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METHODS CONTINUED

RECIPROCITY:

The practice of reciprocity is used only when formal reciprocal agreements
are established between states. It promotes the attitude of "we will
accept your licenses 1if you accept ours.”™ Reciprocity is possible only
between states who have the legal authority to enter into an agreement and
is willing to do so. Applicants eligible for licensure by reciprocity
usually are not required to meet or produce evidence of any additional
qualifications other than current licensure from the other state.

CREDENTIALS:

Credentials is a method of licensure based solely on evidence of formal
education, professional experience, and licensure in another state, if
licensing requirements in the other state are similar or higher to those
of this State.

COMITY:
Comity 1is the recognition and acceptance of licensure from another juris-
diction conditioned upon proof of education and training submitted by the

applicant. It allows flexibility of educational courses iIn lieu of exami-
nations, etc.
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TO: HOUSE LABOR AND COMMERCE

REP. NAVARRE, DAVIS, BOUCHER, KOPONEN, PEARCE, COLLINS AND
HANLEY

SENATE HESS

SEN. FAHRENKAMP, STURGULEWSKI, P. FISCHER, DEVRIES AND
JOSEPHSON

FROM: ROBERT *“NIELSEN, 4938  MILLS  DR., ANCHORAGE, 99508,
333-1481(HM), 274-6524(UK)

RE: SB 227 AND HB 317, SOCIAL WORK LICENSURE

SOCIAL WORK IS A PROFESSION THAT NEEDS TO BE LICENSED IN THAT
THESE WORKERS RELATE TO PEOPLE IN  MANY DIFFERENT CONFIDENTIAL
WAYS. SOCIAL WORK IS A HUMAN SERVICE WHICH I SUPPORT AND URGE
YOUR AFFIRMATIVE VOTE. THANK YOU.
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TO: SENATE HESS COMMITTEE, SENATORS FAHRENKAMP, STURGULEWSKTI,
PAUL FISCHER, DEVRIES AND JOSEPHSON

HOUSE LABOR AND COMMERCE COMMITTEE, REPRESENTATIVES NAVARRE,
DAVIS, BOUCHER, KOPONEN, PEARCE, COLLINS AND HANLEY

FROM: MILLI ANDREINI
3524 STANFORD DRIVE
ANCHORAGE, ALASKA 99508
HOME NO*: 274-8706
WORK NO™* : 276-4994

RE: SOCIAL WORK LICENSING

I URGE YOUR SUPPORT OF HB 317 AND SB 227 TO LICENSE SOCIAL
WORKERS* SOCIAL WORKERS PROVIDE A RANGE OF SERVICES WHICH AFFECT
PEOPLES LIVES* YET, THEY ARE NOT REGULATED BY LICENSURE* |INSURE
COMPETENT SOCIAL WORK IN ALASKA* PLEASE SUPPORT THIS NEEDED
LEGISLATION*
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TO: SENATE H*E.S*S*

SENATORS FAHRENKAMP, STURGULEWSKI, P. FISCHER,
JOSEPHSON

” HOUSE LABOR AND COMMERCE

REPRESENTATIVES NAVARRE, DAVIS, BOUCHER, KOPONEN,

COLL..NS, HANLEY
FROM: DIANE SCHANDER
<9221 KAVIK STREET
ANCHORAGE, AK* 99515 PHONE: 243-5597 HM*

RE- SB 277/HB 317- SOCIAL WORK LICENSING

DEVRIES,

PEARCE,

I URGE PASSAGE OF SB 277/MB 317* IN MY CASE INSURANCE COVERAGE

IS NON-EXSISTENT WITHOUT LICENSING™*
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TO: SENATE HESS

SEN. FAHRENKAMP, STURGULEWSKI, P. FISCHER, DEVRIES AND
JOSEPHSON

HOUSE LABOR AND COMMERCE

REP. NAVARRE, DAVIS, BOUCHER, KOPONEN, PEARCE, COLLINS AND
HANLEY

FROM: NI1CKI J. NITELSEN, 4938 MILLS DR
333-1481(HM>, 561-1361(UK>

- ANCHORAGE, 99508,

RE: B 227 AND HB 317, SOCIAL WORK LICENSURE

PLEASE SUPPORT THE SOCIAL WORK LICENSURE BILLS. SOCIAL WORK
LICENSURE IS IMPORTANT SO QUALIFIED PEOH..E WILL BE HELPING
PERSONS WHO NEED THE IMPORTANT SERVICES ._THAT SOCIAL WORKERS
PROVIDE. THANK YOU VERY MUCH FOR YOUR SUPPORT OF THESE BILLS;
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T0: REPRESENTATIVES NAVARRE, DAVIS, BOUCHER, COLL INS
KOPONEN AND PEARCE -
FROM LESLIE BOGDA
PO BOX 264

PALMER 99645
DAYYTME PHONE 376-4080

HANLEY,

1 AM IN SUPPORT OF HB 317/LICENSING OF SOCIAL WORKERS * I
HAVE A BACHELOR®"S DEGREE IN SOCIAL WORK FROM THE UNIVERSITY OF

ALASKA
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TO: REP™* NAVARRE, DAVIS, BOUCHER, KOPONEN, PEARCE, COLLINS,
HANLEY

FROM:  MARY LEE NICHOLSON, P*G* BOX 771052, EAGLE RIVER, 99577,
694-2377 (HW)-

RE: HB 317, LICENSING SOCIAL WORKERS

TO ENSURE THOUGHTFUL APPLICATION.OF KNOWLEDGE, SKILLS AND HUMAN
VALUES TO ALASKA®S TOUGH SOCIAL PROBLEMS 1 URGE YOUR SUPPORT OF
HB 317, SOCIAL UORK LICENSING*



State Comparison of Laws Regulating Social Work

July 1984

TABLE I Year of Enactment, Type, and Administration of State Statute
TABLE I Levels of Practice Regulated and Renewal Periods

TABLE Il  Exclusions, Privileged Communication, and Other Features
TABLE 1V Continuing Education Provisions

TABLE V Vendo, "ship Provisions

National Association of Social Workers, Inc. ForInformation: Myles Johnson, LCSW
7981 Eastern Avenue Staff Associate
Silver Spring, MD 20910



TABLE |—Year of Enactment, Type, and Administration

Year ol
Enactment

State (In Order .
ot Enactment) First

1 Puerto Rico
2 California

3 Rhode Island
4 Oklahoma

5 New York

6 Virginia

7. llingis
6 South Carolina
9 Maine

10 Michigan

11 Louisiana

12 Utah

13 Kansas

14 Kentucky

15 Arkansas

16 South Dahola
17 Maryland

18 Colorado

19 Idaho

A Delaware

21 Alabama

22 Oregon

23 Massachusetls
24 Tennessee

A Texas

2 Florida

27 Montana

28 North Dakota
2 North Carolina
30 New Hampshire
3L Virgin Islands
2 Georgia

3 West Virginia
3 lowa
3 Ohio
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Amended Typel Name of Stale Regulatory Agency

“Board of Examiners of Social Workers2
I,Board ol Behavioral Science Examiners

Board of Registration .
Stale Board of Licensed Social Workers
State Board of Social Work
Virginia Board of Social Workers'0
Social Workers Examining Committee
Slate Board of Social Worker Registration
State Board of Social Worker Registration
Board of Examiners of Social Work .
Stato Bd of Bd Certified Social Work Examiners
Board of Social Work Examiners
(.Behavioral Sciences Regulatory Board24
State Board of Examiners of Social Work
Social Work Licensing Board
Board of Social Work Examiners
State Board of Social Work Examiners
L"  Board of Social Work Examiners
State wmard of Social Work Examiners
Slate Board of Social Work Examiners
Alabama Board of Examiners In Social Work
State Board of Clinical Soclol Workers
Board of Registration of Social Workers
Board of Social Work Certification and tcensure
Council for Social Work Certification
No Board
State Board of Social Work Examiners
Board of Social Work Examiners
Certification Board for Social Work
Board of Examiners of Psychologists
Board of Social Work Licensure
Composite Bd of Professional Counselors,
Social Workers and Marriage and Family Counselors
RS Board of Social Work Examiners
R Board of Social Work Examiners
RLB  Counselor anc Social Worker Board
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Number ol

Board Members

Location Within State Government Total

Independent Board .
Department of Consumer Affairs

Dept, ol Social & Rehabilitative Services
Independent Board

Tha State Education Department

Dept, of Health Rsgulatory Boards
Dept, of Registrations A Education
Independent Board .

Dept, of Business Regulation

Dept, of Licensing &Regulation

Dept, ol Health &Human Resources
Department of Regwtraﬂon
Independent Boar .

Dlv. of Occup. &Prof., Dept, of Finance
Independent Board .
Dept, o Commerce &Consumer Affairs
Dept, of Health & Mental Hygiene

Dept, of Re?ulatory Agencies

Dept, of Sel-Governing Agencies
Independent Board

Independent Board

Dept, of Human Resources, Health Division
Independent Board _

State Llcensm? Board for Healing Arts
Texas Board of Human Resources
Department ol Professional Regulation
Independent Board

Independent Board

Independent Board

Independent Board

Independent Board

Independent Board
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Independent Board
Department of Health
Independent Board
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TABLE |I—YEAR OF ENACTMENT, TYPE, AND ADMINISTRATION
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nICgror glrg |cen ersg %erto cho
W%e chense8 Socra?Work rs: " Two Lie. Socral Work Associates, President, Okla.
SW one ublic member. aW
SW DePrees t reg With undergra%uate de reeﬁ ()
Amen e comprehensive Occupationa| Code acts,
fLawactuaII grants "right to practice and use the title" but prohrbrts only misuse of

e
arwo €4Ch Certified Social Workers, Social Workers and persons licensed for Indepen-

dent pi xice.
G_e‘gf slature?j rQantled Board of Behavioral Science Examiners In 1983 Q/se)
es registration ol MSW or BA + 2years level and licensuré of other

esta
%ﬁrrgeﬁe}ré e|red A&;ral Workers: Two Master Social Workers: One Social Worker: One
PHWO certified Social Workers: onﬁ Social orker one Socrag Work Associ ({a QSDB

égornmeérts omne person each required fromlists by Md. Chapter, and Metro D.C.

%rggt

e
g[res at least one member eng %ed In' Drrect services" and one member In
edu ation, tramm or rese rch In Social

ree Certr |edS craI er Tw Social Work rs agg

ree Licensed mca ocla Wor ers; ane eneraI uplic' mem

er. (Del
ur ||cense irtr led Soclal Wo rkers: Two Icense Graduateg (

W.:" Orie licensed

elor 5
ee clmrca social workors; one public citizen; one consumer of clinical services.

aF
B
ﬁaw rovides "not less ‘han sgvn CSW and requires one consumer representative.
Ten persons currently appointe EN.Y.

ZFour social Worker? reseqting each of the licensed levels, three persons to repre-
sent the enera public. (Mass
ZFour C i |ed MSW two IndePendent practrtroners and_Lpublic member. genn)
2B0ard re lates bot Psycho %%rsts& ocla %rkers Two Certified Psychologists;
woS a ? ers: | ree( s o[)%renera unlic. (Kansas
our mrca Socra Wo rkers: two P lic mempers; oné consumer member. gOre)
hree %Frtr led Social orkers hree Social Workers or Social Work AsSociates;
Three public. members.
Zunset revrew reenact e t ex Joanded coverage 10 public employees I\/kj’)
BAct amended lo end RSW regr tration Ieve |n1983No nev. registrations fssued. (Cal)
“One each social Worker mem e{ empoge In prrv te practice, slate social service
agency, medical or socja we are i socra wor e uc tion, M nt.
g, Eeeed ool orkers g o ertie §°°’a O bnis. (s
Te Cer frerJ C nrca? Social Worker Is a A o an existing sta{ (Qoard of
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Gﬁ{lemgntatron of act delayed pending appropriation act scheduled for 1984session.

Iprotecton for _~oclal Worker", "Graduate Social Worker arrrd "Certified Social
Worker"; Licensure of " rrvate I ependent Fctrce or social work.” (W\Va.)
Boar com 0sed  of 4 Professiona Coun elors, 2 Social Workers, 2|ndependent
gcial Wore n 3"re gsentatrveso t egeneral public." (Ohio
aw re- enacte ollowm unset review. (Ala., Tenn, Colo.
" chenses p{ cli §e of social work and" authorizes registration of "Social Work

Assistan
8rofessrona| mempers for each profession and 1public member.

“B ar%com 0sed 0
E ree member group comprises a “Standards Committee” for their profession.



TABLE IlI—Levels of Practice Regulated—Renewal Periods

Current
Title Initials  Education Experience  Employment  Exam Renewal
Requhed Required Required  Period
ALABAMA Independent Practice MSW +2' YES 2years
Certified Social Worker LCSW ~ MSW +2y1s. YES
Graduate Social Worker LGSW  MSW NO YES
Bachelor Social Worker LBSW  BSW 18 NO YES
ARKANSAS Licensed Certified Social Worker LCSW  MSW +2years YES 2 years
Licensed Master Social Worker LMSW  MSW NO Y S
Licensed Social Worker LS*V  BSW YES
CALIFORNIA Licensed Clinical Social Worker LCSW  MSW +2years3  NO YES Annual
COLORADO Licensed Social Worner Il LSWII" MSW 45 years YES 2years
Licensed Social Worker LSWI MSW 4 2years NO YES
Registered Social Worker RSW ~ MSWorBA 4 2years NO
DELAWARE Licensed Clinical Social Worker LCSW  MSW 4 2years NO YES 2years
FLORIDA Clinical Social Worker LCSW  MSW 4 3yearst  NO VES- 2years
GEORGIA Clinical Social Worker LCSW ~ MSW 43 years NO YES 3
Master Social Worker LMSW  MSW 4 2years NO YES
IDAHO Independent Practice _ MSW 4 2 years NO Annual
Certified Social Worker CSW  MSw NO YES
Social Worker cu BSWu YES
ILLINOIS Certified Social Worker CSW  MSw NO YES 2years
Social Worker v BA 4 2years YES YES
IOWA Licensed Social Worker LSW  MSW 42 years NO YES Annual
KANSAS "Specialties” MSW 4 2years YES
Master Social Worker MSW  MSW YES® YES 2years
Baccalaureate Social Worker BSW  BSW YES
KENTUCKY Independent Practice MSW 4 2years YES
Certllled Social Worker CSW  MSw NO YES 3 years
Social Worker SW BSW YES

LOUISIANA Board Certified Social Worker BCSW  MSW +2 years NO YES Annual



TABLE It—Levels of Practice Regulated—Renewal Periods-Continued

MAINE

MARYLAND

MASSACHUSETTS

MICHIGAN
MONTANA
NEW HAMPSHIRE

NEW YORK
NORTH CAROLINA

NORTH DAKOTA

OHIO

Titla

Independent Practice
Certified Social Worker
Registered Social Worker
Associate Social Worker

Independent Practice
Certified Social Worker
Graduate Social Worker
Social Work Associate

Independent Clinical Social Worker
Certified Social Worker

Social Worker

Social Work Associate

Certified Social Worker
Social Worker -
Social Worker Technician

Licensed Social Worker
Certified Clinical Social Worker
Certlflod Social Worker

Certified Clinical Social Worker
Certlf'ed Social Work Manager
Certified Master Social Worker
Certified Social Worker

Independent Practice
Licensor Certified Social Worker
Licensed Social Worker

Independent Social Worker
Social Worker
Social Work Assistant

Initials

CSW
RSW
ASW

CSWD
GSW
SWA

LICSW
LCSW
LSW
LASW
CSW
SW
SWT
LSW
CCSW
CSW
CCSW
CSWM

CMSW
CSw

LCSW
LSW
LISW
LSW
RSWA

Education

MSW
MSW
3SW
BA
or

MSW
MSW
MSW
BSW

MSW
MSW

BSW or BA
AAVBA

MSW
MSW or BA
2yr. BAor

MSW
MSW
MSW4

MSW
BSW
MSW
BSW

MSW
MSW
BSW

MSW
BSW/MSW
AAV

Experience
Required

+2years

+2years
6years

+2years
+2years

+3years
+2years

il cars
+2 jears
year

+Zn
4% 7

+28
+7a
+3

+2years

Current
Employment  Exam
Required Required
YESD
YES
NO YES
YES
YES
YES
NO YES
YES
YES
YES
NO YES
YES
NO NO
YESF3 NO
YES9 NO
NO YES
NO NO
NO YES
NO YES
NO YES
NO YES
NO YES
NO NO
NO YES
NO YES
NO YES
NO YES

Renewal
Period

2\ears

2years

2years

2years

2years

2years

2years
2years



TABLE Il—Levels of Practice Regulated—Renewal Periods—Continued

OKLAHOMA

OREGON
PUERTO RICO
RHODE ISLAND

SOUTH CAROLINA
SOUTH DAKQTA

TENNESSEE

TEXAS

UTAH

VIRGIN ISLANDS

VIRGINIA

WEST VIRGINIA

Title

| icensed Social Worker
Licensed Social Work Associate

Registered Clinical Social Worker
Social Worker

Registered Independent Social Worker
Registered Social Worker

Registered Social Worker

Independent Practice
Certified Social Worker
Social Worker
Social Work Associate

Independent Practice
Master Social Worker

Private Practice
Certified Social Worker
Social Worker
Social Work Associate3

Independent Practice
Certified Social Worker
Social Service Worker
Social Service Aide

Social Work Associate

Social Worker

Certified Social Worker

Certified Independent Social Worker

Clinical Social WorkerB
Social Worker

Certified Social Worker
Graduate Social Worker
Social Worker

Initials

LSW
LSWA

RCSW

RISW
RSW

RSW

Education

MSW
BSW

MSW
BAMSW1

MSW
MSW

MSW5

CSWPIPMSW
CSW MW

Sw
SWA

MSW

CSW
w
SWA

CSW
SSwW

SSA

SWA
w

CSW
CISW

cSw

SW

LCSW
LGSW
LSW

CSwW
AA-BA

MSW
MSW

CSW
MSW
BSW
HV/BA

MW
MSW
BSW

AVBA
BSW or BA
MSW
MSW

MSW
MCW

MW
MSW
BSW

Experience
Required

+2vears
+2 years

+2years
+2years
+2years

+2years

+5years
+ Exper.2

+ SW exp.
+2 years

+2
+2

+3years
+3jears

+2years

Current
Employment  Exam
Required Required
NO YES
NO YES
NOD NO
NO NO
NO YES
NO YES
NO NO
YES
YES
NO YES
YES
NO NO
NO NO
NO
NO YES
YES
YES
YES
NO YES
YES
NO
NO
NO NO
NO
NO YES
YES
NO YESD

Renewal
Period

Annual

Annual®
None

Annual
Annual

Annual

2 .«e

Annu?
Annual

Annual
Annual
Annual
Annual
Annual

Annual

2\ears

2years
2\ears



TABLE II—LEVELS OF PRACTICE REQUIATED

‘Act provides eligibility for either of BA + 2 years post graduate study (MSWL,
BA + 1year post graduate study + 2 years experience, or BA with Social Wor
magor (BSW) + 3¥ears of experience. (P.R.g ,
21972 amendments provide eliglblily for MSW, BSW + 3 years of experience,
BA h 5 years of experience, and 1 year Social Work Master's study + 1 year
other MA'study—?2 years experience. (Cal) o
30ne year of experience must be Ina hospital, clinic, or agency and providing
psychotherapy. FCaI.? _

‘ Master's or equivalent degree In Social Work. (N.Y,)

50r membership In NASW on May 25, 1968, (Effective date of Act). (S.C.)
8Le(_1]a| resident or employed In the state. (Kansas). .

701 has the equivalent of 4,000 hours of voluntary service. (Mich.) ,

sOr has the equivalence of 2,000 hours of voluritary service, was previously
certified, or has AA In Social Work. (Mich.)

00nly Certified Social Workers may practice Independently. (Md.)

"Only LSW-11 with 4 years experience may practice Independently, other two
levels save title protection only. (C o) .

"Employment not required If person has an accredited BSW or MSW, or was
previously certified. (Mich.) _

ABA In “related fields ... approved by the Doard” recognized. (Idaho)
Mncludes specialty license as "Clinical Social Worker." (Utah)

|?:prevlqus titles continued temporarily. (Va.) . _
"Experience required In 2 years full time or 3 years par* time; 4 years full time
or 5 years part time for specialty license. (AIaX

"“Effective January 1,1984, LBSW with 2 or more years of continuing supervi-
smntfromALlG?W or LCSW may via k without supervision If In "same type" of
ractice. (Ala.
f9Renewa raqulres one to have been "actively engaged" in practice during
reglstr_atlon period. %)re_.) _ o _
2'(\)/| ppl|)cant must submit evidence of qualification to practice Independently.
aine
‘Period for renewal to be set by Board. (Mass.)
22Dept. to establish procedures including "the number of years of acceptable
Social Work experience." (Tex.) o _
23The SWA certificate was open for application for two years only ending
August 1983. (Tex.) . _ _ _ _
24The MSW must have "a major emphasis or specialty In direct patient or
health care services," and he CSWE accredited. Doctoral degree need not be
CSV.'E accredited. (Fla(.) _ o
25Exam to be "prepared by dept, or State professional organization." (Fla.)
28MSW oi "doctorate" required plus 3,000 hours In psychotherapy, In past 5
er. Three references also required. (Mont) o _
7"%_|years or 3,000 hours of post-masters supervised, paid clinical experience.”

N.H.

§8The Certified Clinical S.W. requires the CMSW license; the Certified S.W.
Manager reci_u!res_a CSW license. sN.C.)
29ACSW certification may be substituted for the exam. %N.Va.)
"Expiration and renewal dates to be set by the Board. (Ga.)

FA Registered Social Work Assistant may not practice social work except
under the supervision of an LISW (Ohio).



TABLE lll—Exclusions, Privileged Communication, and Other Features

EXCLUOEO GROUPS Privileged
Private cwnmuru
Public Age cations
Employee* Emglg];gyes Students
ALABAMA YES NO YES NO
ARKANSAS NO NO YES YES
California YES YES NO YES
COLORADO NO NO NO YES
OEtAWARE YES YES NO YES
nopiDA YES NO YES NO
GEORGIA es NO'1 YES NO
IDAHO 0 NO -'S YES
ILLINOIS NO NO Yt, YES
IOWA NO NO NO YES
KANSAS NO nl NO NO
KENTUCKY YES NO NO YES
LOUISIANA YES YES YES YES
MAINE YES NO* NO YES
MARYLAND YES NO YES NO
MASSACHUSETTS YES NO YES YES
MICHIGAN NO4 NC NO YES
MONTANA YES YES* YES YES
NEW HAMPSHIRE YES
NEW YORK NO NO NO YES
NORTH CAROLINA YESJ NO NO YES
NORTH DAKOTA NO NO YES NO
OHIO YES'4 NO*4 YES YES
OKLAHOMA NO NO NO YES
OREGON YES YES YES NO
PUERTO RICO NO NO YES NO
RHODE ISLAND NO NO NO NO
SOUTH CAROLINA NO NO NO NO
SOUTH OAKOTA NO NO YES YES
TENNESSEE NO NO NO NO
TEXAS NO NO NO NO
UTAH NO NO NO NO
VIRGIN ISLANDS NO NO YES YES
VIRGINIA YES YES YES YES
WEST VIRGINIA NOI* NO NO YES

A "YES" Indicate; group Is exempled liom coverage ol oct, under "EXCLUDEO
GROUPS" only

'Authority to waive qualifying requirements given lo Board. ([N.Y |
PAulho. Iy to sel Ices given [0 Board (Ark,S.D., Del.. I/ass., Tex,, Mont, VI, lowa, Ga
‘Specifics nol Included in chaptoi on social work regulations (Ulah, Calll,P R , Mich.
"Excludes "School Social Wotket" lillo uso In Depl. ol Education. (Mich.)

‘Excludes persons employed In church operated: 1alllllalod agoncles. (Ky.)

'$25 lor CSW and SW. 7 S0 lor Sgl%al Service Al s. (Ulah)

'SW Technician; SIS milial lee. JUrenewal (Mich)

'Fees vary according lo licensure level. (Maine)

'Excludes a person employed by a hospital accredited by the Joint Commission on Ihe
Accreditation ol Hospilals (JCAH) who Is practicing Independently. (Maine)

"Attorney Geneial Is authorized lo (He a civil aull lor "Injunclive rcliel or to recover Ihe
civil penally "(Tex)

"Employees In an "educational reseaich or charitable Institution" are nol prohibited
liom The duties or uso ol lilies ol Iholr position. (Monl.)

Reciprocity

YES
NO
NO

YES
YES
YES

YES
YES
YES

YES
YES
YES

YES
YES
YES

YES
YES
YES

YES*
YES

YES
YES'L

NO
NO

NO
NO

NO
NO
NO

NO
YES
NO

YES

initial
Mm 150
2

1510
joso

Mil USO

2

150
125

4
11050
Ma. 130
150

a

Mu 150

2
125
L

1110
Ma* 1150
Miill 100
7

M« 175
Mia 150
1

$50

7o

150

2
%25*

%175

TABLE III-EXCLUSIONS

FEES

Renewal Fine Imprisonment
%Am 1% None Non#
5100 500
S3
%? 50 120 Class 3 Misdemeanor
Class A Misdemeanor
Mae | *50 Misdemeenor 1st degree
Misdememo/
150 Misdemeanor *
$10 150500 And/or 14 month
2 Misdemeanor
11050 Class C Misdemeanor *
Mi> 150 Mi* 1500
120 1100500 or 6 inonlf.4 ma*
d 150500
MI* 150 Mi* 5500 And/or 90 day ma*
2 i 1500 Mi* 3 mos
15 _ _
Mai 1500 Noi lo exceed 6 mos
Misdemeanor
130 Class A Misdemeanor
Mi* 115 MI* 1200 rtol lo exceed 0 mos
glli* 120 Class B Misdemeanor
) Misdemeanor**
Mi* 150 1100500
Mi* 140 RIS
15 i,
$25 $500
%5 Min 1200 or Min 30 days
Ma* 1500 And/or 30 day ma*
150 Misdemeanor
150 ma* line
% 0 None
2 1100500 Non#
100 150500
Misdemeanor

"The act specifically prohibits making s cerlllicato or an examination ol this act a re-
quirement lor any position. (N.C.)
E(ljﬁ'w) also provides eulhorlly lor Board In evaluate equivalence ol non-LVS degrees.
i0
"Voluntory licensure specifically authorized lor civil service employees. (Ohiog1
"Hospital and Nuising Home employees are exempt lot "social services other than
counseling and Ihe use ol psychosocial Interventions and joclal psychotherapy." Also,
alcoholism and drug abuse counselors certified by Ihe Depl. ol Health are exempted, as
arc "union couns9tois" end cerleln employees ol Ihe American Red Cross. (Ohm?\
"First ollense shell be "rr.inof misdemeanor"; second ollense, misdomoanor ol Ihe 4lh
degree; others, misdemeanor ol Ihe 1st degree (Ohio)
"School (.octal workeis employod by county boards exempt bul requited lo have slate
education board csrllficatlon (W.Vla% B .
"Exempted ere employees ol hosrnlals‘ long term care lacllllles, certified school social
workers, end paraone practicing "In accord* :e with Biblicaldoclrins". BSW graduates
specifically authorized lo use tills of "Social Woiker" without license. (Ga)
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TABLE [V—Continuing Education Provisions

The authonzmghprovmons Included i |n the legislation are listed below, for states
S contl um% educatton rqunrement for the

that have ct? whi
renewal, of a
respective boards.

Sectﬁtn 121

At te time o| license renewal each apPltcan shail present
satisf ctor evid nce that In the ePe since .the | |cegse \was
|ssue such a |c nt asc mpleted the continuing e ncatton

require ets ﬁect led b e Boaro. At the time” of license
reﬁewa Board may, In Its |scret|0n walve hceanctot ttnum

UC&%IOH requnement )(tpon a Snowing by an ap

rﬁ lliness or other extenuating “c cumsta c%s reve te
gettono such requirement. A waiver shall nol be granted to
any pplicant twice In Succession.

Sectjon 100)

At te time” ol license renewl gach a ||canh shall present
satis act%)nr1 evidence that n| enod nce the license was
Issued, ne nas completed The contt uing education requirements
as requned by the Board.

ection 12635

Very person s a renewal ol a certificate shall show

teen claSEtoo ura of conttnumg ucation un grt

sponsorship of an accredited school ora gramaé)Prove yt

Poard The'board has the authorit torV|s the Criteria so”that

Ime, content, an agdaro nat ne S of continuin
r

ttvmes ma}/ beﬁ rent, effective, and relevant. An revision

ol criteria % Ime, cont nt or rognateness conttnu-

mgl educatio e made nown lusion In eannua
ice of renewa Icensure and registration.

At ttte time of the Itcense renewal each ap ||cant shall present
ce the Jicense was

S&tlllsegCt?tg/ SPHS nece taat Ik (ETIO n%IJ uing education re-
aan SBGCI % R Bgoa

quirements as develope ed

at In e eno since | etcense Was Issue f ﬁ
mpleted con Inuing eql a\tton re tnrements set bg n]

de&aartmenhor In hhe casel W ISts J fl eboard
reqtu Irné)et an A hours ol continuing education per year snail be

Sec on
@ ant rren aI shall present saétsfﬁctor ewdenie
0

ecify some form
icense or certificate. Specif

evidence lo the b?arEg Ehat he has heen enga%ed In at Iea;?t fo& -

education ac-

i

regulations shou

GEORGIA

KANSAS

KENTUCKY

MAINE

MARYLAND

MASSACHUSETTS

MONTANA

dheo

tained from the

Section 43-
he 0ard shal shabltsh conti umn edfucatton requirements (or
llcefrn renewal. The number o houfs of continuing educ \ton In
each srPeu%Itg/shall noter<cee Ihe number ol hours avallaple that
H each such specialty n ﬁrda groved coursesw In the
a hoard may waive these continuing € ucatton re-
unemenﬁ ?rnot moeltitn 12months, but such waiver shal %n-
be avalla l#)on the licensee's satisfactory showing to t

oard of undue hardship.

Section 230)
Excegt as otherW|se rowded In KSA 553 as amended a
P H nhay ereng xthe 8 ymeJtt of the renewal fee se

orth In thiS act an ee ecut]s n% %u ISslon 0o{ a signe
statement onalorm toh e provided %t rd, atte ttngta
the appltc nts |cense has beben neither revo ed nor cn ent

suspendegd and that applicant has met the, requirements orcon/-
tinding education esteﬁﬁts“ y heeboa \

ctton tﬁﬂ
e hoard ts discretio regwreconttnum%educatton
con Ition o cense renewal. r&Enat Acts 19/ ?
Sect

n 109
Eve 2nd renewal shall be conttnqené upon evidence of par-
ticipation In a co ttnuhng E;t)ro essional education course orBo
gram as approved by the Board

Sectio
Até'@%t'm ret‘ttvea'tt“eatt’é‘t?t TR e e pcensee ﬁepam'
F ? ec'?ah ation In the fthdd sog n] D

cant's area ol S work. This re-
urrement shall e sta dardtzep (tor a|| Itcensees within eac
ategory and within each specialization.

Section 1%

At ttFe ime of license reneWﬁI each agpltcant] shall present
satts or¥] ewdence that In | ﬁertod d|nce the license was
SslosgceI a comgete the continuing education requirements

byt e hoard
Sectjon 9

A}Ppltcatton for renewal tist be made ypon a form 8rowdedb
the eartment renewal license must D ISsued upon payme
of a renewal {ee set btt the board and uLPon submitting prool 0
completion of continuing education requirements.
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NORTH CAROLINA STCtIOn B

NORTH DAKOTA

OHIO

OKLAHOMA

SOUTH DAKOTA

| certﬁtcatt?s(b )tssued her Bnd r shall be renewed at éhe tlmes
and mtemanner&rowe g ﬂsectlora At Fast45 ays *
to expiration ol ez1 certl teteBog shall mail a natice for
certificate renewal to lhe person ceJ 1 led for th
thon ertod nortothe eXpI(a'[IOH ale, tea |ocantmust retumn
Bro[%er% COJndp ted, 10 et a renewal fee
establi |s ed 01 n fwden Hc&)rg
tmum educa ion ‘jqulremenls established by the Board under
Pon re%lpt ol wtych the Board shall Issue Ho |h§
gerson to DE certified the renewed certificate for [he period slate
n the cert] |cate

At the time oI renewal |he board shall require each applicant to
R]resent satjsfactory evidence that the altl (fandt nas completed
e continuing education requirements SB cified by the board.

Section 475711

. Subjectlo's etton 4737130I the Revised Codg, the boa[]d shﬁll
Issue renewe cense orcertt icate ol reﬂtstr%ttont eac aR
cant wno has paid |he renewal tee establishe é oard under
division of section. 457150 the Revise Coe nd satbs le

e contihling e u ation requir ements estanlis g gle o%
nder division fB sectton Revised Code or, In the
0ase 0 asom o ho hodsonIXabgccalaureate ee Ina
Programcose re te 0 social work and who Is a or the
Irst renewal of h F ICense, atta fled the ¢ ntgnum uc tion re-
uirements est% ed under division (A) of section 475700 of
the Revised Code.

§ﬁ Hon 8Bon Inde nPendent ractice re J tﬁttres that the licensee "3,
conttnue to eet cont numg ucation requlrements set by
Ine board." (Effective alter Octoler

Section 5

ttegdance at post graduate work as m% be Hrescrlbed bx the
oar Isafu th I reglirement for renewal 0| sai Ihcense tn
stance may the board re Jeaﬁreater numpe of ours of annual
contlnum educatl n stlay than are availa

roved by'the b oa and dWI nthe state. The hoard shall e
llowed ewatvetecnu ul ucatton requirement In case o
certified 1llness or undue ar h|p

current certifica-

pletion 0 the con-

0In-
e af courses ap-

TEXAS

UTAH

VIRGINIA

VIRGIN ISLANDS

WEST VIRGINIA

The de rmen shalln Ttn‘y each geron certified. of the dat Pf
the expi t|on of a cerjificale or order of recognition ISsue
him, the amount of the fee for rgnewal and thec ntinuing educa-
tion provmonst at aro reqttjlre for Its renewa or one year. The
n?tlcesa be_malled by United Stahos mall totegerson cer
tified at |east K)daés In‘advance, of the date of the expiration of
the certiticate or order of recognition.

Section, 3B-H3

At the time o license (enew | lhe soc(Jal work ||c%nsure hoard m
regutre a |ce see r fuce eY ence of havin upgra e
th mselve% Trzge% raclice or emerttse ST gulre
ment may be satistied through professional’leaming or practice

Reﬂulat\ons—Se(itlon IV-B

ewal app“cations may contain ﬂuesnonnawe n contlnumq
e u?atton | sgectlono practtcef d otner relate Hrofessmna
matlors. The Continuation ol a license Is contingent upon the
completion of these questionnaires.

ction Dut|e? ot th Board
3 ?ate rules an ulattogs that set standards for E -
essmna practice and conttn ing ucatton reqmrements or cer-
tified Independent souai( worke) certl fied soclal workers, social
workers, and social work associates.

e tAt h{e)%r}njoof renewal, each applicant shall submit sallslac
tor evuSence tﬁat he or she ﬁas com) eteJ Sheeontlnum éuca-
h onal re U|rementsassPeC| e yte oard durin let%nureof
IS or he Icense: Provided, T a the b Par may. Wa ?t ese re-
uwerg s onas owm%hatt ea cant su eretY roma pro-

dunn the licens or upon oot ex-
ten attn cwcum esw |ch ered the co

etton 0 the re-
quireme t Prowe owever, That no waiver m ybe granted In
succession_



TABLE V—Vendorship Provisions

FE[%CTIVE H:C(SMEFED

STATE
California anqg% d]%&gcelg woq(mlcal None
Kansas April 182 §Bem (t)r gplcal None
Louisiana July 1977 Eoueﬂ Or}fgerd |\/|us I|st
§) ﬂ omal
eg|stry
Malrf January 1084 0rr fI?d S»Oﬁlc%ll None
cfua? er
alte
Maryland January 1978 %lcen %o ertified %\A?llf)srtoeg do\?en dor
|
Massachusetts ~ March 1982 "deg F %nct|a| None
WOr er
New Hampshire January 1984 gertl moanlcal None

0Cla

New York January 19/8 &ﬁ)rrtfg‘el(red Social Eést gyﬁe? "p"
dy [Semen E{py
hIC attests @

Bgs?mas ers
Xperience

Oklahoma October 182 \(ﬂin'cal Social None

Oregon July 181 §8 fwg”gepmcal None

Utah July 1938 w(l)ngearl Social None

Virginia July 190 wbr}l(cgrl Social None

%HQMENTS COVERAGE

Policies with. m ealth c erage
%Ulset Frﬁge%qelrzse%%\kls as re bur=

SCSW must be re|mbursed ?r
?erwcefwnhq é grac

ope
g Uness palicy o rdpe refl
such coveragel WrItn
Po|| ies. wth me alth coverage
st FeimbrSe B@E d

P0| Ies, wth mental health coverage
mus relm urse EW J

Po|| les. wth me ealth coverage
mus re|m urse EE\/\P J

Po|| Ies. wth memgWealth coverage

mus re|m urse
Covera rCC
oll%eh(ﬂ ers ohave mental
de ra separate &
entl |a epr mium

must be offered

Cove o[ CS stb ottered
{0 po dp @ ders ut sno
mand a

Po|| Ies. wth mental health coverage
mus re|m urse EW J

enefits to he paid whethey servic
e e

Coverage ol mental health bengfits
must reim urser&vg

Covera efo C must be oftered
c%hode Ut a Specia en

0
; cov%tr%]eth rBé’Hﬁ%&pe“ o

Ws&% v —

Yes
Yes

Yes

Yes

Ng{/%%emﬁcally but
No

No
No

sBl}lrglqlggﬂsed physician or

Not required
E&Yast%%ggnsultanon and

8rt1 rg Ired un %s aocn%mé
scopeoa(‘%\xffcen re.
Physician

Not required

Not required

Not required

Not required

Physician or Psychologist

Not required

Not Required
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GARY |. GAUMER

Ahl Assnfinlet, Inc., Cambridg/i. Aims.

S panr or tiip. search for ,-n effective approach

to health care cost-containment, f'.isting systems Tor requlating

health professionals are being scrutinized. 'flic federalized system

of control mechanisms for credentialing, together with the proc

of accreditation, institutional rationing of practice privileges
review, malpractice actions, and the like, supplies a complex and
often redundant array of regulations. These devices are manipulated
by several federal agencies, each or the 50 str.tcs, professional groups,
end several private organizations. icsc regulations are perceived by
many to be a significant barrier to ongoing efforts to encourage cost-
containment through more widespread use of competitive incentives
in the health care industry.

Health manpower regulations govern the locar .s and settings
within which professionals can work and the activities of professionals
in the course of their practice. The justification lor these controls is
the belief that the public interest will best be served if poorly trained,
incompetent, anti unethical people are kept from practicing. If these
regulations arc effective, they will ensure the patients' safe treatment
by prohibiting some [ieoplc front pursuing careers and will appropriately
modify the behavior ol practicing professionals. An unfortunate by-

Milhank Memorial Fund Quartcdy///M///> nm! Smitly. Vol. 62, No. 3. 198 |
<5 1981 Milhank Memorial Fund and Massachusetts Institute of Technology

380



Gary 1. Giinmit

Quality in the DeIiverg/ of Dental Care. American Journal of Public
He,thh 61(1(» :2(>46-56.

Sox, I1.C. 1979, Quality of Patient Care by Nurse Practitioners anti
Physician's Assistants: A Ten-Year Perspective. Annals of intem,il
Medicine 91:459-68.

Stevens, R. 1971 American Medicine and the Puh/tr Intertit. New Haven:
Yale University Press.

Stigler, G.J. 1961 The Economics of information. Journal of Political
F.conomy 69:213- 25,

. 1968. The Organization of Industry. Homewood, IIl.: Irwin.

Trussed, R.E. 1962. The Quantity, Quality and Colli of Medical and
lInifiital Care Secured by a Samg!e of Teamster Families in the New
York Area. New York: Columbia University Press.

White, W.D. 1979. Public Health and Private Gain: The P.connmia of
l.iteming Clinic, | laboratory P;rsonnel. Chicago: Maaroufa.

Williamson, J.W ., M. Alexander, anti G.E. Miller. 1976. Continuing
Education and Patient Care Research: Physician Response to
Screening Test Results. Journal of the American Medical Association
201:118-22.

Windham, S., D.C. Jackson, K.A. Howard, J.C. fisher, etal. 1978.
Evaluation of the Use of Foreign Medical Grati..es in State
Mental Mosp. als. Cambridge, Mass.. Abr Associates.

Acbnosilcdgrints: This work was Famally supported by the National Center
for Health Services Research, contract no. 233- 79-3014. Acknowledgments
are also due to Deborah Jackson, Daniel fox, Stephen Mcnnemeyer, and
anonymous referees. The usual caveut applies.

Addicts correspondence lo: Gary 1. Gauinct, Ph.D., Senior Economist, Abt
Associates Inc., 55 Wheeler'Sr., Cambridge, MA 02138,

mlls. COVERIIHIMI MINTINC OITICt:  I9HD-S<il-00/:cnP>s

Regulating Health Professionals

product, however, is that requlations limit the numbers, mobility,
and activities of practices and profession? Is. Thus the cost-effectiveness
of health delivery systems may be undermined by curtailing the avail-
ability of services for some consume;* anil distorting the incomes,
fees, and career mobility of practicing professionals.

United States public policy regarding the stringency of healtn man-
power regulations has shifted in tandem with evolving market cir-
cumstances and health policy objectives. Initially, the Constitution
delegated responsibility for public activities relating to health professional
control to the states in the form of police powers over activities that
might threaten the public health and safety. Beginning early in the
nineteenth century, a growing population and an expanding frontier
increased the demand for medical services beyond the capacity of the
existing supply of practitioners. The arguments made at the time for
opening up the medical (and legal) professions ire now familiar:

* Professionals had sufficiently complicated the process of delivering
health care that individuals could not effectively present cases of
malpractice liefore the courts, nor could they acquire the information
they needed to care properly for themselves.

+ The professional societies had become monopolies in restraint of
trade, regarding new developments in health tare and restricting
entry of those desiring to practice in unorthodox ways.

* The professional societies were fostering a system of medical care
that delivered services only to the wealthy and checked the entry
of the lower classes into the medical occupations.

The result v?i a relaxed attitude of states about licensure policy
and a significant increase in the number of practicing physicians in
the 1870s. In turn, medical societies began to rekindle enthusiasm
for rigid state licensure statutes. After the Flcxner Reptv; \i910)
(medicine) and the Gics Report (1926) (dentistry), both documenting
the need for higher quality training and practice, the situation had
come full circle: undergraduate medical and dental education became
even more scientific, and the professional aspects of training came
under the purview of the postgraduate experience. Upgrading the
scientific content of professional health education led to the formulation
of new occupations and the development of specialties within professions.
This trend has continued, resulting in increased specialization and
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even more opportunities for professionals themselves to control com-
petence through postgraduate review mechanisms— a process complicated
by a need for credentialing a larger number ol professions that are
fragmented by specialities.

Several fundamental issues must be resolved if the refinements being
made in health manpower regulato'v policy are to be consonant with
the public interest:

« How can the regulatory system be- restructured so as tu relieve
some of the cost and access problems without compromising com-
petency standards?

« How can the regulatory system be made more responsive to the
public interest and the interests of all health professionals as
opposed to the interests of members of select occupations?

« How can manpower regulations be structured so as to promote
competency throughout the duration of professional practice without
being unduly | irdensome and counterproductive?

* llow can the regulatory system be restructured so as to minimize
frictions between occupations and allow employers to benefit from
the most effective staffing patterns?

These issues evidence a need to incorporate broad policy objectives
of cost-effectiveness and equity into the regulatory mission of ensuring
professional competency. Reinforcing this need is a body of literature
that establishes a strong linkage between rlv. dngcncy of competency
control mechanisms and the availability of services and overall health
care Costs.

Credentialing

Credcnrialing is a generic term that refers to several procedures designed
to legitimize the roles of health professionals. The most important
operational differences among the various crcdenti iling mechanisms—
which include registration, certification, and li__nsure— are the source
of legitimacy or information, the rigor ol entry screening, and the
mechanism, for securing compliance.

Controversy over the appropriateness of different forms of credentialing
centers on three issues:
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* Do the barriers to occupational entry impose identifiable burdens
on access, fees, and service delivery productivity.’

* Do states with less restrictive rules suffer adverse health and safety
effects’

* If licensing is needed, how can exclusionary burdens be minimized
through changes in the structure of the practice act and in the
process of administration.’

Exclusionary Effects of Credentinling on
Occupational Freedom of Choice

One of the principal burdens tight regulation places on occupational
entry relates to the aspiring professional's freedom ofoccupational choice
Supreme Court rulings characterize freedom of occupational choice as
an "inalienable right"* and the "most precious liberty that man pos-
sesses.  Yet, in granting what amounts to a monopoly franchise, the
licensure act forbids practice by those who arc unlicensed and protects
the earning power of those with the education and moral stature
necessary to become licensed. The exclusionary burden of licensure
falls on those who are capable of performing all or part of the licensed
tasks in a given stare, but who are, for reasons of incompetency or
variation from accepted ethical norms, unable to obtain a license and
are, therefore, precluded from exercising their right to freedom of
occupational choice.

Practice acts delineate catccr opportunities in two ways. For a
particular profession, the practice act specifics the range or scope of
tasks that can be performed. By specifying entry requirements, the
licensure process also establishes the terms on which movement from
one occupation to another can occur. This movement requires the
prescribed training for entry into the "higher-level" occupation. Unless
its statutory scope of practice is vide, a licensed profession affords
little vertical career development.

Groups of health professions have actively sought the legitimacy
provided from credentia.'iug. The proliferation of licensed professions
has come, in part, as a result of rapidly changing technology, constantly

1Butchers Union Co. ®. Crescent City Co., 111 U.S. 746, 762 (18"4).
7Beaky n. Bmtrd of Regents of New York, 347 U.S. 412, 472 (1954).
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cicating new needs for skills, specialties, and subspecialties. With
licensure, and the legitimacy it provides, comes balkanization of the
health care work force— that is, distinct groups of professionals, each
with prescribed job duties. Ironically, boundaries used to define a
scope of practice and a limit to encroachment of other workers also
limit career mobility of persons in the profession (Curran 1970).
Indeed, the proliferation of crcdentialed professions in health care has
created widespread conflict as professionals seek to assume new re-
sponsibilities as they acquire experience. According to Greenfield (1969,
101), interoccupational conflict, largely over licensing arrangements,
causes

... jurisdictional disputes between contiguous groups such as the
LPN, [licensed practical nurse] and RN [registered nurse], the
medical technicians and technologists, and even the RN and MD.
These interoccupational disputes . . . not only are the source of
friction among workers bit a<: also the cause of malurilization of
hospitai manpower.

Freeh (1974, 128) refers to licensure as the main weapon in each
jurisdictional joust." In discussing the effects ol the licensure of Child
Health Associates in Colorado, Curran (1970) argues that the specificity
with which permissible tasks must be stated in the licensure act will
result in fewer, rather than more, opportunities for professionals to
assume significant new duties.

The research on :he potential for safe expansion of the roles of some
medical, dental, and inpatient nursing professionals shows that present
role limitations may be unnecessarily rigid. For medical and nursing
practitioners, an excellent review by Sox (1979) shows that nurse
practitioners and other mid-level personnel competently provide many
services restricted by law to physicians. For dental professionals, there
are similar findings regarding auxiliary staff who are less expensive
than dentists (Abramowirz 1966; Abramowitz and Berg 1973; Hammons
and Jamison 1967, 1968, 1971; Lotzkar, Johnson, and Thompson
1971; Felton, Jcchart, and Goller 1972; Felton et al. 1973; Soriceili
1971; Milgrom 1978; Dolan and Milgrom 1980).

In spite of the limits on occupational freedom, legal scholars feel
that the courts will continue to defer to the states' constitutional
authority rather than substitute their own judgment with regard to
the appropriate level of consumer protection. In one scholar's words,
"It is more likely that a reviewing court would view a licensing
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restriction as a permissible exercise of state regulation of health and
safety rather than as an interference with a con'ftitutionally protected
right" (MacBridge 1974). The courts have regularly upheld the states'
authority to license occupations, however exclusionary the effects. In
the words of Justice Black:

[The Court is not) concerned . . . with the wisdom, need, or
apprognateness of the [licensing] legislation. Legislative bodies may
have broad scope to experiment with economic problems, and this
Court does not sit to subject the state to intolerable supervision *

While courts continue to uphold statutory actions by state legislatures,
there are instances where ethical prohibitions fostered by state licensing
bodies have been reversed. The basis for these court and FTC actions
has been concern about perverse impacts on the marketplace and the
consumer, rather than concern about restrictions on freedom of oc-
cupational choice. These actions are discussed below, after the review
of the accumulated evidence on market impacts of exclusionary practices.

Exclusionary Effects of Licensure on
Provider Incomes, Pees, arid Health Care Costs

The restrictions that crcdentialing imposes on occupational freedom
of choice, in turn, affect the locational patterns and supply of profes-
sionals. A large number of studies have been done that measure the
consequences of locational barriers imposed by licensure on fee levels
and health care costs.

The findings of studies that examine the effect of licensing stringency N
on the incomes of dentists suggest that mobility barriers created by
licensure work to increase the earning power of dentists in restrictive
states. Most studies use the stringency of reciprocity rules as an
indicator of rcstrictiveness. Holen 1965y, for example, found that
dental incomes are higher in states with restrictive use of reciprocity
agreements. Maurizi ¢1974) and Conrad and Emerson (19s1) discovered
that dental board testing standards and reciprocity arrangements protect
the incomes of dentists. These studies and one by Bcnhain, Maurizi,
and Redcr (1968 all suggest that dentists tend to locate where there y

1Feiguson v. Skmpa, 83 U.S. 1028 (1963).
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is putcntial for high income, except when reciprocity prohibits them
from doing so. A study of dentist and dental hygienist mobility
patterns by Conrad and Dolan (1980) showed that reciprocity rules
limit the migration of professions into restrictive states. A study by
Boulier (1974) provides evidence that the level of difficulty of state
exams is adjusted as a means of protecting dental incomes, a finding
confirmed by the Denham, Maurizi, and Reder (1968) study.

Stringent licensure of dentisrs in some states creates significant
burdens on consumers in those states who are patients and must pay
higher bills, as well as on consumers who have reduced access to
dental providers. Using state-level data, one study found that fees arc
about 15 percent higher in states where entry is limited by the absence
of reciprocity agreements (Shepard 1978). In a study using data from
individual dentists, it was found that fees were only 5 to 10 percent
higher in states with limited reciprocity agreements (House 1979).
Shepard (1978) estimates that licensing regulations increased the bill
for dental care in the United States during 1976 by $700 million
because the existing stock of dentists were unable to move freely
between states. Recent attempts to standardize testing for dentists
across regions (Regional Dental Testing Boards) should markedly reduce
the mobility barriers and diminish the effects cited above.

The consequences of interstate differences in licensing practices are
not as striking for physicians as they are for dentists. While there is
evidence of correlation between the stringency of the licensing process
(measured by state board examination failure rates) and physicians'
incomes, there is strong evidence of physician movement into high-
income are.s in spite of stringent licensing practices (Denham, Maurizi,
and Reder 1968). In another study comparing physicians with dentists,
the effect of restrictive reciprocity practices in a state was a significant
predictor of higher physician incomes, although by not as much as
was the case for dental incomes (Holen 1965). The association between
income and failure rate may indicate an effort, unsuccessful in the
case of physicians, to restrict entry. It may also mean that high-
income areas are more likely to attract applicants who are less likely
to pass.

These findings are not surprising given the fact that the interstate
variations in the degree of stringency of licensmc practices is smaller
for physicians than for dentists. Moreover, the use of similar exams
and extensive reciprocity agreements for physicians limits the oppor-
tunities for boards' arbitrary restriction of entry into the states.
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pncnmperitive policies will necessitate the development of information
about the range of marker options. Without ready access to information,
the policies will fail to exploit fully the opportunities for cost-con-
tainment. lortuitously, large inctrascs arc expected in supplies of
medical manpower. The pressure on fees, incomes, and admitting
privileges that can be expected to occur has a potential for significant
(favorable) impact on health care costs and access to services. Through
reforms of the exclusionary and self-serving aspects of credentialing,
these regulations will better serve the public interest in providing
cost-effective and accessible health care services.
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There is evidence that state medical boards do exercise control over
the number of practitioners in the way they license foreign medical
graduates (FMGs). A study by Rutter (1976) shows that procedures
used by state boards to weight components of the standardized licensing
exam provide an opportunity to vary the standards for licensure— in
this case, with the result of high failure rates for FMGs in some
states. The study did not find any evidence that high failure ratrs in
some states were explained by the lesser competence of their applicants.
In another study, the failure rate of FMGS on these exams was mote
highly correlated with visa status and country of origin than with
other factors (such as the training institution) that arc more likely to
be associated with competence (Butter 1976).

Several studies of the economic effects of interstate variation in
licensure stringency for nurses arc in disagreement about the consequences
for incomes and manpower availability. Monhcit (1975) concludes
time mandatory nurse licensure for RNs has a positive impact on RN
wages and RN employment relative to LPNs. That is, requiring
employers to use only licensed nurses appears to result in a restrictive
influence on the use of non-RNs and a positive influence on RN
wages, presuukbly because the requirement shrinks the supply of
available nurses. In another recent study of muses and other hospital
employees, the stringency of licensure was found to have significant
positive effects on wages for RNs, LPNs, and medial technologists
in restrictive states (Sloan and Steinwald 1980); w«gcs for RNs arc
2 to 3 percent higher, LPN wages are 5 to 6 percent higher, and
medical technologist wages are about 13 percent higher than in non-
restrictive states. This study did not examine the effects of licet sure
on staffing mix, but the substantial effects on wages likely |ave
corollary and suppressive effects on employment levels. Contradicting
these results, Dusansky and Walsh (1979) found that the geographic
variation in nurse employment levels is not due to mandatory licensure,
nor do they find any subsidiary influence of state licensure policy .in
RN wages tv employment levels, relative to L.I'Ns. 'Flic location of
training opportunities ana' the factors associated with labor force par-
ticipation rates (e.g., hushand's earnings) and the demand for em-
ployment (e.g., hospital revenues) were found to be most explanatory
of variations in employment parterns.

The work by Sloan and Steinwald indicating large wage effects is
probably more valid than that of Dusansky and Walsh, Sloan and
Steinwald were able to control for the effects of many extraneous
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influences on hospitals' stalling behaviors. Taken together, the Sloan-
Steinwald and Munheit findings show a (airly dramatic pattern of
effects on hospital wages and employment patterns. Whether higher
wages in states with restrictive licensure is accompanied by higher
quality nursing care is not known.

Patterns of restrictive entry requirements and higher fees are beginning
to emerge for other health professions. In optometry, studies of ex-
amination prices and quality have shown that occupational entry re-
strictivencss are associated with higher fees and no improvement in
the thoroughness of exams (Haas-Wilson 1984). In a study of clinical
laboratory personnel, White (1979) notes that the exclusio nary effects
of licensure on fees, incomes, and supply also exist, and can he
expected to increase in importance over time. This phenomenon occurs
because the number of "grandfathered" personnel exempted from initial
compliance decreases over time with their relocation and retirement.
The author also notes evidence of the impacts of licensure on laboratory
personnel in the forms of reduced employment anti higher wages,

The uniformity of findings in the literature on u exclusionary
effects of licensure is also reflected in studies on nonhealth professionals.
Rayack and Stevens (1973, iii) analyze 12 occupations in 3 states,
with data for a number of years on employment anil pass/fail rates
on exams. They conclude that "the examination process is used to
insulate from competition those already licensed."

To summarize, (lie specific findings about the exclusionary effects
of stringent practices lor licensing health professionals are the following:

* Interstate differences in licensure stringency inhibit mobility of
professionals, driving up fees and incumbent incomes m the most
restrictive states.

* Interstate differences in licensure stringency have hail adverse
effects on the stalling mix and wage levels in dental and inpatient
settings.

* Liberalization of reciprocity rules and/or ire of national testing
would eliminate interstate barriers to mobility and would bring
fees and incomes down in the most restrictive states.

 The effects of licensure, however stringent, as com asted with
certification or other nonlicensure credentialing alternatives, are
not known and are difficult to study.

* The effects of licensure stringency on health professionals other
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interest will continue to be compromised in favor ol professional
“interests as long" as boards are dominated bv professions. He argues:

Expectations [of public accountability) are ephemeral as long as the
Erofessions continue to dominate the boards. Health arc delivery
as become so complex and politicized that virtually any decision
coming hefore these gatekeepers can have enormous impact on
matters of quality, access, distribution and the mst of health care
(Cohen 1980. 303).

The proposal includes a board for each cluster of professions to be
requlated by the state. The hoard wtmltl be composed of persons
having no self-interest in the professions being regulated, but would
have statutory responsibility for formally consulting with members of
the various professions, who can contribute necessary technical opinions.
At present, the only forum for the public and other interested professions
to comment on decision making is the legislature. Even in states like
Minnesota, which have a centralized agency to administer credentialing
activities, there is no provision lor internalizing commentary from
other related professions.

No research has been done ou the “performance” ol these new
statutes or proposals in achieving the objectives noted above. There
seems to he uo indication that such systems will eliminate state
disparities in licensing stringency or in the lifetime competence of
professionals, both of these factors were noted in the research as
important to the efficacy ol regulation. These systems, however, may
help to make the license-granting process more rational, in that the
central agency may become a forum for internalizing state manpower
planning concerns, interoccupational conflicts, and service delivery
productivity losses. The California statute is notable in its encouragement
of "experiments” in education and delivery for members of new profes-
sions. This promises to be a liberalizing force in times of expanding
technologies— one thar welds education, practice, and regulation into
a more coherent package.

While the ideal solution to problems caused (or not solved) by
existing regulatory systems is not obvious, federal reforms of the
exclusionary aspects of credentialing and those provisions relating
to ethical prohibitions do seem essential if tiie current policies to
contain health care costs are to succeed, based heavily on incentives
for patients and payers to engage in comparison shopping, these
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are not likely to be effective in relieving the inadequacies of current
licensing practices.

As noted above, most refinements in credentialing attempt to make
regulators more accountable to public interests by granting regulatory
authority to a board or agency. The most |M>pular and politically
acceptable change has been the use of sunset provisions for licensing
boards. This attempt to extract accountability through peritxlic scrutiny
has been employed in 35 states. Clearly, the purpose here is to regulate
the regulators. Attempts to make licensing hoards accountable for
their actions, rather than assuming accountability because of their
composition, may encourage higher rates of sanctions and possibly
more evaluative research. However, there is no evidence to suggest
that this form of scrutiny will constitute anything more than a resource
allocation tool for state budgeting purposes, for sunset provisions to
contribute the appropriate incentives, it will be essential to stipulate
achievement of public objectives of accessible and cost-effective services
as criteria to be mcr in the sunset performance evaluation. While the
notion of accountability is laudable, the problems of measurement of
board effectiveness on dimensions of access, cost, and quality are likely
to be prohibitively large.

The second type of refinement that is lieing proposed for credentialing
systems is an alteration of the structure of the licensing agency. One
such approach is to change the locus of the licensing function to a
state regulatory agency, providing a better opportunity for integrating
the manpower and cost policies of the state into the competence control
process. The problems of proliferation of credentialing, coordination
of tasks across professions, and the continued threats of board control
by the professions can be addressed through creation of a centralized
administrative body within the state vested with legislative authority
to license by regulation, rather than by statute. States such as California,
Michigan, Virginia, and Minnesota have implemented such systems.
Another variation of thir. approach is to group related professions
together on boards, while continuing to license them separately (for
example, physicians, physician assistants, and nurse practitioners),
This administrative change will shift the disputes over roles and
responsibilities from the legislature to the board.

A recent proposal by Cohen (1980) would attempt to combine some
of the best features of these reforms. Fundamental to this proposal ;s
the belief, overwhelmingly supported in the literature, that_fhp pnMir-
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than physicians, dentists, nurses, optometrists, and laboratory
personnel have not been studied. The consistent findings in profes-
sions that have been studied are probably gcncralizable to other
professions that have national job markets—e.g., where job search
and employer search arc regularly conducted ou a national rather
than a localized basis.

Practice Act Limitations, Career Mobility,
and Health Delivery Productivity

Limitations on the scope of practice of licensed personnel may preclude
some options for deploying professionals in the most cost-elfecrivc
fashion. These problems arise because of explicit limits oit numbers
of aides (as in some dental practice acts) or because lower level (and
less expensive) staff arc precluded from performing certain tasks. Staffing-
mix rigidities due to licensing may increase the cost of services from
health care enterprises and may, correspondingly, limit the opportunities
for professionals to assume new responsibilities on the basis of their
experience.

The effects of practice-act limitations on the efficiency of health
care delivery have been shown to be present in dental care, but the
issue has yet to be studied carefully for outpatient and inpatient
medical settings. A study of dental service delivery by Conrad and
Emerson (1981) indicates that delegation of responsibility to dental
hygienists is definitely impeded by state practice acts. They conclude
that regulations governing the number of hygienists per dentist result
in higher dental fees. A General Accounting Office study (1980) also
concluded that expanded use of auxiliary staff would improve dental
practice productivity. Work by Lipscomb and Schemer (1975) indicated
that practice revenue might be doubled in a solo dental practice by
hiring one auxiliary professional.

For ambulatory medical settings, the evidence is not very compelling.
Reinhardt (1973) found considerable opportunity for physicians to
employ rost-effectivcly more aides; however, he docs not suggest that
the shortfall in productivity is due to licensure restrictions.

There is evidence that liberalization of statutory prohibitions against
task delegation in dental and ambulatory settings will not be sufficient
to prompt staffing-mix changes. Reinhardt's work (1970) is indicative
of this concern, as arc survey results for dentists (Cohen 1978; McKenzie
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and Born 1973; Leske and Leverett 1976) and for physicians (Lawrence
etal. 1977). These surveys show that only about one-third of practitioners
would hire an extender, though many approve of the idea in theory.
There is a uniform view across all surveys that, without practitioners’
exposure to auxiliaries, possibly through a joint training experience,
the auxiliaries' employability would not increase.

The effects of licensure on staffing mix for inpatient settings has
not been studied carefully. A study of RN/LPN substitution in hospitals
(Dusansky and Walsh 1979, 17) found clear evidence that "mandatory
licensure does not appear to play a significant inhibitive role in hospital
substitution among auxiliary personnel. There is only a slight suggestion
that mandatory licensure plays a role in hospital substitution between
LPNs and attendants." The study by Sloan and Steinwald (1980)
found thr wages are higher in restrictive states, suggesting that
staffing mix is probably affected, although this problem is not explicitly
addressed. Monheit's research (1975) showed that employment levels
of RNs relative to LPNs is altered through licensure, but he did not
attempt a study of more general patterns of substitution or of the
cost-effectiveness of staffing patterns. No other studies were found
that examined the effect of licensure on staffing patterns in acute
hospital settings. Cue study of staffing patterns in state mental hospitals
(Windham et al. 1978) found that restrictive licensure policies toward
FMGs caused institutions to rely more heavily on supervisory, licensed
physicians. There was evidence of higher costs when FMGs were
subject to strict licensure, though no evidence of concurrent, hig.ier
quality patient care was found.

Ethical Prohibitions in Credentialing

In addition to stipulating limits on the scope of practice and che
range of delegating authority, licensing acrs often inch Je other con-
straints to ensure ethical behavior. The vast majority of license revocations
stem not from incompetence but from violations of these precepts.
Many of these requirements for licensure are simply invasive; others,
such as advertising bans, may limit the operation ofcompetitive forces.
(An example of the former is the application form for the now-defunct
character reference program, designed by the American Association
of Dental Examiners, On the last page of the questionnaire, there
was a notarized statement whereby the applicant waived rights to
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Control of hospital practice privileges can be hased on direct observation,
yet many professionals do not need to exercise such privileges in order
to care for their clients.

Credentialing regulations, then, seem in theory, to be the most
comprehensive set of mechanisms for monitoring both initial and
subsequent competence. Yet, the research on credentialing shows that:
contemporary credentialing procedures may not be reliably screening
actual practice competence; they certainly are not effective in ensuring
lifetime competence; and the current practice of credentialing can have
undesirabD consequences for access and health care costs.

In addition to the liberalizing actions taken by the courts and the
FTC, many states have begun to reform their credentialing practices,
with the general aim of making regulation more accountable to broad
public interests and less responsive to thr narrow interests of particular
professions.

While reforms have tended to focus on relieving deleterious economic
side effeccs of credentialing practices, the presumption of need to
requlate competency remains, Little has been done to make credentialing
practices more reliable in ensuring practice competence. One proposal
being made to improve competency is mandatory relicensure. Mandatory
relicensure at reqular intervals focuses on lifetime (rather than initial)
competence. The research offers three pertinent findings relating to
the value of systems of relicensure. First, the research on competence
and quality of care indicates that professional obsolescence is a real
concern. There is a need for augmenting the knowledge base and
clinical skills as technology changes and as encounters with particular
case problems and clinical tools become less frequent as a result of
specialization. Second, the literature advises that implementation by
states of more obtrusive systems of credentialing offers the potential
for even wider interstate disparity in stringency. These variations have
consistently been shown to hamper professional mobility across states
and to place access, fee, and health care cost burdens on residents in
the most restrictive states. Third, the research shows that current
credentialing methods for assessing patient care competence (initial
or periodic) are not reliable and that curunt techniques for disseminating
new skills are not effective in altering actual behavior. The only
demonstrably reliable way to monitor continued competence and remedy
deficiencies is through the use of "output monitoring" and corresponding
deficiency-oriented training. For these reasons, standards for relicensure
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in the Medicare program. If enacted, this proposal would, mnnng
other things, dilute financial incentives inherent in malpractice threats
to maintain competence.

Summary and Implications

Research evidence does not inspire confidence that the wide-ranging
systems for regulating health professionals have served the public
interest. Though researchers have not been able to observe the con-
sequences of a totally unregulated environment, observation of inmmental
variations in regulatory practices generally supports the view that
tighter controls do not lead to improvements in quality of scrvic**,
The research is quite clear that restrictive practices invariably contribute
to higher fees and practitioner incomes, thereby benefiting the protected
professional groups at the public's expense. This evidence of self-
serving regulation is particularly compelling for advertising and other
ethical prohibitions, which limit competition and cause markedly
higher fees without evidence of improving quality.

The public health of citizens may well be harmed by severe regulatory
restrictions limiting citizen access to services. Research suggests two
mechanisms which may restrict access. First, there is accumulating
evidence that exclusionary practices may prohibit capable and experienced
persons from practicing, thereby restricting the supply of available
professionals. Second, artificially elevated fees will preclude access to
some persons for whom ability to pay is a problem. No doubt price
rationing is more of a problem for services that are not frequently
insured, like optometric and dental services.

The available research does no: suggest that existing systems of
regulation have effectively controlled initial or subsequent competency
of professionals. Fach of the nrncredentialing controls on professional
manpower is predicated c¢ s » useful but insutlicient set of concepts
for ensuring competence, fr.er review of deficiencies and < dpractice
sanctions are useful in very limited ways to control competence once
professionals are already in practice, but they provide no guarantee
of initial competence. Accreditation of training institutions, on the
other hand, can be employed to control the level and types of educational
experiences of aspiring professionals, but this form of regulation fails
to monitor actual practice behavior. Controls used by third-party
insurers may be motivated (and distorted) by financial considerations.
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denial, confrontation, or rebuttal of any information given to the
examiners, and released from liability anyone supplying such data,
whether true or false.) These restrictions arc vestiges of the objective
of maintaining credibility for professions in the eyes of the public.
Professional codes often prohibit advertising, limit name idcntificntior
on products, discourage public evaluation of professional work, ant
place limits on public indications of the price and quality of servicel
provided. Indeed, the professional ethical standards endeavor to mask
any indicators that might show professionals to be engaged in commerce.

Studies of the effects of prohibitions on advertising show thai
withholding information from consumers will cause the range of price*
across sellers to widen and the average of these prices to int 'cast
(Stiglcr 1961, 1968; Nelson 1970; Maurizi 1976). Several studies o
optometric goods and services show that prices arc much higher it
states that restrict advertising. Denham, using 1963 data, found thai
the price of eyeglasses in states that permitted advertising was nhnu
$7.50 lower than in the others, although the savings for the glassc;
I>ns examination was only about Id .50. However, when the "most’
and ‘ least"” restrictive states were compared, the differentials widenct
markedly to $19 and $21, respectively. Denham (1972, 3'Ld-/5
concludes:

... advertising restrictions in this market increase the prices paic
by 25 percent to more than 100 percent. Furthermore, these estimate
are likely to understate the total savings to consumers occasionet
by advertising, since the search process Itself is less expensive whet
information 1s more readily and cheaply available.

Optometry has continued to be a fertile area for study due to tlv
wide variation in regulatory restrictions across states. In their iniria
work, Feldman and Degun (1978) found that both price and qualit;
of eye exams arc higher in restrictive states. Lifting the ban o
advertising would have the effect of cutting price by 10 percent
although visit length and the amount of capital available would diminish
Extending this analysis, Dcgun and Feldman (1981) conclude tha
the combined effects of advertising, employment and branch offio
restrictions ¢ continuing education requirements have raised ex
ainination piv.es by 31.6 percent. The advertising restriction alom
accounts for an 11 percent price increase. The national income transfe
favoring optometry which is created by these regulations is estimate!
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to be $139-3 million annually. Recent studies by the Federal Trade
Commission (FTC) (1980) and Haas-Wilson (1984), using 1978 data,
also show that restrictions on advertising and business practices will
increase price. These studies used data from several hundred visits to
optometrists across the country (where vision care needs were known
in advance by the investigators). Quality of the visit was measured
by thoroughness of the exam, accuracy of the prescription, and accuracy
of the eyeglass lenses. The FTC analysis showed that commercially
permissive regulations, in general, and advertising, in particular, tend
to reduce prices. Using rhe same data and adjusting for quality of
service and products, Haas-Wilson (198-1) finds that elimination of
regulatory restrictions in optometry would be associated with a 20 to
25 percent reduction in eyeglass prices, holding other aspects of
regulation constant. Neither advertising nor other regulatory policies
tend to alfe.t quality levels.

A study oy the FTC of veterinary services indicates that restrictions
on advert sing cause consumers to pay more for routine services (Smith,
Teply, and Folsom 1978). A survey was done in 1978 at 216 small
animal practices in six large cities. Fmploying the data on price
dispersions for dog spays, the authors calculate that consumers pay
an excess of $12 million per year over what they might have paid
had no price dispersion existed. They suggest that the "savings from
the other routine services is even higher." They do not, however,
measure the fraction of the price dispersion due to prohibition of
advertising; rather, they contend that advertising restrictions create
most, if not all, of the price dispersion and that consumers would
realize a substantial savings if advertising were permitted.

A study of advertising restrictions for retail prescription drugs
showed that prices are 5 percent higher in restrictive states (Cady
1975). Quality indicators such as availability of credit, home delivery,
and waiting-area services were about the same regardless ofadvertising,
though expanded emergency services were more prevalent and family
drug monitoring was lower in the states permitting advertising. For
prescription drugs, recent work by U-ffler (1981) shows that advertising
and promotion of new drugs has beneficial effects on the rate
adoption of therapeutically important drugs and tends to make pricing
in the drug family more competitive.

A study of the effects of advertising in dentistry shows that lib-
eralization of some states' advertising laws has had a negative effect
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competence control. "What seems clear is that malpractice suits art
a symptom rather than a cure of the current malaise of state regulation
[of competence]" (Blair and Rubin 1980). These authors argue that
the growing use of this final enforcer of competence is the result of
heightened consumer litigiousness, higher expectations of professional
performance, the impersonality of professional service delivery, a
breakdown in professional screening and discipline due to the growth
in the numfer of practicing professionals, and ambitions of malpractice
lawyers.

Liven though malpractice represents a final screen on competence,
studies by the Commission on Medical Malpractice (1973) found that
only about 6 percent of physician-inflicted injuries eventually resulted
11 a suit. There is also reason to believe that reliance on malpractice
to regulate quality will increase costs to the extent that its threat
warrants expensive insurance coverage and creates defensive practices
by practitioners, which tend to feed the cost spiral. Greenwald and
Mueller (1978) find that rising risks of malpractice actions have caused
increases in physician and hospital costs which exceed the increases
in malpractice premiums. Their > dings are consistent with the survey
finding that more than half of U- ted States physicians believe they
practice defensive medicine (Commission on Medical Malpractice 1973).
Not only is reliance on malpractice an expensive form of regu’ .tion
liut there are risks that defensive medicine may actually be harmful
to the public.

Forty years ago . . . malpractice resulting from an injury caused
by improper therapy was almost an im 033|b|I|t¥, since most therapies
were placebos. . . . Today . .. unfortunately, new therapies are

also capable of producing serious iatrogenic disease (Brook, Brutoco,
and Williams 1975, 1209).

It does appear that malpractice, despite its perceived prevalence, is
a poor substitute for other competence-control mechanisms, and that
reliance upon it is ill-advised and may promote overuse of costly
"defensive” services.

Proposals are beginning to be heard in Congress, which, if enacted,
would dramatically reduce the financial risk of medical incompetence.
Medicare beneficiaries would be precluded from collecting any punitive
damages from physicians who participate (those who accept assignment)
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is paid a fixed price for each type of patient. The hospital is at financial
risk for the level and mix of hospital services prescribed hy the
a Imitting physician, including excessive laboratory testing and un-
necessarily long lengths of stay. Consequently, hospitals will have
little recourse but to become more aggressive in their scrutiny of
physician behavior. Some admitting physicians will lose privileges as
a result. The degree of hospital "leverage" will also increase as physician
supply increases and competition for privileges intensifies. Interestingly,
such regulation by hospitals is not necessarily related to competency,
but related instead to the cost-effectiveness of physician practice patterns.

Organized peer review has been found to be influential in reducing
hospital costs, hut little evidence exists that the professional review
organization (PRO) mechanism will improve competence. Little is
known about the effectiveness of this control mechanism; however,
some evidence exists which suggests that hospital expenditures have
been reduced as a result of elimination of unnecessary testing and
excessively long periods of hospitalization (Institute of Medicine 1976;
Brock, Williams, and Ralph 1978; Health Care Financing Admin-
istration 1979).

No research has been done to determine the value of PRO review
to clinical competence per se and only recently has research begun
on the effects of experimental PRO monitoring of behavior in ambulatory
settings. The study by Brook, Williams, and Ralph (1978) of the
experimental medical care review organization (EMCRO) program in
New Mexico, a precursor of PRO, showed that organized peer review
did reduce the number of unnecessary injections. In a study of PRO
activities in long-term care settings, researchers were not able to
confirm that PRO activities increased the quality of care; however,
they were optimistic that they had the potential for identifying de-
ficiencies in care (Rand Corporation 1979). On balance, there is little
in the 'extant research to suggest that organized peer review, whether
of the PRO or other forms, can be relied upon to control the level
of competence in professional practice.

Malpractice actions represent a limited and ex post facto method
of seeking redress of incompetent actions of professionals. Malpractice
is essentially a mechanism of client recourse for damages caused by
professionals who d i not exercise reasonable and customary care in
their actions. Its use reflects the inadequacy of other mechanisms of
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on dental incomes (Conrad and Emerson 1981). |he research show
that prices advertised for dentures by dentists were often below tliost
being charged by demurists.

The Supreme Court has taken notice of these research findings oi
the economic effects of advertising prohibitions. Referring to tin
findings of Benliani (1972) about optometric markets, Justice Blacktmn
wrote, in a landmark case:

Although it is true that the effect of advertising on the price ol
services has not heen demonstrated, there is revealing evidence with
regard to ptoducts; where consumers have the henefit of prict
advertising, retail prices arc often dramatically lower than they
would be without advertising.4

With reference to the impact of this posture on professionalism,
Binckmun said:

(We) find the postulated connection between advertising and the
erosion of true professionalism to lie severely strained. At its core,
the argument presumes that attorneys must conceal from themselves
and their clients the real-life fact that lawyers earn their livelihood
at the bar. . . . Since the belief that lawyers are somehow "above”
trade has become an anachronism, the historical foundation for the
advertising restraint has crumbled.

Only two significant court actions have occurred, both supporting
the right of professionals to advertise. In the cases of natn v. state
Bar of Arizona' (lawyers) and virginia Pharmacy Board [. Virginia
conuimer Conmitl' (pharmacists), price advertising was upheld ns a
form of free speech as protected under the First Amendment. V'Idle
both decisions were narrow, failing to clarify issues of nonprice advertising
and nonprint media, the FTC has been more aggressive, ordering
organized medicine and dentistry to cease attempts to limit advertising
among members (Blown and Stiff 1980). These procotnpctitivc actions
have probably encouraged the rapid growth in nnntradifinnal commercial

1Bata v. State Bar a/ Arizona. 97 U.S. 2961 (i977).
7bid.
*425 U.S. 7-1R (1976).
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medical practices such as urgent-care clinics in shopping center locations,
though no research has yet documented this linkage.

The FTC and court actions have also caused prolcssions to consider
recourse potentially available through the Parker v. Broun doctrine.
This important precedent allows trade restrictions approved by states
to be exempt from antitrust liability. The earlier decisions of' Golilfarb
f. Virginia BarHami National Society of Professional Engineers v. United
States' established that professions are not exempt from federal antitrust
prohibitions or actions that restrict competition. Consequently, profes-
sions might lobby fur statutory restrictions on advertising as a way
to avoid the federal directives (Hcitler 1982). Clearly, the sovereignty
of professionals to advertise (as an expression of free speech) and the
sovereignty of states to enact legislation which protects the public
create a potentially important area of constitutional conflict over ad-
vertising and other commercial practices for the health professions.

The research findings on the consequences of ethical prohibitions
support the view that the public interest ts not being served through
continuation of all of these restrictions. However, these research findings
cannot necessarily be generalized to cases where advertising is prohibited
for nonroutinc, highly technical services. In such instances, there is
still reason to believe, despite the lack ol supporting research, that
advertising would not aid comparison shopping by consumers and
may, therefore, not further sera* the public interest. However, there
is certainly no research supporting the view that prohibitions of com-
mercial practices and advertising would bencTt the public. It is likely
that these kinds of restrictions will serve as a barrier to realizing the
gains in economy sought by firms and public programs as they attempt
to insert "price sensitivity" into their health insurance policies through
the additions of copayments and other forms of cost-sharing.

Effects of Credentialing Practices on the
Quality of Care

Because the existing systems of licensure have not eliminated professional
judgment errors and careless practice, there are those who would argue

7198 U.S. 795 (1961).
<121 U.S. 775 (1975).
198 U.S. 1555 (1978).

Regulating Health Professionals 403

The Standards for Hospital Accreditation, the state licensing regu-
lations and the defendant’s bylaws, demonstrate that the medical
profession and other responsible authorities regard it as both desirable
and feasible that a hospital! assume certain responsibilities for the
care of the patient.

Most hospitals do limit the privileges of general practitioners (Rayack
1967). Patient outcome studies by Payne and Lyons (1972) support
the restrictions of certain types of privileges (surgical) to only board-
certified or board-eligible practitioners. The practice of restricting
practice privileges to "certified specialists" does, of course, enhance
the role of the certifying hoards in the regulatory process. Specialty
certification per se has no bearing on occupational freedom in the eyes
of the state.

Like hospitals, third-party payers often have more restrictive standards
of competence than does the state. W hile licensure is always a necessary
prerequisite to eligibility for reimbursement, third-party payers often
determine practitioners' eligibility to care for their subscribers and,
more important, refuse to reimburse them for certain types of services
under the terms of the contract. Publk payers, such as Medicare and
Medicaid, certify the adequacy of institutional providers and also
determine the eligibility of individuals to receive reimbursement.
With their authority to withhold reimbursement, third parties, including
government, have ultimate control over the attractiveness of health
careers. The research showing earning potential as a determinant of
availabilicy of professionals also suggests that, as the scope of insured
services increases, third-party control over professional standards increases
as well.

Professions have sought control of third-party reimbursement policy.
Langwell and Moore (1982) review the research on profession control
of third-party reimbursement policy. They conclr.de that evidence on
physician control of Diue Shield plans and cler.tist control of Delca
dental plans is ambiguous on the issue of provider control of fee levels.
For physicians, there is some evidence that professional concrol of
membership on Blue Shield boards has contributed to payment of
higher fees (Kass and Pautler 1979).

Recent changes in hospital reimbursement policy by Medicare can
be expected to have pronounced effects on physician practices within
institutions. Undet the new prospective-payment system, the hospital
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the economic consequences of an admission to the highly competitive
professional schools. The income earning potential of physicians and
dentists, when compared to that of other professionals for whom
accreditation is not as important, suggests that the admission itself
(like a raxi medallion or an FCC license) has an economic value. In
hoth medicine (Sloan 1970) and dentistry (Maurizi 1974), the returns
on professional training are about twice as high as the returns on
alternative professional training, suggesting tne presence of restrictive
monopoly privileges accruing to the fortunate few who are admitted.
Mennemeyer (1978) has estimated that physicians and dentists earn
rates of return on their educations (discounted at 4 percent) which
are respectively 44 percent and 2d percent higher than the rate of
return earned by Ph.D.s in the life and physical sciences. Dresch
(1981) estimates that the economic value of the "acceptance™ to medical
school is equivalent to an annual annuity of $d,000 over a d7-ycar
period.

Hospital practice privileges offer a legally acceptable and often
stringent check on the competence of professionals to perform some
specialized tasks. It is well documented that hospitals have restricted
the growth and legitimacy of some health professionals by nor extending
admitting privileges to podiatrists, midwivcs, chiropractors, clinical
psychologists, and others (Pollard and Leibenluft 1981). Even for
physicians, many institutions reserve viie right of conferring certain
privileges on practitioners who meet standards of competence higher
than those required for licensure, Legal precedent allows such restrictions,
n Ferrante r. City of New York,10 the New York Supreme Court held
that the city hospitals could limit the practice of surgery to hoard-
certified surgeons. A similar ruling was made in the case of Dade
County v. Trombly." One reason why hospitals are inclined to adopt
higher standards than are required for licensure is that they are liable
for negligence, not only of their employees but of their practicing
physicians as well. In the precedent-setting case of Darling v. Charleston
Community H ospitalthe opinion stated:

017 N.Y. 616 (1964).
" Iy Fla 606 (1958
86 U.S. 1204 [1966).
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for more stringent regulatory practices. While there have not been
many useful studies of the impact of licensure or other credentialing
mechanisms on the quality ofservices provided, large bodies of research
point to the fact that the existing systems of regulation have not
eliminated mistakes or poor judgment by providers.

One study indicated that 5 percent of America's doctors arc unfit
to practice (Derbyshire 1975). Other studies have indicated that between
29 and 62 percent of patients receiving hospital care are victims of
serious errors in medical management, resulting in preventable deaths
or invalid diagnoses (Trussed 1962), and that between 8 and 22
percent of obstetric patients receive deficient care (Payne and Lyons
1972). A study of medical records in two hospitals revealed that 7.5
percent of all cases indicated physician-inflicted injury (Pocincki, Dogger,
and Schwartz 1973). The assessments of physicians' ambulatory tare
performance is even worse; between 61 and 65 percent of well-cnre
patients received deficient care during their visits to physicians (Payne
and Lyons 1972).

Physicians are not the only licensed professionals described by such
findings; others simply arc not studied as often. A study of the quality
of laboratory practices at the Center for Disease Control indicated that
slides made from Pap smears containing highly suspicious evidence
of carcinoma were missed 30 percent of the time by technicians. E™>en
more disheartening, when this same test was given to pathologists,
they missed the suspected carcinomas 37 percent of the time (LaMotte
1976).

This sort of evidence is not intended to disparage the professionals
being studied, for it is certain that some of the norms used in these
tests to define levels of inadequate performance are quite rigorous.
Moreover, health care management is often characterized by uncertainty.
Nonetheless, this evidence provides grist for those who wish to perpetuate
and even toughen the control mechanisms on health professionals.
Second, and more important, the evidence indicates that the current
competency control systems are not sufficient to eliminate errors in
judgment, obsolete practices, and undisciplined, careless practice. To
some observers, this suggests that our mechanisms of control need
overhaul, that there may be undue emphasis on the quality of resources
and on tests of competence and too little emphasis on actual patient
outcomes. Others go so far as to suggest that lifting controls altogether
would not lessen the frequency of such findings, but, indeed, might
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actually cause the level of competence to rise in response to market
pressure (Friedman 1962).

Studies in optometry suggest that regulation does not enhance
quality, though it may reduce the price consumers must pay to
upgrade quality of service. Studies using data collected by the FTC
show no significant effects of licensing restrictiveness on quality of
services provided (Haas-Wilson 1984). Here, quality of service was
measured by a scale for thoroughness of the optometric exam. Licensing
rigor was measured by the failure rate on entry exa ns. Though suggestive,
more work using better quality measures available in the FTC data
(accuracy of prescriptions, accuracy of lenses) would be more definitive.
Degun and Feldman (1981), using length of exam and number of
procedures as measures of quality, find evidence that regulation may
prompt more competition on the basis of quality.

Studies of the determinants of the quality of care delivered by
physicians support the view that general licensure is not as conducive
to quality control as more specific licensure. In a carefully controlled
study in Hawaii, Payne and Lyons (1972) found the quality of ambulatory
and inpatient care to be better when rendered by a specialist or other
physician with extensive experience in treating similar cases. Studies
of presurgical screening mechanisms show that surgical recommendations
of specialists are overturned in peer review less often rhan those of
nonspecialists (Poggio et al. 1981). These findings confirm the common-
sense notion that experience and additional training make a difference.

The effects of licensing on provider mobility and fees point to an
adverse corollary effect on quality of life for residents of restrictive
states; by excluding manpower from the state and driving up the fees
of incumbent practitioners, restrictive states deprive some consumers
of services. Thus, the consequences of restrictive state-licensure policy
will be to force some consumers to forego services altogether. This
deleterious effect on access and the health status of the population
has not been documented by research. These effects should be stronger
in dentistry than in medicine, for two reasons. First, the exclusionary
consequences of state licensure were found to be more pronounced for
dentistry. Second, dental care consumption is much more .uuuive
to fee variation than is medical care, for which insurance coverage is
much more common.

An indirect way of asking if licensure ensures competence and high-
quality services is indicated by those studies investigating whether
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The Effects of Other Regulatory Mechanisms

A variety of mechanisms other than credentialing presently control
aspects of practicing behavior and manpower distribution and indirectly
influence the competence of professionals and the costs of care. They
include:

« accreditation of training institutions;

* granting of hospital admitting privileges;

+ third-party reimbursement privileges;

» review by professional review organizations; and
« threats of malpractice actions.

The practice for accrediting educational programs represents the
most binding constraint on the availability of professionals and on
their levels of practice competence. No research exists on the consequences
of stringent accreditation for the quality of care though much has
been written about the link between the tightening of these controls
(as was done early in this century) and the growth of specialization
and consequent growth in professional control of practice through
specialty boards (Stevens 1971).

Strengthened accreditation policies had an immediate effect >n medical
education following the Flexner (1910) (medical) ar.i Gies tt926)
(dintal) proposals for reform. For example, following the Flexner
report the number of medical schools dropped from more than 130
to about 78, where it remained until the 1970s; the number of
graduates per year fell from over 4,000 to abou 3,000 (Freeh 1974).
(For blacks the reforms were clearly a source of discrimination; the
number of predominantly black medical schools fell from 7 to 2 and
the percentage of blacks in the physician population also fell. For
females the discriminatory effects were similar. The proportion of
physicians that were female fell from its peak in 1910, and even the
absolute number of female physicians fell.)

An opportunity for measuring the effect of stringent accreditation
on professional availability is indicated in the research demonstrating
the high economic value ofan admission to health professional schools.
Theorists note that the restrictions on admission to professional schools
are a potentially more binding constraint on availability than any
other type of control. Building on this notion, studies have measured
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practitioners are most prone to enroll m voluntary programs but that,
no matter who ritrolls, it is difficult to change hehavior back at the
office. Similar findings have been found for dentistry (Long 1969;
Ryan 1071 Gessner 197}). These studies also show that, if continuing
activities are focused on specific provider deficiencies, the likelihood
of favorable results is increased. Brown and IIh| (1970) argue persuasively
that a focus on physician-specific needs, identified through audit, will
produce the largest changes a behavior.

It should not be concluded that the efficacy of continuing education
has always been thought to rest on behavioral change in practice
behavior or in patient outcomes. Many course sponsors believe that
changes in attitude, pre/posttesting proficiencies, and assessment of
the quality of the course itself are suitable guides to the effectiveness
ofcourses. A survey ofsuch activities in nursing by Forni and Overman
(197J) showed that of IR educational projects, M were evaluated on
the basis of some form of "happiness" index. Most of this nonoutcomce
sen«./nent has disappeared, at least in medicine, following the study
done on the “Dr. Pox Lecture" (Naftulin, Ware, and Donelly 197}),
where it was shown that participants rated a course highly on each
of a number of features, even though the material was specifically
designed to be void of logic and relevance and contrary to truth, and
the teacher was a trained actor. Clearly, an educational experience
cannot be judged on the basis of how well it is received by the
participants (Cha ibers et al. 1976). Studies by McGuire et al. (196*1)
offer less visceral, more scientific evidence of the failure of subjective
opinion to proxy behavioral change. They found that courses favorably
received did not prompt the desired changes in patient cate behavior.

This literature suggests that, if credentialing is to be relied upon
to ensure competence, both the initial and subsequent performance
checks must better link actual practice behavior to the content of
educational processes and to the performance measures used in the
credentialing process. Clearly, a credentialing system based on "com-
petence” rather than "evidence of being able to be competent" offers
more hope for ensuring quality care. The idea of pegging continuing
education to areas where there is evidence of chronic incompetence is
ai appealing one; it puts educational resources where they do the
most good for patients, and it signals a possible break in the tradition
of basing licensure on structural factors such as educational achievement
and test-taking ability.
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the quality of care wotdd be impaired if tasks were performed by
people not meeting the criteria for licensure. Many studies no both
the medical and dental professions have been done, all of which show
that the quality of care would not suffer if licensure policies were
selectively liberalized allowing mid-level practitioners to perform some
tasks now reserved only for dentists or physicians. (Sox [1979) reviews
the medical literature. Fordentistry, see Abramowitz 11966) Abramowitz
and Berg [197}); Hammons and Jamison (1967, 1968, 1971); Lotzkar,
Johnson, and Thompson (1971); Pelton et al. {1972, 1973); Soricelli
[1971); and Dolan and Milgrom {1980).) Studies of dental mechanics
(denturists) in Canada are indicative of the general thrust of most
findings. Hammons and Jamison (1967) found that carefully selected
high school graduates cnidd lie trained to do most basic dental procedures
at a level of competence at least as great as that achieved by dental
students in their final year of study. The possibility of paying lower
prices (fees) to less intensively trained providers wotdd improve access
by more of the population, and thereby contribute positively to the
population's general dental health status.

Ensuring Competence

Evidence of the efficacy of mechanisms used within the licensing
process to control com|>cicnce offers corroborating evidence that licensing
practices do little to increase the quality of professional practice. For
example, according a a survey of deans and professors of dentistry,
d9 percent of the d.  $and 39 percent of the professors believed that
licensing boards do not accurately assess the practice competence of
r.>plicants (American Dental Association 1972). The research points
to several reasons for such findings. First, licensure criteria arc heavdy
based on considerations other than practice performance, namely, on
a test of student performance; that is, the standard for competence
is the assimilation of the concepts and scientific content of the educational
program. Performance in the treatment of clients is not part of the
screening protocol, nor is performance subsequent to the initial crc-
denrialing an area of concern. At issue here is the "validity" of the
test used to screen licensing applicants; the inadequacy of a test of
the performance of a student as a predictor of prac'ice performance
(Williamson, Alexander, and Miller 1976).

This issue is actually only a glimpse at a larger problem, that of
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developing a consistent set uf interlocking relationships among cur-
riculum content, credentialing, and subsequent practice performance,
Within the federal government, studies are under way to identify the
functional or task content of professional practices with the hope that
both curricula and credentialing practices can ultimately be made
more conformable with the actual practice requirements.

The efficacy of licensure practices to regulate competence is further
undermined by a reluctance to enforce compliance in cases of identified
incompetence. Medical boards in many states do not even specify
incompetence as grounds for disciplinary action. In a study by the
staff of the Senate Subcommittee on Health of the Committee on
Laborand Public Welfare in 1976, it was noted that only 12 physicians
in the entire nation lost licenses during 1975 because of incompetence
or malfeasance. The reluctance of licensing bodies to impose sanctions
gives rise to skepticism as to whether the licensing function provides
any useful incentives for, or represents any effective control over,
competence at all.

One contemporary licensing tool that is used to promote continuing
or lifetime competence is mandatory continuing education. The use
of continuing education is expanding, but without any hard evidence
of its efficacy in promoting competence. In California alone, 40,000
physicians participated in continuing education activities in 1978 for
atotal 0f9.6 million credit hours. In response to physician recognition
award (PRA) standards used in many states for licensing, certification,
or membership in medical societies, an estimated annual expenditure
of $3 billion is made; the expenses arc, of course, eventually passed
on to consumers, who reap an uncertain benefit in terms of quality.
For example, states often allow courses in office management and
estate planning, and Ohio gives credit for reading medical journals
or appearing on television shows.

In studies of the effectiveness of continuing education activities,
researchers conclude that courses without specific hehavior-changing
objectives are not useful. The objectives can be generally based (de-
termined by the educators) or problem-specific (determined through
identification of dissatisfactions with provider behavior), liarly work
by Peterson et al. (1956) demonstrated that, judging by observers'
findings on the practitioner at work, education had no effect. In a
statewide study of voluntary programs available to all Kansas physicians
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for a period ol 10 years (1956-1965), the investigators found that 7
percent of all MDs consumed hall the continuing education credit
awarded. More important, there was no relation between credits awarded
in obstetric and pediatric courses and perinatal death rates (Lewis and
Hassanein 1970). Recent graduates were, unfortunately, found ro be
higher users than the older physicians, in an earlier study of 4 | Kansas
physicians and 1,093 of their patients, the authors found no evidence
of behavior change among those attending continuing education ac-
tivities. They did find, however, that the more competent physicians
were more likely to enroll in the courses (Roney and Roark 1967).

Kane and Dailey (1971) note in their study of an "objcctiveless"
course in early cancer detection that physicians were not encouraged
to make sufficient use of Pap smears. They emphasize that, had the
course focused specifically on getting physicians to do more of these
screening tesrs, results might have improved. Inui, Vourtee, and
Williamson (1976), in an evaluation of a very focused continuing
education situation (designed to increase patient compliance with
physician orders about hypertension), found favorable responses of the
physicians and of their patients. However, in a recent random study
covering problems confronted in a general practice (Sibley et al. 1982),
no overall impact uf the educational program was observed on quality
of patient care. The educational program did have favorable effects
on the subset of issues that were not preferred study areas by the
participating physicians. The investigators conclude that mandatory
programs of continuing education that allow MDs to choose their
areas of study arc both burdensome and fruitless.

In dentistry, a study to teach four-handed dentistry was shown to
be quite successful in altering specific behaviors; in fact, the authors
noted on poststudy site visits a tendency on the part of dentists to
"modify" course concepts to "fit" their practice (Chambers et al.
1976). Work by Condon (1971, 1972) shows that objective-oriented,
specially designed in-service training programs altered the behavior
of nurses. In a thoughtful review of the issues in continuing education,
Dixson (1977) notes that useful courses must not only focus on specific
objectives to alter behaviors but must also use carefully selected behavior-
modifying objectives. Suitable objectives are those that are either
patient outcomes or are known to be related to patient outcomes.

The tendencies we note from these studies are that the "best"
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ALASKA CHAPTER
NATIONAL ASSOCIATION OF SOCIAL WORKERS
P. 0. BOW 10430
Fairbanks, Alaska 99710
457-5914

IESXLHGNi_OAMH!_21Z'I_,A_aLLL_IO_LICENSE_§S§OCI AL_WOREERS

Th« Alaska Chapter of the National Aaoociation of Social Workers supports
HB 317, a bill to licensesocial workers.

HB 317 would Ulicense only those social workers practicing under the title
of"social worker"™ in order to help the public to identify qualified
social work practitioners. The bill establishes the requirements for
licensure of a bachelor, master or independent social worker 1including
oducation required, vreferences, examination, and meeting regulations of

the Board. The bill would license by credentials social workers who are
licensed in othor states provided they meet the other requirements under
Sec. 08.87.120. The bill would also "grandparent™ persons who do not have

a degree in social work from an accredited social work program or persons
who hold a bachelor®s or masters in a related field, and who have been
practicing under the title of "social worker"” for at least twenty-four
consecutive months prior to July 1, 1987. The bill would create a Board of
Social Work Examiners consisting of five members, including three master
social workers one of whom 1is engaged 1in private practice, one baohelor
social worker and one public member.

Socir- workers need to be licensed because their actions have significant
impair, >n the mental health, safety, and economic well-being of their

clian This legislature haa recognized that services to the chronically
mentally ill and to phyaically and sexually abused children 1is
inadequate. Licensing of social workers will improve the delivery of

these services by requiring social work practitioners to meet
nationally-recognized educational standards, to pass an examination, and
to abide by a strict code of ethics governing the worker-client
relationshi p.

We estimate that between 315-350 Alaskan social workers 1in all practice
settings will, be subject to this Act if it la passed. Nearly two-thirds
work 1in private practice or 1in settings such as mental health elinios,
family treatment agencies, hospitals, nursing homes, and institutions for
the developmentally disabled and mentally ill. Approximately one-third
work for the Division of Family and Xouth Services which provides mandated
child protection services. Nationwide, social workers deliver more than
50% of mental health services, and they are particularly a vital provider
of these services 1in rural areas where psychiatrist® are not available.
Thirty-nine states have passed laws regulating social work practice

including Montana, North Dakota, Oregon, and Ildaho. Sufficient fees will
be generated if this bill 1is passed to pay for the costs of a Board of
Social Work Examiners, including travel and per diem. We urge you to pass

Hi 317 and become the 40th Btate to regulate social work practice.



Employee Benefits Division
4300 *B' Street Suite 205
Anchorage, Alaska 99503
561-0011

July 3, 1984

<Employee Assistance Consultants of Alaska
341 West Tudor

Anchorage, Alaska 99503

Attention: Pat Mackey

Dear Ms. Mackey:

The following information should give you guidelines to follow in
referring clients for treatment covered under the /Etna Group Health
Plan for ARCO and Alyeska Pipeline Service Company.

ARCO

Covers charges by a licensed or certified psychologist: for services
performed within the scope of his/her license or certification.

Covers the services of li< "r.sed social workers under the d: rect super—
vision of a medical docto. psychiatrist or licensed or certified
psychologist.

Since Alaska does not license their social workers, /Etna will cover
charges for services of psychiatric social workers (MSW/ACSW) when:

The social worker is employed by a clinic, hospital, or psychia—
trist (M.D.) and the services are billed for oy the employer.

ALYESKA PIPELINE

Covers charges made by a psychologist

Through an administrative liberalization covers services of a MSW
working in the office of a licensed psychologist or psychiatirst with
periodic intervention (1 visit per month/every 4th visit) of a
licensed provider.

No physician (M.D.) referral is needed if referred through the Employee
Assistance program.

[Etna Life Insurance Company
fin. /,rthe [ETNA LIFE 4 CASUALTY companies



Page 2
UNDER BOTH PLANS

Claims will be considered based on the diagnosis, nature of the
service and whether the service is required for diagnosis or
treatment of a mental/nervous disorder which is covered under the
plan. -

Benefits are payable at 50% of reasonable and customary fees for
outpatient treatment subject to each plan® calendar year deductible.
Alyeska has a $2,000.00 calendar year maximum per person. ARCO has
no calendar year maximum.

I hope this helps in your referral service for the employees of the
respective companies. Should you have any further questions, please
feel free to contact me.

Sincerely,

viudy Bi-anchard

Quality Coordinator

Employee Benefits Division - Claim Dept.
/Etna Life and Casualty

Jwl
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DI5FOUR 1HAVE . SEATTLE, A 9XH
TEL (206) 292-1900

January 18, 1985

Trustees of Alaska Human

Services

Network

Dear Trustees:

We have contacted The Travelers
cost containment measures
Human

Cost Containment
Travelers Insurance Company

regarding benefit alternatives and

that could be incorporated into the Alaska

Services Network Plan. The following are the Cost Containment
features offered by Travelers:
1. Incentive Second Surgical Opinion - When an insured indi—

2. Convalescent Facility Care -

received a recommendation to have surgery, the
for a second consultation with a Board
be paid. The benefit includes the
examination and necessary laboratory and x-ray procedures
ordered by the consulting surgeon. Also, certain speci—
fied procedures will be paid at 100 percent if a Second
Surgical Opinion 1is obtained.

vidual has
reasonable charge
Certified surgeon will

Charges made by a Convales—
cent Facility will be covered for 120 days of confinement
for semi-private room and board plus “rdical services and
supplies. The covered charge will not exceed 50 percent
of the semi-private rate of the hospital from which the
insured individual was discharged. Convalescent Care must
be prescribed by a physician and must commence within 14
days following v.ermination of a minimum three (3) day
hospital confinement.
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Trustees

of Alaska Human

Services Network
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Home Health Care - The following medically necessary ser —
vices and supplies furnished to an insured individual by
a Home Health Care agency in the insured®s home will be
covered:

a. Part-time or 1intermittent nursing care provided by
or under the supervision of a registered graduate
nurse (R.N.);

b. Part-time or intermittent home health aide services
which consist primarily of caring for the patient;
and

C. Physical therapy, occupational therapy, and speech

therapy provided by the Home Health Care Agency.

A maximum of 40 visits in any calendar year will be cov—

ered. Home Health Care must be prescribed by a physician
and must commence within 14 days following termination
of a minimum three day hospital confinement.

Hospice Care - Benefits are paid for the following:
a. Room and Board charged by the Hospice.
b. Other services and supplies.
C. Part-time nursing care by or under the supervision

of a registered graduate nurse (R.N.).

d. Home Health Care Services as described in number
three (3) above without limiting the number of visits
or requiring prior hospital confinement.

e. Counseling services by a licensed social worker or
a licensed pastoral counselor for the patient and
the patient™s immediate family.

f. Bereavement counseling services by a licensed social
worker or a licensed pastoral counselor for the
patient®s immediate family.

(1) The bereavement services must be furnished with—
in 6 months after the patient®s death.

(2) Payment will be limited to 50 percent of the
charges for the services and not more than a
total of 15 visits per family.
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Services to the patient must be furnished 1in an inpatient
hospice facility or in the patient®s home. The physician
must have certified:

a. The patient is terminally 1ill.
b. The patient"s life expectancy 1is 6 months or less.

The term "patient"s immediate family”™ 1is limited to the
patient®s wife or husband and dependent children who are
covered under this benefit. Counseling services received
in connection with a terminal illness as described 1in

items e. and f. above will not be considered to have been
received due to a mental or nervous disorder. The follow—
ing charges will not be covered expenses:

a. Services of a social worker other than a clinical
social worker or those described under Hospice Care
services;

b. Hospice care services by volunteers or individuals
who do not regularly charge for their services; and

C- Hospice care services by a licensed pastoral coun-—
selor to a member of his or her congregation. These
are the services in the course of duties to which
he or she 1is cilled as a pastor or minister.

Outpatient Surgery at 100 percent - Surgical procedures
done on an outpatient basis will be reimbursed at 100 per—
cent. Surgical procedures done as a hospital inpatient
would be reimbursed according to regular plan benefits.

Ambulatory Surgical Center - When asurgical procedure is
performed in an Ambulatory Suraical Center, payment will
be made for services and supplies furnished by the center.
Related charges are also payable within 72 hours after

the surgery, and within 7 days prior to the surgery for
diagnostic tests.

One routine pap smear each calendar year as an allowable
expense.

Pre-admission Testing - The reasonable charge will be paid
for pre-surgical laboratory tests performed on an insured
individual prior to confinement provided:

a. The tests are related to scheduled surgery;

b. The tests have been ordered by a physician after the
need for surgery has been confirmed; and
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c. The insured individual 1is subsequently admitted to
the hospital unless confinement 1is cancelled or
postponed because a hospital bed 1isunavailable or
because there 1is a change 1in health conditions which
precludes surgery.

9. Nonemergency use of emergency room (outpatient care in a
hospital) - Specific limits could be incorporated into
the plan which restrict the use of the outpatient emergen—
cy room facilities on a nonemergency basis such as during
the day when the doctor®"s offices and clinics are normally
open. These limits could include:

a. Reduced coinsurance payment such as50 percent 1in-—
stead of 80 percent; and/or

b. Additional deductible amount applied to these ex—
penses such as $25 or $50.

We have also been requested to obtain information from The Travel —
ers to change the existing Dental and Vision benefits. Travelers
proposes the folloiwng changes in the dental plan:

1. Alternative |I:

a. Elimination of the deductible for preventive services
and increase the reimbursement rate for these expenses
from 80 percent to 100 percent.

b. $50 deductible for general dentistry and prosthetics.
The reimbursement rate for general dentistry being 8C *
percent and for prosthetic services being 50 percent.

c. The maximum benefit remaining at $2,000 per calendar
year.

2. Alternative 11I:

a. $150 deductible per insured on all services combined
with the medical deductible. $450 maximum deductible
per family.

b. Reimbursement of preventive services at 100 percent,
general dentistry at 85 percent, and prosthetic ser—

vices at 50 percent.

c. $2,000 calendar year maximum.
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3. Alternative 111:

a. No deductible on preventive services, reimbursement at
100 percent.

b. $150 deductible per insured on general and prosthetic
services with reimbursement on general services at 80
percent and on prosthetic services at 50 percent.

C. $2,000 calendar year maximum.

Travelers proposes the following 1increase in the Vision benefits:
Examination to $ 55

Lenses (pair)

Single vision to $ 45
Bifocal to $ 75
Trifocal to $ 90
Lenticular to $135
Frames to $ 35

Contact lenses

Medically necessary to $270

AlIl other contacts to $ 80
Enclosed is Exhibit I outlining the cost impact of the cost con—
tainment provisions and Dental and Vision Plan revisions. Please
review these cost containment and proposed plan revisions. We

will be prepared to further discuss them at the upcoming meeting.

Sincerely,

Robert W. Lucas, CLU
Vice President

RWL :bd
enclosure



EXHIBIT 1
Alaska Human Services Network

Cost Containment & Benefit Revisions Costs

Cost Containment Cost (monthly.)}————-
Benefit/Revision Employee Dependent
1. Incentive Second Surgical

Opinion No Charge
2. Convalescent Care +$ .12 +$ .11
3. Homa Health Care + .04 + .03
4. Hospice Care + .09 + .09
5. Qutpatient Surgery at 100% No Charge
6. Ambulatory Surgical Center No Charge
7. Routine Pap + .48 + .76
8. Pre-admission Testing No Charge
9. Nonemergency use of emergency

room No Charge

Dental Plan Revisions

Alternative | +$ 3.05 +$ 6. 01
Alternative 11 + .94 + 1.59
Alternative 111 + 1.97 + 4.43
Vision Plan Revision +72 1.42 +$ 2.37

Prepared by
Johnson & Higgins of Washington, |Inc.
January 1985



Social Workers Gain Reimbursement Parity

Cuomo Signs New York Vendorship Law

N JANUARY I, a New York ' r L)

Tlie compromise was hard to swal-

York City and New York State chap-
ters and die New York Society of Clin-

promise” on the issue of social work-
ers' autonomy and refused to Include

state law went into effect U i | ‘ ' S low for many of us," slie says. "But
requiring that health in- Ay i ‘f 1 e s / Ve once that agreement was reached
surance policies covering ’ m ' . :~‘ ’\ ,* T’ |‘|: il ‘ﬂﬂ' ﬂj‘.“ among the coalition members, then we
. ) \ ] . S

mental health care must rvimimrs H 'M .‘ _"lli H ’ v ! "4' ‘ e~ " went In with a very strong position
licncflclnries for die services of g l ceei’oa’. ,;H '& Al y ,' :" v Tlie coalition worked will),'he bill's
ified clinical social workers Its en H..‘ﬂ.. ny . ! ‘ y Y;‘ sponsors and interested groups to

ment by Governor Mario M. Cuomo on Y I LT\IN W o draft legislation dial would "still pro-

Ikventber 18, 1984, was a victory for a !l ‘” \ . " tect us as mych as possible.” Smith

coalition that included the NASW New [ fE ‘ L says tlie CO&HIIOH "would not com-

LAV N

ical Social Work Psychotherapists.

Under a 1977 state law, still In ef-
fect, clinicians with an MSW degree
and three years of supervised practice
experience are considered “optional”
providers of mental health care, mean-
ing that clients are reimbursed for so-

Excellence...
(From previous page)
I>e established. School nutrition pro-
grams should be expanded, as should
the federal Head Start and Cltaptcr |
prognuus for disadvantaged youth.

- Dm'tiigi unit Implement Strategies
for.Ovcreoming Student Harriers o
Excellence. To overcome students’ low
self-esteem, as well as truancy and
other bcliavior problems, opportunities
should he provided for them to render
community service and to excel In
specific aretis of interest Parents and
otivers should be. encouraged 1o serve
as volunteers in schools, and orienta-
tion programs should lie provided to
help students make transitions from
grade school to junior high, from
jtj" or high to high school.

- Develop and Implement Strategies
for Overcoming School Barriers to
Suceess. schools should focus "on peo-
ple as well as academics." Conduct
codes and noncorporul discipline pro-
cedures should be developed. Stu-
dents' human and social needs should
be annually reviewed, just as academic
performance is, and actions should be
taken to meet those needs. Special
programs should be provided to "at
risk" groups, such as programs on
suicide prevention and substance-
abuse prevention. in-service work-
shops on the roles of various school
staff should lie held to promote great-
er cooperation. College-level students
of education should receive bare
naming about the impact of human
and suvial needs on learning ability.

* Develop and Implement Strategies
to0 O,vFrco g C&)mmumt , Pollcg/,
Legislative an Fundmngarrl s to
Excellence. Cooperative programs be-
tween schools and tlie business com-
munity should be encouraged, such as
a business "adopting a school” and
providing increased educational oppor-
tunities for students. Federal support
for education should be increased, and
state and federal funding of public
schools should be equitable tlirough-
out die country. A combination of
special education and general educa-
tion funding should supixirt pupil serv-
ices positions.

Copies of The Human Factor A
Key to Excellence in Education™ arc
available at S150each (including post-
age and handling) from NASW Publica-

tions Sales, 79MI Eastern Avenue, Sil-
ver Sorine MD 90910 O

dal work services if their employers
request tlud those services lie included
in the mental health care component
of their insurance policies.

The new law, however, makes
MSWs with six years of supervised ex-
perience “mandated"” providers, mean-
ing that they must tie included, along
with psychiatrists and psychologists, in
any mental health care component of
an insurance policy. (Policies in New
York do not Itavo to Include mental
health care coverage.)

According to NASW member Carole
O. Smith, the New York State Clig>-
ter's director of political action and
legislation, the “optional™ status
granted under the 1977 law “was al-
ways a very vulnerable position. We
are now finnly in place."

She says experience with the first
law helped to allay the fears of some
tiuit coverage of clinical social work

services would result in a flooding of
tlie mental health care market with so-
da! workers and would thus drive up
Insurance premiums. Less than 4*000
clinicians were approved for reim-
bursement privileges under the 1977
law.

Even so, when Smith met with the
leadership of both houses of the state
legislature about getting a mandated-
provider proposal Into die hopper, “it
iieetune clear tha* we would have to
requin; more experience" in order to
overcome objections from the business
community and insurance companies.

It then took the coalition a year to
reach consensus within its own ranks
on what the new bill's experience
requirement should lie. Many wanted
to maintain tlie three-year requirement
of the 1977 law, but six years eventual-
ly liccame die agrccd-upon com-
promise.

kers In Qhio
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ACSW Set as Vendorship Standard

HIO NASW members who
belong to the Academy of
Certified Social Workers
(ACSW) have been accepted

refer them to private practitioners or
appropriate agencies.

Oliio ACSWs interested in participa-
ting in the program must cell the serv-

as reimbursable service providersiog center nearest them to be put on

Ohio's new employee assistance pro-
gram for state workers, about 57,000,
and their dependents. The program
will provide mental health and sub-
stance abuse counseling services.

According to Ohio Chapter Execu-
tive Director Antoinette Shimer, 2,205
ACSW members had tiled their Social
Security or tax identification numbers
with Blue Cross of Central Oliio, the
program's insurance carrier, by mid-
January. Both ACSWs in private prac-
tice and those employed by agencies
are eligible to participate.

The chapter will revise the list of
Ohio ACSWs twice a year following
tlie biannual administration of the
Academy's certification process.

Since the enactment of Ohio's social
work licensure law last year, participa-
ting practitioners must hold a state
license in addition lo ACSW certifica-
tion, but Sliimcr says tlie state was
willing to accept ACSWs as reimburs-
able providers even before licensure
took effect.

Under the employee assistance pro-
gram, tlie state is divided into 30 serv-
ice areas, with one “community service
center” in each area Tlie service cen-
ters, which are facilities that employ al
least one ACSW member, will handle
the Initial assessment of cases and will

the referral list and must provide the
requisite Social Security or tax
identification information to Blue
Cross. A list of service centers is avail-
able from the NASW chapter office.

When the employee assistance pro-
gram was in the planning stages, Shim-
er says, the state contacted her for in-
formation about social workers' fees.
At the I're, the chapter's Professional
Standards Committee was conducting
a suivey of ACSW members to deter-
mine how many were in private prac-
tice, what they charged, and so forth.

Tlie committee found that the social
workers charged no more, and ofien
less, than psychiatrists and psycholo-
gists, a fact that attracted the state's
interest. 1lic chapter suggested tliat
ACSW certification be used as a quali-
fication for participating social work
service providers, and the state agreed.

Shimer says dial when the insurance
contract for the program is renegoti-
ated in the future, a further gualifica-
tign — listing jn the NASW ﬂeglsterof
Oinical Socral Workers — may be
added. ,

She calls the recognition of ACSWs
in Oliio "exciting, because it shows
that we've been accepted. It sets a pre-
cedent, so we're extremely pleased b
it b

any requirement tliat ipialified clini-
cians must practice under the supervi-
sion of psychiatrists.

Tlie bill was introduced in early
1984 and, as expected, met with strong
opposition from business groups and
Insurers, as well as from psychiatrists
who took the position that social
workers arc not qualified to diagnose
mental conditions.

But Smith notes that ‘tlie psycholo-
gists were very supportive 0T us. A lot
of people don't understand tluiL They
really were udamunt supporters of us,
and we needed their support.”

Barked by “very strong grass roots
lobbying,” tlie bill passed both houses
of die legislature last June. But oppo
nents continued to fight it wiliilc it
awaited Governor Cuomo’ signature,
which Smidi says reflects “the con-
troversy diat went right to die execu-
tive chamber* In Dccemlier, however,
die governor signed the bill.

The next step Is the drafting of  (
regulations that will implement die
new law. According to Smith, die
coalidon is offering its recommenda-
tions to the Stale Board for Social
Work, and “our help has been wel-
comed" Final regulations must be ap-
proved by die New York Board of Re-
gents.

She says the regulations will be "sig-
nificant” in defining “exactly wliat die
six years of experience means" in the
law. She expects that die regs will be
“in place probably by early summer.”

Overall, despite the compromise
along the WSY, says Smidi, "we’re very
pleased™” O
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TO: HOUSE LABOR AND COMMERCE

REP* NAVARRE, DAVIS? BOUCHER, KOPONEN, PEARCE, COLLINS™ AND
HANLEY

SENATE HESS

SEN* FAHRENKAMP, STURGULEWSKI, P* FISCHER, DEVRIES AND
JOSEPHSON

FROM: ROBERT *NIELSEN, 4938  MILLS  DR*, ANCHORAGE, 99508,
333-1481(HM), 274-6524(UK)

RE: SB 227 AND HB 317, SOCIAL WORK LICENSURE

SOCIAL WORK rS A PROFESSION THAT NEEDS TO BE LICENSED IN THAT
THESE WORKERS RELATE TO PEOPLE IN  MANY DIFFERENT CONFIDENTIAL
WAYS™* SOCIAL WORK IS A HUMAN SERVICE WHICH 1 SUPPORT AND URGE
YOUR AFFIRMATIVE VOTE* THANK YOU*
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TO: SENATE HESS COMMITTEE, SENATORS FAHRENKAMP, STURGULEWSK1,
PAUL FISCHER, DEVRIES AND JOSEPHSON

HOUSE LABOR AND COMMERCE COMMITTEE, REPRESENTATIVES NAVARRE,
DAVIS, BOUCHER, KOPONEN, PEARCE, CuLLINS AND HANLEY

FROM: MILLI ANDREINI
3524 STANFORD DRIVE
ANCHORAGE, ALASKA 99508
HOME NO *: 274-8706
WORK NO,. - 276-4994

RE: SOCIAL WORK LICENSING

I URGE YOUR SUPPORT OF HB 317 AND SB 227 TO LICENSE SOCIAL
WORKERS* SOCIAL WORKERS PROVIDE A RANGE OF SERVICES UH®"CH AFFECT
PEOPLES LIVES* YET, THEY ARE NOT REGULATED BY LICENSURE. INSURE
COMPETENT SOCIAL WORK IN ALASKA. PLEASE SUPPORT TH-S NEEDED
LEGISLATION.
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TO: SENATE H*E.S.S*

SENATORS FAHRENKAMP, STURGULEWSKTI,

p* FISCHER, DEVRIES,
JOSEPHSON

HOUSE LABOR AND COMMERCE

REPRESENTATIVES KAVARREJ DAVIS,

BOUCHER, KOPONEN, PEARCE,
COLLINS, HANLEY

FROM: DIANE SCHANDER

<9221 KAVTK STREET

ANGHORAGE, Alk* 99515 PIIONE : 243-559 HM™*
RE: SB 277/HB 317- SOCIAL WORK LICENSING

I URGE PASSAGE OF SB 277/HB 317* IN

MY CASE INSURANCE COVERAGE
IS NON-EXSISTENI WITHOUT LICENSING™*



XXXXXXXXXX%*XXXXXXXXXXXXXXXXXXXXXXXXXXXXlXXXXXXXXXXXXXX

X
x DELIVER TO: JPOM X
X
X
o ORIGINAL X
X SENT: C4/08/85 TIME: 12:47 X
X FROM: LANA TRUJILLO X
X SUBJECT: POM X
X PRINT DATE: 04/08/85 TIME: X
X X
SE)X XX XX XXX XXX XXX XX XXXXX XXX XXX feiiir X X XXX XXX XXX XXX XXX XXX
TO: SENATE HESS
SEN. FAHRENKAMP, STURGULEWSK 1, P. FISCHER, DEVRIES AND
JOSEPHSON

HOUSE LABOR AND COMMERCE

REP. NAVARRE, DAVIS, BOUCHER, KOPONEN, PEARCE, COLLINS AND
HANLEY

FROM: NICK1 J. NIELSEN, 4938 MILLS DR., ANCHORAGE, 99508,
333-1481(HM>, 561~1361(UK>

RE: SB 227 AND HB 317, SOCIAL WORK LICENSURE

PI FASF SUPPORT THE SOCIAL WORK LICENSURE BILLS. SOCIAL WORK
I TCENSURE IS li PORTANT SO QUALIFIED PEOPLE WILL BE HELPING
PERSONS WHO NEED THE IMPORTANT SERVICES THAT SOCIAL WORKERS
PROVIDE. THANK YOU  VERY MUCH FOR YOUR SUPPORT OF THESE BILLS;.
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TO: REPRESENTATIVES NAVARRE, DAVIS, BOUCHER, COLLINS, MANLEY,
KOPONEN AND PEARCE

FROM: LESLIE BOGDA
PO BOX 264

PALMER ?nM5
DAYTIME P.iONE 376-4080

I AM IN SUPPORT OF HB317/LICENSING OF SOCIAL WORKERS. 1

HAVE A BACHELOR®"S DEGREE INSOCIAL WORK FROM THEUNIVERSITY OF
ALASKA.
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TO: REP. NAVARRE, DAVIS, BOUCHER, KOPONEN, PEARCE, COLLINS,
HANLEY

FROM:  MARY LEE NICHOLSON, P.0. BOX 771052, EAGLE RIVER, 99577,
694-2377 (HM >

RE: 1B 317, LICENSING SOCIAL WORKERS
TO ENSURE THOUGHTFUL APPLICATION OF KNOWLEDGE, SKILLS AND HUMAN

VALUES TO ALASKA®S TOUGH SOCIAL PROBLEMS I URGE YOUR SUPPORT OF
HB 317, SOCIAL WORK LICENSING.
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INTRODUCTION OF BILLS (House)(cont"d)

HB 316 (cont'd)

of the public to use and have free access to the navigable or
public water of the state.”

Provides Act takes effect immediately.
Introduced March 25 and referred to Resources, Finance.

HOUSE BILL NO. 317. by Reps. Koponen, Larson, Hurley, Goll,
Gruenberg, Davis &Pignalberi. Identical to Senate Bill 227,
page 426,

Introduced March 25 and referred to Labor & Commerce, Health,
Education & Social Services, Finance-

HOUSE BILL NO. 318. by Rep. Szymanski. Amends the State
Personnel Act (AS 39.25) by adding new sections that would
require the Director of Personnel, in consultation with the
appropriate departments or agencies, to prepare and maintain a
position description for each position in the classified and
partially exempt services that will describe the essential
functions of the position and the actual skills and abilities
required to perform the assigned task. A general requirement for
physical abilities may not be imposed on a job classification
unless each position within the class requires the use of physical
ability.

Would require a state agency to offer an injured employee the
employee's former position if the employee is able to perform the
assigned tasks. If another employee has attained permanent status
in that position, the agency is required, at the request of the
injured employee, to offer the injured employee the position as
soon as a vacancy occurs, or, immediately offer the injured
employee a comparable position in the same agency.

If an employee can no longer perform all of the assigned tasks, the
agency is required to rehire the employee after making a reasonable
accommodation to the physical and mental limitations of the
employee. Allows the agency to refuse to rehire if the
accommodation imposes an undue hardship on the operation of the
agency's program, or if, after reasonable efforts at accommodation,
the employee cannot perform the essential functions in a manner
that would not endanger the health and safety of the employee or to
others to a greater extent than if a nonhandicapped person
performed the job.

Outlines factors t>be considered in determining undue hardship.
If an agency is unable to rehire the employee, the employee may
request preference for another position. The new section applies
to all state employees who were injured on-the-job, and were laid
off or terminate' ?fter the injury and have requested to return to
work for the stat*. Does not provide effective date (takes effect
90 days after Governor signs bill).

Introduced March 25 and referred to Labor & Commerce, Finance.
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INTRODUCTION OF BILLS (Senate)(cont"d)

SB 226 (cont"d)

a misdemeanor and upon conviction is punishable by a fine of
between $50 and $200, plus the cost of prosecution, and may be
imprisoned until the fine and costs are paid or until the convicted
person has served one day for every $2 of the fine and costs, at
which time the fine and costs are automatically discharged.

Does not provide for an effective date (becomes law 90 days after
signed).

Introduced March 12 and referred to HESS and Judiciary.

SENATE BILL NO. 227, by Sen. Josephson. Would require
licensing of social workers and establish a Board of Social
Examiners to oversee licensing procedures.

Establishes three categories of social workers: [licensed bachelor
social worker (LBSW); licensed master social worker (LMSW); and
licensed independent social worker (LISW).

To be eligible £ r licensure as a bachelor social worker, a person
must hold a bachelor®s degree in social work from a school with a
social work program accredited by the Council on Social Work
Education, must be in good professional standing and be fit to
practice, must pass a state exam, and must provide three
references.

To be eligible for licensure as a master social worker, a person
must meet all of the above qualifications; the person must have a
master®s instead of a bachelor"s degree.

A person is eligible for licensure as an independent social worker
if the person meets the qualifications for a master social worker
and has completed at least 24 months of supervised post- graduace
experience in the person®s field of specialty. ;

Limits the practice of psychotherapy to licensed independent social
workers who have a clinical specialty or master social workers who
are employed in a clinical setting.

"Grandfathers"” persons currently working as social workers if they
hold a bachelor®s or a master®s degree in social work and have been
practicing under the title "social worker” for at least 24 months
before July 1, 1987. A person with a degree from a school with au
accredited program could be licensed as a social worker without
examination, if the person applies before Ju*y 1, 1987.

The Board of Social Worker Examiners, set to expire on June 30,
1989 unless continued by the Legislature, would consist of five
members, including three master social workers, one of whom is an
independent social worker, one bachelor social worker, and one
pub®.ic member who 1is not licensed as a social worker a” does not
work for one.

Includes provisions for board meetings, terms of m -ngs, removal
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INTRODUCTION OF BILLS (Senate)(cont"d)

SB 227 (cont'd)

of members, per diem and travel expenses, and powers and duties of
the board.

Outlines the scope of practice for the three classifications of
social worker.

Licenses would be valid for two years.

Sets fees as follows: Application fee—$100; Initial license by
application—$150; License by credentials—$100; License
renewal—$200; Reexamination—$150.

Prohibits use of the title "social worker” or any of the titles
listed in the bill (LBSW, LVMBW or LISW) unless a person is
licensed.

Prohibits a licensed social worker from disclosing information
provided y a client in the course of their professional contact.
Does not apply in certain circumstances.

Lists disciplinary sanctions that may be imposed against a licensed
social worker and the grounds for imposing them.

Violation of the new laws requiring social workers to be licensed
would be a class B misdemeanor.

Effective July 1, 1985.

Introduced March 12 and referred to Labor & Commerce, HESS and
Finance.

SENATE BILL NO. 228. by Sen. Fahrenkamn. Would appropriate

$6 million to the Dept, of Health & Social Services for
purchase or construction of adult and children's mental health
facilities in Fairbanks. Does not lapse. Effective
immediately.

Introduced March 13 and referred to HESS and Finance.

SENATE BILL NO. 229. by Senators Vic Fischer and Rodey.

Amends eligibility requirements for the Alaska Longevity

Bonus to require recipients to notify the Commissioner of
Administration when they expect to be absent from the state for
a continuous period that exceeds 60 days. Presently they are
required to notify the Commissioner if they are gone for 30 days.
They are not eligible to receive the bonus during that time, and
must reapply upon returning to Alaska. Does not provide for an
effective date (become 90 days after signed).

Introduced March 13 and referred to State Affairs, Judiciary and
Finance.



Employee Benefits Division
4300 *B “Street Suite 205
Anchorage, Alaska 99503
561-0011

July 3, 1984

<Employee Assistance Consultants of Alaska
341 West Tudor

Anchorage, AlasKa 99503

Attention: Pat Mackey

Dear Ms. Mackey:

The following information should give you guidelines to follow in
referring clients for treatment covered under the /Etna Group health
Plan for ARCO and Alyeska Pipeline Service Company.

ARCO

Covers charges by a licensed or certified psychologist for services
performed within the scope of his/her license or certification.

Covers the services of licensed social workers under the direct super—
vision of a medical doctor, psychiatrist or licensed or certified
psychologist.

Since Alaska does not license their social workers, /Etna will cover
charges for services of psychiatric social workers (MSW/ACSW) when:

The social worker is employed by a clinic, hospital, or psychia—
trist (M.D.) and the services are billed for by the employer.

ALYESKA PIPELINE

Covers charges made by a psychologist

Through an administrative liberalization covers services of a MSW
working in the office of a licensed psychologist or psychiatirst with

periodic intervention (1 visit per month/every 4th visit) of a
licensed provider.

No physician (M.D.) referral is needed if referred through the Employee
Assistance program.

[Etna Life Insurance Company
ihe /ETNA LIFE A CASUALTY companies



Page 2
UNDER BOTH PLANS

Claims will be considered based on the diagnosis, nature of the
service and whether the service 1is required for diagnosis or
treatment of a mental/nervous disorder which is covered under the
plan. *

Benefits are payable at 50% of reasonable and customary fees for
outpatient treatment subject to each plan®s calendar year deductible.
Alyeska has a $2,000.00 calendar year maximum per person. ARCC has
no calendar year maximum.

I hope this helps in your referral service for the employees of the
respective companies. Should you have any further questions, please
feel free to contact me.

Sincerely,

<dudy Bi-anchard

Quality Coordinator

Employee Benefits Division - Claim Dept.
/Etna Life and Casua]ty

jwl
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CABLE ADDRESS "KERODE,N"

Trustees of Alaska Human
Services Network

Dear Trustees:

Cost Containment
Travelers Insurance Company

We have contacted The Travelers

cost containment measures that could be
Human Services Network Plan. The

features offered by Travelers:

1. Incentive Second Surgical
vidual has received a recommendation

Opinion

1215FOURTH AVE..SEAM.E. * A.9KI6
TEL (206) 292-1900

January 18, 1985

regarding benefit alternatives and
incorporated into the Alaska
following are the Cost Containment

rjhen an insured indi—
to have surgery, the

reasonable charge for a second consultation with a Board

Certified surgeon will be paid.
examination and necessary
ordered by the consulting surgeon.

The benefit includes the

laboratory and x-ray procedures
Also, certain speci—

fied procedures will be paid at 100 percent if a Second

Surgical Opinion 1is obtained.

2. Convalescent Facility Care
cent Facility will be covered for

Charges made by a Convales—
120 days of confinement

for semi-private room and board plus medical services and

supplies. The covered charge will

not exceed 50 percent

of the semi-private rate of the hospital from which the

insured individual was discharged.
be prescribed by a physician
days following termination

hospital confinement.

Convalescent Care must
and must commence within 14
of a minimum three (3) day



JOIINSON & HIGGUIS

Trustees of Alaska Human
Services Network

January 18, 1985
Page two
3. Home Health Care - The following medically necessary ser —

vices and supplies furnished to an insured individual by
a Home Health Care agency in the insured"s home will be
covered:

a.

b.

Part-time or intermittent nursing care provided by
or under the supervision of a registered graduate
nurse (R.N.);

Part-time or intermittent home health aide services
which consist primarily of caring for the patient;
and

Physical therapy, occupational therapy, and speech
therapy provided by the Home Health Care Agency.

A maximum of 40 visits in any calendar year will be cov—
ered. Home Health Care must be prescribed by a physician

and

must commence within 14 days following termination

of a minimum three day hospital confinement.

4. Hospice Care - Benefits are paid for the following:

a.

b.

Room and Board charged by the Hospice.
Otherservices and supplies.

Part-time nursing care by or under the supervision
of a registered graduate nurse (R.N.).

Home Health Care Services as described in number
three (3) above without limiting the number of visits
or requiring prior hospital confinement.

Counseling services by a licensed social worker or
a licensed pastoral counselor for the patient and
the patient®s immediate family.

Bereavement counseling services by a licensed social
worker or a licensed pastoral counselor for the
patient®™s immediate family.

(1) The bereavement services must be furnished with—
in 6 months after the patient"s death.

*2) Payment will be limited to 50 percent of the
charges for the services and not more than a
total of 15 visits per family.



JOHNSON & HIGGINS

Trustees of Alaska Human
Services Network

January 18, 1985

Page three

Services to the patient must be furnished 1in an 1inpatient
hospice facility or in the patient®s home. The physician
must have certified:

a. The patient is terminally ill.
b. The patient®"s life expectancy is 6 months or less.

The term "patient®s immediate family"” is limited to the
patient®s wife or husband and dependent children who are
covered under this benefit. Counseling services received
in connection with a terminal 1illness as described 1in

items e. and f. above will not be considered to have been
received due to a mental or nervous disorder. The follow—
ing charges will not be covered expenses:

a. Services of a social worker other than a clinical
social worker or those described under Hospice Care
services;

b. Hospice care services by volunteers or individuals
who do not regularly charge for their services; and

C. Hospice care services by a licensed pastoral coun—
selor to a member of his or her congregation. These
are the services in the course of duties to which
he or she is called as a pastor or minister.

5. Outpatient Surgery at 100 percent - Surgical procedures
done on an outpatient basis will be reimbursed at 100 per —
cent. Surgical procedures done as a hospital 1inpatient
would be reimbursed according to regular plan benefits.

6. Ambulatory Surgical Center - When asurgical procedure is
performed in an Ambulatory Surgical Center, payment will
be made for services and supplies furnished by the center.
Related charges are also payable within 72 hours after
the surgery, and within 7 days prior to the surgery for
diagnostic tests.

7. One routine pap smear each calendar year as an allowable
expense.
8. Pre-admission Testing - The reasonable charge will be paid

for pre-surgical laboratory tests performed on an insured
individual prior to confinement provided:

a. The tests are related to scheduled surgery;

b. The tests have been ordered by a physician after the
need for surgery has been confirmed; and



JOIfNSON & HIGGINS

Trustees of Alaska Human
Services Network

January 1B, 1985

Page four

c. The insured individual 1is subsequently admitted to
the hospital unless confinement is cancelled or
postponed because a hospital bed isunavailable or
because there 1is a change 1in health conditions which
precludes surgery.

9. Nonemergency use of emergency room (outpatient care 1in a
hospital) - Specific limits could be incorporated into
the plan which restrict the use of the outpatient emergen—
cy room facilities on a nonemergency basis such as during
the day when the doctor®s offices and clinics are normally
open. These limits could include:

a. Reduced coinsurance payment such as50 percent 1in-—
stead of 80 percent; and/or

b. Additional deductible amount applied to these ex—
penses such as $25 or $50.

We have also been requested to obtain information from The Travel —
ers to change the existing Dental and Vision benefits. Travelers
proposes the folloiwng changes in the dental plan:

1. Alternative 1I:

a. Elimination of the deductible for preventive services
and increase the reimbursement rate for these expenses
from 80 percent to 100 percent.

b. $50 deductible for general dentistry and prosthetics.
The reimbursement rate for general dentistry being 80 f{T

percent and for prosthetic services being 50 percent.

c. The maximum benefit remaining at $2,000 per calendar
year.

2. Alternative IlI:

a. $150 deductible per insured on all services combined

with the medical deductible. $450 maximum deductible
per TfTamily.
b. Reimbursement of preventive services at 100 percent,

general dentistry at 85 percent, and prosthetic ser—
vices at 50 percent.

c. $2,000 calendar year maximum.



JOHNSON A HIGGINS

Trustees of Alaska Human
Services Network

January 18, 1985

Page five

3. Alternative 111:

a. No deductible on preventive services, reimbursement at
100 percent.

b. $150 deductible per insured on general and prosthetic
services with reimbursement on general services at 80
percent and cn prosthetic services t 50 percent.

C. $2,000 calendar year maximum.

Travelers proposes the following increase in the Vision benefits:
Examination to $ 55

Lenses (pair)

Single vision to $ 45
Bifocal to $ 75
Trifocal to $ 90
Lenticular to $135
Frames to $ 35

Contact lenses
Medically necessary to $270
All other contacts to $ 80

Enclosed 1is Exhibit 1 outlining the cost impact of the cost con—
tainment provisions and Dental and Vision Plan revisions. Please
review these cost containment and proposed plan revisions. We

will be prepared to further discuss them at the upcoming meeting.

Sincerely,

Robert W. Lucas, CLU
Vice President

RWL :bd
enclosure.



EXHIBIT 1
Alaska Human Services Network

Cost Containment & Benefit Revisions Costs

Cost Containment Cost (monthly —————-
Benefit/Revision Employee Dependent
1. Incentive Second Surgical

Opinion No Charge
2. Convalescent Care +$ .12 +$ .11
3. Home Health Care + .04 + .03
4. Hospice Care + .09 + .09
5. Outpatient Surgery at 100% No Charge
6. Ambulatory Surgical Center No Charge
7. Routine Pap + .48 & .76
8. Pre-admission Testing No Chajge
9. Nonemergency use of emergency

room No Charge

Dental Plan Revisions

Alternative | +$ 3.05 +$ 6.01
Alternative 11 + .94 + 1.59
Alternative I1J. + 1.97 + 4.43
Vision Plan Revision +$ 1. 42 +$ 2.37

Prepared by
Johnson & Higgins of Washington, Inc.
January 1985
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TO: SENATE H.E.S.S COMMITTEE

JOSEPHSON
HOUSE LABOR AND COMMERCE COMMITTEE

REPRESENTATIVES NAVARRE, DAVIS, BOUCHER, KOPONEN, PEARCE,
COLLINS, HANLEY

RE: HB 337 , SB 227- LICENSING OF SOCIAL WORKERS
I AM IN SUPPORT OF THE NATIONAL ASSOCIATION OF SOCIAL WORKERS

LICENSING BILL TO FULLY INSURE STANDARDS AND QUALITY OF SERVICE
TO EACH INDIVIDUAL

PLEASE NOTE THI® WAS SENT PREVIOUSLY WITH NO SENDER LISTED.

TO: SENATE H.E.S.S COMMITTEE

SENATORS FAHRENKAMP, STURGULEWSK 1, P. -FISCHER, DEVRIES,
JOSEPHSON

HOUSE LABOR AND COMMERCE COMMITTEE

REPRESENTATIVES NAVARRE, DAVIS, BOUCHER, KOPONEN, PEARCE,
COLLINS, HANLEY

FROM: DONNA STONE
PO BOX 110795
ANCHORAGE, AK. 99511 PHONE: 562-4792

RE: HB 337 , SB 227- LICENSING OF SOCIAL WORKERS
I AM IN SUPPORT OF THE NATIONAL ASSOCIATION OF SOCIAL WORKERS

LICENSING BILL TO FULLY INSURE STANDARDS AND QUALITY OF SERVICE
TO EACH INDIVIDUAL
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TO=  HO"JSE LABOR AND COMMERCE COMMITTEE =
REPRESENTAT IVES NAVARRE , DAV 1S, BOUCHER,
KOPONEN, PEARCE, COLLINS, AND HANLEY

FROM: EILEEN LALLY
200 W 34TH, #427
ANCHORAGE, ALASKA 99503 <H) 274-1233

RE: HB 317-LICENSING SOCIAL WORKERS
I SUPPORT THAT BILL AS A SOCIAL WORKER AND I AM ASKING PLEASE GET

IT OUT OF HOUSE LABOR AND COMMERCE COMMITTEE AND TO A FULL HOUSE
HEARING THIS SESSION.
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TO: _SENATE HESS COMMUTE, SENATORS FAHRENKAMP, STURGULEWSK I, PAUL
FISCHER, DEVRIES AND JOSEPHSON

HOUSE LABOR AND COMMERCE COMMITTEE, REPRESENTATIVES NAVARRE,
DAVIS, BOUCHER, KOPONEN, PEARCE, COLLINS AND HANLEY

FROM: KEN TAYLOR
7330 CHRISTOPHER CIRCLE
ANCHORAGE, ALASKA 99507
HOME NOa- 344-9271
WORK NO.: 561-1633

RE: SB 227 - LICENSING SOCIAL ?IRKERS AND MB 317 - LICENSING
SOCIAL WORKERS

I WOULD LIKE TO STATE MY SUPPORT THE SOCIAL WORK LICENSE BILL.
PROFESSIONALS WHO HAVE DIRECT IMPACT ON THE LIVES OF OTHERS
SHOULD BE GOVERNED AND SHOULD BE ACCOUNTABLE TO SOME LICENSED
BOARD. LICENSING I'S [IMPERAT IVE IN ANY PROXESSIUNAL PRACTICE .
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TO: HOUSE LABOR AND COMMERCE

REP. NAVARRE, DAVIS, BOUCHER, KOPONEN, PEARCE, COLLINS,
HANLEY

FROM - EI..EANOR PATEL...1...A, 3401 TURNAGAIN, *6, ANCI ORAGE, 99503,
248-7475(HM), 786-1766(UK)

RE: HB 317, SOCIAL WORK LICENSING
I URGE YOUR SUPPORT FOR SOCIAL WORK LICENSING. LICENSING WILL

ESTABLISH A PROCESS FOR MONITORING ETHICAL PRACTICE AND ENSURING
MINIMAL TRAINING FOR SOCIAL WORK JOBS.



