); and 4) On average, 4.S 
percent of Black doctors patients were covered by Medicaid versus only 18 percent of white doctors patients. 
Hispanic doctors see SO percent more uninsured patients I.ban their non-Hispanic, white colleagues. 
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2) Community-based interdisciplinary training programs: These programs allow students to 
receive training in actual practice settings, while receiving the necessary support from 
partnering academic institutions through telecommunications technologies. When 
students arc introduced to knowledge and skills that other health professionals hring to 
the health arena. they are better prepared to work effectively in teams and are more likely 
to stay in the communities they serve. By capitalizing on the combined knowledge of 
various groups (including the Federal government, state and local governments, health 
professions schools. professional organizations. and foundations), these programs also 
lend to the delivery of more efficient care and the maximization of resources, both of 
which are goals that ultimately can help assure adequate health care delivery in 
underserved areas. Some examples of such progr~s include Arca Health Educntion 
Centers (AHECs) and the Interdisciplinary Rural Training Grllllts. 

APPENDIX • Additional Information 

Evidence of the Market at Work 
Testifying before the House Labor/HHS Subcommittee dW'ing the FY 1997 
appropriations process, HRSA Admh1istrator Or. Ciro Sumaya asserted his confidence 
in the marketplace's ability to handle the physician mix of generalists and specialists. 
One such example of the marketplace at work is the change in salaries paid to primary 
care physicians under managed care. The Wall Street Journal of October 22, 1996 
reports that one-third of all physicians beJong to managed care groups. The Journal 
also incJudes the results of a survey (conducted by the Medical Group Management 
Association) involving 28,000 doctors in group practices -· between 1991 and 1995, 
average earnings received in primary care fields of internal medicine, family practice, 
and pediatrics grew by 24%, 22%, and .18%, respectively, while specialty fields of 
invasive cardiology, urology, and anesthesiology changed by 9%. 5%, and -2%, 
respectively. Finolly, the PPRC comments that several indicators (including relative 
incomes, the availability of jobs. and medical students• expressed spccio.lty preferences) 
"provide evidence that the market is ~ignaling e modest shift in demand toward 
generalist physicians. "2 

Another Factor in Provider Distribution: Medicare payments 
ln addition to the Health Professions institutional grants and lonns, Medicare payments 
also have influence on provider distribution. In FY 1997, Medicare graduate medical 
education payments will total an estimated $8. 7 billion, affecting more than 75.000 
residents and interns at approximately 1,300 teaching hospitals nationwide. Of the total 
spent by Medicare on graduate medical cdu~ation, roughly $250 million goes to nursing 

___ ""> education3
, according to Polly Bednash, executive director of the American Association 

of Colleges of Nursing. . 

2 Physician Payment Rcviow Commission, AnnµeJ Report to Congress I 996. p. 309 

3 Bednash states d1at moat of the S2SO million is used specifically for diploma nursing education. From 
Ste1te Health Notes (September 30, 1996). 
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The following table displays the five health professions clusters, as they are requested in FY 1998. 
They were not requested in clusters prior to FY 1996. 

HEAL m PROFESSIONS ($ In millions} 
. 

I Clusters: 
I FY 1993 l FV 1994 FY 1995 FY 1996 FY 1997 FY 1998 

I 
I 

Nursing Education I 1 
$58.5 $61.5 $58.6 $56.2 I $63.2 I $7.7 

& Practice I I 
I 

Primary Care/ 
I I 

I $70.4 I $80.9 $78.5 I $74.8 I $82.J $7.7 
Public Health I I 

l I 

' 
Minority/ I I Disadvantaged 

$91.2 $91.2 $91.2 $79.7 $89.J $89.3 

Enhanced Arca. I I 

I I 

I 
I 

Health Education $44.5 $46.8 $48.4 $46.4 $54.6 I $24.7 
I 

Centers I 

I 

Workforce 
I I I I I 

! $1.8 I $1.8 $1. l $0.2 $0.7 I $0.6 
Development I I I 

TOTAL I $266.4 $257.3 $276.7 $257.] I $290.1 
I 

$130.0 I : 
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Medicare Funding of Nurse Education 
.. 

I j The Case for POiicy Change 
· ~Inda H. Alken, PhD, AN, Marni E. Gwyther 
.~ • 

., 

Ob)ectlves.-To determine the magnitude and dlstr1butlon of US Medicare 
funding for nursing education and to ass9ss the extent to which Medicare funding 
contributes to meeting national health care wor1cforce priorities. . 

Data Sourcaa.--Medicare Hospital Cost Report Information System, Amer1can 
Hospital Association Annual Survey of Hospitals, and National League for Nursing 
national surveys of schools of nursing. 

Data Analyala.-Uslng hospital ldenttners, data from three data sets were 
merged and analyzed to estimate percentage distributions of Medicare funding ae>­
cording to types of educational programs, hospital charactertstlcs, and student en· 
rollment. 

Resutts.~Flfteen percent of direct Medicare graduate medical education fund· 
Ing goes to hospitals for the training of nurses end paramedical personnel. To~ling 
approxlmatelyS174 million In 1991, 71% of these funds went to hospitals for nurs· 
Ing education costs. Most of the nation's teaching hospitals (289 of 381 Council of 
Teaching Hospitals member hospitals) and nurse education programs (1112 of 
1484) do not qualify under existing policies for Medicare nursing education relm· 
bursement. Slxty·slx percent of Medicare nurse training funds, totaling $114 mllllon 
In 1991, went to 145 hospitals operating diploma nursing programs; these pro· 
grams produce less than 10% of nurse graduates. Three states (Pennsylvania, New 
Jersey, and Ohio) received niar1y on!_!!!~ (48%) of the $114 mllllon for diploma 

· nursing education. • --- . · 
Conctualona.-Medlcare Is the largest slngle source of federal support for 

~
ursing education. Yet, the maJorlty of Medicare nursing education funding goes to 
ospltats anll.lated with an Increasingly smaller, Idiosyncratic subset of nurse train· 

Ing programs. Unllke graduate medical education, Medicare supports primarily 

~
1rep~s,slonal education In nursing. Graduate education, Including the prepara· 
orrornurse practitioners, does not generally qualify for reimbursement. MedlC!lr! 

reimbursement for nursing education~ retargeted. 
(JAMA 19115;273:1523-1532) 

CYCLICAL shortages of hospital nurses 
in the United States have long mofivated 
public policies to maintain a large eupply 
of registered nUl"lies (RN s) for inpatient 
employment. 1 Indeed, the supply of nurses 
lwgrown steadily. far outstrippingpopu· 

From thG Ccl'lt111 IOI Ho1l1P1 Services end Pollc:.r Ae­
aearch. School of Nurelng. Unl,,arsily or Perinsy1 .. an1a. 
Pl'lilaoerpl'lla. 

Reprint r11qu9&ta ID Cen1er for Health Services and 
Policy Rescerch. SchOOI of Nursing, University ol Pem-
1vfyanl1.•20 Guardian Or. Phlladelphia, PAJ91°'-«)96 
(Or AikanJ. · " 

latlon growth. Nurse-Ur-population ratios 
increased from 246 nurses per 100000 
people in 1960 to 726 per 100 000 people 

I in 1992.u An average of 50 000 nurses 
have been added to the workforce every 
yeu !or the past decade.' Most of this 
incrcucd eupply has been absorbed by 
})os!j~• where two thirds otnunes are 
emp oyeef.lJiitthe restruct:unngOf'"the 
hospital industry raises bnportant ~n­
ccrns regarding the likelihood that hos· 
pitals will continue to absorb new nunes 
at cWTent rates of production. 

In recent years. the rato of growth of 
employment in outpatient settings has 
outpaced growth of inpatient employ· 
ment. Between 1988 and 1992, the em­
ployment of nurses In hospital outpa· 
tlent settings and public health or com· 
munity settings increased by 68% and 
62%, respectively. During the same pe· 
riod, nU1'8e employment ln hospital in­
patient settings grew leaa than 6%. •.s 
Anecdotal reports of hospital inpatient 
workforce restructuring. including ~ 
ductions in RN positions, are numerous 
but comprehensive re1eearch 1!1 still lack­
ing. AulhorR of a recent study that evalu· 
ated employment across eight occupa­
tions in hospitals, nuning homes, nnd 
other health care 1ettings in New York 
City predicted that 7% to 15% or cur. 
rent acute care capacity could be elimi· 
nated by the year 2000, "i'esuwng fn a 
signifi~t decline in demand ~es 
and other inpatient persoMe~ Another 
recent study analyzed survey responses 
of chief nursing executives in 76 hospi­
tals that had recently completed restru~ 
turing project.a (executives from 68% of 
eligible hospital& responded). Ninety 
percent of responding ctJef nursing ex· 
ec:utlves repo~d reductlor1• iri jobs re­
sulting from restructuring and 87% of 
lhese hospitals had eliminated RN po­
sitions.1 

In 1990, even before recent escala­
tions in hospital restructuring, The Sev· 
cnth Report to the PT-esident and Con­
grc11 on the Statu.B of Health Perscmml 
in the United StaUs concluded that the 
mix of nurses by educational level w&& 
out of balance with national needa.8 Ac­
cording to thla report, the nation wlll 
taco a substantial shortage of nurses edu­
cated at the baccalaureate and graduate 
level8 by the year 2000, while h1iving an 
excess supply of nurses with less than a 
baccalaureate education. The need to 

1528 JAMA. May 17, 1995-Vol 273. No. 19 Medicare Funding of Nur&e Education-Alken & G....ythor 
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Increase production of advanced prac­
itice nunea to meet. the demands cre­
ated by the growth in managed care hu 
received attention !rem !St'~!?.! re~l'!t. 
work!orce policy reporti.~ll 

From ita inception, Medicare hall re­
imbuned eligible hospitals for a portion 
of the costs aasociated with the t.ra1ning 
of nuraea and paramedical personnel, In 
addition to physician&. Yet, little lB known 
about the magnitude and nature of Madi· 
eare expenditures for nursing education, 
or the effect of the&e expenditures on the 
composition of tho health care workforce. 
Attention to Medicare polic:iea and ex­
penditures for nW"Bing education baa been 
notably absent from assessments of the 
adequacy of the health care worklorce 
and from recent legislative proposals to 
modlfY Medicare graduate medteai eciu­
catfon · (GME) polides. In an era oi in­
aeaslngly constrained resources, and In 
view of the need to l"estructure the health 
care workforce for the future, an appraisal 
of Medicare nW'B!nz edueation expendi­
ture. i8 overdue. 

BACKGROUND 
The orgunlzatton and ftnandng of 

nuning education difren in important 
ways from that or medical education. 
Three different kinds of education pro­
grams (3-year hospital diploma, 2-year 
auociate degree, and 4-year baccalau­
reate degree programs) prepare RNs. 
The&e program types vary in length. 
content, and finnncing. The last enm­
prehensive study of sources of revenue 
tor nursing programs was conducted in 
1974; thus, there ie no detailed infonna­
tion available to compare nunlng and 
medical school ftnancing.11.t• There are,· 
however. several obvious diff'erences. 
First. all three types o! nun.Ing schools 
depend more on tuition than do medical 
achools. Data in the Table from lnstitu· 
. tions of hJgher education where about 
90tJi or nurslng programs now reside 
sunest thattutlliin conatitutcs between 

~ 
179b and 40~ revenues," compared 
with about 4% for the revenues of medi­
r.al schoofS:U'§rviet> revf!nues from prac· 
tlce plans and hnl'pitals, including Medi-
care payments for GME, arc the most 

. /important source of financing for medi­
V ~al schools, accounting for 48% of total 

revenues. In contrast, patient care funds 
are an import.ant aource of nursing edu­
cation funding primarily ln hospital­
based diploma nursing programs.11 

Since established by the Social Secu­
rity Amendmonts of 196.S (Public Law 
89-97), the Medicare program has reim· 
bursed hospitals fora~ion of the edu­
cational coats of tr.BfiUng physicians, 
nurses, and certain paramed ic:al person­
nel. The orfpnal aim of this fundine was 
the promotion of high-quality inpatient 

JAMA. Ma)' 17, 19~Vot 273, No. 19 
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care for Medicare beneficiaries, as put 
forth in the following legislation: 

Many hospitals engage ln aubst.anUal ed1.1ca­
t1011at activillea, including ••• lhe troinlng of 
nu rec a and the training oC various paramedi· 
cal peraonncl. Educational activities enhance 
the quality of care in an lnstltuUon, and It Is 
Intended, until the community undertakea to 
bear auch educat.lon coata In some other way, 
that ~ ~rt o! the net coat. of such activities 
••• should be considered as an element in the 
co5t of patient eare, to be borne to an appro­
priate extent by the Hospital ln1urance pro­
l"&m (S. Rep. No. 40C, 8!1th Congregs, ht 
Scss. 86 (1965); H.R. Rep. No. 218, 89th 
Congreu, lst Sen. 32 [196G)).11 

Providers are defined in tho legisla­
tion to include hospitals, skilled nur1ing 
facilities, home health agencies, and 
other health care facilities; however, 
hospitals are the Institutions receiving 
payment. 

In contrast to Medicare's policy of 
supporting postgraduate clinical train­
ing of physicians, Medicare's support of 

nursing education goes to hospitals tor 
J?ll!profewonal programs preparing 
"XNs. Medicare reimbunement regula­
tions pertaining to nursing education 
have been revised repeatedly, creating 
confusion among fiscal intermediaries, 
hospllaJ officials, and training prognme, 
as well as inconsistenc:iea in reimbun;e­
rnent. According to CUJTent regulations, 
Medicare reirnbUl'Bes hospitals that. le· 
gally operate approved nul'f'e education 
program& for a share of their classroom 
and clinical costs, based on the propor­
tion or the hospital's patient.& who are 
Medicare beneficiaries. Hospital11 may 
receive reimbunement for clinical costs 
incurred f n association with non pro­
vider-operated nUI'8ing education pro­
grams only if (1) the provider was reim· 
bursed for clinical training costs during 
the latest cos~reporting period ending 
on or before October 1, 1989; (2) the pro· 
vider's portion ot allowable clinical costs 
docs not exceed the previous period's 
portion; (3) the provider shows benefits 
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Figure 2.-Actual and projeelld Medlolre pay· 
rnents to ho1p11111 for nur1lng eduaation, 1991 
llwugll 2000. conipared will present Tiiie VIII 
funding. (Data eourcin: Medicare'"' and 2000 
eltlrnata1 from lhe Ofnce ot the Acluary, Heanh 
Cal9 Financing Admlflr.tratlon, unpubUahed data: 
1991 Medicare data frOll'I Medlaa,. Hoapltal Cost 
Repon lnformallon 9yst8"' rn.1; and Tiiie VIII fund­
ing lnlonnetlon from Dlvfllorl of t.lurslng, Bureau of 
Meallh Pl'Offtllont.) 

from the support it f\imishes through 
the provision of cUnical services by stu­
dents; and (4) the associated coats to the 
provider do not exceed those that would 
accrue if the .Provider legally operated 
the pl'Ogram. 

· The net result of the "provider· 
operated" provfslons is the excluaion of 
most nursing education programs con­
ducted under the aegts of instltutiona o! 
higher education--2· and 4-year col­
leges and univ81'9ities where approxi­
mately 90% of nuraes currently receive 
their education (Figure 1).19•1' In 1960, 
more than 900 hoaplt&l-bascd diploma 
programs produced 83% or the nation's 
nurses; by 1991, only 145 diploma pro­
grams remained in operation, produc· 

.. -ing less than 10% of nurse graduates. 
The original legislation's focus on the 

quality of care for Medicare beneficia­
ries continues to provide the rationale 
for.Medica.re'a aupport of health prof es· 
aiona training. Yet, in the caae of nun· 
inf, changes in hospital 1tafl'lng and 
education slnc:e the passage of Medicue 
substantially altered the role or atu­
dcnte in patient care. In the pre­
Mcdlcare hospital, fewer graduate 
nurses were employed than is the case 
today, and students were an important 
source ofsupplemental labor. Medicare, 
with its -'t-based reimbUl'Bement 
scheme, fici(itate~~~~of new 
positions for ~atl""lral ea. ·ll""Bn;-
twmr?t721liaI993,tlieriUoM1tadu­
ate nuraca to patients in community 
hospitals increased from an average of 
50 to 106 nurses per 100 patients ln 
keeping with an increase in the average 
acuity levels of patienta.18• With a 
larger cadre of fully trained nurses, 
hospitals became less reliant on stu­
dents to provide patient services. Ad- · 
clitionally, current hospital accredita-
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tion guidelines do not penni\, student 
nunes t<i lie counted ln th~ coroputa.t!o:i. 
of nW"Se staft'ing, and the 11ccrediting 
body for nursing education programs 
limlta the amount of time student& can 
be Tequired to provide pat.lent care. 
These ch~el.Jn adcUtlon_to accredlta· 
tlonrequirementa for lncreaaea class­
room preparation, aWnlflcantly Sn· 
creued the costa to hoi 

· n · oo s. oreover, the rapid 
erowtli 0 community college program& 
in the 1970s and 1980& provided an ad· 
equate supply of nurses in mo~t com· 
munJties, giving hospft.als leas of an in· 
centlve to operate their own programs. 

DATA SOURCES ANO ANALYSIS 
Three data sources were used In con­

ducting our analyses: the Health Care 
Financing Admlnlstration (HCF A) Hos­
pital Cost Report Information System 
(HCRIS), which providea Medicare coet 
and reimbunement lnfonnatJon by hoe· 
pit.al; the American Hospital Aasocia· 
tlon Annual Survey, which provides de­
tails on the characteriaties or hospltale; 
and the National Leaeue f'or Nursing 
nursing school enrollment statistics. The 
HCRIS contained data from the eighth 
year of the prospective payment •Y•· 
tem, a period beginning and ending any. 
where from September 1990 to October 
199'2 depending on a hospital's fiscal year. 
For the Rake of almpliaty, hereafter we 
ref er to prospective payment system 
year 8 as 1991. 

Using individual hospital identifiers, 
we merged the HCRIS dataset with the 
American Hoispital Association 1991 eur-

. vey data to inform our analyses with 
further details on the characteristics of 
hospitals receiving Medicare relmburse-­
ment for nursing educntlon programs. 
For hospitals with program& approved 
by the NatlonaJ League for Nuralng, we 
added nuning school enrollment data 
tor 1991 to the merged data files. Our 
analysis is descriptive and reports per­
centage dit1lributions of Medicare fimd· 
Ing by program type, hospital type, 1U1J 

estimates of per student Medicare fund· 
ing for diploma nursing programs. 

RESULTS 
Types of Program• Funded 

In 1991, 760 hospitals received an ea­
timated 1245 million for educational p~ 
grams for nurses and paramedical per-­
soMel, accounting !or about 16% at Medi· 
care direct GME payments. Comparing 
our estimates or 1991 expenditures with 
those from an earlier atudy,ll MedJcaro 
payments to hospital! for nurse and para· 
medical personnel education has in· 
creased while the number of hospitals 
receiving Medicare funding has de· 

creaaed. Between 1986 and 1991, the 
number.oflin11pit.al1& ~~fvin!l Medicare 
relmbuneme11t declined by 104, from,. 
885 to 760, while the average payment 
per ho1pit.al rose by 1715. 

Thirteen types of nonphyslclan t.:aln­
ing programs are appi:ov~ for Medi· 
care funding: profeHlonal ntirain1, prac> 
tical nUl"ling, nurae an•thesia, medical 
technology, medical record1, x-ray tech­
nology, phyaical therapy, occupational 
therapy, pharmacy residencies,~ 
tlon therapy, hospital administration, di· 
etetic: internships, and eytotechnology. 
Other types of programs may be con· 
sidered for funding on a case-by-cue 
bas la. 

Our analyaia oiHCRIS datab-on·a 1Sg1 
shows that hospitals recei'VtKl " t4>tal or 
t174 mllllon, or 7~ of nonphyaiclan 
GME expenditures, as rolmbursement 
for the costs of nuning educatlon (prc>­
feasional and practical). The remaining 
funds, totaling $71 million in 1991, rg. 
imbuned hospitals for costs uaodated 
wtth paramedical tralninr (Including 
nurse anesthesia). The HCRIS dataset 
does not include inf onnation on the type 
of paramedicAl programs for which hos· 
pltals receive Medicare relmbUl"llement, 
and a special atudy ls required to com· 
pute this lnf'onnation directly from Medi· 
care hospital coat reporta. The last 1uch 
atudy, reported in 1988, found that ra­
diography and medical technology pro· 
grams ac:counted for the largest Medi· 
care exgenditures for paramedical per· 
IOMe}. l 

According to recent unpublished prc>­
jcctlons from HCF A, hospitals will re· 
ceive approximately $248 million in 
Medicare support for nureing education 
in 1994, rising to some $420 million by 
the year 2000 (oral communication with 
John Wandiahin, HCFA Office of the 
Actuary, March 1995). By comparison, 
as illustrated fn Figure 2, Title VIII 
Public Health Servfce monies, whJch con· 
sUtute moat of the other federal support 
for nursing education, now total roughly 
$60 mlllion a year. Medk.rs is thus the 
sinrle largest !ederal source oi aupport 
!or nuning achools. In addition, an im­
portant distinction between these two 
sources of funding ia that Medicare fund. 
ing for nursing education has been a 
stable and reliable resource, increasing 
trorn ye~-yenri>ecnd'lt' ia an c~­
titlement, and thus not subjected to th 
congressional appropriations proce88 
is Title VIII. However, Title VIII mon 
iu go directly to educational programs, 
whereas Medicare funda accrue to hos-~ 
pitals' genera) revenue& and are not spa.. \ 
clftcally eannarked for education. 

Of the 1484 nursing education pro­
grams, 872 programs received Medicare 
support indirectly through their am.Lt-
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atedhospftal& Themlijorftyofprograma ~'l.'hree state1--t'ennsy1varua, '""w .iaa• 
J\tceived no 111c:h support. Hoap1tall with . sey, and Ohio-account for one halt of 
diploma nursingprograma i-ecelved 66oWi e total Medicare payments for diploma 
of the tot:.! M!di~~ ri1~~rie ed11catlon nuningeducation.Pennaylvanfageta$1 
funds. Some 146 hospital& assoc:iated of eveey SO M.ecliw~ spends on nuninc 
with 144 diploma programs received an education. The cluatering fa explained 
estimated $114 mllllon in Medicare fund· by the location of the few remalnlng 
tng, IJlore than t'Wlee the imount for all hospital diploi:na nuralnr program1. 
nuratn1 programs supported by Title Sixty-alx of the 144 funded diploma pro-
VIII fund&. Thia finding Is partieular)y grams are located in these three stat.ea. 
noteworthy In light of the steady de- · 
cllna In diploma 1chool1 over the put Hospltal Variations 
decade, from 803 ln 1981 to 145 in 1991, In Medicare RelmburMment 
despite these programs' favorable re- Medicare reimbursement for nursing 
lmbunsement atatus. · education also varies acro88 hospitals. 

Nunse aneathesla fa the only type of On the one hand, one third of hoapita11 
· graduate nW'le tra!nfne receiving Medi· receiving any nlmb1.U1ement for nun-

C&N · relmburaement under current Ing educaUon averaged only $.12 400, 
policy (and le categorized by Medicare mnounta quite small relative to the size 
aa paramedical tralningJ"llther than 111.ailo- or t..'lelr o~~t!..--.; ~~d~ta. 011 the other 
ing). In a aurvey of the 92 operation.kl hand, 5' hocpi~e, accounting for 16'1> or 
nurse anegthesia programs, the Amen- all hospitals receiving Medicare fund. 
can Association of Nurse Anesthetists Ing, each received fn excess or $1 million 
documented that 31 hospltt&ls esocfated in 1991. Forty ot the88 64 hospitals had 
with nW'Se anesthesia programs reeelved diploma nW"Sing programs. Thus, the fact 
an estimated S2.2 million 1n Medicare that 872 hospitals and their aMliated 

· reimbunementtn 199'l. Reimburaement nuning programs received aome Medi· 
amounts per program were mode11t, care payment !orn111'1ing education ovel'-
var')'fn1 from a low or $16390 to a high st.ates the number orhospi~ls and p~ 
or $126 ooo.• grama substantially benefiting from cw--

rent policy, since• large ahare received 
Characterl1tlca of Hospitals Funded relatively amall amounta. 

More than 90% of Medicare funding 
for nuninJ education went to ~e, Medicare Payment 
nonproft~la. Most or the-public per Student Enrolled 
hOiPifiJlreeeiving funding were state- The hospitals that benefit most from 
owned teaching }1ospitala; these insti· existing Medicare poUcy are tnoae op-
tuUons received less than 4cib of the erating diplw1 nursing schools. Givtin 
tunds. City and county public hospitals the aubetlntlal resources directed to 
received approximately 8% of funding. theKe !ew hospitals, we calculated the 

~ 
Hospitola with more than 800 bed• pr- average Medicare payment per student 
nered 709' or nunlng education relm- . to assess the relative efficiency of this 
bursement. Amonrthe 146 hospitals sup- type of educational Investment. We el· 
porting diploma programs funded by timated the average per student reim· 
Medicare, on)y lS were located 1n niral hunement amount for every diploma 
areas. prognm by dividing total Medicare pay. 

Only 2490 of Council of Teaching Hos· ments for nunlng education by student 
pitala (COTH) member fnstJtutiona re- enrollment figures (as reported by the 
ceived any Medicare reimbursement for National League for Nunslng).• Thia ls 
nurslngeducationtn199lifundstothese a rough estimate aince Medicare funds 
hoapltals accounted f'or only 28% o( 111 do not pay nuralnr student &tfpenda as 
Medicar1>. nursing education funding. is the case !or Medicare fundingofmedi-
Hospftals that belong to COTH received c11l residenta. The average per student 
significantly lower average reimburse· annu11l Medicare payment to hospitals 
ment amo_unta for their nursing pro- ,, for diploma schools or nursing was $5028 
grams than non-COTH hospitals, ex- in 1991, rangin1 from a low of $761 to a 
plained by the fact that the largest pay- high or"~ 876. Medicare rcimbursu 
menta were diJ'ected to hospitals with : only a po~f the COB ts of educational 
diploma nuning schools. Most COTH programs, generally around 30'*1depend· 
.hospitals are aft'iliated with unlversit)'· Ing on what proportion o! a hospital's 
based nW'8fnr achools, and are there- patients are MedkaN.J>eneftdarie1. 
tore generally ineligible for substantial Hence, ~~et . estimated 
Medicare tu.ndlne. edicare pa a per resident . 1 physician iat $186 'but the mean.rate 
Geographic Distribution ot pl)'m!nt at $48 900, .. the mean an-
of Medicare Relmbureement ~ nual paymentrate for Cliploma nursing 

Medlcaro reimbursement of nursing students could be estimated to average 
education ia cluatered geographically. approximately $15000. 
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· Our analysis haa several Umitationa. 
Firat, it was not posaible to conduet 
meari!r.,#..! t.~~d r-.-:~je&2 o! HCRIS 
data given the numerous changea in 
Medicare payment policy over time. Sec­
ond, HCRIS data lack epeclfiaity on tlle 
types of programs fot which hospJtala 
report costa, categorizing these amounts 
into two broad categories: nurafng ar 
paramedical. Thlrcl, while hospitals cal· 
culat.e reimbunement for ·nursing and 
paramedical education aa part of the coat,. 
reporting proc:e11, lt wu di.Meult to es­
timate the actual payment amount& re· 
celved by hoapf ta11 ullng the national 
HCRIS data elemente. Currently, 
HCF A uses a crude estimation method, 
whereby a direct medical education pay· 
ment is calculated that includes the costa 
of educating interns and residents, 
nurses, and paramedical personnel. Thia 
total is then broken down into nundng, 
paramedical, and intemlresident reim­
bursement figures hued on the ratio ot 
cost.B attributable to any one ot these 
three program types over the caleulated 
total direct medical education payment. 
We uaed this method In const.ruct.ing 
our estimates. Finally, one must hold 
auapec:t the exactness of the costa re. 
ported, as these data are revised quar­
terly and are rarely audited for validity. 

Even given theae limitations in the 
data, our Jmdinga are strafghtforward 
enough to raise Hrious concems about 
the appropriateness 0£ current Medicare 
reimburaement policy for nursing edu· 
cation. ~ we have confirmed that 
Medicare payments to hoapitala f'ornW"O· 
ing education constitute the largest 
source of federal aupport for nuning 
education. Hence, Medicare ts an Im· 
port.ant potential policy vehicle for shap­
ing the nune workforce to meet the 
needs of the nation's health care ayatem 
in the 21Bt century. Medicare payments 
for nursing education are too large to be 
treated with the benign neglect that has 
characterized policies to date. 

Second, our findings auegeat that by 
biasing funding elir.ibility to hoBpita.1-op­
-mttea programs, Medicare has become 
a source of unrestricted aupport for an 
1nc:reaaingly smaller subaet of hoapital­
based programs that lie outalde the main· 
stream of health professions education. 
Only 372 of the 1484 nursing education 
programs training future RNs received 
any Medicare support. Hospital diplorna 
programs, which received the majority 
of these funds, had enrollment& of Jesg 
than 23 000 out of a total enrolled nW'llng 
student population of 287 698, and were 
clustered In two regions of' the countl)'. 

Third, Medicare's nursing education 
funding policies are at odds with na· 
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tlonal health u.ra workforce priorities. 
Shortages have been projected for 
nuraea trained at the ~ul!te level In 
advanced clinical practfee .a and at the 
baccalaureate level for rolea in out-i>f­
hospltal settln11.J0 Such programs re­
ceive little support from Medicare. In­
deed, MediCll'e fUnds support the edu· 
cation of a type of nurse estimated to be 
1n exceu supply.• Moreover, Medicare 
funds go entirely to ~~&-a ques­
tionable aettlng foredilcitlngnunea for 
ambulatory care. Finally, Medicare's 
polidu are contrary to the recommen­
dations of the Goldmark reporta'J of 
1922-which ls to nunlng educaUon 
what the Flexner report"' ia to medical 
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education. The Goldmark report recom­
mended that the education or pro!ee· 
slonal nul"8es .take place in institutions 
ot hlgher education. 

CONCLUSION 
At the approach of a new century, 
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States are trained at less than the bac­
calaureate level deapite much evidence 
that nmea' roles will be ever more com­
plex and demanding. Other countries, 
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Denmark, tho PhWppfnes, Ecuador, and 
ChlJe, have already ah1ft.ed basic nun­
ing education to the baccalaureate 
leve1.•.ao If Medicare reimbursement 
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policy ~or n\U"ISlnc education ls to have 
an effeet (In national workforce goala 
and priorities, ii. ::i::&i. ~ i·.et.argett!d. 
Graduate li!vt1l clinical education and bac­
calaureate education would be targeta 
conslstent with the assessed needs ot 
the nurse workforce of the lutUJ'e. 
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CHAPTER 2 
:·;_. The Social Mandate and Historical 

Basis for Nursing'~~ Rol~ in Health 
~--'·· · .. 

.. ·: 

;•'", 
.'.·'- Promotion · ·'-

Julie Cowa:ri .No"alc, RN, MA, CPNP. D~5c 

.·· .. 
.-. ..:' 

Nursing is concerned "ith the ;id­
·.'.~~./: aptalion of individuals and groups to acLual as well as 

patential health problems, the environmc:nts thatin­
·.'.::7_:::, ftuencc the individual's health, a.nd the nursing inter­
:·};::; V1!ntions that promote health.' Schlotfddt2 cldines 

''.<::Ji ~ursing as "assc:.~!ling and enhancing the general h~alth 
<·:<:·status, health assets, and health potentials of human 
. /;\\.beings." Both definitions of nursing emphasize the 
<·::;· promotion of health, which is defined b)· Pender~ "as 
: ,~: actlYlbes dirct.tc<l toward dC"·doping resources of 

::·p(dients that maintain or enhance wdl being and sdf 
'iih~iiCtualization." Nursing's renew'Cd emphasis on health 
:~.f(~.::promotion b.ad its roob in the teaching~ of Florence 
.j~t:::.:~lightingale. Howt...,,.cr, in the 20th ~:<':ntury, this 
:i):!~(.\iniquc concern was preempted by an illness orien­
:~\~::~tation that was dependent on other prof~ssions for 
;<;;;existence and on hospitals for training (t'durnLio11) 

·,',ii·. and sustenance. Thii1 article dol·1m1e.nts the soc:ial 
}:~> rilandate and historic.J basis for nursing's role in 
,·.,p·. health promotion from th~ m.id- ! 9th Cl'.'ntury to the 

·:~/t~nL 
.. :'.~~?f1orence Nightingalc~s Views on Health 

{;~\;:;~motion 
/'o'::~Jiistnrians acknowledge Florrm~e Nightingak a., the 

i:;;' ... \.'}~under of modern nursing anJ one of the: world's 

.jf:.&m1eel Crnn1Jvuma/ ojfrojsrional .\"uniniJ. Vol, i, Nu. 2, »ith 
.~~~·.penni5Sion of W.B. Saundm Co.© 1938 . 

.. t!t 
~]t).·, 

greatest humanitariails . .s Nursing's tradition of es­
pousing health promotion is directly attributable to 
her. She clearly· articulated nursing\ practice do­
main. 5 Nursing's basic philosophy Wil~ defined by 
Nightingale6 as "the same laws of he;ilth or <'if nursing, 
for they ate in reality the same, obtain among the well 
as ambng the ~ick. ... " She bdieved nurses must put 
the patient in the best condition fr1r nature to act 
upon_ him or her.

7 
Nightingale identified ha.~ic prin­

ciples.or nursing, such a:; nc:ating those c.onditilm~ in 
which- the rtStoration and pri:se:n.·ation of health and 
t.he prevention of disease and injury were poss{hi, _ 4 

She stated that "health is not onl•• t<'i bt: well, but to 

use '":ell every power that we ha;.e. ,.G She percciv•:cl 
the: nurse as the key to establishing ii healthy, diseasc­
frec citizenry. "She •·isualized the nurse as primary 
c.ue agent, the nation's first bulwark in health main­
tenance, in the promotion of wellness, and in the 
prevention of disease ..... Nightingale sratcc:I,. "One 
duty pf every nun;c certainly is pr~,,,.ention. "" 

N.ight.ing;ile's earl~· interc~st in the pre,·ention of 

di~e;t,'.e transmission ilmong the troops of the Crimea 
rai~•:J. important questions abollt the impact of the 
cn,irc~nment and the p~vention of ill health in the 
noniiffc:cted. When she wa~ called to thl' Crimean Vv,1r 
in 18,51 by Sir Sidn9 Herbert, the Briti!'h Secretary 
of St.tte for War, the death rate in the mik .ry 
hospitals was 42 per c~:nt. In sLx months, she, her 
group of nurses, and othl~rs, including thl~ Sanitary 
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Commission, had reduced the 1lc:ath. rate to 2.2 per 

<.:ent. 
9 

She established programs di.n:ctly affecting 
the health and welfare. of the British soldiers. The 
initiation of dfecti'V\: laundry, h()using, nutrition, 

physical limcss, and n!crcational facilities for lhe 

British soldiers wa.<1 among her far reaching refonn.s. 
Her Crim<":an e.xpt:riencc forge1H2er belief in Lhe value 
of cleanliness into a "rigid, infl~ihle dl>i:;ma of 
sanitation."

1 
She proposed that J'lursing\vas a signif­

icant way LO improve the health of che British pvp­
ulation, whit:h was the source of the British /\:rmy.9 

In her writings on rural nursing, Nightingale, an 
early proponent of health as a rightful sphere for 
,.,,.,,men, i::ontcnded that "since God die! not rnean 

mt>thers to be aJwayiv;tccompmicd by doctors the 

health of the nation dc:pendt.-d on ·womanldnd, that 

women should be instructed in the 'art of health' llnd 
the person to best accomplish this instruction was the: 
nurse in the home. " 7 

She wrote of the impurtancc (,f 

tea<:hing the cottage mothers ~cific, proper sanitll­
tion methods, and she discussed thild health tc:llching 
that could be 1lone by the "health mission~rs" under 

the: supervision of the district nurse:. She spoke of the 

importance of removing the things that c.:au.se di~ease: 
dirr, drink, diet, d11mp dr-ilughts, drains. She t:lcmon­
stratt.-d a knt1wledgc: ,,f chili! development, a fidd not 

yet in cxistau:e. with her statement that ';a child 

learns before it is three whether it shall obey its 

mother or not. And before it is seven its charact~~r is 

3 good way to heing formed. " 8 

Nightingale's concc:m for all aspects of en"iron­
mcntal health wa~ e-ccmplificd when she adv1)cated, 

"As for the workshops, work pc-ople should rcmt!m­

ber health is their only capital, and they should come 
to an u11<lerstanding among themselves not only to 

have the means lO sernrc: pure air- in thdr pJll<.:c!S of 

work, which is (Inc of the prime agents of health. 
Denial '"oulJ be worth a 'trade union.' almvst worth 
a snikc."11 

Nuning's Social Mandace for Health 
Promotion 

In the latter part of che 19th century, three forces 

~limul11te<l intcn:st in t:ommunity healLh throughout 

Western Europe and the New World. First among 

the:se movements was a decpen}ng consciousncs~ and 

a ~pirit of reformism on I.he p<'n of social philan­

thropists to the prohlems affecting the lh·cs CJf many 

people. Social problems such as poverty, inadequllle 
housing, evih< of the indusui11l re-.·olution, chilt! labor, 

deplorable prison conditions. and lack of opportunity 

forAeduc:ation for the ~neral put.lie w~rc paramount. 
A:t~:tl - f th I cl f d" 'J;'f lcr maior orce was c c c:• opmcnt o me 1-
ci?..i: from an emphasis t>n cure to the beginnings of 
di*ase prevention. The third ~onificant movement 
was the devdopment of nuning as a profe~sion and 

;i 4iscipline.
4 

RrainerJ
10 asscne:d that the "nc:w hu­

manity'' I.aught disease is not a 'isit;1tion from an 
angered G1>d but is rl1e n·~-u..lt of people's own care­

lessness in not foll1)ning \he right principles of 

hygiene, sanitation, .:md heJlthfu.l lhing. 
In the: 18th i::entury, hellfth c.irc in the original 

c:olonic~ was provided h~· "i'"l"..< .uid mothers in their 

O"vn homes and by untr.i..i.ned ,;c-r-.·ants in hospil.'.lls. • 
Lc:_rnucl Shattuck ( 179 3- 1859) w.u an early Ame:rican 
ppblic health refor-mer ;1nJ a forrru:r reacher who sold 

~~ok.~. In ] 842, he: "'as instrumental in a.;:hieving the 

p.~ssage of " law in Mass.Khusem that resulted in 

statewide registration of \it.:i.I ~utisric~. In 1845, he 
c~mpiled llnd published a cemus of Boston that 

enc:ouragcd .and stimulatt-<l JCC'\lrate rc:porting of 
st.:itistic:s in the United St;\tti. His c:ensus presented 

the shocking facts of a. high mortlllity rate:: with an 

e:;1,;trcmdy high infant a.nd malc:mal mortality rate. 
11 

Shattuck's greatest a.chiC'\-c:ment c:amc in 1850, 
when hi~ report was published b~- the Massachusens 

Sanitary Conunission. 
1 1 The Sha.rn.ick Report, cme of 

the first public health documents in the United States, 

was .1n important milestone in the c:valullticm of the 

G.eld of public health. It eJmed Shattuck the titlt::, 
father of Public Health. He rerommcnded state and 

~!Real health departmt!nts t>r boards of health he 

~~rganiz.::d, he esr.iblishcd the need for sanitary sur­

.. ~r.ys .. md he rccmmncnc1c:d that Massac:husetts Gen­

¢.r"l Hospital and other 5imilar instit\ttions edu(:ate 
nurses to care for the sick. 11 There was 110 immediate 

S(lc:it!cal response to the r<"commendarion about ed­
,1,1t:uting nurses, .'!.}though there haJ been c:arlier efforts 

~o train women a5 nurses. ,\mc:rican-tr;iinecl nursi.:.~ 

1:rnergcd as a formalizC'd :>vstctn uf work in 187 3, a~ 
part ~f the: reform era th11~ followed the Civil War.ii 

Many soci.ifly responsi,·c up~r-cli!SS reformers, with 

tht.: lc:adcrship of Shattuck and others, enhanced llrl 

'.l .. · 

,'.:. 
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upsurge in the social consciousne~s during a peri1.1d of 
enormous social change in Arneric11. The ~nts of the 
previous ten year::;- the Crime/In War, the cduca.· 
lional endeavors of Florence Nightingale, and the 
Civil War with the development of the Sanitary 
Commission in I 861 - had also fo1.:used altr.ntion cm 
the necessity for nurses and on the import.anc:e of 
an educational i:ystt:m in which to prepare them 
(Palm~r I, personal communication, 1987). 

Early imagr.s of public: hi?;ilth nurses, conduc.-r:ing 
infant immuniz.ation clinics, case finding. and pro­
viding health education for the prevention of tuber­
culosis and other diseases are also part of nursing's 
rich he1itage in health proniotion. In the United 
Sr.ates, visiting nursing began i~ d~dopml~nt in 
Philadelphia in 1839. 1l In 1877, the Women's 

Branch of the Nt."W York City Mission sent its first 
.•. . trained nurses into the homes c1f the indi~cnt. ln 

•· · · 1890, 21 cities u~ed visiLing nur.~l:s. 8 By 1892 the 
... ,Nurse's Settlement Hou~ in New York City was 
· serving people from all socioeconomic and ethnic 

· ··.·groups. In 1892, because of a large volume, the 

'\:>r, Settlement House was moved to Henry SO'eet ,,.;th the 
"<;;.:;,·Jielp of ph.i.lanthropist Jacob Schiff and others. Soon 
··/:'~, t (, 
~;~:),r_nine graduate nurses were living at Henry Street, 
·::-i•·J.- ... d ding ' - · · D k 14 I h fi fi th .:::.;;A· in u l-.i1Vln1a oc . n t e r:;t '1: yc:ars, i.: 

·.~~!.'~:.·~at Henry Street, led by Lillian Wald and Mary 
.... ~ ''"B. d t: 96 000 H ~~!:' c\, .. rewstcr, care 1or over i , persons. 
.}· ''t{: .. lbe extensive absenteeism of child~n from si.:hool 
.?i,' \, . ' 

: .. ~ ~\le to illness an<l their readily corrccciblc health 
problems lell Lillian Wald in 1902 to conduct a 
·~ool nurse experiment. Wald believed that nurses 
~uld help improve the health and attendance <>f 

·k.!:'5~i:hool children. 16 School nursing 'Ya~ instituli<inal­
·.p~l};2Cd .soon thereafter. Statistical c:omparison ,,r Lhe 
~(;:~\ll;umbers of student.~ excluded with rnmmunirablc 

.J!~.;~~c in the New York City Sch•>••b hdorc: anc:I alter 
· j~\~C hi~ uf s,:hool nurse::; revealed a ~O per cc~; 
)~'.~c~ase in the number of necessary exclusions. 
·')'~~experiment had a dramatic impact on the school 
.;,, ~';!~ at the time ;md still has implications today. 

:;:.Br 1909, the Henry Street Settlement had grown 
... :.~.two nurses to a large organization with many 
····• .· 18 
.. Pa.rtmcnts. In the !iame yr:ar, al the: ~uggr.sti{>n of 
-~•.who \oVa~ conn:mc:d ...,;th the hcalrh of the . ,~... . ... 

,.
1

. •.the Metropolitan Life Insurance Company 
~ied its Visiting NurS<.'. Dt-partmcnt and cnten:d 
~-i~:·:.: 

inro an agreement with the H{~nry Street Settlement. 
After a successful thn:c:-month trial period. policy 
holders in 14 citit--~ were rccci.,ing the sel"\ices of the 
visiting nun;c;s. By 1912, 589 .MetropolitAn Nun;ing 

Cent.~!" were established
8 

for the purpo!'<' of pre· 
venti~g disability or pn=mat:urc death. These pro­
gran\~!continued after World War II, when changing 
socta!~ economic, and health c:onditioru made them 
no lo~er feasih.l~~- Many communitie;:. ho,,~,·er. had 
leanJd the value of nursing se?'ices and rook o,·cr 
their .support through public and pr1''are me.ins. 

Prbg~rwe n'.fonn also steered ;mblic health fer­
vor tt"iwan.l an intense concern for child "-eliarc:. Th{~ 
1909 Vv'hitt: House conference proJun·d disturbing 
data on inf.mt and maternal mort;ilit'-· 1<1tC'!' in the 
United States. It wa.~ cstim:it,,cl that 300.000 children 
under one year of a~ died each year in the United 
States, ilnd at least half of these death~ w.:rc prC'"'o"t'.nt­
able. ;·~y 1910, milk station.~ for thl' dimibution of 
clean.:; safe milk. exis~d in 3 I cities. From milk 
disp~~es, th~~sc i."t11tions often evoked into health 
pro~~tion coitcn; as t~c emphasis on he.11th educa­
tion ··a·nd scra:ning examinations gre"·· > 

Th~ public's concern \\ith disease con[rOl and the 

"ide~ acc:q>tcd germ theor:-· spawneJ a numho:-r of by 
organii.atiom that tool up li<1ttlc: agaimt ~inglc dis­
eases;\These associations oflcrc:d n~· C1ppor:umities in 
he.Uth promotion. Antivenereal disea..•e c.i.mpaign~ 
s~sscd hc:alth education, c.i.se lin<line. <ind trc-atmcnt. 

Public health reformers bc!!an to shift attention f ronl 
the larger urban i.:nviro~cnt to the home ;erting. 

Restraining legislation for child labor was illso 
initiated. The Children's Bureau, fountl~-d in 1912 
thrvugh Lillian Wald's influence, gil"O:- org.mi7~tion.1l 
forrnind tax fonding to child wc:llan·. ~ ... nin·:-<. 1

" I .ilrcr 

that Y{fr. the National Organi7ation of r\1blic He.ilth 
i'iursi#g WM fonned with \Vaid as its fim prcsidrnt. 

Tl~~ growing sc:nse of ~ocial inji.micc was l?Xem­

plifieq1 in th~ cb·dopmcnt of the Red CruH .:it the 
Gene\;i:t C.On\-cntion, and the establi~hm~nl of the 
American I~ Cro$S in 1 SS I led to th<= c..in: of the 
~ick a~; home. In 1912, at Lillian Wall!"" ~u~r.stivn. 
the Rc;cl Cl"05S established .1 rural nur~in~ :«"r-ic:c: ro 
prov;de OU'l'$CS to car~ lur the sic-k ;mcl to give 
instruction in sanitation an.I hy~irne in the homes of 
people living in rural arc:;is. \Val<l s1:cun.-.d financial 
support for this program. As " r~'~ult of thc-l'C hcJlth 
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promotion efforts, areas served by rural nurses 
showed decreases in infant mortality and the general 
clc:at.h r.1tc:, a.~ welJ as impro~·ements in sanitation, 
hygiene:, and nutrition. 8 

Industrial nursing was also created at the turn of 
the century. In 1895. Proc,;l<>r, lhc: Gm-cm•>r 1>f 
Vermont. who held a high regard for Visiting nun;ing 
services, introdu~d "district nursing'' into several 
villages whose residents comprised employees of his 
Vt".rmont Marble Compa.n)'. In its early fonn, indus­
trial nursing pl11cccl minim11I r.mphasis cm the: <.:arc: of 
injuries, but rather stressed health promotion acfr•­
ities implemented in th£ employees' homes. 20 

By 1912. d1e public health nursing m.ovement 
(;ould look with pride: to two decades of major impact 
on lhe health of the nation's citizens. Becau~e: of their 
dfort.~. there wcr"C signil11.·ant Jcdincs in the: inci­
dt.ilCC of tubc:n:ulo~is, diarrheal di~c:a~c:~ or children, 
and t)phoid fr:vcr- campaigns in whi<:h public health 
nurses had played an actiw role. 

Inadequate niatcrnity care and actions taken to 
impro11e thi., 1,;;ire gre;id:· influent:ed the: de,·dopment 

of nursc-midwift."I)' in this count1)·. 2
' Jn 1910, nurse 

.Margaret Sanger began her historic fight for d1e right 
of families to limit their size, d1e 1ights of women to 
health cart: ;md pc:rsnnal choice, and the righL'i of 
c:hiltln::n to be: lm·cd ancl wantc:d. Sangc:r22 stated, 
"The: first right of ~ry (:hild is ll> be: wanted - to he: 
desired '-'ith an intensity of loV\.: that givc..·s it its title 
of being and joyful impul$e of life." In 1916, Sanger 
organized the Planned Parenthood Foundation of 
America, which established hundreds of family plan­
ning Cf:ntf:rs through(1ut 1he United $1.1t1:s. 21 

The War Effort 

Although inv,)!Yeme:nt in \V(Jr(d War I d1e,:kcil most 
progr"Cssi~ health rc:form, it gav·c the mo,·emcnt a 
message <>f urgcm:y. Th~: h~·11lrh status of recruits 
pri,.i,bl 11 snapshc>I r.>f the hc11lth of the n;ition. 
Physical examination of these recruits on induction 
revealed that 29 per .:·ent were: ph~ic:ally unfit for 
military duty. Epide:miolt>~ic stuJics n:v1:akd a high 
rejection ra.t1: from mral ;in;as due. to a higher 
in~:idcnc:c of tuberculosis and typhoid.,.,, The war also 
spurred efforts to confront venereal disease. with e.,.er 
vigilant public health nurs~;; playing the major role in 

case finding. At the time, the incidence uf gunorrbea 
was estimated to be in the range or ·10 to 60 per CC:nl 
in the entire male population. In rC":>-pon."C to this 
staggering finding, Congress passed th{· Chambcrlain­
~11 Act of 1918, whic:h pro•·iJ~ci funding to state~ 
i,J}nini:1ten:d programs of c:clucation. case finding. 
.&a treatment. 19 

:~ ... 
P.v, Adclaid Nutting, Annie Goodrich. and Lillian 
~aid met in. 191 7 ;o detennine met.hod,; of providing 
effecti\·e nursing service to th~ rniliur:·- Twt"nl)'-t".\"V 
th1Jw;anJ nurses enkn:d the nursing corps from 1917 
td 1919. Goodrich H wrote if r11is nunib.!r could be 
"encompassed for the se1vice of pr.:,·c.-nti'e medi(:inc:. 
one might predict as rc:milrk.able ;m inRuencc upon 
community h~altb, as the introduction bard~· a half a 
c:enlu!J'· ago of the .~crvicc of the student nurse into the 
hol!pital." 16 Although nurses would nc,·cr forget the 

nightmare of treating mass casu.ilties of the fighting 
and diS(.·ascs abroad, as wdl as the inrluenz.l epidemic 
a.t~home, d1ey would remember their 1.nic:ial battles 

t[?~$save li\'CS ancl "lightt'n the toll of war and pcsti-
1,.o ,,5 
C:~~CC-
;!:~1 .. 
,~I 
~-. 

1-(ealth Pro.motion in the 1920:; and 1930s 

During the 1920s, the primary duties of the public 
h~alth nur~ moved to advising ancl ins_rructing people 
on how to a\·oid illness through personal hygiene 
Large-scale health dE:monstrations. supported b~· phil­
anthropic foundations, insurance companies, or state 
funds, provided intensive programs of health cdut:a­
tion. The goal wa~ to impr;,s~ upon rnmmunitks the 

if'\lportance of health promotion so that the program 
mjght be permanently adopted b~· the demoMCr.ation 
c\';>,rnmunity. In 1921, Ctmgrc:~s pi1,;st-.i the Shcppard­
lj,{)~Tlcr Act for kdcral aid for m.nerna.J and child 
h.~~lth. 2 1 

The funding was distributed nationwide': 
dfrough the state department.' ,,f hr~.1lth. Supporter~ 
of•d1e bill reminded their audiences th11t 29 per cent 

'1 
of: military inductees wen: unfit f(,r milit.u:"· ;,· .... in· 
and painted out chat healthy childreu "ould gruw in co 
hsalth~- adults, the mothers and sold~er.; or the ne.xl 
~.ncration. This approach, reminiscent of 1'ightin­
gale's, was successful and resulted in o~ani:t.ed pn·­
natal and infant care pnigrams in 4) 5tatcs. 

This con.~titur:n1:y provided <1n excellent audienc,· 
for the: health promotion message. The focus on child 

,.(·. 

l" 

. l 



s 

ie. 

1il­
atc:: 
ca­
t.he 
:am 

•ion 
1r<l­

:hild 
.•ide 
rte rs 
cent 
cvicr 
: int<.• 
next 

!htin-
1 pre-

lienC~'. 

1 child 

·;.·, 
··:.· 

.•· .. 

·· ... 

JUN-17-1996 

The Social Mandate and Hi>lurical Ba~is for Nursing' s ){.t>lc: in Health Promotion 13 

rearing g4'~ nurses access to entire familk-s, which 
impro~d opportunities for case finding and health 
education. l\s a result, maternal and infant welfare 
programs became the primary actillity of public health 
nurses through the 1920s and 1930s. Throughout the 
lifetime of this legi-;lath~ a(:L, three. million home 
'isits were made to 700,000 expectant mothers and 
four million infants. The infant mortalit}'' rate 
dropped from 100/1000 li\"e births in 1915 to 69/ 
IOOO li'"c births in 1926. Oppositi<>n to the'program 

·was led by Senator Reed of Missouri and othen, who 
were supported by the American Mcdic;i) Association. 
Thci;e: opponents as:;erted that the program was "un­
sound in policy, w:istcful, extra\"agant, and promoted 
coTI_lmunism'' (Palmer I, personal communication, 
!986). Sadly, the program was not ren~ after the 
Congress allowed it to lapse in 1929.8 

In 1925, Mai)• Br~ckenridge, a nurse-midwife, 
organized the Frontier Nursing Service in southeast­
ern Kentucky. Because no quality nw-se midwifery 
programs were available in the United States until the 
1930s, the early nurses rt:ceivt!d their training in 
Engfand and Scotland. The nurse-midwivt:s gave an­
tepartal, intrapartal, and postpartal c~re and provided 
child health vi~its. During the~e visi~. diet, deanli­
ne.ss, sanitation, and preventive.: care were~ discussed. 
Jn 1932, Dr. Louis Dublin/1 of Metrotx)litan Life, 
studied the first 1000 ddiveries (>f the Frontier 
Nursmg Service. He conduJc:cl that none of tl1e 
women had died as a direct n~~ult of pregnancy or 
labor. The i:.....·o dc<1ths in the series were secondary to 
chronic heart disease:. He <ll;serted, "If suc:h a service 

were available to the: women of the: country there 
would be a 5aving of 10,000 mothers' live> a year in 
the United Staces; there would be 30,000 lr.ss still­
binhs and 30,000 chilclren ali~·e at the end of th.: first 
month of life. "23 

Un~mployment, incrc:uing rapidly after the stf)ck 
market crash of 1929, created a major rdie:fproblem 
in the Unitc:d Stat~·~. In 1930, almost four million 
people were unemployed, and the failure of uvcr 1400 
bank.~ by 19 .32 created major financial crisc.~. People. 
including nurses, had no mtmey for food, dothing, 
'shelter, or ht~alth care. Payment for nursing <;are in 

. . the home was n:~·ognizcd as a legitima.r.e relief ex· 
· · · · penditurc under the Federal Emergency Relkf Ad­

. 11\inistration (FERA) in consultation with the Uniled 

State..; Public: Health Service. In West Virginia.. the 
Relief Nursing Ser<ke began in 19 33 to m~L the 
nursing care needs of families on relkf and to meet 
the employment needs tif nurses. This ..,..,u; essentially 
" visiting.;;,nursc program. Fundamental Sl~J"'\.;1.."eS in­
cluded b~~sicle nursing care:, health ~upef\foon for 
the fami~{ arnngemenl of medical and hospital care 
for crne:rg~ncies ilild obstetrical cases, health ruper­
,·ision of'/.thildren in rc:lief nurseries, and 1..·.uing for 
patients +,ith rubc:r~ulosis. In many counties. cl~sse5 
were offc::h:cl in parenting. home c:a.re, and first aid. 8 

The Social Securicy Act of 1935 and ics .i.men<l­
ml~nts in· succeeding years includc:<l pro•i~ions for 
public assistance, s<icial ;;ervices, and J mea..ns of 
strengthening family life. The pro,isions affeocd nlil· 

temal and child health programs throughout the 
C"ountry, rural and urban. A number of nurses who 

\\Uc invoh·e<I in the work rcli~f projcr.:ts were cager to 
acquire: formal public health training. During che first 
year or the Social Security program, 1100 nurses 
rc:ceived~~tipends Lo study at universities offering pub­
lir.: heahblnursing progn1ms. In 19 34, only 7 ~r cent 
of the m§n: than 5000 employed public h.::alth nurses 
h;id co~pleted an approved postgraduate program. 
Within 1\'"•'I> years after tho:: implementation of the 
Social S~curiry Act, 2304 public heakh nun;es re­
ceived p~stgraduate tnining in public health nu~ing. 8 

With the heighr.encd ;1ttention to health promo­
tion anc3 preventive care, nurses aligned .. ,,ith the 
public health rnovcmc:nt looked tO\\"ard a promising 
fumrc. The traditional conception of nur~ing as 
Christian senice was recalled. One manual urged 
nurses to lead the greac procession toward the: "prom­
ised land of municipal health." During thb crJ, public 
health ~.urses described their rdationships "itli pa­
ticnL~ irf terms reminiscent r,f traditional prfr..ite dury 
nurscs;:,.'.~emc of womanly <lutv and intimate in,·o!Yc-

1~;.·,. l4 " 

rnenr ~gh patients. - The language also reflected the.: 
gro,\ing'. professionalism of reform. Nurse; sought a 

more Sfit'.ntific method. a rational appro.ich to the 
gval oribctter health. ln its funding and philosoph)" 
hr:alth prumotion programs mewed from their c.:har· 
itable 9.rigins toward J vie:"'' of health JS .1 concern of 
the stat.~, a method of ensuring nati<mal prn.:hi.!=ti'"\t~· 
and security. 19 

Manuals emphasized he:alch C'tlucation 
as the ~pecial contribution of the public health nurse. 
minimizing the traditional ta.~ks of bedside nursing: 
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14 THE CON'fF.XT OF COMMUNITT HEr\lTH NURSING PRll.Cl'ICE 

"The nurse who tends the sick unly, and teaches 
nothing and prevent3 nothing, is abortive in her 
work.":-+ 

Public health nurses and private physicians were 
divided by fundamentally different :;ocial visions. 
Ma11y physicians dung to ~·paternalistic approach to 
reform. The 1934 National Organwtion of Public 
licalth Nun;ing SUIV\.')' explon.-d physician'~ objec­
tiom to public health programs. The dar.i r~ . .,,Jed 

that medical resistance ""'""~ srrongcst again,st staff-

.~;i1,:Servicemcn'!; families hec:ame eligible for a broad 
~;~program of maternity and infant care. In 1941, an 
:·:::emergency health and sanitation bill wu passed that 
·:., provided funds to supplement pubUc he2lth nursing 
,,~ scf"·ices for tho:: families of w<>rkers in maior dcfcn~.: 
~· 1 

'·\ iudustries. ~ Nur5es played import.mt roles both at 
, home and abroad throughout World War II. 

'i, 
'" It ... .,.,., , ...... ,..,, ... s-
1( Federal-Mandate for Health Promotion 

supportcd boards of education. School nurses at- Recent trends in legislation al the national levd are 
L.:nded to students of all income levels, arousing the part of lhe press and priority !>urh nun;e; and our 
doctors' age-old fears of competition for the health nation face in the 1."Urrent and coming century. A 
care dollar. School nursing program:;, funded by lc,.::al national agenda identifies goals of reducing morbidity 
govo::rnments, were also a reel flag to physicians. Doc- ,' and premanm: mortality in all age groups. Nursing's 
tors reacted more favorably to \isiting nurses associa- ;.:;; heritage in hcalLh promotion has afTt'ClCd our currenl 
tions, which scf"e predominantly poor dientelc, d~- M health prioritic~. It is from histor;-· that we gain our 
pendent on private sources of funding, and frequently ':·i~ vision and mission of our future. GTffll2

& organized 
based on standing orders from physician. ... 25 

" " recent hi.~cc.ry into four eras of federal inn::sunem in 
The 1920s and 1930s was a time of delicate ri health. Era one, the 1940s and 50s. "°aS cbarac:terized 

balance for public health nurses. The distance of ' by resource development with federal government 
public health from mainstream medicine had rC\'l.:ale:d resources such a.• personrid, facilities, Jlld knowledge. 
opportunities. The success of th.: public ho::alth mo\'\:- !~ Personnel were developed -~o~gh_ .. ~e provi;ion, of 
ment undermined ill; special character in the 1940s J the hc~lth mi111powcr and public he'.iltb manpower 
and 19 50s. As public health became more acceptable, training a<:t~ and facilities develop meat through the 
it "'-'3.S absorbed into the growing ho~pir.al system and Hill-Burton Ac.:t. Emphasis was on medical or disease 
into the philo~•,phy of mainstream curative medicine. c;;trt:, not health c.i.re or health promotion. Knowledge 
With this coopt.ition in public health, many nurses wa.• developed 1.hrough the establishment of the 
lost autonomy; they were forced to return to subor- , Narional lnstituto::s of Health in 1945. Today, the 
dinate positions in a bureaucratic system of dcliv- National lnstituto::-s of Health coo.stitutc the most 
ery. 

19 
Once po.,.,l::rfol, nursing deparonc:nt;; of public "'. po..,,"t:rful and mo~t generously budgeted institution 

health wcr.: absorbed into the larger umbrt:lla de- ;~{; within the Public Ucalrh Service. Once again, how­
p:utment of healtl1 under physician control. N', ever, knowlciige de:"elopmcnt within this instituti(1n 

;: was primarily bilimedical.2
,; The dominant medical 

:[j, ideolo~· in tl1e United States in tho:: 40 ~·ears following 
i, World W;ir II has focusc>:d on cun: rather than 

The Nation's Health in lhe 1940s 

Duringthl: period from 1923 to 1943. the average Iii¢ . 
ex:pectancy in the United States rose from 55 to 65 }_ 

·I 
years. The average newborn baby could expect to Jive t 
a decade longt:r than a child born during World War 
l. De~'Pirc this achiC\·cmcnt, the rcsultll of the loc:al 
Selective Service Boards and induction centers in1li­
c:ated that the health of the nation's ~·oung men was 
n(1 better at the start of World War II than it had been 
during World W;ir 1.8 

World War II, like We.rid War I, led to central- : 

i:z.acion or medical services in support of lfie military.:](, 
i.:{., 

prcvl:ntion or hc;i,llh promotion. 
Era two, the 1960~. w'1$ an age of ferment, ,,;th thC' 

feder~I gm·enunrnt fighting 1>"~vC:~:\,1th 'isiom of ~ 
Grc:it S111::iety. zt. Emphasis n1rnccl to redistribution of 
resoun:es. Medicare and Medicaid were: passed. 
grc;i,tly impro,ing lhe health-purchasing ~wer of th.: 
poor and medically indigent. Neighborhood hcahh 
center~ sprang up, and "comprchensi\·e" health plan­
ning occurn:d along with comprchensh·c mental 
health center~. This was an era of consumer invoh·e­
mcnt and consumer advisory groups. Era two inflare<l 
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the: medical (not hcalll1) can: dullar higher than the 
I . fl . 2G 

grn~~ra m 11ru.>n rate. 

Cost containment is c:~nt.ral to tho:: third era, th~ 
1970s and 80s, as health car..: is big business in the 

United Statt"$.26 "Capping" metlical can: spending 
has become :t primary ohjecthi:. Th~ signilica.nce nf 
patient cducatit)n was n:·di . .;c:O\'f!Tcd in the 1970s as an 
altemarin: regulatory approat:h to ro.~t containment. 
In 1971, the President's Commbsion on Health 
t:ducatfon "'as appointed to advise the Administration 
on he.:ih.h c<lucaticin. Multiple wk forces and com­
mittt"c~ between 1972 and 1976 culminated in the 

pa.ss.'\gl~ of the Nativnal HealLl1 Information and 
Health Promotion Act of 1976.2r. In the same:: era, the: 

Health ~lainrenann: Organi;.r..iition Ac:t was p.a.~ed. 
\\·hkh ~pecifi,'.d that pr<".llenth'\: and educational ser­
,;ces Wl:re fomially requir..:d for h~altli maintenance:: 
organizatic>n5 recc:i'"ing fcdl'.ral certification. Again, in 
1971, the !)resident's Cornmission •.>n Hcahh Edu­
cation rccommend1:cl the establishment of the:: Na· 
tional Center for He.al th Edm:ation. n In 1974, the 
Nationjl Health Planning and Resourn: De'\·clopmenr 

An dedared public hC'3lth education ;i l\ational health 
priority. The Office of 1-kalch Information and Health 
Promotion in the: Department of H~alth, Education. 

and Welfare: was established by PL-317. lnterc,;tingly, 
a ccntur;; ago, Fh1re11ce Nightingale advo(:ated health 
educ11tion for the public, t:ontrol and pn.·•cntion of 
disease, .~anitation, <ind the instit11lionaliuti1.,n of 

. health agl·11~ies .:is a g1wemm1:ntal obligation. 
During Lhc: 1970~. the maturntion of nursing 

saw a gro"in~ emph11sis on theory clc"elopmcnt., 
research, and doctoral education. A dc:vdoping seg­
ment of the prufession sci"' itsdf as ent.irely difk~nt 
from the nurse of the prc,ious era. N" longer did 
the~ .ac1: .. pt the wiclesprc;ul assumption thal nursing 
was a lesser profc:;.~i•m chan medicine imd sub.~r:r>'icnc 
to it. 8 

An e\"ohing role that placed an cmpha~is on hc:tlth 
promotion. <11111111omy. and advanced c<lm:ation for 

nur~s was th11l (1f chc "nurs.: pr11t:litioncr. ··This title: 
wa... first usl·<l in a dl·monstration projt:l:t at the 
U1:1ivcrsit:'' of ColorJdo, ~:oJirectc<l by Lor~~1ta Forcl, 
RN, 11nd Henry Sihc:r, MD. Thi~ granl-fundcd project 

was designed to prepare 11111-,;cs to gl'1.: ,·ompn'.hr:nsh·c 
~11-child care, !1.1 give anticipatory guid.lnt:.: and 
health promotion in ambulatory settings, and to make 

~ophistic.~~d clinical judgmcnL~ ,,.·hen seeing chilc.lren 
wich common childhood illnc:;:;cs. 28 

,1· 

A. sni#y to ~aluatc: thr: pediatrit.: nurse practitioner 
progr.m'l

1
''confinnr:d the '"lue of the: new role. B~- the 

late 196~ and early 1970s, nurse practitioners lud 
a.-;swned;natic111al \isibilit,· to consumers, other h!:'a.lth 
pmf .. .ssiJnals, and lcgisl~tors. Practice patterns rc­
gaint'(.1 S•lme of the autonomy enjoyed by 'earl~· publk 
health ~rses and the Fronci.:r Nursing S~Ijjs_1,~4..\s the 
mo,i:me'nt gainc::d. mornr:ntum, Ulion Richardson. 
Secrcta.ry of the Departmr:nt of I kalth, Edu(.1tion, 
and \Vdfare, requt:sted a gn•up of ]l,aJ.::rs in health 
care to c:tamint'. Llie possibiliLies of nursing role 
c:icpansion. The resulring report. Extending the Scope 

of Nursing Pr.Klice, concluded that enlarging thC' 
nurse 's·r~1le was cs.~<:ntial for JlrCJ\iding .::qu.:tl acc:.::s~ to 

hcalt11 ~~rvit:es for all citimu. The committee urged 
establishment of Cl.UTic:ular innovations b~· he~lth 
ed\lcat~;ln cenkrs and incre:ased financial support for 
nursing:, c:ducation. 2' 

Era (bur, the 1980s. is th~, .. ra of di.~l:'.a~e prc.\"c:ntion 
.and health promotion in the:: Unitf:'d St.ates. ~f, ,\\itJ'J.:ed 
by the publicariom of Healthy People and Objccti•es 
for chefi'lation, this b the era of not ~~! P:.o.!~.~i.sc but 
al:;o of'fruition for primary h1.·ahh pi·omoti11n in our 
country. w After years of a dist'a~e-orient\:cl health 

care system in this wunrry, nursing's ongoing cvm­
mitment to health prom(ition i:; recei\ing incre45ing 
support due to c(lnsunK·r demand. 

Condtision 

Nightjrigale's strong foundation, the impressi\~ ac:­
c•>mp4$.hments of th~'. public health nursing lcadt'.r.>. 
and e~tensi\'c: community nur~ing servic<:.s, ha\'C all 
contri~uted to nursing"; role in health prnrnot:ion. 
Nursin'g's emph.:tsis mu;r he on eomprehensi"r health 
promo,tiun rather Lh.in on parch'""<1rk reml·die:.>. ~ 1 

Nursi~g is on it~ w21y t<>\\"J.l'd bcc:orni~g.rl~cogniz1."\l .i.; 

a wdl~:defim,d, acadcrnic discipline ·wh~~~ pr.i'ctitio­
ncrs are making :=;ignifiC"a.nl Cl)ntributions towud im­
prll\ing the he:alth smus <>fall pr'.rsons, thus attaining 
the:: health obj~ctivcs or the Mlion. Thl~ Surgeon 
Grneral in 1 ~80 J.SSt!rt•·d th;.lt half 1)f the nwrulit\" in 

the lJ!lited States is du~ to an unhC"althy lifC"s~·le. Our 
nari1.1n needs a t:adre of pn•l~ssionills whosr rcile is to 

~1 
appr~i~e and enhance the health status, health a.s.sets, 
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and health potentials of all hurnans. H Nurses are the 
health professional$ U> uke that rvle. 
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l'hc authQr th:inks ln:nc Palmer, RN. PhD, Uni•-crsity of San 
DiP.go Phillip Hahn S.:hool of Nur•ing, for her r"' iitw and 
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'REFERENCES 

l. Americ:an Nunes' hssnciation: Soc;ia.I Policy St.-.tent¥.?t. 

Kansas City, Ameria1n Nurses' Af~i.uion, 1980 
2. Schlotfeldt R: Nursing in the future. Nurs Outlook 

29:295-301, 1982 

3. Pender N; Health promotion and illne~s l"'cvention. J,, 

Werley H. and Fi~atrir.lc J (eds); Annual R~kw ,,f 
Nu~ing Research. New York, Springer, 1984, p 84 

-4, !':.!mer I: from whitncc we: Ci\rne. Jn Chaska N (ed): The: 

Nursing Prnfe.~sion: A 'l"imit to Spe<1k. New York. 

McGrnw-Hill, 1983 

5. Schlotfddt R: CritiCOJI i~sues in nursing pncticc:, ~tluc:.1-

tion, and n:sc:arch. Occup Hc:~lt\, Nur.1 32:11-16 

6. Nightingale F: Not~ nn Nursing: What It h ;ind What 

It ls Not. London, Harrison, 1860 

7 Seymer L; ~lec.tcd \\'ritings nf florcncc: Nightingale:. 

New York. M:u:J\.Ullan, 1954. pp 353-386 

8. Kalisch P, Kalisch 8; The Advance of i\rnerican Nuning, 

c<l 2. Boston, Lit lie f\rn"TI & Co, I 'J86 
9. P.1lmer l: Florence Nightingale; r<"fo1mer, rc:actionai~·. 

researcher. Nurs Res 26;84-119, 1977 
10. Bnin.,rtl !\: The Evolurinn of F"ublic Health Nursing. 

Philadelphia, Saum:l<"r,, 1922, p I 02 
11. Shattuck L: ~p<>rt of the s .. nito.ry Commis~ion nf the 

Sta.tc of Ma..~achuseru. Boston, Massachu~C!rT.< Sanituy 

Commi~i·•n. 18;0, p 228 
12. Ba.er E: Nursing's diviJ.,c) hnu.o;c- an hi~torical •it", .. 

Nun J'{e~ 34:32-38, J 9115 

13. Palmer I: Origins of lhe e<lucation of nurse•. Nurs Fonim 

22:102-110 
14. Wild l: Winch"'"~ nn Henry Su-~t. f\o.<tnn. Little, Brown 

& Company t 9.l4 

15. Goo<lrid1 A: The soci"I and ethical signifi~·an~" ,,f nurs­
ing. New York, ~fo<'.f,\ilb.n, 1932 

16. Dock L: School nun:c: c~periment in Ne:"· York.. .-\m J 
' Nm~ 2: 108-110 

17_:'. Gi\rdnr.r M: Public H<"alth Nursing, c:J ~. ?'C!'"· York. 

' MacMillan, J9l6 

1 !I. Wald L; Hou~ on Henry Str<'(:t. New York. Holr. 1934 

I 9~~Mclo~h B: The Physich1n's Hand. Ph.ila<ldphi.i... Temple 

~University, 1982 

20.i: Brown M: Nursing i11 occupational health. Public Heolth 
Rep 79:967-972, 1964 

21.•, VJ.mr::y H: Nurv. .\<tid"ilc11-. ed 2. Ho.<toD. Bl.ackwr.11, 
;, 1987 . . ··=--· . -. ·-· ... _ .... ~_-'.y. 

J.2 ... Sanger M: Tht New Motherhood. LondoD. Jonathan 

Cape, 1922. l' 58 

23. Dublin I.: The Effect of I.if" Conse!'-ation on the .\lor­

t.11i?y nf the Mccror-,lit;111 Life Insurance: C:<•"'p:in~·· ;\"cw 
York. Metropolitan Life ln~urancc Comp.in>, 191-;. p 11 

24. Gudner M: Puhlie Health Nursin~, .,J 3. '."'~w Yori.:, 
Mac.Mill;in, IY36 

25; National Organization of Public Health ~ur.<ing: SU!'·<:)· 

of Public I Ic:a!th Nur$ing: Adminislrilli<"\ and Pr.retie~. 

New York, Commo11w,·alth fund, l'1H. p 131 

2~.~ Green L: Emerging federal Pcrsp.ecti•·es on Health Prn­

~. 1notion. Hc~lrh Promotion Monogr:iphs. >c:-.• )"ork, 

... Teachers College, 1931, pp 11·13 
27~ Gn:cn L. Druetcr M, Dc:c<ls S, r.t al: I lea.lth tduation 

Planning: A Dia.gnostic Approach. Palo .-\Ito. C:\. May­

" lic:IJ. 1980 
28'. Silver H, Fonl L. S1~~rly S: :\pr~~~ ·1,;"iricrease hdth 

(:are for chikln.-n: the PNP program. Pcdiatrfr• 39: 
756-760. 1967 

.29. Dc:partmc:nt of Health, Eclu.:~tion, and \\"c:lf.u-e: b."t.end­

ing the scope o( nuning practice. Vl:.•hing:ton, DC. 

DPp:irtmcnl uf f-l<":llth, [ducation, ,111d Wcliarc:. HS\! 

7?.-2037. 1971 

3Q., Surgeon General: Healthy Pt-.ople: 'fhc Surga•n ~ncraJ's 

· · Rcpon: on HP:ilth Promotion and Disea.<c Pr<'·cntion. 

Washingtnn, DC, Deputment nf l'ublk °1"it" .. 1h:h and 

Iiuman Se1,'icc. 1980 

31. Murr;•y R, Zentner J: Nur.<ing Concepts for Hca.h:h 

•; Promv1 ;,.,,,. Englewood Cliff,, NJ, Prentice Hill. 1979. 

i p 17 

32. Schlotlddc R: I\ hr.we new nursing ,.·rirld. :\ .. -\C:'-"-l\"l'\ 
I 82:1-13. IYX2 

"I 

.I 

. · ..... ~ . 
.. :.··:.; •' 



JUN-13-1995 08:44 

DIVISION OF NURSING 

DATE: lllN \ 3 1996 

TO: Molly Brostrom FROM: Marla E. Salmon, ScD, RN, FAAN 
Domestic Policy Council Director, Division of Nursing 
The White House Parklawn Bldg., Rm. 9-35 

5600 Fishers Lane 
Rockville, MD 20857 

TEL: I I ~i::U:bA TEL: 301-443-5688 

FAX: 4 4. iii liU:S:r c?OoZ - ~~~ - 7~d?i? FAX: 301-443-8586 

Num})er of Paqes (xneludinq Cover): 

Molly, 

Per our conversation from yesterday see attached information. 
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ANA Talking Points 

6/13/96 

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 advocatinq 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 
- cownunity 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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5. The Clinton Adlllinistration 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 
Goverrunent 

-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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EXECUTNE SUMMARY . . 

America's nurses have long s1.1p~rte.d our nation's efforts _to ~~ale a heallh: care s>'"stem that a.s::;ures access, quality, and 
services at affordable cost<;. This document presents nursu1g s agenda for 11nmed1ate health care reform. We call for a 
basic Nc:ore" of essential health care services to be available to everyone. We call for a restructured health care system 
that will focus on the consumer.> and their healch, with services to be delivered in familiar, convenient siles, such as 
schools, workplaces, and homes. We call for a shift fTom the predominant focus on illness and cure to an orientation 
toward wellness and care:. The basic components of nursing's ~core of care" include: 

• A restructured heahh care system which: 

Enhances coo.sumer access to services by delivering primary health care in c:ommunity·basc<l settings. 
Fosters consumer responsibility for personal health. self care, and informed decision making in selectmg health care 
services. 
Facilitates utiliz.ation of the most cost~ffective providers and therapeutic opiions in 1h.: most appropriate settings. 

• A federally-defined standard package of essencial health care services available to all citizens and residents of the 
United States, provided and financed through an integration of public and private plans anc1 sources: 

A public plan, based on federal guidelines and eligibility requirements, will provide coverage for che poor a~~ create· 
the opportunity for small businesses and individuals, particularly those at nsk because of preexisring cond1t1ons an 
those potentially medically indigent, to buy into the plan. · 
A privat.e plan will offer, at a minimum, tht nationally standardized pack.age of ess~ntial s~rvices. This standard 
package could be enriched as a b.enefi1 of employment or individuals could purchase additional services if they so 
Choose. If employers do not offer private coverage, they must pay into the public: plan for their employees. 

• A phase-in of essential services, in order l() be fiscally rei;ronsible: 

Coverage of pregnant women and children is critical. This first step represents a c:osr-dfoctive investment in the 
future health and prosperity of the nation. 
One euly step will be to design services specifically to assist vulnerable populations who have had limircd access 
to our nation's health care system. A "Healthstari Plan" is proposed to improve the he.alth status of 1hcse 
individuals. 

• Planned change to anticipate he11lth service needs that correlate with changing national demogn1phic.<;. 

• Steps to reduce healch care costs include: 

Required usage of managed care in the public plan and encouraged in private plan.>. 
Incentives for consumers and providers 10 utilize mllJlaged care amngemenlS. 
Controlled growth of the health care sysiem through planning and prudenc resource ~llocation. 
Incentives for consumers and providers 10 be more cost efficient in exercising health can: 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 unnecessary bureaucratic controls and administrative pro~dures. 

• Case management will be required for those with continuing health care needs. C11sc management will reduce the 
fragmentation of the present system, promote consumers' active pariiciparion in decisions about their health, and ere.are 
an advocate. on their bi!half. 

• Provisions for long-term care, which include; 

Public: and private funding for services of short duration to prevent ~rsonal 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 arrangements. ' 

• Insurance reforms to assure improved access to coverage, including affordable premiums, rein.surance pools for 
catastrophic coverage, and other steps to protect both insurers and individuals against excessive costs. 

• Access t.o services assured by no payment at ibc point of service and elimin.itioo. of balance billing in both public and 
private plans. 

• Establishment of public/private sector review •• operating under federal guidelines and including payers, providers, 
and consumers·· to determine resource allocation, cost reduction approaches. allowable in.surance premiums, and fair and 
consistenl reimbursement levels for providers_ This review would progress in a climate sensitive to ethic.al issues. 

Additional resources will be required to accomplish this plan. While significant dollars can be obtained throuzh 
restructuring and other strategies, respciosibility for any new funds must be shared by individuals, employers, and 
government, phased in over several years to minimize the impact. 

Copyriglu 1991, AnsL.Va11 Ni.rsu Assoclallo11 (PR·lZ-91). Ordu 1-80()..637-()J]J. 
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TEN IMPERATIVES FOR ADMINISTRATION 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 l\ledicare 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 t.hat 
would ( 1) require providers to make available to the public certain infomiation 
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 
provisions. 

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 arid valuable resource for providing needed primary and 
specialty care services, particularly to underserved populations. ANA appreci:ites the 
Administr:ition' s previous support for direct Medicare 3.I1d MedicJ..id p:iyment for all 

-~·· 
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advanced practice nurses, regardless of geographic location or practice setting. 
Legislation has been introduced in the l 04th 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 inslirers 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 appointment to key federal positions, and we are continuing a dialogue with Mr. 
1'.~.ish 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...!'ing. It will also allow for a more 
comprehensive understanding of some of the changes effected by unprecedented health 
care restructuring and a continued shift away 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 HCF A 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; ~ficiarics. 
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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 c:ipitated 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. 
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For Internal Use Only 
ANA IMPERATIVES 
Summary of Status 

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

Summary Response: Yes, the Administration has opposed threats to patient safety and 
quality -- in particular in the fight to maintain nursing home standards. 

Breakdown of Imperative: 

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

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

Doubiful, given VP's regulatory reform. 

H) 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, HCFA 

Hi) 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 Qf 
Health Standards and Quality Bureau (410/786-6841) 

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 Qf the implementation Qf the OBRA 87 
nursing home enforcement regulation (implemented 7 I 1 /95). 



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. 

(a) Yes (b) No. 

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

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

"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 of 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 does encourage reform 
that increases access and quality: "Before approving any 1115 or l 915(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 of high quality. Certain services provided by advanced 
practice nurses, including nurse practitioner services and certifled nurse midwife 
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 lncll1de 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 of health plan contracts by HCF A may conflict with the 
Administration's policy of promoting stateflexlbility in Medicaid." 

3. 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 Council: she suggested that ANA 
Executive Director Geraldine Marullo would be better. While the President 
has not yet signed off on it yet. she ls 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 (1 /24). the Division of Nursing received ajunding 
certifi.catlonjor $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 of the data collection to occur. Ajl.nal installment will be 
needed sometime in 1997. (At a meeting with the ANA and other 
associations. Ciro suggested they assist lnjundlng and/or assist in 
securing funding tn approprlatlons--dtd anything come of this?). 

The National Sample Survey ls 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 ajew 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 
specifi.c employer if they are licensed and if the employer meets seven 
specifi.c criteria (e.g .. the employment is temporary; the employer has not 
laid q[f any American citizens for a number Qf 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 ls 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 ls resistant to the proposed change. Reportedly. 
there are also dlfferences 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). 



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. 

7. 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.) 

General response: Yes. 

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

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

b) 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 

NINR ls the smallest institute at NIH and none of the institutes get a 
specific allocation in the budget. However, NIH wlllfare relatively well in 
the budget process (the President requested a 4.4% increase). 

A related concern ls consolidation qf 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 qf 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). 



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 guidelines for 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. 

9. Support Reauthorization of Community Nursing Organization project (due to 
sunset at end of 1996) 

Too early to indicate definite support. Interim evaluation report due in 
.early 1996. This evaluation will examine whether the combination of 
capitated payment and nurse case management promotes the appropriate 
use qf 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 information 
indicates that approximately 95% qf 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. 
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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 qf 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 
officers. Rather they want the opportunity to compete for 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 slgniflcant responsibility that 
integrate them into higher levels of 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 competefor two-star generalships. (According to Gen. Adams, the 
change is working well in the Navy and Air Force.) General Alcld LaNoe, 
the Surgeon General of the Army. is sympathetic to the nurses' situation. 



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. Reliner 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 ls considering whether there ls anythlngfurther to be done. 
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Subtitle B - E.1.panded Medicare Choice 
Section 4202. BROADER CHOICE AMONG MANAGED CARE ORGANIZATIONS 

Non-Technical 

Page 7, line 9-14 

Change: Strike and insen "(A) TYPE OF ENrITY. - The entity is a health care provider or group 
of affiliated health care providers, including one or1mor~ hospitals." 

t I 
Explanation: PSOs could include groups of physicians. hospitals, nurse practitioners as well as 
other non-physician practitioners such as physicians assistants. The suggested change is cleaner 
than listing all possibilities. 

Page 7, line 18-21 

Change: Strike from " .. or nurse practitioners' through line 21. 

Explanation: Services provided by the PSO could also include nurse practitioners and other 
services. but at a minimum should ·include physician services. Only the change to (A) is required 
to open up the "membership" of the PSO. 

Page 8, line 25 - Page 9, line 15 

Change: Replace with ..... requirements for licensure different from the requirement for a 
contract under this part. If the Secretary detennines that the State has met the criteria for 
participation in the alternative certification and monitoring program described in 1851 H(b), the 
Secretary shall require the organization to obtain a license from the State.·· 

Explanation: Provides for a broader preemption of state law for PSOs. 

Page 9, line24 

C.hange: Insert before the period "either through the organiz.ations under rules developed by 
the Secretary or as otherwise provided by the Secretary". 

Explanation: Would allow enrollment and disenrollmcnt both through the Secretary (as in the 
bill) and through the plans. 

Page 59, line 12 

Change - Insert after "the following" ... "adjusted by factor, if any, determined under paragraph 

;1(, 
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Currently, Medicare makes direct payments to nurse practitioners (NPs) in rural areas and in 
nursing facilities. Medicare also makes direct payments to physician assistants (Pas) (payments go 
to the employer) in hospitals, nursing facilities, ,and in rural health professional shortage areas. 
This provision would allow physician assistant~ and nurse practitioners to be paid directly in all 
outpatient and home settings, as defined by the Secretary. ·Payment could be made directly to the 
NP or PA 

Under current law, Medicare also makes direct payments to clinical nurse specialists (CNSs) for 
services furnished in rural areas. CNSs, however, are not included in the provision above (section 
8707). There does not appear to be a good reason for this exclusion. Under proposed 
regulations that are currently under development in HCF A. the qualifications for NPs and CNSs 
are stipulated, and they are essentially identical. The NP or CNS must--

(I) be a registered nurse who is currently licensed to practice in the State where he or she 
practices, be authorized to perform the services of an NP (or CNS) in accordance with 
State law, and have a master's degree in nursing~ or 

,. 
.,. 
•. 

(2) be certified by a professional association recognized by HCF A that has, at a minimum, 
eligibility requirements that meet the standards in (I) above. 

Thus, if Medicare payment is to be expanded to other settings for certain nonphysician 
_s;..._..'-E;i.o:::·.::on:::::ers, NPs and CNSs should be treated the same. 

Treatments 

This provision would require Medicare to cover an oral drug that is an anticancer nonsteroidal 
antiestrogen for the treatment of breast cancer. The manufacturer of the drug must have a rebate 
agreement in effect which has substantially the same terms and conditions as the Medicaid drug 
rebate agreements. 

This provision would cover tamoxifen for the treatment of breast .cancer. Preliminary CBO 
estimates score this provision as a slight savings ($97 million over 7 years). This estimate is based 
on evidence that tamoxifen (if taken by estrogen-receptor positive breast cancer patients) would 
prevent a recurrence in 20 percent of the women who would otherwise have gotten a recurrence. 
Preliminary HCFA OACT estimates show a large cost ($3.8 billion over 7 years) and do not 
include a savings component. 

Providing for coverage of tamoxifen would provide a valuable benefit for certain women with 
breast cancer. It perpetuates the piecemeal drug coverage that is currently in title 18, but 
nonetheless is one step toward broader coverage of outpatient prescription drugs. The OACT 
estimate, however, would likely preclude its inclusion in a bill at this time. 

TOTAL P.03 
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ANA IMPERATIVES 
Summary of Status 

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

Summary Response: Yes, the Administration has opposed threats to patient safety and 
quality -- in particular in the fight to maintain nursing home standards. 

Breakdown of Imperative: 

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

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

Doubtful, given VP's regulatory reform. 

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

HCFA strongly supports protectlonfor whistleblowers: ANA given HCFA 
contact: Judy Berrlck. 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 (410/786-6841) 

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 7 I 1 /95). 



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. 

(a) Yes (b) No. 

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

!The imperative requested supportfor specljlc 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 of these services. and thereby increase 
Medicare costs. Neither HCFA nor CBO has estimated the cost of HR 1339/S 
972. but CBO scored a similar provision in the Republican Conference agreement 
that increased costs by $300 million from FY 1996-2002. The President's 
proposal does not include this provision."] 

b) Reject Medicaid waivers --Unlikely. although HCFA does encourage reform 
that increases access and quality: "Before approving any 1115 or 19 l 5(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 of high quality. Certain services provided by advanced 
practice nurses. including nurse practitioner services and certljled nurse midwife 
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 of health plan contracts by HCFA may conflict with the 
Administration's policy of promoting state.flexibility in Medicaid." 

3. Increase number of nurses appointed to visible federal positions. 

(Yes). Bob Nash asked Peg Clark to monitor: Recently. Virginia Betts was 
Q[fered a spot on OPM's Federal Salary Council; she suggested that ANA 
Executive Director Geraldine Marullo would be better. She will be named 
within afew weeks. 

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



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

(Yes. althoughfundlng not complete). Ciro Sumaya. head of HRSA. 
committed $200.000 to fund and conduct the initial stage qf survey {with 
1 %funds). The next installment. $400,000 will need to be made in 
February or March if the survey ls going to continue as planned. The final 
installment, also $400,000. will need to be paid in FY 97. At a meeting 
with the ANA and other associations. Ciro suggested they assist in 

funding and/or assist in securlngfunding in appropriations. 

The National Sample Survey ls 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 
specifi.c employer if they are licensed and if the employer meets seven 
specifi.c criteria {e.g .. the employment ls temporary; the employer has not 
laid off any American citizens for a number qf 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 AppendLx 1603.D.1 of the NAFTA. 

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

Canada in particular ls resistant to the proposed change. Reportedly, 
there are also differences qf opinion within the Administration: USTR and 
Commerce generally oppose changes to the NAFTA: DOL, INS. and State 
support this change. 

Appendix 1603.D.1 qf the NAFTA concerns "cross-border movement of 
professionals." Members of professions listed in the Appendix are eligible 
for expedited entry into the other NAFT A countries to practice their 
profession for a limited amount of time. Canada pushed for the inclusion 
qf registered nurses on this list (approximately 25% qf the Canadians who 
enter the U.S. pursuant to this Appendix are nurses). 



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. 

7. 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 DI.vision 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 Ln developing 
overall health policy at HHS.) 

General response: (Yes.) 

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

S.555 (Nurse Education Act/ Reauthorization of Title VIIIJ was held up in 
Senate because of a Coats abortion amendment. Sec. Shalala sent a 
letter to Sen. Kassebaum expressing support of S. 555 in March. 

b) 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 

NINR ls the smallest institute at NIH and none of the institutes get a 
spec!fi.c allocation in the budget. However. NIH willfare relatively well in 
the budget process (the President requested a 4.4% increase). 

A related concern ls 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. 



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. 

9. Support Reauthorization of Community Nursing Organization project (due to 
sunset at end of 1996) 

Too early to indicate definite support. Interim evaluation report due in 
early 1996. This evaluation will examine whether the combination of 
capitated payment and nurse case management promotes the appropriate 
use qf 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 of the 
general Medicare population. Preliminary descriptive information 
indicates that approximately 95% of current demonstration enrollees have 
0 to 1 ADL impairment: however. because outcome data ts 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[ficers. Rather they want the opportunity to compete for 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 signiflcant responsibility that 
integrate them into higher levels of 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 competefor two-star generalships. (According to Gen. Adams. the 
change is working well in the Navy and Air Force.) General Alcid LaNoe, 
the Surgeon General of the Army. is sympathetic to the nurses' situation. 
Gen. La.Noe discussed the matter with Gen. Dennis Reimer. the new Army 
Chief qf Stqff. at a meeting late this fall. While not opposing the change. 
Gen. Reimer askedfor further information. 



Gen. Adams suggested I discuss the issue with Mrs. Sara Lister. 
Assistant Secretary of the Army for Manpower and Reserve Affairs. 



ANA Meeting 

• Did they arrange a meeting with Vladek? Good communication? 

• Possible follow up if we need to be more responsive: 

-Funding for National Sample Survey 
-Appointments? Director. Bureau of Health Professions open 
-Our own Title VIII Reauthorization bill 
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Nursing Education/Practice Cluster 

Authorizing Legislation - Sections 820, 821, 822, 827, 830, and 831 of the 
Public Health Service Act. 

Nllr•ing 14/fraat Cluater •••••• 
Strengthening Capacity for 

9a1ie Nur1e !dueation 

1996 

&CtJ.IAl 

IA 

151,187,DDO 

and l'ractice ..... ,...... (51.436, 000) 

Nuree Pract/Nuree Midwivee 

' Other Adv Pract Nurses1 
Nuree l'ract/Midwives., .. C15.460,0001 

Advanced Nur•• Educ ..... Cll.134.0001 

Nurse Anesthetist 'l"rng.. !2. 4651. 0001 

rrof Nur•• 'l"rainee1hip1. C14,235,000I 

Increasing Nursing 
Worlc!orce Civenity.... ... 13.453.0001 

19'7 

,&,ggz::,n1d At.112n 

IA 

llJ, lll,DOO 

Cl0,5'4.0001 

C17,S86,0001 

(12,467,0001 

(2,765,000) 

C15.H1,0001 

13.865.0001 

Increesti 
19'8 or 

E1tim1t1 CIGE:llll 
al al 

17,700,000 -151,'81,000 

1998 Authorization. . . Legislative authority is being proposed. 

Purpose ond Method pf Operation 

The HRSA proposes to consolidate Title VIII nurse education authorities to 
provide for a comprehensive, flexible, and effective authority for Federal 
support of nursing workforce development. The programs affected are Nursing 
Special Projects, Advanced Nurae Education, Nurse Practitioner/Nurse Midwife 
Education, Professional Nurse Traineeships, Nurse Anesthetist Training, and 
Nursing Education. The nursing programs would be clustered under the 
following three headings1 

• Strengthening Capacity for Basic Nurse Education and Practice: 

• Nurse Practitioners, Nurse Midwives, and Other Advanced Practice Nurses; 
and 

• Increasing Nursing Workforce Oiversity. 

The Strengthening Capacity fpr Basic Nurse Education and Practice program 
replaces the existing Nursing Special Projects program (See. 820 of the PHS 
Act) ond would provide a stimulus for innovative approaches to strengthening 
basic nurse education and practice not only in the specific areas identified 
in the existing law but also in such priority areas aa: 

• provision of nursing services in schoole and other community settings; 
• care of underserved populations and other high-risk groups such aa the 

elderly, individuals with HIV-AlOS, aubatance abusers. and battered 
women; 

I 

• 
" II 

• 
II 

• 
II 

• • 
• 



I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

ID: FEB 18'97 11 :49 No.002 P.04 

103 

• case management, quality improvement, and other skills needed under new 
eyateme of organizing health care; 

• development of cultural competencies among nurses; 
• provision of emergency health services; and 
• promotion ~f career mobility for nursing personnel in a variety of 

training eettinge. 

The Nurae Practitippers. Nurse Midwives, and Other Adyansed Pr4ct1ce Nµraes 
program replaces the following existing nursing programs in the PHS Act: 
Advanced Nurse Education (Sec. 821), Nurse Practitioner/Nurse Midwife Training 
(Sec. 822). Professional Nurse Traineeships !Sec. 830), and Nurse Anesthetist 
Training (Sec.' 831). This broader authority would allow the support of 
nursing progr&ms that of !er preparation that is appropriate for advanced 
practice nurges in our developing health care environment, but which can not 
technically be supported und~r current legislation. These include case 
management, nursing informatics and nursing management/administration, which 
is critical for the many nurses who are in decision making positions. 

The Ipcreasing Nursing Workforce Oiver&ity progra1n would support activities 
similar to those now receiving aid under the existing Nursing Education 
Opportunities for Individuals from Disadvantaged Backgrounds program (Sec. 827 
of the PHS Act>. Grantees would have increased flexibility in the use of 
funds for the development of a variety of approaches to enhancing ethnic and 
racial diversity in nursing education and practice. 

Funding for the Nursing Education/Practice Cluster program for the last five 
years has been as follows: 

s 
1993 58,487,000 
1994 61,487,000 
1995 58,640,000 
1996 56,187,000 
1997 63,188,000 

Prggram Acqpmpli&hments 

The nursing education programs currently supported by Title VIII have had the 
following impact on the nation's nursing workforce, including: 

• To date, Title VIII funded more than 60 percent of all current nurse 
practitioner programs in the United States: 

• Approximately 50 percent of the graduates of these programs are employed 
in inner city and rural areas. 

• Title VIII has provided support to ovor 83 percent of the existing 
nurse-midwifery programs over tho past ~O years. 

• Programs receiving support from Title VII funding for minority and 
disadvantaged students have enrQllments in which 75 percent of students 
are from minC>l'ity groups, compared to the 16 percent average. 
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• Title VIII established and/or expanded over 50 percent of the currer.tly 
operating nursu managed clinics providing care to high risk and 
vulnerable populations. 

Rationale tor the Budget Regueat 

The· FY 1998 request of $7,700,000 is a decrease o( $55,488,000 below the 
FY 1997 appropriation given that market forces are already reconfiguring the 
nursing workforce. At thia funding level, funds would be used to support 
innovative de~onstration projects to assist in restructuring the basic nurse 
workforce to meet the future health care needs of the population. These 
demonstration projects could support innovative arrangements and programs to 
expand existing baccalaureate programs to underserved areas; phase out diploma }''' 
programs; establish collaborative arrangements between community colleges and fY\ 
universities to prepare baccalaureate nurse graduates; and increase diversity 
in the nurse workforce through effective recruitment, retention, and 
graduation strategies. 

Some funds could be used to support nursing clinics, which provide access to 
primary care services for underserved and unserved high risk populations. 
These clinics serve. as faculty practice sites a~ well as clinical sites for 
baccalaureate and graduate level students. 

Funds would be available to support analytic and planning activities to yield 
essential information on the statUR Of the nurse workforce. 

Qu,tcpme§: 

Under the proposed flexible authority and current FY 1998 budget proposal we 
would anticipate carrying out analytic studies and innovative demonstration 
projects targeted toward restructuring the nurse worktorce to meet the health 
care needs in a rapidly changing envirorunent. The outcomes of these projects 
would be related directly to the nature of these activities. 

I 
I 
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CLINTON BUDGET CONTRADICTS STA TE OF THE UNION .MESSAGE, SAYS 
AMERICAN NURSES ASSOCIATION 

Abandons nune education, patient access and protection 

WASHING TON. DC - Calling proposed cues in funding for health care programs alarming and 

conrradicrory co the priorities he articulated in his Stace of the Union address, the American 

Nurses Association (ANA) today denounced President Clinton's anempt to balance the 

budget by slashing critical programs in his Fiscal Year (FY) 1998 budget. 

ANA was particularly appalled to learn that one of the ways Clinton is planning to 

implement his SI. 7 trillion budget and move towards a balanced budget is by gutting 

funding for the Nurse Education Act (NEA). Funding for FY '98 is proposed at $7.7 

million - down from $63 million for FY '97 . 

... We are extremely disappointed by the president's budget proposal," said ANA President 

Beverly L. Malone, PhD, RN, FAAN ... Witham stable funding to support graduate-level 

education for nurses, we'll enter the 21st century ill-prepared to provide adequate health 

care to aging baby boomers and their grandchildren. 

MORE ..• 
• ......... 

AN"----·­_ ........ 
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BUDGET CONTRADICTS/2 .. 

'The administration has promoted excellent public policy through greater use of advanced practice 

nurses as a cost·effective way to increase access to primary and preventive health care services, yet 

this budget proposal would force some programs to close completely and it would dramatically affect 

some 4.000 studems who rely on trainee ships to make their education possible:· she said . 

. ;Thousands of today's registered nurses. including many single mothers and chose who came from 

low-incomes families. relied upon NEA funds in order to become professional nurses," explained 

Malone. 

••Given President Clinton· s emphasis on improving access to health care for children and the 

elderly, his obsession with education. and his commitment to helping the unemployed. 

particularly welfare mothers, move to gainful employment, we are absolutely srunned by his 

abandonment of nurse education," said ANA Executive Director Geri Marullo, MSN, RN. 

Despite the unanticipated setback, ANA and its state nurses associations plan to take their 

message to Congress, where the association has received bipanisan suppon for its priority issues. 

panicularly suppon for NEA funding. 

The Nurse Education Act, funded under Title VIII of the Public Health Service Act, provides ¢e 

Iion·s share of federal suppon for nurse education, the largest of the health professions. These 

funds support graduate-level programs primarily, which enroll approximately 30,000 students 

annually. These programs prepare registered nurses to assume advanced practice roles. Advanced 

practice registered nurse (APRN) is an umbrella tenn given to a registered nurse (RN) who has met 

advanced educational and clinical practice requirements beyond the 2-4 years of basic nursing 

education required for all RNs. The four principal types of APRNs are nurse practitioner, clinical 

nurse specialist, certified registered nurse anesthetist. and certified nurse-midwife. 

MORE ... 

Rn: IT 



BUDGET CONTRADICTS/3 .. 

In addition, monies in Title VIII fund nurse-managed clinics affiliated with university schools of 

nursing. Last year, these clinics, staffed by nursing students and faculty, provided more than 

32,000 primary care visits to a range of underserved populations. such as poor children and 

elderly in many inner cities. 

According to the Bw-eau of Labor Statistics demand for health care professionals is expected to 

grow by 47 percent by the year 2005, with the need for APRNs among the greatest. APRNs, such 

as nurse practitioners and clinical nurse specialists, are increasingly in demand to meet the broad 

health care needs of Medicare beneficiaries. An Institute of Medicine report on the role of nursing 

staff in hospitals and nursing homes released last January found that ''more advanced, or more 

broadly trained, RNs will be needed in the future ..... Such training is essentially like that now provided 

for RNs who receive certification as, for example, advanced practice registered nurses." 

Funding for other health professions education was also slashed. Funding for primary care and 

allied health professions education was cut, by 90 and 56 percent respectively. 'The education of 

future health professionals has always been a sound investment of federal funds," said Marullo . 

.. Yet, according to the explanation that accompanied this budget, the Clinton Administration no 

longer believes the federal government has a role in preparing the care givers of tomorrow." 

F unhermore, AN A is also distressed that the administration proposes to cut Part A (hospital 

reimbursement) of the Medicare program by $45 billion over six years without providing needed 

mechanisms for holding hospitals accountable for providing safe patient care, such as requiring 

public disclosure of nurse staffing levels and patient outcomes. 

MORE ••. 
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BUDGET CONTRADICTS/4 .. 

··several recent consumer surveys echo the concerns expressed by nurses during the past two 

years about the current direction of health care, where quality of care -- and the nw-ses who 

provide it -- are sacrificed in the name of cost-containment,·· said Marullo. "Medicare cuts of 

this magnitude, without patient protections. will exacerbate an already dangerous trend where 

hospitals substitute cheaper, minimally-skilled technicians for registered nurses in a short-sighted 

attempt to cut costs.'' 

On a positive note, the administration included a provision to provide direct Medicare 

reimbursement to all clinical nurse specialists and nurse practitioners, a long-standing goal of 

ANA, which will increase consumers' access to health care services. 

Ill# 

American Nurses Association is the only full-service professiofltll organitaiion represwing the nmion 's 2. 2 million 

Registered Nurses thr011gh irs 51 consrirut111 associations. A.NA advances the nursing profession fJy fosrerlng high 

srOl'lliards of nurring practice, promoring the economic and gerural welfare of nurses in rhe worlcplace, projecring 

a posirive and realislic view of nursing. and by lobbying TM Congress and regu.larory agencies on healrh ca.re 

issues affecring muses an4 lhe public. 

g:\relcases.97\budget2 distn"bution: entire 
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DOM-55 ELIM INA TE SUBSIDIES FOR HEAL TH PROFESSIONS EDUCATION 

Annual Savings Six-Year 
Curnulati\ r 

Total 

(Millions of dollars) 
1997 1998 1999 2000 2001 2002 

From the 1996 Funding Level 

Budget Authority 
Outlays 

256 
90 

256 256 
179 256 

256 256 
256 256 

256 
256 

l.536 
1,293 

From the 1996 Funding Level Adjusted for lunation 

Budget Authority 
Outlays 

263 
92 

270 
186 

The Congress provided._about $257 million to the 
Public Health Service in 1996 to subsidize education 
for physicians, nurses, and public health profes­
sionals. Those funds primarily furnish institutional 
support through grants and contracts to schools for 
designated training programs in the health profes­
sions. A limited amount of the assistance is provided 
through loans, loan guarantees, and scholarships for 
students. The programs promote training in primary 
care for physicians and other health professionals, 
advanced nursing education, and increased enroll­
ment of minority and economically disadvantaged 
students: 

o Primary care training. Several programs pro­
vide federal grants to medical schools, teaching 
hospitals, and other training centers to develop, 
expand, or improve graduate medical education 
in primary care specialties and other allied health 
fields and to encourage practice in rural and low­
income urban areas. Funding for 1996 is $121 
million. 

. f~ 

o Nursing education. The subsidies to nursing 
schools are meant to increase graduate training 
for nurse administrators, educators, supervisors, 
researchers, and nursing specialists, including 
nurse-midwives and nurse-practitioners. Fund­
ing for 1996 is $56 million. 

o Support for minority and economically disadvan­
taged students. Over half of these funds go to 

277 
270 

284 
278 

292 
285 

300 
292 

1,686 
I ,40~ 

professional schools for recruiting, training. anJ 
counseling minority and economically dis~i.I 
vantaged students. The remaining funds arl' f,., 
student loans and scholarships. Funding for I <)•11. 

is $80 million. 

Eliminating all of these subsidies would s:1" 
over the 1997-2002 period, about $1.3 billion 111l·.1 

sured from the 1996 funding level and abou1 Si : 
billion measured from the 1996 level adjusted !.·t 
inflation. The principal justification for this opl1•' 11 '' 

that market forces provide strong incentives fpr in.!: 
viduals to seek training and jobs in the health pr••lc• 
sions. Over the past several decades, physicians-- 1 ~·· 
principal health profession targeted by the suhsid"' 
have rapidly increased in number, from 142 11'1'' 
cians in all fields for every I 00,000 people in I '1'

1
· 

to 161 in 1970 and 244 in 1990. Projections In :~• 
American Medical Association indicate that thl· 1•-: 1 

number of physicians per capita will continuer.•,,.~ 
through 2000. In the case of nurses, if a sli.•r'..i!·: 
indeed existed, higher wages and better worki 11 ~ ,. ,­
ditions would attract more people to the pr•'fr''"''. 
and more trained nurses to nursing jobs. and"·'··'· 
encourage more of them to seek advanced tr;ii 111

";· 

Moreover because the subsidies go m:111 il' 
1

' 

institutions, they may have little effect on thl· ::''~ 1 
d . t t'c he> .. 

bers or characteristics of people stu ymg '1 
. , ., 

professionals. For example, most of the sub~ 1 .f 1 '": ·;:, 
nurses' training are directed toward incrca~in~ ' .. 
through baccalaureate degree programs and ;i.h _,r-. ·'· 

... ~ 



nly tO. 
: num~· 

health: 
ies for· 
'skillS:··.: 
' I .i,. ·~.' 

1anefi4; 
•"(·.:· 

cJucation in nursing, rather than raising the number 
,f new entrants into the profession. Similarly, over 
~Jlf of the funds for increasing enrollment of minor-
11, and economically disadvantaged students are used 
:,: ~upport schools' recruitment, training, and counsel­
inl! efforts. Many critics of the subsidies contend 
th;! schools in the health professions have a strong 
. ,1111nitrnent to recruiting students from diverse 
·' ~;i.:kgrounds. Given that commitment, schools 

1\l1uld probably continue much of their recruiting and 
tr:iining efforts even ifthe subsidies were eliminated. 

The major disadvantage of eliminating the subsi­
Jics is that the incentives supplied by market forces 

013,· not be sufficient to entirely meet the goals of 
thc~c health professions programs. For example, 

I 
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third-party 1~eirnbursement schedules for primary care 
may not encourage enough physicians to enter those 
specialties and may not include financial induce­
ments sufficient to increase access to care in rural 
and inner-city areas. In addition, fewer people might 
choose advanced training in nursing, which could 
limit the opportunities for the use of relatively inex­
pensive ph>Jsician substitutes. Another drawback 
relates to the goal of increasing enrollment of minor­
ity and economically disadvantaged students. To the 
extent that schools did not fully offset the cut in fed­
eral funds for scholarships, fewer such students 
might enter the health professions, possibly exacer­
bating the problem of access to care in medically 
underserved areas. 



AMERICAN NURSES 
\'11H;JNl.·1 T1mn1·:R llFT1s. JD. ivlSN. RN 
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ASSOCIATION 600 l\.l·\H\'l.ANI> t\\'ENlll·: S\V 

TO: 

SUITE 100 WEST 

WASHINGTON. DC 20024-2571 

202 651-7000 • FAX: 202 651-700 I 

v Jennifer Klein, Office of Domestic Policy 

(il·:lll MAHlll.1.0. ivlSN. i{N 
l·:xi-:<:llTIH: DIHE<:T!lH 

Chris Jennings, Special Assistant to the President for Health Policy Development 
Marilyn Yager, Deputy Assistant to the President for Public Liaison 

FROM: Marjorie Vanderbilt ·~~ 
Director, Federal Government Relations 
American Nurses Association 

DATE: January 16, 1996 

RE: Reimbursement for Advanced Practice Nurses 

The American Nurses Association (ANA) is most appreciative of your efforts to ensure that the 
President's budget proposal of January 6 included a provision to provide direct Medicare 
reimbursement for nurse practitioners in all outpatient settings. However, we would like to bring 
to your attention two areas of concern to us: 

1. The lack of any reference to direct Medicare reimbursement for clinical nurse 
specialists -- the other group of advanced practice nurses who are currently 
reimbursed only in rural areas. Medicare reimbursement for both clinical nurse 
specialists and nurse practitioners was included in the President's "Health Security 
Act". 

2. The failure of the President's package to include a proposal to provide direct 
Medicaid reimbursement for nurse practitioners and clinical nurse specialists. This 
is a proposal that has been sponsored in the Senate by Minority Leader Tom 
Daschle in the l 02nd, 103rd and 104th Congresses. 

Medicare and Medicaid reimbursement for nurse practitioners and clinical nurse specialists has 
been a key part of ANA's legislative agenda for many years. 

For your reference, I am attaching the legislative language on both Medicare and Medicaid 
reimbursement for nurse practitioners and clinical nurse specialists that is supported and lobbied 
for by ANA. 

We look forward to having the opportunity to discuss these critical issues with you at your 
earliest convenience. I can be reached at (202)651-7085. 

G:\Grel\mwv\whreimbmem. wpd 
1/16/96 
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S.972 As introduced in the Senate, June 27, 1995 

104th CONGRESS 
1st Session 

S. 972 

II 

To amend title XJX of the Social Security Act to provide for medicaid 
coverage of all certified nurse practitioners and clinical nurse 
specialists sen:ices. 

IN THE SENATE OF THE UNITED STATES 
June 27 (legislative day, June 19), 1995 

Nlr. Daschle (for himself, Mr. Inouye, Nlr. Harkin, ~fr. Hollings, Mr. Bingaman, 
Ms. Boxer, and ~fr. Akaka) introduced the following bill; which was read 
twice and referred to the Committee on Finance 

A BILL 
To amend title XJX of the Social Security Act to provide for medicaid 

coverage of all certified nurse practitioners and clinical nurse 
specialists services. 

============================== 

Be it enacted by the Senate and House of Representatives of the United 
States of America in Congress assembled, 

SECTION 1. lVIEDICAID COVERAGE OF ALL CERTIFIED NURSE 
PRACTITIONER AND CLINICAL 

NURSE SPECIALIST SER VICES. 

(a) In General.--Section 1905(a)(21) of the Social Security Act (42 
U.S.C. 1396d(a)(21)) is amended to read as follows: 



"(21) services furnished by a certified nurse practitioner (as 
defined by the Secretary) or clinical nurse specialist (as defined in 
subsection (t)) which the certified nurse practitioner or clinical nurse 
specialist is legally authorized to perform under State law (or the State 
regulatory mechanism provided by State law), whether or not the certified 
nurse practitioner or clinical nurse specialist is under the supervision 
of, or associated with, a physician or other health care provider;". 

(b) Clinical Nurse Specialist Defined.--Section 1905 of such Act ( 42 
U.S.C. 1396d) is amended by adding at the end the following new subsection: 

"(t) The term 'clinical nurse specialist' means an individual who-- _ 

"( 1) is a registered nurse and is licensed to practice nursing in the 
State in which the clinical nurse specialist services are performed; and 

"(2) holds a master's degree in a defined area of clinical nursing 
from an accredited educational institution.". 

(c) Effective Date.--The amendments made by this section shall become 
effective with respect to payments for calendar quarters beginning on or 
after January 1, 1996. 



--------------------- --

104TH CONGRESS 
lST SESSION S.864 

II 

To amend title ~vlII of the Social Security Act to provide for increased 
medicare reimbursement for nurse practitioners and clinical nurse special­
ists to increase the delivery of health services in health professional 
shortage areas, and for other purposes. 

IN THE SENATE OF THE Ul'rrTED STATES 

l\fa.Y 25 (legislative day, l\L.\..Y 15), 1995 

rdr. GR..\..SSLEY (for himself and Mr. CO!\"R..ill) introduced the follo,\ing bill; 
which was read t-,\ice and referred to the Committee on Finance 

A BILL 
To amend title J\.7\71II of the Social Security Act to provide 

for increased medicare reimbursement for nurse practi­

tioners and clinical nurse specialists to increase the deliv­

ery of health services in health professional shortage 

areas, and for other purposes. 

1 Be it enacted by the Senate and House of Representa-

2 tives of the United States of America in Congress assembled, 

3 SECTION 1. SHORT TITLE. 

4 This Act may be cited as the "Primary Care Health 

5 Practitioner Incentive Act of 1995". 



2 

1 SEC. 2. L'J'CREASED :MEDICARE REThIBU"RSEMENT FOR 

2 NURSE PR..\.CTITIOl'c'"ERS Al'ID CLINICAL 

3 NURSE SPECL\LISTS. 

4 (a) RE?IIOVAL OF RESTRICTIONS OK SETTINGS.-

5 (1) L'J GE:N""ER..\L.-Section 1861(s)(2)(K)(ii) 

6 of the· Social Security Act ( 42 U.S.C. 

7 1395x(s)(2)(K)(ii)) is amended to read as follmvs: 

8 "(ii) services \vhich would be physicians' serv-

9 ices if furnished by a physician (as defined in sub-

10 section (r)(l)) and which are performed by a nurse 

11 practitioner or clinical nurse specialist (as defined in 

12 subsection (aa)(5)) working in collaboration (as de-

13 fined in subsection (aa)(6)) with a physician (as so 

14 defined) which the nurse practitioner or clinical 

15 nurse specialist is legally authorized to perform by 

16 the State in which the services are performed, and 

17 such services and supplies furnished as an incident 

18 to such services as ,,~ould be covered under subpara-

19 graph (A) if furnished incident to a physician's pro-

20 fessional service;". 

21 (2) CONFORMING AlvIE:N"DMENTS.-

22 (A) Section 1861(s)(2)(K) of such Act ( 42 

23 U.S.C. 1395x(s)(2)(K)), as amended by para-

24 graph (1), is amended-

25 ( i) in clause ( i), by inserting ''and 

26 such services and supplies furnisheq as in-

•S 86-t IS 



1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

3 

cident to such services as would be covered 

under subparagraph (A) if furnished as an 

incident to a physician's professional serv­

ice." after "are performed, and"; and 

(ii) by striking clauses (iii) and (iv). 

(B) Section 186l(b)(4) of such Act (42 

U.S.C. 1395x(b)(4)) is amended by striking 

"clauses (i) or (iii) of subsection (s)(2)(K)" and 

inserting "subsection (s )(2 )(K) ". 

(C) Section 1862(a)(l4) of such Act ( 42 

U.S.C. 1395y(a)(l4)) is amended by striking 

"section 186l(s)(2)(K)(i) or 1S6l(s)(2)(K)(iii)" 

and inserting "section 186l(s)(2)(K)". 

(D) Section 1S66(a)(l)(H) of such Act (42 

U.S.C. 1395cc(a)(l)(H)) is amended by strik­

mg "section 186l(s)(2)(K)(i) or 

186l(s)(2)(K)(iii)" and inserting "section 

186l(s)(2)(K)''. 

19 (b) INCREASED PAYn'lENT.-

20 ( 1) FEE SCHEDULE A~'lOUNT .-Section 

21 1833(a)(l)(0) of the Social Security Act (42 U.S.C. 

22 1395Z(a)(l)(0)) is amended to read as follows: "(0) 

23 with respect to services described in section 

24 186l(s)(2)(K)(ii) (relating to nurse practitioner or 

25 clinical nurse specialist services), the amounts paid 

•S 864 IS 
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2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

24 

25 

4 

shall be equal to 80 percent of (i) the lesser of the 

actual charge or 85 percent of the fee schedule 

amount provided under section 1848 for the same 

service provided by a physician who is not a special­

ist; or (ii) in the case of services as an . assistant 

at surgery, the lesser of the actual charge or 85 per­

cent of the amount that \vould otherv.-i.se be recog­

nized if performed by a physician \vho is serving as 

. t d" an assistant a surgery, an . 

•S 864 IS 

(2) Cor--POR~UNG AlvIBND?l'IENTS.-

(A) Section 1833(r) of such Act (42 

U.S.C. 1395l(r)) is amended-

(i) in paragraph (1), by striking "sec-

tion 1861(s)(2)(K)(iii) (relating to nurse 

practitioner or clinical nurse specialist 

services provided in a rural area)," and in-

serting "section 186l(s)(2)(K)(ii) (relating 

to nurse practitioner or clinical nurse spe-

cialist services),"; 

(ii) by striking paragraph (2); 

(iii) in paragraph (3), by striking 

"section 1861(s)(2)(I()(iii)" and inserting 

"section 186l(s)(2)(K)(ii)"; and 

(iv) by redesignating paragraph (3) as 

paragraph (2). 



1 

2 

3 

4 

5 

6 

(B) Section 1842(b)(12)(A) of such Act 

(42 U.S.C. 1395u(b)(12)(A)) is amended in the 

matter preceding clause (i), by striking "clauses 

(i), (ii), or (iv) of section 1861(s)(2)(K) (relat-

ing to a physician assistants and nurse practi-

tioners)" and inserting "section 

7 1861(s)(2)(K)(i) (relating to physician assist-

8 ants)". 

9 (c) DIRECT PAYl\IENT FOR NURSE PRACTITIONERS 

10 A~~l) CLINICAL NURSE SPECL~ISTS.-

11 (1) IN GENERAL.-Section 1832(a)(2)(B)(iv) of 

12 the Social Security Act (42 U.S.C. 

13 1395k(a)(2)(B)(iv)) is amended by striking "pro-

14 vided in a rural area (as defined in section 

15 1886(d)(2)(D))". 

16 (2) CONFOR\IING Al\IBNDlYIENT .-Section 

17 1842(b)(6)(C) of such Act (42 U.S.C. 

18 1395u(b)(6)(C)) is amended-

19 (A) by striking "clauses (i), (ii), or (iv)" 

20 and inserting "clause (i)"; and 

21 (B) by striking "or nurse practitioner". 

22 ( d) BON1JS PATIIENT FOR SERVICES PROVIDED IN 

23 HEALTH PROFESSIONAL SHORTAGE .AREAS.-Section 

24 1833(m) of such Act ( 42 U.S.C. 1395Z(m)) is amended-

(1) bv inserting "(1 r ~ after " ( 111)"; and .. ~ 

•S 864 IS 



6 

1 (2) by adding at the end the following new 

2 paragraph: 

3 "(2) In the case of services of a nurse practitioner 

4 or clinical nurse specialist furnished to an individual, de-

5 scribed in paragraph (1), in an area that is a health pro-

6 fessional shortage area as described in such paragraph, 

7 in addition to the amount otherwise paid under this part, 

8 there shall also be paid to such service provider (on a 

9 monthly or quarterly basis) from the Federal Supple-

10 mentary :Medical Insurance Trust Fund an amount equal 

11 to 10 percent of the payment amount for the service under 

1') h" " _ t is part .. 

13 (e) DEFINITION OF CLTh'1CAL NURSE SPECL%IST 

14 CLARIFIED.-Section 1861 (aa)(5) of such Act ( 42 U.S.C. 

15 1395x(aa)(5)) is amended-

16 ( 1) by inserting "(A)" after " ( 5)"; 

17 (2) by striking "The term "'physician assist-

18 ant' " and all that follows through "who performs" 

19 and inserting "The term 'physician assistant' and 

20 the term 'nurse practitioner' mean, for purposes of 

21 this title, a physician assistant or nurse practitioner 

22 who performs"; and 

23 (3) by adding at the end the follmving new sub-

24 paragraph: 

. ·S 864 IS 
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1 "(B) The term 'clinical nurse specialist' means, for 

2 purposes of this title, an individual who-

3 ':(i) is a registered nurse and is licensed to 

4 practice nursing in the State in which the clinical 

5 nurse specialist services are performed; and 

6 "(ii) holds a master's degree in a defined clini-

7 cal area of nursing from an accredited educational 

8 institution.ii. 

9 (f) EFFECTIVE DATE.-The amendments made by 

10 this ser:tion shall apply Yvith respect to services furnished 

11 and supplies pro-vided m1 and after July 1, 1995. 

0 

•S 864 IS 



Question: 

Answer: 

Why doesn't your Medicare proposal provide for reimbursement for nurse 
practitioners and clinical nurse specialists? 

1 put a Medicare proposal on the table that will preserve the Medicare program 
and keep it financially secure, while not adding new costs for people on 
Medicare. I vetoed the Republican budget bill because it \vould threaten the 
Medicare program, beneficiaries access to care, and the quality of health care 
for everyone in this country. I very much appreciated your support for that 
veto and for all the work you have done to bring health care to all Americans. 

As you pointed out, a provision to reimburse nurse practitioners and clinical 
nurse specialists would have some costs associated with it. At a time when we 
were trying to cut as little as possible from the Medicare program, we did not 
include the provision. However, \ve are more than happy to work with you on 
it. 

15 
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PROVISIONS CONF. AGREEMENT (H.R. 2481) 

Floor on erea wag1 Sec. 8705 
lnde1 After October 1, 1995, the area wage index for 

hospitals located In urban areas cannot be less 
than the averaae rural waae Index in the State. 

AddHlonal payments for Section 8709 
phyalclan's services t lncrea&es the bonus payment for primary care 
rumlthed In ahortage services furnished In rural health professional 
areas shortage areas (HPSAs) from 10% to 20% 

effective 1011195. Effective 10/1198, for three 
years, maintains the bonus payments for areas 
that are removed from the HPSA llsl 

•Requires carriers lo provide Information on 
the program's providers to the Secfetary. 

t No provision. 

t No provision. 
~ ~ 

/physk:lan assistant a~ Sec. 8707 
nufll practlUoner Effective on 10l1195, physician assistants (PAs) 
payment. in outpatient and nurse practittoners (NPs) would be paid 
or home aettlng.s directly for servk:es in outpatient and home 

settings at 85% of the phyalclan fee schedule. 
Payments for PAs and NPs serving as 
assistants-at-surgery for services furnished in 
outpali~mt and home Hltings would be 85 
percent of the fee sctledule amount that would 
be paid for physicians serving as assistants-at-
suraeN. 

OR AFT HHS 12115195 

COALITION tH.R 2530) ADMINISTRATION 

$ec;8505 No provision. 

Same . 

Sec. 8511: No provision. 

•Same. 

•Same. 

• Requires the Secretary to studv 
the effectiveness of HPSA bonus 
payments on recruiting and 
retaining physicians in HPSAs and 
report to Congress in one year. 

• Requires the Secretary to develop 
a model Stale SCOD@ of practice taw. 

No provision. No provision. 

RURAL-P. 4 
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serrices"' the folloU'in1: ·•con.s&sting of prima.,,· earr serl"ites ras de· 
fined in stttion J842ri114~ 

w EX'TENSION OF PA FOR FOR.'fER SHORTAGE AR£AS. -
<11 ]N GENER.AL-Sear 183311111 142 U.S.C. 1395/lm11 is 

amended b,· striking ••area.• and. inserting .. area tor. in th<" rast 
on orea ·for u.'hielr the duip.~'tio!'I a.s a htaltlr professional 

sh orea under sueh !ltttion i.'.' • luJ'l"tlu•n. in rh.e case of 
ph_,•siei 'sen:iccs fumished to aueh on · dfridual d_11ring the 
3-,\•ear per begin.n.i116 on th.e ef{«ti&."e dai the wzthdrau•a.I 
of •11.~>i design a · _n 1. "', 

f2J EFFECTTVE-.1MTE. -The amendment madit ,. paragraph 
--- 111 shall apply ro ph_l~Sir.i(!ns' serf'ieo furnished in 11 area for 
~hieh the designation as a health professional shof'r.ag<" area 

under section 332taH11fAJ of the Publk Health Sen:i~ Act is 
u · drou•n on or ofrer Jon11ary 1. 1996. 
1d1 RING CAllRJETIS TO REPORT ON SERVICES PROVIDED. -

Serrion 1S42r'b-,,.31 142 t' .. (i.C. 139.iufb1rs11 is amended- ., 
t 1 J by strilr:Mg "and" ot tht' en.d of 1n1bp'Oqigroph t /J; and 
r:!1 b_,. insertin:g·-o.fter subparagraph (]/ the'{QJ.Jou.•irr1 neu· 
aro6raph: .. ·- . .: ""' 
1 •ill pror·id(' infornt~on to tM Secrera,,· ton ~h peri-

odir basis a the Seel'f!tary mD.'\'(efJllire1 on thl r:i·pes of ~l"id­
ers to u·hom th(' carrier makes aad~onal pa_,·ments for _rcrtain 
physicians' sen:iees pursuanr to seeti~1833tmJ. together u•ith 
o dcst'ription of thr serr ;ces furnished by such prodders: and''. 
1c1 EFFEC'Tt''E DATE. -1'h(' amendments made b,· subse~rions 

•01. •bi. and 1d1 shall app/_,. to physicians' sen·ices fu~nishtti on or 
r:frer Octobt!r 1 z99.; 
SEC. 11707. PAYMENTS T'O PHYSICIAN ASSISTANTS AND NUBS£ PRACT1· 

TIONERS FOR SERVICES FURNISHED IN OUTPATIENT OR 
BOllE SETTINGS. 

1a1 COVERAGE IN 0'f..TPATIENT OR HOME SE'mNGS FOR PHYSI-
CH!• ASSISTAJn"S AND NURSE PR.AC'11T.IONERS. -Section 
l86lrs1r211K1142 t'.S.C. l395rrsu2J1K11 is amended-

( 11 in elause (i1-

1A1 by striking "or· at the ena of subelause ti/I: and 
(1J1 b:• in.serting .. or ([VJ in an outpatient or homf' set­

ting as df:'fined b." the Secretory" follo9•ing ·shortage area.": 
ond 
r21 in clause 1ii1-

tA1 b)· srriking "in a skilled" and inscrtinc "in tf 1 a 
skilkd": and 

'fB, by inserting··. or tJ/1 in an ourpatirnt or homr set· 
ti11.g ras defined by the Secrt!tary·1." afrer ~,as defiried in sec-­
rion 1919•011·. 

fbi PAYMENTS TO PHYSIC/.~· ASSIST.#J\'TS AND NURSE PR.ACT/· 
T.IONERS IN OiTPATIENT OR HOME SErI1NGS.-

fl1 lN GENER.~.-Se<'UOl'I J8331r1rI1 142 l:.S.C. 1395/rrJrlJI 
is arnmded-

tAf b_,. in.scrting ··serr·ices described in Bl!Ction 
186ltsJf21fK1fii"l11 trelaring to nursr practitioner sen:ices 
furnished in outpatient or homC" settings1. and sert"ires de­
s~ribed in section 186J•)1121rK,,i1(N1 1relaring ro physician 
a.ssisrant aert:ic:es furnished in on ourpatient or home: set­
ting• oft1!'1' ''r"rol area 1. ·: and 

fB1 by .srriking "or clin.icol nursr '.spedalist• and in.sert­
i1&1 •elin.ka/ nurse sperialist. or ph)·sieion a.ssisrant•. 
<21 CONFORMING AMENDMENT.-Sertion 1842(b1f611C1 t42 

t'.S.C. 139Sufb1t6JtC1J is amended b:i· striking .. clauses 1i1. r"iii. 
or fit·1· and iMerting "subclauses th '1/1. or flll1 of clause ri1. 
clause tiiJ(/1. or clau5P 1it-1·. 
te1 PAYMVl'T VNDER THE FEE SCHEDUl..E TO PHYS/CW' ASSIST­

ANTS AND NURSE PRAC77TIONERS IN OUTPATIENT OR HOME SET· 
T1NGS.-
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rJ1 PHYSICJAJ." ASSIST.~75.-Sttrion 1842rb11J21 142 l.:.S:C. 

J395ufb1r1211 i.s amr:nded b_,. adding ar th' end the follou•ing 
neu· •ubparagrapk: . . . . . .. 
·<CJ With respect to 1en:ices deserib~d tn clause~ ~wlV1. r_wrl/J. 

and 1i1·1 of 1eerion 18611s1'2!(K! 1rclatr7:11 t~ phys1ci~n assistants 
and 11.urse p,.acritioners funushmg sen·u·cs zn outpatient or home 
serti11gs1-

.. fi1 payment under this part may on/_,. be made on an as-
signment-related basis; and 

"'t"ii1 the amoums paid under this part shall be equal to 80 
p<:rcent of f11 the lesser of tht' adual charge or 85 pereenr of the 
f« schedule amount prodded 11nder section 1848 for th.e samC' 
scrricr prot·ided by a physidan 1.1.•h:J is not a specioli1t: or 1]] 1 

in the case of serrices as an assistant at suricry. thr lesser of 
the actual ch.arge or 85 percenr of th.e an1ount that u'Ould other­
u·ise be reeognized if performed by a ph.\•sician u•ho is sert·ing 
as an assistant at surgery.". . . 

f21 CO.VFORMING AMEND.\!ENT.-Seetzon 1842,.b1r12:r/I.: r42 
C:.S. C. 1395u<bJl l2J1A11 is amended in the matter prereding 
clau11~ 1i1 by stri.kin.g "fi1. fii1." and in.serting "subclauses t/I. 
1lh or 11//1 of clause riJ. or subrlause rl1 of clause 1ii1·. 

r31 TECHNICAL AMENDME.VT.-Section 1842<b11J211A1 142 
C..:.S.C. 1395ur'bitl2nA11 is amended in tht marrer preCf!ding 
rlausC' rii by striking .. a physician assistants'" and inserting 
~physician assistants". 
1d1 EFF'E.CTIVE D.4.TE.-Thc amendments n1ade b,· this section 

~hR!I B"o'_,· f~ 9E'Fl"i"u fi1 rnjshrd on or after Ortobcr 1. ·1995. -SEC. 8708. EXPANDING ACCESS TO NURSE AIDE 'ING 11\' UNDER· 
SERVE:DAR 

t"a1 //\" GE/'1£11.AL. - etion 1819rfn211B1t"iii1f t42 U.S.C. 
1 1 f11211B1riiiJ<l11 &s amen in the matter preeedin ·em 101. by 
srril;:i .Mby or in a nursing foci z. ·''and inserting "'by a n sing fo­
<"ility 1or 't11 .. _su.ch a facility. unless State determines tha here 
s t10 other si:.rrh program offered u·ithin o...rensorrablC' dista11ce. o­
ides notice of thi!· approral to ~he State long tt!rm C"art om buds~1a . 
nd ass~res, through an 01·ersiq,ht effort. that an .. adequate enr:iron-
1..,ent ezists for such a program I . ' ' · · .. 
·,lb, EFFECTIVE DATE.~TM, amendment made b~>·8'(bseetion 101 

shall~,. to 11.urse aide training and rompeUnC":-· ct·a~rion pro­
prams un~sec:rion 1819 of thC' Srx:..ia/ Securit_,- Act u•hich arc of-
frred on or afi'~~~ber 1. 199~. '-

..;> ............. 
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NURSES 

Molly Brostrom and Jennifer Klein have been working with Marilyn 
Yager to respond to the American Nurses Association's request for 
greater responsiveness to their concerns from this 
Administration. Monday, they will meet with ANA representatives 
to discuss progress the Administration has made on a list of 
"Imperatives" they asked us to consider. 

An item the ANA will be particularly pleased with is our 
agreement to allow direct reimbursement to nurse practitioners 
and clinical nurse specialists under Medicare. Other issues they 
have asked us to work on include: patient safety and quality 
initiatives (the President's fight against repeal of nursing home 
standards is a key response to this concern) ; greater nurse 
representation in federal hiring; sunsetting of a DOL Visa 
program that allowed nurses to enter the country (Reich allowed 
program to sunset); and support for nurse education 
(reauthorization of the Nurse Education Act was held up in the 
Senate this year) . 


