


	[bookmark: _GoBack]
[image: ]
VA 
	
                                  
      U.S. Department 
  of Veterans Affairs


Office of the General Counsel					In Reply Refer To: 02REG Washington DC 20420


Date:  April 18, 2015 

From:	Chief Impact Analyst (02REG)

Subj:	Economic Impact Analysis for RIN 2900-AP44/WP2013-036, Advanced Practice Registered Nurses

To:	Director, Regulations Management (02REG)

	I have reviewed this rulemaking package and determined the following.

1.  This rulemaking will not have an annual effect on the economy of $100 million or more, as set forth in Executive Order 12866.  

2.  This rulemaking will not have a significant economic impact on a substantial number of small entities under the Regulatory Flexibility Act, 5 U.S.C. 601-612.   

3.  This rulemaking will not result in the expenditure of $100 million or more by State, local, and tribal governments, in the aggregate, or by the private sector, under the Unfunded Mandates Reform Act of 1995, 2 U.S.C. 1532. 

4.  Attached please find the relevant cost impact documents. 

(Attachment 1): Agency’s Impact Analysis, dated April 16, 2015
(Attachment 2): CFO Concurrence Memorandum, dated April 16, 2015


Approved by:
Michael P. Shores (02REG)
Chief, Impact Analyst
Regulation Policy & Management
Office of the General Counsel








(Attachment 1)

Impact Analysis for RIN 2900-AP44/WP2013-036


Title of Regulation: Advanced Practice Registered Nurses

Purpose:  To determine the economic impact of this rulemaking. 

Background: The Department of Veterans Affairs (VA) is amending its medical regulations to permit full practice authority to all VA advanced practice registered nurses (APRNs) when they are acting within the scope of their VA employment.  This rulemaking increases veterans’ access to VA health care by expanding the pool of qualified health care professionals who are fully authorized to provide comprehensive primary health care and other related health care services to veterans.  This rule permits VA to use its health care resources more effectively and in a manner that is consistent with the non-VA health care sector, while maintaining the patient-centered, safe, high quality health care that veterans receive from the VA.  VA welcomes comments on all aspects of this analysis.

The Need for the Regulation:  This rulemaking is consistent with numerous recommendations to remove scope of practice barriers, including the variation in APRN practice that result from disparate state regulations and are reflected in the variation in APRN practice that exists across the VHA.  Currently, each jurisdiction/state devises its own standards in regard to APRN practice.  These regulatory barriers, unless addressed, will exacerbate the impacts of the existing and growing nationwide practitioner shortages in primary care.
A 2011 report by the Institute of Medicine (IOM) of the National Academy of Sciences, The Future of Nursing: Leading, Change, Advancing Health, suggests that removing scope of practice barriers and allowing APNs to practice independently could increase clinical productivity.[footnoteRef:1]  The IOM report identifies a “distressing catalog of dysfunctions with their attendant costs” resulting from the regulatory barriers imposed by the patchwork of state scope of practice requirements.[footnoteRef:2]  These include: denied care, particularly in rural areas; demoralized providers who relocate or leave practices, exacerbating existing maldistribution and shortages; and increased costs of care.[footnoteRef:3]   [1:  INST. OF MED., NAT’L ACAD. OF SCIENCES, THE FUTURE OF NURSING: LEADING CHANGE, ADVANCING HEALTH (2011) (generally reviewing APRN scope of practice restrictions, and recommending removal of barriers), http://www.nationalacademies.org/hmd/Reports/2010/The-Future-of-Nursing-Leading-Change-Advancing-Health.aspx.  ]  [2:  Id. at 450-452.]  [3:  Id.] 

According to IOM, substituting APNs for physicians across a wider range of health care services frees up physician time to handle more complex cases.  The Future of Nursing report provides expert advice based on “[e]vidence suggest[ing] that access to quality care can be greatly expanded by increasing the use of RNs and APRNs in primary, chronic, and transitional care,”[footnoteRef:4] and expresses concern that scope of practice restrictions “have undermined the nursing profession’s ability to provide and improve both general and advanced care.”[footnoteRef:5]  The report found that APRNs’ scope of practice vary widely “for reasons that are related not to their ability, education or training, or safety concerns, but to the political decisions of the state in which they work.”[footnoteRef:6]  It also recognized Federal Trade Commission’s competition advocacy in this area and specifically exhorted the FTC and the Antitrust Division of the U.S. Department of Justice to pay continued attention to the competition issues raised by scope of practice regulations. [4:  Id. at 27.]  [5:  Id. at 4.  ]  [6:  Id. at 5.  ] 

In a 2014 policy brief, staff of the Federal Trade Commission (FTC) expressed the view that APRN licensure and scope of practice regulations may unnecessarily restrict competition, which can be detrimental to health care consumers and have broader public health consequences.[footnoteRef:7]  APRNs are trained, and in many states licensed, to provide a broad range of primary care services that are also provided by primary care physician and, according to the FTC, “there is increasing agreement among health authorities that APRNs could safely provide an even broader range of primary care services, if regulatory and reimbursement policies would permit them to do so.”[footnoteRef:8]  The competition concerns voiced in the FTC staffs’ scope of practice advocacy comments are consistent with the policy analysis in the 2011 IOM report on The Future of Nursing.  [7:  Federal Trade Commission Staff Paper, Policy Perspectives: Competition and the Regulation of Advanced Practice Nurses (2014), https://www.ftc.gov/system/files/documents/reports/policy-perspectives-competition-regulation-advanced-practice-nurses/140307aprnpolicypaper.pdf.  The extent to which APRNs and other professionals might augment the primary care workforce has been of policy interest for some time.  See, e.g., Office of Tech. Assessment, U.S. Cong., Health Tech. Case Study 37, Nurse Practitioners, Physician Assistants, and Certified Nurse- Midwives: A Policy Analysis, 39 (1986).  ]  [8:  Id. at 14.] 

This rulemaking is also consistent with the National Council of State Boards of Nursing (NCSBN) Consensus Model and includes all APRN roles.  In 2008, the Consensus Model for APRN Regulation: Licensure, Accreditation, Certification, and Education was completed and endorsed by 44 organizations representing APRN certifiers, accreditors, public regulators, educators, and employers.  Granting full practice authority would allow APRNs to provide the full array of health care services commensurate with their education, training, and certification.[footnoteRef:9]  The NCSBN Model APRN regulation is aimed at public protection by ensuring uniformity across all jurisdictions.  [9:  National Council of State Boards of Nursing, APRN Advisory Council. (July 7, 2008).  Consensus Model for APRN Regulation: Licensure, Accreditation, Certification & Education.] 

Because this rulemaking would preempt certain State laws, VA conducted prior consultation with State officials in compliance with Executive Order 13132.  VA sent a letter to the NCSBN to inform them of VA’s intent to grant full practice authority to all APRNs acting within the scope of their VA employment and requested that NCSBN notify every State Board of Nursing of VA’s intent and to seek feedback from such Boards of Nursing.  While we do not have information about state practice requirements for each of the APRN roles addressed in the regulation, the American Association of Nurse Practitioners of Nursing has gathered some information specific to Certified Nurse Practitioners (CNPs).  As of April 14, 2016, CNPs have full practice authority in almost 50% of the nation, which includes 21 states and the District of Columbia.[footnoteRef:10]  See interactive map for CNPs full practice authority https://www.aanp.org/legislation-regulation/state-legislation/state-practice-environment/66-legislation-regulation/state-practice-environment/1380-state-practice-by-type.  The scope of federal preemption of state practice requirements is expected to decline over time, as states increasingly move towards reducing barriers to advanced nurse practice. [10:  American Association of Nurse Practitioners, Nurse Practitioner State Practice Environment, https://www.aanp.org/images/documents/state-leg-reg/stateregulatorymap.pdf (updated Apr. 14, 2016).] 


Allowing full nursing practice authority is often raised as a key approach to addressing national physician workforce shortages and access problems, particularly in primary care.[footnoteRef:11]  By the year 2019, the demand for primary care in the United States will increase by between 15 million and 25 million visits per year, requiring between 4,000 and 7,000 more physicians to meet this new demand[footnoteRef:12].  Any increased demand for primary care will exacerbate an existing shortage of primary care practitioners.  The federal Health Resources and Services Administration estimates that more than 35.2 million people living within the 5,870 Health Professional Shortage Areas nationwide do not currently receive adequate primary care services.[footnoteRef:13]   [11:   Carrier, E. R., Yee., & Stark, L., “Matching supply to demand: Addressing the U.S. primary care workforce shortage,” Policy Analysis, 7 (National Institute for Health Care Reform, 2011); Wilson, J. F., “Primary care delivery changes as nonphysician clinicians gain independence,” Annals of Internal Medicine, 149(8), 597-600  (2008).]  [12:  A. N. Hofer, J. M. Abraham and I. Moscovice, “Expansion of Coverage Under the Patient Protection and Affordable Care Act and Primary Care Utilization,” The Milbank Quarterly 89(1) (2011): 69-89]  [13:  Office of Shortage Designation, Bureau of Health Professions, Health Resources and Services Administration, U.S. Department of Health & Human Services, “Designated Health Professional Shortage Areas Statistics as of Nov. 27, 2012.”] 


Both within and outside of VA, primary care providers are often a patient’s first point of contact in the health care system.  Such providers offer a wide array of services, including, delivery of preventive care and health education, and ongoing management of acute and chronic conditions.  Increasing the role of APRNs in providing such primary care services has the potential to help alleviate the expected primary care workforce shortage.

Estimated Impact:  We have determined that there are no significant quantifiable impacts associated with this rulemaking.  Full practice authority for APRNs is the current practice in almost 50 percent of the States, federal IHS and DOD facilities, and most VA Medical Centers.  VA does not anticipate that there will be any displacement of existing VA APRNs, physicians, etc., and does not intend to change its hiring practices by utilizing APRNs in lieu of any other health care professions.  APRNs will continue to perform their current duties and will now also be able to assist physicians by providing the full array of health care services commensurate with their education, training, and certification.  VA believes that uniformity of national standards and regulation will increase the mobility of APRNs in VA facilities, and will also serve the public by increasing access to health care.  

As full practice providers, APRNs will deliver care under a set of privileges, based upon education, training, and certification.  APRNs will continue to practice under leadership by their local Service Chief, depending on the administrative structure at their VA facility.  The local Service Chief will have the same input regarding the level of practice in the credentialing process of APRNs, as he/she currently does for other providers, with confirmation by the local Professional Standards Board, or its equivalent.  Although some APRNs may initially experience added responsibilities during implementation of full practice authority, additional resources or FTE will not be warranted.  

A team-based treatment model, particularly implemented in the care of patients with chronic disease and/or behavioral illness, is increasingly seen as vital to improved patient care, important to better patient self-management, and a way to reduce hospital readmissions and unnecessary emergency department visits.  Such a model holds promise for improved patient outcomes at a lower overall cost, at least partially because it should allow individual clinicians to work at the top of their education, training, certification and licensure.  Since APRNs are playing a more prominent role in providing ongoing patient care in a team model, physicians should be available to perform the tasks that only physicians have been trained to perform. 

According to a 2015 Survey of VA Resources and Capabilities, 68% of respondents identified providers performing clinical activities in cases that could be performed by professionals with less training as a key issue negatively impacting provider and system efficiency.  VA assumes that with the assistance from APRNS, physicians will have more time for patient care, thus reducing patient wait times, which is the goal of this regulation.  VA will be able to use its current health care resources more efficiently, by having more qualified and trained staff to adequately serve our Nation’s Veterans, which will improve the quality of VA’s patient care and services.

Qualitative Benefits:  
· Eliminating regulatory and costly barriers to full practice authority.
· Efficacious use of resources of the APRN workforce already in place.
· Decreasing variability in care provided by APRNs throughout the VA system.
· Reducing adverse effects of national health care provider shortages.
· Enabling VA to provide additional health care services in medically underserved areas, where APRNs are already practicing but not to the full extent of their advanced authority.

Results of VA’s Independent Assessment
Per the request of the Veterans Access, Choice, & Accountability of 2014 the RAND Corporation in 2015 prepared an independent assessment for the Department of Veterans Affairs and included policy options to increase productivity of existing resources.  The assessment recommended formalizing full practice authority for APRNs and concluding that doing so will likely be a cost effective approach to increasing productivity of VA’s existing workforce.[footnoteRef:14] [14:  Rand Corporation, Independent Assessment of the Health Care Delivery Systems and Management Processes of the Department of Veterans Affairs, Assessment B: Health Care Capabilities, Section 6.4 Selected Policy Options to Improve Access Within VA, 6.4.2.1 Formalize Full Nursing Practice Authority throughout VA (2015),  http://www.va.gov/opa/choiceact/documents/assessments/Assessment_B_Health_Care_Capabilities.pdf.] 



                                    
Submitted by:
Penny Kaye. Jensen, DNP, APRN, FNP-C, FAAN
Liaison for National APRN Policy
Office of Nursing Services
Department of Veterans Affairs
April 18, 2016




































(Attachment 2)
(Memo applies to AP44 also)
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