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 modity 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 the 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 théy are requested in FY 1998,
They were not requested in clusters prior to FY 1996.

HEALTH PROFESSIONS (S in millions)
Clusters: FY 1993 | FY 1994 | FY 1995 | FY 1996 | FY 1997 | FY 1998
Nursing Education
sing Edtlcs §585 | S61.5 $58.6 $56.2 $63.2 $7.7
Primary Care/ $70.4 $80.9 $78.5 $74.8 $82.3 $7.7
Public Health : : : : : '
Minority/ |
Disadvantuged | 8912 $91.2 $91.2 $79.7 $89.3 $89.3
Enhanced Area
Health Education $44.5 $46.8 $48.4 $46.4 $54.6 $24.7
Centers '
Workforce ' L '
Development $138 $1.8 $1.1 $0.2 $0.7 $0.6
TOTAL $2664 | $257.3 | $276.7 | $257.1 | $290.1 | $130.0
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HRSA HEALTH PROFESSIONS - Detail

(BA in millions)
FY 1996 | FY 1997 | FY 1998
Grant/Cluster Enacted | Enacted | Recomm
Enhanced Area Health Education Centers Cluster:
Area Health Education Centers 23.1 28.5
Heaslth Education and Training Centers 34 38
Geriatric Programs 7.9 8.9
Rural Health Interdisciplinary Training 3.7 4.2
General Dentistry Training 3.4 38
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
Minority/Disadvantaged Health Professions Cluster:
Centers of Excellence 22.1 247
Health Careers Opportunity Program 23.9 26.8
Loan Repayment/Faculty Fellowships 0.9 1.1
Scholarships for Disedvantaged Students 16.7 18.7
Exceptional Financial Need Scholarships- 10.1 113
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 15.7 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 Basin Medical Officers Training 1.2 0.0
Cluster Subtotal 74.8 824 7.7
Nursing Education/Practice Cluster: _
Strengthening Capacity for Basic Nurse Ed & Practice 9.4 10.6
Nurse Practitioner/Nurse Midwives & Other APNs 43.3 48.8
\~s¥. - Advanced Nurse Education (11.1) (12.5)
\ns¥.  Nurse Practitioners/Nurse Midwife Education (15.5) (17.6)
\Ag . Professional Nurse Trainesships .y o * 5500 (142) | (159
Nurse Anesthetist Training 2.5) (2.8)
Nursing Workforce Diversity (dmadvantaged assistance) 3.5 3.9
Cluster Subtotal 56.2 63.2 79
Health Profeuionl Workforce Development Cluster:
Health Professions Data Systems 0.2 . 0.2
Research on Certain Health Professions Issues 0.0 0.5
Cluster Subtotal 0.2 0.7 0.6
HEALTH PROFESSIONS TOTAL 257.4 290.2

130.0

172197 8-$4 P4
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HRSA Consolidation Proposals
(1) Consolidated Health Centers

Purpose: 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.

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

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

(2) Programs for Special Populations

Purpose: 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 (Secnon 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 consolidation of Hansen's Disease services)

(3) Rural Health

Purpose: 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 Sections of the PHS Act and Section 711 of the Social Security Act
Status of Proposal: Proposed in FY 1996, FY 19_97, and FY 1998; not yet enacted.

(4) Hansen’s Disease o |

Purpose: To allow downsizing and re-configuration of the Hansen’s Disease program by
consolidating funding for the Hansen’s Disease Center (Carville 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.

Proposal: Consolidate Sections 338A, 338B, 338, 338L, and 846 of the PHS Act

Status of Proposal: Proposed in FY 1998
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January 22, 1997

Y Health Division

Office of Management and Budget

Please routc to:

Richard Turman Decision needed __

. Please sign -
Bar l) Clenden]n \ Q Per your request X
Pauline Abemathy Plcase comment L

For your information

With informational copies for
Subject: Health Professions Clusters HP'S and HD Chrons, NI:M, HPS,

.. Mill
other HRSA Consolidation Proposals Merk Millor
Phone: 202/395-4926
From: Chin-Chin Ip (¥ Fax: 202/395-3910
: Room: #7002
E-mail: ip_c@al.eop.gov

Attached is the justification of the Health Professions proposal, and a table showing annual
funding for Health Professions in fiscal years 1993 through 1998.

1f you have any other questions, please contact us. Thanks.
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JUSTIFICATION - Health Professions Budget Proposal

For over 30 years, thc Health Professions Curriculum Assistance Grants have attempted to
address three primary aspects of the health care workforce: (1) gverall physician supply, (2)
specially distribution, and (3) geographic distribution. There is little evidence that the Health
Professions gran(s have made much headway in addressing problems (2) and (3), and it is
generally agreed that (1) is no longer a 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 reviewcd 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 (sec Appendix), so the $130
million would be spent primarily on efforts that deal with the third issuc, the problem of
geographic distribution. To help alleviate the problem of geographic maldistribution, the Ilealth
Professions Curriculum 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 activitics such as academic health cducation centers (AHECs).

1) Diversity: Research shows that providers are most likely to practice in needy arcas il they
were raised in thesc areas, and that Black and Hispanic health care providers are more
likely to provide services to members of their own racial/cthnic minority group. An
article in the New England Journal of Medicine of May 16, 1996, “The Role of Black and
Hispanic Physicians in Providing Health Care for Underserved Populations,” found that
comnunitics with high proportions of black and Hispanic residents were far more likely
to have a shortage of physicians -- regardless of the average income of residents -- than
were other communitics. Authors of the NEJM article also found that black and Hispanic
physicians cared for significantly more black and Hispanic patients, as well as more
Medicaid and uninsured patients, respectively, than did other physicians'. Since
minorities are disproportionalcly represented within the medically underserved
population, a more concentratcd 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 care providers bring about a better understanding of the cultural and social context
of illness and disability among minorities”, arguably leading to more appropriatc and

-effective care.

“The study also found thc following: 1) Communities with large numbers of Black or Hispanic residents
were four times more likely than other arcas to have a shortage of physicians regardless of conununity inconie; 2)
Black doctors care for nearly six times as many Black patients as do non-Black doctors, and Hispanic physicians
carc for more than twice as many Hispanic patients as do non-Hispanic doctors; 3) Black physicians practice in
areas where Black residents avcrage 32 percent of the population, while whites practice in areas where Blacks make
up only 3 percent of the population. Hispanic doctors show a similar tendency, practicing in areas with considerably
larger numbers of other Hispanics than do white doctors (43 percent versus 18 percent); and 4) On average, 45
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 than their non-Hispanic, white collcagues.
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2) Community-based interdisciplinary training programs: These programs allow students to
reccive training in actual practice settings, while recciving the necessary support from
partnering academic institutions through telecommunications technologies. When
students arc introduced 1o knowledge and skills that other health professionals bring to
the health arcna, they are betier preparcd to work effectively in tcams 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, profcssional 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 programs include Arca Health Education
Centers (AHECS) and the Interdisciplinary Rural Training Grants.

APPENDIX - Additional Information

Evidence of the Market at Work
Testifying before the House Labor/HHS Subcommittee during the FY 1997
Niac ses D appropriations proccss, HRSA Administrator Dr. Ciro Sumaya assertcd his conﬁde.nce
" 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
carc physicians under managed care. The Wall Street Journal of October 22, 1996
reports that one-third of all physicians belong to managed care groups. The Journal
also includes the results of a survey (conducted by thc Medical Group Management
Association) involving 28,000 doclors in group practiccs -~ between 1991 and 1995,
averagc carnings 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. Finally, thc PPRC comments that several indicators (including relative
incomes, the availability of jobs, and medical students’ cxpressed specialty preferences)
“provide evidence that the market is signaling a modest shift in demand toward
generalist physicians.'

Another Factor in Provider Distribution: Medicarc payments
In addition to the Health Professions institutional grants and loans, 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 Medicarc on graduate medical cducation, roughly $250 million goes to nursing
>'c:ducatioxﬁ, according to Polly Bednash, cxecutive director of thc American Association
of Colleges of Nursing.

2 Physician Payment Reviow Commission, Anuual Report to Congress 1996, p. 309

% Bednash states that most of the $250 million is used specifically for diploma nursing education. From
State 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. '

m‘ T
HEALTH PROFESSIONS (S in millions)
Clusters: FY 1993 | FY 1994 | FY 199§ | FY 1996 | FY 1997 | FY 1998
Nursing Education ' .

% Broctios $58.5 $61.5 $58.6 $56.2 $63.2 $7.7
Primary Care/ : :
Public Health $70.4 $80.9 $78.5 $74.8 $82.3 $7.7

Minority/ $91.2 $91.2 $91.2 $79.7 $89.3 $89.3
Disadvantaged ’ ' ’ ' . ' '

Enhanced Area . H
Henlth Education $44.5 $46.8 $48.4 $46.4 $54.6 $24.7
Centers

Workforce )

Development $1.8 $1.8 $1.1 $0.2 $0.7 20.6
TOTAL $266.4 $257.3 $276.7 $257.1 $290.1 $130.0

e




national surveys of schools of nursing.

roliment.

nursing education.

CYCLICAL shortages of hospital nurses
inthe United States have long mofivated
public policies to maintain a large supply
of registered nurses (RNs) for inpatient
N employment.! Indeed, the supply of nurses

.’" has grown steadily, far outstripping popu-

Fiom tho Center for Hoalin Services and Polioy Re-
search, Schoo! of Nursing, University of Penngyivania,
Philacelphla,

Reprint requesta to Center for Heatth Services and
Policy Rescarch, School of Nursing, Universlity of Penn-
sylvania, 420 Guardian Dr, Philadelphia, PA 191048096
(Or Aikan). . .

1628 JAMA, May 17, 1995—Vol 273, No. 19
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Data Analysis.—Using hospital identifiers, data from threa data sets were
merged and analyzed to estimate percentage distributions of Medicare fundingac-  rjod, nurse employment in hospital in-
cording 1o types of educational programs, hospital characteristics, and studenten-  patient settings grew less than 6%.2
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Medicare Funding of Nurse Education
The Case for Policy Change

Linda H. Alken, PhD, AN, Marni E. Gwyther

Objectives.—To determine the magnitude and distdbution of US Medicare Inrecent years, the rato of growth of
funding for nursing education and to assass the extent to which Medicare funding ~ employment in outpatient settings has
contdbutes to meeting national heatth care woridorce priorities. outpaced growth of inpatient employ-

Data Sources.—Medicare Hospital Cost Report Information System, American ~ ment. Betwean 1988 and 1882, the em-
Hospital Association Annual Survey of Hospitals, and National League for Nursing 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-

Anecdotal reports of hospital inpatient

Results.—Fifteen percent of direct Medicare graduate medical education fund-  workforce restructuring, including re-
ing goes to hospitals for the training of nurses and paramedical personnel. Totaling ~ ductions in RN positions, are numerous
approximately $174 million In 1991, 71% of these funds went to hospitals for nurs-  but comprehensive research is still lack-
ing education costs. Most of the nation’s teaching hospltals (289 of 381 Councilof  ing- Authors of arecent study that evalu-
Teaching Hospltals member hospttals) and nurse education programs (1112 of ~ 2ted employment across eight occupa-
1484) do not quallfy under existing policies for Medicare nursing education reim-
bursement. Sixty-six percent of Medicare nurse training funds, totaling $114 million ¢4 predicted that 7% to 15% of cur-
in 1991, went to 145 hospitals operating diploma nursing programs; these pro-  rent acute care capacity eould be elimi-
grams produce less than 10% of nursa graduates. Three states (Pennsylvania,New  nated by the year 2000, Tesulting In &
l : Jersey, and Ohio) rec_elved neary ongjgﬂ (48%) of the $114 miilion for diploma  significant decline in demand rf;gxmmes

tions in hospitals, nursing homes, and
other health care settings in New York

—_—————— e

and other inpatient pergonnel¥ Another

Concluslons.—Medicare Is the largest single source of federal support for  recent study analyzed survey responses

: ursing education. Yet, the majority of Medicare nursing education funding goesto  ©f chief nursing executives in 76 hospi-
| hospitals affiliated with an Increasingly smaller, idicsyncratic subset of nurse traln-  talsthat had recently completed restruc-
; ing programs. Unilke graduate medical education, Medicare supports primarlly ~ tWring projects (executives from 68% of
reprofgssional education in nursing. Graduate education, including the prepara-

ti nurse practitioners, does not generally qualify for reimbursement. Medicare
reimbursement for nursing educatlon@e

eligible hospitale responded). Ninety
percent of responding chief nursing ex-
ecutives repurted reductions in jobs re.
retargeted. sulting from restructuring and 87% of
(JAMA 1995213:1528-1532)  (hege hospitals had eliminated RN po-

sitions.?
lation growth, Nurse-to-populationratios . In 1990, even bcfore recent escala-
increased from 246 nurses per 100000  tionsin hospital restructuring, The Sev-
eople in 1950 to 726 per 100000 people  onth Report to the President and Con-
19923 An average of 50000 nurses  gross on the Status of Health Personnel
have been added to the workforce every  in the United States concluded that the
year for the past decade* Most of this  mix of nurses by educational level was
increascd supply has been absorbed by  out of balance with national needs.® Ac-
hospitals, where two thirds of nurses are  cording to this report, the nation will
Enﬁoiém tho Yestructuring of the  facoasubstantialshortage of nurses edu-
hospital industry ralses important con-  cated at the baccalaureate and graduate
cerns regarding the likellhood that hos-  levels by the year 2000, while having an
pitals will continue to absorb new nurses  excess supply of nurses with less thans
at cwrrent rates of production. baccalaureate educstion. The need to

Medicare Funding of Nuree Education—Aiken & Gwythar
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increase production of advanced prac-
tice nurses to meet the demands cre-
ated by the growth in managed care has
received attention from soveral recent
workforce policy reports.*!

From its inception, Medicare has re-
imbursed eligible hospitals for a portion
of the costs associated with the tralning
of nurses and paramedical personnel, in
edditionto hysidans.Yet.,lltﬂeislmown
sbout the magnltude and nature of Medi-
care expenditures for nursing education,
or the effect of these expenditures on the
composition of the health care workforce.
Attention to Medicare policies and ex-
penditures for nursing education has been

notably absent from assessments of the
adéquacy of the health care workforce
. and from recent legislative proposals to
modify Medicare graduate medical edu-
catlon (GME) policies. In an era of in-
creasingly conatrained resources, and in
view of the need to restructure the health
care workforce for the future, an appraisal
of Medicare nursing education expendi-
tures is overdue.

BACKGROUND

The orgunization and financing of
nursing education differs in important
ways from that of medical education.
Three different kinds of education pro-
grams (8-year hospital diploma, 2-year
associate degree, and 4-year baccalau-
reate degree programs) prepare RNs.
These program types vary in length,
content, and financing. The last com-
prehensive study of sources of revenue
for nursing programs was conducted in
1974; thus, there is no detajled informa-
tion available to compare nursing and
medical school financing.'*? There are,”
however, several obvicus differences.
First, all three types of nursing schools
depend more on tuition than do medical
achools. Data in the Table from institu-
-tions of higher education where about
90% of nursing programs now reside
suggest that tultlon constitutcs between
17% and 40 revenues,™ compared
with about 4% for the revenues of medi-
cal schools.¥Service revenues from prac-
tice plans and hospitals, including Medi-
care payments for GME, are the most

(/ important source of ﬁnancmg for medi-
cal schools, accounting for 48% of total
revenues. In contrast, patient care funds
are an important source of nursing edu-
cation funding primarily in hospital-
based diploma nursing programs.i®

Since established by the Social Secu-
rity Amendments of 19685 (Public Law
83-97), the Medicare program has reim-
bursed hospitals for a portion of the edu-
cational costs of tr physicians,
nurses, and certain paramedical person-
nel The original aim of this funding was
the promotion of high-quality inpatient

JAMA, May 17, 1885—Vol 273, No. 18

Distribution (%) of Tolal Kevenuas or msmui]u nN w -2u$ o ?.Zuwnuu 19...:..,2..9... I\!..D ' ..Q.E].-l .E ..'.93
: Services
Slatat.ocal Federa! . -
. Tulion Govemment  Resesrch  Hospitalt Otherg  Other

Medical scnoolsy 4 ik - 19 12 28 17
insttutions of highat education] .

Public universities 17 k1 12 19 14 8

Public 2-year colleges 20 64 5 o . .7 ]

Private universities 40 ] 16 T 18

*Not spedific to nyrsl

tModicare educationa

Tmnues are included under the hosphal ca!

$Other services for medicaf schools sre primartly practics plan revenues; for Ingtitutions ol higher education, other
senvites indude ocumlluml activiies and auxiiiary entarpdsses.

§Data from Geanem et al.¥

[Data from Nationas Centsr for Education Sunsuus US Departmant of Education.' Touln may exooed 100%

becauss of rounding.
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Flgure 1.—Nurse graduates by type of education program, 1860 through 1881. Data from National League

f{or Nursing, Division of Research.'s'”

care for Medicare beneficiaries, as put
forth in the following legislation:

Muny hospitale engage in substantial educa-
tional activities, ineluding. .. the training of
nurscs and the training of various paramedi-
cal personncl, Educational getivities enhance
the quality of care in an Institution, and it is
intended, untll the community undertakes to
bear such education costs in some other way,
that 2 port of the net cost of such activities
. . » 8hould be considcred as an element in the
cort of patient care, to be borne to an appro-
priatc extent by the Hospital Insurance pro-
g:nm (5. Rep. No. 404, 89th Congress, 1st

s3. 86 (1985); H.R. Rep No. 218, 89th
Congress, 1st Sess. 32 (1960)).1

Providers are defined in the legisla-
tion to include hospitals, skilled nursing
facilities, home health agencies, and
other health care facilities; however,
hospitals are the institutions recefving

pa.{rnent.

n contrast to Medicare’s policy of
supporting postgraduate clinical train-
ing of physicians, Medicare's support of

nursing education goes to hospitals for
ﬁpmfesaional programs preparing

S, Medicare reimbursement regula-
tions pertaining to nursing education
have been revised repeatedly, creating
confusion among fiscal intermediaries,
hospital officlals, and training programs,
as well as inconsistencies in reimburse-
ment. According to current regulations,
Medicare reimburses hospitals that. le-
gally operate approved nurse education
programs for a ghare of their classroom |
and clinical costs, based on the propor-
tion of the hospital’s patients who are
Medicare beneficiaries. Hospitala may
receive reimbursement for clinical costs
incurred in association with nonpro-
vider-operated nursing education pro-
grams only if (1) the provider was reim-
bursed for clinical training coats during
the latest cost-reporting period ending
on or before October 1, 1889; (2) the pro-
vider’s portion of allowable clinical costs
does not exceed the previous period’s
portion; (3) the provider shows benefits

Medicare Funding of Nurse Education—Aiken & Gwyther 1528
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Figure 2.—Actusl and projected Medicare pay-
ments 1o hospitals for nursing education, 1991
through 2000, compared with present Thie VIl
funding. (Data sources: Medicare 1994 and 2000
estimates from the Office ot the Actuary, Heanth
Care Financing Administration, unpublished Gata:
1591 Madicare data from Mediasre Hospltal Cost
Repon Information System filgs; and Thie Vil fund-
ing Information from Division of Nureing, Bureau of
Health Prolesslons.)

1061

from the support it furnishes through

the provision of clinical services by stu-

dents; and (4) the associated costs to the

provider do not exceed those that would

accrue if the Irovlder legally operated
gram.

The net result of the “provider-
operated” provigions is the exclusion of
most nursing education programs ¢on-
ducted under the aegis of institutions of
higher education—2- and 4-year col-
leges and universities where approxi-
mately 80% of nurses currently receive
their education (Figure 1).1%"" In 1960,
more than 900 hospital-based diploma
programs produced 83% of the natlon’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 Medicare’s support of health profes-
sions training. Yet, in the cage of nurs-
{ng, changes in hospital stafling and
education since the passage of Medicare
substantially altered the role of atu-
dents in patient care. In the pre-
Medicare hospital, fewer graduate
nurses were employed than Is the case
today, and students were an important
source of supplemental labor. Medicare,
with jta copt-based reimbursement
scheme, facl im%d new
positions for ug e8] Ba—
twee19728nd 1993, the raligof gradu-
ate nurscs to patients in community
hospitals increased from an average of
50 to 106 nurses per 100 patients in
keeping with an increase in the average
acuity levels of patients.®® With a
larger cadre of fully trained nurses,
hospitals became less reliant on stu-
dents to provide patient services. Ad-
ditionally, current hospital aceredita-
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tion guidelines do not permit student
nurses to be counted In the computation
of nurse staffing, and the secrediting
body for nursing education programs
limita the amount of time students can
g‘; reqc\;lired to nfrovigle pauenc;?ire.

ese changes, in addition to sc ta-
tion réguirements for Increased class-
room preparation, significantly in-

crensed the costs to hog
n ‘ ools. Moreover, the rapid
growth of community college programs

in the 19708 and 18808 provided an ad-
equate supply of nurses in most com-
munities, grvﬂag hospitals less of an in-
centive to operata their own programs.

DATA SOURCES AND ARALYSIS

Three data sources were used in con-
ducting our analyses: the Health Care
Financing Administration (HCFA) Hos-
pital Cost Report Information System
(HCRIS), which provides Medicare cost
and reimbursement information by hos-
pital; the American Hospital Associa-
tion Annual Survey, which provides de-
tails on the characteristica of hospitals;
and the National League for Nursing
nursing school enroliment statistics. The
HCRIS contained data from the eighth
year of the prospective payment sys-
tem, a period beginning and ending any-
where from September 1990 to October
1992 dependingona hospital’s fiscal year.
For the sake of simplicity, hereafter we
refer to prospective payment system
year 8 as 1891,

Using individual hospital identifiers,
we merged the HCRIS dataset with the
American Hospital Association 1991 sur-
vey data to inform our analyses with
further details on the characteristics of
hospitals receiving Medicare reimburse-
ment for nursing education programs.
For hospitals with programs approved
by the National League for Nursing, we
added nursing school anroliment data
for 1991 to the merged data files. Qur
analysis is deseriptive and reports per-
centage distributions of Medicare furnd-
ing by program type, hospital type, snd
estimates of per student Medicare fund-

ing for diploma nursing programs,

RESULTS
Types of Programs Funded

In 1991, 760 hospitals recejved an es-
timated $246 million for educational pro-
grems for nurses and paramedical per-
sonnel, accounting for about 16% of Medi-
care direct GME payments. Comparing
our estimates of 1991 expenditures with
those from an earlier study, Medicare
payments to hospitals for nurse and para-
medical personnel education has in-
creased while the number of hospitals
receiving Medicare funding has de-
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creased. Between 19856 and 1991, the
number.of hagpitals receivine Medicare
reimbursement declined by 10%, from_
885 to 760, while the average payment ,
per hospital rose by 17%.

Thirteen types of nonphysician train-
ing programs are approved for Medi-
care funding: professional nursing, pras-
tical nursing, nurse anesthesia, medical
technology, medical records, x-ray tech-
nology, physical therapy, oceupational
therapy, pharmacy residencies, inhala-
tion therapy, hospital administration, di-
etstic internships, and cytotechnology.
Other types of programs may be con-
sidered for funding on & case-by-case
basis.

Our analysis of HCRIS data fromi 1531
shows that hospitais received & total of
$174 million, or 70% of nonphysician
GME expenditures, as relmbursement
for the costs of nursing education (pro-
fessional and practical). The remaining
funds, totaling $71 million in 1891, re-
imburseqd hospitals for costs assoclated
with paramedical tralning (including
nurse anesthesia). The HCRIS dataset
does not incJude information on the type
of paramedical programs for which hos-
pitals receive Medicare reimbursement,
and a special study is required to com-
pute this information directly from Medi-
care hospital cost reports. The last such
study, reported in 1988, found that ra-
diogruphy and medieal technology pro-
grams accounted for the largest Medi-
care expenditunes for paramedical per-
sonnel.®

According to recent unpublished pro-
jections from HCF A, hospitals will re-
ceive approximately $248 million in
Medicare support for nursing education
in 1994, rising to some $420 million by
the year 2000 (oral communieation with
John Wandishin, HCFA Office of the
Actuary, March 1995). By comparison,
as illustrated in Figure 2, Title VIII
Public Health Service monies, which con-
stitute most of the other federal support
for nursing education, now tota) roughly
$60 million a year. Medicars is thus the
single largest federal source of support
for nursing schools. In addition, an im-
portant distinction between these two
sources of funding is that Medicare fund-
ing for nursing education has been a
stable and recliable resource, increasing
from yeartd yemr-becaust It is an on-
titlement, and thus not subjected to th
congressional appropriations process
is Title V1II. However, Title VIII mon
fes go directly to educational programs,
whereas Medleare funds accrue to hos- |
pitals' general revenues and are not spe- |}
cifically earmarked for education.

Of the 1484 nureing education pro-
grams, 872 programs received Medicare
support indirectly through their affili-

* Madirara Fundina of Nursa Edycation—Aiken & Gwyther

R e ————————




ated hospitals. The mgjority of programs
risceived no such suppart. Hospitals with
diploma nursing programs vecelved 66%
of the totel Medicare nurning educstion
funds. Some 145 hospitals associated
with 144 diploma programs received an
estimated $114 million in Medicare fund-
{ng, more than twice the amount for all
nursing pro supported by Title
V111 funds, finding is particularly
noteworthy in light of the steady de-
cline in diploma achools over the past
decade, from 803 In 1981 to 145 in 1891,
despite these programs’ favorable re-
imbursement status. ‘
Nurse anesthesia is the only type of
" gradusate nurse training receiving Medi-
care relmbursement under current ing education averaged only $32400,
policy (and {s categorized by Medicare  amounts quite small relative to the size
as paramedical training rather thanmas-  of thelr spercting budaets On the other
ing). In 8 survey of the 92 operationui  hand, 54 hocpitale, sccounting for 16% of
nurse anesthesia programs, the Ameri-  al) hospitals receiving Medleare fund-
ean Association of Nurse Anesthetists  ing, each received in excess of $1 million
documented that 31 hospitals associated  in 189]. Forty of these 54 hospitals had
with nurse anesthesia programsreceived  diploma nursing programs. Thus, the fact
an estimated $2.2 million in Medicare that 872 hospitals and their afflliated
- relmbursement {n 1992. Reimbursement  nursing programs recejved some Medi-
amounts per program were modest, carepayment for nursing educationover-
varying from a low of $15390 to a high  states the number of hospitals and pro-
of $126 000.® grama substantially benefiting from cur-

\ i 1 h
Characteristics of Hospitale Funded rent policy, since a large share recelved

. relatively small amounts.
More than 80% of Medicare funding

for nursing education went to private,
“@L&%}M“- Most of the public
hospitals receiving funding were state-
owned teaching hospitals; these insti-
tutions received less than 4% of the
funds. City and county public hospitals
received approximately 8% of funding.
Hospitals with more than 300 beds gar-
nered 70% of nursing education reim- .
bursement. Among the 145 hospitals sup-
porting diploma programa funded by
Medicare, only 18 were located in rural

areas,

Only 24% of Counci) of Teaching Hos-
pitsls (COTH) member institutions re-
ceived any Medicare reimbursement for
nursing education in 1991; funds to these
hospitale accounted for only 28% of all
Medicare nursing education funding.
Hospitalsthat belongto COTH received  ca! residents. The average per student
pignificantly lower average reimburse-  annual Medicare payment to hospitals
ment amounts for their nursing pro- j for diploma schools of nursing was $5028

‘'hree states—1I'€NNSBYIVAIUY, New yu1~
fisey, and Ohio—account for one half of
¢ total Medicare payments for diploma
nursing education. Pennsylvania gets $1
of every 85 Medicare spends on nursing
education. The clustering is explained
by the location of the few remaining
hospital diploma nursing programs.
Bixty-six of the 144 funded diploma pro-
grams are Jocated in these three statea.

Hospltal Varlations
in Medicare Reimbursement

Medicare reimbursement for nursing
education also varies across hospitals,
On the one hand, one third of hoapitals
receiving any reimbursement for nurs-

Medicare Payment
per Student Enrolied

The hospitals that benefit most from
existing Medicare policy are thoge op-
erating diploma nursing echools, Given
the substéntial resources directed to
these few hospitals, we calculated the
average Medicare payment per student
to assess tha relative efficiency of this
type of educational investment. We es-
timated the average per student reim-
bursement amount for every diploma
program by dividing total Medicare pay-
ments for nursing education by student
enrollment figures (as reported by the
National League for Nursing).® This ls
a rough cstimate since Medicare funds
do not pay nursing student stipends as
{s the case for Medicare funding of medi-

grams than non-COTH hospitals, ex- [f| in 1991, ranging from a low of $761toa
Plained by the fact that the largest pay- | high of $22876. Medicare rcimburses
ments were directed to hospitals with [’ only a portidh 6f the costs of educational
diploma nursing schools. Most COTH  programs, generally around 30% depend-
‘hospitals are affilisted with university- ing on what proportion of & hospital’s
based nursing schools, and are there-  patients are Mgdicuo\b‘e;xeﬁdaries.
fore generslly ineligible for substantial ~ Hence, just ag¥uitun et g% estimated
Medicare funding. edicare pa

Geographlc Distribution 7
of Madicare Relmbursement #

Medicaro reimbursement of nursing
education {8 clustered geographieally.

ents per resident
Physician at $18 600 but the mean rate
of payment at $48900,% the mean an-
nual payment Tate for diplome nursing
students could be estimated to averag
approximately $15000, .

JAMA. May 17, 1995—Vol 273. No. 19
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* Our analysis has scveral limitations.
First, it was not poseible to conduct
mesringiu) trend anclyeez of HCRIS
data given the numerous changes in
Medicare payment policy over time. Sec-
ond, HCRIS datas lack epecificity on the
types of programs for which hoepitals
repart costs, categorizing these amounts
into two broad categories: nursing or
paramedical, Third, while hospitals cal-
culaste reimbursement for nursing and
paramedical education as part of the cost-
reporting process, it was difficult to es-
timate the actual payment amounts re-
cefved by hospitals using the national
HCRIS data elements. Currently,
HCF A uses a crude estimation method,
whereby a direct medical education pay-
ment is calculated that includes the costs
of educating interns and residents,
nurses, and paramedical personne). This
total is then broken down into nursing,
paramedical, and intern/resident reim-
bursement figures based on the ratlo of
costs attributable to any one of these
three program types over the calculated
total direct medical education payment.
We used this method in constructing
our estimates. Finally, one must hold
suspect the exactness of the costs re-
ported, as these data are revised quar-
terly and are rarely audited for validity.

Even given these limitations in the
dats, our findings are straightforward
enough to raise serfous concerns about -
the appropriateness of current Medicare
relmbursement policy for nursing edu-
cation. Ejrst, we have confirmed that
Medicare paymenta to hospitals for nurs-
ing education constitute the largest -
source of federal support for nursing
education. Hence, Medicare is an im-
portant potential policy vehicle for shap-
ing the nurse workforce to meet the
needs of the nation's health care ystem
in the 21st century. Medicare payments
for nursing education are too large tobe
treated with the benign neglect that has
characterized policies to date.

Seeond, our findings suggest that by
biasing funding eligibility to hospital-op-
eidtéd programs, Medicare has become
a source of unrestricted support for an
increasingly smaller subset of hospital-
based programs that lie outside the main-
stream of health professions education.
Only 372 of the 1484 nuraing education
programs training futurc RNs received
any Medicare support. Hospital diploma
programs, which received the majority
of these funds, had enroliments of less
than 23 000 out of a total enrolled nursing
student Eopuhtion of 237598, and were
clustered in two regions of the country.

Third, Medicare’s nursing education
funding policies are st odds with na-
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tional health care workforee priorities.
Shortages have been projected for
nurses trained at the graduate level in
advanced clinical pract{ee®® and at the
baccalaureats level for roles in out-of-
hospital settings.”® Such programs re-
celve little support from Medicare. In-
deed, Medicare funds support the edu-
cation of a type of nurse estimated to be
in excess supply.® Moreover, Medicare
funds go entirely to hogpitals—a ques-
tionable setting for edicating nurses for
ambulatory care. Finally, Medicare's
policies are contrary to the recommen-
dations of the Goldmark report™ of
1922—which s to nursing educstion
what the Flaxner report™ is to medical
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CHAPTER 1
a The Social Mandate and Historical
“he
e Basis for Nursmg 3 Role in Health ¥
v Promotion
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calth
tness Nurs'mg is concerned with the ad-  greatest humanimyiahs." Nursing's traditon of cs-
417, aptation of individuals and groups to actual as well as pousing health promotion is dircctly atiributable to ¥
potential health problems, the environments that'in-  her. She clearly “articulated nursing’s practice do- it
hool fluence the individual’s health, and the numng inter- main. Nursmgs basic philosophy was defined by bE
rsing ventions that promote health.! Schlotfcldt® defines  Nightingale® as “the same laws of health or of nursing, L
nursing as “‘assessing and cnhancing the general health  for thcy are in reality t}u. same, obtain among the well i
ics — “status, health asscts, and health potcntials of human as among the sick. . . ."" She believed nurses must put
sence .bemgs" Both definitions of nursing emphasize the the patient in the best condition lor narure to act &
‘promotion of health, which is defined by Pender® “a upon him or her.’ Nightingale identificd basic prin- 4
314, .acdvities directed toward developing resources of ciplcs of nursing, such as creating those conditions in g
Rete clients that maintain or enhancc well being and sclf  which the restoration and preservation of health and 3
19:53 -dctualization.” Nursing's renewed emphasis on health the prevention of disease and injury were possihic. * ;
' “promotion had its roots in the teachings of Florence She stated that “health is not only lu be well, but to
pcation “Nightingale. Howcver, in the 20th century, this  use well every power that we have.”® She perccived
York. Unique concern was preempted by an illness orien- the nurse as the key to establishing a healthy, diseasc-
15, tion that was depcndent on other professions for  free citizenry, “She visualized the nurse as primary

‘éxistence and on hospitals for maining (cducation)

-and sustenance. This article documents the social
.m:mdate and historical basis for nursing’s role in
:healr.h promotion from the mid-19th century to the

carc agent, the nation’s first bulwark in health main-
tenance, in the promotion of wellness, and in the
prevention of disease.”” Nightingale stated, “One
duly of every nurse ceruainly is prc.vention.""
Nightingale’s carly interest in the prevention of
discase transmission among the woops of the Crimca
raisud, important questions about the impact of the
environment and the prevention of ill health in the
nonaffected. When she was called to the Crimean War
in 1854 by Sir Sidncy Herbert, the British Secretary
of State for War, the death rate in the militay
hospitals was 42 pcr cent. In six months, she, her
group of nurses, and others, including the Sanitary
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10 THE CONTEXT OF COMMUN/ITY HEALTH NURSING PRACTICE

Commxsslon, had reduced the death rate 1o 2.2 per
cent.’ She cstablished programs dircetly affecting
the health and welfare of the British soldiers. The
jnitation of clfective laundry, housing, nurmition,
physical fimess, and recreational facilities for the
British soldiers was among her far reaching reforms.
Hcr Crimean experience forged her belief in the value
of cleanliness into a *‘rigid, inflexible dogma of
sanitation.”” She proposed that nursiné'ms a signif-
icant way to improve the health of the British pop;
ulation, which was the sourcc of the British Army.”

In her writings on rural nursing, Nightingale, an
carly proponent of health as a rightful sphere for
women, contended that *‘since God did not mean
mothers to bc always-accompanicd by doctors the
health of the nation dependcd on womankind, that
women should be instructed in the *art of health’ and
the person to best accomplish this instruction was the
nurse in the home.”” She wrote of the importance of
teaching the cottage mothers specific, proper sanita-
don methods, and she discussed child health teaching
that could be done by the **health missioners™ under
the supcrvision of the dismrict nurse. She spoke of the
importance of removing the things that cause disease:
dirt, drink, diet, damp draughts, drains. She dcmon-
strated a knowledge of child development, a field not
vet in existence, with her statement that “a child
learns beforc it is three whether it shall obey its
mother or not. And before it is seven its character is
a good way to being formed.™®

Nightingalc’s concern for all aspects of environ-
mental health was exemplified when she advocated,
“As for the workshops, work people should remem-
ber health is their only capital, and they should come
to an understanding among themsclves not only to
have the means Lo secure purc air in their places of
work, which is one of the prime agents of health.
Denial would be worth a ‘trade union,’ almost worth
a stuike.”®

Nunrsing’s Social Mandate for Health
Promotion

In the latter part of the 19th century, three forces
stimulated interest in community health throughout
Western Europc and the New World. First among
these movements was a deepening consciousncss and

a spirit of reformism on the part of social philan-
thropists to the problems atfectng the lives of many
people. Social problems such as poverty, inadequate
housing, evils of the industrial revolution, child labor,
deplorable prison conditions, and lack of opportunity
fora‘educanon for the general public were paramount.
Anothcr major force was the development of medi-
Clnc from an emphasis on cure to the beginnings of
dﬁcase preventon. The third significant movement
was the deve lnpmtm of nuning as a profession and
a dlSCllee Brainerd'® asserted that the “new hu-
manity” taught disease is not a visitation from an
angered God but is the result of people’s own care-
lessness in not following the right principles of
hygienc, sanitation, and healthlul living.

In the 18th century, health carc in the original
colonics was provided b\ wives and mothers in the:r
own homes and by untrained semants in hoq—»mls
Lemuc] Shattuck (1793-1859) was an carly American
p})blic health reformer and a former teacher who sold
books In 1842, he was instrumental in achieving the
passage of a law in Massachuseus that resulted in
statewide registration of vital stadsdes. In 1845, he
compiled and published a census of Boston that
encouraged and stimulated accurate reportng of
statistics in the United States. His census presented
the shocking facts of a high mortality rate with an
extremely high infant and maternal mortality rate. !

Shattuck’s greatest achievement camc in 1850,
when bis report was publbhed by the Massachusetts
Sanitary Commission.'' The Shartuck Repor, one of
the first public health documents in the United States,
was an important milestone in the evaluation of the
field of public health. It earmmed Shartuck the title,

Tather of Public Health. He recommended state and
rlocxl health departments or boards of health be

organu-:d he esublished the need for sanitary sur-
geys, and he recommended that Massachusetts Gen-
cral Hospital and other similar institutions educate
nurses to care for the sick.'' There was no immediate
societal response to the recommendation about ed-
Jcating nurses, although there had been carlier clforts
10 rain women a3 hurses, Arnérican-trained nursces
cmerged as a formalized svstem of work in 1873, s
part of the reform era that followed the Civil War."*

Many socially responsive upper-class reformers, with
the lcadership of Shattuck and others, enhanced an
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upsurge in the social consciousness during a period of
enormous social change in America. The events of the
previous ten years—the Crimean War, the cduca-
tional endcavors of Ilorence Nightingale, and the
Civil War with the development of the Sanitary
Commission in 1861 — had also focused attention on
the necessity for nurses and on the importance of
an educational system in which to preparc them
(Palmer 1, personal communication, 1987).

Early images of public health nurses, conducting
infant immunization clinics, case finding, and pro-

'_ viding health cducation for the pre\'entién of wber-

culosis and other diseases are also part of nursing's
rich heritage in health promotion. In the United

- States, visiing nursing began ity development in

Philadelphia in 1839.'* In 1877, thc Women's

- Branch of the New York City Mission sent its first
~ trained nurses into the homes of the indigent. In
» 1890, 21 cities used visiting nurses.?

By 1892 the
Nurse’s Settlement House in New York City was

"Iserving people from all sociceconomic and ethnic
- groups. In 1892, because of a large volume, the

Sctdement House was moved to Henry Street with the

.hclp of philanthropist Jacob Schiff and others. Soon

nine graduate nurses were living at Henry Street,
including Lavinia Dock. * In the first five years, the

_staff at Henry Strect, led by Lillian Wald and Mary

Brewster, cared for over 196,000 persons
The extensive absenteeism of children from school

'ﬂue,.--to illness and their readily correctible health

problems led Lillian Wald in 1902 to conduct a
ool nurse experiment. Wald believed that nurses
uld help improve the health and attendance of
hool children.'® School nursing was institutional-
ized soon thercafter. Statistical comparison of the

f#oumbers of students excluded with communicable

sease in the New York City Schools before and aker
e hiring of school nurses revealed a 90 per cent
crease in the number of necessary exclusions.'”
experiment had a dramatic impact on the school
Udget at the time and still has implications today.
£-By 1909, the Henry Street Setdement had grown
M two nurses to a large organization with many
Pal‘tlncnts 18 I the same yrar at the mggrsnon ol

into an agreement with the Henry Street Setdement.
After a successful three-month trial period, policy
holders in 14 cities were recciving the services of the
visiting nurses. By 1912, 589 Metropolitan Nursing
Centérs were established® for the purposc of pre-
vcnngg disability or premature decath. These pro-
grams' 'continued after World War 11, when changing
socui} economic, and hecalth conditions made them
no ]ohger feasible. Many communities, however, had
learnéd the value of nursing services and took over
their support through public and private means.
Progressive reform also steered public health fer-
vor toward an intense concern for child weltare. The
1909 White House conference produced disturbing
data on infant and maternal monality rates in the
United States. It was estimated that 300.000 children
under one year of age dicd each year in the United
Statcs, and at least half of these deaths were prevent-
able. .B)’ 1910, milk stations lor the distribudon of
clean,; safe milk existed in 31 citics. From milk
dlspensancg these stations often evolved into health
promouon centers as the emphasis on health educa-
tion and screcning cxaminations grew. ¥
Thr public’s concern with disease control and the
mddy accepted germ theory spawned a number of lay
organizations that took up battle against single dis-
eases/ These associations offercd ncw opportunities in
health promotion. Antivenereal disease campaigns
stressed health education, case finding, and treatment.
Public health reformers began to shift arendon from
the larger urban cnvironment to the home setting.
Restraining legisladon for child labor was also
initiatcd. ‘The Children’s Bureau, tounded in 1912
through Lillian Wald’s influence, gave oraamunonal
form, and tax fanding to child welfare senvices. " 1ater
that y );;:ar. the National Organization of Public Health
I\ursmg was formed with Wald as its first president.
Thc growing sensc of social injustice was exem-
phhedlg in the development of the Red Cross at the
Geneva Convention, and the establishment of the
American Red Cross in 1851 led to the care of the
sick at home. In 1912, at Lillian Wald's suggestion,
the Red Cross cstablished a rural nur.%i'ng enice to
provide nurscs to care lor the sick and to give
instruction in sanitation and hygicnc in the homes of
pCOPIC li\ﬂ'ng in rural areas. Wald scaured financial
support for this program. As a result of these health
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promotion efforts, areas secrved by rural nurscs
showed decreases in infant mortality and the general
death rate, as well as improvements in sanitation,
hygienc, and nutrition.®

Industrial nursing was also created at the turn of
the century. In 1895, Proctor, the Governor of
Yermont, who held a high regard for visiling nursing
services, introduced ‘‘district nursing” into scveral
villages whose residents comprised employees of his
Vermont Marble Company. In its éarly form, indus-

trial nursing Placcd minimal rmphasis on the care of
injuries, but rather suwessed health promotion activ-
ities implemented in the employccs’ homes.*

By 1912, the public health nursing movement
could look with pride to nvo decades of major impact
on the health of the nation’s citizens. Because of their
cftorts, there were signiﬁcam dechines in the inci-
dence of tuberculosis, diarrheal diseases of children,
and typhoid fever — campaigns in which public health
nurses had played an active role.

Inadequate maternity care and actions taken to
improve this care greall\ inlluenc c(l lhr (lc\c|opmcnl
of nurse-midwifery in this countr) ' In 1910, nurse
Margaret Sanger began her historic fight for the right
of families to limit their size, the rights of women to
health care and personal choice, and the rlghL\ of
children to be loved and wanted. Sanger 12 stated,
“The first rlght of every child is to be wanted —to be
desired with an intensity of love that gives it its title
of being and joyful impulse of life.” In 1916, Sanger
organized the Planned Parenthood Foundation of
America, which established hundreds of fa.rmly plan-
ning centers throughout the United Sutes. 2

The War Effort

Although involvement in World War | checked most
progressive health reform, it gave thc movement a
message of urgency. The health status of recruits
provided a snapshot of the health of the nation.
Physical examination of these recruits on induction
revealed that 29 per cent were physically unfit for
military duty. Epidemiologic studies revealed a high
rejection rate from rural arcas duc o a hlghcr
incidence of tuberculosis and wphond ? The war also
spurred efforts to confront venereal disease, with ever
vigilant public health nurses playing the major role in

THE CONTEXT OF COMMUNITY HEALTH NURSING PRACTICE
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casc finding. At the time, the incidence of gonorrbea
was cstimated to be in the range ol 40 to 60 per cent
in the entire male population. In response to this
staggering finding, Congress passed the Chamberlain-
Kahn Act of 1918, which pru\ldrd Fundm.g to statc—

zmd treatment.’

?’gf Adclaid Nutting, Annic Goodrich. and Lillian
Wald met in 1917 to determine methods of providing
effective nursing service to the military. Twenty-two
lhouand nurses cntcrul the nursing corps from 1917

10 1919. Goodrich'® wrote if this “humber could be

*‘éncompassed for the service of preventive medicine,
one might predict as remarkable an influence upon
community health, as the introduction barcl\' a half a
century ago ot the service of the student nursc into the
hospltal." Although nurses would never forget the
nightmare of treating mass casualties of the fighung
and discascs abroad, as well as the influenza epidemic
at«home they would remember their crucial batdes
lowwe lives and “lighten the toll of war and pesti-

.8
lcnuc

‘z‘ifi

Health Promotion in the 19205 and 1930s

Durmg the 19205, the primary dudes of the public
héalth nurse moved to advising and instructing people
on how to avoid illncss through personal hygiene.
Large-scalc health demonstrations, supported by phil-
anthropic foundations, insurance companies, or state
funds, provided intensive programs of health educa-
tion. The goal was 10 impress upon communitics the
importance of hcalth promotion so that the program
might be permanently adopted by the demonstration
community. In 1921, Congress pa:.:.cd the Sheppard-
T,:,ymu Act for fcdcnal aid for maternal and child
h""kh ' The funding was distributed natiomwide
lhrough the state depar[ment\ nl ht‘\ld‘\ \up[)oncr\
ofuthe bill reminded their audiences that 29 per cent
of military inductees were unfit for military senice
and pointed out that healthy children would grow into
healthy adults, the mothers and soldiers of the next
gencration. This approach, reminiscent of Nightin-
g’\le s, was successful and resulted in organu,u:l pre-

natal and infant care programs in 43 statcs,
_This constituency provided an excellent audience
{or the health promotion message. The focus on child
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Tearing gave nurscs access to’ entirc familics, which
improved opportunities for case finding and health
education. As a result, matcrmal and infant welfare
programs became the primary activity of public health
nurses through the 19205 and 1930s. Throughout the
lifetime of this legisladve act, three million home
visits were made to 700,000 cxpectant mothers and
four million infants. The infant morulity rate
dropped from 100/1000 live births in 1915 to 69/
1000 live births in 1926, Opposition to the program
was led by Senator Reed of Missouri and others, who
were supported by the American Mcdical Association.
These opponents asserted that the program was “‘un-
sound in policy, wasteful, extravagant, and promotcd
communism’ (Palmer 1, persona] communication,
1986). Sadly, the program was not rencwed after the
Congress allowed it to lapse in 1929. 8

In 1925, Mary Breckenridge, a nurse-midwife,
organized the Fronder Nursing Service in southeast-
crn Kentucky. Because no quality nurse midwifery
programs were available in the United Statcs unti] the
1930s, the carly nurses received their training in
Engfand and Scodand. The nurse-midwives gave an-
tepartal, inwrapartal, and postpartal care and provided
child health visits. During these visits, diet, cleanli-
ness, sanitation, and preventive care were discussed.
Tn 1932, Dr. Louis Dublin,*? of Meu'opolimn Life,
studied the first 1000 dcliveries of the Frontier
Nursing Service. He concluded that nonc of the

* women had dicd as a direct result of pregnancy or

labor. The two dcaths in the serics werc secondary to
chronic heart discase. He asserted, “If such a service
were available to the women of the country there
would be a saving of 10,000 mothers’ lives a year in
the United States; there would be 30,000 less still-
births and 30,000 children alive at the end of the first
month of life.”*?

Unemployment, increasing rapidly after the stock
market crash of 1929, created a major rclief problem
in the United States. In 1930, almost four million
people were unemployed, and the failure of uver 1400
banks by 1932 created major financial criscs. People,
lncludmg nurses, had no money for food, clothing,
shelter, or health care. Payment for nursing care in
the home was recognized as a legitimate relicl ex-

" penditure under the Federal Emergency Relicf Ad-
- Ministration (FERA) in consultation with the United

The Social Mandate and Historical Basis for Nursing’s Role in Health Promodgon 13

States Public Health Servicc. In West Virginia, the
Reliet’ Nursing Service began in 1933 to mext the
nursing care needs of familics on relicf and to meet
the employment needs of nurscs. This was essentially
a visiting.nursc program. Fundamental scrvices in-
cluded bedside nursing care, health supenvision for
the fam:])(, arrangement of medical and hospital care
for crergencics and obstetrical cases, health super-
vision of{thildren in rclicf nurscries, and caring for
patients with tuberculosis. In many counties. classes
were offcrcd in parenting, home care, and frst aid. 8
The Social Security Act of 1935 and ics amend-
ments in:succecding years included provisions for
public assistance, social services, and a means of
strengthening family life. The provisions affected ma-
ternal and child health programs throughout the
country, rural and wban. A number of nurses who
were involved in the work relief projects were cager to
acquire formal public health training. During the first
year of the Social Security program, 1100 nurses
receiv ed}aupends to study at universities offering pub-
fic health inursing programs. In 1934, only 7 per cent
of the morw: than 5000 cmployed public health nurses
had completed an approved postgraduatc program.
Within } &wo years after the implementation of the
Social Sécurity Act, 2304 public health purses re-
ceived postgraduate training in public health nursing.*
With the heightened attention to health promo-
ton and preventive care, nurscs aligned. with the
public health movement looked toward a promising
fururc. The tradidonal conception of nursing as
Christian service was recalled. One manual urged
nurses to lead the great procession toward the **prom-
ised land of municipal health " During this era, public
health nurses described their relationships with pa-
tcnis in terms reminiscent of waditional private duty
nurses ';,-'semg of womanly duty and intimate involve-
* The ]anguagc also reflccted the
gromng profcs.uomhsrn of rcform. Nurses sought a
more scientific method, a rational approach t the
goul of\bcuer health, Tn its funding and philosophy,
health promotion programs moved from their char-
jtable origins toward 3 view of health as a concern of
the state, a met.bod of ensuring national produgtivity
and Sccunty ? Manuals emphasized health educadon
as the specijal contribution of the public health nurse.
minimizing the traditional tasks of bedside nursing:
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*“Jhe nurse who tends the sick only, and tcaches
gl (i nothing and prevents nothing, is abortive in her
work."2*

Public health nurses and private physicians were
divided by fundamentally different social visions.
Many physicians clung to a. paternalistic approach to
reform. The 1934 Natonal Organization of Public
{ Health Nursing surwy explored physician’s objec-
i tions to public health programs. The data revealed
that medical resistance was smongest against staff-
jI supported boards of education. School nurses at-
g tended to students of all income levels, arousing the
] doctors’ age-old fears of compctition for the health
care dollar, School nursing programs, funded by local
governments, were also a red flag to physicians, Doc-
tors reacted more favorably 1o visiting nurses associa-
tons, which serve predominanty poor clientele, de-
pendent on private sources of funding, and frequently
based on standing orders from physicians.?

balance for public health nurses. The distance of
' public health from mainstream medicine had revcaled
: opportunities. The success of the public health move-
ment uncdermined its special character in the 1940s
and 1950s. As public health became more acceptable,
it was absorbed into the growing hospital system and
11 into the philosophy of mainstream curative medicine.
With this cooplation in public health, many nurses
lost autonomy; they were forced to return to subor-
dmatc positions in a burcaucratic system of dcliv-

! health were absorbed into the larger umbrella de-
kS partment of health under physician control.

The Nation’s Health in the 1940s

During the period from 1923 to 1943, the average life
expectancy in the United States rosc from 55 to 65
years. The average newborn baby could expect to live
a decade Jonger than a child bom during World War
1. Despite this achicvement, the results of the local
Selective Scrvice Boards and induction centers indi-
cated that the health of the nation's young men was
no hetter at the start of World War 1] than it had been
during World War 18

The 1920s and 1930s was a time of delicatc |

ery.'® Once powerlul, nursing departments of public /.
:fel:} within the Public llcalth Service. Once again, how-

World War 11, like World War 1, led to central- | .
ization of medical services in support of the military. &

THE CONTEXT OF COMMUNITY HEALTH NURSING PRACTICE

;',r ' Servicemen's families became eligiblc for a bn’.md
Li program of maternity and infant carc. In 1941,
crnergency health and sanitation bill was passed that
prov:ded funds to supplement public health nursing
:ra scrvices for the families of workers in major defense
> industries.® Nurses played imporuant roles both at
. homc and abroad throughout World War 1L

H R e oy
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| Federal-Mandate for Hea]t.h Promotion

SEETL S

Recent trends in legislation at the national level arc

part of the press and priority both nurses and our

nation face in the current and coming century. A
: mational agenda identifics goals of reducing morbidity
. and premature mormality in all age groups. Nursing's
=+ heritage in health promotion has affected our current
health prioritics. It is from history that we gain our
! vision and mission of our future. Green?® organized
"" recent history into four eras of federal invustment in
" health, Lra one, the 1940s and SOs. was characterized
¢ by resourcc development with federal government
rcsources such as personncl, facilides, and knowledge.
Personncl were developed thmugh the provision. of
the health manpower and ‘public health manpowér
training acts and facilities developmeat through the
Hill-Burton Act. Einphasis was on medical or discase
care, not health care or health promotion. Knowledge
. was developed through the estblishment of the
+ Narional Institutes of Health in 1943, Today, the
National Institutes of Hecalth coastitute the most
powerful and most generously budgeted institution

YN Y

- e,

; ever, knowledge dcvelopmmt within this institution
was primarily biomedical.?® The dominant medical
ideology in the United States in the 40 vears following
. World War Il has focused on curc rather than
~ prevention or health promotion.

r Era wwo, the 1960s, was an agc of ferment, with the
‘5 federal gmerm'ntnt fighting povcm “with visions of a
Great Society.** [mphasis turned to redistribution of
resources, Medicare and Medicaid wore passed,
greatly improving the health-purchasing power of the
poor and medically indigent. Neighborhood health
centcrs sprang up, and “‘comprchensive’ health plan-
ning occurred along with comprchensive meatal
health centers. This was an era of consumer involve-
ment and consumer advisory groups. Era two inflated
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the medical (not hcahh) carc dollar higher than the
general inflation rate, %

Cost containment is cenural to the third era, the
1970s and 80s, as health care is big business in the
United States.?® “Capping™ medical carc spending
has become a primary objectve. The signilicance of
pauent education was rediscovered in the 19705 as an
alternative regulatory approach to cost containment.
In 1971, the President's Commission on Health

Education was appointed to advisc the Administwration .

on health cducation. Multiple task forces and com-
mittees between 1972 and 1976 culminated in the
passage of the National Health Intormation and
Health Promotion Act of 1976.2° In the same era, the
Hcalth Maintenance Organivation Act was passed.
which specificd that preventive and cducational ser-
vices were forrna“)- requircd for health maintenance
orpanizations recciving federal certiication. Again, in
1971, the President’s Commission on Health Edu-
cation recommended the cstablishment of the Na.
tonal Center for Health Education.’” In 1974, the
National Health Planning and Resource Development
Act declared public health education a national health
priority. The Office of Health Information and Health
Promotion in the Department of Health, Educaton.
and Welfarc was established by PL-317. Intcrestingly,
a century ago, Florence Nightingale advocated health
education for the public, control and prevention of
diseasc, sanitaton, and the institutionalization of

' health agencies as a governmental obligation.

During the 1970s, the maturation of nursing
8w a growing emphasis on theory development,
research, and doctoral education. A developing scg-
ment of the profession saw itsclf as entirely different
from the nurse of the previous era. No longer did
they accept the widespread assumption that nursing
was a lesser profession than medicine and subservient
1o ic.

An evolving role that placed an emphasis on health
promotion, awtonomy, and advanced cducation for
nurses was that of the “nurse practitioner.” This title
was first used in 2 demonstration project at the
Univcrsit_\- of Culorado, codirected by Loretta Ford,
RN, and Henry Silver, MD. This grant-funded project
was designed to prepare nurses to giv: comprehensive
well-child care, to give anticipatory guidance and
health promotion in ambulatory settings, and to make

sophisticated clinical judgments when seeing children
with common childhood illnesses.?®

A smdy to cvaluate the pediatric nursc practidoner
progrant confirmed the value of the new role. By the
late 19605 and early 1970s, nurse practitioners had
auhu.med national nsﬂnlm to consumers, other health
profe»lona]s, and ng.lb]AIOYS. Practice patterns re-
gained some of the autonorny enjoyed by ‘early public
health ngrses and the Frontier Nursing Seryice, As the
movement gained momentum, Lilliott Richardson,
Secrctary of the Department of Ilcalth, Education,
and Wellure, requested a group of leaders in health
care to cxamine the possibilities of nursing role
cxpansion. The resulring report, Extending the Scope
of Nursing Practice, concluded that enlarging the
nurse’s-role was eysential for providing equal access o
health services for all citizens. The committee urged
estabhshmcnt of cuTicular innovations by health
education centers and increased financial support for
nursing; education.” »

Era four, the 1980s, is the era of discase prc\cnr_\on
and hcalth promation in the United States.*® Marked
by the publications of Healthy People and Objectives
for r.hefNatlon this is the era of not on.lv prm}usc but
also of Frumon for primary hcalth plomotlnn in our
country © After years of a discase-oriented health

care system in this counmry, nursing's ongoing com-
mitment to health promotion is receiving increasing
support due to consumer demand.

Concliision

\P

nghungaic s strong foundation, the impressive ac-
complishments of the public health nursing leaders.
and exrensnc community nursing services, have all
conmbuted to nursing's role in health promnodon.
Nursmg s emphasis must be on comprehensive hea]th
promonon rather than on patchwork remedies.?

Vur;mg is on its way toward becoming recognized 4
a well-defined, academic discipline whose pracritio-
ners are making significant contributions toward im-
proving the health status of all persons, thus artaining
the health objectives of the nation. The Surgeon
General in 1980 asserted that half of the mortality in
the United States is due to an unhealthy lifestle. Our
nation needs a cadre of professionals whose role is to
apprahe and enhance the health status, health assets,
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and health potentials of all humans.>? Nurses are the
health professionals t take that role.
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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

-50 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

o e -History of working to assure that all peoples receive.
nursing and health care

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

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

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

- universal access

- community involvement and personal
responsibility

- reduction of health care costs

- insurance reform -

- establishment of quality assurance mechanisms

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

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

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

-Advocates for improvement of the health care system

toward the shared goals of reduced cost, improved

quality and universal access

-Serves as the lead voice for nurses at the bedside and
in communities who work hard to assure the best

patient care possible for all people
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5. The Clinton Administration has a special regard for ANA and

all of nursing

-Views nursing as the backbone and heart of the health

care system
-Has made important commitments of resources and
opportunities to assure that nursing care is available

to all people

~Increased the Division of Nursing’s Budget
by 14 million dollars to enhance nursing

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

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

-Along with ANA’s 100th 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 50th Anniversary of the Division of
Nursing is a reaffirmation of the commitment of.the
Federal Government to nursing - as the Division of
Nursing’s motto says: "Caring for the Nation through
Nursing"
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EXECUTIVE SUMMARY

America’s nurses have long su[ipom:d our nation’s cfforts to create a health care system that assurcs access, uality, and

services at affordablc costs. is document presents nursiag’s agenda for immecdiate heulth care reform. We call for a
basic “core” of essential health care services to be available 10 everyone. We call for a restructurcd health care system
that will focus on the consumers and their health, with services to be delivered in familiar, convenient sites, such as
schools, workplaces, and homes. We call for a shift from the predominant focus on iliness and cure to an orientation
toward wellness and carc. The basic componeants of nursing’s “core of care” include:

8 A restructured health care system which:

-- Enhances consumer access to services by delivering primary health care in community-based settings.

-~ Fosters consumcr responsibility for persoaal health. sclf care, and informed decision making in selecting health care
services.

-- Facilitates utihzation of the most cost-effective providers and therapcutic options in the most appropriate scttings.

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

-- A public plan, based on federal guidelines and eligibility requirements, will provide coverage for the poor and create:
the opportunity for small businesses and individuals, particularly those at risk because of preexisting conditions an
those potentially medically indigent, to buy into the plan. -

-- A prvate plan will offer, at 2 mimmum, the nationally standardized package of essential services. This standard
package could be eariched as a benefit of employment or individuals could purchase additional scrvices if they so
choose. If employers do not offer private coverage, they must pay into the public plan for their employees.

® A phasc-in of essential scrvices, 1o order w0 be fiscally responsible:

-- Coverage of pregnant women and children 1s critical. This first step represeats a cost-¢ffective investment in the
future health sn rrospcrity of the nation.

-- One early step will be to design services specifically to assist vulnerable populations who have had limited access
_tod_on.x.xc'i mlltiOn‘s health care system. A “"Healthstart Plan” is pmposar to improve the health status of these
individuals. .

® Planncd change to anticipate health service needs that corrclate with changing national demographics.
= Steps to reduce health care costs include:

-- Required usage of managed care in the public plan and encouruged in private plans.

-- Incentives for consumers and providers to utilize managed ¢are arrangemeats.

-- Controlled growth of the health care system through planning and prudent resource allocation.

-- Incentives for consumers and providers to be more cost efficient in exercising health carc options.
-« Development of health care policics based on effectiveness and outcomes research.

— Assuraace of direct access to a full range of qualified providers.

- Elimination of unaecessary bureaucratic controls and admunistrative procedures.

® Case management will be required for those with continuing health care necds. Cuse management will reduce the
fragmentation of the present system, promote consuniers’ active participation in decisions about their bealth, and create
an advocate on their behalf.

8 Provisions for long-term care, which include:

-- Public and private funding for services of short duration to prevent personal impoverishment.

— - Public funding for extcnded 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.

B Insurance reforms to assure improved access to coverage, ing:lugiin affordable premiums, reinsurance pools for
catastrophic coverage, and other stcps to protect both insurers and individuals against cxcessive costs.

W Access to services assured by no payment at the point of service and eliminatioa 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 -- t0 determine resource allocation, cost reduction approaches, allowable insurance premiums, and fair and
consistent reimbursement levels for providers. This review would progress in a climate sensilive to ethical issues.

Additional resources will be required to accomplish this plan. While si%:iﬁcant dollars can be obtained through
restructuning and other strategies, respousibility for any new funds must shared by individuals, employers, and
government, phased in over several years to minimize the impact.

Copyrighs 1991, American Nurses Assoclatlon (PR-12-91). Order 1-800-637-0323,
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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 Medicare Conditions of
Participation, to disclose data regarding nurse staffing and outcome data,
including numbers and mix of nursing staff and the ratios of nursing staff to patients.
In addition, ANA is preparing to have introduced legislation on patient safety that
would (1) require providers to make available to the public certain information
regarding nurse staffing and patient outcomes; (2) protect "whistleblowers" employed
by a health plan, who point out dangerous or potentially dangerous conditions; and (3)
provide a process for the Secretary of Health and Human Services to review any
application for merger by a provider of services, to determine its impact on patient
care. ANA requests the Administration’s support for this legislation.

We have noted with some interest recent reports of initiatives involving HCFA, the
National Committee for Quality Assurance, public employee groups and large
employers, to address the issue of quality within 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 and valuable resource for providing needed primary and
specialty care services, particularly to underserved populations. ANA appreciates the
Administration’s previous support for direct Medicare and Medicaid payment for all
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advanced practice nurses, regardless of geographic location or practice setting.
Legislation has been introduced in the 104th Congress to provide for coverage of
advanced practice nursing services in all geographic locations and practice settings.
These are: MEDICARE REIMBURSEMENT: H.R. 1750 (Ed Towns [D-NY] and
Nancy Johnson [R-CT]); S.864 (Charles Grassley [R-IA] and Kent Conrad [D-ND]).
MEDICAID REIMBURSEMENT: H.R. 1339 (Bill Richardson [D-NM]; S.972 (Tom
Daschle [D-SD]. ANA requests that the White House provide letters of support to
the Congressional leadership for these bills, which would do much to increase
access to high-quality, cost-effective health care providers.

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

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 who are both highly qualified and readily available
for appointment to key federal positions, and we are continuing a dialogue with Mr.
Mash regarding open positions and available, qualified nurse candidates.

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 planning. 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 surveyv remain a priority and be adequately funded.



Secretary Reich should allow the H-1A Visa Program to sunset, as scheduled, in
September, 1995 as recommended by the Minority Report of the Immlorntlon
Nursing Relief Advisory Committee.

The H-1A 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.

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.

Provide vocal support for funding of nursing education, including fuil
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
evor-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.

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

HCFA 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 services
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
beneficiaries.
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9. Support reauthorization of the Community Nursing Organization (CNO) project
(due to sunset at end of 1996).

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

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

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

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

i:\vtbtop10.wh



For Internal Use Only
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:

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

Doubtful, given VP's regulatory reform.

it) protect "whistleblowers" employed by a health plan, who point out dangerous
or potentially dangerous conditfons; '

HCFA strongly supports protection for whistleblowers; ANA given HCFA
contact: Judy Berrick, HCFA

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

~ revlews. Spoke to Bob Potter, Head of DOJ Antitrust Policy Office (614~
2512) about consideration given to patient care -~ they do consider
quality and price in developing "efficiency” criteria. ANA given Bob Potter
to discuss thelr concerns further.

b) Nurse involvement in HCFA managed care quality initiatives

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

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

Yes. The President fought hard to protect nursing home standards. HCFA
has conducted extensive monitoring of the implementation of the OBRA 87
nursing home enforcement regulation (implemented 7/1/95).




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 speclalists
to bill directly, and list nurses as providers for provider-sponsored networks.

{The tmperative requested support for specific legislation ~- HR 1750/S 864
(Medicare Reimbursement) and HR 1339/S 972 (Medicaid reimbursement).
HCFA's response was the following:

"Expanding direct reimbursement for advanced practice nurses and physiclan
assistants would increase utilization of these services, and thereby increase
Medicare costs. Nelther 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 S300 million from FY 1996-2002. The President's
proposal does not include this provision.”]

b) Reject Medicaid watvers --Unlikely, although HCFA does encourage reform
that tncreases access and quality: "Before approving any 1115 or 1915(b)
walver, HCFA requires states to demonstrate the capacity to ensure that all
required services are avallable and accessible to Medl(cald 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 revlewing states' walver 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,
requlate 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 flextbility in Medicaid."

Increase number of nurses appointed to visible federal positions.

(Yes). Bob Nash asked Peg Clark to monitor: Recently, Virginia Betts was
offered a spot on OPM's Federal Salary Councll; she suggested that ANA
Executlve Director Geraldine Marullo would be better. While the President
has not yet signed off on it yet, she is expected to be named soon (there
are 3 vacanciles 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 to forward names to Peg Clark (6-7831).
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6.

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

Yes. Just today (1/24), the Diviston of Nursing recelved a_funding
certification for $650,000 for the survey. $250,000 was committed last
year to fund and conduct the initlal stage of survey. This next amount
will allow all of the data collection to occur. A final installment will be
needed sometime in 1997. (At a meeting with the ANA and other
assoclatilons, Ciro suggested they assist in funding and/or assist in
securing funding tn appropriations--did anything come of this?).

The Natlonal Sample Survey is the only tool currently available to
determine the status of the nursing workforce; the ANA belleves tool
particularly tmportant glven changes in health care tndustry.

Reich should allow H-1A Visa Program to sunset.

Yes. (The INS may allow a _few 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 work _for a
specific employer if they are licensed and if the employer meets seven
specific criteria (e.g., the employment is temporary; the employer has not
laid off any American citizens for a number of years). The program ended
on August 31, 1995.

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 (nitlated. DOL made a presentation at the
November meeting of the Temporary Entry Working Group. DOL (s now
gathering further data for future discussions (may be problematic since
INS elther does not have good data or does not collect data on this
workforce).

Canada in particular ts resistant to the proposed change. Reportedly,
there are also differences of opinlon 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 Canadtans who
enter the U.S. pursuant to this Appendix are nurses).



. NAFTA establishes a Temporary Entry Working Group tn which all three
countries participate. Adding or subtracting professlons from the
Appendix can be negotiated within the Working Group.

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

(The general concerns are that there be some federal presence in the
development of the nurse workforce and some nurse involvement in developing
overall health policy at HHS.)

General response: Yes.
a) Full reauthorization and full funding of the Nurse Education Act (S 555)

S.555 (Nurse Education Act/Reauthorization of Title V1II) was held up in
Senate because of a Coats abortion amendment. Sec. Shalala sent a
letter to Sen. Kassebaum expressing support of S. 555 (n 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).

¢) continuation and funding of the National Institute of Nursing Research

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

A related concern s 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 was funded at $159 million in FY 95. The FY 96 House-passed
appropriations bill recommends $66 mitllion; 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
Sor $202 million.

AHCRPR 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 guldelines for Medicare Part B regulate services provided "incldent
to" those of a physician. ANA believes that these guldelines are restrictive
and archalc, such as requiring a physiclan'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 combtnation of
capltated payment and nurse case management promotes the appropriate
use of community nursing and ambulatory care services and reduces the
use of acute care services. The evaluation will also compare the health
status of beneficlaries enrolled in the profect 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 tmpairment; however, because outcome data is not avatlable
yet, we do not know the costs and tmpacts of the demonstration.

2 Mwan, I, NN Aizong

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.
Houwever, 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 Atr Force Nurse Corps Chlefs are).

Today, the Chiefs of the Nurse Corps have significant responsibility that
integrate them into higher levels of medical divisions. However, Nurse
Corps Chief s only a four year position, and after leaving the Nurse Corps
as a one-star general, there is unlikely to be another slot for a one-star
general in the medical division. Because they cannot compete for two-
star status (and jobs that require a two-star general), outgoing Nurse
Corps Chiefs are often forced into retirement.

The Army Nurse Corps are trying to get the rules changed so that nurses
can compete for two-star generalships. (According to Gen. Adams, the

change is working well in the Navy and Air Force.] General Alcid LaNoe,
the Surgeon General of the Army. s sympathetic to the nurses’ situation.



Gen. LaNoe discussed the matter with Gen. Dennis Reimer, the new Army
Chitef of Staff, at a meeting late this fall. While not opposing the change,
Gen. Reimer asked for further information.

At the suggestion of Gen. Adams, I have discussed the issue with Mrs.
Sara Lister, Assistant Secretary of the Army _for Manpower and Reserve
Affairs. She is considering whether there s anything further to be done.
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Subtitle B - Expanded Medicare Choice
Section 4202. BROADER CHOICE AMONG MANAGED CARE ORGANIZATIONS

Page 7, line 9-14

Change: Strike and insert “(A) TYPE OF ENTITY. - The entity is a health care provider or group
of affiliated health care providers, including one or,mkorg hospitals.”
( .

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

Chapge: 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 determines that the State has met the criteria for

participation in the alternative certification and monitoring program described in 1851H(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

hange: Insert before the period “either through the organizations under rules developed by
the Secretary or as otherwise provided by the Secretary”.

Explanation: Would allow enrollment and dnsenro]lmcnt 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
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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 assnstants,} 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 HCFA, the qualifications for NPs and CNSs
are stipulated, and they are essentially identical. The NP or CNS must--

(1) 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 HCFA that has, at a minimum,
eligibility requirements that meet the standards in (1) above.

Thus, if Medicare payment is to be expanded to other settings for certain nonphysician
itioners, NPs and CNSs should be treated the same.

Section 8621-

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. 'f

This provision would cover tamoxifen for the treatment of breast cancer. Preliminary CBO
estimates score this provision as a slight savings (397 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 outpatierit prescription drugs. The OACT
estimate, however, would likely preclude its inclusion in a bill at this time.

TOTAL P.B3




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 -- {n 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:

i) 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 protection for whistleblowers; ANA given HCFA
contact: Judy Berrick, HCFA _

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
revlews. Spoke to Bob Potter, Head of DOJ Antitrust Policy Office (514-
2512) about conslideration given to patient care —- they do consider
quality and price in developing "efficlency"” criterla. ANA glven Bob Potter
to discuss thelr concerns further.

b) Nurse involvement in HCFA managed care qualily initiatives

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

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

Yes. The President fought hard to protect nursing home standards. HCFA
has conducted extenstve monitoring of the implementation of the OBRA 87
nursing home enforcement regulation (implemented 7/ 1/95).



N\u\“’w\

Support legislation to provide reimbursement for services of all advanced
practice nurses, regardless of geographic location or practlice 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 speclalists
to bill directly, and list nurses as provlders for provider-sponsored networks.

{The tmperative requested support for specific legislation -- HR 1750/S 864
(Medicare Reimbursement) and HR 1339/S 972 (Medicald reimbursement).

HCFA's response was the following:

"Expanding direct retmbursement for advanced practice nurses and physician
assistants would increase utilization of these services, and thereby increase
Medicare costs. Nelther HCFA nor CBO has estimated the cost of HR 1339/S
972, but CBO scored a stmilar provision in the Republican Conference agreement
that increased costs by S300 million from FY 1996-2002. The President's
proposal does not include this provlsion."]

b) Reject Medicaid walvers —-Unltkely, although HCFA does encourage reform
that increases access and quality: "Before approving any 1115 or 1915(b)
walver, HCFA requires states to demonstrate the capacity to ensure that all
required services are avallable and accessible to Medicaid benefictaries, and that
the services provided are of high quality. Certaln services provided by advanced
practice nurses, including nurse practitioner services and certified nurse midwife
services, are mandatory services. In revlewing states' walver 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 Medicald."

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. She will be named
within a_few weeks.

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



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

(Yes, although funding not complete). Ciro Sumaya, head of HRSA,
committed $200,000 to fund and conduct the tnitial stage of survey (with
1% funds). The next installment, $400,000 will need to be made (n
February or March if the survey is 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 assoclations, Ciro suggested they assist in
Junding and/or assist in securing funding in appropriations.

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

5. Reich should allow H-1A Visa Program to sunset.

Yes. (The INS may allow a_few 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 work for a
specific employer if they are licensed and If the employer meets seven
specific criteria (e.g.. the employment s temporary; the employer has not
lald off any American citizens _for a number of years). The program ended
on August 31, 1995.

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

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

Canada in particular s resistant to the proposed change. Reportedly,
there are also differences 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 eligtble
for expedited entry into the other NAFTA countries to practice thelr
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.

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 V1II) 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 is the smallest (nstitute at NIH and none of the institutes get a
specific allocation in the budget. However, NIH will fare relatively well in
the budget process (the President requested a 4.4% (ncrease).

A related concern (s consolidation of the (nstitutes within NINR.
Conversations between NINR Director Pat Grady and Sen. Kassebaum
have eased these concerns.

d) Continuation of funding for AHCPR.

AHCPR was funded 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
Sfor $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 expensilve.

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

Too early to (ndicate definite support. Interim evaluation report due in
early 1996. This evaluation will examine whether the combtnation of
capltated payment and nurse case management promotes the appropriate
use of community nursing and ambulatory care services and reduces the
use of acute care services. The evaluation will also compare the health
status of beneficlartes 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 (s not available
yet, we do not know the costs and tmpacts 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
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 significant responsibility that
integrate them into higher levels of medical divisions. However, Nurse
Corps Chief is only a four year position, and after leaving the Nurse Corps
as a one-star general, there is unlikely to be another slot for a one-star
general (n the medical division. Because they cannot compete for two-
star status (and jobs that require a two-star general), outgoing Nurse
Corps Chiefs are often forced into retirement.

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

FEB 18'97 11:48 No.002 P.03

Authorizing Legislation - Sections 820, 821, 822, 827, 830, and 831 of the
Public Health Service Act.
Increase
1996 1997 1998 or
—Actual = Apcpropriation _Estimate __Degrease
1.1 BA -t -3
Mussing EB4/Pract Cluster...... $56,187,000 $63,108,000 87,700,000 -855,488,000
sStrengthening Capacity for
Pasic Nurse Bducation
and Practice............ (9.436,000) (10,564,000)
Nurse Pract/Nurse Midwives
& Other Adv Pract Nurses:
Nurse Pract/Midwives.... (1%,460,000) (17,586,000)
Advanced Nurse Bduc..... (11,134,000) (12, 467,000)
Nurse Anesthetist Trng.. (2.46%,000) (2,765,000)
Frof Nurse Traineeships. (14,235,000) (15,941,000)
Increasing Nursing
Workferce Diversity....... (3,453,000) {3.865.000)

1998 Authorization.

. Legislative authority is being proposed.

Purpege and Method of Operxafion

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 Nurse Education, Nurse Practitionar/Nurse Midwife
Education, Professicnal Nurse Traineeships, Nurse Anesthetist Training, and
Nursing Education. The nursing programs would ba clustered under the
following three headings:

e Strengthening Capacity for Basic Nurse Education and Practice:

e Nurse Practitioners,
and

Nurse Midwives, and Other Advanced Practice Nurses;

e Increasing Nursing Workforce Diversity.

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

e provision of nursing services in schools and other community settings;
e care of underserved populations and other high-risk groups such as the
elderly, individuals with HIV-AIDS, substance abusers. and battered

women;
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e case management, quality improvement, and other skills needed under new
systems of organizing health care;

e development of cultural competencies among nurses;

e provision of emergency health services; and

e promotion of career mobility for nursing personnel in a variety of
training settings.

The Nurse Practitiopners. Nurse Midwives, and Qther Advanced Practice Nursges
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 bLroader authority would allow the support of
nursing programs that offer preparation that is appropriate for advanced
practice nurses in our developing health care envirocnment, but which can not
technically be supported under current legislation. These include case
management, nursing informatics and nursing management/administration, which
ls critical for the many nurses who are in decision making positions.

The Increasing Nursing Woxkfoxce Diversity program 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:

—_—
1993 58,487,000
1994 61,487,000
1995 58,640,000
1996 56,187,000
1997 63,188,000
Program Accomolicbments

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

¢ To date, Title VII! funded more than 60 percent of all current nurse
practitioner programs in the United States;

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

e Title VIII has provided support to over 83 percent of the existing
nurse-midwifery programs over the past 20 years.

e Programs receiving support from Title VII funding for minority and
disadvantaged students have enrollments in which 75 percent of students
are from minority groups, compared to the 16 percent average.
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e Title VIII established and/or expanded over 50 percent of the currertly
operating nurse managed clinlcs providing care to high risk and
vulnerable populations.

Ratjonale for the Budget Redguest

The FY 1998 request of §7,700,000 i8 a decrease of §$55,488,000 below the

FY 1997 appropriation given that market forces are already reconfiguring the
nursing workforce. At this funding level, funds would be used to sBupport
innovative demonstration projects to assist in restructuring the basic nurse
workforce to meet the future health care needs of the population. Thesa
demonstration projects could support innovative arrangements and programs to
expand existing baccalaureate programs to underserved areas; phasa out diploma }}a(
programs; establish collaborative arrangements between community colleges and
universities to prepare baccalaureate nurse graduates; and increase diversity
in the nurse workforce through effactive 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 as 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 status of the nurse workforce.

Qurcomes:

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 workforce to meet the health
care needs in a rapidly changing environment. The outcomes of these projects
would be related directly to the nature of these activities.
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CLINTON BUDGET CONTRADICTS STATE OF THE UNION MESSAGE, SAYS
AMERICAN NURSES ASSOCIATION

Abandons nurse education, patient access and protection

ASVATAY SMHAN]

WASHINGTON, DC - Calling proposed cuts in funding for health care programs alarming and
contradictory to the priorities he articulated in his State of the Union address, the American
Nurses Association (ANA) today denounced President Clinton’s artemnpt 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 $1.7 mrillion 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 exuremely disappointed by the president’s budget proposal,” said ANA President
Beverly L. Malone, PhD, RN, FAAN. “Without 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.
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BUDGET CONTRADICTS/2..

“The administration has promoted exccllent public policy through greater use of advanced practice
nurses as a cost-effective way to increase access to primary and preventive health care serviccs, yet
this budget proposal would force some programs to close completely and it would dramarically affect

some 4.000 students who rely on trainee ships (0 make their education possible.” she said.
“Thousands of today’s registered nurses, including many single mothers and thos¢ 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 unemploycd,

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

abandonment of nurse education,” said ANA Executive Director Gern 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 bipartisan support for its priority issues,

particularly support for NEA funding.

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

lion’s share of federal support 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 term given to a registered nurse (RN) who has met
advanced educational and clinical practice requirements beyond the 24 years of basic nursing
cducation required for all RNs. The four principal types of APRNSs are nurse practitioner, clinical

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

MORE...
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BUDGET CONTRADICTS/3..

In addition, monies in Title VIII fund nurse-managed clinics affiliated with university schools of
nursing. Last vear, 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 Bureau 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. APRNSs, such
as nurse practitioners and clinical nurse specialists, are increasingly in demand 1o 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 morc
broadly trained, RNs will be needed in the future.....Such trining 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 1o 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.”

Furthermore, ANA 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 nurses 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

atternpt 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 consummners’ access to health care services.

44

American Nurses Association Is the only full-service professional organization representing the nation’s 2.2 million
Registered Nurses through its 53 consnituent associarions. ANA advances the nursing profession by fostering high
standards of nursing praciice, promoting the economic and general welfare of nurses in the workplace, projecting
a posirive and realistic view of nursing, and by lobbying the Congress and regulatory agencies on health care
issues affecting nurses and the public.

g:\releases.97\budget2 distribution: entire



298 REDUCING THE DEFICIT: SPENDING AND REVENUE OPTIONS August 19yy,
DOM-55 ELIMINATE SUBSIDIES FOR HEALTH PROFESSIONS EDUCATION
Annual Savings Six-Year
{Millions of dollars) Cumulatiy
1997 1998 1999 2000 2001 2002 Total
From the 1996 Funding Level
Budget Authority 256 256 256 256 256 256 1.536
Outlays 90 179 256 256 256 256 1,293
From the 1996 Funding Level Adjusted for Inflation
Budget Authority 263 270 277 284 292 300 1,686
Outlays 92 186 270 278 285 292 1.4053

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:

0o 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.

o Nursing education. The subéidies 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

professional schools for recruiting, training. and
counseling minority and economically disad-
vantaged students. The remaining funds arc for
student loans and scholarships. Funding for 199
is $80 million.

Eliminating all of these subsidies would suc
over the 1997-2002 period, about $1.3 billion mca
sured from the 1996 funding level and about $i ¢
billion measured from the 1996 level adjustcd 1
inflation. The principal justification for this option »
that market forces provide strong incentives for in:
viduals to seek training and jobs in the health prote:
sions. Over the past several decades, physicians--t'
principal health profession targeted by the subsidict
have rapidly increased in number, from 142 Ph,‘".
cians in all fields for every 100,000 people in 1V
to 161 in 1970 and 244 in 1990. Projections by i
American Medical Association indicate that the 1+
number of physicians per capita will continue 10
through 2000. In the case of nurses, if a fh\‘f‘"‘i""
indeed existed, higher wages and better working ~"
ditions would attract more people to the profe”
and more trained nurses to nursing jobs. :md_ “":' -
encourage more of them to seek advanced TRIE

Moreover, because the subsidies £0 '"'.“”I.f._
institutions, they may have little effect on the "
bers or characteristics of people studying 1© be hes”
professionals. For example, most of the sub® -
nurses' training are directed toward increasing ,.
through baccalaureate degree programs and adv

paidies -
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Jucation in nursing, rather than raising the number
Jf new entrants into the profession. Similarly, over
sl of the funds for increasing enrollment of minor-
wand economically disadvantaged students are used
:\; support schools' recruitment, training, and counsel-
e cfforts.  Many critics of the subsidies contend
hat schools in the health professions have a strong
.ommitment to recruiting students from diverse
hackgrounds. Given that commitment, schools
would probably continue much of their recruiting and
wining efforts even if the subsidies were eliminated.

The major disadvantage of eliminating the subsi-
Jies is that the incentives supplied by market forces
may not be sufficient to entirely meet the goals of
hese health professions programs. For example,

;‘IOMESTIC DISCRETIONARY SPENDING 299

!

third-party reimbursement 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 physician 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.
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TO: ~ Jennifer Klein, Office of Domestic Policy
Chris Jennings, Special Assistant to the President for Health Policy Development
Marilyn Yager, Deputy Assistant to the President for Public Liaison

FROM: Marjorie Vanderbilt \\\A\S
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 102nd, 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

11
104th CONGRESS
1st Session
S. 972

To amend title XIX of the Social Security Act to provide for medicaid
coverage of all certified nurse practitioners and clinical nurse
specialists services.

IN THE SENATE OF THE UNITED STATES
June 27 (legislative day, June 19), 1995
Mr. Daschle (for himself, Mr. Inouye, Mr. Harkin, Mr. Hollings, Mr. Bingaman,
Ms. Boxer, and Mr. Akaka) introduced the following bill; which was read
twice and referred to the Committee on Finance

A BILL
To amend title XIX 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. MEDICAID COVERAGE OF ALL CERTIFIED NURSE
PRACTITIONER AND CLINICAL
NURSE SPECIALIST SERVICES.

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

IN THE SENATE OF THE UNITED STATES

May 25 (legislative day, May 13), 1995

Mr. GRASSLEY (for himself and Mr. CONR4D) introduced the following bill;
which was read twice and referred to the Committee on Finance

A BILL

To amend title XVIII 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 1t enacted by the Senate and House of Representa-
tives of the United States of America in Congress assembled,

SECTION 1. SHORT TITLE.

This Act may be cited as the “Primary Care Health
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Practitioner Incentive Act of 1995”.
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1 SEC. 2. INCREASED MEDICARE REIMBURSEMENT FOR
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NURSE PRACTITIONERS AND CLINICAL
NURSE SPECIALISTS.
(a) REMOVAL OF RESTRICTIONS ON SETTINGS.—

(1) INn GENERAL.—Section 1861(s)(2)(X)(i1)
of the Social Security Act (42 TU.S.C.
1395x(s)(2)(K)(ii)) 1s amended to read as follows:

“(i1) services which would be physicians’ serv-
ices if furnished by a physician (as defined in sub-
section (r)(1)) and which are performed by a nurse
practitioner or clinical nurse specialist (as defined in
subsection (aa)(5)) working in collaboration (as de-
fined in subsection (aa)(6)) with a physician (as so
defined) which the nurse practitioner or -clinical
nurse specialist is legally authorized to perform by
the State in which the services are performed, and
such services and supplies furnished as an incident
to such services as would be covered under subpara-
graph (A) if furnished incident to a physician’s pro-
fessional service;”.

(2) CONFORMING AMENDMENTS.—

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

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

graph (1), is amended—

4

(i) in clause (i), by inserting “and

such services and supplies furnished as in-
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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

(11) by striking clauses (ii1) and (iv).
(B) Section 1861(b)(4) of such Act (42

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

“clauses (1) or (ii1) of subsection (s)(2)(XK)” and

Inserting “‘subsection (s)(2)(I)".

(C) Section 1862(a)(14) of such Act (42

U.S.C. 1395y(a)(14)) is amended by striking

“section 1861(s)(2)(K)(i) or 1861(s)(2)(K)(1i)”

and inserting “‘section 1861(s)(2)(IK)".

(D) Section 1866(a)(1)(H) of such Act (42

U.S.C. 1395¢ce(a)(1)(H)) is amended by strik-

ing “section 1861(s)(2)(K)(1) or

1861(s)(2)(K)(ili)” and inserting ‘‘section
1861(s)(2)(K)". |
(b) INCREASED PAYMENT.—

(1) FEE SCHEDULE .u'IOﬁNT.—Section
1833(a)(1)(0) of the Social Security Act (42 U.S.C.
13951(a)(1)(0)) is amended to read as follows: “(0)
with respect to services described in section
1861(s)(2)(IX)(i1) (relating to nurse practitioner or

clinical nurse specialist services), the amounts paid
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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 (il) in the case of services as an .assistant
at surgery, the lesser of the actual charge or 85 per-
cent of the amount that would otherwise be recog-
nized if performed by a physician who is serving as
an assistant at surgery, and”.

(2) CONFORMING AMENDMENTS.—

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

U.S.C. 13951(r)) is amended—

(i) in paragraph (1), by striking “sec-
tion 1861(s)(2)(K)(iil) (relating to nurse
practitioner or clinical nurse specialist
services provided in a rural area),” and in-
serting “section 1861(s)(2)(K)(ii) (relating
to nurse pfactitioner or clinical nurse spe-
cialist services),”’;

(i) by striking paragraph (2);

(ii1) 1in paragraph (3), by striking
“section 1861(s)(2)(K)(iil)” and inserting
“section 1861(s)(2)(K)(i1)"”’; and

(iv) by redesignating paragraph (3) as

paragraph (2).
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1 (B) Section 1842(b)(12)(A) of such Act

2 (42 U.S.C. 1395u(b)(12)(A)) 1s amended in the
3 matter preceding clause (1), by striking “clauses
4 (1), (11), or (iv) of section 1861(s)(2)(K) (relat-
5 ing to a physician assistants and nurse practi-
6 tioners)” and inserting ““section
7 1861(s)(2)(K)(1) (relating to physician assist-
8 ants)’.

S (¢c) DIRECT PAYMENT FOR NURSE PRACTITIONERS

10 axD CLINICAL NURSE SPECIALISTS.—

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)(1v)) is amended by striking ‘“‘pro-

14 vided in a rural area (as deﬁned In section
15 1886(d)(2)(D))”.

16 (2) CONFORMING  AMENDMENT.—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 (1), (ii), or (iv)”

20 and inserting “clause (i)”; and

21 (B) by striking “or nurse practitioner’.

22 (d) BONUS PAYMENT FOR SERVICES PROVIDED IN

23 HEALTH PROFESSIONAL SHORTAGE AREAS.—Section
24 1833(m) of such Act (42 U.S.C. 13951(m)) is amended—

25 (1) by inserting “(1)" after “(m)”’; and
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(2) by adding at the end the following new
paragraph:

“(2) In the case of services of a nurse practitioner
or clinical nurse specialist furnished to an individual, de-
scribed in paragraph (1), in an area that is a health pro-
fessional shortage area as described in such paragraph,
in addition to the amount otherwise paid under this part,

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

-monthly or quarterly basis) from the Federal Supple-

mentary Medical Insurance Trust Fund an amount equal
to 10 percent of the payment amount for the service under
this part.”.

(e) DEFINITION OF CLINICAL NURSE SPECIALIST |
CLARIFIED.—Section 1861(aa)(5) of such Act (42 U.S.C.
1395x(aa)(5)) is amended—

(1) by inserting “(A)"" after “(5)"";

(2) by striking “The term.“‘physieian assist-
ant’” and all that follows through “who performs”
and inserting “The term ‘physician assistant’ and
the term ‘nurse practitioner’ mean, for purposes of
this title, a physician assistant or nurse practitioner
who performs”’; and

(3) by adding at the end the following new sub-

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—

(O3]

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

““(i1) holds a master’s degree in a defined clini-
cal area of nursing from an accredited educational

stitution.”’.

O 00 ~1J O nh ;A

(f) EFFECTIVE DATE.—The amendments made by

10 this section shall apply with respect to services furnished

1

—

and supplies provided on and after July 1, 1995.
@)
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Question:

Answer:

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

[ 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. | vetoed the Republican budget bill because it would threaten the
Medicare program, beneficiaries access to care, and the quality of health care
for everyone in this country. | 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, we are more than happy to work with you on
1t.

15
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PROVISIONS

ADMINISTRATION

CONF. AGREEMENT (H.R. 2491)

COALITION (H.R. 2530)

Floor on area wage Sec. 8705 Sec: 8505 No provision.
index After October 1, 1995, the area wage index for Same.
hospitals located in urban areas cannot be less i
than the average sural wage index in the State. 4
AddRional payments for | Section 8706 Sec. 8511; No provision,
physiclan’s services ¢ Increases the bonus payment for primary care | ¢ Same.
fumished In shortage services furnished (n rural health professionat
areas shortage areas (HPSAs) from 10% to 20%
eftective 10/1/85. Effective 10/1/98, for three
years, maintains the bonus payments for areas
that are removed from the HPSA list.
¢ Requires carriers to provide information on ¢ Same.

the program’s providers to the Secretary.

¢ No provision.

¢ No provision,

¢ Requires the Secretary fo study
the effectiveness of HPSA bonus
payments on recrulting and
retaining physicians in HPSAs and
report to Congress in one year.

¢ Requires the Secretary to develop

a mode! State scope of practice law.

Physiclan assistant a

nurse practitioner

paymeats in outpatient
; or home settings

Sec. 8707

Effective on 10/1/85, physiclan assistants (PAs)
and nurse practitioners (NPs) would be pald
direclly for services in outpatient and home
settings at 85% of the physiclan fee schedule.
Payments for PAs and NPs serving as
assistants-at-surgery for services furnished in
outpatient and home seltings would be 85
percent of the fee schedule amount that would
be pald for physiclans serving as assistants-at-
surgery.

No provision,

No provision.

ORAFT HHS 12115/95

RURAL - P. 4
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services” the following: “consisting of primary care services (as de-
fined in section 18421114
te) EXTENSION OF PA FOR FORMER SHORTAGE AREAS.—
(1; IN GENERAL —Section_1833tm) 142 U.S.C. 1395!'m. is
amended by striking “grea.” and inserting “area (or. in thc case
on area for which the designation as o health professional
area under such section i- Withdrawn, in the case of
_ * services furnished to such aniadividua! during the
3-vear perivd_beginning on the effective dateqf the withdraual
of such designation/.”.
(2) EFFECTIVE BATE. —The amendment made
—-—__ (17 shall apply to physicians’ services furnished inqn area for
Which the designotion as o health professional shoftage area
under section 332tailnA; of the Public Health Service Act is
drou'n on or ofter January 1. 1996.
TRING CARRIERS TO REPORT ON SERVICES PROVIDED. —
Section 1842(5%31 (42 U'.S.C. 1395urbi(31) is amended — '
(1) by strikiag “ond” at the end of subporograph t1); and
12, by insertingafter subparagraph (1) the following neu
aqragraph: e o g
:ill provide inforntation to the Secretary ton such peri-
odic basis a¥ the Secretar: may~require) on the tvpes of provid-
ers to whom the carrier makes additional pavments for ccrtain
phvsicians’ services pursuant to sectiorn _I833/m,. together with
o description of the seriices furnished by such providers: and”.
t¢) EFFECTIVE DATE.—The amendments made by subsections
e, 161, and 1di shall apply to physicians’ services furnished on or
after October ] 1995 _

SEC. 8707. PAYMENTS TO PHYSICIAN ASSISTANTS AND NURSE PRACTI-
TTIONERS FOR SERVICES FURNISHED IN OUTPATIENT OR

HOME SETTINGS.
> ta) COVERAGE IN OUTPATIENT OR HOME SETTINGS FOR PHYSI-

CIAN ASSISTANTS AND NURSE PRACTITIONERS. — Scction
18611s21K) 142 U'.S.C. 1395x181021K ) is amended —
(1) in elause (i/— ,
(A) by striking “or” at the end of subclause (I1); and
(B) by inserting “or (IV! in an outpatient or home set-
ting as defined by the Secretary” following “shortage area.”
an
(21 in clouse titi~—
(A) by striking “in a skilled” ond inserting “in I/ @
skilled”; and
"(B: by inserting “. or (Il in an outpaticnt or home set-
ting 1as defined by the Secretary..” after “1as defined in scc-
tion 1919an”.
(b: PAYMENTS TO PHYSICIAN ASSISTANTS AND NURSE PRACTI-
TIONERS IN OUTPATIENT OR HOME SETTINGS. —
1) IN GENERAL.— Section 1833iri1, 142 U.S.C. 1395!iriIn
is amended —
tAr by inserting ‘“services described in section
1861tsi2)Kitiinll) trelating to nurse practitioner services
furnished in outpoticnt or home settingsi. and services de-
scribed in section 18611 2/¥KninIV) irelating to physician
assistant services furnished in an outpatient or home set-
ting” after “rurol erea..”: and .
(B: by striking “or clinical nurse specialist™ and insert-
ing “clinieal nurse specialist, or physician assistant”™.
{2: CONFORMING AMENDMENT.—Section 1842(b)6i1CI (42
U.S.C. 1395urbn6xCii is amended by striking “clauses (i.. (ii,
or fiv)” and inserting “subclauses (1, (IIi. or (111 of clause i),
clause tiinl,. or clause 1it/”,
te; PAYMENT UNDER THE FEE SCHEDULE TO PHYSICIAN ASSIST-
ANTS AND NURSE PRACTITIONERS IN OUTPATIENT OR HOME SET-

TINGS. —

P.a3
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(1) PHYSICIAN ASSISTANTS. —Section 1842161112) 142 L.S.C.
1395utbi(12) is ‘I,meded by adding at the end the following
. subparograph )

f',(e(,"l; ’Wit': resaecf to services described in clauses 1inIv, tiinll),
and tivi of section 1861tsr2iKi trelating to physician assistants
and nurse practitioners furnishing services in outpatient or homce
settings)—
“(i) pavment under this part mox only be madec on on as-

signment-related basis; and

“iis the amounts paid under this part shall be equal to 80
percent of (1) the lesser of the actual charge or 85 percent of the
fec schedule amount provided under section 1848 for the samc

serviee provided by a phyvsician whd is not a specialist; or (I

in the case of services as an ossistant gt surgery. the lesser of

the actual charge or 85 percent of the amount that would other-
wise be recognized if performed by a physician who is serving

os an assistant at surgerx.”. : .

(2) CONFORMING AMENDMENT. —Section 1842bi12:A: 42

U.S.C. 1395uibil2iAn is amended in the matter preceding

clause 11; by striking 'M1). (iis” ond inserting “subclauses (I,

1. or (I1]) of elause (ii. or subclause 11 of elause i),

31 TECHNICAL AMENDMENT.—Section 1842/bi1121tA1 142

U.S.C. 1395utbii121A1 is amended in the marter preceding

clause 1y by striking “a phvsician assistants” and inserting

“physician assistants”,

td+ EFFECTIVE DATE.—The emendments made by this section
~shail-appirto-seriices furnished on or after October 1. 1993,

SEC. 8708. EXPANDING ACCESS TO NURSE AIDE ING IN UNDER-

o SERVED AR
‘r@: IN GENERAL —Section 1819fu2uBitiii_ 142 U.S8.C.
1 11 2nBriiindy is amen in the matter preceding~gem ta), by
striking. by or in a nursing fecilin and inscrting “by @ nixsing fa-
cility tor ¥m_such a facility. unless State determines tha\there
is no other such program offered within o_reasongble distance.
rides notice of the-approval to the State long term care ombudsniam
and assures, through an orersight effort. that an odequate environ-
1ent exists for such a programi . ' L
"~ EFFECTIVE DATE.—The amendment made by swbsection ta)
shall Gpaly to nurse aide training and competency evalwation pro-
grams undve_section 1819 of the So%zl Security Act which arc of-

fered on or afr?r\%ber 1. 1995.
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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).



