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Spurred by Increased demand resulting from health  on advanced practice registered nurses (APRNS),
care reform measures, looming workforce shortages  describing the important rofes they play, identifying
(see Figure 1, below), and concerns about access some of the legal, Institutional, and cultural barriers
and barriers to care, many leaders are focused on they face, and highlighting three models for leverag-
transforming the delivery of health care in ways that  ing thelr skills, knowledge, and experience in dif-
promate interprofessional collaboration, with aveéry- ferent settings. Obstacles for RNs, briefly touched
one—including nurses—practicing to the full extent  upon In a sidebar, and promising developments in
of their education and training. This brief, the 16th interprofessionat education and practice are exam-
in the Charting Nursing’s Future series, focuses ined more closely In other issues.
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Tive VYalue of Mursins
Thete are many different facets to the work performed by Julie Marcum, APRN-
BC, CCRN, a critical care clinical nurse spaclalist at the Bolse VA Medical Center.
With a panel of 102 Implantable cardloverter defibrillator {ICD) patients throughout
IBaho and Eastern Qragon, she collaborates with Poriland VA nurse practitionsrs
and cardlotoglsts In a telemedicing clinic, reviews remate tranamissions from ICD
davices, and manages daily patient contacts 1o troubteshaot lssues and adjust
medications. She also devefops and assessas nursing competencies for parsonnet
on her patient care units to ensure that the nurses are practiclng In ways that pro-
raote quality and ensure safety.

“1 do a lot of system analysls, problem salving, and quality improvement, and
I practice falrly autenomously evary day,” Mareum says. She Is a member of the
VA's Advance Practice Nurse Advisory Group which has been involved in devalop-
ing & new pollcy that will sxpand core privileges for APRNs system-wide. For more
information, sea page 6.
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Aimost 50 years have passed since the idea of educating
nurses for advanced clinical practice was first conceived
by Dr, Loretta C. Ford, EdD, RN, PNP, professor and dean
emeritus, University of Rochester School of Nursing. At that
time, Ford was a public heaith nurse assigned to Colorado's
ramote mountaln communitias, As she made the rounds
immunizing infants and tracking comrunicable diseases,
she was struck by the fact that she was the only contact
many of her patients had with a health care provider. She
surmised that investrnents in additional education and
training for practitioners like herself—uniquely positioned to
bring pravantion and heaith maintenance efforts into com-
munities—could have huge retums, in terms of access to
quality care.

She put this hypothesis to the test several years later,
after joining the faculty at the University of Colorado. In
19885, Ford and her colleague, pediatriclan Henry K. Silver,
MD), launched a plot program te give practicing public
health nurses who were already educated at the baccalau-
roate level the additional skills they would need to effec-
tivaly provide weli-baby and well-child care. In the process,
a new health care provider was born: the pediatric nurse
practitioner {(PNP).

Typ.es of Advanced Practice
Registered Nurses

Nurse prachtwners (NPS) take health histories and con-
duct physical examinations, diagnose and treat acute and chron-

ic problems, interpret laboratory resulls, prescribe and manage
medications and other therapies, plan and run disease preven-
tion and health maintenance programs, and make appropriate

referrals to other healthcare pro onais, Practice setlings

include primary and specially care practices, relail health clinics,
Tospitals, school-based health centers, long-term care facifitles,
and patients’ homes. {Refer to Charting Nursing’s Futere #9 for
miore information about the NP workforce.}

improvement programs, mantor other nurses, and seive as edu-
cators and consullants. Focusing on a specific population (e.g.,
children), disease (e.q., cliabetes) or type of care {e.g., wound

(i olhcz "-eitluq.a

Certified 1 g;stered nurse anesthetists (CRNAS)
-administer anesthesia-befere, during, and after sargical, thera-
.o+ peutic, diagnostic and-obstetrical procedures, and also provide
- pain management and emergenay services, inoluding ainway
<L management: They work in hosplt'ﬂ operating rooms, dental -
_ of!tces ancl omp'xtrenl surigical centers.

- women mciudmg gynecological exams, family. pianmng advice,
: |}f€.l]dtal care, management of low rigk labor and de]wuy and |
' neonata[ care. Pmr.tt(.e ueinnqsmcluoe thpltdI‘- bu!hmq cen-

“The Robert Wood Johnson
Foundation is committed to sup-
portlng heaith care leaders striv-
ing to bridge professicnal divides.
Thase leaders are increasingly
united in a befief that regulation
and licensure shoutd be driven by
the required competencies used
for accreditation and certification
of each profession.”

Risa Lavizzo-Motrey, MD, President and CEO of tha Robart Wood
Johnson Foundation

“it created quite a stir for the nurse to move the stetho-
scope from the arm for the blood prassure to the chest to
listen to the heart,” says Ford, but she recalls that right from
the beginning, nurses who acquired these basic diaghos-
tic skills and expanded knowledge of treatment ware well
raceived by their patients.

Since those early days, NP practice has expanded to
include adutts, and three other types of advanced practice
ragistered nurses (APRNs) have emerged (see box, left).
Unfortunately, evan though research suggests that APRNs
are equipped to dsliver safe, effective care (see page 8},
legal, regulatory, institutional, and cultural barriers prevent
many from practicing to the full extent of their education
and training {see pages 4-5). Healih policy experts con-
cerned about workforce shortages believe that overcoming
these barriers must become a priority.

“The increased need for physician services can be met by
better use of the physliclans we have now...and by the in-
creaged use of nurse practitioners and physicians assistants
in primary care and specialty care settings," says Fitzhugh
Mullan, MD, the Murdock Head Professor of Medicine and
Health Policy at the George Washington University School
of Public Health. He is among those who advocate rethink-
ing how we make use of health care’s human capital. “The
Imponrtant principle underlying this latter strategy Is that alt
clinicians should work to the maximum of their tralning and
licensure,” he says. (For a comparison of qualifications of
APRNs, PAs and physiclans, see Figure 2, p. 3.}

This principle is at work in three innovative modais that
leverage APRN skills, knowledge and experiencs, profiled
in this brief {see pages 6 and 7). They Include a small, rural

k practice, a speciaily practice within a university health sys-

tem, and the nation's largest integrated health care system,
the Vetsran's Health Administration. The diversity of these

f models suggests that this principle is widely applicable.

These modsls also embrace the new paradigm of in-

| terprofessional collaborative care {see Charting Nursing’s

Future #17). The growing adoption of this patient-centered,
team-based approach may create additional incentives 1o
efiminate barriers that are preventing all practitioners from
maximizing access to care.

“l don't perceive that any one profession—whether it's a
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physician, a pharmacist, & soclal work-
&r, or a nurse—can be totally indepen-
dent,” says Ford,
first NP students to see themselves as

full professionals

in collegial relationships with physi-
cians. “Ws have to move to interde-
pendence, which is the highest leval
of functioning, in the interest of public

good,”

What will it 1ake to achisve this vi-
sion? In Ford's view, “Statesmanship
on the part of both medicine and nurs-
ing and other professions that ses the
big pleture and have a vision of what
could be~in prevention and health
promotion and serving pecple who are

really in need.”

Tha YWalns of Nupaine

who encouragad her

prepared to engage

Bronx,

Amy Rowe, P/FNE,

a pediatic and fam-

lty nurse practitiener,
examines a student with
an earache at the Dewitt
Ciinton High School
school-based health
center {S8BHC). The
center provides com-
prehensive pAmary care
to 27,000 New York City
students living In the

An estimated 2,000
pius SBHCs provide
care for at feast 1.7
million stedents natlon-
wide, SBHCs ara typl- .-
cally staffed by an NP or physigian assistant (PA), often in partnershlp with a menlal health pro-
fesslonal, and situated in poor communities where residents hava Emited accaess to care, NPs

and PAs are also more likety than physiclans to practice In underserved remote and rura! arsas,
and constitite 2 significant portion of the nation's safety net providers.

Figure 2. Educaﬁon, Training and Licensure for APRNs, PAs, and Physicians: A Gomparison

Undergraduate

Education . .

:Graduate
‘Education -

Advanced Practice Registered Nurse

Bachelor's degree in nursing from an -
accredned program e e

. :Master’s degree from an accredlted pro
_gram, generally in nursing with advanced
- .coursework in pathophysiology: health

 and physlcal assessment; pharmacothera-
" peutlcs; diagnosties; and managsment of

‘ < family practice, acuts, women's health,
- pediatric, anesthesia, or psychiatric care

" :Note: a doctorate s becoming the stan-

Clinical
Tralning

. .f_ dard terminal dagree for APRNs.
"For a master's level APRN: minlmum of
. 1000 hours of supendsed pmctlce over a .
i 8 -year period c ,

o 'For a doctoral leve! APRN: Minimurn of
© 1000 hours of supervised praclice per -

Hcensure =

‘.‘V;Alyearforan addlﬂonalay&ars SO

s EP—

APRNs must maintain a current AN

license granted by their state board of

- nursing; advanced licensure varies by
., state, with some states offering additional
- licenses that alfow APRNS to prescribe
- medicatlons, practice indapendantly, ste.

1APRNs practice under thelr own licenses,
" even if they maintain a collaborative

Contlriuing
Education

agreement with a physician .

‘Varigs by state

Physiclan Assistant

. Bachelor's degres In any field plus
. healthcare experience (e.g., as miil-. -

tary medics)

2-4 year cerilhca!e, master s or doc-
toral degrae from an accredited pro-
gram that incorporates clagsroom
and laboratory Instruction in the
medical and behavioral sclences

Rotations in internal medicine, fam-

lly madicine, surgary, pediatiics,

" ‘obatetrics and gynecology, emer-
. gency medicine and geriatric medl~ ;)

. .cme Varies by sta!e A :

PAs must malnta:in ‘a 'c'urrent I5A -
license granted by thelr state board
of ‘madicine SR Sy

Aithough required to work with a
collaborative physician supervi-
sor, PAs practice undar lhe:r own

hcenses

100 hours every wo years -

Phys:cvan

Bachelor's degrea in any field;

;pre-med coUrsework completed

Doctorate in medicine from an
accredited program that empha-
slzes the sclentific underpin-
nings of health and disease, with

- course work in anatomy, physlol-

.. --0gy, histology, advanced diag- ;

" “nostles, and advanced assgss- g
-ment ’ S

10-wask clinical rotations in
pediatrics, internal medicing,
obstetrlos-gynecology, surgary,
and psychiatry; and a residency

- in a spacific area of practice {e.g.,

- - pediatrics, internal medicine,

" * family practice, women’s health,
- mnesthesla); approximately 1850

~ bours of supervised practice par
year for 3 years

Physlcians must malntaln a cur-

Tent madical license granted by
- their state board of medicine

100 hours every two years
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“When | changed jobs
had to find anew

' coila_bb::aling_p__hysi:_

 cian.because e one

| was working with

“didn’t have medical

“staff privileges at the

rospital, This wasn't easy, as anew |

employee, but one of the MDs agreed -
1o do it. Shortly thereatter he feft and l
: had 1o seaich all over again.”
' Bg mmmn Exan- Dh'P

“I run a not-for-profit
nurse-led clinic, pro-
viding primary,

vomen's health, and .

behautoral heaith

ervices ina rurat,

N So1 underserved area
' '1 ) Iviedu"ud doesn't acknowl-.

- Fmonot Ilst_cd int their directory and my-

__cotlabofating physician's name appears

-on iy patients’ insurance cards. In .

addition to being confusing, it makes it

hard for them to actually find me.”
[ s-dones, MSH, DNP, FNP-C
am a certified regis-
‘tered nirse anesthetist,
providing anesthesia
services. for office-
pased suigery on |
fee-for-service basis.
-Even though surgeons :
- often request me, some of the com-
mercial health insurance caniers won’t
make me a participating provider. This

eflectively prohibits enrol!ed patients

Ce mg I'ﬂy Servlces
S0 le\i\ WS

“Most insurance plans,
will pay me to Inseit =

“anluD in a patient
hut reimbursameant
~ far the actual device

is tricky because, as .
a certified nurse mid-
vife, | don t have prescriptive authority.

L Asa result, 1 often have to refer my

n'though Fam capable of
e pmcedure mysPlf It's

a '-ilml-. :
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Barriers to Patient-Centered Care

Despite evidence that APRNs have
the skills, knowledge and experience
to provide good patient-centered
care (see "APRN Safety and Quality,”
page 8}, many fece lagal, regulatory,
institutional and cultural barriers that
restrict the range of services they
may provide, the settings in which
they may work, the kinds of interac-
tiohs they may have with professional
colleagues, and the level of reimburse-
ment they may receive from public or
private insurers,

Legal/Regulatory Barriers

. d - The majority of states (ses map on
edge NPs as primary care providers so jority ¢ Ap

page 5) require APRNs to have a joint
protocol with a collaborating physi-
clan in order to diagnoss, treat and/
or prescribe. While the purpose is

1o ensure quality and safety, there is
no evidence that these raquirements
result in bettar outcomes, according
1o the Institute of Medicine's 2010
raport, The Future of Nursing: Leading

Change, Advancing Health. Meanwhile,

the risk of defays in care is high when
collaborating physicians are not read-
ily available.

! . Under Medicare, APRNs are not

allowsd to admit patients, serve as
PCPs, or sign orders for long term
care services. For patients who have
already established a good relation-
ship with an APRN, this restriction can
compromise continuity of care.

» In some states, Medicaid won't

reimburse APRNs for certain codes or
pharmacy supplies, so their patients
have to pay out of pocket or find a dif-
ferent provider,

B - Health care insurance companias are

not required o recognize APRNs as
PCPs or reimburse them directly, in
some paris of the country, lirniting the
supply of avallable clinicians at a time
whan demand is growing.

05/15/2013 15:21
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“For reasons
ranging from
hatural disaster
relief fo living
and working in
communities
that straddle
state borders,
nurses neead to be able to cross
state lines easily to deliver care.
They can’t do that now because
practice acts vary,”

Catherlne Dower, JD, associate director,
Center for the Health Professions at the
University of Califormia, San Francisco, and a
member of committee that helped draft the
1OM's 2010 repert, “Fulure of Nursing: Leading
Changs, Advancing Health®

Institutional Barrfers

« In states with joint protocol mandates
for APRNs (see Legal/Regulatory
Barriers, left), hospital policies that
restrict the eligible pool of collaborat-
ing physicians~by requiring them to
have full medical staff privileges, for
example—can further reduce access
to care and Iimit mobitity for APRNs
and their patients.

« At some hospitals, medical staff
bylaws restrict who can admit patients
or perform certain procedures (e.g.,
only anesthesiologists can do invasive
monitor placemenis). As a result, pa-
tients might have to wait for treatment
aven if a qualified APRN is available.

Cultural Barriers

» While the benefiis of team-based,
interprofessional collaboration are well
documented, implamentation remains
a challenge, espaclally in snviron-
ments where old concepts of authori-
tarian leadership persist. Achieving

& cultural shift to allow full utilization
of APRNs as full partners in care
requires a high levet of trust, mutual
respect and self-confidence, says
Allison Dimsdata, DNP, RN, NP, who
is helping to change the way services
ara delivered to cardiology patients at
Duke Univershy Health System (see

“Team-Based Care,” page 7).




From:Hay's VA Glinic To:17852963929 05/15/2013 15:25 #504 P.023/026

Barriers to Patlent-Centered Care, continued

Figure 3. Collaborative Agreements: A State by State
Comparison of Requirements for APRNs

Consumer Access and Bartiers to Primary Care
Physician-Hurte Pracitioner Resfrictive Coliahoraton Requirements by Gtate

- Hng; Clty
~for BNs it nursing
: homes where their.
-ability to-conduet

evelop care plans,
upervise, and del-
ate isn't fully recognized.”.

“APRNs are not the.only niirs
gnificant barriers to proy
clive patisht-centered s

a - ioned institutionat policies an
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The majority of states require APRNs to enter into collaborative agreements (or
joint protocais) with physicians to do things they have already been trained and
educated to do, such as prescribing controlled substances, dlagnosing diseases,
and treating patients. Finding a physician willing to collaborate is not always easy,
however, and waiting for a doctor to sign off on orders can delay treatment and
undermine continuity of care, ' I "

Naorth Dakota eliminated its collaborative agreement requirament for prescrip-

tive authority in 2011, “it wasn't helping us provide safe, timely, patlent-centered
cara... [so] we capitalized on our positive relationships with physicians and other
providers to mobilize widespread support for gstting rid of this regulatory barriar,”
explaing Billie Madler, DNP, APRN, FNP, director of Graduate Nursing Programs

at the University of Mary and president of the ND Nurse Practitioner Association
which organized a grassroots campaign to educate state lsgislators about factors
feopardizing access o care. Coalitions are working on similar reforms in other
states, many with support from the Center to Champien Nursing in America, an ini-
tiative of AARP, the AARP Foundation, and the Robert Wood Johnson Foundation.

..Eor More. Information.
« www thefidureofnursing. org

“As the number of general practitioners declines, the
demand for highly tralned professtonal nurses will
continue to grow. That's why it’s so important to
allow them to practice to the full extent of thelr edu-
cation and training, to provide more affordable and
accessible healthcare to our citizens.”

Ed Rendel, former Governor of Pennsyivania, whose “Prescription for
PA" program exlended prescription autharity to certified nurge midwives,
established relmbursement rates based on services provided rather than
professionat credentlals, and recognized nurse managed health care
facilitios as primary care providers.
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Innovative Models That Leverage APRNs’ Skills

And _Experience

Expanded Core Privifeges:
The US Department of
Veterans Affairs

¢ The US Department of Veterans Affairs
2 (VA} smploys more than 5,000 APRNs

to deliver primary, speciatty, acute,

. ambulatory, telehealth, and home

hesglth care services across the nation.

B While a single unrestricted license al-
 lows thesa APRNs to wark at any VA

facllity-traveling between a medicat
center and a community clinlc, for
example-rules conceming prescrip-
tiva authority, admisstons, physician
supervision, etc. vary. This reans that
APRNs have to change the way thay

§ practice when they change their loca-

tion, even when they are treating the

& same patients.

To eliminate confusion and stan-
dardize ¢are, the VA has developed
a new policy, slated for system-wide

i implementation in 2013, that allows

all APRNs who meet certaln criteria

{o practice to the full extent of their
education and training without direct
supervision from a physician, even in
states that do not recognize APRNSs as
independent practitioners. The linchpin

B is federal supremacy which gives the
B VA the authority to supersede state

laws. Along with this new policy, the

VA will issue guidance concerning

APRN core privilages {see hox, below).
“We see this as a way to allgn

our system o fully utilize the ialent

wa have,” says Cathy E. Rick, BN,

FACHE, FAAN, chief officer in the VA's

Office of Nursing Services. “Tha timing

is right, thanks to the good work the

Raobert Wood Johnson Foundation did
in conjunction with the 1I0M [Future of
Nursing] report.”

Rick's team has solicited input
from APRNSs, physicians, and re-
glonat quality management officers
to davetop an internal communica-
tion plan that addresses questions
and concems about patient care,
license protection, ete. They have also
worked with the NCSBN and Joint
Commission to try to anticipate poten-
tial issues and challenges.

“My hope and expeactation is we wili
provide a new model {or healthcare re-
form,” says Rick. “Rather than restrict-
ing practice, we should be supporting
nursing and holding nurses account-
able for what they are abla to do.”

Full Partnership: Platte Valley
Women’s Healthcare

When Michasl Trierweiler, MD, was
setting up a new woman's healthcare
practice in Platte, NE, he reached out
1o Kelley Hasenauer, DNP, who had
worked for him for 10 years as an

NP before getting her doctorate. He
offered her a job and she responded
with a counteroffer: make her a
partner, rather than an employee, so
she could share in the ownership of
the practice. He was hesttant at first,
having just feft a group practice with
other partners, but after they spoke
he agreed it could work out well, They
formed a professional corporation
and opaned Platte Valley Women’s
Healthcare in June 2012, They are not
aware of any other practices run by

VA Proposed Sample APRN Core Privileges:

- Taking patient histories and conducting physical examinations
- Assessing, diagnosing and managing common heaith problems
- Ordering and interpreting diagnostic studies including radiology and

laboratory studies
- Prascribing medications

- Making referrals and providing consultation to other health care

professionals

- Delivering hasic primary and emergency care

« Developing comprehensive plans of care

- Signing admission and discharge orders, making patient rounds, and
preparing progress netes and discharge summaries

#504 P.024/026
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a physician and NP operating as full
partners.

“For years, | had wanted to open
a woman's primary care practice, but
Nebraska's integrated practice agree-
ment requirement meant | had to find
a physician business partner,” says
Hasenauer. “The requirement is a bar-

rier to NPs becoming business owners

and creating new avenues for health
care defivery.”
Both Hasenauer and Trierweiler

describe their approach to patient care

as collaborative. They share an office
with desks that face each other, mak-
ing it very easy o talk about what's
going on. “There are times when Dr.
Trierweiler says, ‘| really need you to
see this patient because she’s got
this issue that you’re batter at dealing
with,"” says Hasenaur. “"And there are
times when | say, This patient is for
you." it’s neat how we go back and
forth.”

According to Trierweller, a physi-
cian-NP partnership Is very workable
—with the right person. “if [ had {been
approached by} a new grad com-
ing out of school, wa wouldn't have
set things up this way, But { already
knew Dr. Hasenauer well and have a
lot of confidance in her ability to treat
patients.” Hasenausr notes that lower
reimbursement rates from Medicare,
Medicaid and soms private insurers
limit the income generated by NPs but
says this Is more than offset by iower
malpractice insurance rates. “NPs can

T0:17852963929

At Buke Health Center at Southpoint, physiclans, NPs, and RiNs work tegether on interdisciplin-
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Phote: Jared Lezarue

ary teams to provide comprehensive care to cardlology patients. Plctured hers ara Douglas
Schacken, MD, Allison Dimsdale, NP, and Jennifer Hervey, BN.

use this to show their worth to poten-
tial partners.”

Team-Based Care: Duke Heart
Center

A new *parallel practice” model
devaloped by Duke University
Health System’s Department of
Cardiovascular Medicine leverages
interprofessional teams 1o Increase
access to care and improve patient
satisfaction.

Uniike the former tander-style
model—where clinics ware run by
MDs who handed off specific tasks
to NPs and PAs—the new modasl al-
lows aeveryone to work to the top of

Michaet Trierweilar,
MD, and Kellay
Hasenauer, DNP, dis-
cuss a patlent’s care
plan, The two health-
care professionals
run Platte Valley
Women's Healthcare
In rural Nebraska

as full business
partners, defining a
new mode! of
collaboratlon between
a physician and an
advanced practice
registered nurse.

their competency and licensure. MDs
focus on developing plans of care for
new patients, while NPs and PAs see
returning or acutely ill patients. RNs,
meanwhile, coordinate foliow-up care,
schedule procedures, and respond to
triage calls. Tearn members consult
each other as necessary and approprl-
ate. For example, an RN might turn

1o an NP for help when lab results are
abnormal or a patient calls to report
unusual symptoms,

“A model like this requires a cultural
shift” says Aflison Dimsdale, DNP, 8N,
NP, who spearheaded the redesign.
The NPs have to “work harder and
think hardar” now that they are doing
80 much more than just follow up and
background work, and the physiclans
have to recognize and rely on NPs
and RNs as teammates. *We couldn't
do this without considerable trust
and confidence among key players,”
Dimsdale explalns.

During a pilot phase, patient
response was positive and the aver-
age wait time for the next available
appointment dropped 57% for new
patients, and 78% for retuming pa-
tients. Dimsdale says the department
is starting to look at additional metrics,
including patient readmission rates
and lengths of stay.




From:Hay's VA Clinic To:17852963929 05/15/2013 15:36 #504 P.026/026

AEBH.Safe:Laniﬂuality

While each profession has iis own
maethods of educating and training

its workforce, there are many areas

of averlap in the kinds of healthcare
services delivered by APRNs and MDs,
How do patient outcomes compare?
Here's what some of the research
says:

APRNs provide safe, effective, qual-
ity care, according to a 2011 literature
raview Involving dozens of studies
published over a 28-year period. The
research team, led by Robin P. New-
houss, PhD, RN, NEA-BC, professor
and chalr at the University of Mary-
land’s School of Nursing, found strong
evidenca of comparable or superior
care by NPs as measured by patient
satisfaction, patient perception of
health status, functional status, glu-
cose control, lipid managsment, blood
pressure cantrol, smergency room vis-
its, hospitalization rates, and mortality
rates. CNMs are performing well, too,
with similar or better track records
than MDs in terms of cesarean saction
rates, hirth weights, Apgar scores,

analgesia use, and breastfeeding.

“Advanced practica nurse cutcomes 1990-2008:
A systarnatic review.™ Newhouse AP, et. al. Nurs
Ecan. Sep-Oct 2011, 28(5): 230-50,

Health outcomes are comparable
for patients treated by primary care
NPs and MDs, according to a litera-
ture review led by Mary D. Naylor, PhD,
RN, at the University of Pennsylvania’s
School of Nursing. The team also
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Ze:o -sum Jame Do pr lmaly caae phys:cnns lose when APRNS ;

-gain autonomy?

Noting that economic interests are "raréi_y discussed openiy,” Patncm Pmmdn
PhD, and Benjamin Williams, MPH, al the George Wags hirtgton University's SLhOOE
of Public Health conducted a study 1o delermine what happens to MDs’ wages:

when restrictions on APRNs are removed. Analyzing 1S Bureau of Labor Sta
data, they concluded that allowing APRNs to praclice to the full extent of their
edumtlon and training does nof have a negative financial unpact on primary care

physicians.

dod AFRH Scops of Pri

locked at costs, referencing a RAND

Corporation study that revealed that
the average cost of an NP or PA visit
is 20-35 percent lower than the aver-

age cost of a physiclan visit,
“The Role of Nutse Practitioners in Reinventing
Primary Care.” Naylor M D and Kurteman ET.
Heaith Affairs, May 2010, 29{5): 883-99.

NP prescriptive pattems are similar
to those of physicians, according to
& 2009 study conducted by resaarch-
ers at the University of Nevada's Qrvis
School of Nursing. Reviewing primary
care charts, they found NPs used
slightly more over-the-counter medi-
cations and nonpharmacotherapeutic
intarventions, but the difference was

not statistically significant.
“Prescriptive patterns of nurse practilloners
and physicians,” Running A et. g, Journal
of American Academy of Nurse Practitionar,
2009(18): 228-233.

Highly tralned CRNAs contribute to
good obstetric care, accordingto a
2009 study conducted by the UCLA
School of Public Health. Researchers
compared rates of anesthesia-related

“Qur systematic review indicates that care delivered
by APRNs produces equivalent outcomes to equiva-
lent care delivered hy physicians alone or in teams
without an APRN."”

Robin Newhouse, PhD, RN, NEA-BC, professor and chalr, University of
Maryland's Schoot of Nursing
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deaths, complications, and frauma
during dellvery at hospitals using only
CRNAs with those at hospltals using
only anesthesiologists and found simi-

lar outcomes.

"Anesthesia Provider Model, Hospital Resources,
and Maternal Outcomes.” Needleman J and
Minnick AF, Heallh Services Research, Apsl
2008(44/2): 464-82.

While the evidence regarding APRN
cutcomes is compelling, the data
don’t tell the whole story, warns
Richard “Buz" Cooper, MD, senlor fel-
low in the Leonard Davis Institute of
Health Economilcs at the University of
Pannsylvania and director of the New
York Institute of Technology's Center
for the Future of the Healthcare
Workforce. “Most of the studies look
at APRN performance relative to phy-
sicians in delivering routine primary
care. But APRNs’ activities are heing
stratched further in speclaty practic-
es, where, for sxampile, the role of an
NP is distinct from that of an ortho-
pedic surgeon, so there are no com-
parisons to make.” Strong demand for
APRNs is parhaps the best Indicator
that they are doing are a good job.
But he also cautions that many NPs
staff or supervise hospital units or
pearform administrative tasks, such as
running compliance programs. “They
are not all functioning like physicians.”




