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VIRGINIA DEPARTMENT OF HEALTH PROFESSIONS
VIRGINIA BOARD OF HEALTH PROFESSIONS

Review of Potential Nurse Practitioner Scope of Practice Barriers to the Development
of Effective Team Approaches to Healthcare Delivery in Virginia

Study Impetus

This study is being conducted by the Board of Health Professions pursuant to a request
from Secretary of Health and Human Resources William Hazel, M.D. at the February 15,
2011 meeting to help address Virginia’s health reform issues. The Secretary’s request
followed the publication in December 2010 of the Virginia Health Reform Initiative
Advisory Council’s (VHRI) latest findings and recommendations.” This study focused on
Nurse Practitioners is the first in a series of reports highlighting potential scope of practice
barriers for non-physician health professions in Virginia that may adversely affect team
models of care delivery

Led by Secretary Hazel and commissioned in August of 2010 by Governor Robert F.
McDonnell, VHRI’s charge is to develop recommendations for implementing health reform
in Virginia and to search for innovative solutions to meet Virginia’s needs in 2011 and
beyond. To date, six VHRI task forces have been formed to address the following key
interrelated issues: Medicaid Reform, Service Delivery and Payment Reform, Technology,
Insurance Reform, Purchaser Perspectives, and, of greatest relevance to the Department
and Board, Capacity.

The Capacity Task Force noted in the December VHRI report that health workforce
capacity must be increased to ensure all Virginian’s have access to affordable and high
quality care. Even now before increased coverage from federal health reform takes effect,
there are many medical, dental, and mental health underserved areas throughout across the
state. And, looming shortages are predicted for most health service providers due to
increases in Virginia’s population size and age, alone. With increase coverage slated to go
into effect in 2014, the gap between supply and demand can be expected to only worsen
without some action.

The Capacity Task Force viewed that effective capacity could be reached with increases in
health professional supply, expanded use of technology to reach underserved areas,
optimizing efforts to re-organize health care delivery through teams that effectively deploy
non-physicians, and permitting health professionals to practice up to the evidence-based
limits of their education and training in ways not currently possible with existing scope of
practice and supervisory restrictions. To inform these approaches, the Task Force further
recommended multi-dimensional studies which include reviews of promising team practice
approaches and examination of how current scope of practice limits may needlessly restrict
Virginia’s ability to take full advantage of best practice team models of care delivery.

! The following provides a web link to The Report of the Virginia Health Reform Initiative dated
December20, 2010: http://www.hhr.virginia.gov/initiatives/healthreform/docs/VHRIFINAL122010.pdf.
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The Board of Health Professions is authorized by the General Assembly with a variety of
powers and duties specified in §854.1-2500, 54.1-2409.2, 54.1- 2410 et seq., 54.1-2729 and
54.1-2730 et seq. of the Code of Virginia. Of greatest relevance here is §54.1-2510 (1), (7),
and (12) which enable the Board to evaluate the need for coordination among health
regulatory boards, to advise on matters relating to the regulation or deregulation of health
care professions and occupations, and to objectively examine scope of practice conflicts
involving professions and advise on the nature and degree of such conflicts.

Thus, the full Board determined at its meeting on May 3, 2011 that it can most effectively
assist VHRI and the Capacity Task Force by objectively examining the aforementioned
current scope of practice limits in light of the latest evidence-based policy research and
available data related to safety and effectiveness. With the assistance of the health
regulatory boards and invited input from experts and public and private stakeholders, this
review will identify barriers to safe healthcare access and effective team practice that may
exist due to current scope of practice limits and will determine the changes, if any, that
should be made to scope of practice and regulatory policies to best enable effective team
approaches for the care of Virginia’s patients.

The Board referred the project to the Regulatory Research Committee and directed that the
first review focus on Nurse Practitioners’ scope of practice in Virginia in the perspective of
their potential role in team health care delivery models that have evidence of effectiveness
in helping to address workforce shortage. On June 20, 2011, the Committee adopted a
formal workplan which lays out the methodology and timetable as described as follows.

The Board also directed that the next review focus on similar potential scope of practice
barriers for Pharmacists. The Committee, itself, will determine future professions to be
highlighted based upon the evolving evidence related to effective team models and the
workforce research findings for professions under review by the DHP Healthcare
Workforce Data Center and Virginia Health Workforce Development Authority.

Methods

The Board has developed a standard, objective research approach to address key issues of
relevance in gauging the need for regulation of health professions through a framework of
evaluative criteria. The underlying constitutional and statutory principles as well as
empirically-based research methods are fully detailed in the Board’s Policies and
Procedures for the Evaluation of the Need to Regulate Health Occupations and
Professions. > Seven criteria (“the Criteria”), frame the research questions when the
decision is to be made whether a profession should be regulated and to what degree.
Because Nurse Practitioners are already licensed by the Commonwealth, for the purposes
of the current study, only the applicable Criteria — the first five -- will be addressed: (1)
Risk of Harm to the Consumer, (2) Specialized Skills and Training, (3) Autonomous

2 Available from the Board’s website: http://www.dhp.virginia.gov/bhp/bhp_guidelines.htm under Guidance Document
75-2 Appropriate Criteria in Determining the Need for Regulation of Any Health Care Occupation or Professions, revised
February 1998. (Hereinafter this is referred to as “the Policies and Procedures”).




15T DRAFT --- INITIAL DRAFTING OF RESEARCH TO DATE — JULY 15, 2011

Practice, (4) Scope of Practice, and (5) Economic Costs. The following key questions will
address general background of the profession and each criterion, in turn.

Background

1. What are the current qualifications that Virginia’s Nurse Practitioners must
demonstrate to become licensed? Do they differ from other states?

a. What are the educational or training requirements for entry into this
profession? (sample curricula) Which programs are acceptable? How are
these programs accredited? By whom?

b. What are the minimal competencies (knowledge, skills, and abilities)
required for entry into the profession? As determined by whom?

c. Which examinations are used to assess entry-level competency?
I. Who develops and administers the examination?
ii. What content domains are tested?
iii. Are the examinations psychometrically sound — in keeping with The
Standards for Educational and Psychological Testing?

2. How do Nurse Practitioners maintain continuing competency? Does it differ in
other states?

3. What is the Nurse Practitioner Scope of Practice in Virginia? How does it differ
from other states?

4. Describe existing team delivery models of care that utilize Nurse Practitioners in
Virginia and elsewhere.

5. Based upon the emerging literature, describe existing and anticipated team delivery
models that may evolve as a result of the federal health reform and the potential
role(s) for Nurse Practitioners in those models.
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Risk of Harm to the Consumer

1. What are the typical functions performed and services provided by Nurse
Practitioners in Virginia and elsewhere?

2. s there evidence of harm from Nurse Practitioners with expanded scopes of
practice relative to that in Virginia? If any,

a.

b.

To what can it be attributed? (Lack of knowledge, skills, characteristics of
the patients, etc)

How is the evidence documented? (Board discipline, malpractice cases,
criminal cases, other administrative disciplinary actions)

Characterize the type of harm. (physical, emotional, mental, social, or
financial).

How does this compare with other, similar health professions, generally?

3. Does a potential for fraud exist because of the inability of the public to make
informed choice in selecting a competent practitioner?

4. Does a potential for fraud exist because of the inability for third party payors to
determine competency?

5. Is the public seeking greater accountability of this group?

Specialized Skills and Training®

Are there currently recognized or emerging specialties or levels within this
profession?

a.

b.

If so what are they? How are they recognized? By whom and through what
mechanism?

Avre they categorized according to function? Services performed?
Characteristics of clients/patients? Combination? Other?

How can the public differentiate among these specialties or levels?

® These questions are in addition to the qualification-related questions posed for the “Background” section

above.
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Autonomous Practice

1. What is the nature of the judgments and decisions that Nurse Practitioners are
currently entitled to make in practice in Virginia? Does this differ in states with
more expanded scope of practice? If so, how?

a. Inrendering diagnoses?
b. In determining or approving treatment plans?
c. Indirecting or supervising others in patient care?

2. Which functions typically performed by Nurse Practitioners in Virginia are
unsupervised (i.e., neither directly monitored nor routinely checked)?

a. What proportion of the practitioner’s time is spent in unsupervised activity?
b. Who is legally accountable or liable for acts performed with no supervision?

3. Which functions are performed only under supervision in Virginia?

a. s the supervision direct (i.e., the supervisor is on the premises and
responsible) or general (i.e., the supervisor is responsible but not
necessarily on the premises?

b. How frequently is supervision provided? Where? And for what purpose?

Who is legally accountable or liable for acts performed under supervision?

d. What is contained in a typical supervisory or collaborative arrangement
protocol?

o

4. Do Nurse Practitioners typically supervise others? Describe the nature of this
supervision?

5. Describe the typical work settings, including supervisory arrangements and
interactions of the practitioner with other regulated and unregulated occupations
and professions.

6. Are patients/clients referred to Nurse Practitioners for care or other services? By
whom? Describe a typical referral mechanism.

7. Are patients/clients referred from Nurse Practitioners to other practitioners?
Describe a typical referral mechanism. How and on what basis are decisions made
to refer?
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Scope of Practice

1. Which existing functions of this profession in Virginia are similar to those
performed by other professions? Which profession(s)?

2. What additional functions, if any, are performed by Nurse Practitioners in other
states?

3. Which functions of this profession are distinct from other similar health
professions in Virginia? Which profession(s)? In other states?

Economic Costs

1. What are the range and average incomes of members of this profession in the
Commonwealth? In adjoining states? Nationally?

2. If the data are available, what are the typical fees for service provided by this
profession in Virginia? In adjoining states? Nationally?

3. s there evidence that expanding the scope of Nurse Practitioners would

a. Increase the cost for services?

b. Increase salaries for Nurse Practitioners employed by health delivery
organizations?

c. Restrict other professions in providing care?

d. Other deleterious economic effects?

4. Address issues related to supply and demand and distribution of resources.

5. Are third-party payors in Virginia currently reimbursing services provided by Nurse
Practitioners? Directly to the Nurse Practitioner? Employer?

6. Are similar services to those provided by Nurse Practitioner also provided by
another non-physician profession? Which profession(s)? Are they reimbursed
directly by third-party payors?
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The following steps will be taken to answer the above key questions.

1.
2.

3.

9.

10.
11.

12.

Conduct a comprehensive review of the pertinent policy and professional literature.
Review and summarize available relevant empirical data as may be available from
pertinent research studies, malpractice insurance carriers, and other sources.
Review relevant federal and state laws, regulations and governmental policies.
Review other states’ relevant experiences with scope and practice expansion and
team approaches to care delivery.

Develop a report of research findings, to date, and solicit public comment on reports
and other insights through hearing and written comment period.

Publish second draft of the report with summary of public comments.

Committee to host a roundtable discussion with representatives from affected
constituencies and other interested parties to clarify matters and resolve any
conflicts if deemed needed.

Develop final report with recommendations, including proposed legislative
language as deemed appropriate by the Committee.

Present final report and recommendations to the full Board for review and approval.
Forward to the Director for review and comment.

Upon approval from the Director forward to the Secretary for final review and
comment.

Prepare the final report for publication and electronic posting and dissemination to
interested parties.

This study is being conducted with existing staff and within the budget for the remainder of
FY2011 and half of FY2012. Subsequent professions’ reviews will be incorporated into
the Board’s review over time with their own respective workplans as the Regulatory
Research Committee determines appropriate. The following timeline has been adopted by
the Committee for the current study.

June 20, 2011 Committee Review of Workplan and Progress to Date

July 15, 2011 1st Draft Report Sent to Committee Members & Posted to the
Website

July 29, 2011 Public Hearing/Committee Meeting on Draft Report

August 2, 2011 Full Board Meeting (Report from Committee — no decisions)

August 15, 2011 2nd Draft Report with Summary of Public Comment Sent to

Committee Members

September 1, 2011  Report Posted to Website
September 29, 2011 Committee Meeting /Roundtable Discussion & Development of

Final Recommendations

October 11, 2011 Committee Report and Recommendations to the Full Board
October 17, 2011 Report and Recommendations to Director
November 1, 2011  Final Report to Secretary
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Background

Throughout the course of this study, additional details as they become available will be
incorporated into the relevant sections of this report pertaining to Risk of Harm to the
Consumer, Specialized Skills and Training, Autonomous Practice, Scope of Practice, and
Economic Costs as deemed appropriate by the Regulatory Research Committee.

The current section provides a brief overview description of the Nurse Practitioner (NP)
profession and its progression since inception as well as the current movement to
standardize advanced practice nursing. Some statistics on practitioner types are also
described. This section also provides the current Virginia licensure and continuing
competency requirements as well as NP scope of practice in comparison with other states.
Finally, a general summary of existing team delivery models that utilize NPs will be
offered.

Nurse Practitioners (NPs) are Registered Nurses* who have additional advanced education
and clinical training and licensure to provide a wide range of healthcare services across
settings. Currently, they routinely complete graduate level training leading to a master’s
degree or higher to obtain professional certification and licensure by the individual U.S.
states, territories, and the District of Columbia. While not every state includes specific
language requiring a master's degree, the majority of states do require a master's degree,
post-master's certificate or a doctoral degree. Further, the current NP programs offered by
all U.S. universities and colleges are at the master's, post-master, or doctoral level.

The U.S. Department of Health and Human Services Health Resources and Services
Administration (HRSA) estimates that there are over 150,000 Nurse Practitioners in the
United States.> An American Academy of Nurse Practitioners review of the 2009-10
AANP NP Sample Survey estimates that there were over 140,000 NPs in practice
nationally.® Virginia Department of Health Profession’s licensure database indicates that
there are over 6,400 NPs licensed by Virginia; over 5,000 have current active licenses and
Virginia mailing addresses. It should be noted that nurses credentialed as Certified Nurse
Anesthetists and Certified Nurse Midwives are licensed as Nurse Practitioner in Virginia.’

As indicated earlier in the VHRI (2010) report and elsewhere, there is considerable
variability in NP scope of practice across the states in the U.S. In general, however, NP

* Appendix 1 will provide information on the nature of RN practice and Virginia licensure requirements.

® See the U.S. Department of Health and Human Services Health Resources and Services Administration.
Registered nurse population findings from the ““2008 National Sample Survey of

Registered Nurses September 2010,  http://bhpr.hrsa.gov/healthworkforce/rnsurveys/rnsurveyfinal.pdf
Accessed November 1, 2010.

® American Academy of Nurse Practitioners 2009-10 AANP NP Sample Survey: An Overview.
http://www.aanp.org/NR/rdonlyres/0952E2EF-CE8F-4B26-AC00-
19041F1B8E59/0/OnlineReport_General2.pdf. Accessed June 23, 2011.

" More detailed information on the number of Virginia licensed NPs practicing in Virginia and a host of other
factors related to workforce will become available in 2012 the results of the new Nurse Practitioner
Workforce Survey launched in late January 2011 by the DHP Healthcare Workforce Data Center as part of
the online biennial licensure renewal process for NPs. A copy of the survey is provided in Appendix 2.
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practice includes taking health histories, conducting physical examinations, providing
vaccinations, and diagnosing and treating common acute and chronic problems. They
interpret diagnostic laboratory and imaging studies. To the extent permitted by individual
state law, they prescribe medications and medical equipment. They manage medications
and other therapies. Further, they teach and provide supportive counseling primarily
related to health maintenance and illness prevention, and they refer patients to other health
professions as needed.®

Currently nationwide, NP practice occurs across the full gamut of settings, from hospitals
to nursing homes to patient homes and from community clinics to schools and correctional
institutions and corporations, such as retail clinics and as part of management teams. They
practice in combination with physicians and others in team delivery approaches, and in
sixteen jurisdictions, including the District of Columbia, they may work completely
independent of physician oversight. Additionally, in Utah, NP practice may also be
considered largely independent except for their need to consult when prescribing Schedule
I1 and 111 controlled substances.? There will be further discussion on relative levels of
autonomous practice in a later section of this report.

HRSA notes in its 2010 nursing survey report that the roots of NP preparation began in the
early part of the 20" century in public health nursing and school nursing roles.® By the
late 1950s, registered nurses with clinical experience were working to deliver primary care
in collaboration with physicians, especially in rural areas and in clinics associated with
medical centers. The NP role, itself, originated as a means to increase access to primary
care. The first formal NP education program was developed at the University of Colorado
in 1965 under the direction of Loretta Ford, R.N., and Henry Silver, M.D. to prepare
pediatric NPs with a focus on health and wellness.™* NP practice and educational trends
have emerged over time to now include a host of specialty areas. These will be described
more fully later in this report under the section on Specialized Skills and Training.

Initially, emerging NP programs provided non-degree certificates. NP programs
subsequently developed rapidly. By the mid-1970s, there were over 500 programs across

8See American College of Nurse Practitioners. What is an NP?
http://www.acnpweb.org/i4a/pages/index.cfm?pageid=3479 accessed July 12, 2011 and Table 1-1 “Types of
Advanced Practice Nurses (APRNSs)” in the Institute of Medicine The Future of nursing: leading change,
advancing health. http://www.nap.edu/openbook.php?record id=12956&page=26 accessed November 1,
2010. Also see the U.S. Bureau of Labor Statistics 2010-11 Occupational Outlook Handbook discussion of
advanced practice registered nurses at http://www.bls.gov/oco/ocos083.htm accessed July 12, 2011.

% Reported in Fairman, J.A., Rowe, J.W., Hassmiller, S., & Shalala, D.E. (2011, January 20). Broadening the
scope of nursing practice. The New England Journal of Medicine, 364 (3), 193-196.

191t should be noted that Certified Registered Nurse Anesthetists (CRNAS) cite their historical roots as dating
to the mid-1800’s with nurses anesthetizing wounded patients on the battlefield. The CRNA credential was
launched in 1956. (See Becoming a CRNA)
http://www.aana.com/BecomingCRNA.aspx?id=108&linkidentifier=id&itemid=108. The American College
of Nurse Midwives reports that the organizational history of nurse midwives began in the 1940°s as a section
within the National Organization of Public Health Services. (See The History of the American College of
Nurse Midwives) http://www.midwife.org/Our-History.

1 Sherwood, G. D., Brown, M., Fay, V. & Wardell, D. (1997). Defining nurse practitioner scope of practice:
Expanding primary care services. The Internet Journal of Advanced Nursing Practice. 1 (2), 1-19.
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the country designed to prepare nurses for primary care. By the 1980s, master’s degree
programs outpaced certificate programs.*?

Continued proliferation of programs in the 1990s prompted concerns about quality which
was consequently addressed by the National Organization of Nurse Practitioner Faculties
and the American Association of Colleges of Nursing. These two national groups worked
in collaboration to develop standards for competency-based graduate degree level
education.’®

Currently nearly all states require that new NPs earn a graduate degree in nursing.
However, those NPs who were previously licensed or certified may continue to practice
without a master’s degree. RNs with a master’s degree in nursing but who have not
completed an NP program may enroll in a graduate program that provides post-master’s
certificates. National certifying boards provide a means for states to assure competency
through their credentialing. National certifying boards require a minimum of a master’s
degree for new graduates of NP programs. Beginning in 1999, some nurse education
programs began offering the Doctor of Nursing Practice (DNP) degree. This degree is
recognized in addition to or instead of a master’s degree.™

According to a 2010 HRSA report on its survey of the nation’s registered nurses in 2008,
the vast majority of NPs have a master’s (84%) or doctoral (4%) degree. HRSA reports
that the remainder likely received NP education before the majority of states required
graduate degrees.™

NPs are often referred to in the literature under the general rubric “advanced practice
nurse” or “advanced practice registered nurse” (APRN) They share this name with
Certified Nurse Midwives (CNMs), Clinical Nurse Specialists (CNS), and Certified
Registered Nurse Anesthetists (CRNAS), which have evolved over time and situation to
meet the growing demand for nursing above the RN. Although all four are referred to as
APRN:S, it is important to note that, currently, there are widely varying scopes of practice,
recognized roles, entry criteria, and overseeing regulatory bodies. So, these professions are
not necessarily recognized by individual states as being mutually exclusive, and their
professions’ titles may not reflect the actual titles employed by the regulating states or
federal government.*® This has resulted in a regulatory patchwork for Nurse Practitioners

2 1bid.

B Phillips, R. L., Harper, D. C., Wakefield, M., Green, L. A. & Fryer, G. E. (2002). Can nurse practitioners
and physicians beat parochialism into plowshares? A collaborative, integrated health care workforce could
improve patient care. Health Affairs, 21 (5), 133-142.
http://content.healthaffairs.org/content21/5/133.full.html Accessed May 12, 2011.

Yys. Department of Health and Human Services Health Resources and Services Administration. (2010).

Registered nurse population findings from the ““2008 National Sample Survey of

ﬁegistered Nurses September 2010.” http://bhpr.hrsa.gov/healthworkforce/rnsurveys/rnsurveyfinal.pdf .
Ibid.

16 The U.S. military, Department of Veterans Affairs and Indian Health Service determine their own legal

practice acts for health professions working onsite or within jurisdiction. They generally relate to state laws,

but Catherine Dower and associates explain that “they are neither fully consistent with any state laws, nor

with each other.” Dower, C., Christian, S., O’Neil, E. (2007). Promising scope of practice models for the

health professions. Center for the Health Professions, University of California, San Francisco.

10
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in the U.S. that makes meaningful comparisons across states and other jurisdictions
problematic. In some states, the location within a state may make a difference. As with
other health professions with varying recognition of acceptable scope of practice, titling,
and so forth, this can impede mobility for NPs seeking licensure in another jurisdiction.
Despite the multistate mutual recognition compact of LPN and RN licensure in which a
nurse may hold a license in one state within the compact and practice in another, APRNS,
including NPs generally must meet any additional requirements in other states.*’

Thus, as this review considers NP qualifications and practices, it is essential to be aware of
respective states’ provisions and that they are subject to change with each session of each
state’s legislature, changes in relevant state and federal organization’s rules or other policy
interpretations. To remain abreast of such changes, an oft cited resource is The Pearson
Report*® which is updated annually and is published collaboratively with the American
Journal for Nurse Practitioners.

The 2011 edition of The Pearson Report provides a national overview of NP federal and
state-specific legislation on multiple factors relating to titling, licensure requirements,
scope of practice, prescribing, reimbursement issues, and discipline as reflected in the
Healthcare Integrity and Protection Data Bank (HIPDB) and National Practitioner Data
Bank (NPDB) reports. The disciplinary data display information on Medical Doctors
(MDs) and Doctors of Osteopathy (ODs) as well as NPs.*

To provide a more uniform framework for addressing professional, educational and other
regulatory issues related to APRNs, the Consensus Model for APRN Regulation:
Licensure, Accreditation, Certification & Education, (APRN Consensus Model) was
developed through the combined efforts of the APRN Consensus Work Group and the
National Council of State Boards of Nursing APRN Advisory Committee (Joint Dialogue
Group). The APRN Consensus Model defines respective roles and recommends
requirements for entry into advanced nursing professions. An example of the type of issues
addressed is the recommendations listed on the following page which define what an
APRN is.

http://chpe.creighton.edu/events/roundtables/2009-2010/pdf/scope.pdf accessed July 12, 2011.

" The Uniform APRN Licensure/Authority to Practice Requirements was developed by the NCSBN in
conjunction with APRN stakeholders in 2000 to help establish foundation for an APRN Compact. (See
https://www.ncsbn.org/APRN_Uniform_requirements_revised 8_02.pdf for link to the document and also
see the Nurse Licensure Compact Administrator site for further background and details on interstate nurse
licensure compact, including the APRN model https://www.ncsbn.org/2538.htm. Utah was the first state to
pass APRN Compact legislation in 2004, with lowa in 2005, and Texas in 2007. The rules among the
participating states have not been completed as of the writing of this report.

18 http://www.pearsonreport.com accessed May 31, 2011.

9'In addition to the Virginia Department of Health Professions’ statistics and available research on pilot
projects and other evaluative reviews, this information will be useful in considering Risk of Harm issues.

11
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An APRN is a nurse:

1. Who has completed an accredited graduate-level education program preparing him/her for one
of the four recognized APRN roles.

2. Who has passed a national certification examination that measures APRN role and population-
focused competencies and who maintains continued competence as evidenced by recertification
in the role and population through the national certification program.

3. Who has acquired advanced clinical knowledge and skills preparing him/her to provide direct
care to patients, as well as a component of indirect care; however the defining factor for all
APRNSs is that a significant component of the education and practice focuses on direct care of
individuals.

4. Whose practice builds on the competencies of RNs by demonstrating a greater depth and
breadth of knowledge, a greater synthesis of data, increased complexity of skills and
interventions, and greater role autonomy.

5. Who has been educationally prepared to assume responsibility and accountability for health

promotion and/or maintenance, as well as the assessment, diagnosis and management of

patient problems, which includes the use and prescription of pharmacologic and non-pharma-
cologic interventions.

Who has clinical experience of sufficient depth and breadth to reflect the intended license.

7. Who hz%s obtained a license as an APRN in one of the four APRN roles: CRNA, CNM, CNS or
CNP.

©

The latest report was published July 8, 2008 with input from a wide array of partner
professional nursing, education, and examination organizations as well as a number of state
boards of nursing. As of December 2010, 48 organizations, including the Arkansas Board
of Nursing, had endorsed the model.** The APRN Consensus Model report provides similar
definitions, provides the APRN Model of Regulation for reference by states, delineates
specific titles and provides rules for their use in representing the practitioner to the public.
Further, it defines specialty area, and speaks to the emergence of new roles and population
foci (i.e., “Family/Individual Across Lifespan,” “Adult-Gerontology,” “Neonatal,
Pediatrics,” “Women’s Health/Gender Related,” and “Psychiatric-Mental Health”), and
provides strategies for implementation. %

Although not currently the case, the APRN Consensus Model posits that future APRNs
should be educated, certified, and licensed in one of the four roles (Nurse Anesthetist,
Nurse Midwife, Clinical Nurse Specialist, and Nurse Practitioner) and at least one of the
aforementioned six population foci. If implemented, the APRN Consensus Model would
require that NP be prepared with certain acute care competencies and/or primary care
competencies. Currently, the acute and primary care delineation only applies to the
pediatric and adult-gerontology population foci. The model also recommends that the scope

2 https://www.ncsbn.org/Model_Nursing_Practice_Act_December09_final.pdf.

2L For further details see APRN Consensus Workgroup and NCSBN Advisory Committee (2008). Consensus
model for APRN regulation: licensure, accreditation, certification & education. Available at
http://www.aacn.nche.edu/Education/pdf/APRNReport.pdf.

22 https://www.ncsbn.org/APRN_Consensus_Model _FAQs_August_19 2010.pdf

12
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of practice of a primary care or acute NP should not be seen as setting-specific but based
on patient care needs. %%

According to U.S. Bureau of Labor Statistics, common specialty practice areas for NPs
currently include: Family, Adult, Women’s Health, Acute Care, and Geriatrics. The top
practice areas reported in August of 2010 by the American Academy of Nurse Practitioners
in its “National NP Sample Survey: An Overview” in describing the 2009-10 results, the
most common specialty areas for practicing NPs were in Family (42%) Adult (21%)
Women’s Health (10%) Pediatrics (9%), and Acute Care (7%). There are a variety of other
specialties. The HWDC Nurse Practitioner Workforce Survey is collecting data on the self-
reported specialty areas of renewing licensees, including those reporting that they are
practicing in Virginia. The results will be available in 2012.

Current NP Licensure Qualifications

In Virginia, the Board of Nursing and Board of Medicine jointly promulgate the regulations
governing the licensure of nurse practitioners pursuant to 8§54.1-2400, 54.1-2901, and
54.1- 2957 of the Code of Virginia. The Committee of the Joint Boards (the Committee)
have developed the Regulations Governing the Licensure of Nurse Practitioners to address
practice issues, delegation authority, and discipline in addition to outlining the specific
requirements for initial licensure, continuing competency and renewal, and provisions for
licensure by endorsement for applicants already licensed in other jurisdictions (ref. 18 VAC
90-30-10 et seq.)® The Committee is comprised of six members (three from each board)
who are appointed by the board presidents. The Committee, itself, has the authority to
appoint an advisory committee. The Advisory Committee is comprised of four licensed
physicians who supervise NPs and four licensed NPs, of whom one is a CNM, one a
CRNA, and two NPs from other categories.

The following highlights the licensure requirements for Virginia in comparison with other
states, including the required education and training, recognized certification for specialty
recognition, and the level and type of knowledge, skills, and abilities tested through
national certifying examinations.

Licensure for NPs

For an initial license, the candidate must have submitted application and payment of an
$125 (effective July 6, 2011) fee as well as:

e A current, active license as a Registered Nurse (RN) in Virginia or current
multistate licensed privilege as an RN;

% For more details on the APRN Consensus Model, see the NCSBN website on APRNSs, at
www.ncsbn.org/aprn.htm.

* The ARNN Consensus Model recommends that NPs be regulated through state nursing licensure boards,
only.

% The statutes and regulations pertaining to Nurse Practitioners in Virginia are available from the following
Board of Nursing website: http://www.dhp.virginia.gov/nursing/nursing_laws_regs.htm.
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e A graduate degree in nursing or in an appropriate NP specialty area from an
approved educational program designed to prepare NPs; and

e Professional certification consistent with the specialty area of educational
preparation issued by an agency acceptable to the Committee.

Additional licensure is required to obtain prescriptive authority which requires an
application and $75 fee (effective July 6, 2011). See 18 VAC 90-40-10 et seq®®. for specific
requirements. These will be addressed more specifically in this report at a later date.

An approved NP educational program is accredited by the Council on Accreditation of
Nurse Anesthesia Educational Programs/Schools, American College of Nurse Midwives,
Commission on Collegiate Nursing Education or the National League of Nursing
Accrediting Commission or is offered by a school of nursing, or jointly offered by a school
of medicine and a school of nursing which grant a graduate degree in nursing and which
hold an national accreditation that is acceptable to the Committee of the Joint Boards. For
information on multistate privileging and licensure by endorsement, refer to the Board of
Nursing Regulations (18 VAC 90-30-10 et seq.).

Appendix 3 (under development) will summarize the approved programs, both master’s
degree and doctoral and specific programs located in Virginia will be listed separately for
ease of reference.

The Committee of the Joint Boards currently recognizes ten categories of NPs which are
listed in the table on page 14. *’ Other categories may be licensed if the Committee deems
the requirements are met.

NP Categories Currently Recognized by the Committee of the Joint Boards

Acute Care Nurse Practitioner Family Nurse Practitioner

Adult Nurse Practitioner Neonatal Nurse Practitioner
Certified Nurse Anesthetist Pediatric Nurse Practitioner
Certified Nurse Midwife Psychiatric Nurse Practitioner
Geriatric Nurse Practitioner Women’s Health Nurse Practitioner

A provisional license may be granted which allows practice for up to six months, until a
permanent licensure, or notice of failing the certifying examination if the other
qualifications are met, whichever occurs first. (See 18 VAC90-35-80.B for details).

For information concerning other states’ requirements, the source of information is the
National Council of State Boards of Nursing (NCSBN) Member Board Profiles from
2010.22 NCSBN conducts annual survey of member state licensing boards on a variety of

28 http://www.dhp.virginia.gov/nursing/nursing_laws_regs.htm

" NIPs licensed prior to March 9, 2005 may retain the specialty category of initial licensure or if the category
has subsequently been deleted and if qualified by certification, will be re-issued a license in the certifying
specialty category.

% https://www.ncsbn.org/2010_Regulation_of Advanced_Practice Nursing.pdf.
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topics, including advance practice nurses. The information provided below is taken from
published survey results without further confirmation.

All 50 states, the District of Columbia, and three U.S. Territories (American Samoa, Guam,
and the U.S. Virgin Islands) and have APRN categories for licensure or titling.

Forty-six jurisdictions, including Virginia, require a master’s degree with a major in
nursing as the current minimum educational requirements for legal recognition as an
advanced practitioner for NPs.?

Licensure by Endorsement

Licensure by endorsement provisions exist for Virginia and 41 other states as well as
American Samoa, the District of Columbia, Guam, and U.S. Virgin Islands. Specific
requirements differ to some degree, so applicants are urged to contact the respective board
office for details. The following states do not accept endorsement from other jurisdictions;
the applicant must apply for initial licensure: Colorado, Connecticut, Indiana, Minnesota,
New York, Oklahoma, Tennessee, Washington, and West Virginia.

In Virginia, in addition to submission of an application and fee, the endorsement candidate
must provide verification of licensure as a “nurse practitioner or advanced practice nurse”
(because titling varies from state-to-state) in another U.S. jurisdiction with a license in
good standing or, if lapsed, be eligible for reinstatement. The candidate must also provide
evidence of professional certification that is consistent with the specialty area of the
applicant’s educational preparation issued by an agency accepted by the boards (ref.
18VAC90-30-85).

NP programs acceptable to Virginia’s Board of Nursing, referred to in its regulations as
“approved program,” are those accredited by the Commission on Collegiate Nursing
Education (CCNE) or the National League for Nursing Accrediting Commission (NLNAC)
or a program that is offered by a school of nursing or jointly offered by a school of
medicine and a school of nursing which grant a graduate degree in nursing and hold
national accreditation acceptable to both the Virginia Board of Nursing and Board of
Medicine. As indicated earlier, Appendix 3 will provide a summary of approved programs
by state.

According to HRSA (2010), for post-master’s certificate programs, typical coursework in
post-master’s certificate programs include: pathophysiology, advanced pharmacology,
advanced health assessment, physical examination techniques, and NP clinical patient care
practice courses.

# Only California, Guam, Delaware, Massachusetts, Minnesota, Missouri, Northern Marianas Island, Ohio,
Puerto Rico, and U.S. Virgin Islands do not.
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Examinations

The Committee of the Joint Boards accepts professional certification examinations from the
following six organizations (18VAC90-30-90):

1. American Academy of Nurse Practitioners

2. American College of Nurse Midwives Certification Council (Now the American
Midwifery Certification Board);

3. American Nurses' Credentialing Center;

4. Council on Certification of Nurse Anesthetists;

5. National Certification Corporation for the Obstetric, Gynecologic and Neonatal
Nursing Specialties; and

6. Pediatric Nursing Certification Board.

The following tables provide information detailing the programs. These examinations were
developed by professional examination experts in keeping with The Standards for
Educational and Psychological Testing® and other professional credentialing organization
standards.

American Academy of Nurse Practitioners Certification Program (AANP)

AANP provides NP certifications in three areas: adult, gerontologic, and family nurse
practitioner. Examinations are developed in cooperation with Professional Examination
Service, a not-for-profit organization providing expertise in test development and
administration. The examination development process consists of four major components:
role delineation, test specifications development, test construction and passing point
determination. Role delineation is performed by panels of practicing nurse practitioners in
each specialty. Content documents created by these panels are validated by representative
samples of professionals in each specialty. The role delineation (job analysis) study is used
to develop test specifications (blueprint). Questions are developed by practicing
practitioners, reviewed by staff and content experts and then pretested during the normal
testing process. Passing scores are determined using the modified-Angoff method. The
AANP Certification program is NCCA accredited.

Documentation:

American Academy of Nurse Practitioners. American Academy of Nurse Practitioners
Certification Program: Candidate Handbook. Available at:
http://www.aanpcertification.org/ptistore/resource/documents/Candidate_Handbook.pdf

©Available at: http://www.apa.org/science/programs/testing/standards.aspx These standards were developed
jointly by the American Educational Research Association (AERA), American Psychological Association
(APA), and National Council on Measurement in Education (NCME) to provide guidance on
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American Midwifery Certification Board (AMCB)

AMCB certifies both nurse and non-nurse midwives. AMCB bases its certification exam
on a task analysis performed by the AMCB Research Committee. AMCB conducted its
first task analysis in 1999-2000 and a second in 2007. The task analysis consisted of three
surveys of recent certificants, both nursing and non-nursing, sent by email. Out of 1,756
certificants identified between 2002 and 2007, 240 completed one of the three surveys.
Almost all of these (97.5%) were Certified Nurse Midwives. The AMCB Research
Committee created the surveys with the assistance of psychometric consultants. The
surveys included four sections: 1. demographics, 2. clinical tasks in primary care,
antepartum, intrapartum, postpartum, newborn and well woman/gynecology, 3.
Professional issues and 4. Clinical conditions. Respondents indicated both frequency and
importance rankings.

AMCB uses the Nedelsky Method, a criterion-referenced cut-score determination process
to determine passing scores. The AMCB conducted a cut-score study in 2005 using the
Direct Standard Setting Method. The study yielded a cut-score of 90 out or 125 items
correct, or 72%.

AMCSB certifications are accredited by the National Commission for Certifying Agencies
of the Institute for Credentialing Excellence (NCCA).

Documentation:

American Midwifery Certification Board. 2007 Task Analysis: A Report of Midwifery
Practice. 2008. Available at:
http://www.amcbmidwife.org/assets/documents/TA%20Final%20Report.pdf

American Midwifery Certification Board. Executive Summary: Report of the AMCB Cut-
score Study. 2005. Available at:
http://www.amcbmidwife.org/assets/documents/EXECUTIVE%20SUMMARY %20REPO
RT%200F%20THE%20AMCB%20CUT%20SCORE%20STUDY .pdf
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American Nurses’ Credentialing Center (ANCC)

ANCC provides certifications to Nurse Practitioners in several specialties: acute care,
adult, adult psychiatric and mental health, family, family psychiatric and mental health,
gerontological and pediatric. Certification exams in each specialty are developed by
content expert panels consisting of certified nurses with “education, experience and
comprehensive knowledge of their specialty”. The panels oversee a role delineation study
using their own knowledge, standards from nursing, specialty, educational and testing
organizations, and guidance test development professionals.

Exam items are developed by a separate group of nurses and are pilot tested. ANCC uses
the Modified Angoff standard setting process to determine cut-scores, based on expert
judgments of each test item which may be modified following review of performance data
and item statistics. ANCC certification exams are accredited by NCCA and the
Accreditation Board for Specialty Nursing Certification.

Documentation:

American Nurses Credentialing Center. 2011 General Testing and Renewal Handbook.
2011. Available at:
http://www.nursecredentialing.org/Certification/CertificationRenewal/General TestingandR
enewalHandbook.aspx

Council on Certification of Nurse Anesthetists(CCNA)

CCNA provides certifications to nurse anesthetists. CCNA performs regular professional
practice analyses in collaboration with testing industry organizations to develop content
outlines. CCNA performed its most recent professional practice analysis in 2006. Test
items are written and reviewed by a Certified Examination Subcommittee consisting of
Certified Registered Nurse Anesthetists and an Anesthesiologist. Questions are pretested
and then continuously monitored in collaboration with Pearson VUE (a testing industry
company). CCNA tests are NCCA accredited and approved by the Accreditation Board for
Specialty Nursing Certification.

Documentation:

Council on Certification of Nurse Anesthetists. NBCRNA Candidate Handbook for the
118" National Certification Examination (NCE). 2011. Available at:
http://www.nbcrna.com/downloads/CCNA/NCE%20Materials/11%202011%20CCNA%20
Candidate%20Handbook.pdf
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National Certification Corporation for the Obstetric, Gynecologic and
Neonatal Nursing Specialties (NCC)

NCC offers the Women’s Health Care Nurse Practitioner and Neonatal Nurse Practitioner
certification exam. NCC develops is exam content in consultation with psychometric
experts using a content validation/task analysis study. NCC performed its most recent
study in 2009. The task analysis survey instruments are based on document reviews of
several professional standards organizations, a review of pertinent literature, current NCC
competency statements and test outlines and identification of essential knowledge, skills
and abilities. All 4,159 NCC certified Neonatal Nurse Practitioners with a valid email
address were surveyed and 582, or 14 percent, participated in the survey. Cut-scores are
determined using Item Response Theory or Rasch analysis based on assumptions about the
mathematical relationship between abilities and item responses. Cut-scores vary by test
difficulty and are converted to a common scale using statistical equalizing techniques.
NCC is accredited by the NCCA.

Documentation:

The National Certification Corporation. Nurse Practitioner Certification Examinations
Registration Catalog: 2011 Edition. 2011. Available at:
http://www.nccwebsite.org/resources/docs/2011 _np_exam.pdf

The National Certification Corporation. 2009 NCC Content Validation/Task Analysis
Study: Neonatal Nurse Practitioner Examination.2009. Available at:
http://www.nccwebsite.org/resources/docs/09nnpcvfinal.pdf

Pediatric Nursing Certification Board (PNCB)

PNCB provides certifications to nurse practitioners specializing in pediatric primary care
and pediatric acute care. Content outlines are developed using role delineation studies.
PNCB performed these job analyses for primary care in 2007 and acute care in 2010.
Questions for the exam are pretested, and analysis of pre-test and test questions is
performed by Prometric, a test administration company. PNCB conducts a Passing Point
Study using the Angoff method to determine cut-scores. Cut-scores vary slightly by
examination version, and provide equalized measurement using statistical processes.
PNCB exams are NCCA accredited.

Documentation:

Pediatric Nursing Certification Board, Inc. PNCB Certification Examination Computer-
based Testing (CBT): Candidate Handbook 2010. 2010. Available at:
http://www.pncb.org/ptistore/resource/content/exams/Prometric_Handbook.pdf

19




15T DRAFT --- INITIAL DRAFTING OF RESEARCH TO DATE — JULY 15, 2011

Maintaining NP Continuing Competency

NP continued competence requirements in Virginia are addressed in 18VAC 90-35-105 and
for those with prescriptive authority in 18VAC90-40-55.

In order to renew a license biennially, an NP initially licensed on or after May 8, 2002 is to
hold a current professional certification in the area of specialty practice from one of the
certifying agencies described above and listed in 18VAC90-35-90. After January 1, 2004,
NPs who were licensed prior to May 8, 2002 and who wish to renew must also hold a
current certification from one of the aforementioned organizations in the area of specialty
or complete 40 hours of continuing education (CE) in the specialty practice area approved
by one of the certifying agencies described. An NP with prescriptive authority must obtain
and additional eight hours of CE that is focused on pharmacology or pharmacotherapeutics
for each biennium. Random audits are specified for both sets of requirements.

In other states, 40 also require recertification by a national certifying organization or body
and/or CE beyond that required for the “basic” RN license as applicable since several
states, including Virginia, do not require CE for RNs, alone. Fifteen states also have special
practice requirements, and 15 require pharmacology coursework. Colorado, Florida,
Kansas, and New York have no continued competency requirements; however, New York
requires the licensee to be able to document competence in any procedure they undertake.
Texas requires pharmacology CE if the NP has prescriptive authority and West Virginia if
the licensee has prescriptive writing privileges.

Scope of Practice

As noted previously, the scope of practice for NPs varies considerably from state-to-state
and is subject to continuous change, and The Pearson Report (2011) provides detailed
information on scope of practice, including prescriptive authority for each of the states.

Virginia’s NP scope of practice is not expressed specifically as such in a single paragraph
or two the way that some professions’ scopes are. Rather, for the best understanding of
what Virginia’s NPs are authorized to do, it is useful to review the various sections of the
Code of Virginia pertaining to NPs and RN practice and the Joint Committee regulations.
A search of the Code of Virginia on July 15, 2011 revealed 119 references to the word
“nurse practitioner” with references in 52 sections of the Code. Appendix 4 will provide
the list. In the next draft of this report, a more complete analysis of specific duties and
authorities will be highlighted. Regulation 18 VAC 90-30-120 outlines practice
requirements for NPs other than CNMs, it is determined by education, specialty
certification, and protocols with supervisory and collaborating physician. For NPs who are
CNMs, 18 VAC 90-30-121. (See Appendix 5 for

The chief restriction on diagnosis, treatment and prescribing aspects of practice are the
requirement for written documentation of physician involvement. For diagnosis and
treatment, Virginia and 22 other states require written documentation in varying formats
and degrees (Alabama, Arkansas, California, Delaware, Florida, Georgia, Illinois, Kansas,
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Louisiana, Massachusetts, Mississippi, Missouri, Nebraska, Nevada, New York, North
Carolina, Ohio, South Carolina, South Dakota, Texas, and Wisconsin). Four states require
physician involvement but do not require written documentation of the relationship
(Connecticut, Indiana, Minnesota, and Pennsylvania). The remaining 24 states do not
require physician involvement. For prescribing, 35 states, including Virginia, do require
physician involvement, while 16 jurisdictions do not or do not after a plan is signed or a
period of time has passed. Note: What is meant by “physician involvement” may vary
from collaboration, to supervision, authorization, delegation and /or direction.*

Team Delivery Models

The literature related to health team delivery models is young, complex and tends to have a
focus on individual projects,® and the need for individual professions to consider creating a
“culture” for patient-centeredness and interdisciplinary collaborative professional
practice®** rather than a broad objective view to describe effective models. Yet, it is
apparent that models are rapidly evolving in the light of the push toward accountable care
organizations pursuant to federal health reform and other innovations in response to the
growing needs of patients for access to health care. There are literally scores of articles all
with varying perspectives. The next draft of this report will highlight those with the
greatest relevance to the current study.

The next draft of this report will address the remaining questions as outlined in pages 3
through 6 based upon the available policy and research literature and available empirical
data.

The Public Hearing scheduled for July 29" should provide insight from constituent groups
and the general public on their perspectives and experiences in Virginia.

*1 http://www.pearsonreport.com/tables-maps category/map-rx/ Accessed May 31, 2011.

% Bates, T. & Chapman, S. (2010). Physician assistant and nurse practitioner staffing patterns in
California’s licensed community clinics 2005-2008.

* Orchard, C. A., Curran, V., & Kebene, S. (2005). Creating a culture for interdisciplinary collaborative
professional practice. Med Education Online, 10(11) 1-13. http://www.med-ed-online.org Accessed
November 10, 2010.

% Kramer, M., Schmalenberg, C., Maguire, P, Brewer, C., Burke, R., Chmielewski, L. Cox, K., Kishner, J.,
Krugman, M., Meeks-Sjostrom, D., & Waldo,
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Appendix 1
Registered Nurse Practice and Licensure Requirements

Nature of RN Practice. In its Occupational Outlook Handbook, 2010-11 Edition, the U.S.
Bureau of Labor Statistics®® (BLS) reports that the following tasks and functions
characterize the general work of RNs, irrespective of specialty or work setting:

Recording patient medical histories and symptoms.
Performing and helping to perform diagnostic tests and analyze the results.
Operating medical machinery.
Establishing or contributing to the establishment of patient care plans, including:
o Administering medication by ensuring the accuracy of dosages and avoiding
interactions; starting, maintaining and discontinuing intravenous lines for
fluid, medication, blood and blood products.
0 Administering therapies and treatments.
o0 Observing patients and recording observations and consulting with
physicians and other clinicians.
e Educating on various medical conditions.
e Providing advice and emotional support.
e Assisting with patient follow-up and rehabilitation through:
0 Teaching patients and their families to manage their illnesses or injuries.
o0 Explaining post-treatment home care needs, addressing
= diet & nutrition,
= exercise programs and physical therapy, and
= medication self-administration.

Additionally, some RNs also promote health through educating the public on the signs and
symptoms of disease and conduct seminars on various conditions. Some run general health
screening or immunization clinics. Others conduct blood drives. Many provide direction to
Licensed Practical Nurses and Certified Nurse Aides and other assistive healthcare
personnel.

As described in the Institute of Medicine’s The Future of Nursing: Leading Change,
Advancing Health (2010), RN practice covers a “broad continuum from health promotion,
to disease prevention, to coordination of care, to cure—when possible—and to palliative
care when cure is not possible” (p. 23). Specific duties may vary from one nurse to another,
according to factors such as work setting, patient population, specific diseases and
disorders, and types of treatment.

% http://www.bls.gov/oco/ocos083.htm
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General Requirements for RN Licensure. For Virginia and other U.S. States, the District
of Columbia, and U.S. Territories, successful candidates for initial RN licensure must first
graduate from an approved nursing education program.* There are three typical
educational pathways to becoming an RN: bachelor’s degree, associate degree, and
approved nursing diploma program. All three are acceptable in Virginia.

In Virginia, in addition to graduation from an approved program, a minimum of 500 hours
of pre-licensure supervised clinical practice is also required

In addition to fulfilling the aforementioned educational and pre-licensure clinical practice
requirements, successful candidates must also pass a national licensing examination, the
National Council Licensure Examination (NCLEX-RN®).®" *® This examination has been
developed by the National Council for State Boards of Nursing (NCSBN). NCSBN states
that it “employs psychometricians and statisticians to monitor the psychometric quality of
the NCLEX examinations with regard to reliability, validity and all other aspects related to
data integrity.”*

Virginia also provides for licensure by endorsement from other states and granting of
multistate licensure privilege. For details, refer to the Board of Nursing Regulations 18
VAC 90-20-10 et seq.

36 Lo . . S - -

The Virginia Board of Nursing approves accredited RN programs in Virginia and accepts accreditation from the following
organizations: the Commission on Collegiate Nursing Education, National League for Nursing Accrediting Commission, Commission
on Colleges of the Southern Association of Colleges and Schools, the Accrediting Council for Independent Colleges and Schools,
Accrediting Bureau of Health Education Schools, Commission of the Council on Occupational Education, and Middle States and State
Council of Higher Education for Virginia (SCHEV), and others as it deems appropriate. Note that SCHEV is not an accrediting
organization but approves programs.

%7 Other eligibility requirements vary by state including licensure by endorsement and provisions for interstate
compact licensure. The NCSBN’s website provides further details at https://www.ncsbn.org.
% https://www.ncsbn.org/2011_PN_TestPlan.pdf.

%9 https://www.ncsbn.org/1230.htm
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Appendix 2
DHP Healthcare Workforce Data Center
2011 Nurse Practitioner Workforce Survey

Nurse Practitioner Renewal Survey 2011

Question

Answer choice/type

1 Please select your sex.

Male

Female

2 Please select the items that best describe your race/ethnicity.
Please answer both question 2a about race/ethnicity and 2b about
Hispanic origin.

2.a. Select all that apply:

White

Black or African American

American Indian or Alaska Native

Aslan

Mative Hawaiian or Pacific Islander

Some other race

Prefer not to respond

2.b. Select one:

Hispanic, Latino or Spanish Origin

Not Hispanic, Latino or Spanish Qrigin

Prefer not to respond

2.c. If some other race, please specify. Fill in the blank

3 Where do you currently reside? Qutside of the US
List of states

4 Where did you receive your NP training? Cutside of the US
List of states

5 What was your level of nurging education when you were initially|
licensed as an NP7

Mo Graduate Degree (BSN/diploma)

Masters

Ph.D.

DNP

Other

Do Mot Recall

5.a. In what year did you graduate from this program?

List of years: 1965-2012

Prefer not to respond

& Are you currently enrolled in a nursing education program
leading to an advanced degree?

NULL

7 What is the highest NP certificate, diploma or degree you have
received as of today (choose only the highest)?

NP Certificate without graduate degree

Masters Degree

Post Masters Certificate

Post Ph.D. Certificate

DNP

Ph.D.

Doctorate in Nursing

7.a. In what year did you graduate from this program?

List of years: 1965-2012

Prefer not to respond

8 How leng have you been in NP practice?

less than 1 year

1-5 years

6-10 years

11-15 years

16-20 years

more than 20 years

Prefer not to respond

9 Please indicate your current primary area of clinical practice.

Certified Nurse Midwife
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Certified Registered Nurse Anesthetist

Murse Practitioner-Acute Care

Nurse Practitioner-Adult

Nurse Practitioner-Emergency Room

Nurse Practitioner-Family

Nurse Practitioner-Gastroenterology

Murse Practitioner-Geriatric

MNurse Practitioner-Medicine (subspecialties)

Murse Practitioner-Necnatal

Nurse Practitioner-OB/GYN - Womens Health

Murse Practitioner-Occupational Health

Murse Practitioner-Organ Transplant

Murse Practitioner-Pain Management

Nurse Practitioner-Pediatric

Murse Practitioner-Psychiatric and Mental Health

Murse Practitioner-Public Health

Nurse Practitioner-Surgical (subspecialties)

Other

10 What is your current employment status?

Actively employed as a NP - full time

(Full time: 32 hours or more per week)

Actively employed as a NP - part time

(Part time: less than 32 hours per week)

Actively employed as a NP - per diem

Working as a NP only as a volunteer

Actively employed, but not as a NP - full time

Actively employed, but not as a NP - part time

Actively employed, but not as a NP - per diem

Unemployed - seeking work as a NP

Unemployed - not seeking work as a NP

Disabled

Retired

Prefer not to respond

If you answered “Retired” to question #10, please stop here and
click the “Submit” button on the bottom of the page. Otherwise,
please continue to the next section.

11 If you are actively employed as an NF, what are your current
total work hours per week?

Full-Time (32 hours or more per week)

Part-time (less than 32 hours per week)

Inactive in NP practice

12 If you are actively employed as an NP, how many hours are
devoted to NP clinical practice per week?

Full-Time (32 hours or more per week)

Part-time (less than 32 hours per week)

Inactive in NP practice

13 [T you are NOT actively employed as an NP, do you plan to
return to NP clinical practice?

Yes

No

Unknown at this time

13.a. If yes, please indicate when.

Within the next year

Within 1-2 years

Within 3-5 years

More than 5 years

I do not know when

14 Please provide the number of facilities where you have
admitting privileges in Virginia.
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7
2
3
4

5 or more

15 Are you a Medicare provider? Yes/No

15.a. If yes, do you provide Medicare services under your own

provider number? Yes/No

16 Are you a Medicaid provider? Yes/No

16.a. If yes, do you provide Medicaid services under your own

provider number? Yes/No

17 Are you credentialed as a commercial insurance plan provider?

Yes/No

If you are currently Inactive, please stop here and click the
“Submit” button on the bottom of the page. Otherwise, please
continue to the next section.

Practice Information

18 What is the locality of your current primary place of
employment (this Is the location where you work the most hours in
a week)?

QOutside of the US

Virginia Border State/DC

Other US State

List of VA Counties...

Several localities (Traveling, Temporary, etc)

19 List the average hours per week spent on site at your primary
wark location,

1-5 hours

6-10 hours

11-15 hours

16-20 hours

21-25 hours

26-30 hours

31-35 hours

36-40 hours

41-45 hours

46+ hours

20 List the average patient care hours each week at your primary
work location. (Do not include on-call hours.)

None

1-5 hours

6-10 hours

11-15 hours

16-20 hours

21-25 hours

26-30 hours

31-35 hours

36-40 hours

41-45 hours

46+ hours

21 0On average, at your primary work location, how many hours
each week are spent on primary care?

None

1-5 hours

6-10 hours

11-15 hours

16-20 hours
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21-25 hours

26-30 hours

31-35 hours

36-40 hours

41-45 hours

46+ hours

22 On average, at your primary work location, how many hours
each week do you see patients in your (hon-primary care)
specialty area?

None

1-5 hours

6-10 hours

11-15 hours

16-20 hours

21-25 hours

26-30 hours

31-35 hours

3640 hours

41-45 hours

46+ hours

23 Type of patient care practice setting at your primary work
location.

Academia (Faculty Role)

Community Health Center

Consultant NP

Corporate

Corrections

Federally-funded health center or clinic

Free clinic - not federally funded

Group Practice

Group Practice - owner/partner

Hospital - emergency dept.

Hospital - inpatient dept.

Hospital - other

Hospital - outpatient dept.

Insurance company

Locum tenens

Mental health facility

Military / DoD facility

Nursing Home / Extended Care Facility

Occupational Health

Owner

Private Practice

Retail/Convenient Care Clinic

Rural Health Clinic

School Murse K-12

Staff or group model HMO

State or local health department

Student Health

Urgent care clinic

Veterans administration facility

Other setting

23.a. Other setting

Fill in the blank
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24 |s your primary work location Nurse Practitioner owned? Yes
If you have only one work location, please go to Question #33.
Otherwise, please continue to the next section. No

Partial Nurse Practitioner Owned

25 What is the locality of your current secondary work location?

Qutside of the US

Virginia Border State/DC

Other US State

List of VA Counties...

Several localities (Traveling, Temporary, etc)

26 List the average hours per week spent on site at your
secondary work location.

1-5 hours

6-10 hours

11-15 hours

16-20 hours

21-25 hours

26-30 hours

31-35 hours

36-40 hours

41-45 hours

46+ hours

27 List the average patient care hours each week at your
secondary work location. (Do not include on-call hours.)

None

1-5 hours

©-10 hours

11-15 hours

16-20 hours

21-25 hours

26-30 hours

31-35 hours

36-40 hours

41-45 hours

46+ hours

28 On average, at your secondary work location, how many hours
each week are spent on primary care?

None

1-5 hours

6-10 hours

11-15 hours

16-20 hours

21-25 hours

26-30 hours

31-35 hours

36-40 hours

41-45 hours

46+ hours

29 On average, at your secondary work location, how many hours
each week do you see patients in your (hon-primary care)
specialty area?

None

1-5 hours

6-10 hours

11-15 hours
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16-20 hours

21-25 hours

26-30 hours

31-35 hours

36-40 hours

41-45 hours

46+ hours

30 Type of patient care praclice setting at secondary work
location.

Academia (Faculty Role)

Community Health Center

Consultant NP

Corporate

Corrections

Federally-funded health center or clinic

Free clinic - not federally funded

Group Practice

Group Practice - owner/partner

Hospital - emergency dept.

Hospital - inpatient dept..

Hospital - other

Hospital - outpatient dept.

Insurance company

Locum tenens

Mental health facility

Military / DoD facility

Mursing Home / Extended Care Facility

Qccupational Health

Owner

Private Practice

Retail/Convenient Care Clinic

Rural Health Clinic

School Nurse K-12

Staff or group model HMO

State or local health department

Student Health

Urgent care clinic

Veterans administration facility

Other setting

30.a. Other setting Fill in the blank

If you have any additional work locations, please answer

Questions #31 and #32. Otherwise, please go to Question #33.

31 What is the location of your additional work location? Qutside of the US
Virginia Border State/DC
Other US State
List of VA Counties...

Several localities (Traveling, Temporary, etc)

32 List the average hours per week spent on site at all additional

work locations.

1-5 hours

6-10 hours

11-15 hours

16-20 hours
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21-25 hours

26-30 hours

31-35 hours

36-40 hours

41-45 hours

46+ hours

33 In your combined work locations, please indicate the typical
number of hours per week you spend in each of the following
activities: (Enter a value of zero when appropriate.)

33.a. Administrative

0 hours

1-5 hours

6-10 hours

11-15 hours

16-20 hours

21-25 hours

26-30 hours

31-35 hours

36-40 hours

41-45 hours

46+ hours

33.b. Patient Care

0 hours

1-5 hours

6-10 hours

11-15 hours

16-20 hours

21-25 hours

26-30 hours

31-35 hours

36-40 hours

41-45 hours

46+ hours

33.c. Quality Assurance

0 hours

1-5 hours

6-10 hours

11-15 hours

16-20 hours

21-25 hours

26-30 hours

31-35 hours

36-40 hours

41-45 hours

46+ hours

33.d. Research

0 hours

1-5 hours

6-10 hours

11-15 hours

16-20 hours

21-25 hours

26-30 hours

31-35 hours

36-40 hours
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41-45 hours

46+ hours

33.e. Teaching

0 hours

1-5 hours

6-10 hours

11-15 hours

16-20 hours

21-25 hours

26-30 hours

31-35 hours

36-40 hours

41-45 hours

46+ hours

33.f. Volunteer

0 hours

1-5 hours

6-10 hours

11-15 hours

16-20 hours

21-25 hours

26-30 hours

31-35 hours

36-40 hours

41-45 hours

46+ hours

33.g. Other

0 hours

1-5 hours

6-10 hours

11-15 hours

16-20 hours

21-25 hours

26-30 hours

31-35 hours

36-40 hours

41-45 hours

46+ hours

34 Do you have prescriptive authority?

Yes/No

35 Are you practicing as an active duty service member of the
|military and stationed in Virginia? If no, please go to question #38.

Yes/No

35.a. Ifyes, indicate the average number of military dependants
that you see each week.

0

1-25

26-50

51-75

76 or more

36 Indicate the average number that are dependents of military
civilians?

0

1-25

26-50

51-75

76 or more

37 How many active duty patients do you see each week?

0
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1-25

26-50

51-75

76 or more

38 In the next 24 months, do you plan to: (Choose one)

Remain in your current geographic location in Virginia

Move and work in another geographic location in Virginia

Move and work out of state

Cease working as a nurse practitioner '

Not currently working in Virginia

39 In the next 24 months, do you plan to: (Choose one)

Provide patient care at the same level

Provide patient care at an increased level

Provide patient care at a reduced level

Move to a nen-patient care position

Retire from patient care

40 When do you think you might retire?

In the next 5 years

In6 - 10 years

In11- 15 years

In 16 or more years

Do not intend to retire
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Appendix 3
Approved Nurse Practitioner Educational Programs

NOTE: A specific listing by state of approved programs accredited by NLNAC and CCNE
will be provided in the future.
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Appendix 4

Virginia Statutes Referencing Nurse Practitioners

IS > Search > Code of Virginia Page 1 of’.

cenaratasry LEGISLATIVE INFORMATION SYSTE

e ———

i bt 5 S T

LIS Home LIS Help Privacy Statement Live Help

Code of Virginia search result Logiin (g0

Your search found 119 references in 52 documents. The number of references follows each document description.
Perform another search or look at some examples to help you refine your search.

nurse

® B B B & & & & & 4 9 8 8 8 & 8 8 8 8 W 88 8 PR

practitioner .

2,2-2818 (show hits) ..Health and related insurance for state employees.. (1)

13.1-543 (show hits) ..Definitions.. (1)

13.1-1102 (show hits) ..Definitions.. (1)

16.1-336 (show hits) .. Definitions.. (1)

22.1-178 (show hits) ..Requirements for persons employed to drive school buses.. (1)

22.1-270 (show hits) ..Preschool physical examinations.. (2)

22.1-271.2 (show hits) ..Immunization requirements.. (3)

22.1-271.4 (show hits) ..Health requirements for home-instructed, exempted, and excused children.. (1)
22.1-274 (show hits) ..School health services.. (3)

22.1-274.2 (show hits) ..Possession and self-administration of inhaled asthma medications and auto-injecta.. (1)
32.1-11.5 (show hits) ..Pilot programs for obstetrical and pediatric care in underserved areas.. (2)

32.1-16 (show hits) ..Duties prescribed by Board.. (1)

32.1-46 (show hits) ..Immunization of patients against certain diseases.. (2)

32.1-50 (show hits) ..Examination of persons suspected of having active tuberculosis disease; reporting.. (3)
32.1-60 (show hits) ..Prenatal tests required.. (2)

32.1-122.6:02 (show hits) ..Conditional grants for certain nurse practitioner students.. (5)

32.1-134.3 (show hits) ..Response to applications for clinical privileges.. (1)

32.1-134.4 (show hits) ..Right of podiatrists or nurse practitioners to injunction.. (1)

32.1-138 (show hits) ..Enumeration; posting of policies; staff training; responsibilities devolving on g.. (5)
32.1-263 (show hits) ..Filing death certificates; medical certification; investigation by medical examin.. (3)
32.1-325 (show hits) ..Board to submit plan for medical assistance services to Secretary of Health and H.. (2)
37.2-815 (show hits) ..Commitment hearing for involuntary admission; examination required.. (1)
45.1-161.70 (show hits) ..Qualification for crew membership; direction of crews.. (1)

45 1-161.292:43 (show hits) ..Qualification for crew membership; direction of crews.. (1)

46.2-208 (show hits) ..Records of Department; when open for inspection; release of privileged informatio.. (1)
46.2-322 (show hits) ..Examination of licensee believed incompetent; suspension or restriction of licens.. (5)
46.2-731 (show hits) ..Disabled parking license plates; owners of vehicles specially equipped and used t.. (1)
46.2-739 (show hits) ..Special license plates for certain disabled veterans; fees.. (1)

46.2-1240 (show hits) .. Definitions.. (2)

46.2-1241 (show hits) ..Issuance of disabled parking placards.. (4)

53.1-22 (show hits) .. Misdemeanant suspected of having contagious disease.. (1)

54.1-2701 (show hits) .. Exemptions.. (1)

54.1-2729.2 (show hits) ..Dialysis patient care technician; definition.. (1)

54.1-2901 (show hits) ..Exceptions and exemptions generally.. (7)

54.1-2957 (show hits) ..Licensure of nurse practitioners.. (3)

54.1-2957.01 (show hits) ..Prescription of certain controlled substances and devices by licensed nurse pract..
(16)

54.1-2057.02 (show hits) .. When nurse practitioner signature accepted.. (2)

54.1-3002 (show hits) ..Board of Nursing; membership; terms; meetings; quorum; administrative officer., (1)

e 54.1-3301 (show hits) ..Exceptions.. (1)
ittp:/flegl.state.va.us/000/1st/L.S640440.HTM 7/15/201°
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IS > Search > Code of Virginia Page 2 of :

54.1-3303 (show hits) ..Prescriptions to be issued and drugs to be dispensed for medical or therapeutic p.. (2)
54.1-3401 (show hits) .. Definitions.. (2)

54.1-3408 (show hits) ..Professional use by practitioners.. (3)

54.1-3482 (show hits) ..Certain experience and referrals required; unlawful to practice physical therapis.. (8)
54.1-3482.1 (show hits) ..Certain certification required... (1)

54.1-3812 (show hits) ..Release of records.. (1)

56.1-439.22 (show hits) ..Donations of professional services.. (1)

58.1-609.10 (show hits) ..Miscellaneous exemptions.. (1) s

59.1-297 (show hits) ..Right of cancellation.. (2)

59.1-298 (show hits) ..Notice to buyer.. (2) .
63.2-1808 (show hits) ..Rights and responsibilities of residents of assisted living facilities; certifica.. (2) <™
63.2-1808.1 (show hits) ..Life-sharing communities.. (1)

63.2-2203 (show hits) ..Grant application process; administration.. (1)

itp://legl.state.va.us/000/1st/L.S640440.HTM 7/15/201:
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