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Broadening the Scope of Nursing Practice
Julie A. Fairman, Ph.D., R.N., John W. Rowe, M.D., Susan Hassmiller, Ph.D., R.N., and Donna E. Shalala, Ph.D.

to add 32 mil-

lion Americans to the rolls of the insured at a
time when there is a shortage of primary care pro-
viders. There is broad consensus that the next

phase of reform must slow the
growth of health care costs and
improve value through payment
reforms, including bundling of
payments and payments for epi-
sodes of care. Some savings will
derive from implementation of in-
novative models of care, such as
accountable care organizations,
medical homes, transitional care,
and community-based care. We
believe that if we are to bridge
the gap in primary care and es-
tablish new approaches to care
delivery, all health care provid-
ers must be permitted to practice

(==} Comment on to the fullest extent of
¢ thisarticleat | their knowledge and
NEJM.org | competence. This will
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require establishing a standard-
ized and broadened scope of
practice for advanced-practice
registered nurses — in particu-
lar, nurse practitioners — for all
states.

Nurses’ role in primary care
has recently received substantial
scrutiny, as demand for primary
care has increased and nurse prac-
titioners have gained traction with
the public. Evidence from many
studies indicates that primary
care services, such as wellness
and prevention services, diagnosis
and management of many com-
mon uncomplicated acute illness-
es, and management of chronic
diseases such as diabetes can be
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provided by nurse practitioners
at least as safely and effectively
as by physicians.* After reviewing
the issue, an Institute of Medicine
(IOM) panel recently reiterated
this conclusion and called for ex-
pansion of nurses’ scope of prac-
tice in primary care.?

Some physicians’ organizations
argue that physicians’ longer,
more intensive training means
that nurse practitioners cannot
deliver primary care services that
are as high-quality or safe as
those of physicians. But physi-
cians’ additional training has not
been shown to result in a mea-
surable difference from that of
nurse practitioners in the quality
of basic primary care services.*?
We are not arguing that nurse
practitioners are substitutes for
these physicians, but rather that
we should consider how primary
care services can be more effec-
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Scope-of-Practice Regulations for Nurse Practitioners, According to State.
Data are from the AARP (http://championnursing.org/aprnmap).

tively provided to more people tice provide safer and better care  without a physician’s supervision
with the use of the full primary than those in less restrictive or collaborative agreements, or

care workforce. states or that the role of physi- prescribe medications without

The critical factors limiting cians in less restrictive states has physician oversight. Nurses tend
nurse practitioners’ capacity to changed or deteriorated. to move from more restrictive to
practice to the full extent of their There is variation in several less restrictive states, and from

education, training, and compe- aspects of practice, including re- primary to specialist care, with
tence are state-based regulatory —quirements for prescribing privi-  a resulting loss of access to care
barriers. States vary in terms of leges, oversight and chart reviews, for patients. Credentialing and
what they allow nurse practition- and the maximum “collabora- payment are also linked to state
ers to do, and this variance ap- tion ratios” for nurse practition-  regulations: more restrictive states
pears not to be correlated with ~ers working with physicians. In are less likely than those allow-
performance on any measure of some states, nurses cannot cer- ing independent practice to cre-
quality or safety. There are no tify home health care visits or dential nurse practitioners as pri-
data to suggest that nurse prac-  stays in skilled nursing facilities mary care providers.23

titioners in states that impose or hospice, order durable equip- Sixteen states plus the Dis-
greater restrictions on their prac- ment, admit patients to hospitals  trict of Columbia have already
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liberalized and standardized their
scope-of-practice regulations and
allow nurse practitioners to prac-
tice and prescribe independently
(see map). Several other states
are reconsidering their laws to
allow independent practice and
to adopt the Advance Practice
Nurse (APRN) Model Act gener-
ated by the National Council of
State Boards of Nursing. Under
such laws, nurse practitioners
may practice independently and
be accountable “for recognizing
limits of knowledge and experi-
ence, planning for the manage-
ment of situations beyond [their]
expertise; and for consulting with
or referring patients to other
health care providers as appro-
priate.”#

The trend toward easing re-
strictions is propelled by recent
reports from several blue-ribbon
panels. In addition to the IOM
report, which specifically targets
regulatory barriers, several policy
briefs from other organizations,
including the Macy Foundation,
support broader scope-of-practice
boundaries. One of the largest
consumer groups, the AARP (for-
merly the American Association
of Retired Persons), also supports
an expanded role for nurse prac-
titioners in primary care.

In addition to the data on the
quality of care, the expected
dramatic increase in demand for
primary care services from Amer-
icans with insurance, and the
impending shortage of primary
care providers, there are several
other reasons to relax state regu-
lations. Effective implementation
of new delivery models, such as
medical homes and accountable
care organizations, which would
provide chronic disease manage-
ment and transitional care, re-
quires the establishment of in-

BROADENING THE SCOPE OF NURSING PRACTICE

terdisciplinary teams in which
nurses provide a range of ser-
vices, from case management to
health and illness management.
Such an expanded scope of prac-
tice and team-based approaches
including nurse practitioners have
been shown to improve quality
and patient satisfaction and re-
duce costs at the Veterans Admin-
istration Health System, Geising-
er Health System, and Kaiser
Permanente.?

. Reductions in cost associated
with broadening nurse practition-
ers’ scope of practice can be seen
elsewhere as well. In U.S. retail
clinics, where cost savings have
been documented, nurse practi-
tioners provide most of the care.

~ But retail clinics have been slow

to expand in states with more re-
strictive scope-of-practice regula-
tions. Research in Massachusetts
shows that using nurse practition-
ers or physician assistants to their
full capacity could save the state
$4.2 billion to $8.4 billion over
10 years and that greater use of
retail clinics staffed primarily by
nurse practitioners could save an
additional $6 billion.3

Since nurse practitioners’ edu-
cation is supported by federal
and state funding, we are under-
utilizing a valuable government
investment. Moreover, nurse prac-
titioner training is the fastest
and least expensive way to ad-
dress the primary care shortage.
Between 3 and 12 nurse practi-
tioners can be educated for the
price of educating 1 physician,
and more quickly.

Despite the robust rationale
for broadening nurse practition-
ers’ scope of practice, key medi-
cal organizations oppose the idea.
The American Medical Associa-
tion, the American Osteopathic
Association, the American Acad-
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emy of Pediatrics, and the Amer-
ican Academy of Family Physi-
cians all support requiring direct
supervision of nurse practition-
ers by physicians. As health care
reform advances, implementation
of payment reforms — including
global or bundled team-based
payments and medical home—
based payments — may ease
professional tensions and fears
of substitution while enhancing
support for an increased scope
of nursing practice.

Legal considerations also seem
to favor such a trend. The Fed-
eral Trade Commission recently
evaluated proposed laws in three
states and found several whose
stringent requirements for physi-
cian supervision of nurses might
be considered anticompetitive.
The agency has also investigated
proposed state policies that
would protect professional inter-
ests rather than consumers.?

This is a critical time to sup-
port an expanded, standardized
scope of practice for nurses.
Economic forces, demographics,
the gap between supply and de-
mand, and the promised expan-
sion of care necessitate changes
in primary care delivery. A grow-
ing shortage of primary care
providers seems to ensure that
nurses will ultimately be required
to practice to their fullest capac-
ity. Fighting the expansion of
nurse practitioners’ scope of prac-
tice is no longer a defensible
strategy. The challenge will be
for all health care professionals
to embrace these changes and
come together to improve U.S.
health care.

The views expressed in this article are
those of the authors and do not necessarily
represent those of their institutions.

Disclosure forms provided by the authors

are available with the full text of this arti-
cle at NEJM.org.
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From the Barbara Bates Center for the
Study of the History of Nursing, University
of Pennsylvania School of Nursing, Phila-
delphia (J.A.F.); the Robert Wood Johnson
Foundation Initiative on the Future of Nurs-
ing, Institute of Medicine, Washington, DC
(J.AF, JWR, SH., D.E.S.); the Depart-
ment of Health Policy and Management,
Mailman School of Public Health, Columbia
University, New York (JW.R.); and the Uni-
versity of Miami, Miami (D.E.S.).

See also related letters to the Editor (10.1056/
NEJMc1013895).
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Nurses for the Future
Linda H. Aiken, Ph.D., R.N.

@n October 5, 2010, the In-
stitute of Medicine (IOM)
issued a report in which it rec-
ommended that the proportion
of nurses in the United States
who hold at least a bachelor’s
degree be increased from its
current level of 50% to 80% by
2020.* The education of nurses
may seem to be a less pressing
matter than providing access to
care for millions of uninsured
Americans and making care af-
fordable, effective, and safe for
all. Yet if we don’t alter the his-
torical patterns of nursing edu-
cation, the country’s nursing re-
sources will be crippled for the
foreseeable future — with reper-
cussions for all those patient
focused goals.

Nursing schools are turning
away tens of thousands of quali-
fied applicants because of bud-
get constraints and a worsening
faculty shortage. Within the next
10 years, half of nursing-school
faculty members will reach retire-
ment age; the anticipated attrition
represents a crisis in the making,
with potentially far-reaching con-
sequences for the replenishment
of the nurse workforce, which is
itself on the verge of losing some
500,000 nurses to retirement.

The number of new gradu-
ates from nurse-practitioner pro-
grams has remained flat, at
about 8000 per year, despite rap-
idly escalating demand. The 80-
hour workweek for resident phy-
sicians was made possible by
teaching hospitals’ hiring of
thousands of advanced-practice
registered nurses (APRNs). More
than 3 million American fami-
lies annually have received care
at some 1100 new retail clinics
staffed primarily by APRNs.
APRNs have facilitated the larg-
est expansion of community
health centers since the 1960s,
with 7354 sites throughout the
country now providing care for
more than 16 million people.
Nurse anesthetists administer an
estimated 30 million anesthetics
to patients each year. Moreover,
a number of health care reform
initiatives are predicated on
APRNs’ filling a range of new
roles in primary care, prevention,
and care coordination.

Why has the graduation rate
of APRNSs stalled when there are
so many good employment op-
portunities for nurses, and why
is there a looming shortage of
nursing faculty? The answer is
simple, although the solution may
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not be: to qualify for faculty or
APRN positions, most nurses
have to return to school after
obtaining their basic education
and licensure to acquire twe or
more additional academic degrees
— a prospect that is simply not
feasible for most practicing nurses.
Approximately 60% of new
nurses graduate from associate’s
degree programs, 36% from
bachelor’s degree programs, and
3% from hospital-sponsored di-
ploma programs. The creation
of multiple educational entry
points to nursing has been pro-
moted by public policies de-
signed to optimize access to
nursing education for a diverse
student body, promote wide
geographic distribution in sup-
ply, and keep costs affordable.
But a serious unintended conse:
quence of permitting the major:
ity of new graduates to ente
nursing practice with an associ
ate’s degree or less is that to
few nurses advance throug!
multiple additional degrees t
qualify as faculty or APRNS.
The graph shows the yield ¢
graduate degrees according t
the type of basic nursing educ:
tion received. For every 100
nurses who initially graduate
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from a bachelor’s degree program
between 1974 and 1994, almost
200 eventually obtained a mas-
ter’s or higher degree. In con-
trast, only 58 of every 1000
nurses who initially graduated
from an associate’s degree pro-
gram obtained at least a mas-
ter’s degree. Moreover, twice as
many nurses with an initial
bachelor’s degree ultimately ob-
tained a doctorate, a finding that
is relevant to the IOM’s call for a
doubling of the number of doc-
toral level nurses by 2020.

Of the approximately 72,000
nurses graduating from associ-
ate’s degree nursing programs
in 2010, only about 4000 are
likely to ever obtain a master’s
or higher degree — a yield that
cannot produce enough faculty
to replenish a workforce of more
than 3 million nurses. Had the
proportions of registered nurses
with initial education in bache-
lor’s and associate’s degree pro-
grams been reversed between
1974 and 1994, with the larger
proportion being bachelor’s grad-

uates, there would probably have
been 50,000 more nurses today
with master’s or higher degrees.?

The IOM is recommending the
creation of more efficient path-
ways for nurses to obtain addi-
tional education after licensure.
Among the benefits of a more
highly educated nurse workforce
is the potential for improving
patient outcomes.? However, un-
less patterns of initial education
are changed, the stream of nurs-
es into graduate education will
not be large enough to avert
shortages of faculty and APRNs.
There is a limit to the number of
degrees nurses can reasonably be
expected to obtain after licensure.

The most promising strategy
for producing enough faculty
members and APRNs is for all
prelicensure nurse-education pro-
grams to confer bachelor’s de-
grees. Because of licensure re-
quirements, there is no longer a
substantial difference in the time
to completion of associate’s and
bachelor’s degrees in nursing:
both take about 3 years of full-
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time study. The IOM has called
for discontinuing hospital diploma
programs entirely. Some states
now permit community colleges
to grant bachelor’s degrees in
nursing, which is a reasonable
solution. Distance learning and
simulation technologies, partner-
ships between educational institu-
tions and clinical organizations,
and more creative collaboration
between community colleges and

_universities can facilitate the pro-

vision of a bachelor’s degree to
everyone who enters a prelicen-
sure program. Students will not
pass up an opportunity to obtain
a bachelor’s degree for the same
time commitment and cost re-
quired for an associate’s degree,
and nursing schools, including
community colleges, will respond
to financial incentives that re-
ward them for granting a bach-
elor’s degree as the end point of
basic nursing education.

Public funding for nursing
education must be used to steer
the change in basic nursing edu-
cation, just as public funding
for patient care steers change in
health care delivery. More than
$8 billion per year in Perkins
funds from the Department of
Education (an important source
of funding for community col-
leges but outside the reach of
health care workforce planning)
could be used as part of a com-
prehensive federal strategy that
would make it possible for all
new nurses to graduate with a
bachelor’s degree. Baccalaureate
education is a stated priority for
Title 8 funds (annual appropria-
tions administered by the De-
partment of Health and Human
Services that support nursing ed-
ucation), but funding levels are
inadequate. The Nurse Training
Act of 1964 expanded university
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education for nurses and laid
the groundwork for the develop-
ment of APRNs.* We need an
equivalent effort now. The ap-
proximately $160 million per year
in Medicare funding for nursing
education should be used to sup-
port clinical training of graduate-
level APRNs rather than diploma
nursing programs.’

It will be extremely difficult,
if not impossible, to generate
enough nursing faculty, APRNS,
and nurses to fill leadership and
executive roles requiring gradu-
ate-level education if entry-level

nursing education does not shift
entirely to the baccalaureate lev-
el. The stakeholders (education-
al institutions and students) will
respond to financial incentives
— which are, after all, the tried-
and-true American way of bring-
ing about change.

Disclosure forms provided by the author.
are available with the full text of this arti-
cle at NEJM.org.

From the Center for Health Outcomes and
Policy Research, School of Nursing, Univer-
sity of Pennsylvania, Philadelphia.

See also related letters to the Editor (10.1056/
NEJMc1013895).
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Assessing an ACO Prototype — Medicare’s
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One S.the few major provi-
sions @hthe Affordable Care

Act (ACA) , solid bipartisan
support establiSges a new deliv-
ery model: the a8 guntable care
organization (ACO).Sgongress di-
rected the Departmentygf Health
and Human Services (DEHS) to
develop an ACO program<g@ im-
prove the quality of care progid-
ed to Medicare beneficiaries a
reduce its costs while retaining
fee-for-service payment. Under
this program, medical groups
would have to take responsibility
for achieving these goals ag
would share in any savinggfee-
rived by Medicare.

Despite the burst Interest
in ACOs, little attepg®n has been
paid to the resudts of a demon-
stration projegfSponsored by the
Centers fogedicare and Medic-
aid Ser s (CMS) that was the
modcMfor the reform law’s ACO
provisions. In the Medicare Physi-
cian Group Practice (PGP) demon-
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stration, the CMS contracted with
10 large multispecialty groups
with diverse organizational struc-
tures, including free-standing ph
sician groups, academic facley
practices, integrated delive Sys-
tems, and a networ small
physician practices
As a share offffotal Medicare

spending, fegdPr-service expendi-
tures for gliysician services have
been reidfively stable (13% of $491

illi in 2009). However, this
Mment model has been under
2tta8k because of its inherent in-
centiv@ifor increasing the quanti-
ty, but g necessarily the quality,
of physicifg-delivered care. But
policymaker§gvividly remember
the backlash Wigainst managed
care, whose capig@ation payments
were seen as an insg@tive to stint
on care, so with no alterna-
tive to fee for service Yathe off-
ing, Medicare’s physician ent
policy has remained esscWgially
static.?

Physician Group

In 2000, Congress tasked the
DS with testing incentive-basec
fyment methods for physicians
directing Medicare to encourag
care coordination and investmen
in processes for more efficien
service delivery and to reward phy
sicians for improving health car
outcomes. In response, the CM
designed the PGP project to &
amine whether care managemer
initiatives could generate cost sa'
ings by reducing avoidable ho:
pital admissions, readmission
and emergency department Vi
its, while improving quality.*

The demonstration began
April 2005, with 10 large grot
practices (ranging from 232
1291 physicians) operating
various regions of the count
Participating ~doctors ~ receiv
their regular Medicare fee-fi
service payments, but the grou
were also eligible for an 8(
share of Medicare’s savir
(“performance payments”) if

2011




