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Explanation or reason for introduction of bill/resolution:

Relating to prescriptive practice standards for advanced practice registered nurses.

Minutes: Attached testimony.

Chairman Judy Lee, District 13, introduced SB 2148. This will enhance the ability of Nurse
Practitioners to provide practice as primary care providers to provide treatment throughout the
state of ND. It removes the requirement for collaborative agreement with physicians.

‘enator Dever asked if “scope of practice” is appropriately defined in order to allow this but,
when necessary, to make the appropriate referrals. She deferred the response to others who
would be testifying.

Senator Bowman spoke in support of SB 2148. This would help support health care in rural
ND.

Senator Heckaman, District 23, also spoke in support SB 2148. Itis a very important part of
delivering medical services to our rural areas.

Representative Karen Rohr, District 31. She is a board certified Nurse Practitioner
and she encouraged support for SB 2148.

Cal Rolfson, representing ND Nurse Practitioner's Association, introduced those who would
be testifying in support of SB 2148.

Cheryl Rising, Family Nurse Practitioner (FNP) and President of NDNPA, practices in
Bismarck, ND and testified in support of SB 2148. Attached Testimony #1

Representative Kreidt, co-sponsor of SB 2148, highly recommended the support of
SB 2148.

.Dr. Billie Madler, Nurse Practitioner in Bismarck and educator of students in graduate nursing
programs testified in support of SB 2148. Attached Testimony #2
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.Senator Dever stated that her testimony seemed to support the bill but also to argue for and
expansion of the scope of practice.

Dr. Billie Madler replied that they were not intending to do that. They want to be able to work
to the full scope of practice that they already have. The variation from state to state highlights
the discrepancies. Nurse practitioners in some states are being used to their full competence.
In other states they are not basing what Nurse Practitioners can do on their competence or
their scope of practice or education. They are basing it on state laws.

Senator Dever asked then if “our scope of practice” is appropriately defined and if it is defined
in the Century Code.

Dr. Billie Madler replied that the scope of practice would be addressed by one of her
colleagues. The scope of practice for each nurse practitioner is kept on file in the board of
nursing. Each NP has a scope of practice that is specific to the location they are working in.
In answer to a question by Senator Judy Lee she agreed that it would be correct to say

it is not based on the individual or geographic area but rather whether they happen to be a
nurse anesthetist, someone in geriatric care, someone with a specialty, etc.

Senator Berry asked if nurse anesthetists practice independently.
Dr. Billie Madler deferred to the nurse anesthetists in the room.

Kris Todd Reisnour, Nurse Practitioner, testified in favor of SB 2148. Attachment #3 includes
a list of supporting signatures.

Senator Uglem asked if ND laws are restricting her scope of practice and what grade would
she give ND for their laws.

Kris Todd Reisnour replied that she would give ND a grade of A for their ability to practice.

She was lucky to find a physician to sign on as a collaborator since she is independent in her
clinic.

Senator Lee pointed out that there have been other bills in recent sessions that dealt with
enabling nurse practitioners to work appropriately in a variety of areas.

Gwen Witzel, Family Nurse Practitioner and a primary care provider in rural ND, testified in
support of SB 2148. Attached Testimony #4 includes a map showing ND nurse practitioner
jocation and a document from the American Academy of Nurse Practitioners that defines
Scope of Practice for Nurse Practitioners. She added that she has consulted with all of the
physicians she interacts with throughout the day and she has their signatures. The physicians
she has spoken with about this issue agree that this is an unnecessary formality.
Senator Mathern asked how the national healthcare reform impacts what she does and SB
. 2148. He wondered if there is a connection.

Gwen Witzel stated that the national healthcare reform law is provider neutral language. It
has opened up practice to include all healthcare providers. With national healthcare reform



Senate Human Services Committee
SB 2148
1-18-2011

Page 3
.they are trying to improve access to healthcare. They say that there is going to be 32 million
people who will now have health insurance and require primary care. There is a primary care

physician shortage throughout the nation. By providing neutral language it is improving access
to healthcare.

Senator Dever wondered if there are patients that come from MN into ND and if it would make
a difference if this bill is passed.

Gwen Witzel replied that those in Fargo-Moorhead see it all the time.

Tracie Mallberg, MD, owner and physician at LilyCare Clinic in West Fargo, ND, testified in
support of SB 2148. Attached Testimony # 5

Senator Lee speculated that there is no liability for NP as a collaborating physician. They are
just supposed to talk now and then. She asked if that was correct.

Tracie Mallberg responded that is exactly how it had been explained to her.

Karen Larson She is Deputy Director of the Community Healthcare Association of the
Dakotas which is a primary care association serving members from community health centers
in both SD and ND. She has submitted a letter on behalf of their members. It can be found in
Kris Todd's packet. She wanted to confirm that every one of those health center directors

rote in favor of this legislation and are in full support of it. She is extremely proud of what
nurse practitioners have done and as long as there is a defined scope of practice, quality

assurance, proper regulation, and proven competencies that should be all that is required to do
this practice.

Duane Houdek, Executive Secretary of the ND State Board of Medical Examiners, opposed
SB 2148. Attached Testimony #6 Responding to the notion that this is just a meaningless
formality, he was sorry that is the way nurse practitioners and physicians treat it. That is not
the way the board treats it. When it comes to prescribing they send a package to the
collaborating physician and ask that physician to respond. The board will hold the
collaborating physician accountable for the collaborative agreement. His point is that public
protection has to be foremost.

Senator Lee stated that his testimony suggested that the Board of Nursing holds their
individuals who they regulate less accountable than the Board of Medical Examiners holds its
physician’'s accountable.

Duane Houdek said that wasn't his intention.

Discussion continued on the implication of his testimony. Mr. Houdek said having two boards

looking at a given transaction is better than one not that one is better than the other.

The board is reactive. They respond to complaints. They do not expect regular reports from
. collaborating physicians on the oversight of nurse practitioners.

Senator J. Lee asked what the Board of Medical Examiners was doing to encourage
physicians to move into the rural areas where there are none at this time.
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Duane Houdek said there has been a lot of talk in the medical community, including the
board, of working with the medical schoo! and trying to get people into rural communities. He

didn’t see where this legislation was a question of access. It is not an impediment for those
who are practicing in rural areas.

Senator Mathern asked if there are areas of collaboration going on now in the prescriptive
ability.

Duane Houdek said there is a prescriptive committee. They haven't really had discussions on
further collaborations. The discussion has always been if there should be less?

His concern was not about the larger hospitals. His concern is about increasing access in
small rural areas that might be more isolated. Those are the places that need more
collaboration.

Senator Berry asked if it was correct that this bill, if passed, would remove any last vestige of
medical oversight over nursing practice of medicine

Duane Houdek said he believed that was true.

Senator Lee pointed out that they are overseen by their own board which oversees their own

.scope of practice.

Senator Berry said that he was speaking of the medical oversight of the practice of medicine

as opposed to the nursing oversight to the practice of medicine. To him those are two very
different things.

Senator Lee felt he should differentiate between medical practice and physician practice.

Senator Berry states that physicians receive medical licenses and nurses receive nursing
licenses. He went on to explain his concern.

Bruce Levi, Executive Director of North Dakota Medical Association, spoke in opposition to
SB 2148. Attached Testimony #7

Nelson Benson, ND Board of Nursing, spoke in support of SB 2148. The Board of Nursing is
the regulatory body that oversees the advance practice nurses or the nurse practitioners.

They practice within their scope of practice and that the oversight of the board makes sure that
happens.

Senator Lee asked for clarification on how it works between a nurse practitioner and a
collaborating physician. What is the Board of Nursing’s observation about this?

Mr. Benson replied that he doesn't see any issues with the collaboration agreement for the
nurse practitioners. The board doesn’t hear negative or positive responses. It works well but
the board recognizes the concerns of the nurse practitioners and probably would make their
practice smoother or less cumbersome.
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.Constance Kalanec, Executive Director of ND Board of Nursing, states that there are about
400+ nurse practitioners that have prescriptive authority. They are very attuned to what their
scopes of practice are and very concerned about keeping their certification current. At the
moment she couldn't identify an instance that was scope of practice related. Over the years
they have had disciplinary cases like any other profession and they were deait with swiftly and
appropriately. The board agrees that the collaborative agreement has become somewhat of a

formality in terms of location. She gave an example of a problem that could arise with the
collaborative agreement.

Senator Lee asked what she has observed as Director of the Board of Nursing pertaining to
any issues, one way or the other, with collaborative agreement.

Constance Kalanec stated that one of the difficult areas is the military. Another area is
distance. Some nurse practitioners have left communities because they were not able to find a
collaborative physician. She talked about the paperwork and how some of it is cumbersome.

Senator Berry asked if there is a limit on the number of nurse practitioners a physician can
collaborate with.

Constance Kalanec replied there is not.

Sharon McDonald, Family Nurse Practitioner, shared a historical perspective of this. When
he merits of giving prescriptive authority to advanced practice nurses was debated by the
legislature there was a fear that physicians would not coliaborate with them. That was why the
deal was worked out to ask for a collaborative physician. The area that is untouched right
now is that nurse practitioners collaborate with any physician that has anything to do with the
care of the patient they are taking care of. They are always collaborating.

With no further testimony the hearing on SB 2148 was ciosed
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Minutes:

Chairman J. Lee opened SB 2148, pertaining to collaborative agreement with a licensed
physician, for committee discussion.

Senator Uglem reported that he has had emails from several nurse practitioners that are
commenting on the hard time they are having finding a physician to collaborate with. The
physician does not want to be bothered. He said he feels the nurse practitioners are
qualified through the nursing board and their standards and practices are set. They should
be able to work independently, without this one requirement. They do collaborate with
doctors on a regular basis. He supports SB 2148.

Senator Gerald Uglem moved a Do Pass.

Seconded by Senator Tim Mathern.

Senator Spencer Berry voiced his opposition to SB 2148. The main reason being that it
removes the last vestige of any medical oversight over nurse practitioners. He said these
nurse practitioners will essentially be practicing medicine without oversight, officially, from

someone with a medical degree. They are midlevel providers. To him it is a patient care
iIssue that needs oversight.

Senator Judy Lee asked if he thought that particular provision was the only reason nurse
practitioners collaborate.

Senator Berry didn't think it's the only one. But he did think having the metric there
encourages the communication and will ensure it.

Senator Mathern asked who is on the board that licenses the advanced practice registered
nurses.

Discussion followed on the members of the Board of Nursing — their names and degrees.
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Senator Tim Mathern stated his decision to support the bill.

Senator Uglem realizing Senator Berry’s concern over the practice of medicine pointed out
the nurse practitioner must practice within her scope of practice. She cannot go beyond
that without discipline. He was supporting SB 2148.

Senator Berry said that the collaborative agreement does not prevent the nurse
practitioners from practicing from within their scope of practice. It works now and allows for
medical oversight. Having a form of medical oversight over the practice of medicine is
important. Removal of this agreement would allow the nurse practitioner to be practicing
medicine. They would be diagnosing, treating and prescribing, as it relates to medical
conditions.

Senator Lee replied that they are already diagnosing, treating and prescribing.

Senator Berry said they are doing it with some oversight and it is working well. It should
continue that way.

Senator Dever was undecided. He didn’t see how it is a barrier in itself. It seemed to him
like the safeguards come in three different ways: 1. scope of practice 2. institutional
requirements are in place and 3. Board of Nursing and their oversight of it.

Chairman Lee offered that the Board of Nursing has a reputation of being fussy about a
variety of things. They are very fussy about the performance of the people whom they
supervise and oversee. She felt that their scope of practice is tight; their “oversight” with
the Board of Nursing is thorough and quite demanding.

Roll call vote 4-1-0. Motion carried.

Carrier is Senator Judy Lee.
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Explanation or reason for introduction of gwilllresolution:

Relating to prescriptive practice standards for advanced practice registered nurses.

Minutes: “Attached testimony # 1.2,3,4,5.6.7.8.8,10,11,12."

Chairman Weisz: Opened the hearing on SB 2148.

Sen. J. Lee from District 13: Introduced and testified in support of the SB 2148. (See
Testimony #1)

Rep. Gary Kreidt from District 33 from New Salem: Testified in support of the SB 2148.
We in North Dakota need to better address the State Heaith care needs and also increase
the transparency and accountability of the Nurse Practitioners when prescribing medicine.
Also we need to position North Dakota to be competitively to recruit Nurse Practitioners and
use them effectively. | feel there is a need to address Critical Health Care issues in rural
facilities. | ask for your support of this SB 2148.

Sen. Joan Heckaman from District 23 in New Rockford: Testified in support of the bill. |
think all of us realize that health care in the rural areas is at a difficult stage with some of
our hospitals cutting back on some of the services, such as obstetrics. One of the things
we do count on right now in our rural areas is out Nurse Practitioners. In our rural areas |
think this is very important step forward to keep those people in our rural areas. The Nurse
Practitioners are some of the stables in our communities. They often have families that are
from the community and have gone back for extensive training to get their Nurse
Practitioners Degree. | ask for your support for SB 2148.

Sen. Gary Lee District of 22: | am in support of SB 2148. | have many years of
experience working with physicians and mid level providers including the advanced practice
nurse. No question in my mind that physicians are the best trained and most qualified to
deliver health care. There simply isn't enough physician time to be everywhere at all times.
We send people all of the time, all over to work at different facilities. So there isn't the
physician time to be at all places at all times. We need another excellent provider to make
some of those medical decisions and provide the care needed. Secondly we have a
medical system that is always burdened with costs. We simply can't afford physicians
going to all those location all those times. Thirdly and an important part of the bill starts on
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line 9, where it talks about scope of practice. The employer shapes the job description and
those prescriptive authorities within the needs and that scope of practice. Physicians in
general shape that practice working at that facility. If they move outside of that scope of
practice they are then subject to a sanctioned not only by the Board of Nursing but by the
empiloyer also, which usually is a physician. This does give protection for the employer and
for the patient. | think it is a good bill giving us an opportunity to offer better health care in
the state and would encourage your support of SB 2148.

Cal Rolfson: Represents the NDNPA . Announced the order of those testifying for the
Nurse Practitioners: Sheryl Rising, Dr. Billy Madler, Chris Todd, Gwen Wetzel and followed
by Dr Eric Thompson from Med Center One.

Cheryl Rising: Family Nurse Practitioner (FNP) and president of the ND Nurse Practitioner
Association (NDNPA) testified in support of the bill. (See Testimony #2)

Rep. Porter: On the third page of your testimony on the top you talk about direct access to
the drug monitoring program of North Dakota Board of Pharmacy. Is that a mandatory or
voluntary program for physicians right now?

Cheryl Rising: |t is voluntary for both physicians and nurse practitioners.

Dr. Billie Madler: A nurse practitioner and an educator of students in graduate nursing
programs in Bismarck. | am testifying in support of the SB 2148. (See Testimony #3)

Rep. Holman: The preparation for advanced practice nurses and Doctors, in the
prescriptive practices area, can you compare in contrast?

Dr. Billie Madler: | have not gone to medical school so | cannot give you the preparation
for Prescriptive practice. The preparation of Nurse Practitioners is confidentially based,
prescriptive and prescribing practices is taught both in box courses specifically in
pharmacology and is threaded through out the Nurse Practitioners curriculum.

Rep. Paur: You said you are not a physician. What is your Doctorate in?
Dr. Billie Madler: Doctorate of Nursing Practice

Kris Todd-Reisnour: A FNP testified in support of the bill. (See Testimony #4) (Additional
handout See handout #5)

Rep. Paur: Sen. Gary Lee said the scopes of practice by the Hospital Association and
Physicians. When you are an independent practice, who sets up your scope of practice?

Kris Todd-Reisnour: Our scope of practice is set by the Board of Nursing. Each Nurse
Practitioner writes up there scope of practice. | think what Sen. Lee was discussing was the
Credentialing Board of the Hospital. There are 2 different formats that we need to follow to
maintain safe practice. | think what you are asking is that in my clinic, what | am | allowed to
do?
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Rep. Paur: Yes basically.

Kris Todd-Reisnour: That is a clinical privileges' by the hospital. That is different than a
scope of practice. It is very confusing. There is the Scope of Practice, which is through the
Board of Nursing.

Rep. Paur: You determine that?

Kris Todd-Reisnour: Yes by my training. If | am not comfortable with, | contact my local
provider to assist me.

Rep. Paur: The scope of practice he was talking about is different?

Kris Todd-Reisnour: Yes. ltis the last page. That is the privileges' form and that allows
you to practices what the hospital designates for you to practice.

Rep. Paur: In your case you fill that out also?
Kris Todd-Reisnhour: Yes

Chairman Weisz: When you do your scope of practice, which has to be approved by the
board of nursing?

Kris Todd-Reisnour: Right.

Gwen Witzel: A Family Nurse Practitioner testified in support of the bill. (See Testimony
#6 and a map)

Dr Eric Thompson from MedCenter 1 testified for the North Dakota Nurse
Practitioners: He testified in support of the SB 2148. The future of North Dakota and
primary care are going to be a difficult setting. There are not very many physicians
available and there is a primary care shortage predicted for the nation, much less the state
itself. When | came back in 2007 | was the first physician who had left North Dakota in
Family Practice to return. Nurse Practitioners can provide good care in the rural areas as
they have done for years. They do require a supervisory component but most of the times
that become less of an issue as you get more experience with that practitioner. | had
supervised them when | formally worked with them in Utah and | have worked with a few of
them here. After you work with them for a couple of months you view a few charts and
after that, with all of the paper work you have, they become an employee model. You look
over what they have done, you get a trust relationship, you supervise and after a while
most physicians don’t even look at their charts. They just stamp them off and proceed with
their daily functions. As far as quality of care, there are certain things in place where they
do have in place a lot more pharmacology training then we are required to have to recertify
and Family Practice or in most Physician settings. We don’t have specifics in
Pharmacology but they do. We do get further education as continued medical education to
recertify and maintain their license, which they actually have a little more than we do.
There are electronic medical records that a lot of places have. As far as Drug Interactions,
there are big red flashing lights that come on and some stop caps within the practice of
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medicine that would make it easier for physicians and Practitioners to make it a safer
environment for their patients. For the future of ND and especially caring for our rural
population, it is essential we try and make this easier for our providers in those settings so
they will be able to continue to practice and quality care for those areas.

Buzz Benson: CRNA and President of the Board of Nursing testified in support of the bill.
(See Testimony #7)

Rep. Porter: Your profession as a nurse anesthetist was changed some time ago that took
some of the same collaboration away. So if you could go through a little of your
background and how your advanced practice changed.

Buzz Benson: Several years ago we were here in front of you and there was issue with
anesthesia and CNA's and Anesthesiologists with supervision. Ultimately the supervision
component was removed by the legislature. What | can tell you are the practice did not
change. We provided the same scope of practices and we have had no discipline issues.
This has been a good move.

Dr. Tracie Mallberg: (See Testimony #8) Handed in testimony.
OPPOSITION

Sen. Spencer Berry from District 27: | am a practicing medical doctor for nearly 25 years
testified in opposition of the bill. (See Testimony #9)

Dr Jeff Hofstetter program Director of UND Center for Family Medicine Recidency, an
Assistant professor of the UND School of Medicine and Health Sciences in the Dept.
of Family and community Medicine and the secretary/treasurer of the ND AFP. | was
the chief of staff at the Standing Rock HIS hospital in Fort Yates, ND: He testified in
opposition of SB 2148. First we believe this is a solution without a problem. The issue is as
close as a cell phone away. (Testimony #10)

Sen. Kilzer from District 47: Testified in opposition. It was back in 1995 that the
collaborative agreements were agreed upon after a lot of discussion, which was signed by
all parties concerned. This included the nurses who today have apparently have gone 180
degrees and now want to be freed of the shackles of the collaborative agreement. | think
that needs further investigation. The results of the fact brought up by the proponents that
there was no prescriptive problems, well | would ask you why change it, it seems to be
working. | now will go to my experiences. | have been an orthopedic surgeon for 45 years.
| have worked with nurse practitioners both in and out of state because in the last 20 years
| have done a lot of locum tenants’ work out of state. The quality of care does take a dip
when working weekends and you are working with Nurse Practitioners who are filling in for
family doctors or some other specialty. It has happened in my practice many times, that
fractures have been missed and falsely misdiagnosed causing unnecessary referrals.
Don't let anyone kid you that 2 years of post college training as a Nurse Practitioner is the
same as fully trained practice doctor, it just isn't so. This is a false impression. One of the
previous people who testified insulted me a little about years of training, internship and
residency don’t really matter that much. Nurse Practitioners have 4 years of college and 2
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or 3 years after that. A Physician has 4 years of college and then has to go through 4 years
of medical school plus one year of internship and 2 to 5 years of residency. Now they have
taken out the internship and have added a year to the residency. In my case | have had 9
years beyond college. | stiil think if you want to be a physician you should take the 3 parts
of the National Board of Medical Examination, practices them and come out the front door
of the medical school. If you want to do something else, as being a nurse, than that is
okay, train that way. I noted in earlier testimony about information in the Institutes of
Medicine and the New England Journal of Medicine. There are not too many articles in the
New England Journal of Medicine that pertain to a solo practice in North Dakota. This is a
Massachusetts publication largely out of the Harvard School. That is a little different then
what we have here. | urge you to keep up the quality of medicine we have her in North
Dakota and if you vote in favor of this there will be something in the next rung of the latter.
| urge you to vote no on SB 2148.

Duane Hodek Executive Secretary of the ND State Board of Medical Examiners:
Testified in opposition. (See Testimony #11) A note of reference is that there is more
deaths attributed to over dose than highway deaths in the state of Washington. He also
included to his testimony that if this really isn't about access and if this really isn't going to
increase the number of people and nurse practitioners in small towns and if it is such a
minimal thing, why should we get rid of it? It does contribute, from our perspective, to our
over view as to what the physicians are doing out there. There is far less concern on the
Board of Medical Examiners about a doctor who's at Sanford or a doctor who is at Med
Center or any other hospital larger institution, because their institution credentialing practice
takes care of a lot of their practices. Regardless of what we say here or the Board of
Medical Examiners says in a license, they will tell that physician exactly what she can or
cannot do. That is self regulated. We see disproportionately more problems with solo
practitioners, free standing surgical clinics or free standing clinics of any kind that does not
have that kind of credentialing support or review. If Nurse Practitioners are going to fill the
role in rural areas and have more free standing clinics, this is exactly the wrong time to do
this, because that is the area that is the hardest and biggest concern.

Rep. Damschen: Are you telling us the only problems you have with physicians and
physician’'s assistance are when they have worked with a Nurse Practitioner?

Duane Hodek: No not at all. We see a disproportionate problem with physician when they
are free standing. We see a disproportionate problem with the physicians own practice. It
is in those free standing areas not the larger institutions that have the credentialing
process.

Rep. Paur: It seems you have a lot of expertise to oversee the prescriptive enforcement of
physicians and physician's assistance. If we removed the limitation that would strictly be
under the Nursing Board. That would not be under you, is that correct?

Duane Hodek: Yes. We do not pretend to have any authority over the Nurse
Practitioners. The Nursing Board does this and does this well. But we would not be able to
look at that incident in the way we can now.
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Rep. Paur: Do you have any idea of the expertise the Nursing Board has? |s it similar to
the Board of Medical Examiners? Do they have the same prescriptive oversight?

Duane Hodek: There are representatives of the Nursing Board here and they could better
answer that question.

Chairman Weisz: You stated a particular problem with opioids. With the perspective of
your Board, how do you look at addressing this problem?

Duane Hodek: We are doing a number of things. We participated in the Attorney
Generals Prescriptive Drug Summits. | go out and do education on this topic at hospitals
all the time. We have a pain specialist on board, Dr. Cologne of Minot. We are now
putting together the entire pain specialist to talk about how they will collaborate with primary
care physicians who do not have the same expertise. We don't have that really good
relationship between primary care specialists and pain management specialists. We think
that would help a lot. We also passed, as a board, a set of guidelines by the National
Federation of Medical Examiners of prescribing opioids.

Courtney Koebele Director of Advocacy for the ND Medical Association: Testified in
opposition of the bill. (See Testimony #12) (Passed out a proposed amendment see
attachment #13)

Rep. Damschen: In a testimony we heard that a person in western North Dakota could
have a collaborating physician in Wahpeton. If that was the case and a new Nurse
Practitioner started in western North Dakota and did have that collaborating physician in
Wahpeton, what value wouid that be? What would the benefits be on the treatment on
those patients in western North Dakota?

Courtney Koebele: They can speak every two months but they can speak every day or
numerous times a day. What this collaborative agreement does is allows for a relationship
so they can feel comfortable to address all the issues that arise.

Rep. Damschen: | don't know how this can happen. If the collaborated physician doesn't
know the Nurse Practitioner it is kind of hard to establish a relationship to evaluate this
person performance or abilities.

Sen. Berry: That is the point of having the ongoing relationship. If it is new there would be
more frequent conversations until they become comfortable with each other.

Rep. Damschen: It is kind of which came first, the chicken or the egg with this familiarity
with this practice.

Sen. Berry: What is important is the bilateral of that knowiedge and what makes for the
best care is the continuity.

Rep. Anderson: Is there an exchange where you can tie the nurses and doctors together
to form an agreement or how do the doctors and nurses work that out?
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. Courtney Koebele: | was trying to suggest if they would be willing to sit down and work
this out, we would aisc be willing to work with them. There is no regulatory process that |
am aware of. | am relatively new on the job that requires working it out together.

Chairman Weisz: | am taking that Rep Anderson did mean collaborative agreements.

Courtney Koebele: I'm not sure how they get their collaborative agreements.

Chairman Weisz: Closed the hearing on SB 2478.
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“No attached testimony.”

Chairman Weisz: Opened the meeting with SB 2148. There is one suggested
amendment that | am aware of. | spoke to those who want the bill would rather the bill died
than have the amendment attached to it.

Rep Devlin: | make a motion for a Do Pass on the SB 2148 without the amendment.

Rep Schmidt: Second the motion.

Do Pass Yeas 12 Nay1 Absent 0

Carrier Rep Porter
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REP. DAMSCHEN V A1
REP. DEVLIN vV A
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REP. SCHMIDT -
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if the vote is on an amendment, briefly indicate intent:




Com Standing Committee Report Module ID: h_stcomrep:-45 020
March 14, 2011 4:41pm Carrier: Porter

REPORT OF STANDING COMMITTEE
SB 2148: Human Services Committee {Rep. Weisz, Chairman} recommends DO PASS
(12 YEAS, 1 NAYS, 0 ABSENT AND NOT VOTING). SB 2148 was placed on the
Fourteenth order on the calendar.
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January 18, 2011
Madam Chairman and Committee Members:

| am Cheryl Rising, Family Nurse Practitioner (FNP), and president of the
North Dakota Nurse Practitioner Association (NDNPA). | practice in Bismarck, ND.
| am here to testify in support of Senate Bill 2148. This bill would eliminate the
formality for the North Dakota Board of Nursing (NDBON) to have a physician
signed affidavit on file for individual Advanced Practice Registered Nurses (APRNs)
to write prescriptions. APRNs in the state of ND have a Masters Degree or
Doctorate and are nationally certified. By the year 2015 nurse practitioners will

be Doctorate prepared.

There are 4 categories of APRNs-Nurse Practitioners (NPs), Certified Nurse
Midwifes, Clinical Nurse Specialists (CNSs), and Certified Registered Nurse
Anesthetists (CRNA). There are 430 NPs in the state of ND. The database queried
showed 4 NPs were self employed and the other 426 were associated with a

health care organization.



In 1992, 19 years ago, the law requiring a physician signed affidavit to be on
file was enacted and the NPs were authorized to write prescriptions. Having a
signed affidavit is a formality and does not affect quality of care for our patients.
Like all health care professionals, NPs consult with the appropriate health care

professional as the patient needs dictate.

The Prescriptive Authority Committee of ND has not identified any issues
regarding the prescribing practices of NPs. The Prescriptive Authority Committee
consists of ljepresentatives of the NDBON, ND Board of Medical Examiners, and

the ND Board of Pharmacy. Please find attached the minutes and information

from the NDBON.

Eliminating the need for a signature would facilitate NPs to serve as part of
the solution for improving access to healthcare for citizens of ND. An example of
this will be given by one of‘my colleague’s testimony. The NPs will continue to
practice within their scope of practice which will not change. NPs scope of
practice will continue to be on file at the BON. NPs will continue to consult and

collaborate with all health care providers appro'priate to their patients care.

This Bill will provide legislation and regulation that is consistent with other
western rural states and the National Council of State Boards of Nursing. Please
see the attached map, showing 14 typically rural states that have previously

removed this barrier.

Advanced Practice Registered Nurses will continue to maintain their own

Drug Enforcement Agency registration as in the past.

. | ask for you support of Senate Bill 2148.



i

Cheryl Rising, RN, MS, FNP
President of the NDNPA

Email cdrising@earthlink.net, phone number 701-527-2583

Website for NDNPA is www.ndnpa.org
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TO: ND Nurse Practitioners Association
From: Constance B. Kalanek PhD, RN
Executive Director
Date: November 24, 2010
RE: Summary of Prescriptive Authority Meetings for 2007-2010

A meeting of the North Dakota Board of Nursing’s Prescriptive Authority Committee has
“occurred annually according to NDCC 43-12.1 -18. Nursing practice standards. The agenda for
the meetings includes the review of all applicants for prescriptive authority in the past year. In
the past 10 years or more, the committee has met as required and reviewed the applicants
approved in the previous year. The committee has not identified any issues with the NDBON
review of the approved applicants. I have attached the 2010-2011 membership list and the

.minutes for the past three years. _ )
Q
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. PRESCRIPTIVE AUTHORITY COMMITTEE
MINUTES
January 21, 2009

Present: Board of Nursing members: Dan Rustvang, RN Board Member and Chair:Howard
S Anderson, Executive Director ND Board of Pharmacy; Duane Houdek, Executive
Secretary NDBOME;; Board Staff Constance Kalanek Ph.D., RN Executive Director.
Guests: Brian Bergeson, Attorney at Law, Special Assistant Attorney General NDBON:
Absent: Gordon Leingang DO, BOME; Rick Detwiller, RPH, Board of Pharmacy
Call to Order: The meeting was called to order by Benscn at 5:05 p.m. Introductions were made.

Minutes: The minutes from the January 16, 2008 meeting were approved by consensus.

Review of APRNs Granted Prescriptive Authority in 2008. Three-eight APRNs were granted
prescriptive authority. All applicants met the requirements for prescriptive authority.
Discussion ensued. :

ND Prescription Drug Monitoring Program - Mr. Andersen provided an update of the ND Prescription
Drug Monitoring Program. The program has granted the authority to access the system to
additional providers and their surrogates. Mr. Houdek and Dr. Kalanek reported that we
have received very positive comments on the program. Mr. Anderson reminded the
committee that this program is grant funded and its continuation may be dependent upon
receipt of ongoing funds from other sources. Mr. Anderson discussed other options for
funding. The next meeting will be the third week of March 2008. At this point in time, the
NDBON and NDBOME will not be granted access.

g{, Next Meeting: Annually.
\ Adjournment:  The meeting adjourned at approximately 5:30 p.m.

Minutes Prepared by: Constance B. Kalanek PhD, RN

@
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Present:

Absent:

‘PRESCRIPTIVE AUTHORITY COMMITTEE
MINUTES
January 16, 2008

Board of Nursing members: Buzz Benson RN Board Member and Chair; Patricia Dardis,
RN, Family Nurse Practitioner & Clinical Nurse Specialist, BON; Gordon Leingang DO,
BOME; Duane Houdek, Executive Secretary NDBOME; Rick Detwiller, RPH, Board of
Pharmacy, Board Staft Ccnstance Kalanek Ph.D., RN Executive Direclor.

Guests: Brian Bergeson, Attorney at Law, Spec:lal Assistant Attorney General NDBON,;
Dave Peske, NDMA.

Howard Anderson, Executive Director ND Board of Pharmacy;

Call to Order: The meeting was called to order by Benson at 5:05 p.m. Introductions were made.

Minutes:

The minutes from the January 17, 2007 meeting were approved by consensus.

Review of APRNs Granted Prescriptive Authority in 2007. Three-three APRNs were granted Rx

authority. All applicants met the requirements for prescriptive authority. Discussion
ensued. Ms. Dardis requested the review for the focus of care be more specific in the
future. Mr. Peske asked about nonrenewal for the APRNs.

Note: The Board does not track specific individuals who do not renew. The aggregate of
approximately 700 nurses do not renew annually and approximately 25 are APRNSs.

Dr. Leingang also asked about the number of APRN Collaborative Agreements a
physician can have with APRNSs. The rules do not prescribe a specific number but rather
lsave it to the discretion of the physician, APRN and facility.

ND Prescription Drug Manitoring Program — Rick Detwiller Mr. Detwiller provided an overview of the

ND Prescription Drug Monitoring Program. The program is up and running and utilize an
electronic monitoring system to facilitate the transmission and collection of data regarding
all controlled substances dispensed to patients in ND and to analyze data and report on
the prescribing, dispensing, and use of controlled substances. The system tracks
controlled substances and Soma and Tramadol. Approximately 30 states are utilizing a
similar system. A news release was sent by Pat Churchill to NDMA which could be usefu
for newsletters to keep physicians and APRNs informed. Mr. Detwiller reminded the
committee that this program is grant funded and its continuation may be dependent upon
receipt of ongoing funds from other sources. It was aiso suggested that the form used to
obtain information from the system be placed on appropriate websites.

Other business: Mr. Peske asked about the use of tamper resistant prescription pads by practitioners. He
indicated the use of this type of pad would become a requirement in April 08. Discussion ensued.

Next Meeting: Annually.

Adjournment;

The meeting adjourned at approximately 5:456 p.m.

Minutes Prepared by:  Constance B. Kalanek PhD, RN

Rx Auth Comm 11/24/2010
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. PRESCRIPTIVE AUTHORITY COMMITTEE
MINUTES
March 11, 2010
Present: Board of Nursing members: Dan Rustvang, RN Board Member and Chair, Howard
(e Anderson, Executive Director ND Board of Pharmacy; Duane Houdek, Executive

Secretary NDBOME; Rick Detwiller, RPH, Board of Pharmacy; Board Staff Constance
Kalanek Ph.D., RN Executive Director,

Guests; Brian Bergeson, Attorney at Law, Special Assistant Attorney General NDBON;

Absent: Excused: Gordon Leingang DO, BOME;

Call to Order. The meeting was cailed to order by Rustvang at 5:10 p.-m. Introductions were made.

Minutes: The minutes from the January 21, 2010 meeting were approved by consensus,

Review of APRNs Granted Prescriptive Authority in 2009. Forty-four APRNs were granted prescriptive
authority. All applicants met the requirements for prescriptive authority. Discussion
ensued. The current list of Collaborative Physicians and 400 Nurse Practitioners was
also reviewed. :

ND Prescription Drug Monitoring Program - Mr. Anderson provided an update of the ND Prescription
Drug Monitoring Program. The program is working well and utilized by prescriber. Mr.
Anderson indicated to the committee that the grant funding has been expended and the

NDBOF and UND Center for Rural Health has continued to support it. The next meeting
will be the March 25, 2010. -

Next Meeting: Annually.
djournment:  The meeting adjourned at approximately 5:45 p.m.

Minutes Prepared by: Constance B. Kalanek PhD, RN

@
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NORTH DAKOTA BOARD OF NURSING
2010-2011 PRESCRIPTIVE AUTHORITY COMMITTEE

BOARD OF NURSING

Daniel Rustvang APRN, NP

3324 Primrose Court

Grand Forks, ND 58201

Email: drustvang@altru.org; Telephone- 701-780-6941

Nelson (Buzz) Benson, RN

215 Laredo Dr

Bismarck, ND 58504-7210

Email: bbensond42(@bis.midco.net. Telephone- 222-2973(H); 323-6262(W)

Constance Kalanek PhD, RN,

Executive Director

919 So 7" Street, Suite 504,

Bismarck, ND 58504

Email: ckalanek@ndbon.org; Telephone —328-9781

BOARD OF MEDICAI: EXAMINERS

Kent Martin, MD .

2507 Henry St

Bismarck, ND 58503

Email- Telephone - 323-8654

Duane Houdek

State Board of Medical Examiners

418 E. Broadway, Suite 12 .
Bismarck, ND 58501 Telephone: 328-6500
E-mail: dhoudek.ndbme(@midconetwork.com

BOARD OF PHARMACY

Rick L. Detwiller, R.Ph.
1900 Harbor Drive
Bismarck, ND 58504-0956

rdetwiller@primecare.org Business Phone 701-530-6886
Cell 701-226-3820



v

Alternate
o Bonnie Thom, R.Ph
B>~ Member

5372N. 15" Ave
Granville, ND 58741
Email: velvadrug@srt.com; Telephone: 701-626-1639; 701-338-2911.

Howard Anderson, Jr., R.Ph.

Executive Director

ND State Board of Pharmacy

P.O. Box 1354

Bismarck, ND 58502-1354 Telephone: 328-9535
ndboph(@btinet.net

COURTESY MAILING:

Becky Graner RN Bruce Levi

ND Nurses Association ND Medical Association
531 Airport Road PO Box 1198,
Bismarck, ND 58504 Bismarck, ND 58502-1198
Becky@ndna.org blevi@ndmed.com
223-1385 223-9475
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COLLABORATION/SUPERVISORY LANGUAGE IN STATE

. . PRACTICE ACTS & REGULATIONS FOR NURSE PRACTITIONERS £
d : J

Plenary Authority (No Physician Relationship Required)

[} Collaboration with Physician
General Supervision/Delegation by Physician

*  Special Conditions

+ Pending
. Source: State Nurse State Practice Acts
And Administration Rules, 2008 ip

©American Academy of Nurse Practitioners, 2009

The American Academy of Nurse Practitioners is the largest full service Nurse Practitivner organization representing the 125,000 Nurse Practitioners in all Specialties

Update: Oct 23, 2009
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Madam Chairperson Lee and Committee Members:

My name is Dr. Billie Madler. | am a nurse practitioner in Bismarck and an

educator of students in graduate nursing programs. | am here to testify in

support of SB 2148.

Today | would like to share with you a summary of three important
national publications pertinent to the objective of this bill. Links to each of
these sources is provided at the conclusion of this testimony. | have also

attached copies for your each reference.

First, in January of 2010 the Josiah Macy Jr. Foundation {which is a
private philanthropy dedicated to improving the heaith of individuals and the public by

advancing the education and training of health professionals] convened a
. multidisciplinary conference to address the complex issues concerning who

L) will provide primary care. Participants included nurses and physicians from



. diverse geographic areas throughout the United States and various sectors
affected by the challenges related to primary care. Their conversations
pivoted around our country’s work to enhance quality, access, and
reliability of health dare, while working to make health care available for
several million who are under or non-insured and sustain efforts to improve
our population heaith. The group documented that in order to accomplish
our goals we need to enlarge and strengthen our primary care sectors.
Then, the group drew attention to the decreasing number of physicians
choosing primary care. They recognized nurse practitioners have proven {o
be effective primary caré providers, but are quoted saying “regulatory and

. reimbursement policy barriers often prevent efficient and effective use of Q"”h

their services’.

A second national publication, recently released on October 5" 2010
titled the “Future of Nursing” was the result of a 2 year initiative launched
by the Robert Wood Johnsoh Foundation and the Institute of Medicine
(IOM). [The IOM was established in 1970 under the charter of the National Academy

of Sciences to provide independent, objective, evidence-based advice to policy makers,

health professionals, the private sector, and the public.] The committee working on
this initiative was charged with producing a report that contained

. recommendations “for an action-oriented blueprint for the future of nursing, @ |



including changes in public and institutional policies at the national, state,
and focal levels”. One key message of this report is closely related to the

goals of the Bill | am asking you to support today.

These experts recommended nurses practice to the full extent of their
education and training. Currently, licensing and practice rules differ from
state to state, which results in a varying effect on advanced practice
registered nurses across the country. For example, several states currently
allow advanced practice registered nurses to do what we are asking with
this Bill. The IOM committee offered recommendations to a variety of
stakeholders including state legislators. They recommend that you, as
state legislaiors, reform the scope of practice regulations to conform to the
National Council of State Boards of Nursing Model Nursing Practice Act
and Model Nursing Administrative Rules. Also, the report recommends the
Federal Trade Commission and the Antitrust Division of the Department of
Justice review existing and proposed state regulations concerning APRNs
to identify those that have anticompetitive effects without contributing to the
health and safety of the public. This group urges states with restrictive
regulations to change their laws to allow APRNSs to provide care to patients
in all circumstances in which they are qualified to provide care. These are

only two of many recommendations made.



Who Will Provide
Primary Care
and How Will
They Be Trained?

In January 2010 the Josiah Macy, Jr. Foundation
convened a conference ro address complex issues
concerning who will provide primary care and how
they will be trained. Participants developed the set
of conclusions and recommendations found in this
Executive Summary.

A more detailed account of the proceedings, along
with the background papers, will be included
in a monograph to be published by the Macy

Foundation in the next few months,

The Urgency for Change

Abundant evidence shows that healthcare systems with

a strong primary care component provide high-qualiry,
accessible, and efficient care. People want primary care
providers with whom they can have ongoing relationships.
They want to know that when they need help, they

have access to someone with knowledge of their health
problems and their individual characreristics.

Despite evidence supporting these facts, the healthcare
system in the United States has not developed or valued
a strong primary care sector, though there are excellent
examples of primary care 10 be found in many regions.
The lack of a strong primary care infrastructure across the
nation has had significant consequences for access, quality,
continuity, and cost of care in this country. It also has
had consequences for our health profession educarional
enterprise and the healthcare workforce, resulting in
numbers and geographic distributions of primary care
providers that are insufficient to meer current or
projected needs.

Regardless of the outcome of current health reform efforts,
the country will continue to innovare in attemprs to
provide access to care to severa! million addirional people
and simultaneously improve the health of populations,
enhance the patient experience of care (including qualiry,

access, and reliability), and reduce, or ar least control,

the per capita cost of care. We are facing an economic

situation in which the current rate of rise of medical cost @
is unsustainable, and this situation is exacerbated by an -
aging population with higher care needs and expectations.

These events have created a climate in which it is necessary

and appropriate to question the models of care and health
professions education on which we have relied.

If we are going to fulfill our nation’s promise to the
public, and if we are going to produce the healthcare
workforce required to accomplish our goals, we will need
to enlarge and strengthen the primary care sector of the
health system. There is great risk thar if we do nor do

s0, a significant portion of the population will continue
to be without access to high-quality and efficient care,
and healthcare costs will continue to escalate with dire
consequences for the economies of individuals and the
nation. Because of the magnitude of these problems and
the current attempts to reform healthcare, there is great
urgency in addressing these issues. These issues have
registered in the public and professional consciousness

in a way that suggests that unprecedented change is
possible. The goal of this change is to produce “betrer
health, better care, lower cost.” Failure to act now could
put the health of our communities and the cconomy of
the country in jeopardy. o

Josiafi Macy, Ji. Foundation | 44 East 84th Street, New York, MY 10085 Pwrsemacyiouncation.org



In January 2010, the Josiah Macy, Jr. Foundation
convened a conference entitled “Who Will Provide
Primary Care and How Will They Be Trained?”
Held at the Washington Duke Inn in Durham,
North Carolina, the conference was co-chaired by
Linda Cronenwett, Ph.D., R.N., FAAN, Professor
and Dean Emeritus, School of Nursing, Universiry
of North Carolina at Chapel Hill and Victor J.
Dzau, M.D., James B. Duke Professor of Medicine,
Chancellor for Health Affairs of Duke University
and Chief Executive Officer of the Duke Universiry
Health System. Arrending this important meeting
were 49 patricipants, carefully chosen to represent a
diversity of views on primary care, including experts
from all professional groups who provide primary
care (alloparhic and osteoparhic physicians, nurse
practitioners, and physician assistants} and experts
from the various sectors affected by the challenges
related to primary care (consumers, academia, pracrice,
science, journalism, government, healthcare policy,
payors, and foundations).

Participants arrived in Durham well prepared

to discuss the background papers (included in a
forthcoming monograph). For each session topic,

the list of people contriburing insights was impressive.
Many conversations continued well into the evenings.
Perhaps the most noteworthy observation was the
encouraging consensus that emerged among leaders
from different parts of the healthcare system—a
general agreement abour what needs to be done; 2
willingness to come rogether to accomplish goals that
will benefit patients, families, communities, and health
professionals; and a sense of urgency to bring about
major changes that will strengthen primary care in
our country.

We began our discussions with a review of the history
of primary care and our relative lack of investment

in population health (included in the definitions of
primary healthcare in most of the rest of the world).
When Abraham Flexner put medical education on

a scientific footing with his 1910 report, medical
education as we know it was created. Medical schools
were associated with large teaching hospirals, and
highly knowledgeable specialists directed departments
organized around organ systems. When the National
Institutes of Health were formed, these faculties
focused on the creation of yer more specialized
knowledge. Healthcare payment structures responded
to the technologies and science of these specialists,
resulting in the healthcare practices we invest in
today. As specialty medicine grew in prestige and

reimbursement, gcncral internal medicine, general
pediatrics, and the more recent specialty of family
medicine took a lower place in the hicrarchy, reaching
the point today in which a medical student who

- chooses a primary care specialty does so with the

knowledge that he or she is leaving substantial dollars
of lifetime income on the table.

During this same period, and often in response

to shortages of primary care allopathic physicians,

the numbers of osteopathic physicians, primary

care advanced practice nurses (nurse midwives and
nurse practitioners), and physician assistants grew.
Each group was trained inidally within disciplinary
silos, with an emphasis on primary care. Gradually,
options for specialist careers in medicine emerged

for osteopathic physicians, and the percentage of
osteopathic graduates choosing primary care careers
diminished. Physician assistants tend to practice where
physicians practice. For the most part, therefore, the
number of physician assistants in primary care has
diminished in accordance with physician practice
parterns. Nurse practitioners proved effective in
primary care roles, but regulatory and reimbursement
policy barriers often prevented efficient and effective
use of their services. In many states, such barriers
exist to this day.

Meeting participants were enthusiastic abour many
innovations in primary care today— experiments

that use teams of primary care providers; electronic
health records and other technologies; and other
health professionals in systems of care thar meet
patient and community needs. But they recognized
that these environments were relatively few and far
between. Early in our discussions, it became clear rthat
participants believed it would be difficult to alter the
downward trajectory of recruitment and retention

of primary care physicians, in particular, without
significant reforms in reimbursement and care delivery
models. Also important is training the next generation
of primary care providers within these innovative
primary care practice settings, both within and beyond
academic health centers. Participants were unanimous
in cheir views thar trainees need exposure to effective
teams, working within systems thart are designed o
meet the needs of patients and communities, in order
to learn about working in a team-based environment
and to appreciate the rich rewards associated with
primary care careers.

To ensure these learning environments across
the nation, some type of payment reform that



Participants were unanimous in their views that trainees need exposure
io effective teams, working within systems that are designed to meet

the needs of patients and communities, in order to learn about working i

in a team-based environment and to appreciate the rich rewards

associated with primary care careers.

provides incentives for investment in primary care
infrastructures, technologies, and salaries is essential.
Frequently, primary care providers are expected 1o
develop the technological and personnel infrastructures
necessary to meet the holistic needs of their patients
and communities ourt of their practice incomes.

Participants emphasized repeatedly thart a call for
greater investment in primary care was not a call for
a grearer expense in healthcare overall. In numerous
studies, the benefits of investments in primary care
are clear—overall healthcare costs per capita decline.
Without reformed payment structutes, however, the
frustrations of not being able to meet all expectations
become overwhelming, and the inevitable result is

a decline in numbers of people choosing primary
care careers. The bottom line is this: unless trainees
from a{/ provider groups witness care being delivered
by effective and efficient teams of primary care
professionals who have the infrastructures to enable
patients, families, and communities to achieve goals
for individual and population health, the country
will produce fewer and fewer primary care providers
and will be unlikely to achieve its goals of reducing
overall costs of care while improving healthcare
quality and access.

Within this context, participants struggled with
whether or not they could address the issues associated
with what is referred to broadly as primary healthcare.
There was a strong desire to address the broader

needs of populations—needs that affect health

but derive from a community’s access, not only to
healthcare, but to systems designed to support other
public health, social, and educarional needs. The
participants considered the possibilities of new forms
of primary care, through which sociery might hold
healthcare systems accountable for both individual
and population health goals. However, in order to
have recommendations of substance that could change
outcomes in the foreseeable future, participants
decided to focus on the central questions posed to
them at the start of the conference: namely, who

should deliver primary care and how should the
primary care practitioners of the furure be trained?

As co-chairs, we were gratified to achieve a remarkable
consensus on many issues of substance related to

these questions, particularly the idea that 4/ health
professionals need rraining thart ensures they have the
skills to lead and work effectively in teams, to represent
the interests of the public in ensuring a strong
primary care infrastructure, and to expect, within
their careers, to assume their share of accountability
for continuously improving access to care, care
coordination, costs of care, and qualiry of ourcomes
related to individual and population health. Health
professionals need 10 develop artitudes that welcome
parients as partners in care, moving beyond the currens
model of intermittent, facility-based contacts. And
they need experience with the use of new tools, such
as informartion technology; online moniroring and
assessment; and supports for self care, home-based
care, and virtual tele-health interactions, all of which
will be part of primary care in the future. These
overarching themes led directly to recommendations
designed to improve the training of all primary

care providers.

0

We left the conference inspired by the passion

and commitment of the participants and with

the development of a consensus that would move

us toward a preferred future—a future in which

our society’s needs for primary care would be met
effectively. It is our distinct privilege to have co-chaired
this important meeting and to share with you the
conference conclusions and recommendations.



Conclusions and Recommendations

CONCLUSION |

In order to meer societal needs for primary care and
train the right primary care professionals in the right
numbers with the right competencies for the most
appropriate roles, healthcare systems need incentives
to dramatically change the way primary care is valued,
delivered, and integrated in evolving healthcare systems.
We will not attract and retain sufficient numbers nor
achieve the needed geographic distribution of primary
care providers unless there is a greater proportional
investment in primary care. Our students and trainees
must be educated throughout their clinical training

in practices that deliver first-contact, comprehensive,
integrated, coordinated, high-quality, and affordabie
care. These practices require teams of professionals
who give care thar elicits patient and provider
satisfaction under conditions of clearly defined

roles, effective teamwork, patient engagement, and
transparency of outcomes.

Recommendation 1

Create financial and other incentives for the
development of innovative models of primary care and
the advancement of knowledge about outcomes that
allow us to identify best practices in the achievement
of high-value primary care. Strategies may include the
following:

* A competitive process for the establishment of
Centers of Excellence in Primary Care

* Mechanisms that analyze and better define the roles
of various health professionals in best- practice, high-
value primary care models

* Development and-improvement of national metrics
for assessment of patient and population health

*  Mechanisms for the diffusion of knowledge about
best practices, such as the proposed Primary Care
Extension Program.

Recommendation 2

Coupled with efforts to increase the number of
physicians, nurse practitioners, and physician assistants
in primary care, state and national legal, regularory, and
reimbursement policies should be changed to remove

barriers that make it difficulr for nutse practitioners and
physician assistants to serve as primary care providers
and leaders of partient-centered medical homes or

other models of primary care delivery. All primary care
providers should be held accountable for the qualiry and

efficiency of care as measured by patient outcomes.
Recommenaation 3

Promote stronger ties between academic health centers
and other primary care sites and the communities they
serve, setting goals and standards for accountabilicy for
primary prevention as well as individual and population
heaith. All health systems, including the primary care
practices embedded within them, should be accounrable
for quality and cost outcomes through well-tested,
nationally recognized metrics that address the needs

of populations and individuals, with data that are
transparent and that can be used for the continuous
improvement of madels of care.

Recommendation 4

Invest in primary care health information technologies
that support data sharing, quality improvement,
patient engagement, and clinical care, wich the aim of
continuously improving the health and productivity of
individuals and populations.

Recommendation b

Recognizing that current payment systems create
incentives for underinvesting in primary care

services, implement all-payor payment reforms that
more appropriately recognize the value contributed
by primary care through such mechanisms as

global payments linked to patient complexicy and
accountability for the provision of healthcare services,
including preventive services, care coordination across
settings, chronic disease management, and 24/7
accessibility. Improved costs and quality of health
outcomes for patients and populations should be
rewarded. In addition, implement legislation that

will standardize insurance reimbursement reporting
requirements to reduce administrative costs inherent in
a multi-payor system.
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In addition to the critical challenges outlined above in
the organization and financing of healthcare, current
health professional educational models are generally
inadequate to attract, nurture, and train the primary
care workforce of the future.

Recommendation 1

Creare incentives for innovative projects in health
professions education, enlisting funding partners from
government, industry, philanthropy, and payors in order
to develop models of excellent, high-performing, and
advanced interprofessional primary care.

Academic health centers, working with teaching
community health centers, area health education centers
{AHECs), and other training sites are the logical entities
to advance such innovations, Strategies could include
the development of Primary Care Translational Centers
of Excellence that would perform primary care research
and evaluation and provide team-based educarion, with
emphasis on the study of new models of primary care
and health delivery transformation,

Recormmmendation 2

Medical schools, nursing schools, and other schools
for the health professions, which hold the societal
responsibility for the education of health professionals,
have an opportunity and obligation to increase the size
and scrength of the primary care workforce. Leaders of
health professional schools should implement actions
known to increase the number of students and trainees
choosing careers in primary care. These actions include
the following:

* Establishing programs to prepare and attract a more
socioeconomically, racially, and geographically
diverse student body

* Revising admission standards to include more
emphasis on social science and humanities and the
personal qualities of applicants

* Implementing and expanding scholarship and loan
repayment programs in partnership with health
systemns, governmental agencies, and communities
for those pursuing careers in primary care

* Promoting early exposure to primary care practices
for all students

*  Creating longitudinal immersion clinical experiences
in community primary care settings

b, = - ———

* Implementing special primary care tracks for
students and trainees.

» Establishing and strengthening departments of ,
family medicine within schools of medicine. 6

Recommendation 3

Interprofessional education should be a required and
supported part of all health professional education.
This change is especially important for primary care.
Regulatory, accreditation, reimbursement, and other
barriers that limit members of the healtheare team from
learning or working together should be eliminated.

Recommendation 4

The Department of Health and Human Services,
through its appropriate agencies and divisions,

should be granted additional funding 10 support
interprofessional training, preparation of the primary
care workforce, and leadership development programs
to produce clinicians to take the lead in new models of
primary care. Strategies to accomplish these goals could
include the following:

* Expansion of Title VII and Title VIII funding and
authority to jointly fund interprofessional programs

* Expansion of Title VII and Title VIII funding @L/}
to address faculty shortage and educational
underinvestment in the development of faculty for
primary care

* Increase in AHEC funding to expand its pipeline
programs in primary care and to provide
community-based, interprofessional educational
experiences for all primary care health professions
students

* Resumption of the Primary Care Health Policy
Fellowship and creation of new programs to prepare
clinician-leaders for new models of practice

* Provision of adequate scholarships and loan
repayment programs to provide clinicians to
underserved areas and to improve diversity

* Expansion and direction of funding for graduate
medical, nursing, and physician assistant educational
programs (Medicare Graduate Medical Fducation
funding, Tide VII, Ticde VIID) to support trainees
and training infrastructure costs in ambulatory
sertings, including teaching community health
centers, AHECs, academic outpatient clinics, and
other community-based programs. ®

o



CONCLUSION 1

Recognizing that the healthcare system is dynamic and
will continue to evolve, strong leadership will be needed
to advance the science, teaching, practice, and policy
development relevant o primary care.

Recommendation 1

Develop leaders with a focus on advancing the curricula
and learning opportunities for preparing competent
primary care clinicians, scientists, and policymakers of
the future.

Medical, nursing, and other health profession school
faculties should form partnerships with educators
from other disciplines, such as business and law, w0
develop novel educational opportunities for advancing
primary care leadership, research, policy, and advocacy.
As a routine part of their education, primary care
students should be exposed to mentored opportunities
to participate in healthcare improvement and policy
development and to function within interprofessional
and interdisciplinary leadership teams.

Recommendation 2

Support the further development of science and the
scientific leadership necessary to advance the translation
of best practices into primary care delivery for the
improvement of patient and communicy health.
Initiatives could include the following;

* Funding career development for scientists thar can
create improved national metrics for assessment of

individual and population health

* Providing targered funding through Clinical
Translational Science Awards, National Research
Service Awards, and Health Research Services
Awards for scientists focused on primary care

* Developing a national healtheare workforce analysis
and policy capability for ensuring an adequate and
well-prepared primary care workforce over time.

Recommendation 3

Recognize the need to include representatives of all
primary care providers in the leadership of delivery
systems and in groups that are responsible for
developing healthcare policies at the stare and
federal level.
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The Future of Nursing
Leading Change,
Advancing Health

With more than 3 million members, the nursing profession is the largest
segment of the nation’s health care workforce. Working on the front lines of
patient care, nurses can play a vital role in helping realize the objectives set
orth in the 2010 Affordable Care Act, legislation that represents the broadest
health care overhaul since the 1965 creation of the Medicare and Medicaid
programs. A number of barriers prevent nurses from being able to respond
effectively to rapidly changing health care settings and an evolving health care
system. These barriers need to be overcome to ensure that nurses are well-
positioned to lead change and advance health.

In 2008, The Robert Wood Johnson Foundation (RWJF) and the Institute
of Medicine (10M) launched a two-year initiative to respond to the need to
assess and transform the nursing profession. The IOM appointed the Com-
mittee on the RWJF Initiative on the Future of Nursing, at the I0OM, with
the purpose of producing a report that would make recommendations for an
action-oriented blueprint for the future of nursing,

Nurses practice in many settings, including hospitals, schools, homes,
retail health clinics, long-term care facilities, battlefields, and community and
public health centers. They have varying levels of education and competen-
cies—from licensed practical nurses, who greatly contribute to direct patient
care in nursing homes, to nurse scientists, who research and evaluate more
effective ways of caring for patients and promoting health. The committee
considered nurses across roles, settings, and education levels in its effort to
enviston the future of the profession. Through its deliberations, the committee
developed four key messages that structure the recommendations presented
this report:
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A number of barriers prevent
nurses from being able to respond
effectively to rapidly changing
health care settings and an
evolving health care system. These
barriers need to be overcome to
ensure that nurses are well-
positioned to lead change and
advance heatth.
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accurate predictions of workforce needs, and coor-  _
dination of the collection of data on the health care ‘
workforce at the state and regional levels. All data
collected must be timely and publicly accessible.

Conclusion

The United States has the opportunity to trans-
form its health care system, and nurses can and
should play a fundamental role in this transforma-
tion. However, the power to improve the current
regulatory, business, and organizational condi-
tions does not rest solely with nurses; government,
businesses, health care organizations, professional
associations, and the insurance industry all must
play a role.

The recommendations presented in this report
are directed to individual policy makers; national,
state, and local government leaders; payers; and
health care researchers, executives, and profes-
sionals—including nurses and others—as well as to
larger groups such as licensing bodies, educational
institutions, philanthropic organizations, and con- (‘.
sumer advocacy organizations. Working together,
these many diverse parties can help ensure that
the health care system provides seamless, afford-
able, quality care that is accessible to all and leads
to improved health, &
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Broadening the Scope of Nursing Practice
Julie A. Fairman, Ph.D., R.N., John W. Rowe, M.D., Susan Hassmiller, Ph.D., R.N., and Donna E. Shalala, Ph.D.

”jl:“he Affordable Care Act promises to add 32 mil-
lion Americans to the rolls of the insured at a

time when there is a shortage of primary care pro-

viders.

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

Comment on | to the fullest extent of
thisarticleat | their knowledge and
NEM.org 1 competence. This will

There is broad consensus that the next

require establishing 2 standard-
ized and broadened scope of
practice for advanced-practice
registered nurses — in particu-
lar, nurse practitioners — for all
states.

Nurses’ role in primary care
has recently received substantial
scrutiny, as demand for primary
care has increased and nurse prac-
titioners have gained traction with
the public. Evidence from many
studies indicates that primary
care services, such as wellness
and prevention services, diagnosis
and management of many com-
mon uncomplicated acute iliness-
es, and management of chronic
diseases such as diabetes can be

10.1056/NEJMpPLO1212]  NEJM.ORG

The New England Journal of Medicine
Downloaded from nejm.org on December 16, 2010, For persenal use only. No other uses without permission.
From the NEIM Archive. Copyright (c) 2010 Massachusetts Medical Society. All rights reserved,

provided by nurse practitioners
at least as safely and effectively
as by physicians.* After reviewing
the issue, an Institute of Medicine
(IOM) panel recently reiterared
this conclusion and called for ex-
pansion of nurses’ scope of prac-
tice in primary care.?

Some physicians’ organizations
argue that physicians’ longer,
more intensive training means
that nurse practitioners cannot
deliver primary care services that
are as high-quality or safe as
those of physicians. But physi-
cians’ additjonal training has not
been shown to result in 2 mea-
surable difference from that of
nurse practitioners in the quality
of basic primary care services.l?
We are not arguing that nurse
practitioners are substitutes for
these physicians, but rather that
we should consider how primary
care services can be more effec-
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BROADENING THE SCOPE OF NURSING PRACTICE

b

Alaska Hawaii $

Requirements for Practice

Connecticut
New Jersey

Delaware

None
[ Collaborative agreement required to prescribe

and prescribe

Collaborative agreement required to diagnose, treat,

1 No requirements after one-time signed, articulated plan

|} Required consultation for Schedule 1! and 111 controlled substances only

[0 Nurse practitioner signs one-page collaboration form; no physician
signature required

Scope-of-Practice Regulations for Nurse Practitioners, According to State.

Data are from the AARP {http://championnursing.org/aprnmap).

tively provided to more people
with the use of the full primary
care workforce.

The critical factors limiting
nurse practitioners’ capacity to
practice to the full extent of their
education, training, and compe-
tence are state-based regulatory
barriers. States vary in terms of
what they allow nurse practition-
ers to do, and this variance ap-
pears not to be correlated with
performance on any measure of
quality or safety. There are no
data to suggest that nurse prac-
titioners in states that impose
greater restrictions on their prac-

tice provide safer and better care
than those in less restrictive
states or that the role of physi-
cians in less restrictive states has
changed or deteriorated.

There is variation in several
aspects of practice, including re-
quirements for prescribing privi-
leges, oversight and chart reviews,
and the maximum “collabora-
tion ratios” for nurse practition-
ers working with physicians. In
some states, NUrses cannot cer-
tify home health care visits or
stays in skilled nursing facilities
or hospice, order durable equip-
ment, admit patients to hospitals

10.1056;’N EJMp1012121 NEJM.ORG

The New England Journal of Medicine
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without a physician’s supervision
or collaborative agreements, or
prescribe medications without
physician oversight. Nurses tend
to move from more restrictive to
less restrictive states, and from
primary to specialist care, with
a resulting loss of access to care
for patients. Credentialing and
payment are also linked to state
regulations: more restrictive states
are less likely than those allow-
ing independent practice to cre-
dential nurse practitioners as pri-
mary care providers.??

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

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

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

BROADENING THE SCOPE OF NURSING PRACTICE

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

Reductions in cost associated
with broadening nurse practition-
ers’ scope of practice can be seen
elsewhere as well, In U.S. retail
clinics, where cost savings have
been documented, nurse practi-
tioners provide most of the care.
But retail clinics have been slow
to expand in states with more re-
strictive scope-of-practice reguia-
tions. Research in Massachusetts
shows that using nurse practition-
ers or physician assistants to their
full capacity could save the state
$4.2 billion to $8.4 billion over

'10 years and that greater use of

retail clinics staffed primarily by
nurse practitioners could save an
additional $6 billion.?

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

Despite the robust rationale
for broadening nurse practition-
ers’ scope of practice, key medi-
cal organizations oppose the idea.
The American Medical Associa-
tion, the American Osteopathic
Association, the American Acad-

10.1056{NEJMPLO12121 NEJM.ORG
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emy of Pediatrics, and the Amer-
ican Academy of Family Physi-
cians all support requiring direct
supervision of nurse practition-
ers by physicians. As health care
reform advances, implementation
of payment reforms — including
global or bundled team-based
payments and medical home—
based payments — may ease
professional tensions and fears
of substitution while enhancing
support for an increased scope
of nursing practice.

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

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

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

Disclosure forms provided by the authors

are available with the full text of this arti-
cle at NEJM.org.
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f EDITORIAL

leff Susman, MD
Editor-n-Chiaf

It's time to collaborate—
not compete—with NPs

tis Ume—time w abandon sur damagingly divisive, pulitically Pyrrhic, and wlti-
mately unsustainable siruggle with advanced pructice nurses { APNs). | urge my fel-
Juw Eamily physicians ro accept—uctually, to embrace—a full parnership with APNs.
Why do I call for such a fundamental change in policy® First, because it's die reality.
In 16 states, nurse practitioners alfready practice independendy. And in many
more staies, there is a clear indication that both the public and politicians favor fur-
ther erosion of barriers 1o independent nursing practice. [ndeed. such independence
is outlined in “The Future of Nursing: Leading Change, Advancing Health” published
by the institute of Medicine (10M) in October 2610, Among the LOM's conclusions:
+ Nurses should practice 10 the full extent of their education and training.
« Nurses should achieve higher levels of education and tratriing through an im-
proved education svsiem that promotes seamiess academic progression.
+ Nurses should be full partners, with physicians and uther healih care profes-
sionals, in redesigning health care in the United States,
Second, | betieve our arguments against such a shift in policy don't hold up.
ite the endless arguments abowt vutcomes, training, and patient preferences. |
westly believe that most nursing professionals—just like muost physicians—prac-
tice within the bounds of their experience and Lraining.

Indeed, the arguments {amily physicians make
against APNs sound suspiciously like specialists’ ar-
guments against us, {Surely, the gastroenterolugists
assert, their greater expericnce and expertise should
favor colonoscopy privileges ondy for physicians within
their specialty, not for lowly primary care praciitio-

Arguments FPs
make against
APNs sound

like specialists’

arguments
against us.

ners.) Rather than repearing the ovele of oppression
that we in familv medicine battle as the oppressed. Let's
celebrate difterences in practice, explore npportunities
for collaboration. and develop diverse models of care.

Third. | call for a fundamental shift in policy because 1 tear thad, trom a political
perspective. we have much 1o lose by continuing to do butiie on this front. Fighting
fractures vur support and reduces our effectiveness with uur legislative, business,
and consuiner advocates,

Finally, I'm convinced that joining forces with APNs 10 develop innovative
models vl team care will lead to the best health outcomes. In o world of accountable
fiealth care organizations. health innovation zones, and modical “neighhorhoods”
we gain far more from collaboration than from comperition,

Asweringinthe new year, let's stop clinging 10 the past—and redirect our ener-

gies toward envisioning the future of health care.

fte@neoucom 2y
DECEMEER 2010 :

672

ThE IGURNAL OF Zapsin

VOL 59, NC 7

£

FLHIGR IM_(HME}
HFFREY L SUSMAN, MIY

Rariieasteor Grus Univnrsities Cotinge
Z Mg Rooltosn

ALHDOIATE PRy

HEHNARD EWIGMAH M, MSPH

riveeuity o0 Crvaigg B iles er Sohig ol 80 Meds g
JOHN HICKNER, MDD, M5

Clevelana Thinee P& e e ditte

JGHN SAULTE WD

Cienon Hsalth 303 SI+ALE Unyeramy, $ortiangd
ACTamined ingraned;

RICHARD F. USATINE, MAD

Uy 1817y ol Ty Heatth $oenoe: ender

AT Sire ATITONIO (IhrG M G

ALSILTANT LOI1OFYS

LOUG CAMPOS-OUTCALTL MDD, MPA
Urnwersity of Ao S

GARY N FOX, ME

St Vnent Merry, Medinet Denter Tobego, Doy
RICK GUTHMANN, M0, Moy

wareersity of Mg Jracago

KEITH B, HOLTEN, MG

Fsity 21 CAninear

GARY KELSBERG. MD, F AAIP

firn ey 2! Wasnimaton Renter

AUDREY PAULMAN MD, MMM

Lveesits ©F MAGEH & Collens © Mema e
{nnanp

Payl M PALLMAN. MD

Ureaersity ot hepragen [ etlagr of Wednine
Orrana

RICK RICER D

Lty o nennas

£ CHAS VINCENT, MD
LalvErsly DA G, weattle

TLITORIAL BO AR

FREDERICK CHEN, MD. MPH

Hrgeruty af Wathiaginn Seathe

LARRY CULPEPPER, MD, MiTH

Baman Hnweraty Meicat Jenter, aodon, Mai
JOHN W, ELY. M), MEPH

dreeeraby o ad Cellenr o Medcme, e Dy,
LINDA FRENCH, MD
ety of Triede
MIEQDORE G GAMNIATL MD

LR Ty G LaltT e tate Do camilg ant

LARYL 2 HEATCN, GO

TR o Tk and Ry,

[=tenyg Luns

At b Ettey Meseats

FRED MUSER. MD MA

ite 2ne S0te diesors L D
KEVIN FETERSCH, MD. pAPH
PPLTRIEST SR THTIUT ST PR AN TR
GOUTHAM RAG. MD, MPA
Uty of Pitlyiaszh

KENDRA SCHWARTZ, MD, MYPH
Wayhe Sfate Linvesite, Getroo, Ao
DOUGLAY B SMUOCKER MDD, MPH
tirsversity of Sinternat

[HWECT § G DAL
PR HMATIUN AND
FHEPAIRIES L0

EDTTORIAL OFFICE
Horttsasiers D U et
Cokene of Megine

4203 3t Foute 472

LR TR

Roptattann U 3277

fegpnooy 1230 100 6064

VUHLISHMG DR ES
fauadiarl Sl

Clertaoa Dina Sope 4l

CATSIL ety

LR ER) A3

W IFPONTING £



. al

TESTIMONY
TO
SENATE HUMAN SERVICES COMMITTEE
62"° NORTH DAKOTA LEGISLATIVE ASSEMBLY
BY
Kris Todd-Reisnour, FNP, CCD, ONP-C

January 18, 2011



TESTIMONY

TO
SENATE HUMAN SERVICES COMMITTEE
62"° NORTH DAKOTA LEGISLATIVE ASSEMBLY
BY
Kris Todd-Reisnour, FNP, CCD, ONP-C

January 18, 2011

Madame Chairman Lee and Committee Members

My name is Kris Todd-Reisnour. | am a Family Nurse Practitioner (FNP) and | am
here to testify in favor of SB 2148. | am one of the 4 Nurse Practitioners (NPs) in
the state who are self-employed. | own and operate Dakota Osteoporosis in
Bismarck. In this clinic | diagnose, educate and treat patients for osteoporosis and
orthopaedic problems. Patient referrals come to me from physicians, other NPs,
chiropractors, therapists as well as others. My collaborating physician is Dr. Biron

Baker at Medcenter One.

| am also a contract employee for a local medical facility seeing residents in long

term care facilities for health problems. When necessary | contact other health



. care providers regarding medications and recommendations. The health care
provider | choose to contact may be a Family Practice physician, the NP who
manages the dialysis unit, the surgeon when you find a mass or your favorite
pharmacist depending on the patient’s need. All NPs coliaborate with the
appropriate health care provider when practice and prescriptive issues arise. That

is part of our training.

| am the Secretary for NDNPA and represent our group on the Department of
Human Services Medicaid Advisory Committee. We have gathered a significant
number of signatures from physicians, hospital board members, pharmacists and
county commissioners in support of the amendment. Dr Kent Martin who was
appointed by the North Dakota Board of Medicine to the Prescriptive Authority
Committee is also a supporter of the amendment. The Ashley Hospital Board of
. Directors have all signed in support. We have received letters of support from
many organizations: Community HealthCare Association of the Dakotas, AARP,
American Academy of NPs, American College of NPs, National Council of State

Boards of Nursiﬁg and many others listed for you.

As Secretary | also receive emails from recruiting agencies and organizations at
least monthly. They ask me to send out information to our membership regarding
job openings for NPs in North Dakota communities. In the last two months there

have been requests from Towner, New Town, Oakes and Grand Forks.

After workihg with Lee Boyles, Administer of Oakes Community Hospital he sent
me a note | would like to share with you. “Thomas Cooper did share with me the
proposed bill to remove the collaborating physician piece for prescriptive

. authority. I'm all in favor of this! | agree 100% that it helps improve access to care



—

in our rural areas, while maintaining high quality of care, and also helps keep
healthcare costs affordable. I've signed the support page for you and attached it
to this email. | think mid-level practitioners, both NPs and PAs are outstanding
providers. | feel they can truly help us in our rural communities, and our
opportunity in Oakes allows them to really grow their scopes of practice as

well...clinic, hospital, ER, etc.

in closing | would like to leave you with a question. One of our members is a NP
who practices in Westhope with a 76 year-old collaborating physician. When he is
no longer practicing will she be able to find a new collaborating physician outside

the community? Or will the community lose two health care providers?

| urge you to support Senate Bill 2148. Thank you for allowing me to share my
thoughts with you today. This Bill is not only important to me but also to

healthcare access in North Dakota.
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Cheryl Rising

Narth Dakota Nurse Practitioner Association
8300 Burnt Creek Island Road

Bismarck, ND 58503

Dear Ms. Rising,

North Dakota residents need access to high quality health care offered by primary care providers,
especially in our underserved rural and urban communities. Along with the rest of the country, our
state is facing a shortage of primary care providers who can care for people of all ages, but
particularly those with muiltiple chronic conditions. Consider the numbers, according to a 2010
study by the University of North Dakota, 89% of North Dakota's counties are partially for fully
designated as Primary Care Health Professional Shortage Areas.

Nurse practitioners are part of the solution: North Dakota has 350 nurse practitioners. But state
laws limit our ability to access the care they provide.

North Dakota state legislators and the Governer have an opportunity to bring much needed primary
care to tens of thousands of North Dakota residents with the bill introduced by Senator Lee, which
ould amend and re-enact Section 43-12. 1-18 of the North Dakota century code relating to the
drescriptive standards for advanced practice registered nurses (APRNs). Such a legisiative change
would make fundamental and necessary changes to how nurse practitioners can provide the health ‘
care services for which they are trained, skilled and licensed. '

Nurse practitioners and other APRNs provide primary care and women's health services, and help
patients manage chronic conditions such as diabetes, among other important heaith services. Yet,
North Dakota laws limit the consumer's ability to access these services by requiring nurse
practitioners and other APRNSs to practice under physician supervision, through a coliaborative
agreement. This is particularly troubling for our residents who live in rural areas, where a severe
shortage of physicians is prevalent, making it a challenge for nurse practitioners to find physicians
for oversight. If enacted, this bill would eliminate waiting periods of up to six months for nurse
practitioners to provide care. These waiting periods delay APRNs’ ability to write prescriptions,
diagnose problems, refer patients to specialists and perform diagnostic testing. As a result, North
Dakota residents struggle with undiagnosed ailments, go without medication, and their health

declines.

That is why AARP North Dakota urges the State Legislature and the Governor fo remove barriers
that prevent APRNs from providing the health care services we need. '

APRNSs are registered nurses with advanced training in preventing, diagnosing, and treating iliness,

licensed to write prescriptions. These health care professionals hold two nursing degrees (an

undergraduate and Master's degree), and must complete supervised clinical training and testing by

national accrediting bodies in nursing. Similar to other health care professionals, once certified by

the state, APRNs broaden their skill-base through continuing education and experience. APRNs ..))

’ W. Lee Hammond, President
HEALTH / FINANGES / CONNECTING / GEVING / ENJOYING Addison Barry Rand, Chief Executive Officer



are educated and trained to do what we need them to do - care for those who need primary,

wreventive, and chronic care.
= S

tudies demonstrate that APRNs deliver safe and effective health care to all populations, across
settings, and in many specialties. In fact, research shows no difference in ocutcomes of primary
care delivered by APRNs and physicians, including patient health status, number of prescriptions
written, return visits requested, or referrals to other providers. A recent review of the quality and
effectiveness of care provided by APRNs from 1990 to 2008 found that APRNs provide as high a
quality of care as physicians.

North Dakota already faces a severe shortage of health care providers. We will benefit by

removing barriers that prevent APRNs from practicing to their full level of education, expertise and
licensure.

AN

5 S Cheney, Seni ate Directbr

P North Dakota
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Healeh System

PO. Box 6002 @ -

Grand Forks, ND

October 19, 2010 58206-6002

(701) 780-5000 phore
Chery 1 R-ismg alvru.org ek
President of NDAPN ‘
905 Dodge Circle
Bismarck, North Dakota 58501
Cheryl,

I am sending this letter to you, offering our support for the legislative change — so Nurse
Practitioners would no longer need a collaborative letter with a physician for prescriptive
practices, As president of the North Dakota Organization of Nurse Execs, I give you the
support of our organization for this legislation. Goad luck.

Sincerely,

‘&k%u el 2 |

Margaret Reed, RN
Chief Nurse Executive 0
Altru Health System

U

HERE FOR LUFE
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Assactilion of e Dakoras

January 11, 2011

To Members of the 62™ Legislative Assembly:

On behalf of the member Community Health Centers in North Dakota, I am writing in support of
the proposed legislation to modernize and update the requirements of their advance practice
registered nurse standards found in SB 2148.

In reviewing the rationale and the literature put forward by the American Academy of Nurse
Practitioners, our North Dakota Health Center members support the ab;llty of Nurse Practitioners
to meet the intent of their scope of practice with the changes proposed in the leglslatxon Nurse
Practitioners have proven to be valuable also prowders of health care, particularly primary health
care, in North Dakota, The Practice Act governing their work and standards should be allowed
to stand on their own and to reflect the quality of their preparation and competencies.

Sincerely,

K & o

Karen E. Larson, Deputy Director

C: Scot Graff, CEO
Sharon Ericson, Valley Community Health Centers
Patricia Patron, Family HealthCare Center
Joan Altenbernd, Migrant Health Services
Faye Hagen, Northland Community Health Center
Dawn Berg, Coal Country Community Health Center

e \]Cdr@

o %,

; N
’,’5
(YAl

Lis
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www.communityhealthcare.net



Cavalier County, North Dakota
() Office of Auditor

901 Third Street - Suite 15 Commissioners
Langdon, ND 58249 Harold Nowatzki
(701) 256-2229 Richard Flanders
Dawn Roppel - Auditor (701) 256-2546 (fax) Harvey Hope
Lisa Gellner - Deputy Auditor Alvin Carlson
Pam Lafrenz - Office Clerk ) Tom Borgen

Honorable Senator Judy Lee

We, the Cavalier County Commissioners, voted at our
December 21, 2010, meeting to support the elimination of the
requirement for a physician signature on Nurse Practitioner
prescriptive privilege licensure. We believe itis an unneceésary
. formality which does not improve quality or safety of NP
practice. We believe, also, NP’s assess, diagnose, and treat
acute and chronic diseases. The passage of this bill eliminating
the signature requirement will improve access to healthcare
and position North Dakota to improve the recruiting of NP’s
into this fine state. We believe this will help eliminate the
primary care provider shortage in North Dakota. We want to
take this opportunity to thank you for sponsoring this bill, and
again, reiterate our support for it. We appreciate the endless
hours and dedication our NP’s do in our community and |
county.

Cavalier County Commissioners




COLLEGE AND U NIVERSITY N URSING EDUCATIONJ \DMINISTRATORS

Dakota Nursing Program November 29, 2010

Dickinson State University
Department of Nursing

lamestown College
Department of Nursing

Medcenter One

College of Nursing To NDNPA:

Minot State University

Department of Nursing The College and University Nursing Education Administrators (CUNEA)
has voted to support the legislative bill to eliminate the required signature

Sitting Buil College for prescriptive privileges for advanced practice registered nurses.

Department of Nursing

h Dakota State
ege of Science
Department of Nursing

Respectfully,
North Dakota State University
Department of Nursing
United Tribes Technical College Kelly Buettner-Schrnidt, Co-Chair

Department of Nursing

University of Mary
Division of Nursing

University of North Dakota
College of Nursing
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R NORTH DAKOTA BOARD OF NURSING
.; .1 1915 i+ 919 S 7th St., Suite 504, Bismarck, ND 58504-5881
"@%“ LS Telephone: (701) 328-9777 Fax: (701) 328-9785 :
W7D GF WS Web Site Address: hitp://www.ndbon.org ‘

it

Workplace Impairment Program: {701) 328-9783

To: ND Nurse Practitioners Association
Cheryl Rising APRN, FNP, President

From: ND Board of Nursing
Buzz Benson RN, President
Re: Support of proposed legislation to amend the

NDCC 43-12.1 -18. Nursing Practice Standards

Date: September 28, 2010

The North Dakota Board of Nursing met on September 16,2010 and discussed the request for
NDBON support for the legislative proposal to amend NDCC 43-12.1-18 Nursing Practice
Standards. The NDBON reviewed the Nurse Practices Act as it relates to the submission of a
collaborative agreement for granting prescriptive authority for APRNS. Brian Bergeson, SAAG,
reviewed applicable law related to the collaborative agreement and determined that this was a
requirement in the NDCC 43-12.1-18 Nursing Practice Standards. '

Therefore the Board made the following motion:
Motion: Rustvang, seconded by Traynor to:

SUPPORT A LEGISLATIVE PROPOSAL TO AMEND NDCC 43-12.1-18 NURSING
PRACTICE STANDARDS THAT WOULD ELIMINATE THE REQUIREMENT OF A
COLLABORATIVE AGREEMENT WITH A LICENSED PHYSICIAN FOR
PRESCRIPTIVE AUTHORITY.

Roll call vote: Anderson, yes; Benson, yes; Christianson, yes; Frank, yes; Lal.onde, yes; Levi, yes; Rustvang,
Smith, yes; Traynor, yes;
9 yes, 0 no, 0 absent. Motion carried.

Thank ybu for this opportunity to provide support for the APRNS to practice to their full scope of
practice. :

The mission of the North Dokota Board of Nursing is to assure North Dakola citizens quality nursing care through the regulation of standards for
nursing education, licensure and practiee,




/@ North Dakota Association of Nurse Anesthetists

P.O. Box 1755 » Bismarck, ND 58502-1755 « Phone 701-221-7797 « Fax 701-224-8824 » ndana@apind.com » www.ndana.org

Chery Rising November 4, 2010
North Dakota Nurse Practitioner Association

905 Dodge Circle

Bismarck, ND 58503

Ms. Rising:

The North Dakota Association of Nurse Anesthetists supports the NDNPA proposal to remove the
requirement for collaborative agreements from the regulation of nurse practitioners.

The North Dakota Association of Nurse Anesthetists represents more than 200 advanced practice,

Certified Registered Nurse Anesthetists, practicing in all settings across the state. From urban to rural

facilities, sole provider and in a team approach, CRNAs provide safe, quality care, administering

anesthesia to the vast majority of North Dakota patients. This care allows surgical, obstetrical, and

trauma stabilization services in hospitals and clinics, increasing access to health care throughout our
ate.

NDANA supports CRNAs practicing to the fullest extent of the scope of practice. ND law does not, and
never has required physician supervision of the CRNA or any collaborative arrangement with a physician
for the administration of anesthesia. It has been our position that any such requirement is not in the
best interest of the health care of ND citizens as it would create barriers to access. Additionally, natianal
studies have shown no difference in outcomes where the CRNA practices with or without physician
supervision.

The NDANA board received your information proposing to “Update the regulation requirements of
nurse practitioners to improve healthcare workforce utilization in North Dakota while maintaining
safety.” Your proposal to remove the requirement for collaborative agreements is consistent with the
NDANA position to improve access to safe, quality healthcare throughout ND, Additionally, NDANA
agrees with your position that such requirements “...do not assure patient safety, improve guality of
care, or lead to meaningful intra-disciplinary or integrated practice.” In fact, often such requirements,
especially in a rural state like ND, limit access to meet the healthcare needs of the citizens.

Sincerely,

80% Hprriiotes, casshy s

‘ Jody Slominski, CRNA, MSN
President
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PO Box 292 4 Mandan, ND % 58554
701-223-1385

The Nursing Scope and Standards of Practice, 2™ Ed. published in 2010 by
the American Nurses Association lists the standards of practice for all nurses.
These standards include assessment, diagnosis, outcomes identification, planning,
implementation, and evaluation. The standards of coordination of care, health
teaching and promotion, consultation and prescriptive authority and treatment
further define the standard of implementation. Consuitation and prescriptive
authority and treatment are specifically aimed at the advanced practice nurse. To
complete the list of standards, the standards of professional performance include:
ethics, education, evidence-based practice, quality of practice, communication,
leadership, collaboration, professional practice evaluation, resource utilization, and
environmental health. These standards are foundational in practice descriptions for

___the Registered Nurse and subsequently the APRN, thus being the basis for state law

and regulation which further define criteria for the licensure and description of the
scope of practice.

The APRN scope of practice already mandates the APRNs use a process that
ensures patient safety by following well accepted national standards of practice. It
is expected that all nurses as well as advanced practice nurses fulfill their contract
with society by being.accountable to the public by meeting the Scope and
Standards of Practice and the Code of Ethics. The Nurse Practices Act and Rules and
Regulations further promote safety through self regulation and individuals are
further overseen by institutional policy and procedures, credentialing and reviews
all based upon these Codes and Standards.

Based on the solid foundation upon which the APRN scope of practice has
been developed, and the fundamental belief that practice is self-governing and that
the standards describe accountabilities to society, NDNA fully supports removal of

the regulatory requirement for collaborative agreement for prescriptive privileges as

. presently written in the ND Nurse Practices Act.

ke Srrz PhD, RMRC
VoA [ hoseboit
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ACNP

AMERICAN COLLEGE OF NURSE PRACTITIONERS

December 14, 2010

To whom it may concern,

This letter is being sent in support of the North Dakota Nurse Practitioner Association’s
legislative efforts to change the Nurse Practice Act, Chapter 43-12.1-18 Nursing Practice
Standards. Currently the standard reads that in order to have prescriptive authority NPs must
“include evidence of a collaborative agreement with a licensed physician.” The NDNPA 1s
seeking to remove this barrier to full, appropriate NP practice.

There are currently fifteen states that do NOT require NPs to have any type of relationship with a
licensed physician to prescribe medications, with many of them having prescriptive
“independence” for over 20 years.

In July of 2008, the National Council of State Boards of Nursing released its document
“Consensus Model for APRN Regulation: Licensure, Accreditation, Certification & Education.”
In this document, the definition of an APRN “includes language that addresses responsibility and
accountability for health promotion and the assessment, diagnosis, and management of patient
problems, which includes the use and prescription of pharmacologic and non-pharmacologic
interventions” (p.7). (www.ncsbn.org/170.htm) Removal of the clause “include evidence of a
collaborative agreement with a licensed physician™ will bring the North Dakota Nurse Practice
Act into alignment with the recommendations and direction of the National Council of State
Boards of Nursing, and remove barriers to full and appropriate practice for Nurse Practitioners
and their patients.

Should you want any further information regarding Nurse Practitioners having independent
prescribing privileges, please feel free to contact me at President@ACNPweb.org.

Regards,

/ }I srsha ;il"”‘a' ¢

Marsha Siegel, EAD, FNP-BC
President
ACNP Board of Directors

ACNP < 1501 Wilson Boulevard, Suite 509 < Arlington, VA 22209
Tel: 703/740-2529 +% Fax: 703/740-2533 <+ Email: ACNP@acnpweb.org % www.acnpweb.org




. AMERICAN ACADEMY OF NURSE £

PRACTITIONERS

Administration: PO Box 12846 + Austin, TX 78711 - 512-442-4262 + Fax: 512-442-6469 - E-mall: admin@aanp.org - Web Site:
. www.aanp.org
Office of Health Policy: PO Box 40130 - Washington, DC 20016 - 202-966-6414 - Fax: 202-966-2856 - E-mail: dcoffice@aanp.org
Joumnal (JAANP): PO Box 12965 - Austin, TX 78711 - 512-442-4262 - Fax: 512-442-6469 - E-mail: journal@aanp.org

December 1, 2010

Senator Lee

North Dakota State Capitol
600 East Boulevard

Bismarck, North Dakota 58505

Re: Updating the Regulatory Statutes for Nurse Practitioner Prescribing (ND Century Code
43-12.1-18)

Dear Senator Lee,

. On behalf of the American Academy of Nurse Practitioners (AANP), our North Dakota
nurse practitioners members and the patients served by the North Dakota nurse i
practitioner community, 1 am writing to express support for the proposed updates to '
nurse practitioner prescribing section of 43-12.1-18 of the North Dakota Century Code.

Nurse practitioners are primary care providers who evaluate, diagnose, order and
interpret diagnostic tests, and initiate and monitor treatments—including writing
prescriptions. For nearly half a century, nurse practitioners have cuitivated a track
record for providing high quality, safe and cost effective care across all care settings.
Today, North Dakota is in a situation where we have well equipped clinicians that are
restricted from providing care at the top of their education and abilities because of
outdated legislative and regulatory language. Discussions with our North Dakota nurse
practitioner members have made it clear that the outdated requirement for a
collaborative agreement with a physician for nurse practitioner prescribing is failing to
add safety, quality, integrated communication, or coordination to patient care. Instead, it
has become an unnecessary formality that has set up barriers to practice, decreased
access to care, and clouded the public transparency around prescribing accountability.

The AANP recommends the removal of the outdated reguirement for a collaborative
- agreement for prescribing. In fact, AANP is not alone in recommending that outdated
legisiative barriers to practice be removed.

. - The Institute of Medicine, “The Future of Nursing: Leading Change, Advancing
' Health,” publication released October 2010 recommends that “advanced practice ¢
registered nurses should be able to practice to the full extent of their education and



legislatures “reform the scope-of-practice regulations to confirm to the National
Council of State Boards of Nursing Model Nursing Practice Act and Model Nursing
Administrative Rules”

f. training.” To achieve this goal, the IOM committee recommends that state
A b

» The Josiah Macy Foundation's 2010 “Who wili provide primary care and how will
they be trained?” summary recommends that “policies be changed to remove
barriers that make it difficult for nurse practitioners and physicians assistants to serve
as primary care providers and leaders of the patient-centered medical home of other
models of primary care delivery.”

» Consumer groups are additionally supporting updating practice regulation to
provide for greater access. In March 2010, the AARP released the following policy
statement, “Current state nurse practice acts and accompanying rules should be
interpreted and/or amended where necessary to allow APRNs to fully and
independently practice as defined by their education and certification.”

» 14 states and the District of Columbia have already adopted similar updates
that no longer require links to a physician for practice and prescribing—some
states have had these updates for over a decade.

The proposed language update to 43-12.1-18 is consistent with these national
recommendations and with the national trends in regulating nursing practice. This
language update will help address the healthcare workforce challenges facing North
Dakota, and maintain the strong commitment to public safety and quality of nurse
prescribing under the direct authority of the Board of Nursing. This change to the
regulation of nurse practitioner prescribing will not alter the scope of practice.

The American Academy of Nurse Practitioners, along with our North Dakota
membership, respectfully asks the Legislature to ensure that North Dakota effectively
utilizes the healthcare workforce by updating 43-12.1-18 to align with the National
Council of State Boards of Nursing (NCSBN) regulatory framework for advanced
practice nurses. We appreciate the opportunity to provide comment to this iegislative
process and its implication to care delivery. If there are any questions regarding the
AANPs comments, please contact our health policy office at (202) 966-6414.

Sincerely,

Tay Kopanos, DNP, NP
Director of Health Policy, State Government Affairs




SIGNATURES of SUPPORTING
PHYSICIANS

Corey Arcelay, MD
Biron Baker, MD
Robert Bathurst I, MD
Gretchen Belzer Curl, MD
Paula Bercier, MD

Paul Beauclair, MD

Jan Bexell-Gierke, MD
Kurt Datz, DO

Kent Diehl, MD

Jon Dickson, MD
Russell Emery, MD
Napoleon Espejo, MD
Siri Fibiger, MD

Kevin Folkers, MD
Greg Glasner, MD
Michael Grandison, DO

Thomas Hardis, MD

David Hartfield, MD
Mary Holm, MD
Anthony Johnson, MD
Richa Kaushik, MD
Kenneth Kihle, MD
John Kim, MD

Darwin Lange, MD

e

Gordon Leingang, DO
Keith Lesterburg, MD
Tracie Maliberg, MD
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Nurse Dractjtoyer Associstivn

North Dakota Nurse Practitioners are req_uesting your support with legislation to amend the
Nurse Practice Act o eliminate the raquirement for physician signature for prescriptive

privileges.

This change is consistent with the position of the National Council of State Boards of Nursing
and will: '

Elirninate barriers to NP practice.

\ncrease access to care for patients in our state

Will position ND more competitively in recruiting primary care NPs

Wil allow ND Nurse Practice Act 1o be more consistent with other wesiem rural states
to help work toward having Compact NP practice among neighboring states.

Will NOT change the NP scope of practice

« Wil NOT change quality of care for patients

. | am in favor of this amendment.
- %:_%%Md_;.ngﬂ_ Esgenble Hrattn brgo
) /
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(Signature) (Practice Location)

(Print name)
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North PDrkota

Nurse Practitioner Ansociation

North Dakota Nurse Practitioners are requesting your support with legislation t0 amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive
privileges.

This change Is consistent with the position of the National Council of State Boards of Nursing
and will:

Eliminate barriers to NP practice.

Increase access to care for patients in our state

Wil position ND more competitively in recruiting primary care NPs

Withaliow ND Nurse Practice Act to-be more consistent with other western rural states
to help work toward having Compact NP practice among neighboring states.

Wili NOT change the NP-scope-of practice

Will NOT change quality of care for patients

» o 00

i am in favor of this amendment.
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(Signature) (Practice Location)
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(Print name)
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(Print name)

(Signature) (Practice Location)

(Print name)
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North Dakota
Nurse Practitioper Association

North Dakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive
privileges.

This change is consistent with the position of the National Council of State Boards of Nursing
and will:

Eliminate barriers to NP practice.

Increase access to care for patients in our state

Will position ND more competitively in recruiting primary care NPs

Will aliow ND Nurse Practice Act to be more consistent with other western rural staies
to help work toward having Compact NP practice among neighboring states.

» Will NOT change the NP scope of practice

« Wi-NET change quality of care for patients

. | am in favor of this amendment.
v e PR Pnions g St W\
(Signature) {Practice Location)

Dok, K M

(Print name)

(Signature} . (Practice Location)

(Print name})

(Signature) (Practice Location)

. (Print name)
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Nort] Dakoth
Nurse Praviitioner Association

North Dakota Nurse Practitioners are requesting your support with legisiation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive

privileges.

This change is consistent with the position of the National Council of State Boards of Nursing
and will:

» Eliminate barriers to NP practice:
« Increase access to care for patients in our state
« Wil position ND more competitively in recruiting primary care NPs
» Wil allow ND Nurse Practice Act to be more consistent with other western rural states
to help work toward having Compact NP practice among neighboring states.
Will NOT change the NP scope. of practice
+ Wil NOT change quality of care for patients

| am in favor of this amendment.

Wi @;M/M W Sk fosgre/

(Signature) (Practice Location)

Willam /ﬂ/‘ml[e./ V.

7 LT

(Print néme)

(Signature) (Practice Location)
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Nurse Practice Act to eliminate the requirement for physician signature for prescriptive
privileges.

|

|

i,- North Dakota Nurse Practitioners are requesting your support with legislation to amend the

!.

| This change{s consistent with the position of the National Councll of State Boards of Nursing

! and will:

. « Eliminate barriers to NP practice.

« Increase access to care for patients in our state

g » Will position ND more competitively in recruiting primary care NPs

: « Wil aliow ND Nurse Practice Act to be more consistert with other western rural states

i ‘to help work toward having Compact NP practice among rjeighboring states.
| » Will NOT change the NP scope of practice '
« Will NOT change quality of care for patients

. | am in favor of this amendment.
Kd\r [aeuo

(Signature) ' (Practice Location)

Aganke \Ho 13

(Print name)
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(Signature) (Practice Location)
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North Dakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive
privileges.

This change is consistent with the position of the National Council of State Boards of Nursing
and will:

Eliminate barriers to NP practice.

Increase access to care for patients in our state

Will position ND more competitively in recruiting primary care NPs

Will allow NDNurse Practice Act to be more consistent with other western rural states
to help work toward having Compact NP practice among neighboring states.

Wil NOT change the NP scope of practice

« Will NOT change quality of care for patients

. i am in favor of this amendment.
n Lolll S o Mkl i

(Sfgnature) (Practice Locatlon) E,_;
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(Print name)

{Signature) (Practice Location)
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(Signature) : (Practice Location)
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North Daliota
Nrse Prractptioner Assoeiation

North Dakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Praclice Act to eliminate the requirement for physician signature for prescriptive
privileges.

This change is consistent with the position of the National Council of State Boards of Nursing
and will: '

+ Eliminate barriers to NP practice.

-« Increase access to care for patients in our state

« Wil position ND more competitively in recruiting primary care NPs

« Wil allow ND Nurse Practice Act to be more consistent with other western rural states
to help work toward having Compact NP practice among neighboring states.

« Wilt NOT change the NP scope of practice :

o Will NOT change quality of care for patients

| am iy favor of this amendment. <o N\‘Q\U@Q P\'\IK%\WV:\(U /4\33:?3‘\.[7&\095_
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(Print name)
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North Dakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive
privilegss.

This change la consistent with the position of the National Council of State Boards of Nursing
and will:

Eliminate barriers to NP practice,

Increase access to care for patients in our state

Will position ND more competitively in recruiting primery care NPs

Wit atfow ND Nurse Practice Actto be more consistent with other westaem rural states
to help work toward having Compact NP practice among nelghboring states.

Will NOT change the NP scopeof practice

Will NOT change quality of care for patients

! am in favor of this amendment.
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North Dakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive
privileges.

This change is consistent with the position of the National Council of State Boards of Nursing .
and will:

Eliminate barriers to NP practice.

Increase access to care for patients in our state

Will position ND more competitively in recruiting primary care NPs

Willallew-ND Nurse Practice Act te be more-consistent with other western +ural states
to help work toward having Compact NP practice among neighboring states.

Will NOT change the NP scope of practice

+ Wil NOT change quality of care for patients

7 . I am in favor of this amendment.
) _ﬂf-rA"” ﬁ Vlé D//4/ ‘274 /44

(Signature) \ {Practice Location)
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(Print name)
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North Dakota

Nurse Practitioner Association

North Dakota Nurse Practitioners are requesting your support with legisiation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive
privileges.

This change is consistent with the position of the National Council of State Boards of Nursing
and will: :

Eliminate barriers to NP practice.

Increase access to care for patients in our state

Will position ND more competitively in recruiting primary care NPs

Will ailow ND Nurse Practice Act to be more consistent with other western rural states
to help work toward having Compact NP practice among neighboring states.

Wil NOT change the NP scope of practice

Will NOT change quality of care for patients

1 am in favor of this a[gendment.

(Signature) (Practice Location)
e iTid W SRS
(Print name)

(Signature) (Practice Location)
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(Signature) {Practice Location)
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North Dakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive
privileges.

This change is consistent with the position of the National Council of State Boards of Nursing

and will:
e Eliminate barriers to NP practice.
e Increase access to care for patients in our state
e Will position ND more competitively in recruiting primary care NPs
+ Wil allow ND Nurse Practice Act to be more consistent with other western rural states

to help work toward having Compact NP practice among neighboring states.
Will NOT change the NP scope of practice
+ Will NOT change quality of care for patients

| am in favor of this amendment.
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I agree with the recommendation to update the Nurse Practice A<t and
¢liminate the statutory requirement for physician signature for
prescriptive privileges for Nurse Practitioners.
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North bakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Praclice Act to eliminate the requirement for physician signature for presoriptive
privileges.

This change is consistent with the position of the National Councll of State Boards of Nursing

and will:
+ Eliminate barriers to NP practics.
+ Increase acoess to care for patients in our state
» Wil position ND more competitively in recruiting primary care NPs
» Will allow ND Nurse Practice Act to be mora consistent with other western rural states

to help work toward-having Compact NP practice among neighboring states.
Will NOT change the NP scope of practice
« Will'NOT change quality of care for patients

. in favor of this amendment.
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North Dakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive

privileges.
This change is consistent with the position of the National Council of State Boards of Nursing

and will:

Eliminate barriers to NP practice.

Increase access to care for patients in our state

Will position ND more competitively in recruiting primary care NPs

Will allow ND Nurse Practice Act to be more censistent with othrer western rural states
to help work toward having Compact NP practice among neighboring states

Will NOT change the NP scope of -practice
Will NOT change quality of care for patients

. | am in favor of this amendment.
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North Dakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive
privileges. -

This change is consistent with the position of the National Coungil of State Boards of Nursing

: and will:

Eliminate barriers to NP practice.

Increase access to care for patients in our state

Will position ND more competitively in recruiting primary care NPs

Will allow ND Nurse Practice Act to be more consistent with other western rural states
to help work toward having Compact NP practice among neighboring states.

Wili NOT change the NP scope of practice

« Will NOT change quality of care for patients

> & & @

| am in favor of this amendment.
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I agree with the recommendation to update the Nurse Practice Act and
climinate the statutory requirement for physician signature for

- prescriptive privileges for Nurse Practitioners.

(Signature) ' ice Location)
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. North Dakota
Nurve Praviitioner Association

North Dakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive

privileges.

This change is consistent with the position of the National Council of State Boards of Nursing
and will:

Eiiminate barriers to NP practice.

Increase access to care for patients in our state

Will position ND more competitively in recruiting primary care NPs

Will allow ND Nurse Practice Act to be more consistent with other western rural states
to help work toward having Compact NP practice among neighboring states.

Will NOT change the NP scope of practice

» Will NOT change quality of care for patients

* & 9 @

. t am in favor of this amendment.
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(Print name)
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North Dakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive
privileges.

This change is consistent with the position of the National Council of State Boards of Nursing

and will:
» Eliminate barriers to NP practice.
« Increase access to care for patients in our state
» Wil position ND more competitively in recruiting primary care NPs
« Wil allow ND Nurse Practice Act to be more consistent with other western rural states
to help work toward having Compact NP practice among neighboring states.
« Will NOT change the NP scope of practice
» Wil NOT change quality of care for patients
. | am in favor of this amendment.
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North Dakota Nurse Practltioners are requesting your support with legisiation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive

privileges.

This change is consistent with the position of the National Council of State Boards of Nursing

and will:

Eliminate barriers to NP practice.
Increase access to care for patients in our state

® o o @

Wil position ND more competitively in recruiting prima
Wil aliow ND Nurse Practice Actto ba more consisten

ry care NPs
{ with other western rural states

to help work toward having Compact NP practice among neighboring states.

Will NOT change the NP scope of practice
\Will NOT change quality of care for patients

. | am in favor of this amendment.
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North Dakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive
privileges.

This change is consistent with the position of the National Council of State Boards of Nursing
and will:

Eliminate barriers to NP practice.

Increase access to care for patients in our state

Will position ND more competitively in recruiting primary care NPs

Wil aliow ND Nurse Practice Actto be more consistent with other western rural states
to help work toward having Compact NP practice among neighboring states.

Wilt NOT change the NP scope of practice

« Will NOT change quality of care for patients

. | am in favor of this amendment.
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North Dakota Nurse Practitioners are requesting your support with legislation to change
the Nurse Praclice Act to eliminate the requirement for physician signature for
prescriptive privileges.

This change is consistent with the position of the National Council of State Boards of
Nursing and will:

Elfiminate barriers to NP practice.

Increase access to care for patients in our state

Will position ND more competitively in recruiting primary care NPs

Will afiow ND Nurse Practice Act to be-more consistent with other western rural
states to help work toward having Compact NP practice among neighboring
states.

Will NOT change the NP scope of practice

» Wil not change quality of care for patients.
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North Dakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive
privileges.

This change is consistent with the position of the Nationai Council of State Boards of Nursing
and will:

Eliminate barriers to NP practice.

Increase access to care for patients in our state

Will position ND more competitively in recruiting primary care NPs

Will allow ND Nurse Practice Act to be more consistent with other western rural states
to help work toward having Compact NP practice among neighboring states.

Will NOT change the NP scope of practice

e Wil NOT change quality of care for patients

. }{ am in favor of this amendment.
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North Dakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive
privileges.

This change is consistent with the position of the National Council of State Boards of Nursing

and will:
» Eliminate barriers to NP practice.
¢ Increase access to care for patients in our state
¢ Will position ND more competitively in recruiting primary care NPs
o Will allow ND Nurse Practice Act to be more consistent with other western rural states
to help work toward having Compact NP practice among neighboring states.
« Will NOT change the NP scope of practice
+ Will NOT change quality of care for patients
. | am in favor of this amendment.
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North Dakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive
privileges. '

This change is consistant with the position of the National Council of State Boards of Nursing
and will:

Eliminate barriers to NP practice.

Increase access to care for patients in our state

Will position ND more competitively in recruiting primary care NPs

Wil allow ND Nurse Practice Act to be more consistent with other western rural states
to help work toward having Compact NP practice among neighbering states.

Will NOT change the NP scope of practice

Wili NOT change quality of care for patients.
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| am in favor of this amendment.
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North Dakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive

privileges,

This change is consistent with the position of the National Council of State Boards of Nursing
wiind will: T

_Eliminate barriers to NP practice.

increase accags to care for patients in our state

Will position ND more competitively in recruiting primary care NPs

Will aliow ND Nurse Practica Act to be more consistint with other wastem rural states
to help work toward having Compact NP practice amorignsighborimy states.

« Will NOT change the NP scope of practice

« Wil NOT changs quality of care for patients

* & 5 8

| am in favor of this amendment,
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This change Is consistent with th iti th
@ position i
and wilk on of the National Council of Statg Boards of Nursing

' Fliminata barriers to NP practice,
ncrease access to care for patients in our state
m: go'mnDNﬁ more competitively in recruiting primary care NPs
s aow . w‘:r?: Pract:ce Act to be more consistsnt with other westemn rurg)
. help w ard having Compact NP Rraciice-among moighboring stat states
change the NP scope of practice o siates.
. Wﬁl NOT change quality of care for patients.
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North Dakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive

privileges. : |
“This changa is consistent with the position of the Netional Council of State Boards of Nursing
g will:

Eliminate barriers to NP practice.

"Increase access to care for patients in our state

Wil position ND more competitively in recruiting primary care NPs

Will atiow ND Nurss Practice Act to be more consigtéht with other westam rural states
to help work toward having Compact NP practice among sielghboring states.

Will NOT change the NP scope of practice

Wil HOT change yuality of care for patients
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. | am in favor of this amendment.
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North Dakota Nurse Practitioners are requesting your support with legisiation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive
privileges. ‘

This change is consistent with the position of the National Council of State Boards of Nursing
and will:

Eliminate barriers to NP practice.

Increase access to care for patients in our state

Will position ND more competitively in recruiting primary care NPs

Will atiow ND Nurse Practice Actto be more consistent with other western rural states
to help work toward having Compact NP practice among neighboring states.

Wil NOT change the NP scope of practice

» Wil NOT change quality of care for patients

¢ @ o @

t am in favor of this amendment.
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North Dakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive
privileges. '

This change is consistent with the position of the National Council of State Boards of Nursing
and will: ‘

Etiminate barriers to NP practice.

Increase access to care for patients in our state

Wil position ND more competitively in recruiting primary care NPs

Will-allow. ND Nurse Practice Act to be more consisient with other western rwral states
to help work toward having Compact NP practice among neighboring states.

Will NOT ehange the-NP scepe of practice

Will NOT change quality of care for patients
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1 am in favor of this amendment.
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North Dakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive

privileges.

This change is consistent with the position of the National Council of State Boards of Nursing
and will: -

Eliminate barriers to NP practice.

Increase access to care for patients in our state

Will position ND more competitively in recruiting primary care NPs

\Will-allow ND-Nurse Practice Act to be more consistent-with other western rural slates
to help work toward having Compact NP practice among neighboring states.

will NOT change the NP scope of practice

o Will NOT change quality of care for patients

=. | am in favor of this amendment.
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North Dakota Nurse Practitioners are requesting your support with legisiation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive
privileges.

This change is consistent with the position of the National Council of State Boards of Nursing

and will:
« Eliminate barriers to NP practice.
e Increase access to care for patients in our state
« Will position ND more competitively in recruiting primary care NPs
« Wil allow ND Nurse Practice Act to be more consistent with other western rurai states

to help work toward having Compact NP practice among neighboring states.
Will NOT change the NP scope of practice
« Wil NOT change quality of care for patients

. | am in favor of this amendment.
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North Dakota Nurse Practitioners are requesting your support with legisiation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive
privileges.

This éhange is consistent with the position of the National Council of State Boards of Nursing

and will:
+ Eliminate barriers to NP practice.
» Increase access to care for patients in our state
» Wil position ND more competitively in recruiting primary care NPs
¢ Wil allow ND Nurse Practice Act to be more consistent with other western rural states

to help work toward having Compact NP practice among neighboring states.
Will NOT change the NP scope of practice
+ Wilt NOT change quaiity of care for patients

r. | am in favor of this amendment.
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North Dakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive

privileges.

This change is consistent with the position of the National Council of State Boards of Nursing

and will:
¢ Eliminate barriers to NP practice.
o Increase access to care for patients in our state
« Wil position ND more competitively in recruiting primary care NPs
e Will allow ND Nurse Practice Act to be more consistent with other western rural states

to help work toward -having Compact NP pracfice among neighboring states.
Will NOT change the NP scope of practice
¢ Wil NOT change quality of care for patients

. | am in favor of this amendment.
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North Dakata Nurse Practifioners ara requesting your support with legisiation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive

privileges.

This change is eonsistant with the position of the Natienal Council of State- Boards of Nursing
and will |

Eliminate barriars to NP practice.

Increase access to care for patients in our state

'Will position ND more competitively in recruiting primary care NPs

'Will-allow ND Nurse Practice Actto be more censistent with- other-western rural atat
to help work toward having Compact NP practice among neighbering states. T
'ill NOT change the NP scope of practice.
'Will NOT change quality of care for patients

. | am in favor of this amendment.
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North Dakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive
privileges.

This change is consistent with the position of the National Council of State Boards of Nursing
and will:

Eliminate barriers to NP practice.

Increase access to care for patients in our state

Will position ND more competitively in recruiting primary care NPs

Will allow ND Nurse Practice Act to be more consistent with other western rural states
to help-work toward fraving Cempaet NP practice among neighboring states.

Will NOT change the NP scope of practice

s Will NOT change quality of care for patients

. | am in favor of this amendment.
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North Dakota Nurse Practitioners are requesting your support with legislation to amend
the Nurse Practice Act to eliminate the requirement for physician signature for
prescriptive privileges.

This change is consistent with the position of the National Council of State Boards of
Nursing and will:

« Eliminate barriers to NP practice.

« Increase access to care for patients in our state

Wil position ND more competitively in recruiting primary care NPs

« Wik allow-ND- Nurse-Practice Act to be.mare consistent with other western rural
states to help work toward having Cormpact NP practice among reighboring
states.

« Wil NOT change the NP scope of practice

. Will not change quality of care for patients.
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North Dakota Nurse Practitioners are requesting your support with legislation to amend the
Nurse Practice Act to eliminate the requirement for physician signature for prescriptive
privileges.

This change is consistent with the position of the National Council of State Boards of Nursing
and will:

Eliminate barriers to NP praciice.

Increase access to care for patients in our state

Will position ND more competitively in recruiting primary care NPs

WIll ailow ND Nurse Practice Act to be more consistent with other western rural states
to help work toward-having Compact NP practice among neighboring states.

» Wil NOT change the NP scope of practice
o Wili NOT change-quality of care for patients
I am in favor of this amendment, ggg‘g y::mam Center
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Fors Py

(Signature) o - (Practice Location)

Kinwadn, o X B Qw'-}rv _
(Print nameﬁ) N

Family HealthCare Canter
306 Fourth StN

Fargo ND 581024820
M /Z/Z; A p

(Siﬁnatﬁ./e) {Practice Location)
Algtocesr  fo E:re; o

(Print name)

(Signature) (Practice Location)

.(Print name) . >




TESTIMONY
TO

SENATE HOUSE AND HUMAN SERVICE

COMMITTEE
62"° ND LEGISLATIVE ASSEMBLY
BY
GWEN WITZEL NP, FAMILY NURSE
PRACTITIONER,
AANP REGION 8 DIRECTOR

January 18, 2011



. TESTIMONY
TO
SENATE HOUSE AND HUMAN SERVICE COMMITTEE
62™° ND LEGISLATIVE ASSEMBLY
BY
GWEN WITZEL NP, FAMILY NURSE PRACTITIONER,
AANP REGION 8 DIRECTOR

January 18, 2011

Madame Chairman and members of the committee

My name is Gwen Witzel, Family Nurse Practitioner (FNP) and a primary care
provider in a rural community in ND, and 1 am here to testify in support of Senate
Bill 2148. 1 practice in a critical access hospital covering the clinic, emergency
roorﬁ and have hospital admitting privileges. I was selected as ND 2009 Rural
Health Provider of the Year, which is an award presented by the Center for Rural
Health, UND, and the School of Medicine and Health Sciences. 1 mention this to

demonstrate that my practice is busy and recognized as providing quality health

. carc.

PRESSISAY



My collaborating physician for prescriptive privileges is Dr Tracie Mallberg who is
a Family Practice Physician and owner of Lilycare Clinic in Fargo which is 180
miles from my practic.e location. Dr Mallberg and I do not practice together, nor
is she responsible for my practice, and is not responsible for reviewing my medical
records. I had requested Dr Mallberg to sign the affidavit when she was doing
locum coverage at the facility [ work. During that time my community did not
have any regular physician on staff. Her signature on my license meets the
requirement of the law but does not provide for any direct oversight of my practice

or my prescriptive writing. This is why we feel the physician signature

requirement is an unnecessary formality. .

Having a physician signature on my APRN license is not needed. As a Nurse
Practitioner I diagnose, and treat acute and chronic health conditions, order lab and
x-ray tests and interpret results and prescribe medication. NPs have been
recognized as primary care providers in ND since 1992. The collaborative
agreement states that the NP is required to consult with a collaborative Physician
or another physician in her absence once every two months in regard to some
prescriptive practice. Asa NP I collaborate with other health care providers on a

daily basis. The person with whom I consult is based on the need of the patient.



. Most often the physician consulted is not the physician who has her signature on

my license at the Board of Nursing.

As you have heard the testimony of my colleagues the requirement to have a
physician signature on my license at the Board of Nursing 1s a formality that does
not improve quality or safety of practice. There have been a number of studies
done and all have shown NP practice is safe and of high quality. (AANP Quality
of Nurse Practitioner document) The nation is moving forward to eliminate
barriers to NP practice. This will improve access to healthcare and address the
. issue of the increasing numbers of people who will be needing primary care

services.

There are communities in ND that do not have any healthcare provider. By
eliminating the requirement for physician signature will open doors for NPs to
practice in areas that may not currently have providers. Also we are working
toward making the Nurse Practice Act similar from state to state to allow NP
practice across state lines. This will help to decrease the shortage of primary care

providers particularly in rural ND.



. Eliminating the physician signature requirement for my prescriptive practice will m
{
not change my scope of practice. (AANP Scope of Nurse Practitioner Practice
document) Also it will not change the quality review process that is already
established in most prﬁctices to assure quality of care. All that will change is the

unnecessary paper on file at the Board of Nursing.

I am requesting your support of Bill 2148 to move ND forward to be consistent
with recommendations from the National Council of State Boards of Nursing and a

host of other national and state organizations and to improve access to healthcare

in ND.
Thank you for your support

Gwen Witzel FNP

Family Nurse Practitioner, Langdon ND

American Academy of Nurse Practitioher Region 8 Director (ND, SD, UT, MO,
WY, CO)

otwitzel@utma.com
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PROFESSIONAL ROLE

Nurse Practitioners are licensed independent practitioners who practice in ambulatory,
acute and long term care as primary and/or specialty care providers. According to their practice
specialty they provide nursing and medical services to individuals, families and groups. In
addition to diagnosing and managing acute episodic and chronic illnesses, nurse practitioners
emphasize health promotion and disease prevention. Services include, but are not limited to
ordering, conducting, supervising, and interpreting diagnostic and laboratory tests, and
prescription of pharmacologic agents and non pharmacologic therapies. Teaching and
counseling individuals, families and groups are a major part of nurse practitioner practice.

As licensed independent practitioners, nurse practitioners practice autonomously and in
collaboration with health care professionals and other individuals to assess, diagnose, treat and
manage the patient's health problemsineeds. They serve as health care researchers,
interdisciplinary consultants and patient advocates.

EDUCATION

Entry ievel preparation for nurse practitioner practice is at the master's, post master's or
doctoral level. Didactic and clinical courses prepare nurses with specialized knowledge and
clinical competency to practice in primary care, acute care and long term health care settings.

= Self-directed continued learning and professional development beyond the formal advanced
' education is essential to maintain clinical competency.

ACCOUNTABILITY

The autonomous nature of the nurse practitioner's advanced clinical practice requires
accountability for health care outcomes. Insuring the highest quality of care requires national
certification, periodic peer review, clinical outcome evaluations, a code for ethical practice,
evidence of continuing professional development and maintenance of clinical skills. Nurse
practitioners are commmitted to seeking and sharing knowledge that promotes quality health care
and improves clinical outcomes. This is accomplished by leading and participating in both
professional and lay health care forums, conducting research, and applying findings to clinical
practice.

RESPONSIBILITY

The role of the nurse practitioner continues to evolve in response to changing societal
and health care needs. As leaders in primary and acute health care, nurse practitioners
combine the roles of provider, mentor, educator, researcher and administrator. Members of the
profession are responsible for advancing the role of the nurse practitioner and insuring that the
Administration standards of the profession are maintained. This is accomplished through involvement in
P.O. Box 12846 professional organizations and participation in health policy activities at the local, state, national,

Austin, TX 78711 ; .
p 512.442.4262 and international ievels.

f512.442.6469
.aanp.org

of Health Policy
7w, Box 40130

™ Washington, DC 20016 _ y
p 202.966.6414 © American Academy of Nurse Practitioners, 1993

f 202.966.2856 ; Revised 1998, 2002, 2007, 2010
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Nurse Practitioner Nurse
Prescriptive Privilege \

The American Academy of Nurse Practitioners (AANP) advocates that nurse
practitioners have unlimited prescriptive authority (this includes dispensing privileges) in
their scope of practice.

Nurse practitioners are licensed independent advanced practice nurses who have
completed a formal educational program beyond that of the registered nurse. Nurse
practitioners have advanced education in pathophysiology, pharmacology and clinical
diagnosis and treatment that prepares them to diagnose and prescribe medications and
treatments in their specialty area. Nurse practitioners make independent and
collaborative decisions about the health care needs of individuals, families, and groups
across the life span.

Over four decades of research conclude that nurse practitioners provide safe, cost-
effective, high-quality health care. Prescribing medications and devices is essential to
the nurse practitioner's practice. Restrictions on prescriptive authority limit the ability of
nurse practitioners to provide comprehensive health care services.

Nurse practitioners are regulated by state boards of nursing or other state designated
agencies. Nurse practitioners serve as members of state boards of nursing and advisory
councils for advanced practice nurses. This process promotes public safety and
competent nurse practitioner practice. o
et

AANP recommends that state boards of nursing regulate nurse practitioner practice and
prescriptive authority. AANP also advocates that nurse practitioners be nationally
certified and obtain annual continuing education credits in pharmacology.

The ability of nurse practitioners to prescribe, without limitation, legend and controlled
drugs, devices, adjunct health/medical services, durable medical goods, and other
equipment and supplies is essential to provide cost-effective, quality health care for the
diverse populations they serve across the life span.

Wi/
® American Academy of Nurse Practitioners, 1992 @
Revised 1993, 1998, 2002, 2007, 2010
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Quality of
Nurse Practitioner Practice

Nurse practitioners {(NP's) are high guality health care providers whe practice in primary care, ambulatory,
acute care, specialty care, and long-term care. They are registered nurses prepared with specialized
advanced education and clinical competency to provide health and medical care for diverse populations in a
variety of settings. A graduate degree is required for entry-level practice. The NP role was created in 1965,
and for 45 years, research has consistently demonstrated the high quality of care provided by NPs. The body
of evidence suppors that the quality of NP care is at least equivalent to that of physician care. This paper
provides a summary of a number of important research reports supporting the NP.

Avern, J., Everitt, D.E., & Baker, MW, (1991). The neglected medical history and therapeutic choices for
abdominal pain. A nationwide study of 799 physicians and nurses. Archives of internal Medicine,
151{4), 694-698.

A sample of 501 physicians and 298 NPs participated in a study by responding to a hypothetical scenario
regarding epigastric pain in a patient with endoscopic findings of diffuse gastritis. They were able to request
additional information before recommending treatment. Adequate history-taking resulted in identifying use of
aspirin, coffee, cigarettes, and alcohol, paired with psychosocial stress. Compared to NPs, physicians were
more likely to prescribe without seeking relevant history. NPs, in contrast, asked more questions and were
less likely to recommend prescription medication,

Bakerjian, D. {2008). Care of nursing home residents by advanced practice nurses: A review of the
literature. Research in Gerontological Nursing, 1{3), 177-185.

Bakerjian conducted and extensive review of the literature, particularly of NP-led care. She found that long-
term care patients managed by NPs were less likely to have geriatric syndromes such as falls, UTls, pressure
ulcers, etc. They alse had improved functional status, as well as better managed chronic conditions.

Brown, S.A. & Grimes, D.E. (1985). A meta-analysis of nurse practitioners and nurse midwives in
. primary care. Nursing Research, 44(6), 332-8. O i
A meta-analysis of 38 studies comparing a total of 33 patient cutcomes of NPs with those of physicians
demonstrated that NP outcomes were equivalent to or greater than those of physicians. NP patients had
higher levels of compliance with recommendations in studies where provider assignments were randomized
and when other means to control patient risks were used, Patient satisfaction and resclution of pathological
conditions were greatest for NPs. The NP and physician outcomes were equivalent on all other outcomes.

Congressional Budget Office. (1979). Physician extenders: Their current and future role in medical care
delivery. Washington, D.C.: US Government Printing Office.

As early as 1979, the Congressional Budget Office reviewed findings of the numerous studies of NP
performance in a variety of settings and concluded that NPs performed as weil as physicians with respect to
patient outcomes, proper diagnosis, management of specified medical conditions, and frequency of patient
satisfaction.

Cooper, M.A,, Lindsay, G.M., Kinn, 5., Swann, |.J. (2002). Evaluating emergency nurse practitioner
services: A randomized controlled trial. Journal of Advanced Nursing, 40(6), 771-730.

A study of 199 patients randomly assigned to emergency NP-led care or physician-led care in the U.K.
demonstrated the highest level of satisfaction and clinical documentation for NP care. The outcomes of
recovery time, symptom level, missed work, unpianned follow-up, and missed injuries were comparable
between the two groups.

Ettner, S.L., Kotlerman, J., Abdelmonem, A., Vazirani, S., Hays, R.D., Shapiro, M., et al. (2006). An
alternative approach to reducing the costs of patient care? A controlled trial of the multi-disciplinary
doctor-nurse practitioner (MDNP) model. Medical Decision Making, 26, 9-17.

Significant cost savings were demonstrated when 1207 patients in an academic medical center were
randomized to either standard treatment or to a physician-NP model.




Horrocks, S., Anderson, E., Salisbury, C. (2002). Systematic review of whether nurse practitioners
working in primary care can provide aquivalent care to doctors. British Medical Journal, 324, 819-823.
A systematic review of 11 randomized clinical triats and 23 observational studies identified data on ocutcomes
of patient satisfaction, health status, cost, and/or process of care. Patient satisfaction was highest for patients
seen by NPs. The health status data and quality of care indicators were too heterogeneous to allow for meta-
analysis, although gualitative comparisons of the results reported showed comparable outcomes between NPs
and physicians. NPs offered more advice/information, had more complete documentation, and had better
communication skills than physicians, NPs spent longer time with their patients and performed a greater
number of investigations than did physicians. No differences were detected in health status, prescriptions,
return visits, or referrals. Eguivalency in appropriateness of studies and interpretations of x-rays were
identified.

Laurant, M., Reeves, D., Hermens, R., Braspenning, J., Grol, R., & Sibbald, B. (2006). Substitution of
doctors by nurses in primary care. Cochrane Database of Systematic Reviews. 2006, Issue 1,

This meta-analysis included 25 articles relating to 16 studies comparing outcomes of primary care nurses
{nurses, NPs, clinical nurse specialists, or advance practice nurses) and physicians. The guality of care
provided by nurses was as high as that of the physicians. Overall, health cutcomes and outcomes such as
resource utilization and cost were equivalent for nurses and physicians. The satisfaction level was higher for
nurses. Studies included a range of care delivery models, with nurses providing first contact, ongoing care,
and urgent care for many of the patient cohorts.

Lenz, E.R., Mundinger, M.O,, Kane, R.L., Hopkins, 8.C., & Lin, 3.X (2004). Primary care outcomss in
patients treated by nurse practitioners or physicians: Two-year follow-up. Medical Care Research and
Review 61(3), 332-351.

The outcomes of care in the study described by Mundinger, et al. in 2000 (see below) are further described in
this report including two years of follow-up data, confirming continued comparable outcomes for the two
groups of patients. No differences were identified in health status, physiologic measures, satisfaction, or use
of specialist, emergency room, or inpatient services. Patients assigned to physicians had more primary care
visits than those assigned to NPs.

Lin, 8.X., Hooker, R.S., Lens, E.R., Hopkins, S.C. (2002). Nurse practitionars and physician assistants in
hospital outpatient departments, 1997-1999. Nursing Economics, 20{4), 174-179.

Data from the National Hospital Ambulatory Medical Care Survey (NHAMCS) were used to identify patterns of
NP and PA practice styles. NPs were more likely to see patients alone and to be involved in routine
examinations, as well as care directed towards wellness, health promotion, disease prevention, and heaith
education than PAs, regardless of the setting type. In contrast , PAs were more likely to provide acute problem
management and to invelve another person, such as a support staff persen or a physician,

Mundinger, M.O., Kane, R.L., Lenz, E.R,, Totten, A.M., Tsai, W.Y., Cleary, P.D., et al. (2000). Primary care
outcomes in patients treated by nurse practitioners or physicians: A randomized trial. Journal of the
American Medical Association, 283(1), 59-68.

The outcomes of care were measured in a study where patients were randomly assigned either to a physician
or to an NP for primary care between 1985 and 1997, using patient interviews and health services utilization
data. Comparable outcomes were identified, with a total of 1316 patients. After six menths of care, health
status was equivalent for both patient groups, although patients treated for hypertension by NPs had lower
diastolic values. Health service utilization was equivalent at both 6 and 12 menths and patient satisfaction
was equivalent following the initial visit. The only exception was that at six months, physicians rated higher on
one component (provider attributes) of the satisfaction scale.

Office of Technolegy Assessment. (1986). Nurse practitioners, physician assistants, and certified nurse
midwives: A policy analysis. Washington D.C.: US Government Printing Office.

The Office of Technology Assessment reviewed studies comparing NP and physician practice, concluding that,
"NPs appear to have better communication, counseling, and interviewing skills than physicians have.” (p. 19)
and that malpractice premiums and rates supported patient satisfaction with NP care, potnting out that
successful malpractice rates against NPs remained extremely rare.



Ohman-Strickland, P.A,, Orzano, A.J., Hudson, 8.V, Solberg, 1.1, DiCiccio-Bloom, B., O'Malley, D., ot al. {2008). Quality
of diabetes care in family medicine practices: Influance of nurse-practitioners and physician’s assistants. Annals of
Family Medicine, 6(1), 14-22.

The authors conducted a cross-sectional study of 46 practices, measuring adherence to ADA guidelines. They reported that
practices with NPs were more likely to perform better on quality measures including appropriate measurement of glycosylated
hemoglobin, lips, and microalbumin levels and were more likely to be at target for lipid levels.

Prescott, P.A. & Driscoll, L. (1980). Evaluating nurse practitioner performance. Nurse Practitioner, 1(1), 28-32.

The authars reviewed 26 studies comparing NP and physician care, goncluding that NPs scored higher in many areas. These
included: amount/depth of discussion regarding child health care, preventative health, and weliness; amount of advice,
therapeutic listening, and suppon offered 1o patients; completeness of history and follow-up on history findings; completeness
of physical examination and interviewing skills; and patient knowledge of the management plan given to them by the provider.

Roblin, D.W., Becker, R., Adams, E.K,, Howard, D. H., & Roberts, M.H. {2004). Patient satisfaction with primary care:
Does type of practitioner matter? Medical Care, 42(6), 606-623.

A retrospective observational study of 41,209 patient satisfaction surveys randomly sampled between 1997 and 2000 for visils
by pediatric and medicine departments identified higher satisfaction with NP and/or PA interactions than those with physicians,
for the overall sample and by specific conditions. The only exception was for diabetes visits to the medicine practices, where
the satisfaction was higher for physicians.

Sacket, D.L., Spitzer, W. O, Gent, M., & Roberts, M. (1974). The Burlington randomized trial of the nurse practitioner:
Health outcomes of patients. Annals of Internal Medicine, 80(2), 137-142.

A sample of 1508 families were randomly allocated, so that two-thirds continued to receive primary care from a family
physician and one-third received care from a NP. The outcomes included: mortality. physical function, emotional function, and
social funclion. Results demonstrated comparable outcomes for patients, whether assigned to physician or to NP care. Details
from the Burlington trial were also described by Spitzer, et al (see below).

Safriet, B. J. (1982). Health care dollars and regulatory sense: The role of advanced practice nursing. Yale Journal on
Regulation, 9(2).

The full Summer 1992 issue of this jounal was devoted to the topic of advanced practice nursing, including documenting the
cost-effective and high quality care provided, and 1o call for eliminating regulatory restrictions on their care. Safriet summarized
the OTA study concluding that NP care was equivalent to that of physicians and pointed out that 12 of the 14 studies reviewed
in this report which showed differences in quality reported higher quality for NP care. Reviewing a range of data on NP
productivity, patient satisfaction, and prescribing, and data on nurse midwife practice, Safriet concludes "APNs are proven
providers, and removing the many barriers to their practice will only increase their ability to respend to the pressing need for
basic health care in our country” (p. 487).

Spitzer, W.0., Sackett, D.L., Sibley, J.C., Roberts, M., G'ent, M., Kergin, D.J., Hacket, B.D., & Olynich, A. (1974). The
Burlington randomized trial of the nurse practitioner. New England Journal of Medicine, 290 (3), 252-256.

This report provides further details of the Burlington trial, also described by Sackett, et al. (see above). This study involved
2796 patients being randomly assigned to either one of two physicians or to an NP, so that one-third were assigned to NP
care, from July 1971 to July 1972. At the end of the period, physical status and satisfaction were comparable between the two
groups. The NP group experienced a 5% drop in revenue, associated with absence of billing for NP care. It was hypothesized
that the ability to bill for all NF services would have resuited in an actual increased revenue of 8%. NPs functicned alone in
67% of their encounters. Clinical activities were evaluated and it was determined that 69% of NP management was adequate
compared 1o 6% for the physicians. Prescriptions were rated adequate for 71% of NPs compared to 75% for physicians. The
conclusion was that "a nurse practitioner can provide first-contact primary clinical care as safely and effectively as a family
physician” (p. 255).

© American Acadeh’:y of Nurse Praciitioners
Revised 2007, 2010
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5
. TESTIMONY TO
SENATE HOUSE AND HUMAN SERVICE COMMITTEE
62"" ND LEGISLATIVE ASSEMBLY
BY
Tracie M. Mallberg, M.D.
Owner and physician at
LILYCARE CLINIC,

West Fargo, ND

Madame Chairman and members of the committee;

My name is Dr. Tracie Mallberg. I am a family practice physician and I
practice in my own facility; LilyCare Clinic in West Fargo, ND. I opened my
clinic in June of 2008. Prior to that time I was a partner in a locum tenens firm and
I provided services to many of the rural communities and Emergency Departments
around the state. The rural communities that I worked with were typicalily staffed
by Nurse Practitioners as the primary healthcare providers.

I have had the opportunity to work closely with many of the Nurse
Practitioners across ND. In my experience, the quality of care, the dedication to

. community and adherence to scope of practice has been exemplary. While I was



. providing physician services in Langdon, ND I became very familiar with the
practice of Gwen Witzel, FNP. I have a great respect for Ms. Witzel and her
dedication to the community in which she practices. After several return visits to
Langdon I was approached by Ms. Witzel with regard to acting as her
collaborating physician for prescriptive privileges. At that point, | was completely
unaware of the requirement and when I was approached I needed to research this to
try and understand the requirements that this signature encompassed. I was
surprised by the frivolity of the requirement. The signature requires that Gwen is
required to consult with myself or another physician once every two months with
regard to some prescriptive practice. As a provider in ND; Physician, Nurse

. Practitioner or otherwise, collaboration regarding patient issues takes place on a
near daily basis.

This requirement has no effect on patient care, chart review or practice
methods. Nurse Practitioners of North Dakota have proven to have a high quality
of practice and deserve the respect of those in a lawmaking positions to recognize

formalities and rules of practice that improve quality of patient care.

Thank you for your time and consideration in this matter.

Tracie M. Mallberg M.D. Family Practice



SENATE HUMAN SERVICES COMMITTEE
S.B. 2148
January 18, 2011

Testimony of Duane Houdek
North Dakota State Board of Medical Examiners

Madam Chairman, members of the Senate Human Services Committee, my name is
Duane Houdek, Executive Secretary of the North Dakota State Board of Medical Examiners. On
behalf of the Board. | testify in opposition to Senate Bill 2148.

By statute, the role of the Board of Medical Examiners is to regulate the practice of
medicine in North Dakota. For over 120 years, our single mission has been to protect the public.
That duty includes sanctioning physicians when they violate the disciplinary laws of the state,
something we do rigorously.

I can tell you that prescribing cases—especially the prescribing of pain medications—are
among the most complex cases we review. The correct prescription of opioids is an extremely
difficult and nuanced matter. |

The importance of correctly prescribing pain medications and other controlled substances
is especially elevated today, as we know that prescription drugs have become the drug of choice
for many and prescription drug abuse is a most serious societal problem. Prescription opioids
are now responsible for more overdose deaths and emergency room visits than heroin and
cocaine combined.

Recently , I sat through a hearing in the House IBL committee regarding the narcotic
prescribing to Workforce Safety and Insurance claimants. WSI provided evidence of 10
providers who, together, prescribed 59% of all narcotics to WSI claimants in the state. Three of
those providers were family nurse practitioners. Iam not saying any of the prescribing, by nurse
practitioner or physician, was improper. Volume, in and of itself, does not indicate the quality of
practice. | mention this to you to point out that prescribing of pain medication can be a big part
of practice, and no provider is immune from the demands for prescription pain medication.

This is an area where the need for public protection is especially acute. | understand that

your job, as policy makers, is oftentimes to balance competing interests. In this case, at this time,



I suggest to you that prescribing of controlled substances by nurse practitioners needs more
collaboration, not less. That oversight of such prescribing needs 1o be enhanced, not diminished.

[t does not appear that the benefit to the public, whether measured in terms of access to
service or quality of care, is particularly improved by this proposed legislation. It does appear
that the risk to the public of incorrect prescribing of potentially dangerous drugs is, if anything,
increased. For that reasoh, the board is opposed to this bill.

Thank you for the opportunity to testify. I will try to answer any questions you may have.
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Testimony in Opposition to SB 2148
Senate Human Services Committee

January 18, 2011

Madam Chairman Lee and Committee Members, I'm Bruce Levi and I serve as
executive director of the North Dakota Medical Association. The North Dakota
Medical Association is the professional membership organization for North Dakota

physicians, residents and medical students.

The North Dakota Medical Association initially reviewed SB 2148 through an ad
hoc committee comprised of the following physicians, who reaffirmed existing
NDMA policy:

Steven P. Strinden, MD, Fargo

Kimberly T. Krohn, MD, Minot

A Michael Booth, MD, Bismarck

Fadel Nammour, MD, Fargo

Catherine E. Houle, MD, Hettinger

Shelly A. Seifert, MD, Bismarck

While the North Dakota Medical Association recognizes the critical roles
performed by advanced practice registered nurses as part of the
multidisciplinary team that provides high quality and efficiently delivered

health care, the Association opposes SB 2148 for the following reasons:

1. The collaborative prescriptive agreement required by NDCC 43-12.1-18 is a very
important and necessary patient safety tool that ensures that advanced practice
registered nurses are exercising prescriptive authority consistent with their level of

training and skills.

2. The proposed removal of the collaborative prescriptive agreement will change
nurse practitioner scope of practice; state law should continue to recognize the
limits of the clinical and pharmacotherapy training of advanced practice registered
nurses and continue to recognize the need for physician collaboration in prescriptive

practice.



3. The proposed removal of the collaborative prescriptive agreement will not increase access
to care for patients; the collaborative prescriptive agreement is not a barrier in the sense that
it limits advanced practice registered nurses from practicing to the full level of their training

and clinical skills.

4, The proposed removal of the collaborative prescriptive agreement will result in
independent practice that equates to the practice of medicine; while advanced practice
registered nurses provide many core primary care services, they are not interchangeable with
physicians in providing the full depth and breadth of services that primary care physicians
provide. The collaborative prescriptive agreement appropriately recognizes the differences in
training and skills between the medical and nursing professions and in their respective

contributions to team-based and patient-centered care.

1. The collaborative prescriptive agreement required by NDCC 43-12.1-18 is a very
important and necessary patient safety tool that ensures that advanced practice
registered nurses are exercising prescriptive authority consistent with their level of

training and skills.

The proponents of this legislation minimize the collaborative prescriptive agreement
requirement in section 43-12.1-18 as a ministerial “signature” requirement. It is much more
than that. The collaborative prescriptive agreement is a very important patient safety
provision that ensures that advanced practice registered nurses are providing care consistent
with their level of training and skills. It underscores the value of all health care professionals
working together in a coordinated, team-based fashion which is recognized as an optimal

approach to providing quality, patient-centered care.

The collaborative prescriptive agreement does not prevent advanced practice registered
nurses from practicing to the full extent of their training and experience as part of a
collaborative team. It is simply a tool used by the vast majority of states to protect the public,
including many states in our region - Minnesota, South Dakota, Nebraska, Kansas and

Wisconsin which require a collaborative or supervisory agreement not just for prescriptive



authority but for diagnostic and treatment practice as well. North Dakota is one of about eight
“hybrid” states that require only a collaborative prescriptive agreement and do not require a
collaborative or supervisory agreement for diagnosis and treatment. Yet overall, 35 states still
recognize the importance of collaboration or supervision by a physician in the prescriptive

practice of advanced practice registered nurses.

As asserted, the collaborative prescriptive agreement does require the signature of a
physician. What that signature represents is a collaborative prescriptive agreement that sets
| forth the manner of review and approval of the planned prescriptive practices for the
advanced practice registered nurse. The plan identifies the broad classifications of drugs or
devices to be commonly prescribed by the nurse practitioner, identifies the methods and
frequency of the collaboration for prescriptive practices, “which must occur as client needs

dictate, but no less than once every two months,” identifies methods of documentation of the

collaborative process regarding prescriptive practices, and identifies arrangements for
collaboration regarding prescriptive practices in the temporary or extended absence of the
physician [INDAC 54-05-03.1-09(4)]. The administrative rules of the North Dakota Board of

Nursing relating to the collaborative prescriptive agreement are attached.

That is what the signature represents — a too! that provides assurance that there is
collaboration to ensure that the prescriptive authority is consistent with the nurse
practitioner’s training and experience. It is not onerous. It does not prevent nurse practitioners

from practicing to the full extent of their training and experience.

In the 2009 legislative session, the North Dakota Nurse Practitioners Association argued
successfully to the legislature for status as Medicaid primary care case managers. In their
testimony it was argued that primary care case manager status “will not change or affect our
collaborative agreement.” {Testimony of Cheryl Rising, RN, MS, CNRN, FNP, January 20,
2009, Sen. Human Services Committee]. Clearly, the collaborative agreement may be an
inconvenience to some nurse practitioners, but the inconvenience of the collaborative
prescriptive agreement does not affect the ability of a nurse practitioner from practicing to the
fuli extent of their education and training, whether it be as a primary care case manager with

Medicaid or in general prescriptive practice.



With a shortage of both physicians and nurses and millions more insured Americans, health
care professionals will need to continue working together to meet the surge in demand for
health care. A collaborative team approach to care - with each member of the team playing
the role he or she has been educated and trained to play - has a proven track record of success
and helps to ensure that patients get safe, high-quality care and value for their health care

spending.

2. The proposed removal of the collaborative prescriptive agreement will change nurse
practitioner scope of practice; state law should continue to recognize the limits of the
clinical and pharmacotherapy training of advanced practice registered nurses and

continue to recognize the need for physician collaboration in prescriptive practice.

Although nurses are critical to the health care team, there is no substitute for a physician’s
education and training. Physicians come with seven or more years of postgraduate education
and more than 10,000 hours of clinical experience. We believe this difference in education
and training matters. It matters during times of medical emergencies. It matters in primary
care situations when seemingly “simple” conditions actually mask underlying, complex
conditions. And it matters to ensure that the right diagnosis and treatment plan, including the

right prescription if necessary, is made from the beginning to help save patients money on

unnecessary prescriptions, tests and referrals.

Nurse practitioner groups nationally in their literature belabor the general notion that
collaboration is not the same as “supervision,” especially if compared to the use of the term
“supervision” in the administrative rules of the North Dakota Board of Medical Examiners in
the regulation of physician assistants who “provide patient services under the supervision and
responsibility of a physician who is responsible for the performance of that assistant™ [NDAC
50-03-01-01]. If collaboration means to “work jointly with others,” it certainly is in the best
interests of patients that nurse practitioners and physicians work together, particularly in
prescribing controlled substances. The collaborative prescriptive agreement recognizes
differences in the training and skills between the medical and nursing professions, and simply
places the physician and nurse practitioner in the position of working together in prescriptive
practice to ensure that patients receive prescriptions that are medically necessary and

appropriate to the diagnosis.



3. The proposed removal of the collaborative prescriptive agreement will not increase
access to care for patients; the collaborative prescriptive agreement is not a barrier in
the sense that it limits advanced practice registered nurses from practicing to the full

level of their training and clinical skills.

NDMA recognizes that difficulties in securing access to qualified physicians in rural or
underserved areas provide at first glance what seems to be a legitimate rationale on which to
lobby for expanded scope of practice. However, NDMA has always looked first to what’s
best for patients. It has always argued that solutions to actual or perceived shortages or
barriers simply do not justify expansions in scope of practice of any non-physician that
expose patients to unnecessary or unintended health risks due to limitations in the education

and training of any non-physicians.

The collaborative prescriptive agreement has not diminished access to care for North Dakota
patients, There currently are no restrictions on the diagnostic and treatment services provided
by an advanced practice registered nurse, which allows the nurse practitioner to practice
across the state with only a collaborative prescriptive agreement in place with a physician.
The map of North Dakota provided as part of our NDMA testimony, prepared by the
American Medical Association in 2008 shows that advanced practice registered nurses in
North Dakota practice in many rural communities in which physicians do not. Certainly, the
existence of the collaborative prescriptive agreement has not stopped nurse practitioners from

practicing in rural areas across the state.

The collaborative prescriptive agreement has been used in North Dakota for many years. It
was not perceived as a problem by nurse practitioners in the 2009 session when Medicaid
primary care case manager status was sought. It should not be eliminated now simply for the
purported purpose of making it more convenient for out-of-state nurse practitioners to gain a
license in our state, or eliminated to pursue a license compact with states west of North
Dakota that have public policies in place that are not consistent with North Dakota or states
south and east of North Dakota. The collaborative prescriptive agreement serves an important
purpose in protecting the public. {ts proposed elimination is simply a solution to a problem

that does not exist.



4. The proposed removal of the collaborative prescriptive agreement will result in
independent practice that equates to the practice of medicine; while advanced practice
registered nurses provide many core primary care services, they are not
interchangeable with physicians in providing the full depth and breadth of services that
primary care physicians provide. The collaborative prescriptive agreement
appropriately recognizes the differences in training and skills between the medical and
nursing professions and in their respective contributions to team-based and patient-

centered care.

The history of the nurse practitioner profession began in the late 1960s as a way to provide
basic primary care services and advice to people in regions where physicians were scarce, and
has become today a profession that seeks to be allowed to deliver the same medical care that
physicians do under the auspice of advanced practice nursing [AMA Scope of Practice Data

Series: Nurse Practitioners, October 2009].

A frequently-heard comment from physicians discussing “scope of practice” issues of other
health care professionals is: “If they want to practice medicine, they ought to go to medical
school.” Certainly, over the years physician organizations have taken positions on issues
relating to the independent practice by advanced practice registered nurses. The American
Medical Association opposes enactment of any legislation to authorize the independent
practice of medicine by any individual who is not licensed to practice medicine. The position
of the American Academy of Family Physicians is that the nurse practitioner should only
function in an integrated practice arrangement under the direction and responsible
supervision of a practicing, licensed physician, and should not function as an independent

health practitioner.

The American College of Physicians recently made the following observations in response to
the recent Institute of Medicine (IOM) report, The Future of Nursing: Leading Change,
Advancing Health, which advocates reliance on collaborative, multidisciplinary, team-based
care to improve the quality and delivery of care in a transformed health care system. The
observations capture many of the underlying concerns of physicians and the blurring of
differences in training and skills between the medical and nursing professions, yet recognize

the importance of our professions working together, rather than apart, in the delivery of care:
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The American College of Physicians strongly supports this [collaborative,
multidisciplinary, team-based care] model. Nurses, physician assistants, physicians, and
other health care professionals should practice to the full level of their training and
clinical skills, working as part of a collaborative team, and inappropriate barriers that
stand in their way should be examined and revised accordingly.

We agree that certified nurse practitioners can provide many core primary care services,
but it is important that this not be misunderstood as suggesting that nurses are
interchangeable with physicians in providing the full depth and breadth of services that
primary care physicians provide. The two professions are complementary but not
equivalent. For diagnostic evaluation of clinical presentations that are not
straightforward and for ongoing management of complex or interacting medical
problems, the most appropriate clinician is a physician who has received in-depth
training in the diagnosis and treatment of conditions affecting all organ systems and who
can effectively integrate current and evolving scientific knowledge with the delivery of
clinical care. Any examination of state licensing laws, as the [OM recommends, should
therefore distinguish between inappropriate restrictions on nurses or other licensed
health care professionals that prevent them from practicing to the full tevel of their
training and experience as part of a collaborative team and laws designed to ensure that

licensed health care professionals are providing care consistent with their level of
training and skills.

The IOM has done a great service by providing a comprehensive set of recommendations
that, although focusing on the nursing profession, appropriately emphasize the
importance of physicians, nurses, physician assistants, and other health care
professionals working together to provide high-quality, patient-centered care, through
delivery systems (such as the patient-centered medical home) that use everyone’s skills
and training optimally. It is essential, however, that further discussions of and
communications relating to the [OM report provide sufficient clarity on the issues to
prevent misunderstanding. Care should be taken by everyone involved in the
implementation of the IOM recommendations to ensure that they are not misconstrued as
blurring the important differences in training and skills between the medical and nursing
professions and in their respective contributions to team-based and patient-centered care.
[J. Fred Ralston, Jr., MD, Steven E. Weinberger, MD, American College of Physicians,
Nurses’ Scope of Practice, New England Journal of Medicine, Dec. 2010].

As previously stated, NDMA’s position is that the collaborative prescriptive agreement,
rather than placing a barrier to advanced practice registered nurses practicing to the full level
of their training and clinical skills, instead promotes patient safety and physicians and
advanced practice registered nurses working together in a collaborative, multidisciplinary,

team-based approach to care that benefits North Dakota patients.

Thank you for the opportunity to present the views of the North Dakota Medical Association.
NDMA urges the Committee to vote a “DO NOT PASS” on SB 2148.



54-05-03.1-09. Requirements for prescriptive authority. Applicants for
prescriptive authority shall:

1.

Be currently licensed as an advanced practice registered nurse in North
Dakota.

Submit a complete, notarized prescriptive authority application and pay
the fee of fifty dollars.

Provide evidence of completion of thirty contact hours of education
or equivalent in pharmacotherapy related to the applicant's scope of
advanced practice that:

a. Have been obtained within a three-year period of time immediately
prior to the date of application for prescriptive authority; or

b. Other methods that may be approved by the board.

Submit an affidavit from the licensed physician who will be participating
in the collaborative prescriptive agreement acknowledging the
manner of review and approval of the planned prescriptive practices.
Information in the affidavit must also indicate that the advanced practice
registered nurse’s scope of prescriptive practice is appropriately related
to the collaborating physician’'s medical specialty or practice. The
affidavit must address all of the following areas:

8. Broad classifications of drugs or devices to be commonly
prescribed by the advanced practice registered nurse;

b. Methods and frequency of the collaboration for prescriptive
practices, which must occur as client needs dictate, but no less
than once every two months;

€. Methods of documentation of the collaboration process regarding
prescriptive practices; and



d. Alternative arrangements for collaboration regarding prescriptive
practices in the temporary or extended absence of the physician.

History: Effective March 1, 1992, amended effective November 1, 1996;
December 1, 1997; April 1, 2004; March 24, 2004,

General Authority: NDCC 43-12.1-08

Law Implemented: NDCC 43-12.1-02(7), 43-12.1-09(2)(c)(d)

54-05-03.1-10. Authority to prescribe.

1.

A permanent advanced practice registered nurse license with the
addition of prescriptive authority shall be issued following review and
approval of the completed application by the board.

Between meetings of the board, board staff may review the prescriptive

authority application and grant a temporary permit to prescribe if all the
requirements are met.

The advanced practice registered nurse with prescriptive authority may
prescribe drugs as defined by chapter 43-15-01 pursuant to applicable
state and federal laws. Notice of the prescriptive authority granted will
be forwarded to the board of pharmacy.

A prescriptive authority license does not include drug enforcement
administration authority for prescribing controlled substances. Each
licensee must apply for and receive a drug enforcement administration
number before writing prescriptions for scheduled drugs.

The licensee may prescribe, administer, sign for, dispense, and procure
pharmaceutical samples following state and federal regulations.

The signature on documents related to prescriptive practices must

clearly indicate that the licensee is an advanced practice registered
nurse.

The advanced practice registered nurse with prescriptive authority may
not prescribe, sell, administer, distribute, or give to oneself or to one's
spouse or child any drug legally classified as a controlled substance or
recognized as an addictive or dangerous drug.

Notwithstanding any other provision, a practitioner who diagnoses
a sexually transmitted disease, such as chlamydia, gonorrhea, or
any other sexually transmitted infection, in an individual patient may
prescribe or dispense, and a pharmacist may dispense, prescription
antibiotic drugs to that patient's sexual partner or partners, without



there having been an examination of that patient's sexual partner or
partners.

History: Effective March 1, 1892; amended effective November 1, 1996; April 1,
2004; January 1, 2009.

General Authority: NDCC 43-12.1-08

Law Implemented: NDCC 43-12.1-08(1)

54-05-03.1-11. Prescriptive authority renewal. Prescriptive authority is
valid for the same period of time as the applicant’s advanced practice registered
nurse and registered nurse license. The applicant for renewal must;

1.

2.

Renew the applicant's registered nurse license.

Submit verification of current certification by a national nursing
certification body in the specific area of nursing practice.

Submit a completed advanced practice registered nurse with
prescriptive authority renewal application.

Pay the advanced practice registered nurse renewal fee of forty dollars
and the fifty dollar renewal fee for prescriptive authority.

Provide evidence of completion of fifteen contact hours of education
during the previous two years in pharmacotherapy related to the scope
of practice. These contact hours may fulfill the registered nurse renewal
continuing education requirement. The education or its equivalent
as approved by the board may include academic credits, attendance
at approved seminars and courses, or participation in approved
correspondence or home study continuing education courses.

Submit a verification of affidavit from the licensed physician who will be
participating in the collaborative prescriptive agreement acknowledging
the manner of review and approval of the planned prescriptive
practices. Information in the affidavit must also indicate that the
advanced practice registered nurse's scope of prescriptive practice is
appropriately related to the collaborating physician’s medical specialty
or practice. The affidavit must address ail of the following areas:

a. Broad classifications of drugs or devices to be commonly
prescribed by the advanced practice registered nurse;

b. Methods and frequency of the collaboration for prescriptive
practices, which must occur as client needs dictate, but no less
than once every two months;

C. Methods of documentation of the collaboration process regarding
prescriptive practices; and



d. Alternative arrangements for collaboration regarding prescriptive
. ‘ practices in the temporary or extended absence of the physician.

History: Effective March 1, 1992; amended effective November 1, 1996; June 1,
2001; April 1, 2004; March 24, 2004,

General Authority: NDCC 43-12.1-08

Law Implemented: NDCC 43-12.1-10(1)

54-05-03.1-12. Change in physician collaboration regarding
prescriptive authority. = The advanced practice registered nurse or the
collaborating physician may terminate the relationship at any time. The advanced
practice registered nurse must notify the board in writing within five working days
of the termination. An affidavit of collaboration with another licensed physician
must be submitted when there is a change in the licensed physician providing the
collaboration. The affidavit and a revised scope of practice statement must be
submitted within sixty days of the change in collaboration with a licensed physician.

History: Effective March 1, 1992; amended effective November 1, 1996,
General Authority: NDCC 43-12.1-08
Law Implemented: NDCC 43-12.1-10(1)

54-05-03.1-13. Suspension or enjoining of prescriptive authority. The
prescriptive authority granted to an advanced practice registered nurse may be

temporarily suspended or enjoined according to provisions of North Dakota Century
. Code chapters 28-32 and 32-06, when the advanced practice registered nurse has:

1. Failed to maintain current licensure as an advanced practice registered
nurse or failed to meet prescriptive authority requirements;

2. Prescribed outside the scope of practice or for other than therapeutic
purposes;

3. Violated any state or federal law or regulation applicable to
prescriptions; or

Following final board action notice of suspension or injunctive action regarding

prescriptive authority will be forwarded to the board of pharmacy and the
collaborating physician.

History: Effective March 1, 1992; amended effective November 1, 1996.

General Authority: NDCC 43-12.1-08
Law Implemented: NDCC 43-12.1-10(1)
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Nurses’ Scope of Practice

To THE EDITOR: The Perspective articles “Broad-
ening the Scope of Nursing Practice” by Fairman
et al.t and “Nurses for the Future” by Aiken? high-
light the need to use the best available evidence
when considering how to ensure that patients
have access to health care. The truth is, however,
that the Institute of Medicine (IOM) recommen-
dations are not sufficiently evidence-based. The
1I0M itself acknowledged that “as the IOM com-
mittee considered how best to inform health care
workforce policy and development, it realized it
could not answer several basic questions about
the workforce numbers and composition that
will be needed by 2025.”

As the American Medical Association has
argued elsewhere,* with a shortage of both phy-
sicians and nurses and millions more insured
Americans, health care professionals will need
to continue working together to meet the surge
in demand for health care. A physician-led team
approach to care — with each member of the
team playing the role he or she has been educated
and trained to play — has a proven track record
of success and helps to ensure that patients get
high-quality care and value for their health care
spending. The IOM recommendations point to
physician-led models of team-based catre as an
example of the optimal approach.?

A new study shows that 80% of patients ex-
pect to see a physician when they come to the
emergency department, with more than half of
those surveyed willing to wait 2 additional hours
to be cared for by a physician.® Although nurses
are critical to the health care team, there is no
substitute for a physician’s education and train-
ing. Physicians have 7 or more years of post-
graduate education and more than 10,000 hours
of clinical experience. Most nurse practitioners
have just 2 to 3 years of postgraduate education

10,1056/ NEJMC1013855

and less clinical experience than is obtained in

the first year of a 3-year medical residency. These

additional years of physician education and train-

ing are vital to optimal patient care, especially in

the event of a complication or medical emergency.
We are committed to expanding the health

care workforce so that patients have access to the

care they need when they need it. Research shows

that in states whete nurses can practice indepen-

dently, physicians and nurses continue to work

in the same urban areas, so increasing the inde-

pendent practice of nurses has not helped to

solve the problem of shortages in rural areas.®”

Efforts to encourage health care professionals to

work in areas where shortages loom must be

based on the best available evidence if we are to

increase access to care for all patients.

Cecil B. Wilson, M.D.

American Medical Association

Chicago, IL

Karen ). Nichols, D.O.

American Qsteopathic Association

Chicago, IL

Roland Goertz, M.D.

American Academy of Family Physicians
Leawood, KS

Q. Marion Burton, M.D.

American Academy of Pediatrics
Elk Grove Village, IL

Disclosure forms provided by the authors are available with
the full text of this article at NEJM.org.
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To THE EDITOR: In their Perspective article,
“Broadening the Scope of Nursing Practice,”
Fairman et al. highlight the findings and recom-
mendations of the recent Institute of Medicine
(IOM) report, The Future of Nursing: Leading Change,
Advancing Health.* The report advocates reliance
on collaborative, multidisciplinary, team-based
care to improve the quality and delivery of care in
a transformed health care system. The American
College of Physicians strongly supports this mod-
el. Nurses, physician assistants, physicians, and
other health care professionals should practice to
the full level of their training and clinical skills,
working as part of a collaborative team, and in-
appropriate barriers that stand in their way
should be examined and revised accordingly.

We agree that certified nurse practitioners can
provide many core primary care services, but it
is important that this not be misunderstood as
suggesting that nurses are interchangeable with
physicians in providing the full depth and breadth
of services that primary care physicians provide.
The two professions are complementary but not
equivalent. For diagnostic evaluation of clinical
presentations that are not straightforward and
for ongoing management of complex or interact-
ing medical problems, the most appropriate clini-
cian is a physician who has received in-depth
training in the diagnosis and treatment of con-
ditions affecting all organ systems and who can
effectively integrate current and evolving scien-
tific knowledge with the delivery of clinical care.

10.1056/NE)MC1013895

Any examination of state licensing laws, as the
10M recommends, should therefore distinguish
between inappropriate restrictions on nurses or
other licensed health care professionals that pre-
vent them from practicing to the full level of their
training and experience as part of a collaborative
team and laws designed to ensure that licensed
health care professionals are providing care con-
sistent with their level of training and skills.
The IOM has done a great service by provid-
ing a comprehensive set of recommendations
that, although focusing on the nursing profes-
sion, appropriately emphasize the importance
of physicians, nurses, physician assistants, and
other health care professionals working together
to provide high-quality, patient-centered care,
through delivery systems (such as the patient-
centered medical home) that use everyone’s skills
and training optimally. It is essential, however,
that further discussions of and communications
relating to the IOM report provide sufficient clar-
ity on the issues to prevent misunderstanding.
Care should be taken by everyone involved in the
implementation of the IOM recommendations
to ensure that they are not misconstrued as
blurring the important differences in training
and skills berween the medical and nursing pro-
fessions and in their respecrive contributions to
team-based and patient-centered care.
. Fred Ralston, Jr., M.D.
Steven E. Weinberger, M.D.

American College of Physicians
Philadelphia, PA

Disclosure forms provided by the authors are available with
the full text of this letter at NEJM.org.

These letters (10.1056/NE)JMc1013895) were published on De-
cember 15, 2C1C, at NE/M.org.

1. Institute of Medicine. The future of nursing: leading change,
advancing health. Washington, DC: National Academies Press,
2010.
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) Ad isirnal Correspocdecce

. Human Service Committee

Dear Senators Lee, Uglem, Berry, Dever, and Mathern,

| am writing to ask for your support of~SB 2148 This bill will eliminate the language requiring Nurse
Practitioners to have a collaborating MDD, We practice independently, we are very educated, and it is
because of us that most of the rural clinics are still in existence.. Many nurse practitioners cannot find a
MD to collaborate with them, thus preventing them from practicing. When this happens thousands of our
rural patients do not have access to care. A great percentage of the rural clinics nationwide are staffed by
nurse practitioners thus keeping these clinics open. In North Dakota it is very difficult to recruit MD's to
our major cities much less recruiting them to the rural areas. If we can eliminate this language, nurse
practitioners will be able to staff most of the clinics in need. There are currently many states that have

eliminated the MD collaboration language thus increasing access to care. Your support would be greatly
appreciated.

Warm regards,
Sandra
Sandra K. Sund MSN,FNP-BC

90 3rd St. E.
Westhope, ND 58793
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Floor speech SB 2148, January 2011

SB 2148 would remove the current requirement that Advance Practice
Registered Nurses (APRNs) have a collaborative agreement with a
licensed physician.

There are 4 categories of APRNS—Nurse Practitioners (NPs), Certified
Nurse Midwives, Clinical Nurse Specialists (CNSs) and Certified
Registered Nurse Anesthetists (CRNAs}. APRNs in North Dakota have a
Masters or Doctors degree and are nationally certified. By 2015 nurse
practitioners will be Doctorate prepared. They have their own Drug
Enforcement Agency (DEA) numbers, just as physicians do.

There are 430 NPs in North Dakota who are regulated by the Board of
Nursing and obligated to complete appropriate continuing education in
their specialties and work within their appropriate scope of practice.
Most work within health care organizations, but several have
independent practices. They are overseen by the Board of Nursing
which strictly enforces the laws and rules for nurses.

The current provision requiring a collaborating physician says that an
APRN needs to consult no less than once every two months in order to
meet the terms of the law. Nurse Practitioners diagnose and treat acute
and chronic heaith conditions, order lab and x-ray tests, interpret
results, and prescribe medication. In reality, APRNs consult every day
with other health professionals, based on the needs of their patients.
She may consult with a family practice physician, the NP in a dialysis
unit, refer the patient to a specialist or a surgeon after finding a mass,
or call the pharmacist to determine appropriate medication
management. A Nurse Practitioner does not wait until the 2-month
interval to consult; she does it daily with whoever is appropriate for



. that patient’s needs. The collaborating physician may or may not be
the most appropriate choice.

A diverse group of people have stated their support for SB 2148,
including a number of physicians, hospital board members,
pharmacists, community healthcare associations, AARP, the National
Council of State Boards of Nursing, and rural government officials who
see the need to provide health care coverage in their areas.

The opinions of physicians are divided. The ND Board of Medical
Examiners and the ND Medical Association have taken official positions
opposing SB 2148. They are committed to the need for oversight of
nurses by physicians, because of the differences in their areas of
practice. Their goals are honorable, too, in having high standards of
care for North Dakota citizens, a goal that we all share. On the other

. hand, there are several physicians who have signed individual letters of
support for the elimination of the collaborative agreement. There are
several professions with overlapping areas of practice, such as
podiatrists and orthopedists, and physical therapists and chiropractors.
Each is regulated by its own board.

It is important to note that the goal of all parties here is excelient care
being available to all citizens of North Dakota. Part of the challenge is
that it is difficult to recruit physicians not only to rural areas, but to
urban areas as well. {tis sometimes difficult for rural NPs to find a
physician to sign, if their physician leaves, and they wouid prefer to
work with a local physician. There are Nurse Practitioners located all
over the state, as you can see from the map which 1 had distributed to
the Senators’ desks. Three important national publications have
printed articles concerning the quality of primary care and who




provides it. The professionals discussed complex issues including
quality, access, and reliability of health care, work force issues, and
how to improve our citizens’ health. Their report states that in order to
accomplish the goals, we need to enlarge and strengthen our primary
care sectors. One of the groups recognized the decreasing number of
physicians choosing primary care. They recognized nurse practitioners
as having proven to be effective primary care providers, but said
“regulatory...barriers often prevent efficient and effective use of their
services”. A second publications recommended nurses practice to the
full extent of their education and training. Current licensing and
practice rules differ from state to state, which has an impact on where
NPs will practice. This Institute of Medicine report recommended that
states reform the scope of practice regulations to conform to the
National Council of State Boards of Nursing Model Nursing Practice Act
and Model Nursing Administrative Rules. That is what 2148 is
attempting to do.

The New England Journal of Medicine issue from December 15, 2010

stated that care provided by nurse practitioners is as safely and
effectively provided as the care provided by physicians. The Journal
was also concerned about states’ regulatory barriers to practice.

The Prescriptive Authority Committee of ND has not identified any
issues regarding the prescribing practices of NPs. That Committee has
members from the Board of Nursing, Board of Medical Examiners, and
Board of Pharmacy.

The future of health care, particularly in rural areas, requires a broad
range of health professionals to deliver appropriate care. Access to
health care will be more easily provided, if Nurse Practitioners can work



independently, within their scope of practice. Other western rural
states have made this change, and putting ND in step with them may
help with recruiting NPs from out of state, too. 16 states + DC have
already made this change, and there has been no increase in any
concerns with prescribing.

If there were demonstrated risks to the quality of care being provided
by Nurse Practitioners, | would not be supporting SB 2148. This bill will
not change how NPs consult and refer patients. They are well educated
professionals who will still be required to continue to consult with
healthcare providers who are appropriate for their patients. But
recognizing the need to have highly qualified primary care providers as
part of the solution to access to health care, and after having
considered all of the testimony provided, your Senate Human Services
committee voted 4-1 to support SB 2148, and we ask the Senate to
concur.
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TESTIMONY
TO
HOUSE HUMAN SERVICES COMMITTEE
o 62"° NORTH DAKOTA LEGISLATIVE ASSEMBLY
BY
CHERYL RISING, RN, MS, FNP
March 9, 2011
Mr. Chairman and Committee Members:

i am Cheryl Rising, Family Nurse Practitioner {(FNP), and president of the
North Dakota Nurse Practitioner Association (NDNPA). | practice in Bismarck, ND.

| am here to testify in support of Senate Bill 2148.

This bill would eliminate the formality for the North Dakota Board of
Nursing {NDBON) to have a physician signed affidavit on file for individual
Advanced Practice Registered Nurses {APRNs) to write prescriptions. APRNs in

the state of ND have a Masters Degree or Doctorate and are nationally certified.

There are 4 categories of APRNs. They are: Nurse Practitioners (NPs),
Certified Nurse Midwifes, Clinical Nurse Specialists (CNSs), and Certified
Registered Nurse Anesthetists (CRNA). There are 430 NPs in the state of ND. 4
NPs are self employed and the other 426 are associated with a health care

organization like a hospital or clinic.



In 1992, 19 years ago, the law requiring a physician signed affidavit to be on
file with the NDBON was enacted and the NPs were authorized to write
prescriptions. Having a signed affidavit is a formality and does not affect quality
of care for our patients. Like all health care professionals, NPs consult with the
appropriate health care professional as the patient needs dictate, that may be

daily, depending on the patient need.

You may hear in opposing testimony that quality of care is at risk if APRNs
don’t have this required policy of consulting with a physician once every two
months. Those concerns come primarily from a few competing physicians, while

at the same time, dozens of other consulting physicians ask you to pass this Bill.

Some question how we can show that NP care is safe and appropriate. You
will hear in testimony from the NDBON that each NP will have in their scope of
practice how quality review will be accomplished in their own practice and
organization. This is already being accomplished in many NP practice areas but
not formally documented in our scope of practice. In states that have no
collaborative agreement requirement for prescriptive privileges there has been

no negative impact in prescribing safety.

For example, the Prescriptive Authority Committee of ND has not identified
any adverse issues regarding the prescribing practices of NPs. The Prescriptive
Authority Committee consists of representatives of the NDBON, ND Board of
Medical Examiners, and the ND Board of Pharmacy. Please find attached selected
minutes and information from the NDBON regarding these meetings of the

Prescriptive Authority Committee.
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Many NPs also voluntarily register and participate in direct access to the
drug monitoring program of the North Dakota Board of Pharmacy. They are able
to identify any patient where there may be a concern with narcotic abuse. They
are able to determine with this data if a patient is ge-tting drugs from other
providers or pharmacies. There currently are 80 NPs registered in the program.
The NPs that ‘Héve in-patient clients only and work in controlled environments

may not register for this program.

Eliminating the need for a signature would facilitate NPs to serve as part of
the solution for improving access to healthcare for citizens of ND. An example of
this will be given by one of my colleague’s testimony. !f a NP is unable to find a
physician to sign an affidavit and they are the only health care provider in the
community, that clinic or office (typically rural) will have to close. That rural
community will be left with no health care provider. The NP “for the sake of their
patient” needs to prescribe medication in order to practice. The NPs will
continue to practice within their scope of practice which will not change. NPs
scope of practice will continue to be on file at the BON. NPs will continue to
consult and collaborate with all health care providers on a regular basis

appropriate to their patients care.

This Bill will provide legislation and regulation that is consistent with other
western rural states and the National Council of State Boards of Nursing. Please
see the attached map, showing 16 typically rural western states that have

previously removed this barrier.



. Advanced Practice Registered Nurses will continue to maintain their own
Drug Enforcement Agency(DEA) registration as in the past which is separately

issued by the DEA, just as it is separately issued to the physicians.
t ask for your support of Senate Bill 2148.
Cheryl Rising, RN, MS, FNP

President of the NDNPA

Email cdrising@earthlink.net, phone number 701-527-2583

Website for NDNPA is www.ndnpa.org
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MEMO

TO: ND Nurse Practitioners Association
From: Constance B. Kalanek PhD, RN

Executive Director
Date: November 24, 2010
RE: Summary of Prescriptive Authority Meetings for 2007-2010

A meeting of the North Dakota Board of Nursing’s Prescriptive Authority Committee has
‘occurred annually according to NDCC 43-12.1 -18. Nursing practice standards. The agenda for
the meetings includes the review of all applicants for prescriptive authority in the past year. In
the past 10 years or more, the commiittee has met as required and reviewed the applicants
approved in the previous year. The commitiee has not identified any issues with the NDBON
review of the approved applicants. | have attached the 2010-2011 membership list and the

minutes for the past three years.

Rx o huth
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. PRESCRIPTIVE AUTHORITY COMMITTEE
MINUTES
January 21, 2009

resent: Board of Nursing members: Dan Rustvang, RN Board Member and Chair;Howard
Anderson, Executive Director ND Board of Pharmacy, Duane Houdegk, Executive
Secretary NDBOME;; Board Staff Constance Kalanek Ph.D., RN Executive Director.

Guests: Brian Bergeson, Attorney at Law, Special Assistant Attomey General NDBON;
Absent: Gordon Leingang DO, BOME; Rick Detwiller, RPH, Board of Pharmacy
Call to Order: The meeting was called to order by Benson at 5:05 p.m. Introductions were made.
Minutes: The minu§es from the January 16, 2008 meeting were approved by consensus,

Review of APRNs Granted Prescriptive Authority in 2008. Three-eight APRNs were granted
prescriptive authority. All applicants met the reguirements for prescriptive authority.
Discussion ensued.

ND Prescription Drug Monitoring Program — Mr. Anderson provided an update of the ND Preseription
Drug Monitoring Program. The program has granted the authority to access the system to
additional providers and their surrogates. Mr, Houdek and Dr. Kalanek reported that we
have received very positive comments on the program. Mr. Anderson reminded the
committee that this program is grant funded and its continuation may be dependent upon
receipt of ongoing funds from other sources. Mr. Anderson discussed other options for
funding. The next meeting will be the third week of March 2009. At this point in time, the
NDBON and NDBOME will not be granted access.

.Vext Meeting: Annually. :
Adjournment; The meeting adijourned at approximately 5:30 p.m.

Minutes Prepared by:  Constance B. Kalanek PhD, RN

Rx puth Comm !1/24/20140
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PRESCRIPTIVE AUTHORITY COMMITTEE
MINUTES
January 16, 2008

Present: Board of I\iursing members; Buzz Benson RN Board Member and Chair; Patricia Dardis,
RN, Family Nurse Practitioner & Clinical Nurse Specialist, BON; Gordon Leingang DO,
BOME; Duane Houdek, Executive Secretary NDBOME; Rick Detwiller, RPH, Board of
Pharmacy; Board Staff Constance Kalanek Ph.D., RN Executive Director.

Guests: Brian Bergeson, Attorney at Law, Special Assistant Attorney General NDBON,;
Dave Peske, NDMA.

Absent: Howard Anderson, Executive Director ND Board of Pharmacy;
Call to Order: The meeting was called o order by Benson at 5:05 p.m. introductions were made.
Minutes: The minutes from the January 17, 2007 meeting were approved by consensus.

Review of APRNs Granted Prescriptive Authority in 2007. Three-three APRNs were granted Rx
authority. All applicants met the requirements for prescriptive autherity. Discussion
ensued. Ms, Dardis requested the review for the focus of care be more specific in the
future. Mr. Peske asked about nonrenewal for the APRNs.

Note: The Board does nof track specific individuals who do not renew. The aggregate of
approximately 700 nurses do not renew annually and approximately 25 are APRNS.

Dr. Leingang also asked about the number of APRN Collaborative Agreements &
physician can have with APRNSs. The rules do not prescribe a specific number but rather
feave it to the discretion of the physician, APRN and facility.

ND Prescription Drug Monitoring Program ~ Rick Detwiller Mr. Detwiller provided an overview of the
ND Prescription Drug Monitoring Program. The program is up and running and utilize an
electronic monitoring system to facilitate the tfransmission and collection of data regarding
all controlled substances dispensed to patients in ND and to analyze data and report on
the prescribing, dispensing, and use of controlled substances. The system tracks
controlled substances and Soma and Tramadol. Approximately 30 states are utilizing 2
similar system. A news release was sent by Pat Churchill to NDMA which could be useful
for newsletters to keep physicians and APRNs informed. Mr. Detwiller reminded the
committee that this program is grant funded and its continuation may be dependent upon
receipt of ongoing funds from other sources. It was also suggested that the form used to
obtain information from the system be placed on appropriate websites.

Other business: Mr. Peske asked about the use of tamper resistant prescription pads by practitioners. He
indicated the use of this type of pad would become a requirement in Aprit 08. Discussion ensued.

Next Meeting: Annually.

‘]djoumment: The meeting adjourned at approximately 5:45 p.m.

inutes Prepared by:  Constance B. Kalanek PhD, RN

fx Autih Comm 13i/24/201C



PRESCRIPTIVE AUTHORITY COMMITTEE
MINUTES
March 11, 2010

Present: Board of Nursing members: Dan Rustvang, RN Board Member and Chair, Howard
Anderson, Executive Director ND Board of Pharmacy; Duane Houdek, Executive
Secretary NDBOME; Rick Detwiller, RPH, Board of Pharmacy; Board Staff Constance
Kalanek Ph.D., RN Executive Diracior.
Guests: Brian Bergeson, Attorney at Law, Special Assistant Attorney Generai NDBON;

Absent: Excused: Gordon Leingang DO, BOME;

Call to Order. The meeting was called to order by Rustvang at 5:10 p.m. Introductions were made.

Minutes: The minutes from the January 21, 2010 meeting were approved by consensus,

Review of APRNs Granted Prescriptive Authority in 2009. Forty-four APRNs were granted prescriptive
authority. All applicants met the requirements for prescriptive authority. Discussion

ensued. The current list of Collaborative Physicians and 400 Nurse Practitioners was
also reviewed.

ND Prescription Drug Monitoring Program — Mr. Anderson provided an update of the ND Prescription
Drug Monitoring Program. The program is working well and utilized by prescriber. Mr.
Anderson indicated to the committee that the grant funding has been expended and the

NDBOP and UND Center for Rural Health has continued to support it. The next meeting
will be the March 25, 2010.

Next Meeting: Annually,
Adjournment:  The meeting adjourned at approximately 5:45 p.m.

Minutes Prepared by: Constance B. Kalanek PhD, RN

R¥ Autn Corm 13/24/72014%



[ NORTH DAKOTA BOARD OF NURSING
. 2010-2011 PRESCRIPTIVE AUTHORITY COMMITTEE

BOARD OF NURSING

Daniel Rustvang APRN, NP

3324 Primrose Court

Grand Forks, ND 58201

Email: drustvang(@altru.org; Telephone- 701-780-6941

Nelson (Buzz) Benson, RN

215 Laredo Dr

Bismarck, ND 58504-7210

Email: bbensond2(@bis.midco.net. Telephone- 222-2973(H); 323-6262(W)

Constance Kalanek PhD, RN,

Executive Director

919 So 7" Street, Suite 504,

Bismarck, ND 58504

Email: ckalanek@ndbon.org; Telephone —328-9781

(:""-\ BOARD OF MEDICAL EXAMINERS

ent Martin, MD

2507 Henry St

Bismarck, ND 58503

Email- Telephone — 323-8654

Duane Houdek

State Board of Medical Examiners

418 E. Broadway, Suite 12 ,
Bismarck, ND 58501 Telephone: 328-6500
E-mail: dhoudek.ndbme@midconetwork.com

BOARD OF PHARMACY

Rick L. Detwiller, R.Ph.

1900 Harbor Drive '

Bismarck, ND 58504-0956

rdetwiller{@primecare.or Business Phone 701-530-6886
Cell 701-226-3820
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Alternate
Bonnie Thom, R.Ph

Member

5372 N. 15" Ave

Granville, ND 58741

Email: velvadrug@srt.com; Telephone: 701-626-1639; 701-338-2011.

Howard Anderson, Jr., R.Ph.

Executive Director

ND State Board of Pharmacy

P.O. Box 1354

Bismarck, ND 58502-1354 Telephone: 328-9535

ndboph{dhtinet.net

COURTESY MAILING:

Becky Graner RN Bruce Levi

ND Nurses Association ND Medical Association
531 Airport Road PO Rox 1198,

Bismarck, ND 58504 Bismarck, ND 58502-1198
Becky(@ndna.or blevi@ndmed.com
223-1385 223-9475



COLLABORATION/SUPERVISORY LANGUAGE IN STATE
(. PRACTICE ACTS & REGULATIONS FOR NURSE PRACTITIONERS

m Plenary Authority (No Physician Relationship Required)

[l Collaboration with Physician
General Supervision/Delegation by Physician
*  Special Conditions

+ Pending

( Source: State Nurse State Practice Acts
And Administration Rules, 2008
©American Academy of Nurse Practitioners, 2009

The American Academy af Nurse Practitioners is the largest full service Nurse Practittoner organization representing the 125,600 Nurse Practitioncrs in all Specigltios

Update: O 23, 2009



€. TESTIMONY
TO
HOUSE HUMAN SERVICES COMMITTEE
62" NORTH DAKOTA LEGISLATIVE ASSEMBLY
BY
DR. BILLIE MADLER, FNP

MARCH 9, 2011

. Mr. Chairperson and Committee Members:

My name is Dr. Billie Madler. | am a nurse practitioner in Bismarck
and an educator of students in graduate nursing programs. | am here to
testify in support of SB 2148.

Today | would like to share with you a summary of three important
national publications pertinent to the objective of this bill. Links to each of
these sources is provided at the conclusion of this testimony. | have also

attached copies for your each reference.




. First, in January of 2010 the Josiah Macy Jr. Foundation [which is a
private philanthropy dedicated to improving the health of individuals and the public by

advancing the education and training of health professionals] convened a
multidisciplinary conference to address the complex issues concerning who
will provide primary care. Participants included nurses and physicians from
diverse geographic areas throughout the United States and various sectors
affected by the challenges related to primary care. Their conversations
pivoted around our country’s work to enhance quality, access, and
reliability of health care, while working to make health care available for
several million who are under or non-insured and sustain efforts to improve
. our population health. The group documented that in order to accomplish
our goals we need to enlarge and strengthen our primary care sectors.
Then, the group drew attention to the decreasing number of physicians
choosing primary care. They recognized nurse practitioners have proven to
be effective primary care providers, but are quoted saying “regulatory and
reimbursement policy barriers often prevent efficient and effective use of
their services”.
A second national publication, recently released on October 5" 2010
titted the “Future of Nursing” was the result of a 2 year initiative launched

. by the Robert Wood Johnson Foundation and the Institute of Medicine



(. (IOM). [The IOM was established in 1970 under the charter of the National Academy
of Sciences to provide independent, objective, evidence-based advice to policy makers,

health professionals, the private sector, and the public] The committee working on
this initiative was charged with producing a report that contained
recommendations “for an action-oriented blueprint for the future of nursing,
including changes in public and institutional policies at the national, state,
and local levels”. One key message of this report is ciosely related to the
goals of the Bill | am asking you to support today.

These experts recommended nurses practice to the full extent of their

education and training. Currently, licensing and practice rules differ from

state 1o state, which results in a varying effect on advanced practice
registered nurses across the country. For example, several states currenily
allow advanced practice registered nurses to do what we are asking with
this Bill. The IOM committee offered recommendations to a variety of
stakeholders including state legislators. They recommend that you, as
state legislators, reform the scope of practice regulations to conform to the
National Council of State Boards of Nursing Model Nursing Practice Act
and Model Nursing Administrative Rules. Also, the report recommends the
Federal Trade Commission and the Antitrust Division of the Department of

(W. Justice review existing and proposed state regulations concerning APRNs



. to identify those that have anticompetitive effects without contributing to the
health and safety of the public. This group urges states with restrictive
regulations to change their laws to allow APRNSs to provide care to patients
in all circumstances in which they are qualified to provide care. These are
only two of mén;} recommendations made.

The last national publication that | would like to draw attention to was
published this past December 15" in the New England Journal of Medicine.
The article cited evidence from many studies indicating that primary care
services, including management of both acute and chronic conditions as

. well as provision of wellness and preventative care is “provided by nurse

practitioners at least as safely and effectively as by physicians” (my

emphasis) and that the “critical factors limiting nurse practitioners’ capacity
to practice to the full extent of their education, training, and competence are

state-based requlatory barriers” (my emphasis). This variation from state to

state has been found to contribute to nurse practitioners moving to states
with less restrictive practices. This factor will not help advance heaithcare
in a rural state like ours.

Finally, | would like to draw your attention to the attached contribution
written by Dr. Jeff Susman, MD, the editor and chief of The Journal of

. Family Practice. He makes four cogent arguments for why it is important 1o
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remove regulatory barriers. First he cites the |IOM report | reviewed earlier.
Second, he believes NPs, practice within “the bounds of their experience
and training”. Third, he fears that it is not a viable political position for
physicians to continue to “battle on this front”. And finally, and in my
opinion most i\m}portantly, he identifies that future of healthcare requires
such change.

Opponents to this bill will argue that the educational preparation of
APRNs is not equivalent to physicians and then try to link that difference to
rationale for preventing this bill's passage. We acknowledge that the
educational preparation between physicians and NPs is different, but resist
the idea this difference makes one professional group more equipped than
the other to function within their scope of practice. Furthermore, we identify
many strengths the model of NP education. First, unlike physicians, all
NPs have spent years (10 on average) working in their profession prior to
advancing their education. During this time they have compiled countiess
hours caring for patients, including administration and monitoring of
medications. Secondly, NP students determine their patient population at
the time of entry to an NP program. This focus allows their educational
preparation to be tailored to the needs of patients in that particular

population focus. Thirdly, NP education is competency-based, not time




. based: This fact means NPs student must demonstrate they have acquired
the knowledge and skills necessary before they can progress.
Competency based education has been the standard in nursing education
for some time. Recently other professions, including medicine are
reconsidering fhieir time based approach to education and looking at
competency based models. Dr. William Hueston, a member of the
American Academy of Family Physician Commission on Education has
been quoted saying, “Both in medical student education and residency, we
have clung to the belief that if you spend a certain amount of time learning
about something, then you must know it..... That's as ridiculous as thinking

. that a teenager should be given a license just because he or she spent a
set number of hours behind the wheel of a car. Most importantly, our group
agrees that the measurement of effectiveness should be measured on
patient outcomes. “In over 100 studies on care provided by both nurse
practitioners and physicians, not a single study has found that nurse
practitioners provide inferior services. In fact, these studies have shown
NPs have the same or better patient outcomes when compared to
physicians” (AANP).

With this bill, our goal is to continue to provide high quality care to the

. citizens of ND. We wish to sustain and improve access to care while



(. seeing to the effective and efficient provision of care for our patients.
Thank you for your time and your support of SB 2148.

Respectfully submitted,

Dr. Billie Madler, FNP

President Elect NDNPA

701-400-4693
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Yardstick of Educational Effectiveness.
€3. Cronenwett, L., Dzau, V. J. (2010). Co-chairs’ summary of the conference:

Who will provide primary care and how will they be trained? Josiah

Macy Jr. Foundation. Retrieved from:

http://www.macyfoundation.org/docs/macy pubs/imf ChairSumCont

Jan2010.pdf.

Institute of Medicine. (2010). Report Brief. The future of nursing: Leading
change, advancing health. Retrieved from:

htip://www.iom.edu/~/media/Files/Report%20Files/2010/The-Future-

of-

Nursing/F uture%200f%20Nursing%202010%20Report%20Brief pdf.

4
k .
.




. Fairman, J. F.: Rowe, J. W.; Hassmiller, S.; & Shalala, D. E. (2010).

Broadening the scope of nursing practice. The New England Journal

of Medicine. [Online]. Retrieved from:

http://www.nejm.org/doi/pdf/10.1056/NEJMp10121 21.

oy .



Who Wil Provide
Primary Care
and How Wil
They Be Trained?

In January 2010 the Josiah Macy, Jr. Foundation
convened a conference to address complex issues
concerning who will provide primary care and how
they will be trained. Participants developed the set
of conclusions and recommendations found in this
Executive Summary.

A more detailed account of the proceedings, along
with the background papers, will be included
in a monograph to be published by the Macy

Foundation in the next few months.

The Urgency for Change

Abundant evidence shows that healthcare systems with

a strong primary care component provide high-quality,
accessible, and efficient care. People want primary care
providers with whom they can have ongoing relationships.
They wanr to know that when they need help, they

have access to someone with knowledge of their health
problems and their individual characteristics.

Despite evidence supporting these faces, the healtheare
system in the United States has not developed or valued
a strong primary care sector, though there are excellent
examples of primary care to be found in many regions.
The lack of a strong primary care infrastructure across the
nation has had significant consequences for access, quality,
continuity, and cost of care in this councry. It also has
had consequences for our health profession educational
enterprise and the healthcare workforce, resulting in
numbers and geographic distributions of primary care
providers thar are insufficient to meet current or
projected needs.

Regardless of the cutcome of current health reform efforts,
the country will continue to innovate in attempts to
provide access to care to several million additional people
and simultaneously improve the health of populations,
enhance the patient experience of care (including qualiry,

access, and reliability), and reduce, or ar least control,

the per capita cost of care. We are facing an economic
situation in which the current rate of rise of medical cost
is unsustainable, and this situation is exacerbated by an
aging population with higher care needs and expectations.
These events have created a climate in which it is necessary
and appropriate to question the models of care and health
professions education on which we have relied.

If we are going ro fulfill our nation’s promise to the
public, and if we are going to produce the healthcare
workforce required to accomplish our goals, we will need
to enlarge and strengthen the primary care sector of the
health system. There is great risk that if we do not do
s0, a significant porcion of the population will continue
to be without access to high-quality and efficient care,
and healthcare costs will continue to escalate with dire
consequences for the economies of individuals and the
narion. Because of the magnitude of these problems and
the current attempts to reform healthceare, there is greac
urgency in addressing these issues. These issues have
registered in the public and professional consciousness
in a way that suggests that unprecedented change is
possible. The goal of this change is to produce “better
healch, better care, lower cost.” Failure to act now could
put the health of our communities and the economy of
the country in jeopardy.



In January 2010, the Josiah Macy, Jr. Foundation
convened a conference entitled “ Who Will Provide
Primary Care and How Will They Be Trained?”
Held at the Washington Duke Inn in Durham,
North Carolina, the conference was co-chaired by
Linda Cronenwett, Ph.D., R.N., FAAN, Professor
and Dean Emeritus, School of Nursing, University
of North Carolina at Chapel Hill and Victor J.
Dzau, M.D., James B. Duke Professor of Medicine,
Chancellor for Health Affairs of Duke University
and Chief Execurive Officer of the Duke University
Health System. Attending this important meeting
were 49 participants, carefully chosen to represent a
diversity of views on primary care, including experts
from all professional groups who provide primary
care {allopathic and osteopathic physicians, nurse
practitiéners, and physician assistants) and experts
from the various sectors affected by the challenges
related ro primary care {(consumers, academia, practice,
science, journalism, government, healthcare policy,
payors, and foundations}.

Participants arrived in Durham well prepared

to discuss the background papers (included in 2
forthcoming monograph). For each session topic,

the list of people contributing insights was impressive.
Many convessations concinued well into the evenings.
Perhaps the most noteworthy observation was the
encouraging consensus that emerged among leaders
from different parts of the healthcare system—a
general agreement abour what needs to be done; a
willingness to come together to accomplish goals that
will benefit parients, families, communities, and health
professionals; and a sense of urgency to bring abour
major changes that will strengthen primary care in
our Country.

We began our discussions with a review of the history
of primary care and our relative lack of investment

in population health (included in the definitions of
primary healthcare in most of the rest of the world).
When Abraham Flexner put medical education on

a scientific footing with his 1910 reporr, medical
education as we know it was created. Medical schools
were associated with large teaching hospirals, and
highly knowledgeable specialists direcred departments
organized around organ systems. When the National
Institutes of Health were formed, these faculties
focused on the creation of yet more specialized
knowledge. Healthcare payment structures responded
1o the technologies and science of these specialists,
resulting in the heaithcare practices we invest in
today. As specialty medicine grew in prestige and

reimbursement, general internal medicine, general
pediatrics, and the mure recent specialty of family
medicine took a lower place in the hierarchy, reaching
the point today in which a medical student who
chooses a primary care specialty does so with the
knowledge that he or she is leaving substantial doliars
of lifetime income on the table.

During this same period, and often in response

to shortages of primary care allopathic physicians,

the numbers of osteoparhic physicians, primary

care advanced practice nurses {nurse midwives and
nurse practitioners), and physician assistants grew.
Each group was trained initially within disciplinary
silos, with an emphasis on primary care. Gradually,
options for specialist carcers in medicine emerged

for osteoparhic physicians, and the percentage of
osteopathic graduates choosing primary care careers
diminished. Physician assistans tend to practice where
physicians practice. For the most part, therefore, the
number of physician assistants in primary care has
diminished in accordance with physician pracrice
parterns. Nurse pracritioners proved effective in
primary care roles, but regulatory and reimbursement
policy batriers often prevented efhcient and effective
usc of their services. In many stares, such barriers
exist to this day.

Meeting participants were enthusiastic abour many
innovations in primary care today— experiments

that use teamns of primary care providers; electronic
health records and other technologies; and other
health professionals in systems of care thar meet
patient and community needs. But they recognized
that these environments were relatively few and far
between. Early in our discussions, it became clear that
participants believed it would be difhiculr to alter the
downward trajectory of recruitment and retention

of primary care physicians, in particular, without
significant reforms in reimbursement and care delivery
models. Also important is training the next generation
of primary care providers within rhese innovative
primary care practice setrings, both within and beyond
academic health centers. Participants were unanimous
in their views that rrainees need exposure to effective
reams, working within systems that are designed to
meet the needs of patients and communities, ir order
to learn abour working in a team-based environment
and to appreciate the rich rewards associated with
primary care Carecrs,

To ensute these learning environments across
the natien, some type of payment reform thar
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provides incentives for investment in primary care
infrastructures, techhoiogies, and salaries is essential.
Frequently, primary care providers are expected to
develop the technological and personnel infrastructures
necessary to meet the holistic needs of their patients
and communities out of their practice incomes.

Participants emphasized repeatedly that a call for
greater investment in primary care was not a call for
a greater expense in healthcare overall. In numerous
studies, the benefits of investments in primary care
are clear—overall healthcare costs per capita decline.
Without reformed payment structures, however, the
frustrations of not being able to meer all expectations
become overwhelming, and the inevitable resulr is

a decline in numbers of people choosing primary
care careers. [he bottom line is this: unless trainees
from alf provider groups witness care being delivered
by effective and efficient teams of primary care
professionals who have the infrastructures to enable
patients, families, and communities to achieve goals
for individual and population health, the country
will produce fewer and fewer primary care providers
and will be unlikely to achieve its goals of reducing
overall costs of care while improving healthcare
quality and access.

Within this context, participants struggled with
whether or not they could address the issues associated
with what is referred to broadly as primary healchcare.
There was a strong desire to address the broader

needs of poputations—needs that affect health

but derive from a communiry’s access, not only to
healthcare, but to systems designed to support other
public health, social, and educarional needs. The
participants considered the possibilities of new forms
of primary care, through which sociery might hold
healthcare systems accountable for borh individual
and populartion health goals. However, in order to
have recommendations of substance that could change
ourcomes in the foreseeable furure, participants
decided to focus on the central questions posed to
them at the start of the conference: namely. who

should deliver primary care and how should the
primary care practitioners of the future be rrained?

As co-chairs, we were grarified 10 achieve a remarkable
consensus on many issues of substance related o

these questions, particularly the idea char 2l health
professionals need training that ensures they have the
skills to lead and work effectively in teams, to represent
the interests of the public in ensuring a strong
primary care infrastrucrure, and to expecr, within
their careers, to assume their share of accounuability
for continuously improving access to care, care
coordination, costs of care, and quality of outcomes
related to individual and population health. Health
professionals need to develop attitudes thar welcome
patients as partners in care, moving beyond the current
model of intermittent, facility-based contacts. And
they need experience with the use of new tools, such
as information technology; online monitoring and
assessment; and supports for seif care, home-based
care, and virtual tele-health interactions, all of which
will be part of primary care in the furure. These
overarching themes led directly to recommendations
designed to improve the training of all primary

care providers.

We left the conference inspired by the passion

and commitment of the participants and with

the development of a consensus that would move

us toward a preferred future—a future in which

our sociery’s needs for primary care would be met
effectively. It is our distinet privilege to have co-chaired
this important meeling and to share with you the
conference conclusions and recomimendartions.



Conclusions and Recommendations

CONCLUSION |

In order to meet societal needs for primary care and
train the right primary care professionals in the right
numbers with the right competencies for the most
appropriate roles, healthcare systems need incentives
10 dramarically change the way primary care is valued,
delivered, and integrated in evolving healthcare systems.
We will not attract and rerain sufficient numbers nor
achieve the needed geographic distribution of primary
care providers unless there is a greater proportional
investment in primary care. Our students and trainees
must be educated throughout their clinical training

in practices that deliver first-contact, comprehensive,
integrated, coordinated, high-quality, and affordable
care. These practices require teams of professionals
who give care that elicits patient and provider
satisfaction under conditions of clearly defined

roles, effective reamwork, patient engagement, and
transparency of outcomes.

Fecormmendation 1

Create financial and other incentives for the
development of innovative models of primary care and
the advancement of knowledge about outcomes that
allow us to identify best practices in the achievement
of high-value primary care. Strategies may include the
following:

* A competitive process for the establishment of
Centers of Excellence in Primary Care

»  Mechanisms that analyze and better define the roles
of various health professionals in best- practice, high-
value primary care models

* Development and improvement of national mertrics
for assessment of patient and population health

= Mechanisms for the diffusion of knowledge about
best practices, such as the proposed Primary Care
Extension Program.

Recommendation 2

Coupled with efforts to increase the number of
physicians, nurse practitioners, and physician assistans
in primary care, state and narional legal, regulatory, and
reimbursement policies should be changed to remove

barriers that make it difficule for nurse practitioners and
physician assistants to serve as primary care prnvidcrs
and leaders of patient-centered medical homes or

other models of primary care delivery. All primary care
providers should be held accountable for the quality and
CH:icit‘nC‘\’ Of carg as n\easl]red hy }‘)ilticnt QULCOMCS.

Promote stronger ties berween academic health cenrers
and other primary care sites and the communities they
serve, secting goals and standards for accountability for
primary prevention as well as individual and pepulation
health. All health systems, including the primary care
practices embedded within them, should be accountable
for quality and cost outcomes through well-tested,
nationally recognized metrics that address the needs

of populations and individuals, with data that are
transparent and that can be used for the continuous
improvement of models of care.

Slecomimiel 08
Invest in primary care health information technologies
thar support data sharing, quality improvement,
patient engagement, and clinical care, with the aim of
continuously improving the health and productivity of
individuals and populations.

Recommendation &

Recognizing that current payment systems create
incentives for underinvesting in primary care

services, implement all-payor payment reforms tha
more appropriately recognize the value contributed
by primary care through such mechanisms as

global payments linked to patient compiexity and
accountability for the provision of healthcare services,
including preventive services, care coordination across
sertings, chronic disease management, and 24/7
accessibility. Improved costs and quality of health
outcomes for patients and populations should be
rewarded. In addirion, implement legisiation thar

will standardize insurance reimbursement reporting
requirements to reduce administrative costs inherent in
a multi-payor system.



CONCLUSION i

In addicion to the critical challenges outlined above in
the organization and financing of healthcare, current
health professional educational models are generally
inadequate to attract, nurture, and train the primary
care workforce of the furure.

Recommendation

Create incentives for innovative projects in health
proj
professions education,.enlisting funding partners from

government, industry, philanthropy, and payors in order

to develop models of excellent, high-performing, and
advanced interprofessional primary care,

Academic health centers, working with teaching

community health centers, area health education centers
(AHECs), and other training sites are the logical entities

to advance such innovarions. Strategies could include

the development of Primary Care Translational Centers
of Excellence that would perform primary care research
and evaluation and provide team-based education, with

emphasis on the study of new models of primary care
and health delivery transformarion,

necommendsaticn 2
Medical schools, nursing schools, and other schools

for the health professions, which hold the societal
responsibility for the education of health professionals,

* Implementing special primary care tracks for
students and crainees.

* Eswblishing and strengthening deparumencs of
family medicine within schools of medicine.

) B
ReCOIm i sSnnal.on o

Interprofessional education should be a required and
supported part of all health professional education.
This change is especially important for primary care.
Regulatary, accreditarion, reimbursement, and other
barriers that limit members of the healthcare team from
learning or working together should be eliminated.

Recommendsuan 4

The Department of Health and Human Services,
through its appropriate agencies and divisions,

should be granted additional funding o support
interprofessional training, prepararion of the primary
care workforce, and leadership development programs
1o produce clinicians to rake the lead in new models of
primary care. Strategies to accomplish these goals could
include the following:

* Expansion of Title V11 and Title VIII funding and
authority to jointly fund interprofessional programs

*  Expansion of Tide VII and Ticle VI funding
to address faculty shortage and educarional
underinvestment in the development of faculry for
primary care

have an opportunity and obligation to increase the size
[ncrease in AHEC funding to expand its pipeline

programs in primary care and 1o provide

and strength of the primary care workforce. Leaders of .
health professional schools should implement actions

known to increase the number of students and trainees community-based, interprofessional educational

choosing careers in primary care. These actions include
the following:

Establishing programs to prepare and attract a more
sociocconomically, racially, and geographically
diverse student body

Revising admission standards ro include more
emphasis on social science and humanities and the
personal qualities of applicants

Implementing and expanding scholarship and loan
repayment programs in parinership with health
systems, governmental agencies, and communiries
for those pursuing careers in primary care

Promoting early exposure to primary care practices
for all students

Creating longitudinal immersion clinical experiences
In communiry primary care settings

experiences for alt primary care health professions
students

Resumprtion of the Primary Care Health Policy
Fellowship and creation of new programs to prepare
clinician-leaders for new models of practice

Provision of adequate scholarships and loan
repayment programs to provide clinicians o
underserved areas and 1o improve diversity

Expansion and direction of funding for graduate
medical, nursing, and physician assistant educational
programs (Medicare Graduate Medical Education
funding, Tide V11, Title VIII) to support trainees
and training infrastrucrure costs in ambulatory
settings, including reaching communiry heaith
centers, AHECs, academic outpatient clinics. and
other communicy-based programs.



CONCLUSION 1l

Recognizing that the healthcare system is dynamic and
will continue to evolve, strong leadership will be needed
to advance the science, teaching, practice, and policy
development relevant to primary care.

Recommendation 1

Develop leaders with a focus on advancing the curricula
and learning opportunities for preparing competent
primary care clinicians, scientists, and policymakers of
the furure.

Medical, nursing, and other health profession school
faculties should form partnerships with educators
from other disciplines, such as business and law, to
develop novel educational opportunities for advancing
primaty case leadership, research, policy, and advocacy.
As a routine part of their education, primary care
students should be exposed to mentored opportunities
to participate in healthcare improvement and policy
development and to function within interprofessional
and interdisciplinary leadership teams.
Recomimendation 2

Support the further development of science and the
scientific leadership necessary to advance the translation
of best practices into primary care delivery for the
improvement of patient and community health.
Initiatives could include the following;

* Funding career development for scientists that can
create improved national metrics for assessment of
individual and population health

» Providing targeted funding through Clinical
Translational Science Awards, Narional Research
Service Awards, and Health Research Services
Awards for scientists focused on primary care

s+ Developing a national healthcare workforce analysis
and policy capability for ensuring an adequare and
well-prepared primary care workforce over time.

Racommendanon 3

Recognize the need to include representatives of all
primary care providers in the leadership of delivery
systems and in groups thar are responsible for
developing healthcare policies at the state and
federal level.

This report is in the public domain and may be
reproduced or copied without permission.
Citation, however, is appreciated.
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The Future of Nursing
Leading Change,
Advancing Health

With more than 3 million members, the nursing profession is the largest
segment of the nation’s health care workforce. Working on the front lines of
patient care, nurses can play a vital role in helping realize the objectives set
forth in the 2010 Affordable Care Act, legislation that represents the broadest
health care overhaul since the 1965 creation of the Medicare and Medicaid
programs. A number of barriers prevent nurses from being able to respond
effectively to rapidly changing health care settings and an evolving health care
system. These barriers need to be overcome to ensure that nurses are well-
positioned to lead change and advance health.

In 2008, The Robert Wood Johnson Foundation (RWJF) and the Institute
of Medicine (I0M) launched a two-year initiative to respond to the need to
assess and transform the nursing profession. The I0M appointed the Com-
mittee on the RWIJF Initiative on the Future of Nursing, at the I0M, with
the purpose of producing a report that would make recommendations for an
action-oriented blueprint for the future of nursing.

Nurses practice in many settings, including hospitals, schools, homes,
retail health clinics, long-term care facilities, battlefields, and community and
public health centers, They have varying levels of education and competen-
cies—from licensed practical nurses, who greatly contribute to direct patient
care in nursing homes, to nurse scientists, who research and evaluate more
effective ways of caring for patients and promoting health. The committee
considered nurses across roles, settings, and education levels in its effort to
envision the future of the profession. Through its deliberations, the committee
developed four key messages that structure the recommendations presented
in this report:

‘For more information visit ww‘w.iom.edu/nursing,
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A number of barriers prevent
nurses from being able to respond

effectively to rapidly changing
health care settings and an
evolving health care system. These
barriers need to be overcome to
ensure that nurses are well-
positioned to lead change and
advance health.
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1) Nurses should practice to the full
extent of their education and
training.

While most nurses are registered nurses {RNs),
more than a quarter million nurses are advanced
practice registered nurses (APRNs), who have
master’s or doctoral degrees and pass national
certification exams. Nurse practitioners, clinical
nurse specialists, nurse anesthetists, and nurse
midwives all are licensed as APRNs.

Because licensing and practice rules vary
across states, the regulations regarding scope-of-
practice—which defines the activities that a quali-
fied nurse may perform-have varying effects on
different types of nurses in different parts of the
country. For example, while some states have
regulations that allow nurse practitioners to see
patients and prescribe medications without a
physician’s supervision, a majority of states do
not. Consequently, the tasks nurse practitioners
are allowed to perform are determined not by
their education and training but by the unigue
state laws under which they work.

The report offers recommendations for a
variety of stakeholders—from state legislators
to the Centers for Medicare & Medicaid Ser-
vices to the Congress—to ensure that nurses can
practice to the full extent of their education and
training. The federal government is particularly
well suited to promote reform of states’ scope-
of-practice laws by sharing and providing incen-
tives for the adoption of best practices. One sub-
recommendation is directed to the Federal Trade
Commission, which has long targeted anti-
competitive conduct in the health care market,
including restrictions on the business practices
of health care providers, as well as policies that
could act as a barrier to entry for new competitors
in the market.

High turnover rates among new nurses
underscore the importance of transition-to-
practice residency programs, which help man-
age the transition from nursing school to practice
and help new graduates further develop the skills

needed to deliver safe, quality care. While nurse
residency programs sometimes are supported
in hospitals and large health systems, they focus
primarily on acute care. However, residency
programs need to be developed and evaluated in
community settings.

2) Nurses should achieve higher
levels of education and training
through an improved education
system that promotes seamiess
academic progression.

To ensure the delivery of safe, patient-centered
care across settings, the nursing education system
must be improved. Patient needs have become
more complicated, and nurses need to attain
requisite competencies to deliver high-quality
care. These competencies include leadership,
health policy, system improvement, research and
evidence-based practice, and teamwork and col-
laboration, as well as competency in specific con-
tent areas including community and public health
and geriatrics. Nurses also are being called upon
to fill expanding roles and to master technological
tools and information management systems while
collaborating and coordinating care across teams
of health professionals.

Nurses must achieve higher levels of educa-
tion and training to respond to these increasing
demands. Education should include opportuni-
ties for seamless transition into higher degree
programs—from licensed practical nurse (LPN)/
licensed vocational nurse (LVN) diplomas; to the
associate’s (ADN) and bachelor’s (BSN) degrees;
to master’s, PhD, and doctor of nursing practice
(DNP) degrees. Nurses also should be educated
with physicians and other health professionals
both as students and throughout their careers in
lifelong learning opportunities. And to improve
the quality of patient care, a greater emphasis
must be placed on making the nursing workforce
more diverse, particularly in the areas of gender
and race/ethnicity,



3) Nurses should be full partners,
with physicians and other health care
professionals, in redesigning health
care in the United States.

Efforts to cultivate and promote leaders within
the nursing profession—from the front lines of
care to the boardroom—will prepare nurses with
the skills needed to help improve health care and
advance their profession. As leaders, nurses must
act as full partners in redesign efforts, be account-
able for their own contributions to delivering
high-quality care, and work collaboratively with
leaders from other health professions.

Being a full partner involves taking responsi-
bility for identifying problems and areas of system
waste, devising and implementing improvement
plans, tracking improvement over time, and mak-
ing necessary adjustments to realize established
goals. In the health policy arena, nurses should
participate in, and sometimes lead, decision mak-
ing and be engaged in health care reform-related
implementation efforts. Nurses also should serve
actively on advisory boards on which policy deci-
sions are made to advance health systems and
improve patient care.

In order to ensure that nurses are ready to
assume leadership roles, nursing education pro-
grams need to embed leadership-related compe-
tencies throughout. In addition, leadership devel-
opment and mentoring programs need to be made

To ensure the delivery of sate,
patient-centered care across
settings, the nursing education
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system must be improved. Patient

heeds have become more
complicated, and nurses need to
attain requisite competencies to
deliver high-quality care.

available for nurses at all levels, and a culture that
promotes and values leadership needs to be fos-
tered. All nurses must take responsibility for their
personal and professional growth by developing
leadership competencies and exercising these
competencies across all care settings.

4) Effective workforce planning and
policy making require better data
collection and an improved
information infrastructure.

Planning for fundamental, wide-ranging changes
in the education and deployment of the nursing
workforce will require comprehensive data on
the numbers and types of health professionals—
including nurses—currently available and re-
quired to meet future needs. Once an improved
infrastructure for collecting and analyzing work-
force data is in place, systematic assessment
and projection of workforce requirements by
role, skill mix, region, and demographics will be
needed to inform changes in nursing practice and
education.

The 2010 Affordable Care Act mandates the
creation of both a National Health Care Work-
force Commission to help gauge the demand for
health care workers and a National Center for
Workforce Analysis to support workforce data
collection and analysis. These programs should
place a priority on systematic monitoring of the
supply of health care workers across professions,
review of the data and methods needed to develop

TR
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accurate predictions of workforce needs, and coor-
dination of the collection of data on the health care
workforce at the state and regional levels. All data
collected must be timely and publicly accessible.

Conclusion

The United States has the opportunity to trans-
form its health care system, and nurses can and
should play a fundamental role in this transforma-
tion. However, the power to improve the current
regulatory, business, and organizational condi-
tions does not rest solely with nurses; government,
businesses, health care organizations, professional
associations, and the insurance industry all must
play a role.

The recommendations presented in this report
are directed to individual policy makers; national,
state, and local government leaders; payers; and
health care researchers, executives, and profes-
sionals—including nurses and others—as well as to
larger groups such as licensing bodies, educational
institutions, philanthropic organizations, and con-
sumer advocacy organizations. Working together,
these many diverse parties can help ensure that
the health care system provides seamless, afford-
able, quality care that is accessible to all and leads
to improved health. #
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Broadening the Scope of Nursing Practice

Julie A. Fairman, Ph.D., R.N., John W. Rowe, M.D., Susan Hassmiller, Ph.D., R.N., and Dorina E. Shalala, Ph.D.
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phase of reform must slow the
growth of health care costs and
improve value through payment
reforms, including bundling of
payments and payments for epi-
sodes of care. Some savings will
derive from implementation of in-
novative models of care, such as
accountable care organizations,
medical homes, transitional care,
and community-based care. We
believe that if we are to bridge
the gap in primary care and es-
tablish new approaches to care
delivery, all health care provid-
ers must be permitted to practice
to the fullest extent of

Comment on
thisanticle at | their knowledge and
NEfM.org | competence. This will

require establishing a standard-
ized and broadened scope of
practice for advanced-practice
registered nurses — in particu-
lar, nurse practitioners -— for all
states.

Nurses’ role in primary care
has recently received substantial
scrutiny, as demand for primary
care has increased and nurse prac-
titioners have gained traction with
the public. Evidence from many
studies indicates that primary
care services, such as wellness
and prevention services, diagnosis
and management of many com-
mon uncomplicated acute illness-
es, and management of chronic
diseases such as diabetes can be

10.10SE/NEJMPLOIZI2]  NEJM.ORG

The New England Journal of Medicine
Downloaded from nejm,org on December 16, 2010, For persenal use only, No other uses without pennission.

From the NEJM Archive. Copyright () 2010 Massachuseus Medical Society.

provided by nurse practitioners
at least as safely and effectively
as by physicians.? After reviewing
the issue, an Institute of Medicine
{IOM) pane! recently reiterated
this conclusion and called for ex-
pansion of nurses’ scope of prac-
tice in primary care.?

Some physicians’ organizations
argue that physicians’ longer,
more intensive training means
that nurse practitioners cannot
deliver primary care services that
are as high-quality or safe as
those of physicians. But physi-
cians' additional training has not
been shown to result in a mea-
surable difference from that of
nurse practitioners in the quality
of basic primary care services.?
We are not arguing that nurse
practitioners are substitutes for
these physicians, but rather that
we should consider how primary
care services can be more effec-

Allrights resenved.
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PERSPECTIVE

EROADENING THE SCOPE OF NURSING PRACTICE

Alaska Hawaii @

Requirements for Practice

(] None
[7] Collaborative agreement required to prescribe

and prescribe

] Collaborative agreement required to diagnose, treat,

signature required

1 No requirements after one-tirme signed, articulated plan

Required consultation for Schedule 1 and 11 controlled substances only

[ Nurse practitioner signs one-page collaberation ferm; no physician

Connecticut
New Jersey
Delawars

Scope-of-Practice Regulations for Nurse Practitioners, According to State.

Data are from the AARP [http://championnursing.org/aprnmap).

tively provided to more people
with the use of the full primary
care workforce,

The critical factors limiting
nurse practitioners’ capacity to
practice to the full extent of their
education, training, and compe-
tence are state-based regulatory
barriers. States vary in terms of
what they zllow nurse practition-
ers to do, and this variance ap-
pears not to be correlated with
performance on any measure of
quality or safety. There are no
data to suggest that nurse prac-
titioners in states that impose
greater restrictions on their prac-

tice provide safer and better care
than those in less restrictive
states or that the role of physi-
cians in less restrictive states has
changed or deteriorated.

There is variation in several
aspects of practice, including re-
quirements for prescribing privi-
leges, oversight and chart reviews,
and the maximum “collabora-
tion ratios™ for nurse practirion-
ers working with physicians. In
some states, nurses cannor cer-
tify home heaith care visits or
stays in skilled nursing facilities
or hospice, order durable equip-
ment, admit patients to hospitals

10,1056/ NEjMP1O1212]  NEJM.ORC
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without a physician’s supervision
or collaborative agreements, or
prescribe medications without
physician oversight. Nurses tend
to move from more restrictive to
less restrictive states, and from
primary to specialist care, with
a resulting loss of access to care
for patients. Credentialing and
payment are also linked to state
regulations: more restrictive states
are less likely than these ailow-
ing independent practice to cre-
denrial nurse practitioners as pri-
mary care providers.*3?

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

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

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

BROADENING THE SCOFE OF NURSING PRACTICE

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

Reductions in cost associated
with broadening nurse practition-
ers’ scope of practice can be seen
elsewhere as well. In U.S. retail
clinics, where cost savings have
been documented, nurse practi-
tioners provide most of the care.
But retail clinics have been slow
to expand in states with more re-
strictive scope-of-practice regula-
tions. Research in Massachusetts
shows that using nurse practition-
ers or physician assistants to their
full capacity couid save the state
$4.2 billion to $8.4 billion over
10 years and that greater use of
retail clinics staffed primarily by
nurse practitioners could save an
additional $6 billion.?

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

Despite the robust rationale
for broadening nurse practition-
ers’ scope of practice, key medi-
cal organizations oppose the idea.
The American Medical Associa-
tion, the American Osteopathic
Associztion, the American Acad-

10.1055/NE)H4D1012121 NE)JM.ORG

The New England Journal of Medicine
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emy of Pediatrics, and the Amer-
ican Academy of Family Physi-
cians ail support requiring direct
supervision of nurse practition-
ers by physicians. As health care
reform advances, implementation
of payment reforms — including
global or bundled team-based
paynients and medical home-
based payments — may ease
professional tensions and fears
of substitution while enhancing
support for an increased scope
of nursing practice.

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

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

The views cxpressed in this article are
those of the authors and do nor necessarily
represent those of their institutions.

Disclosure forms provided by the authors

are available with the full text of this anii-
cle ar NEIM.org.
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From the Barbara Bates Center for the
Study of the History of Nursing, University
of Pennsylvania School of Nursing, Phila-
delphia (J.A.F.); the Robert Wood johnson
Foundation initiative on the Future of Nurs-
ing. Institute of Medicine, Washington, DC
U.AF, JWR., 5.H., DES) the Depart
ment of Mealth Pelicy and Management,
Mailman School of Public Health, Columbia
University, New York {J.W.R.); and the Uni-
versity of Miami, Miami (D.E.S.).

See also related letters to the Editor {10.1056/
NEJMc1013895).

.

BROADENING THE SCOPE OF NURSING PRACTICE

This article (10.1056/NEJMpl012121) was
published on Decerber 15, 2010, at NEJM

Org.

1. Laurant M, Reeves D, Hermens R, Bras-
penning ], Grol R, Sibbald B. Substitution of
doctors by nurses in primary care, Cochrane
Database Syst Rev 2005,2:CD001271.

2. Institute of Medicine. The future of nurs-
ing: leading change, advancing health. Wash-
ingtory, DC: National Academies Press, 2010.
3. Eibrer CE, Hussey PS, Ridgely MS, Mc-
Glynn EA. Controlling health care spending
in Massachusetts: an analysis of options.
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August 2009. {http:jfwww.rand crg/pubsf
technical_reports/2009/RAND_TR733.pdf)
4. APRN meodel act/rules and regulations.
Chicaga: Mational Councit of State Boards
of Nursing, 2008, (https:/}www.ncsbr.org/
APRN_leg_language_approved_8_08.pdf}
5. Starck PL. The cost of doing business in
nursing education. | Prof Nurs 200%21:
183-90.

Copyright € 2020 Muassachusetts Medical Society.



leff Susman, MD
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It’s time to collaborate—
not compete—with NPs

1S Gimeetime 1o abandon our damagingh divisive, politically Pyrehic, and it
el unsustainable simggle with advanced practice nurses EAPNs L Turge my el
towv ity physivians re accept-~uctualiy, o ermprace—a full panaoership with AFNs.
Why do | cal for such a undamental change in poliey? Fiest. because 1s the realin.
[ 16 states, nurse praciitioners already practice independendy, And in mam
HiLre states, there is a clear indicasion tiat both the public and poliicians taver tor
|
is aunlined in “The Futare of Nursing: Leading Change. Advancing Health” published
iy the fnstitete of Medicing HONM) i October 2000, Among the JOM's conclosions:
« Nurses should practice 1o the full extent ol their edecetion and waining.

iher crosicon ol barriers w independent nursing pracuice. Ind such independence

o Nuraes shoald gehivee highet levels of educaiion and rraning througi an un

proved egucation svatein that promotes seamless acadene progression
« Nurses should be inll partners, with phnsicians and oiher beabth e protes

sAonals, o redesigning headdy care o the Undted Stares

Secund, [ helieve onr arguments agianst such o shin i poliey don't bokd .
Despite the endless arguinenis abou vuteomes, training, und patient preferences. !
henesth believe that most nursing professienals— just like inost physicians—prac-
iice within the bounds ol their experieace and training.

lddecd. the arguments family physicians ke
against APNs sound suspicioushy like specialists’ ar

Arguments FPs
make against
APNs sound
like specialists’
arguments
againsi us

guments against us, (Surely, the gostroenterologists
assenl. thelr greater experience and expertise should
tavor colonoscopy privilenes only for physicians within
their specialty, not tor lowly prman care practiun

ners.d Bather thun tepeating the ¢ycle oF appressian
that we in fonily medicine balile as the eopressed. et s
celebrte differences in prictice, explon: opporiiises
ior cedlaboruion, ad develop diverse models ot care

Fivivel, feall fur a fundamentat shit i poiicy becanse Hear that ironya policd
persprelive, we bave minci: 1o lose by continumg o do bade oo idns fronn ighong
traciuies pur support and reduces owr otlecnveness with o legislaiive, business,
and vonswiner advocates.

Finally, I'm convineed tha joining forces with APNy 10 develop ianovative
trwadels of team care will lead 1o the best beatth vucomes. I a world ol scceuntable
heealth care organizations, health innovation zunes, and medical “neighborhoods,
we gain far rore from collaboration than from competition

Axwe ring in the new vearn let's stop elinging w e past—and redirectour ener
givs toward envisioning the fuiure of health care.
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! Clinical Qutcomes:

| The Yardstick of Educational A Nurse P titioners
Effectiveness \

Amuric.agf-\m

)
By

The safety and guality of nurse practitioner (NP) compelency-based education has consistenlly been
demonstrated through 40 years of patient care research. The yardstick of educational eflecliveness should bs
based on patient outcomes. Educational preparation for physiclans and nurse practitioners does differ.
Although different, there is no evidence to suggest one is superior to the other in terms of patient outcomes.
safety and quality of care provided. There are numerous studies thal demonsirate nurse practitioners
consistently provided high quality and safe care. In the over 100 studies on care provided by both nurse
practitioners and physicians, not a single study has found that nurse praclitioners provide inferior services.! In
fact, these studies have shown NPs have the same or better patient outcomes when compared to physicians.

Three differences in education models between the professions make clinical cutcomes a more effective
determinant for safety.

1. NP students have formal academic preparation in healthcare before graduate school.

Prior healthcare education is a significant difference and deserves to be weighted in this discussion of
education. NP students have had education and clinical experience in evaluating and managing patients even
before hey atlend their first day of an NP program. This prior education included physical assessment skills,
interpreting diagnostic test resuits, evalualing the appropriatensss of medications and patients response 0
ireatments in both hospital and community settings. The undergraduate platform of knowledge allows NP
education to start at a more advanced levet than other graduate health professional programs. Additionally,
many nurse practitioner students have experience working as registered nurses prior lo beginning their NP
programs. During this time they have spent numerous hours caring for patients, This care has involved
adminisiering medications and required cautious consideration of pharmacological agents, as well as uiilizing
all the skills lisied above.

2. NP_stude ietermine their patient ulation_at the time of entry to an NP program.

Bapuiation focus from the beginning of educational preparaticn allows NP to education malch the knowledge
and skilis to the needs of patients, and to concentrate the program of academic and clinical education study on
the patients for whom the NP will be caring. For example, consider a primary care Pediatric NP. The entire
time in didactic and clinical education is dedicated o the issues refated 1o the development and healthcare
needs of the padiatric client. YWhile medical students and residents spend time leaming how to manage adull
clients and complete surgery rotations, a primary care pediatric nurse practitioner student’s educational time is
100% concentrated on the clinical area where the NP clinician will actually be practicing.

3. NP _education is competency-hased, not lime-based.

NP students must demonstrate that they have inlegrated the knowledge and skill to provide safe patient care.
NP students do not prograss or graduate based on the hours spend in 2 rotation or by the number of times
they have seen a paricular ailment; Instead, NP students progress only when knowledge and skill competency
is achieved. While competency-based education has been the standard in nursing for decades. the concept is
transitioning 1o other health professions. Medicine has recently begun to re-examine their time-based
approach. After the 2010 Carnegie Report called for just such an innovation in medical ecucation, Dr. Williarm
Hueston, a member of the American Academy of Family Physicians Commission on Education commented,
"Both in medical student education and residency, we have clung to the belief that if you spend a certain
amount of time learning about something, then you must know it." he told AAFP News Now. "That's as
ridiculous as thinking that & teenager should be given a (driver's) license just because he or she spent & set
number of hours behind the wheel of a car.2

National Administrative
Office:

PO Box 12846
Austin, TX 78711

Phane 512 442-4262 Head to head comparison of educational models is not the appropriate measure of clinical success or patient
Fax 512 442-6469 safety. The appropriate measure is patient ouicomes. Forly years of patient cutcomes and clinicai research
Email admin@aanp.crg demonstrates that nurse practitioners consistently provide high quality and safe care.

Website www.aanp.crg

_ 1. Bauer, J. (2010). Nurse practitioners as an underutilized resource for health reform: Evidence-based
f Health Policy: demonstrations of cost-effectiveness. Journal of the American Academy of Nurse Praciitioners 22 (2010).
0139 228-231.
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TESTIMONY
TO
HOUSE HUMAN SERVICES COMMITTEE
62“0 NORTH DAKOTA LEGISLATIVE ASSEMBLY

BY

Kris Todd-Reisnour, FNP

MARCH 9, 2011
Madame Chairman Lee and Committee Members

My name is Kris Todd-Reisnour. i am a Family Nurse Practitioner

(FNP) and | am here to testify in favor of SB 2148. | am one of the 4 Nurse
Practitioners (NPs) in the state who are self-employed. | own and operate
Dakota Osteoporosis in Bismarck. In this clinic | diagnose, educate and
treat patients for osteoporosis and orthopaedic problems. Patient referrals
come to me from physicians, other NPs, chiropractors, therapists as well as
others.

My collaborating physician for prescriptive authority is Dr. Biron Baker
at Medcenter One. My license requires that | contact Dr. Baker once every
two months to discuss medication questions. Many prescriptions are written

{ .
*1. between those conversations. NPs must attain 15 contact hours pertaining



. to pharmacology to renew my ND license. We must also work at least
1,000 hours every two years in patient care to be relicensed. We write our
Scope of Practice (SOP) according to the job we have. NPs must also pass
a certification test administered by a national agency. Everylfive years we
must have 150 contact hours to be recertified.

When we work for an organization, a credentialing board determines
what skills we can use in their facility depending on our previous training.
After working in orthopaedics for many years | am allowed to perform joint
injections and manage fractures. Someone who works in pulmonology may
be allowed to perform thoracenteses if they have had the proper training

. and experience.

| am also a contract employee for a local medical facility seeing
residents in long term care facilities for health problems. Often | contact
other health care providers regarding medications and treatment
recommendations. The health care provider | choose to contact may be a
Family Practice physician, the NP who manages the dialysis unit, the
surgeon when you find a mass or your favorite pharmacist depending on
the patient’s need. All NPs collaborate with the appropriate health care

provider when practice and prescriptive issues arise. That is part of our

. training.



f‘ Our NDNPA members have gathered a significant number of
signatures from physicians, hospital board members, pharmacists and
county commissioners in support of SB 2148. The Ashley Hospital Board of
Directors have all signed in support. We have received letters of support
from many oréa\nizations: Community HealthCare Association of the
Dakotas, AARP, American Academy of NPs, American Coliege of NPs,
National Council of State Boards of Nursing and many others listed for you.
As Secretary of NDNPA 1 receive emails from recruiting agencies and
organizations at least monthly. They ask me to send out information to our

membership regarding job openings for NPs in North Dakota communities.

in the last two months there have been requests from Towner, New Town,
Oakes, Grand Forks and Dickinson to name a few. It is difficult to recruit
NPs from out of state if they have no connection with a ND physician and
cannot find one willing to collaborate with them.

| worked with Lee Boyles, Administer of Oakes Community Hospital
when he was looking for a NP. He sent a note | would like to share with
you. “Good morning. | wanted to let you know that Oakes Community
Hospital is in favor of this bill to remove the requirement of nurse

practitioners (NPs) to have a formal collaborative agreement with a

%m. physician for prescribing medication. We have several nurse practitioners



. employed by our hospital providing high quality and safe patient care in
| every department of our facility - outpatient clinic, inpatients, and
emergency room patients. They ;ﬁrovide all aspects of patient care, within
their scopes of practice, without collaboration from a physician with the
exception of prescription authority only. They do collaborate with whatever
healthcare provider is appropriate for each patient on a more frequent basis
than the every 2 months that the NP licensing requires. Eliminating the
collaborative signature will not stop collaboration as our NPs know it takes
a team approach to deliver healthcare in our rural settings.
Our mid-level providers, such as NPs, are a vital part of healthcare

. delivery in Oakes and rural communities in the state. The use of mid-level
providers continues to grow and is the future of primary care by helping
bridge the gap of the existing physician shortages. We have also found it is
much easier to recruit quality mid-level providers to our rural communities
(we've hired 5 mid-levels in the past 18-months vs. 1-physician), thus
improving access to primary care for our region's patients. Through the
use of new technology, ePharmacy and eEmergency, our mid-levels have
another entire level of collaboration to provider quality, safe care, when the

need consulting a physician or pharmacist does arise.



. In summary, we are in favor of the bill to remove the collaborative
agreement forrnurse practitioners. Please let me know if you have any
questions. Thank you for your time on this bill, we really appreciate it.
Sincerely, Lee Boyles, Administrator Oakes Community Hospital”

In c!osin‘g'I would like to leave you with a question. One of our
members is a NP who practices in Westhope with a 76 year-old
collaborating physician. When he is no longer practicing will she be able to
find a new collaborating physician outside the community to sign on? Or
will the community lose two health care providers?

(% | urge you to support Senate Bill 2148. Thank you for allowing me to

. share my thoughts with you today. This Bill is not only important to me but

also to healthcare access in North Dakota.

If you have any questions please feel free to contact me.

Kris Todd-Reisnour, FNP
Secretary NDNPA
ktodd@bis,midco.net
471-3813




AARP North Dakota T 1-B66-554-5383
107 W. Main Avenue - F 701-255-2242 = -
Suite 125 " TTY 1-877-434-7598
Bismarck, ND 58501 www.aarp.org/

Cheryl Rising

North Dakota Nurse Practitioner Association
8300 Burnt Creek Island Road

Bismarck, ND 58503

Dear Ms. Rising,

North Dakota residents need access to high quality health care offered by primary care providers,
especially in our underserved rural and urban communities. Along with the rest of the country, our
state is facing a shortage of primary care providers who can care for people of all ages, but
particularly those with multiple chronic conditions. Consider the numbers, according to a 2010
study by the University of North Dakota, 89% of North Dakota's counties are partially for fully
designated as Primary Care Health Professional Shartage Areas.

Nurse practitioners are part of the solution; North Dakota has 350 nurse practitioners. But state
laws limit our ability to access the care they provide.

North Dakota state legislators and the Governor have an opportunity to bring much needed primary
care to tens of thousands of North Dakota residents with the bill introduced by Senator Lee, which
ould amend and re-enact Section 43-12. 1-18 of the North Dakota century code relating to the
‘escriptiva standards for advanced practice registered nurses (APRNs). Such a legislative change
ould make fundamental and necessary changes to how nurse practitioners can provide the health
care services for which they are trained, skilled and licensed.

Nurse practitioners and other APRNs provide primary care and women's health services, and help
patients manage chronic conditions such as diabetes, among other important health services. Yet,
North Dakota laws limit the consumer's ability to access these services by requiring nurse
practitioners and other APRNSs to practice under physician supervision, through a collaborative
agreement. This is particularly troubling for our residents who live in rural areas, where a severe
shortage of physicians is prevalent, making it a challenge for nurse practitioners to find physicians
for oversight. If enacted, this bill would eliminate waiting periods of up to six months for nurse
practitioners to provide care. These waiting periods delay APRNs' ability to write prescriptions,
diagnose problems, refer patients to specialists and perform diagnostic testing. As a result, North
Dakota residents struggle with undiagnosed ailments, go without medication, and their health
declines.

That is why AARP North Dakota urges the State Legislature and the Governor to remove barriers
that prevent APRNs from providing the health care services we need.

APRNSs are registered nurses with advanced training in preventing, diagnosing, and treating iliness,

licensed to write prescriptions. These health care professionals hold two nursing degrees (an
ndergraduate and Master's degree), and must complete supervised clinical training and testing by

‘tionai accrediting bodies in nursing. Similar to other health care professicnals, once certified by
he state, APRNs broaden their skill-base through continuing education and experience. APRNs

W. Lee Hammond, President
HEALTH / FINANCES / CONNECTING / GIVING / ENJOYING Addison Barry Rand, Chief Executive Dfficer



are educated and trained to do what we need them to do — care for those whe need primary,
reventive, and chronic care,

Studies demonstrate that APRNs deliver safe and effective health care to all populations, across
settings, and in many specialties. In fact, research shows no difference in outcomes of primary
care delivered by APRNs and physicians, including patient health status, number of prescriptions
written, retumn visits requested, or referrals to other providers. A recent review of the quaiity and
effectiveness of care provided by APRNs from 1990 to 2008 found that APRNs provide as high a
quality of care as physicians.

North Dakota already faces a severe shortage of health care providers. We will benefit by

removing barriers that prevent APRNSs from practicing to their full level of education, expertise and
licensure.

AN
5 S Cheney, Seni

~State Director

RP North Dakota

.
@




' Altru

M Healeh Syitem

2O, Box 6002
Grand Forks, ND
October 19, 2010 58206-6002
(701) 780-5000 p/mnr
Cheryl R.iSlllg altru.org el
President of NDAPN
905 Dodge Circle
Bismarck, North Dakota 58501
Cheryl,

I am sending this letter to you, offering our support for the legislative change — so Nurse
Practitioners would no longer need a collaborative letter with a physician for prescriptive
practices, As president of the North Dakota Organization of Nurse Execs, I give you the
support of our organization for this legislation. Good luck.

Sincerely,

Margaret Reed, RN
Chief Nurse Executive
Altru Health System

HERE FOR LLIEFE
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Sioux Falls, SD 57105-1570 Suite 1

Bismarck, ND 58503
phone: (605) 357-1515
faxe: (605)357-1510 phone. (T01) 2219824
(701) 221~
(‘_-t_unnn‘.ni\, I Il.;llli}(_.. e Jax: (701) 221-0615

Axsocnion af the Dakotas

7 2%
. 1400 West 22™ Street A nmversary 1003 East Interstate Avenue

January 11, 2011

To Members of the 62™ Legislative Assembly:

On behalf of the member Community Health Centers in North Dakota, T am writing in support of
the proposed legislation to modernize and update the requirements of their advance practice
registered nurse standards found in SB 2148,

In reviewing the rationale and the literature put forward by the American Academy of Nurse

Practitioners, our North Dakota Health Center members support the ability of Nurse Practitioners

to meet the intent of their scope of practice with the changes proposed in the legislation. Nurse

Practitioners have proven to be valuable also providers of health care, particularly primary health
é"é care, in North Dakota. The Practice Act governing their work and standards shouid be allowed
. to stand on their own and to reflect the quality of their preparation and competencies.

Sincerely,

%M Z/.aéwt/

Karen E. Larson, Deputy Director

C: Scot Graff, CEO
Sharon Ericson, Valley Community Health Centers
Patricia Patron, Family HealthCare Center
Joan Altenbernd, Migrant Health Services
Faye Hagen, Northland Community Health Center
Dawn Berg, Coal Country Community Health Center

,wielicar,

www.communityheaithearenet



Cavalier County, North Dakota

. Office of Auditor

901 Third Street - Suite 15
Langdon, ND 58249
(701) 256-2229
Dawn Roppel - Auditor (701) 256-2546 (fax)
Lisa Gellner - Deputy Auditor
Pam Lafrenz - Office Clerk

Honorable Senator Judy Lee

We, the Cavalier County Commissioners, voted at our
December 21, 2010, meeting to support the elimination

£,

Commissioners
Harold Nowatzki
Richard Flanders

Harvey Hope
Alvin Carlson
Tom Borgen

of the

requirement for a physician signature on Nurse Practitioner

prescriptive privilege licensure. We believe it is an unnecessary

. formality which does not improve quality or safety of NP

practice. We believe, aiso, NP’s assess, diagnose, and tr
acute and chronic diseases. The passage of this bill elim
the signature requirement will improve access to health

eat
inating
care

and position North Dakota to improve the recruiting of NP’s

into this fine state. We believe this will help eliminate the

primary care provider shortage in North Dakota. We want to

take this opportunity to thank you for sponsoring this bi

I, and

again, reiterate our support for it. We appreciate the endless

hours and dedication our NP’s do in our community and
county.

Cavalier County Commissioners



COLLEGE AND U NIVERSITY N URSING E DUCATIONI \DM!NISTRATORS

Dakota Nursing Program November 29, 2010

Dickinson State University
Department of Nursing

Jamestown College
Department of Nursing

Medcenter One

College of Nursing To NDNPA:

Minot State University

Department of Nursing The College and University Nursing Education Administrators (CUNEA)
has voted to support the legislative bill to climinate the required signature

Sitting Bull College , for prescriptive privileges for advanced practice registered nurses.

Department of Nursing

Dakota State
ge of Science
Department of Nursing

Respectfully,
North Dakota State University
Department of Nursing
United Tribes Technical College Kelly Buettner-Schmidt, Co-Chair

Department of Nursing

University of Mary
Division of Nursing

University of North Dakota
College of Nursing
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§i77 2t NORTH DAKOTA BOARD OF NURSING
%4%_ 1915 ing 019 § 7th St., Suite 504, Bismarck, ND 58504-5881
S, S Telephone: (701)328-9777 Fax: (701) 328-9785
*4,,,3‘?”]:'?-"%;‘;‘33”@ Web Site Address: hitp://www.ndbon.org
Workplace Impairment Program: (701) 328-9783
To: ND Nurse Practitioners Association
Cheryl Rising APRN, FNP, President
From: ND Board of Nursing
Buzz-Benson RN, President -
Re: Support of proposed legislation to amend the
NDCC 43-12.1 -18. Nursing Practice Standards
Date: September 28, 2010

The North Dakota Board of Nursing met on September 16, 2010 and discussed the request for
NDBON support for the legislative proposal to amend NDCC 43-12.1-18 Nursing Practice
Standards. The NDBON reviewed the Nurse Practices Act as it relates to the submission of a
collaborative agreement for granting prescriptive authority for APRNS. Brian Bergeson, SAAG,
reviewed applicable law related to the collaborative agreement and determined that this was a
requirement in the NDCC 43-12.1-18 Nursing Practice Standards.

o
Tt

Therefore the Board made the following motion:
Motion: Rustvang, seconded by Traynor to:

SUPPORT A LEGISLATIVE PROPOSAL TO AMEND NDCC 43-12.1-18 NURSING
PRACTICE STANDARDS THAT WOULD ELIMINATE THE REQUIREMENT OF A
COLLABORATIVE AGREEMENT WITH A LICENSED PHYSICIAN FOR
PRESCRIPTIVE AUTHORITY.

Roll call vote: Anderson, yes; Benson, yes; Christianson, yes; Frank, ves; Lal.onde, yes; Levi, yes; Rustvang,
Smith, yes; Traynor, yes;
9 yes, 0 no, 0 absent. Motion carried.

Thank you for this opportunity to provide support for the APRNs to practice to their full scope of
practice,

The mission of the North Dakota Board of Nursing is to assure North Dokota citizens quolity nursing care through the regulation of standards far
. : nursing education, Ticensure ond practice.
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(Q North Dakota Association of Nurse Anesthetisis

£0. Box 1755 » Bismarck, ND 58502-1785 » Phone 701-221-7797 » Fax 701-224-9824 « ndana@apind.com « www.ndana.org

Chery Rising November 4, 2010
North Dakota Nurse Practitioner Association

905 Dodge Circle

Bismarck, ND 58503

Ms. Rising:

The North Dakota Association of Nurse Anesthetists supports the NDNPA proposal to remove the
requirement for collaborative agreements from the regulation of nurse practitioners.

The North Dakota Association of Nurse Anesthetists represents more than 200 advanced practice,

Certified Registered Nurse Anesthetists, practicing in all settings across the state. From urban to rural

facllities, sole provider and in a team approach, CRNAs provide safe, quality care, administering

anesthesia to the vast majority of North Dakota patients. This care allows surgical, obstetrical, and

trauma stabilization services in hospitals and clinics, increasing access to health care throughout our
ate.

NDANA supports CRNAs practicing to the fullest extent of the scope of practice. ND law does not, and
never has required physician supervision of the CRNA or any collaborative arrangement with a physician
for the administration of anesthesia, it has been our position that any such requirement is not in the
best interest of the health care of ND citizens as it would create barriers to access. Additionally, national
studies have shownno difference in outcomes where the CRNA practices with or without physician
supervision.

The NDANA board received your information proposing to “Update the regulation requirements of
nurse practitioners to improve healthcare workforce utilization in North Dakota white maintaining
safety.” Your proposal to remove the requirement for collaborative agreements is consistent with the
NDANA position to improve access to safe, quality healthcare throughout ND. Additionally, NDANA
agrees with your position that such requirements “...do not assure patient safety, improve quality of
care, or lead to meaningful intra-disciplinary or integrated practice.” In fact, often such requirements,
especially in a rural state like ND, limit access to meet the healthcare needs of the citizens.

Sincerely,

. 99% @g{’mwku CASA MR

|
Jody Slominski, CRNA, MSN
President
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PO Box 292 <4 Mandan, ND % 58554
701-223-1385

The Nursing Scope and Standards of Practice, 2™ Ed. published in 2010 by
the American Nurses Association lists the standards of practice for all nurses.
These standards\jn_}clude assessment, diagnosis, outcomes identification, planning,
implementation, and evaluation. The standards of coordination of care, health
teaching and promotion, consultation and prescriptive authority and treatment
further define the standard of implementation. Consultation and prescriptive
authority and treatment are specifically aimed at the advanced practice nurse. To
complete the list of standards, the standards of professional performance include:
ethics, education, evidence-based practice, quality of practice, communication,
leadership, collaboration, professional practice evaluation, resource utilization, and

environmental health. These standards are foundational in practice descriptions for

_the Registered Nurse and subsequently the APRN, thus being the basis for state law

and regulation which further define criteria for the licensure and description of the
scope of practice,

The APRN scope of practice already mandates the APRNs use a process that
ensures patient safety by following well accepted national standards of practice. It
is expected that all nurses as well as advanced practice nurses fulfill their contract
with society by being.accountable to the public by meeting the Scope and
Standards of Practice and the Code of Ethics. The Nurse Practices Act and Rules and
Regulations further promote safety through self regulation and individuals are
further overseen by institutional policy and procedures, credentialing and reviews
all based upon these Codes and Standards.

Based on the solid foundation upon which the APRN scope of practice has
been developed, and the fundamental belief that practice is self-governing and that
the standards describe accountabilities to society, NDNA fully supports removai of
the regulatory requirement for collaborative agreement for prescriptive privileges as

presently written in the ND Nurse Practices Act.

Sk e PhD, RMBC
WO NA [ posictent



ACNP

AMERICAN COLLEGE OF NURSE PRACTITIONERS

December 14, 2010

To whom it may concern,

This letter is being sent in support of the North Dakota Nurse Practitioner Association’s
legislative efforts to change the Nurse Practice Act, Chapter 43-12.1-18 Nursing Practice
Standards. Currently the standard reads that in order to have prescriptive authority NPs must
“include evidence of a collaborative agreement with a licensed physician.” The NDNPA is
seeking to remove this barrier to full, appropriate NP practice.

There are currently fifteen states that do NOT require NPs to have any type of relationship with a
licensed physician to prescribe medications, with many of them having prescriptive
“independence” for over 20 years,

In July of 2008, the National Council of State Boards of Nursing released its document
“Consensus Mode! for APRN Regulation: Licensure, Accreditation, Certification & Education.”
In this document, the definition of an APRN “includes language that addresses responsibility and

@ accountability for health promotion and the assessment, diagnosis, and management of patient

.problems, which includes the use and prescription of pharmacologic and non-pharmacologic

interventions” (p.7). (www.ncsbn.org/]170.him) Removal of the clause “include evidence of a
collaborative agreement with a licensed physician™ will bring the North Dakota Nurse Practice
Act into alignment with the recommendations and direction of the National Council of State
Boards of Nursing, and remove barriers to full and appropriate practice for Nurse Practitioners
and their patients.

Shouid you want any further information regarding Nurse Practitioners having independent
prescribing privileges, please feel free to contact me at President@wACNPweb. ore.

Regards,

7 e

F N annsha iteopl

Marsha Siegel, EdD, FNP-BC
President
ACNP Board of Directors

ACNP <+ 1501 Wilson Boulevard. Suite 209 <« Arlipgion, VA 22200
Tel: 703/740-2329 4 Fux: T03/740-2332 < Email: ACNP@asnpaeb.ore wunwacnpweb.org




AMERICAN ACADEMY OF NURSE
PRACTITIONERS

e
Incarporated 1985

Administration: PO Box 12846 - Austin, TX 78711 - 512-442-4262 + Fax: 512-442-6469 - E-mail: admin@aanp.org - Web Site:
www.aanp.org
Office of Health Policy: PO Box 40130 - Washingtan, DC 20016 - 202-966-6414 - Fax: 202-966-2856 - E-mail: dcoffice@aanp.org
Journal (JAANP): PO Box 12965 - Austin, TX 78711 - 512-442-4262 - Fax: 512-442-6469 - E-mail: journal@aznp.crg
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December 1, 2010

Senator Lee

North Dakota State Capitol
600 -East Boulevard

Bismarck, North Dakota 58505

Re: Updating the Regulatory Statutes for Nurse Practitioner Prescribing (ND Century Code
43-12.1-18)

Dear Senator Lee,

On behalf of the American Academy of Nurse Practitioners (AANP), our North Dakota
nurse practitioners members and the patients served by the North Dakota nurse
practitioner community, | am writing to express support for the proposed updates to
nurse practitioner prescribing section of 43-12.1-18 of the North Dakota Century Code.

Nurse practitioners are primary care providers who evaluate, diagnose, order and
interpret diagnostic tests, and initiate and monitor treatments—including writing
prescriptions. For nearly half a century, nurse practitioners have cultivated a track
record for providing high quality, safe and cost effective care across all care settings.
Today, North Dakota is in a situation where we have well equipped clinicians that are
restricted from providing care at the top of their education and abilities because of
outdated legislative and regutatory language. Discussions with our North Dakota nurse
practitioner members have made it clear that the outdated requirement for a
collaborative agreement with a physician for nurse practitioner prescribing is failing to
add safety, quality, integrated communication, or coordination to patient care. Instead, it
has become an unnecessary formality that has set up barriers to practice, decreased
access to care, and clouded the public transparency around prescribing accountability.

The AANP recommends the removal of the outdated requirement for a collaborative
agreement for prescribing. In fact, AANP is not alone in recommending that outdated
legislative barriers to practice be removed.

= The Institute of Medicine, “The Future of Nursing: Leading Change, Advancing
Health,” publication released October 2010 recommends that "advanced practice
registered nurses should be able to practice to the full extent of their education and



¥

1

training.” To achieve this goal, the IOM committee recommends that state
legistatures “reform the scope-of-practice regulations to confirm to the National
Council of State Boards of Nursing Model Nursing Practice Act and Model Nursing
Administrative Rules”

» The Josiah Macy Foundation’s 2010 “Who will provide primary care and how will
they be trained?” summary recommends that “policies be changed to remove
barriers that make it difficult for nurse practitioners and physicians assistants to serve
as primary care providers and leaders of the patient-centered medical home of other
models of primary care delivery.”

» Consumer groups are additionally supporting updating practice regulation to
provide for greater access. In March 2010, the AARP released the following poiicy
statement, “Current state nurse practice acts and accompanying rules should be
interpreted and/or amended where necessary to allow APRNs to fully and
independently practice as defined by their education and certification.”

» 14 states and the District of Columbia have already adopted similar updates
that no ionger require links to a physician for practice and prescribing—some
states have had these updates for over a decade.

The proposed language update to 43-12.1-18 is consistent with these national

N

recommendations and with the national trends in regulating nursing practice. This
anguage update will help address the healthcare workforce challenges facing North
akota, and maintain the strong commitment to public safety and quality of nurse

prescribing under the direct authority of the Board of Nursing. This change to the
regulation of nurse practitioner prescribing will not alter the scope of practice.

The American Academy of Nurse Practitioners, along with our North Dakota
membership, respectfully asks the Legislature to ensure that North Dakota effectively
utilizes the healthcare workforce by updating 43-12.1-18 to align with the National
Counci! of State Boards of Nursing (NCSBN) regulatory framework for advanced
practice nurses. We appreciate the opportunity to provide comment to this legislative
process and its implication to care delivery. If there are any questions regarding the
AANPs comments, please contact our health policy office at (202) 966-6414.

Sincerely,

Tay Kopanos, DNP, NP
Director of Health Policy, State Government Affairs

( l
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February 28, 2011

Via Email to: rweisz@nd.gov

Robin Weisz, Chairmqn

House Human Services Committee
State Capitol 600 East Boulevard
Bismarck, ND 58505-0360

RE: 5.2148
Dear Chairman Weisz;

| am writing on behalf of the American College of Nurse-Midwives, the national professional organization
representing the interests of certified nurse-midwives (CNMs) and certified midwives (CMs). ACNM, along
with its North Dakota affiliate, strongly supports Senate Bill 2148.

The bill, which passed the Senate earlier this year, is slated for consideration by your committee in eariy
March. This critical legislation will eliminate the onerous, unnecessary requirement for a collaborative
prescriptive agreement between an advanced practice registered nurse {APRN) and a physician practicing in
North Dakota.

Certified nurse-midwives are licensed in North Dakota as a category of APRN. CNMs serve as primary care
providers for women throughout the lifespan; they receive stringent education and are fully trained to
exercise plenary prescriptive authority without any formal contractual relationship with a physician. Core
competencies included in all nationally accredited midwifery education programs feature in-depth
pharmacelogy components that support full prescribing privileges.

CNMs have a rich tradition of providing health services to rural areas and underserved populations.
Retention of this archaic requirement impedes timely care to women and their families. The administrative
burden on the midwife, collaborating physician and health care facility brings frustration, delay and
potentially even vicarious or direct liability to the physician.

By way of example, a midwife duly licensed to practice in North Dakota may need to prescribe and quickly
have the prescription filled for certain drugs or medications; under current law, these may be held up in order
that the collaborative agreement physician approve the prescription. Yet in neighboring jurisdictions,
identical prescription-writing is seamlessly facilitated. Under North Dakota law, not only may the provision of
direly needed drugs be delayed without justification, the collaborating physician who is party 1o the
contractual arrangement with the midwife, and who may never have met or examined the midwife’s patient,
could face liability to the midwife’s patient if there is an untoward reaction to the medication or if the delay in
approving, filling and taking the prescription occasions additional harm.

Pg.1of2
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o North Dakota bases the scope of practice of an APRN "upon an understanding that a broad range of health
tre services can be appropriately and competently provided by a registered nurse with validated knowledge,
ills, and abilities in specific practice areas. The health care needs of citizens of North Dakota require that
nurses in advanced practice roles provide care to the fullest extent of their scope of practice. The [APRN]
retains the responsibility and accountability for that scope of practice and is ultimately accountable to the
patient within the nurse Practice Act.” {See N.D.A.C. §54-05-03.1.01]

Additionally, APRNs must demonstrate education in pharmacotherapy related to their scope of advanced
practice, which must include "pharmacokinetic principles and their clinical application and the use of
pharmacological agents in the prevention of illness, restoration, and maintenance of health," and must have
been obtained either from a formal advanced education program or accredited continuing education.
Renewal of prescriptive authority every two years requires completion of additional continuing education.
[See N.D.A.C. §§54-05-03.1-09 through 54-05-03.1-11]

Legislation to ensure certified nurse-midwives may practice to the full extent of their training and education is
widely-recommended. The Pew Heaith Professions Commission in its 1999 report “The Future of Midwifery™
addresses the need for legislative and regulatory entities to imbue midwives with the rights and
responsibilities regarding scope of practice authority and accountability that all independent professionals
share. The Robert Wood Johnson Foundation and the Institute of Medicine’s 2010 report likewise supports
elimination of such restrictions on practice.” The National Council of State Boards of Nursing (NCSBN)
Consensus Model for APRN Regulationis also supportive and addresses the change this bill would make.® The

- Consensus Model seeks to ensure uniformity in licensure, accreditation, certification, and education to
facilitate the regulation of safe and competent advanced practice registered nurses (APRNs).

rth Dakota’s Administrative Code cited above: “The health care needs of citizens of North Dakota require
that nurses in advanced practice roles provide care to the fullest extent of their scope of practice.”
Enactment of SB 2148 will help North Dakota meet this essential stated policy goal. Thank you.

€.NM urges swift approval of this vital, overdue legislation. To reiterate by way of emphasis a portion of the

Sincerely,

?""‘”—h—nbz. AN,

Joanna M. King
Director, Government Relations

! Dower, C.,, Miller, J., O'netl, E., & the Taskforce on Midwifery. (1999). Charting a Course for the 21" Centure: The Future
of Midwifery. San Francisco, CA: Pew Health Professions Commission and the UCSF Center for the Health Professions.

?institute of Medicine (2010). The Future of Nursing: Leading Change, Advancing Health.
nttp//www.iom.edu/~/media/Files/Report%20Files/2010/The-Future-of-
Nursing/Future%200f%20Nursing%202010%20Recommendations.pdf

-~

k.ational Council of State Boards of.Nursing. {2008) Consensus Model for APRN Regulation. www.ncsbn.org/aprn.him
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SIGNATURES of SUPPORTING

PHYSICIANS

Corey Arcelay, MD
Biron Baker, MD

Robert Bathurst 11l, MD

Gretchen Belzer Curl, MD

Paula Bercier, MD
Paul Beauclair, MD
Jan Bexell-Gierke, MD
Michael Cassidy, MD
Anthony Chu, MD
Kurt Datz, DO

Kent Diehl, MD

Jon Dickson, MD
Russell Emery, MD
Napoleon Espejo, MD
Siri Fibiger, MD

Kevin Folkers, MD
Greg Glasner, MD

Michael Grandison, DO

Doug Grissom, MD
Larry Halvorson, MD
Thomas Hardis, MD
David Hartfield, MD
Mary Holm, MD
Anthony Johnson, MD
Richa Kaushik, MD
Kenneth Kihle, MD
John Kim, MD

Darwin Lange, MD
Gordon Leingang, DO
Keith Lesterburg, MD
Lara Lunde, MD
Tracie Mallberg, MD
Candelaria Martin, MD
Kent Martin, MD
Tracy Martin, MD
Robert Martino, MD

Steve Mattson, MD



Thomas Matzke, MD Michelle Tincher, MD
John Mickelson, MD Udom Tinsa, MD
Kristi Midgarden, MD Matthew Viscito, MD
Niral Patel, MD Karin Willis, MD
Suresh Patel, MD Terry Wolf, DO

David Pengilly, MD Marcel Young, MD

Mark Peterson, MD
William Pryatel, MD

amie Roed, MD

andra Robinson, DO

Ben Roller, MD

Kinsey Schultz Piatz, MD
Fauna Shruji, MD

Philip Sondrol, MD
Jerry Smith, DO

Stuart Smith, MD
Sherry Stein, MD

Eric Thompson, MD

Tom Thorson, MD

w.ﬂichael Tilus, MD



Family Nurse Practitioner Scope of Practice
With Prescriptive Authority

Location Optional: I plan to practice as a Family Nurse Practitioner at Dakota
Osteoporosis Inc., long term care facilities and in other clinics.

My scope of practice will include:

1). FOCUS OF CARE:
A. Primary care includes identification and/or referral of health problems as - well as

promotion of health maintaining behaviors and prevention of illness.

B. Providing care in the rural health care clinic, home, long-term and acute care
settings.

C. Coordination of care and advocating for the client in the health-care settings.

D. Comprebensive assessment and decision making about the care needs of individuals,
families and groups. .
E. Working mterdependently with other health care providers, including physicians, in
responding to the health care needs of the rural areas in which the clinics are located.

F. Collaboration and oversight for medical grade skin care treatments.

2). ELEMENTS OF CARE:

A. Assessing the health status, illness conditions, responses to illness and bealth risks
through history taking, physical examination, laboratory data;

B. Diagnosing the actual or potentJaI health problems or needs based on analysis of the
data collected;

C. Planning therapeutic interventions with the client or family;

D. Intervening to assist the client’s participation to the fullest extent. Intervention
includes measures to promote health, manage chronic illness or treat iliness in its” earliest
stages to prevent disability. Intervention may include but is not limited to direct nursing
care, transmittal of physician orders for medications and consultation or referral to other
health care providers; and

E, Evaluation of the effectiveness of care individually or over-all through regular care
review of the client health status or participation in the institutional quality assurance
activities.

3). TYPE OF CLIENT:
Provide primary health care services to individuals, families and groups throughout the
life span in a predominantly rural setting and acutely ill clients in the hospital.

4). CONSULTATION PATTERNS:

These consults will be in the form of direct on-site, telephonic, facsimile
communication or interactive video consultation with other health-care providers.
Consultation and collaboration wiil be docurnented in the health care record. For
problems outside the scope of practice clients are to the appropriate provider.



Family Nurse Practitioner Scope of Practice
With Prescriptive Authority
(continued)

5.) COLLABORATION FOR PRESCRIPTIVE PRACTICE:

A. Broad Classification of Drugs or Devices: Medical agreement with Biron Baker,
MD provides mutual agreement on medications commonly prescribed and renewed for
patients in the clinic or acute care setting. Medications include but are not limited to:
bisphosphonates, analgesics, antibiotics, anti-inflammatory agents, diabetic agents,
hormones, laxatives, muscle relaxants, respiratory drugs, sedatives, urinary tract agents,
cardiovascular agents and vaginal preparations.

B. Methods and Frequency of Collaboration: Collaboration and consultation occurs by
telephone, face to face meetings or in writing as client need dictates on a daily or weekly
basis. Each means of communication is inittated by either party.

C. Documentation of Collaboration: Documentation of collaboration and consultation
are kept in the patient’s record which is confidential.

D. Alternative Arrangements for Collaboration: a physician from Family Medical North
Clinic will serve as a collaborating physician in the temporary absence of Biron Baker,

MD.



COLLABORATIVE PRACTICE AFFIDAVIT
PHYSICIAN-AGREEMENT - PRESCRIPTIVE AUTHORITY

NDAC 54-05-03.1-09 (4) o _
Submit an affidavit from the licensed physician who will be paricipating in the collaborative prescriptive agreement acknowledging the manner of

review and approval of the planned prescriptive practices. Information in the affidavit must also indicate that the advanced practice registered
nurse's scope of prescriptive practice is appropriately related to the collaberating physician's medical specialty or practice.

Physician Narne\ . APRN Name . ‘
Biren RaXer Keistie Todd
Physician's M_edical Spc-;ciaﬂy or Practice APRN Scope of Prescriptive Practice
?&m\\q Pyaciice - F&vnm\n-; Muese Prach 'hm\er

I, the above named physman have agreed to a collaborative practice amangement with the above named advanced practice registered nurse for
purpases of prescriptive authority,

Collaboration means.the process in which an authorized registered nurse (licensed by the Board of Nursing as an Advanced Practice Registered
Nurse) functions with a licensed physician for review and approval of planned prescriptive practices. Collaboration inciudes systematic formal
planning and evaluation between the professionals invoived in the collaborative practice amangements.

NOW, THEREFORE, APRN and PHYSICIAN certify and agree to the following:

1. This agreement is valid for the same perod of ime as the advanced practice registered nurse licensure period unless terminated by either
party.

2. This agreement may not be assigned by either APRN or PHYSICLAN and does not establish an employee/employer relationship.

RN certifies that hefshe has never been excluded from participating in any federal health care program, as defined under 42 U.S.C. §

Oa-7b and, to APRN's knowledge there are no pending govemnment investigations that may lead to such exclusion. APRN shall notify

HYSICIAN of a commencement of any such exclusion or investigation against the APRN within seven (7) days of APRN first leaming of
such investigation. PHYSICIAN may terminate this agreement immediately upen notification of such exclusion or investigation,

4. PHYSICIAN certifies that hefshe has never been excluded from participating in any federaf health care program, as defined under 42 U.S.C,
§1320a-7b and, to  PHYSICIAN'S knowledge there are no pending govemment investigations that may lead to such exclusion. PHYSICIAN
shall notify APRN of a commencement of any such exclusion or investigation against the physician within seven (7) days of PHYSICIAN first
leaming of such investigation. APRN may terminate this agreement immediately upon notification of such exclusion or investigation.

5. This agreement is automatically terminated if adverse disciplinary action is ordered against PHYSICIAN by the North Dakota Board of Medical
Exarniners, or if adverse disciplinary action is ordered against APRN by the North Dakota Board of Nursing. Under such circumstances a
new agreement may be executed between the APRN and the PHYSICIAN provided that all conditions resufting from disciplinary action have
been reflecied in such new agreement.

6. APRN may prescribe and renew dassification of drugs or devices, which shalt be limited to the scope of practice of the APRN and the
PHYSICIAN. List below exclusions, ifany. _ #7¢ A €

7. APRN scope of practice is attached to this agreement and is made a part thereof by reference. Classifications or medications indude but are

not limited to the following: :
L{?\\bsﬂ}\b‘\ﬂ:kﬁs D./Nu&QQStCﬁ ch% \aﬁo*hcs O\\\‘\\‘,v\‘g‘\th-rw&)k'U‘f\,{ 6. Ge s, doce-\odrnc_
\ ; :

8. The presaibing practices shali be periodically reviewed (at least once every two months) by the APRN and collaborating physician to assure
that the prescribing is within the identified scope of practice. Methods and frequency of consultations under NDAC 54-05-03.1-09(4) and
DAC 54-05-03.1-11(6} between PHYSICIAN and APRN shal! be as follows: . \
L2 B hamp . foe Ao foca meFirss e iy wtadire as ¢ liewdh need dohek g N
by o ;{m\\;\ ees o Coch wabne o (0 mreuaen DR o b et ok w4 b\ir g fher
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9. PHYSICIAN shall notify APRN in writing of the name, address, and teiephone numbers of the physician who shall be available to the APRN to
provide immediate consultation for any medical issue that may arise which APRN believes should be addressed by a licensed physician when
PHYSICIAN is absent or unable to consult with APRN.

ny term or provision of this agreement is declared by a court having jurisdiction to be illegal or unenforceable, the validity of the remaining
s and provisions shall not be affected, and the rights and obligations of the parties are to be construed and enforced as if the contract dig
not contain that term or provision,
11. This agreement is govemed by the laws of the state of North Dakota.

12. This agreement may not be waived, attered, modified, supplemented or amended, in any manner, except by written agreement signed by
both parties. : ‘ .

APRN Name (please print of type f‘(r e Todd . Tdé%hogell:luzmzbg’ 5507
i Bed ekt Glund Roed | PBiomacde | WD Bi50s
Plam-. \\.f Nu(i& ?ra\_c){ﬂ +Fione v . , 25 050
APRN AFFIDAVIT
stareor_Noyty Do Ketoo )
county oF_ D Veie W }

\J

|, being duly swom, state that 1 am the APRN who is refermed to in the foregoing Collaborative
Practice Affidavit Physician Agree%- Prescriptive Authority, that the statements contained

m e% nd that | have read and understand this affidavit.
7, [ f /

Signature of APRN
Subscribed and swom to before me on QZ//C? /09
- ’ Dat
. / Oomples 777, NOTARY SE(AE ®

Notary Public ¢ - S i Rt it
My Commission expires CANDY M. RIFFEY
Notary Public

: State of North Dakota
g My Commisgion Expires Aug. 15 213

e TG R T

Physician's Name {please print or type) ) - : - Telephone Number
Bivon BLK{V‘ 20} -3523-&Y00
Address City . State Zip code
2530 A Wishuglon S+ B isrear Cho AN D SF50
Specialty/Area of Practice (O ] License Registration Number
, Fo-/\"r\t Iql FE'{‘aMdn ce_
PHYSICIAN AFFIDAVIT
statEor _ North Delote )
COUNTY OF F\‘%\u\e\\q)\_\ )
L, state that | am the physician who is referred to in the foregoing Coltaborative
Pra ician Agreement- Prescriptive Authority, that the statements contained herein
are stri e@rﬁﬁWd and understand this affidavit.
Sign@b e J Phytsicianv
Subscribed and swom 10 before me on (_72//9/0 9
N . - 4 2, (Date)
/ Aty 775 & NOTARY SEAL
Notary Public / ?,»'{_/ e
My Commission expires__ /el /5 20 /.3
NO DAKOTA BOARD OF NURSING /4 4
919 S 7" STREET, SUITE 504 2 e T i Bl
BISMARCK, ND 58504-5881 3 CANDY M. RIFFEY
{701) 328-9777 ' , Notary Public
Web Site www.ndbon.org Siate of Morth Dakota
MY Comauss © TyinRg AUQ. 15 201
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MEDCENTER ONE
BISMARCK, NORTH DAKOTA 58501

APPLICATION FOR CLINICAL PRIVILEGES - NURSE PRACTITIONER

Your Name: /ﬁ//< 1?2 e r/o"ﬁ‘fsm';mSuperwsmg Physician: 3. DK r

Nurse Practitioner Graduate Nurse Practitioner program

RN/NP licensure North Dakota Board of Nursing
Prescriptive Authority ND Board of Nursing
Current DEA registration

General practice includes:

Performance of history and physical examination
Admission and Discharge summaries _
Diagnosis, treatment, management of common, acute or chronic, emergent

conditions in hospital/clinic settings

Order and review taboratory tests, radiological studies
Prescribe treatment modalities including prescriptive medications

Initial Clinical privileges:
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Local anesthetic, regionat blocks

mncision/drainage infected or noninfected cysts and abscesses

Incision/removal of foreign body

Drainage of hematoma

Avulsion, nail (partial or complete)

Nail debridement

Initial treatment, first degree burns {no more than tocal treatment necessary)
First degree burns, less than 50%, without consultation

Second degree burns (consultation required for greater than 10% or invotving
the face)

Electro/surgicat destruction (with or without surgical currettement) leukoplakia,
actinic or senile keratosis, keratoacanthomas, to include anesthesia.

Drainage of onychia or paranychia

Biopsy of skin, subcutaneous tissue, mucous membranes with/without suturing
Repair of lacerations

Electro/surgical destruction of muttiple fibrocutaneous tags
Electro/surgicat/chemical destruction of flat (plantar/juvenile) warts



Apptication for Clinical Privileges - Nurse Practitioner
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Simple fracture, no reduction
‘/ Bursae aspiraticn

Endotracheal intubation, emergency procedure
Control of epistaxis
by nasal packing
by distal cautery
Nasal fracture, simple, no reduction
Enucleation or excision of external thrombotic hemorrhoid
Destruction of condyloma
v~ Incision and drainage of Bartholin’s gland abscess, unilaterai

|

Removal of foreign body from surface of cornea

Use of slit lamp for diagnosis and treatment
Removal of foreign body from surface of conjunctiva
Tonometry

Pap smear, conventional ar Thin Prep

Determination of death

Injection of medication for pharmacologic testing
Access AV fistula/graph

Port-a-cath access
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NATE:  2-25 /] SIGNATURE OF APPLICANT: &mw Tfﬁgzﬁjgw

JATE: 54 *207 'f/ SIGNATURE OF COLLABORATING PHYSICIAN:

JATE: SIGNATURE OF SERVICE LINE CHAIR:
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6 TESTIMONY

TO
HOUSE HUMAN SERVICE COMMITTEE
. 62" ND LEGISLATIVE ASSEMBLY
BY
GWEN WITZEL NP, FAMILY NURSE PRACTITIONER,
AMERICAN ACADEMY OF NURSE PRACTITIONERS (AANP)

BOARD OR DIRECTORS REGION 8

March 9, 2011
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Mr. Chairman and Members of the Committee

My name is Gwen Witzel, Family Nurse Practitioner (FNP) and a primary
care provider in a rura] community in ND, and [ am here to testify in support of
Senate Bill 2148. 1 practice in a critical access hospital covering the clinic,
emergency room and have hospital admitting privileges. | was selected as ND
2009 Rural Health Provider of the Year, which is an award presented by the Center

for Rural Health, UND, and the UND School of Medicine and Health Sciences. 1



. mention this to demonstrate that my practice is busy and recognized as providing
high quality health care.
My collaborating physician for prescriptive privileges is Dr Tracie Mallberg
who is a Family Practice Physician and owner of Lilycare Clinic in Fargo which is
180 miles from my’practice location. Dr Mallberg and 1 do not practice together,
not is she responsible for my practice, and is not responsible for reviewing my
medical records. I had requested Dr Mallberg to sign the affidavit when she was
doing locum coverage at the facility I work. During that time my community did
not have any regular physician on staff. Her signature on my license meets the
requirement of the law but does not provide for any direct oversight of my practice
.or my prescriptive writing. 1 was lucky to find Dr Mallberg to sign the required,
affidavit for prescriptive privileges. If I had not found an MD to sign this form |
would not have been able to continue working as a primary care provider in my
community.
Having a physician signature on file at the ND Board of Nursing for an
APRN (Advanced Practice Registered Nurse) prescriptive license 1s an
unnecessary formality. As a Nurse Practitioner (NP) 1 diagnose, and treat acute
and chronic health conditions, order lab and x-ray tests, interpret results and
prescribe medication. NPs have been recognized as primary care providers in ND

.since 1992. As a NP I collaborate with other health care providers on a daily basis.



The person with whom I consult is based on the need of the patient. Most often the

®
!

physician consulted is not the physician who has her signature on my license at the
Board of Nursing.

As you have heard the testimony of my colleagues the requirement to have a
physician signz;itﬁre on my license at the Board of Nursing is a formality that does
not improve quality or safety of practice. There have been a number of studies and
all have shown NP practice is safe and of high quality. (American Academy of
Nurse Practitioners (AANP) Quality of Nurse Practitioner document) The nation
is moving forward to eliminate barriérs to NP practice. This will improve access to

healthcare and address the issue of the increasing numbers of people who will be

needing primary care services under the new Federal Healthcare itiative.

The collaborative agreement states that the NP 1s required to consult with a
collaborative physician or another physician in her absence once every two months
in regard to some prescriptive practice. You may hear testimony from some
physicians who have the opinion that this requirement will ensure safe prescribing
practice. [ argue that having a physician signature on file at the Board of Nursing
does not make me “Safe”. What improves safety and quality of practice is the
requirement of national certification, periodic peer review, clinical outcome
evaluations, a code of ethical practice and evidence of continuing professional

| . development and maintenance of clinical skills.  All of these are included in my



. Scope of Practice. Nurse Practitioners maintain licensure with the Federal DEA
(drug enforcement administration) for prescribing of controlled substances and
participate in ND Drug Utilization Program to help ensure appropriate and safe
prescribing of controlled substances. During my graduate education | sat side by
side the medical students and took the same pharmacology course that was
provided through UND medical school. 1 have visited with a number of physicians
who are in support of this change and have signatures from a number of physicians
and communities encouraging a “Yes” vote for SB2148.

There are communities in ND that do not have any healthcare provider. By
eliminating the requirement for physician signature will open doors for NPs to

. practice in areas that may not currently have providers. Also we are working
toward making the Nurse Practice Act similar from state to state to allow NP
practice across state lines. This will help to decrease the shortage of primary care
providers particularly in rural ND.

Eliminating the physician signature requirement for my prescriptive practice
will not change my scope of practice. (American Academy of Nurse Practitioners
(AANP) Scope of Nurse Practitioner Practice document) Also it will not change
the quality review process that is already established in most practices to assure

quality of care. All that wil] change is the unnecessary paper on file at the Board

. of Nursing.



(

I am requesting your support of Bill 2148 to move ND forward to be
consistent with recommendations from the National Council of State Boards of
Nursing and a host of other national and state organizations and to improve access

to healthcare in- ND

Thank you for your support

Gwen Witze] FNP

Family Nurse Practitioner, Langdon ND

American Academy of Nurse Practitioner Board of Director- Region 8 (ND, SD,
UT, MO, WY, CO)

gitwitzel(@utma.com
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PROFESSIONAL ROLE

Nurse Practitioners are licensed independent practitioners who practice in ambulatory,
acute and long term care as primary and/or specialty care providers. According to their practice
specialty they provide nursing and medical services to individuals, families and groups. in
addition to diagnosing and managing acute episodic and chronic iltnesses, nurse practitioners
emphasze health promotion and disease prevention. Services include, but are not limited to
ordering, conducting, supervising, and interpreting diagnostic and laboratory tests, and
prescription of pharmacologic agents and non pharmacologic therapies. Teaching and
counseling individuals, families and groups are a major part of nurse praclitioner practice.

As licensed independent practitioners, nurse practitioners practice autonomously and in
collaboration with health care professionals and other individuals tc assess, diagnose, treat and
manage the patient's health problemsineeds. They serve as health care researchers,
interdisciplinary consultants and patient advocates.

EDUCATION

Entry level preparation for nurse practitioner practice is at the master's, post master's or
doctoral level. Didactic and clinical courses prepare nurses with specialized knowledge and
clinical competency to practice in primary care, acute care and long term heatth care seftings.
Self-directed continued learning and professional development beyond the formal advanced
education is essential to maintain clinical competency.

ACCOUNTABILITY

The autonomous nature of the nurse praclitioner's advanced clinical practice requires
accountabitity for health care outcomes. insuring the highest quality of care requires national
certification, periodic peer review, clinical outcome evaluations, a code for ethical praciice,
gvidence of continuing professional development and maintenance of clinica! skills. Nurse
practitioners are committed to seeking and sharing knowiedge that promotes gualily health care
and improves clinical outcomes. This is accomplished by leading and participating in both
professional and lay health care forums, conducting research, and applying findings to clinical
practice.

RESPONSIBILITY

The role of the nurse. practitioner continues to evolve in response to changing societat
and health care needs. As leaders in primary and acute health care. nurse practitioners
combine the roles of provider, mentor, educator, researcher and administrator. Members of the
profession are responsible for advancing the role of the nurse practitioner and insuring that the
standards of the profession are maintained. This is accomplished through involvement in
professional organizations and participation in health policy activities at the local, state, national,
and international levels.

€ American Academy of Nurse Practitioners. 19932
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Position Statement on Amermm
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Prescriptive Privilege
The American Academy of Nurse Practitioners (AANP) advocates that nurse
practitioners have unlimited prescriptive authority (this includes dispensing privileges} in
their scope of practice.

Nurse practitioners are licensed independent advanced practice nurses who have
completed a formal educational program beyond that of the registered nurse. Nurse
practitioners have advanced education in pathophysiology, pharmacoiogy and clinical
diagnosis and treatment that prepares them to diagnose and prescribe medications and
treatments in their specialty area. Nurse practitioners make independent and
collaborative decisicns about the health care needs of individuals, families, and groups
across the life span.

QOver four decades of research conclude that nurse practitioners provide safe, cost-
effective, high-quality health care. Prescribing medications and devices is essential to
the nurse practitioner's practice. Restrictions on prescriptive authority limit the ability of
nurse practitioners to provide comprehensive health care services.

Nurse practitioners are regulated by state boards of nursing or other state designated
agencies. Nurse practitioners serve as members of state boards of nursing and advisory
councils for advanced practice nurses. This process promotes public safety and
competent nurse practitioner practice.

AANP recommends that state boards of nursing regulate nurse practitioner practice and
prescriptive authority. AANP also advocates that nurse practitioners be nationally
certified and obtain annual continuing education credits in pharmacology.

The ability of nurse practitioners to prescribe, without limitation, legend and controlied
drugs, devices, adjunct heaith/medical services, durable medicai goods, and other
equipment and supplies is essential to provide cost-effective, quality health care for the
diverse populations they serve across the life span.

© American Academy of Nurse Practitioners, 1992
Revised 1993, 1898, 2002, 2007. 2010
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Quality of
Nurse Practitioner Practice

Nurse practitioners (NPs) are high quality health care providers who practice in primary care, ambutatory,
acute care, speciafty care, and long-term care. They are regisiered nurses prepared with specialized
advanced education and clinical competency to provide health and medical care for diverse populations in a
variety of settings. A graduate degree is reguired for entry-level practice. The NP role was created in 1965,
and for 45 years, research has consistently demonstrated the high quality of care provided by NPs. The body
of evidence supports that the quality of NP care is at ieast equivalent to that of physician care. This paper
provides a summary of a number of important research reports supporting the NP.

Avorn, J., Everitt',' D.E., & Baker, M.W. (1931). The neglected medical history and therapeutic choices for
abdominal pain. A nationwide study of 799 physicians and nurses. Archives of Internal Medicine,
151{4), 694-698.

A sampie of 501 physicians and 298 NPs parnticipated in a study by responding to a hypothetical scenario
regarding epigastric pain in a patient with endoscopic findings of diffuse gastritis. They were able to request
additiona!l information before recommending treatment. Adequate history-taking resulted in identifying use of
aspirin, coffee, cigarettes, and alcohol, paired with psychosocial stress. Compared to NPs, physicians were
more likely to prescribe without seeking relevant history. NPs, in contrast, asked more questions and were
less likely to recommend prescription medication.

Bakerjian, D. (2008). Care of nursing home residents by advanced practice nurses: A review of the
literature. Research in Gerontological Nursing, 1{3), 177-185.

Bakerjian conducted and extensive review of the literature, particularly of NP-led care. She found that iong-
term care patients managed by NPs were less likely to have geriatric syndromes such as falls, UTls, pressure
ulcers, etc. They also had improved functional status, as well as betlter managed chronic conditions.

Brown, S.A. & Grimes, D.E. (13395). A meta-analysis of nurse practitioners and nurse midwives in
primary care. Nursing Research, 44(6), 332-9.

A meta-analysis of 38 studies comparing & total of 33 patient outcomes of NPs with those of physicians
demonstrated that NP outcomes were equivalent to or greater than those of physicians, NP patients had
higher levels of compliance with recommendations in studies where provider assignments were randomized
and when other means to control patient risks were used. Patient satisfaction and resoclution of pathclogical
conditions were greatest for NPs. The NP and physician outcomes were equivalent on all other outcomes,

Congressional Budget Office. (1979). Physician extenders: Their current and future role in medical care
delivery. Washington, D.C.: US Government Printing Office.

As early as 1979, the Congressional Budget Office reviewed findings of the numerous studies of NP
performance in a variety of settings and conciuded that NPs performed as well as physicians with respect to
patient outcomes, proper diagnosis. management of specified medical conditions, and frequency of patient
satisfaction.

Cooper, M.A_, Lindsay, G.M., Kinn, 5., Swann, |.J. (2002). Evaluating emergency nurse practitioner
services: A randomized controlled trial. Journal of Advanced Nursing, 40(6), 771-730.

A study of 199 patients randomly assigned to emergency NP-led care or physician-led care in the U.K.
demonstrated the highest level of satisfaction and clinical documentation for NP care. The outcomes of
recovery time, symptom level, missed wark, unplanned foliow-up, and missed injuries were comparable
between the two groups.

Ettner, 5.1, Kotlerman, J., Abdelmonem, A., Vazirani, 8., Hays, R.D., Shapiro, M,, et al, (2006). An
alternative approach to reducing the costs of patient care? A controlled trial of the multi-disciplinary
doctor-nurse practitioner (MDNP) model. Medical Decision Making, 26, 9-17.

Significant cost savings were demonstrated when 1207 patients in an academic medical center were
randomized to either standard treatment or to a physician-NP model.




Horrocks, S., Anderson, E., Salisbury, C. (2002). Systematic review of whether nurse practitioners
working in primary care can provide equivalent care to doctors. British Medical Journal, 324, 819-823.
A systematic review of 11 randomized clinical trials and 23 observational studies identified data on cutcomes
of patient satisfaction, health status, cost, andfor process of care. Patient satisfaction was highest for patients
seen by NPs. The health status data and quality of care indicators were too heterogenecus to allow for meta-
analysis, although qualitative comparisons of the results reported showed comparabie outcomes between NPs
and physicians. NPs offered more advice/information, had more compiete documentation, and had better
communication skills than physicians. NPs spent !ohger time with their patients and performed a greater
number of investigations than did physicians. No differences were detected in health status, prescriptions,
return visits, or referrals, Equivalency in appropriateness of studies and interpretations of x-rays were
identified. :

Laurant, M., Reeves, D., Hermens, R., Braspenning, J., Grol, R., & Sibbald, B. (2006). Substitution of
doctors by nurses in primary care. Cochrane Database of Systematic Reviews. 2006, Issue 1.

This meta-analysis included 25 articles relating to 16 studies comparing outcomes of primary care nurses
{nurses, NPs, clinical nurse specialists, or advance practice nurses) and physicians. The quality of care
provided by nurses was as high as that of the physicians. Overall, health outcomes and outcomes such as
resource tilization and cost were equivalent for nurses and physicians. The satisfaction level was higher for
nurses. Studies included a range of care delivery models, with nurses providing first contact, cngeing care,
and urgent care for many of the patient cohorts.

Lenz, E.R., Mundinger, M.O., Kane, R.L., Hopkins, §.C., & Lin, S.X. {2004). Primary care outcomss in
patients treated by nurse practitioners or physicians: Two-year follow-up. Medical Care Research and
Review 61({3), 332-351.

The ocutcomes of care in the study described by Mundinger, et al. in 2000 (see below) are further described in
this report including two years of follow-up data, confirming continued comparable outcomes for the two
groups of patients. No differences were identified in health status, physiologic measures, satisfaction, or use
of specialist, emergency room, or inpatient services. Patients assigned to physicians had more primary care
visits than those assigned to NPs.

Lin, 8.X., Hooker, R.S_, Lens, E.R., Hopkins, 8.C. {2002). Nurse practitioners and physician assistants in
hospital outpatient departments, 1997-1999. Nursing Economics, 20{4), 174-178.

Data from the National Hospital Ambulatory Medical Care Survey (NHAMCS) were used to identify patterns of
NP and PA practice styles. NPs were more likely to see patients alone and to be invoived in routine
examinations, as well as care directed towards welliness, health promstion, disease prevention, and health
education than PAs, regardless of the setting type. In contrast , PAs were more likely 1o provide acute problem
management and to involve another person, such as a support staff person or a physician.,

Mundinger, M.O,, Kane, R.L., Lenz, E.R,, Totten, A .M., Tsai, W.Y., Cleary, P.D., et al. {2000). Primary care
outcomes in patients treated by nurse practitioners or physicians: A randomized trial. Journal of the
Amaerican Medical Association, 283(1), 59-68.

The cutcomes of care were measured in a study where patients were randomly assigned either to a physician
or to an NP for primary care between 1995 and 19897, using patient interviews and health services utilization
data. Comparable cutcomes were identified, with a total of 1316 patients. After six months of care, health
status was equivalent for both patient groups, although patients treated for hypertension by NPs had lower
diastolic values. Health service utilization was equivalent at both 6 and 12 months and patient satisfaction
was equivalent following the initial visit. The only exception was that at six months, physicians rated higher on
one component (provider attributes) of the satisfaction scale.

Office of Technology Assessment. (1986). Nurse practitioners, physician assistants, and certified nurse
midwives: A policy analysis. Washington D.C.: US Government Printing Office.

The Office of Technology Assessment reviewed studies comparing NP and physician practice, concluding that,
"NPs appear to have better communication, counseling, and interviewing skills than physicians have.” (p. 19}
and that malpractice premiums and rates supported patient satisfaction with NP care, pointing cut that
successful malpractice rates against NPs remained exiremely rare,




Ohman-Strickland, P.A., Orzano, A.J.,, Hudson, 5.V, Solberg, L., DiCiccio-Bloom, B., O'Malley, D., et al. (2008). Quality
of diabetes care in family medicine practices: Influence of nurse-practitioners and physician’s assistants. Annals of
Family Medicine, 6(1), 14-22. -

The authors conducted a cross-sectional study of 46 practices, measuring adherence to ADA guidelines, They reported that
practices with NPs were more likely to perform better on quality measures including appropriate measurement of glycosylated
hemoglobin, lips, and microalbumin levels and were mare likely 1o be at target for lipid levels.

Prescott, P.A. & Driscoll, L. (1980). Evaluating nurse practitioner performance. Nurse Practitioner, 1(1), 28-32.

The authors reviewed 26 studies comparing NP and physician care, concluding that NPs scored higner in many areas. These
included: amount/depth of discussion regarding child health care, preventative health, and wellness; amount of advice,
therapeutic listening, and support offered 1o patients; completeness of history and follow-up on history findings: completeness
of physical examination and interviewing skills; and patient knowledge of the management plan given to them by the provider.

Roblin, D.W., Becker, R., Adams, E.K,, Howard, D. H., & Roberts, M.H. (2004). Patient satisfaction with primary care:
Does type of practitioner matter? Medical Care, 42{6), 606-623.

A retrospective observational study of 41,209 patient satisfaction surveys randomly sampled between 1997 and 2000 for visits
by pediatric and medicine depaniments identified higher satisfaction with NP and/or PA interactions than those with physicians,
for the overall sample and by specific conditons. The only exception was for diabetes visits 10 the medicine practices, where
the satisfaction was higher for physicians,

Sacket, D.L., Spitzer, W. O., Gent, M., & Roberts, M. {1974). The Burlington randemized trial of the nurse practitioner:
Health outcomes of patients. Annals of Internal Medicine, 30(2), 137-142.

. A sample of 1598 families were randomly allocated. so that two-thirds continued to receive primary care from a family

( Sab\sician and one-third received care from a NP. The outcomes included: mortality, physical function, emotionat function, and
) al function. Results demonstrated comparable ouicomes for patients, whether assigned to physician or 1o NP care. Detaiis
the Burlington trial were also described by Spitzer, et al (see below).

Safriet, B. J. (1992). Health care dollars and regulatory sense: The role of advanced practice nursing. Yale Journal on
Regulation, 3(2).

The full Summer 1992 issue of this journal was devoted to the topic of advanced practice nursing. including documenting the
cost-effective and high quality care provided, and 1o call for eliminating reguiatory restrictions on their care. Safriet summarized
the OTA study concluding that NP care was equivalent to that of physicians and pointed out that 12 of the 14 studies reviewed
in this report which showed differences in quality reported higher quality for NP care. Reviewing a range of data on NP
productivity, patient satisfaction, and prescribing, and data on nurse midwife practice, Safriet concludes "APNs are proven
providers, and removing the many barriers tc their practice will only increase their ability to respond tc the pressing need for
baslc health care in our country” {p. 487).

Spitzer, W.0., Sackett, D.L., Sibley, J.C., Roberts, M., Gent, M., Kergin, D.J., Hacket, B.D., & Olynich, A. (1974). The
Burlington randomized trial of the nurse practitioner. New England Journal of Medicine, 290 (3), 252-256.

This repon provides further details of the Burlinglon triai, also described by Sackett, el al. (see above). This study involved
2796 patients being randomly assigned to either one of two physicians or to an NP, so that one-third were assigned to NP
care, from July 1971 to July 1972, Althe end of the pericd. physical stalus anc satisfaction were comparable between the two
groups. The NP group experienced & 5% drop in revenue, associated with absence of billing for NP care. It was hypolhesized
that the abifity to bill for all NP services would have resulted in an actual increased revenue of 9%. NPs functioned alone in
57% of their encounters. Clinical activities were evaluated and it was determined that 69% of NP management was adequate
compared to 86% for the physicians. Prescriptions were rated adequate for 71% of NPs compared to 75% for physicians., The
ronclusion was that "a nurse practitioner can provide first-contact primary clinical care as safely and effectively as a family
physician” (p. 255).

€ American Academy of Nurse Practilioners
Revised 2007. 2010
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House Human Services Committee

Nelson (Buzz) Benson CRNA, MMGT
Board Member
President
North Dakota Board of Nursing

Chairman Weisz and members of the Committee, thank you for the opportunity to provide
information regarding the SB 2148 related to prescriptive practice standards for advanced
practice registered nurses.

I'am Buzz Benson CRNA and President of the Board of Nursing. The Board currently licenses
approximately: RNs 10,736; LPN 3,611; APRN 753; UAPs and Medication Assistants 4,591.
The Board of Nursing is currently a nine member board appointed by the governor. Three of the
Board Members are masters prepared RNs, two of which are APRNS; one is a nurse anesthetist
and the other is a nurse practitioner. The third masters prepared RN is director of the Dakota
Nurse Program. See the attached list of members. We are currently short a public member due to
the recent resignation of the public member. Notably the NDBON has been designated a High
Performing Board by the NCSBN Commitment to Ongoing Regulatory Excellence (CORE)
Project. A designation made by comparing the regulatory processes of all boards of nursing.
Lastly, the Board is a member of the Nurse Licensure Compact which encompasses 24 states.

The NDBON has taken action on the licensees of APRNs swiftly and expeditiously as the case
warrants. In the past ten years, there have been thirteen APRNs sanctioned by the Board. Three
of the individuals were monitored for specific practice issues which included prescriptive
authority.

APRNs have advanced education, knowledge and skills to care for a specific population of
patients, including adults, families, children or neonates. APRNS can also provide gender
specific health care (such as women’s health) or provide psychiatric/mental health services. They
are educationally prepared to assess, diagnose and manage patient problems, which includes
ordering tests and prescribing medication. APRNs work in a variety of settings, including
hospitals, clinics and private offices. They can provide care in places where there is a shortage of
physicians and health care is badly needed.

Rural areas remain underserved. 61.3 percent of the population (2009) resides in rural
communities. Seventy-three (73) percent of the physicians (2010) reside within the urban cities
of ND and 23% are located in rural areas. Thirty-nine percent (39) of all APRNs are practice in
rural areas (2010). There is a need for practitioners to meet the primary care needs of this

‘population. APRNs are qualified to provide much needed health care to people of all ages.

THE BASIC REQUIREMENTS FOR EVERY APRN INCLUDES THE FOLLOWING:

+ Registered nurse with a bachelors degree;
* Graduate education, either masters or doctorate; original transcript from program,



e Certification by a national nursing certification body;

» Submission of an application which includes a written scope of practice;

* Approval for licensure by the NDBON;

» Regulation by the ND Board of Nursing;

* Use of a APRN title followed by the specific role; and

* National accreditation of all APRN programs by an accrediting organization that
is accrediting organization that is recognized by the U.S. Department of
Education and/or the Council for Higher Education Accreditation (CHEA).

HOW WILL THE REMOVAL OF THIS REQUIREMENT AFFECT PRACTICE IN ND?

APRN practice will be affected in a POSITIVE way by allowing APRN's to practice to the full
extent of their education and experience. APRN regulation, which is within the oversight of the
Board of Nursing, is consistent with independent practice. APRNSs are taught to be independent
practitioners.

They are able to diagnose, prescribe medication and can treat a variety of illnesses. They can
provide the much needed care in many parts of our state. Collaboration between healthcare
providers should be the professional norm and not legally required for only one or two different
professions. The overarching theme to provide safe and effective care should guide legal
authority; Overlap of scope of practice among professions is necessary. No one profession
actually owns a skill or activity in and of itself~—and so with the authority to write prescriptions.

I have attached an example of a scope of practice used by the applicants for Nurse Practitioner
license. Please note the example and all applications for APRN licensure must include a scope of
practice which includes all the components. The Board will continue to require the scope of
practice to include consultation and collaboration information.

In closing, removing the requirement for a collaborative agreement should have NO bearing on
quality and safety of the APRN's practice because they collaborate regularly now as may be
needed for each patient, just as a physician should do, including collaborating with pharmacists
- on an as needed basis, not because any law or policy may require it.

Thank you for your time. I am now open to questions.



EXAMPLE NURSE PRACTITIONER
SCOPE OF PRACTICE WITH PRESCRIPTIVE AUTHORITY

J TION OPTIONAL: I plan to practice as a Family Nurse Practitioner at clinic and
1ated satellite clinics.

My Scope of Practice will include:

1) FOCUS OF CARE:

A. Primary care includes identification, management and/or referral of health problems as well as
promotion of health-maintaining behaviors and prevention of iliness.

B. Providing care in the rural health clinic, home, long-term and acute-care settings.

C. Coordination of care and advocating for the client in the health-care setting.

D. Comprehensive assessment and decision-making about care needs of individuals,, families, and
groups.

E. Working interdependently with other health care providers including physicians in responding to the
health care needs of the rural areas in which the clinics are located. Until I receive prescriptive
authority from the Board of Nursing, I will consult with physicians regarding my pharmacotherapy and
transmit their orders for medications to the pharmacist, patient, or care-setting.

2) ELEMENTS OF CARE:

A
B.
C.
E.

Assessing the health status, illness conditions, responses to illness and health risks through history-
taking, physical examination, and laboratory data;

Diagnosing the actual or potential health problems or needs based on analysis of the data collected;
Planning therapeutic interventions with the client or family;

Intervening to assist the client's participation to the fullest extent. Intervention includes measures to
promote health, manage chronic illness, or treat illness in its' earliest stages to limit disability.
Intervention may include but is not limited to direct nursing care, transmittal of MD orders for
medications, and consultation or referral to other health care providers; and

Evaluation of the effectiveness of care individually or over-all through regular care review of the client
health status, or participation in institutional quality assurance activities.

3) TYPE OF CLIENT: Provide primary health care services to individuals, families, and groups throughout the life
span in a predominantly rural setting through federally certified rural health clinics.

4) CONSULTATION PATTERNS: Will be in the form of direct on-site, telephonic, facsimile communication, or
interactive video consultation with other health care providers. Consultation and collaboration will be documented in

the health care record.
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’ TESTIMONY TO

HOUSE HUMAN SERVICE COMMITTEE
62" ND LEGISLATIVE ASSEMBLY
BY
Tracie M. Mallberg, M.D.

Owner and physician at
LILYCARE CLINIC,

West Fargo, ND

’ Mr. Chairman and members of the committee;

My name 1s Dr. Tracie Mallberg. I am a family practice physician and 1
practice in my own facility; LilyCare Clinic in West Fargo, ND. I opened my
clinic in June of 2008. Prior to that time I was a partner in a locum tenens firm and
I provided services to many of the rural communities and Emergency Departments
around the state. The rural communities that I worked with were typically staffed
by Nurse Practitioners as the primary healthcare providers.

I have had the opportunity to work closely with many of the Nurse

Practitioners across ND. In my experience, the quality of care, the dedication to

" community and adherence to scope of practice has been exemplary. While [ was



providing physician services in Langdon, ND I became very famihar with the
practice of Gwen Witzel, FNP. I have a great respect for Ms. Witzel and her
dedication to the community in which she practices. After several return visits to
Langd.on I was approached by Ms. Witzel with regard to acting as her
collaborating physician for prescriptive privileges. At that point, I was completely
unaware of the requirement and when I was approached 1 needed to research this to
try and understand the requirements that this signature encompassed. 1 was
surprised by the frivolity of the requirement. The signature requires that Gwen is
required to consult with myself or another physician once every two months with
regard to some prescriptive practice. As a provider in ND; Physician, Nurse
Practitioner or otherwise, collaboration regarding patient issues takes place on a
near daily basis.

This requirement has no effect on patient care, chart review or practice
methods. Nurse Practitioners of North Dakota have proven to have a high quality
of practice and deserve the respect of those in a lawmaking positions to recognize

formalities and rules of practice that improve quality of patient care.

Thank you for your time and consideration in this matter.

Tracie M. Mallberg M.D. Family Practice
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Testimony in Opposition
Senate Bill 2148
Senator Spencer Berry, MD
House Human Services Committee
Rep. Robin Weisz, Chairman
March 9, 2011

Mr. Chairman and members of the House Human Services Committee. For
the record, I am Senator Spencer Berry, representing district 27, and have
been a practicing physician for nearly 25 years, board certified in family
practice.

At the core of my position on this bill is my true and honest belief that it is
in the best interest of all North Dakotans, as it relates to the healthcare they
receive, that the practice of medicine in this state have some form of
oversight by individuals with a license to practice medicine.

The proponents of this legislation minimize the coliaborative agreement
requirement in section 43-12.1-18 as simply a ministerial “signature”
requirement. It is much more than that. The collaborative agreement
requirement is a very important provision that ensures that advanced practice
registered nurses are providing care consistent with their level of training
and skills. It underscores the value of all healthcare professionals working
together in a coordinated, team based fashion, which is recognized as an
optimal approach to providing quality, patient-centered care. The
collaborative agreement requirement does not prevent nurse practitioners
from practicing to the full extent of their training and experience as part of a
collaborative team. [t is simply a tool used by 39 states as oversight for the
public.

Let’s be clear. Yes, the collaborative agreement provision requires the
signature of a physician. What that signature represents is a collaborative,
prescriptive agreement that sets forth the manner of review and approval of
the nurse practitioner’s planned prescriptive practices. The plan identifies
the broad classifications of drugs or devices to be commonly prescribed by
the nurse practitioner, identifies the methods and frequency of the
collaboration for prescriptive practices, “which must occur as client needs
dictate, but no less than once every 2 months.” It also identifies methods of
documentation of the collaborative process regarding prescriptive practices



and identifies arrangements for collaboration regarding prescriptive practices
in the temporary or extended absence of the physician.

That is what this signature represents-a tool that provides assurance that
there is collaboration. It formalizes an ongoing relationship between a
physician and Nurse Practitioner that allows for consistency and continuity
of care. It does not prevent nurse practitioners from practicing to the full
extent of their training and experience.

Currently, as it stands in North Dakota, the NDBME has regulatory and
oversight authority as it pertains to medical doctors and physician assistants.
The North Dakota Board of Nursing has the regulatory and oversight
authority as it relates to nurse practitioners. Therefore, licensure of medical
doctors and PAs is handled by the board of medical examiners, and licensure
of nurse practitioners is handled by the Board of Nursing.

The educational, clinical training, and testing requirements for medical
doctors to receive licensure in the state are determined by the Board of
Medical Examiners. The educational, clinical training, and testing
requirements to receive licensure for Nurse Practitioners are determined by
the Board of Nursing.

These are 2 very separate and distinct paths of education, experience and
training. One path is formulated and designed to confer a medical degree and
the opportunity to apply for a license to practice medicine The other path is
formulated and designed to confer a nursing degree and the opportunity to
apply for a license to practice nursing. Individuals are free to pursue
whichever path they prefer. [ believe both paths are noble endeavors and |
have great respect for both professions. The fact remains, however, that
these are 2 separate professions. Physicians and nurse practitioners complete
training with different levels of knowledge, skills, and abilities that while not
equivalent are complementary.

Nurses are critical to the healthcare team; however, there is no substitute for
a physician’s education and training. Physicians have 7 or more years of
postgraduate education and more than 10,000 hours of clinical experience.
Nurse practitioners possess a registered nursing degree and usually 2 years
of additional education. This difference in education and training matters. It
matters in primary care situations when seemingly “simple” conditions
actually mask underlying, complex medical problems. It also matters, as



these additional years of physician education and training are vital to optimal
patient care in the event of a complication.

As it relates to prescriptive authority, physicians receive extensive education
in the use of prescriptive medications and controlled substances. They spend
an additional 3-5 years in a residency training program developing clinical
expertise in the utilization and management of these prescriptive medicines
and controlled substances.

The scope of practice and autonomy for nurse practitioners has greatly
expanded in recent years. North Dakota already has in place extremely
liberal laws regarding medical oversight for nurse practitioners. There is no
geographical physical proximity requirement in the collaborative agreement
and there is no restriction on the number of nurse practitioners that a
physician may have a collaborative agreement with. The collaborative
agreement, therefore, is not an onerous obstacle. If this bill is enacted into
law, it would remove the last and only vestige of oversight of nurse
practitioners by an individual with a medical license.

On a broader level, actual or perceived shortages in securing access to
qualified medical care in rural or underserved areas provides, at first glance,
what seems to be a legitimate rationale upon which to lobby for an expanded
scope of practice for nurse practitioners. AMA geographical maps showing
nurse practitioners dispersed around the state, even in communities in which
there is no physician, reveals no access issues related strictly to the
collaborative agreement requirement. As previously demonstrated, and
contrary to statements by some, the required collaborative agreement does
not affect access to healthcare in our state.

Much of the testimony and the general thrust of this legislation is that the
removal of all physician oversight of Nurse Practitioners will increase North
Dakotan’s access to healthcare. This premise, however, does not hold up to
scrutiny with the facts. The oversight provided has in the past, and will
continue in the future, to help maintain and assure that ALL North
Dakotans- rural and urban-receive the best healthcare we have to offer.

Thank you for your consideration of this matter, and I would respectfully
request a “DO NOT PASS” recommendation from this committee.
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Testimony in Opposition to SB 2148
Jeff Hostetter, MD speaking for the Board of the ND Academy of Family Physicians (NDAFP)

Chairman Weisz and Committee Members,

[ am Doctor Jeff Hostetter. | am the Program Director of the UND Center for Family Medicine
Residency in Bismarck, an Assistant Professor of the UND School of Medicine and Health Sciences in
the Dept. of Family and Community Medicine, and the secretaryftreasurer of the ND AFP. | was the
chief of staff at the Standing Rock HIS hospital in Fort Yates, ND.

[n my many roles, | have had the privilege to work with many ANP’s and other mid-level providers. In
Fort Yates, | became acutely aware of the physician shortage that has spurred the presentation of SB
2148, Indeed, even though I no longer work at Fort Yates, | am currently the collaborating physician
for the mid-level providers in the Fort Yates hospital, because they have been unable to hire any new
physicians who could take over for me.

Let me start by acknowledging that this is a bill that elicits strong emotional responses from both
sides of the issue.

[ am here to state the position of the board of directors of the NDAFP, and hopefully my remarks will
be interpreted not as personal or professional attacks on ANP's who we respect, but as our well-
considered opinion on the issue.

We oppose SB2148 for the following reasons.

1} 1tis a solution without a problem. Currently consultation with a supervising physician is a mere
phone call away for any ANP in ND. There are no places where access to health care can be blamed on
this issue, because there are phones throughout the state.

2) There are likely to be many unintended consequences if this bill is passed. Namely,

a) ANP's with current collaborative agreements who desire to keep them may be unable to
do so, because if a physician has an agreement with an ANP, they are accepting additional liability.
Malpractice carriers and some health systems will likely force physicians to jettison these
agreements in they are not required. In my personal case, 1 had to apply for special dispensation from
the UND's malpractice carrier in order for me to sign collaborative agreements with mid-level
providers.

b) ANP's will find it increasingly difficult to find physicians to cover for or back them up
when they are on call, and to find physicians who will accept patients in transfer again due to

increased liability issues. We feel this will actually worsen access to safe and necessary care of

patients in rural areas.

¢) The Patient Centered Medical Home (PCMH), under which all future Medicare
reimbursement will occur, has been articulated and is currently codified with physicians as team
leaders. Although studies utilizing physician-extenders are ongoing, none have published results
showing similar beneficial outcomes that physician-led medical home have done. With less incentive
to get physicians into rural communitie tients and medical facilities in rural areas risk once again
being left behind in the wave of medical reform that is currently occurring due to being unable to

qualify as a CMH. This will negatively effect both patient care and financial viability of rural clinics
an ital

Due to these reasons as well as those articulated by previous presenters, we must respectfully
oppose SB 2148. { would be happy to answer any questions.



HOUSE HUMAN SERVICES COMMITTEE
S.B. 2148

March 9, 2011

Testimony of Duane Houdek
North Dakota State Board of Medical Examiners

Mr. Chairman, members of the House Human Services Committee, my name is Duane
Houdek, Executive Secretary of the North Dakota State Board of Medical Examiners. On behalf
of the Board, T testify in opposition (o Senate Bif) 2148,

At the Medical Board, we mvestigate and disciptine physicians and physician assistamnts.
We respond to complaints filed with the Board by patients, law enforcement, other physicians and
health care institutions. From that experience, I can tell you that prescribing cases-especially the
prescribing of pain medications-are among the most complex cases we review. The correct
prescription of opioids is an extremely difficult and nuanced matter. It is really hard to get it
right.

The importance of correctly prescribing pain medications and other controlled substances
1s especially elevated today, as we know that prescription drugs have become the drug of choice
for many and prescription drug abuse ts a most serious societal problem. Nationally, prescription
opioids are now responsible for more overdose deaths and emergency room visits than heroin and
cocaine cor{sbined.

This is an area where the need for public protection is especially acute. I understand that
your job, as policy makers, is oftentimes to balance competing interests. In this case, at this time,
I suggest to you that prescribing of controlled substances by everyone, nurse practitioners
included, needs more collaboration, not less. Oversight of such prescribing needs to be enhanced,
not diminished.

In balance, it does not appear to me that passage of this bill will do anything to increase
access or benefit the public in any other way, but it will remove some of that oversight.

I was sorry to hear, when this bill was heard in the Senate, that some physicians and some
nurse practitioners don’t think the collaboration requirement in current law is very meaningful.

At the Medical Board, we think it is. We have investigated physicians and disciplined physicians



. based on a violation of their duty to collaborate meaningfully with nurse practitioners and to make
as sure as we can that opioid prescribing is done in a way that properly treats the patient and
protects the rest of society. That is really the only message I wanted to give you today.

Thank you. 1 will try Lo answer any questions you may have.
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Testimony in Opposition to SB 2148
House Human Services Committee
March 9, 2011

Chairman Weisz and Committee Members, ['m Courtney Koebele and [ am the
Director of Advocacy for the North Dakota Medical Association. The North Dakota
Medical Association is the professional membership organization for North Dakota

physicians, residents and medical students.

The North Dakota Medical Association initially reviewed SB 2148 through an ad
hoc committee comprised of the following physicians, who reaffirmed existing
NDMA policy:

Steven P. Strinden, MD), Fargo

Kimberly T. Krohn, MD, Minot

A Michael Booth, MD, Bismarck

Fadel Nammour, MD, Fargo

Catherine E. Houle, MD, Hettinger

Shelly A. Scifert, MD, Bismarck

While the North Dakota Medical Association recognizes the critical roles
performed by advanced practice registered nurses as part of the
multidisciplinary team that provides high quality and efficiently delivered

health care, the Association opposes SB 2148 for the following reasons:

1. The collaborative prescriptive agreement required by NDCC 43-12.1-18 is a very
important and necessary patient safety tool that ensures that advanced practice
registered nurses are exercising prescriptive authority consistent with their level of

training and skills.

2. The proposed removal of the collaborative prescriptive agreement will change
nurse practitioner scope of practice; state law should continue to recognize the
limits of the clinical and pharmacotherapy training of advanced practice registered
nurses and continue to recognize the need for physician collaboration in prescriptive

practice.



3. The proposed removal of the collaborative prescriptive agreement will not increase access
to care for patients; the collaborative prescriptive agreement is not a barrier in the sense that
it limits advanced practice registered nurses from practicing to the full level of their training

and clinical skills.

4. The proposed removal of the collaborative prescriptive agreement will result in
independent practice that equates to the practice of medicine; while advanced practice
registered nurses provide many core primary care services, they are not interchangeable with
physicians in providing the full depth and breadth of services that primary care physicians
provide. The collaborative prescriptive agreement appropriately recognizes the differences in
training and skills between the medical and nursing professions and in their respective

contributions to team-based and patient-centered care.

1. The collaborative prescriptive agreement required by NDCC 43-12.1-18 is a very
important and necessary patient safety tool that ensures that advanced practice
registered nurscs are exercising prescriptive authority consistent with their level of

training and skills.

The proponents of this legislation minimize the collaborative prescriptive agreement
requirement in section 43-12.1-18 as a ministerial “signature” requirement. It is much more
than that. The collaborative prescriptive agreement is a very important patient safety
provision that ensures that advanced practice registered nurses are providing care consistent
with their level of training and skills. It underscores the valuc of all health care professionals
working together in a coordinated, team-based fashion which is recognized as an optimal

approach to providing quality, patient-centered care.

The collaborative prescriptive agreement does not prevent advanced practice registered
nurses from practicing to the full extent of their training and cxperience as part of a
collaborative team. It is simply a tool used by the vast majority of states to protect the public,
including many states in our region - Minnesota, South Dakota, Nebraska, Kansas and

Wisconsin which require a collaborative or supervisory agreement not just for prescriptive



authority but for diagnostic and treatment practice as well. North Dakota is one of about eight
“hybrid” states that require only a collaborative prescriptive agreement and do not require a
collaborative or supervisory agreement for diagnosis and treatment. Yet overall, 35 states still
recognize the importance of collaboration or supervision by a physician in the prescriptive

practice of advanced practice registered nurses.

As asserted, the collaborative prescriptive agreement does require the signature of a
physician. What that signature represents is a collaborative prescriptive agreement that sets
forth the manner of review and approval of the planned prescriptive practices tor the
advanced practice registered nurse. The plan identifies the broad classifications of drugs or
devices to be commonly prescribed by the nurse practitioner, identifies the methods and
frequency of the collaboration for prescriptive practices, “which must occur as client needs

dictate, but no less than once every two months,” identifics methods of documentation of the

collaborative process regarding prescriptive practices, and identifies arrangements for
collaboration regarding prescriptive practices in the temporary or extended absence of the
physician [NDAC 54-05-03.1-09(4)]. The administrative rules of the North Dakota Board of

Nursing relating to the collaborative prescriptive agreement are attached.

That is what the signature represents — a tool that provides assurance that there 1s
collaboration to ensure that the prescriptive authority is consistent with the nurse
practitioner’s training and experience. It is not onerous. It does not prevent nurse practitioners

from practicing to the full extent of their training and experience.

Legislation enacted in 1995 provides the backdrop for the collaborative prescriptive
agreement. Representatives of the ND Board of Nursing, nurse practitioners, the ND Board
of Nursing, the ND Board of Medical Examiners, the ND Medical Association and others ali
agreed in 19935, through a process mediated by the ND Consensus Council, that the
collaborative prescriptive agreement was appropriate and consistent with collaborative
principles agreed upon at that time [Legislative History, Ch. 403, ND Session Laws, 1995].

Nothing has changed to deviate from those principles today.

In the 2009 legislative session, the North Dakota Nurse Practitioners Association argued

successfully to the legislature for status as Medicaid primary care case managers. In their

3



-

testimony it was argued that primary care case manager status “will not change or affect our
collaborative agreement.” [ Testimony of Cheryl Rising, RN, MS, CNRN, FNP, January 20,
2009, Sen. Human Services Committee]. Clearly, the collaborative agreement may be an
inconvenience to some nurse practitioners, but the inconvenience of the collaborative
prescriptive agreement does not affect the ability of a nurse practitioner from practicing to the
full extent of their education and training, whether it be as a primary care case manager with

Medicaid or in general prescriptive practice.

With a shortage of both physicians and nurses and millions more insured Americans, health
care professionals will need to continue working together to meet the surge in demand for
health care. A collaborative team approach to care - with each member of the team playing
the role he or she has been educated and trained to play - has a proven track record of success
and helps to ensure that patients get safe, high-quality care and value for their health care

spending,

2. The proposed removal of the collaborative prescriptive agreement will change nurse
practitioner scope of practice; state law should continue to recognize the limits of the
clinical and pharmacotherapy training of advanced practice registered nurses and

continue to recognize the need for physician collaboration in prescriptive practice.

Although nurses are critical to the health care team, there is no substitute for a physician’s
education and training. Physicians come with seven or more years ot postgraduate education
and more than 10,000 hours of clinical experience. We believe this difference in education
and training matters. It matters during times of medical emergencies. It matters in primary
care situations when seemingly “simple” conditions actually mask underlying, complex
conditions. And it matters to ensure that the right diagnosis and trcatment plan, including the

right prescription if necessary, is made from the beginning to help save patients money on

unnecessary prescriptions, tests and referrals.

Nurse practitioner groups nationally in their literature belabor the general notion that
collaboration is not the same as “supervision,” especially if compared to the use of the term
“supervision” in the administrative rules of the North Dakota Board of Medical Examiners in
the regulation of physician assistants who “provide patient services under the supervision and
responsibility of a physician who is responsible for the performance of that assistant™ [NDAC

50-03-01-01]. If collaboration means to “work jointly with others,” it certainly is in the best
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interests of patients that nurse practitioners and physicians work together, particularly in
prescribing controlled substances. The collaborative prescriptive agreement recognizes
differences in the training and skills between the medical and nursing professions, and simply
places the physician and nurse practitioner in the position of working together in prescriptive
practice to ensure that patients receive prescriptions that are medically necessary and

appropriate to the diagnosis.

3. The proposed removal of the collaborative prescriptive agreement will not increase
access to care for patients; the collaborative prescriptive agreement is not a barrier in
the sense that it limits advanced practice registered nurses from practicing to the full

level of their training and clinical skills.

NDMA recognizes that difficulties in securing access to qualified physicians in rural or
underserved areas provide at first glance what seems to be a legitimate rationale on which to
lobby for expanded scope of practice. However, NDMA has always looked first to what’s
best for patients. It has always argued that solutions to actual or perceived shortages or
barriers simply do not justify expansions in scope of practice of any non-physician that
expose patients to unnecessary or unintended health risks due to limitations in the education

and training of any non-physicians.

The collaborative prescriptive agreement has not diminished access to care for North Dakota
patients. There currently are no restrictions on the diagnostic and treatment services provided
by an advanced practice registered nurse, which allows the nurse practitioner to practice
across the state with only a collaborative prescriptive agreement in place with a physician.
The map of North Dakota provided as part of our NDMA testimony, prepared by the
American Medical Association in 2008 shows that advanced practice registered nurses in
North Dakota practice in many rural communities in which physicians do not. Certainly, the
existence of the collaborative prescriptive agreement has not stopped nurse practitioners from

practicing in rural areas across the state.

The collaborative prescriptive agreement has been used in North Dakota for many years. It
was not perceived as a problem by nurse practitioners in the 2009 session when Medicaid
primary care case manager status was sought. It should not be eliminated now simply for the
purported purpose of making it more convenient for out-of-state nurse practitioners to gain a

license in our state, or eliminated to pursue a license compact with states west of North
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Dakota that have public policies in place that are not consistent with North Dakota or states
south and east of North Dakota. The collaborative prescriptive agreement serves an important
purpose in protecting the public. Its proposed elimination is simply a solution to a problem

that does not exist.

4, The proposed removal of the collaborative prescriptive agreement will result in
independent practice that equates to the practice of medicine; while advanced practice
registered nurses provide many core primary care services, they are not
interchangeable with physicians in providing the full depth and breadth of services that
primary care physicians provide. The collaborative prescriptive agreement
appropriately recognizes the differences in training and skills between the medical and
nursing professions and in their respective contributions to team-based and patient-

centered care.

The history of the nurse practitioner profession began in the late 1960s as a way to provide
basic primary care services and advice to people in regions where physicians were scarce, and
has become today a profession that seeks to be allowed to deliver the same medical care that
physicians do under the auspice of advanced practice nursing {AMA Scope of Practice Data

Series: Nurse Practitioners, October 2009].

A frequently-heard comment from physicians discussing “scope of practice” issues of other
health care professionals is: “If they want to practice medicine, they ought to go to medical
school.” Certainly, over the years physician organizations have taken positions on issues
relating to the independent practice by advanced practice registered nurses. The American
Medical Association opposes enactment of any legislation to authorize the independent
practice of medicine by any individual who is not licensed to practice medicine. The position
of the American Academy of Family Physicians is that the nurse practitioner should only
function in an integrated practice arrangement under the direction and responsible
supervision of a practicing, licensed physician, and should not function as an independent

health practitioner.

The American College of Physicians recently made the following observations in response to
the recent Institute of Medicine (IOM) report, The Future of Nursing: Leading Change,
Advancing Health, which advocates reliance on collaborative, multidisciplinary, team-based

care to improve the quality and delivery of care in a transformed health care system. The
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observations capture many of the underlying concerns of physicians and the blurring of
differences in training and skills between the medical and nursing professions, yet recognize

the importance of our professions working together, rather than apart, in the delivery of care:

The American College of Physicians strongly supports this [collaborative,
multidisciplinary, team-based care] model. Nurses, physician assistants, physicians, and
other health care professionals should practice to the full level of their training and
clinical skills, working as part of a collaborative team, and inappropriate barriers that
stand in their way should be examined and revised accordingly.

We agree that certified nurse practitioners can provide many core primary care services,
but it is important that this not be misunderstood as suggesting that nurses are
interchangeable with physicians in providing the full depth and breadth of services that
primary care physicians provide. The two professions are complementary but not
‘equivalent. For diagnostic evaluation of clinical presentations that are not
straightforward and for ongoing management of complex or interacting medical
problems, the most appropriate clinician is a physician who has received in-depth
training in the diagnosis and treatment of conditions affecting all organ systems and who
can effectively integrate current and evolving scientific knowledge with the delivery of
clinical care. Any examination of state licensing laws. as the 10M recommends. should
therefore distinguish between inappropriate restrictions on nurses or other licensed
health care professionals that prevent them from practicing to the full level of their
training and experience as part of a collaborative team and laws designed (o ensure that
licensed health care professionals are providing care consistent with their level of

training and skills.

. The IOM has done a great service by providing a comprehensive set of recommendations
that, although focusing on the nursing profession, appropriately emphasize the
importance of physicians, nurses, physician assistants, and other health care
professionals working together to provide high-quality, patient-centered care, through
delivery systems (such as the patient-centered medical home) that use everyone’s skills
and training optimally. It is essential, however, that further discussions of and
communications relating to the IOM report provide sufficient clarity on the issues to
prevent misunderstanding. Care should be taken by everyone involved in the
implementation of the IOM recommendations to ensure that they are not misconstrued as
blurring the important differences in training and skills between the medical and nursing
professions and in their respective contributions to team-based and patient-centered care.
[J. Fred Ralston, Ir., MD, Steven E. Weinberger, MD, American College of Physicians,
Nurses ' Scope of Practice, New England Journal of Medicine, Dec. 2010].

As previously stated, NDMA’s position is that the collaborative prescriptive agreement,
rather than placing a barrier to advanced practice registered nurses practicing to the full level
of their training and clinical skills, instead promotes patient safety and physicians and
advanced practice registered nurses working together in a collaborative, multidisciplinary,

team-based approach to care that benefits North Dakota patients.

Thank you for the opportunity to present the views of the North Dakota Medical Association.
NDMA urges the Committee to vote a “DO NOT PASS” on SB 2148.
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54-05-03.1-09. Requirements for prescriptive authority. Applicants for
prescriptive authority shall:

1.

Be currently licensed as an advanced practice registered nurse in North
Dakota.

Submit a complete, notarized prescriptive authority application and pay
the fee of fifty dollars.

Provide evidence of completion of thirty contact hours of education

or equivalent in pharmacotherapy related to the applicant's scope of
advanced practice that:

a. Have been obtained within a three-year period of time immediately
prior to the date of application for prescriptive authority; or

b. Other methods that may be approved by the board.

Submit an affidavit from the licensed physician who will be participating
in the collaborative prescriptive agreement acknowledging the
manner of review and approval of the planned prescriptive practices.
Information in the affidavit must also indicate that the advanced practice
registered nurse’s scope of prescriptive practice is appropriately related
to the collaborating physician’s medical specialty or practice. The
affidavit must address all of the folliowing areas:

8. Broad classifications of drugs or devices to be commonly
prescribed by the advanced practice registered nurse;

b. Methods and frequency of the collaboration for prescriptive
practices, which must occur as client needs dictate, but no less
than once every two months;

€. Methods of documentation of the collaboration process regarding
prescriptive practices; and



History:

d. Alternative arrangements for collaboration regarding prescriptive
practices in the temporary or extended absence of the physician.

Effective March 1, 1992; amended effective November 1, 1996;

December 1, 1997; April 1, 2004; March 24, 2004,
General Authority: NDCC 43-12.1-08
Law Implemented: NDCC 43-12.1-02(7), 43-12.1-09(2)(c)(d)

54-05-03.1-10. Authority to prescribe.

1.

A permanent advanced practice registered nurse license with the
addition of prescriptive authority shall be issued following review and
approval of the completed application by the board.

Between meetings of the board, board staff may review the prescriptive

authority application and grant a temporary permit to prescribe if all the
requirements are met.

The advanced practice registered nurse with prescriptive authority may
prescribe drugs as defined by chapter 43-15-01 pursuant to applicable
state and federal laws. Notice of the prescriptive authority granted will
be forwarded to the board of pharmacy.

A prescriptive authority license does not include drug enforcement
administration authority for prescribing controlled substances. Each
licensee must apply for and receive a drug enforcement administration
number before writing prescriptions for scheduled drugs.

The licensee may prescribe, administer, sign for, dispense, and procure
pharmaceutical samples following state and federal regulations.

The signature on documents related to prescriptive practices must
clearly indicate that the licensee is an advanced practice registered
nurse.

The advanced practice registered nurse with prescriptive authority may
not prescribe, sell, administer, distribute, or give to oneself or to one’s

spouse or child any drug legally classified as a controlled substance or
recognized as an addictive or dangerous drug.

Notwithstanding any other provision, a practitioner who diagnoses
a sexually transmitted disease, such as chlamydia, gonorrhea, or
any other sexually transmitted infection, in an individua! patient may
prescribe or dispense, and a pharmacist may dispense, prescription
antibiotic drugs to that patient's sexual partner or partners, without



there having been an examination of that patient’s sexual partner or
partners.

History: Effective March 1, 1992; amended effective November 1, 1996; April 1,
2004, January 1, 2009.

General Authority: NDCC 43-12.1-08

l.aw Implemented: NDCC 43-12.1-08(1)

54.05-03.1-11. Prescriptive authority renewal. Prescriptive authority is
valid for the same period of time as the applicant’s advanced practice registered
nurse and registered nurse license. The applicant for renewal must:

1.

2.

Renew the applicant’s registered nurse license.

Submit verification of current certification by a national nursing
certification body in the specific area of nursing practice.

Submit a completed advanced practice registered nurse with
prescriptive authority renewal application.

Pay the advanced practice registered nurse renewal fee of forty dollars
and the fifty dollar renewal fee for prescriptive authority.

Provide evidence of completion of fifteen contact hours of education
during the previous two years in pharmacotherapy related to the scope
of practice. These contact hours may fulfill the registered nurse renewal
continuing education requirement. The education or its equivalent
as approved by the board may include academic credits, attendance
at approved seminars and courses, or participation in approved
correspondence or home study continuing education courses.

Submit a verification of affidavit from the licensed physician who will be
participating in the collaborative prescriptive agreement acknowledging
the manner of review and approval of the planned prescriptive
practices. Information in the affidavit must also indicate that the
advanced practice registered nurse's scope of prescriptive practice is
appropriately related to the collaborating physician's medical specialty
or practice. The affidavit must address all of the following areas:

2. Broad classifications of drugs or devices to be commonly
prescribed by the advanced practice registered nurse;

b. Methods and frequency of the collaboration for prescriptive
practices, which must occur as client needs dictate, but no less
than once every two months;

C.  Methods of documentation of the collaboration process regarding
prescriptive practices; and



d. Alternative arrangements for collaboration regarding prescriptive
practices in the temporary or extended absence of the physician.

History: Effective March 1, 1992; amended effective November 1, 1996; June 1,
2001; Aprit 1, 2004; March 24, 2004.

General Authority: NDCC 43-12.1-08

Law Implemented: NDCC 43-12.1-10(1)

54-05-03.1-12. Change in physician collaboration regarding
prescriptive authority. The advanced practice registered nurse or the
collaborating physician may terminate the relationship at any time. The advanced
practice registered nurse must notify the board in writing within five working days
of the termination. An affidavit of collaboration with another licensed physician
must be submitted when there is a change in the licensed physician providing the
collaboration. The affidavit and a revised scope of practice statement must be
submitted within sixty days of the change in collaboration with a licensed physician.

History: Effective March 1, 1992; amended effective November 1, 1996.
General Authority: NDCC 43-12.1-08
Law Implemented: NDCC 43-12.1-10(1)

54-05-03.1-13. Suspension or enjoining of prescriptive authority. The
prescriptive authority granted to an advanced practice registered nurse may be
temporarily suspended or enjoined according to provisions of North Dakota Century
Code chapters 28-32 and 32-06, when the advanced practice registered nurse has:

1. Failed to maintain current licensure as an advanced practice registered
nurse or failed to meet prescriptive authority requirements:

2. Prescribed outside the scope of practice or for other than therapeutic
pUrposes;

3. Violated any state or federal law or regulation applicable to
prescriptions; or

Following final board action notice of suspension or injunctive action regarding
prescriptive authority will be forwarded to the board of pharmacy and the
collaborating physician.

-History: Effective March 1, 1992; amended effective November 1, 1998,

General Authority: NDCC 43-12.1-08
Law Implemented: NDCC 43-12.1-10(1)
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Senator Spencer Berry

PROPOSED AMENDMENT TO SB NO. 2148

Page 1, line seven, remove the overstrike over “The-boardshall”
Page 1, line 8, remove the overstrike

Page 1, line 9, remove the overstrike over “advenced-practice-registered-nurses:”

Page 1, line 10, remove the overstrike over “and-include-evidence-of-a-collaborative”

Page 1, line 11, remove the overstrike over “agreement-with-alicensed-physician” and insert
immediately thereafter “for schedule |l through V controlled substances”

Renumber accordingly



