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This report addresses national certification for certified nurse practitioners (CNPs)
practicing primary or acute care in Ohlo. Section 4723.43, Ohio Revised Code (ORC),
requires a CNP to practice consistent with the nurse’s education and certification. To
practice acute care, the CNP's education and certification must be in acute care. Certain
stakeholders agree with this position and other stakeholders maintain that a CNP who is
not nationally certified in acute care may engage in acute care practice, based on clinical
experience obtained post-graduate through the course of employment/workplace training.
Further these stakeholders contend that the Board is not following the national Consensus
Model for APRN Regulations (Consensus Model)' and differs from other state boards of
nursing enforcing the law in this manner.

Background

In response to correspondence to the Board expressing concern that CNPs were
practicing acute care without the CNP holding national certification in acute care, in the
fall of 2016, the Board published an article in its quarterly newsletter Momentum entitled
"Certified Nurse Practitioners (CNPs) in Primary and Acute Care." (Attachment 1)

Over the past several years, individuals and health care facilities have periodically asked
the Board about the national ceriification required for CNPs practicing primary or acute
care in Ohio. The Board's responses have been based on the statutory provisions of the
Nurse Practice Act (NPA), and consistent through the years with the interpretation of law
reiterated in the 2016 Momenium article. The NPA provisions were enacted dating back
to 1996. Attached are examples of Board responses to individuals and facilities.
(Attachment 2) Another attachment is a memorandum from a health care facility entitled
"Specialty Specific Credentials” that instructs APRNs about the requirements. {Attachment
3)

In addition, the Ohio Association of Advanced Practice Nurses (OAAPN) requested
information in 2009 for their “Tip of the Month” stating that when OAAPN representatives
were attending national conferences, they identified this as an emerging issue impacting
APRNSs in many states. See Attachment 4 for the OAAPN correspondence and their Tip
of the Month in its entirety.

In summary, with the recent proliferation of acute care pediatric and adult acute care NP
programs, if you choose to care for patients with complex acute, critical and chronic health

1 The Consensus Model for APRN Regulations: Licensure, Accreditation, Certification & Education,
July 7, 2008, (Consensus Model) was completed through the work of the national APRN
Consensus Work Group and the National Council of State Boards of Nursing APRN Advisory
Committee.



conditions, then choose an educational program that prepares you for certification as an
acute care nurse practitioner, If however, you wish to work in a primary care setling, then
choose an educational program that prepares you for ceriification as an adult, pediatric,
women’s heaith, geriatric or family nurse practitioner.

Following publication of the 2016 Momenfum article, the Board received correspondence
from OAAPN asserting that the statute should now be construed to permit CNPs to engage
in acute care practice based on clinical experience obtained post-graduate through the
course of employment/workplace training and that the national certification in acute care
was not required. {Attachment 5)

Because of heightened concerns expressed by multiple stakeholders, on March 8, 2017,
the Board requested a formal Opinion from the Ohio Attorney General Office asking
"whether under Section 4723.43, Ohio Revised Code, a Certified Nurse Practitioner (CNP})
not nationally certified in acute care may engage in acute care practice, based on clinical
experience obtained post-graduate through the course of employment/workplace training.
(Attachment 6)

The Opinion request itself resulted in strong concerns expressed by certain stakeholders
who questioned the need for the request and asked about the possibility of withdrawing
the request. The Board explained that the request is consistent with the Board's past
actions when there have been strong opinions and disagreement about the interpretation
of statutory language. The Board believes an Opinion request is necessary in this matter
to resolve conflicting opinions regarding statutory language, especially in light of
substantial and consistent history reflecting the Board’s reading of Ohio law and national
consensus on the topic. The Opinion request provides a means to reach a legal conclusion
recognized by law in order to clarify the interpretation of statute whose meaning is in
dispute or doubt. The Opinion will serve as a basis for future decisions and actions. The
letters from interested parties regarding the AGO are provided in Attachment 7.

Consensus Model for APRN Regulations

The Consensus Model was the result of coliaborative work of the APRN Consensus Work
Group and the NCSBN APRN Advisory Committee, with extensive input from a larger
ARPN stakeholder community, including national certification entities, national
accreditation organizations, and national associations representing APRN education and
practice. It was adopted based on a nationally recognized educational model to establish
a firm foundation and greater standardization for APRN practice across the country, based
on the health care environment of the 21 century. A listing of the organizations is on
pages 29-392 of the document.

The Consensus Model defines APRN practice, describes the APRN regulatory model,
identifies the titles to be used, defines specialty, describes the emergence of new roles
and population foci, and presents strategies for implementation. The information below
summarizes pertinent parts of the Consensus Model. The Consensus Model in its entirety
is included in Attachment 8, as part of the Opinion request.
¢ APRN education programs must be accredited and include education in three graduate-
level courses in advanced physiology/pathophysiology, health assessment, and
pharmacology, as well as appropriate clinical experience, known as the APRN core.

¢ The Consensus Mode! recommends four APRN roles: CRNA, CNM, CNS, and CNP.
APRNs are educated In one of the four roles. (Page 6)



In addition to the roles, the APRN must be educated in at least one of six population foci:
familyfindividual across the lifespan, aduit-gerontology, pediatrics, neonatal, women's
heaith/gender-related, or psych/mental health. {Page 6)

individuals who have the appropriate education must take a national certification
examination to assess national competencies of the APRN core, role, and at least one
population focus area of practice for regulatory purposes. {Page 6)

Individuals_are licensed to practice at the level of one of the four roles within at least one
of the six population focl. Education, cedification, and licensure of an individual must be

congruent in terms of role and population foci. (Page 6)

Beyond role and population focus, APRNs may specialize but they are not licensed by
specialty area. Specialties provide depth in one's practice within the established popuiation
foci. Preparation in a specialty area of practice is optional and focuses on specific patient
populations or health care needs. APRN specially education and practice build upon and
are in addition to the education and practice of the APRN role and population focus. (Page
12)

APRN speciaity preparation cannot expand one's scope of practice beyond the role or

population focus and addresses a subset of the population-focus. (Page 12)

State licensing boards do not regulate APRN spacialties because the specially evolves
from the APRN role/population focus and indicates that an APRN has additional knowtedge
and expertise in a more discrete area of a specialty. Specialty praciice is acquired either
by educational preparation or experience and may be recognized through professional
nursing credentialing centers. (Page 12)

For licensure purposes, one exam must assess the APRN core, role, and population
focused competencies. For example, a primary care family nurse practitioner would take
one national certification examination, which tests the APRN core, CNP role, and “family”
population-focused competencies. Specialty competencies must be assessed separately.
In summary, education programs preparing individuals with this additional knowledge in a
specialty if used for entry into advanced practice registered nursing and for regulatory
purposes, must also prepare individuals in one of the nationally recognized APRN roles
and in one of the six population foci. (Page 12)

The CNP provides care along the wellness-illness continuurn by providing direct primary
and acute care across settings. Both primary and acute care CNPs provide initial, ongoing,
and comprehensive care. “CNPs are prepared to practice as primary care CNPs and acule
care CNPs, which have separale national consensus-based competencies and separate
certification processes.” {Page 9)

“Scope of practice of the primary care or acute care CNP is not selting specific but is based
on patient care needs. Programs may prepare individuals across both the primary ¢are and
acute care CNP competencies. |f programs prepare graduates across both sets of roles,
the graduate must be prepared with the consensus-based competencies for both roles and
must successfully obtain [national] certification in both the acute and the primary care CNP
roles. CNP certification in the acute care or primary care roles must match the educational
preparation for CNPs in these roles.” {Page 10)



The “APRN Consensus Model Frequently-Asked Questions,” published by NCSBN/LACE?,
includes the following question and answer: Attachment 8

6. How does an acute care NP fit into the APRN Consensus Model?

The ceriified nurse practitioner (CNP) is educationally prepared to meet core competencies
for all NPs and competencies for a population focus. The competencies at the population
focus may be primary care or acute care. Currently the acute care NP preparation is
available with an aduli-gerontology or pediatric focus. The graduate of an aduli-
gerontology acute care NP program is efigible to sit for an acute care adult- gerontology
certification exam. Similarly, the graduate of a pediatric acute care NP program is eligible
to sit for an acute care pediatric NP certification exam. Graduates of acute care population
focused NP programs are not eligible to sit for primary care population focused NP
certification exams and vice versa. The certified NP would identify himselffherself as an
APRN-CNP with either an adult-gerontology or pediatric acute care population focus.
(Page 2)

13. If | want to specialize as an APRN in an area such as oncology, palliative care, or
nephrology, how would | do so after the APRN Consensus Model is implemented?

Areas such as oncology, palliative care, and nephrology are among the many specialty
areas of APRN practice and are not one of the population foci in the APRN Consensus
Model. To be eligible for APRN licensure and certification, the APRN must complete
hisfher educational program in a role and population focus {or foci) as defined in the
Consensus Modsl but can also specialize in a more specific area of practice. Preparation
in a specialty area of praclice is optional, but if included in the educational program, it must
bulld on the APRN rulefpopulation focus competencles, Clinical and didactic coursework
must be comprehensive and sufficient to prepare the graduate to obtain certification for
licensure in and to practice in the APRN role and population focus. Educational programs
may concurrently prepare individuals in a specialty providing they meet all of the other
requirements for APRN educational programs, including preparation in the APRN core,
role and population core competencies. A specialty area of practice is developed by the
professional organization and is not regulated by boards of nursing. Professional
organizations determine the expected compstencies for the specialty and establish
certification or assessment requirements. It is not required but recommended that the
APRN practicing in a specialty area of practice seek specialty certification if available.

{Page 3)
National Organizations, Statements, and Publications
Below is information from various national organizations and publications gathered for
review and further consideration. It is not intended to be an extensive review of all

organizations or publications, but rather is meant to reflect the basis for the Board’s past
and current interpretation of Ohio law in this matter.

» The National Council of State Boards of Nursing (NCSBN

2 ACE Is a communication network to include organizations that represent the Licensure, Accreditation,
Certification, and Education components of APRN regufation. LACE is intended to be a transparent process
for communicating about APRN regulatory issues, facilitating implementation of the APRN Consensus Model,
and involving all stakeholders in advancing APRN regulation.



At the time the Board published the 2016 Momentum article, NCSBN staff reviewed
the article and confirmed it was congruent with the Consensus Model. NCSBN
recognized this as a pertinent topic and informed Board staff the issue was being
addressed in many states.

Subsequently, NCSBN requested that Lisa Emrich, RN, MSN, FRE, Board Program
Manager, present this topic at the NCSBN April 2017 APRN Roundtable. Ms. Emrich’s
presentation was well received at the APRN Roundtable.

The Board requested further clarification from NCSBN about the position of the
Consensus Model regarding the education and national certification requirements for
CNPs providing primary and acute care. On July 6, 2017 NCSBN responded in a letter
(Attachment 9), concluding “...it is the position of NCSBN that the Consensus
Model specifies CNPs who are engaged in acute care practice are to hold
national certification in acute care. NCSBN agrees with your Board's position.”

National Organization of Nurse Practitioner Facullies

The National Organization of Nurse Practitioner Faculties issued a “Statement on
Acute Care and Primary Care Nurse Practitioner Practice,” September 2011
(Statement). The article’s “Key Elements” are summarized below. The Statement also
provides exemplars that illustrate practice distinctions for the Acute Care Nurse
Practitioner {ACNP) and Primary Care Nurse Practitioner {(PCNP). The Statement is
included in Attachment 6, as part of the AGO Opinion Request, in its entirety.

The PCNP and the ACNP are prepared to deliver different types of care. The main
emphasis of PCNP educational preparation is on comprehensive, chronic, continuous care
characterized by a long-term relationship between the patient and PCNP. In contrast, the
ACNP educational preparation focuses on restorative care that is characterized by rapidly
changing clinical conditions. The ACNF provides care for unstable chronic conditions,
complex acute illnesses, and critical ilinesses.

Key Messages

¢« Scope of practice must be tied to formal APRN education and not pre-APRN
experience or on-the-job training.

¢ NP educational programs are either primary care or acute care focused — it is not the
full range. Certification as both an ACNP and PCNP requires completion of both formal
aducational programs or a dual-track adult-gerontology or pediatric program that meet
all of the corresponding ACNP and PCNP competencies. (This would be adult-
gerontology or pediatric ACNP competencies, and adult-gerontology, family/lifespan,
pediatric, or women's health/gender PCNP competencies).

s Certification must match educational preparation. Certification eligibility should be
linked to the educational preparation, and similarly a NP graduate shoudld sit only for
certification that corresponds with the population focus of histher educational
preparation.

s Both the PCNP and the ACNP can serve as the point of entry to health care and they
also coltaborate with each other when managing patients.



+ Both the PCNP and ACNP may engage in specialty practice, but this specialization
occurs as supplemental to the formal NP education and national certification.

» Both the PCNP and ACNP might evaluate an acutely ill patient, but the severity of the
symptoms would determine which provider is most appropriate and best matched to
the patient’s acuity level. The PCNP does not have the educational preparation to care
for the complex acute or critical patient but does have preparation to manage the
simple acute patient. Likewise, the ACNP does not have the educational preparation
to provide comprehensive, continuous care but does have the preparation to provide
preventive services within the context of restorative care,

« Patient safety is jeopardized when clinicians praciice outside their scope of practice.
Regardiess of the willingness of some employers to credential the NP to practice

beyond his/her educational preparation and certification, the NP is obligated to adhere
to his/her scope of practice, as determined by the state in which they practice.

» NPs should be regulated according to the services they perform and populfation served
and not where they provide services.

¥ Journal of the American Academy of Nurse Practitioners

“Defining NP scope of practice and associated regulations: Focus on acute care,” was
published in the Journal of the American Academy of Nurse Practitioners 24 (2012).
The following summarizes the section, “Contemporary NP and ACNP issues.” The
article is included in Attachment 6, as part of the AGO Opinion Request, in its entirety.

Any NP can work in a hospital if they meet the job qualifications and pass the credentialing
and privileging process. For example, the NP prepared as an adult NP working for a
cardiclogy practice seeing patients both in the clinic and during hospitalization for heart
failure; managing diuretic therapy on a medical unit is within the NP SOP [scope of practice]
in these patients. However, if a patient does not stabilize or deteriorates to the point where
more advance therapy is required, such as inotropic support, the patient's care needs
clearly move into the SOP of the ACNP.

What NPs do clinically and where they function within the hospital tends to pose mare
issues that could be interpreted as practicing beyond their approved SOP. One example
is the NP who is not ACNP educated but seeks to provide care to patients who have acute
and critical care conditions based on having prior work experience as an RN in an
acutefcritical care intensive care unit. This RN experience is often erroneously perceived
as providing an NP who does not hold ACNP certification with the qualifications to manage
these patients when it does not, as NP SOP is based on NP licensure, accreditation,
certification and education.

The majority of primary care programs prepare NP graduates with primary care didactic
and clinical practice in clinic seftings and to a lesser extent, hospital setlings. Although
primary care NP education is not focused on the management of high acuity patients in a
hospital setting, primary care NPs can manage hospitalized patients within their NP SOP.
Family and adult NPs often function in hospitals in roles that do not extend to the ICU and
caring for the complexly ill patient. Such roles include services in pre-admission screening
and testing, palliative care, pain management fast track emergency care, and disease-
specific care.

» Carclyn Buppert, MSN, JD, Healthcare Attorney



Ms. Buppert responds to legal/professional nursing questions for Medscape, “Ask the
Expert.” Ms. Buppert presented at the NCSBN 2017 APRN Roundtable and spoke with
Ms. Emrich, who also presented at the Roundtable, about the congruency of their
presentations. Attachment 10 provides the “Ask the Expert” Medscape articles.

» Credentialing and Privileging

According to the 2008 Medscape article, “Developing an Advanced Practice Nursing
Credentialing Model for Acute Care Facilities (Attachment 11):

In the acute care hospital selting, it becomss especially important that nursing
administrators have a clear understanding of the scope of practice of the APRNs seeking
credentialing and privileging. APRNSs requesting credentialing and privileging for acute
care skills require proper educational preparation and training and the requisite skiils to be
practicing within their scope of practice....APRNs who might have been educationally
prepared as an adult nurse practitioner or family nurse practitioner who are hired to work
in an acute care setting may need post-master's acute care nurse practitioner education to
ensure they are practicing within their scope of practice. For APRNSs pragcticing in the acute
care setting who are not trained for acute care practice, seeking credentials and privileging
must be in compliance with their education and training as an APRN. Prior nursing
experience in a specialty area, such as critical care or acute care, does not entitie APRNs
to seek credentials and privileges for acute care practice if their APRN education and
training is not acute care focused. However, obtaining a post-masters’ acute care
certification training enables APRNs to see credentialing and privileging for acute practice.
(Page 281)

» Scope of Practice and the Nurse Practitioner: Regulation, Competency, Expansion,
and Evolution

According fo the 2007 Medscape article, "Scope of Practice and the Nurse
Practitioner: Regulation, Competency, Expansion, and Evolution” (Attachment 12),
the 2003 Institute of Medicine (IOM) report, “Health Professions Education: A
Bridge to Quality” called for competency-based education and interdisciplinary
practice models for the future. Physician assistant education has developed under
a single accrediting body, core curriculum, and board certification mechanisms in
the 1970s. The NP role, however evolved in a more fragmented fashion, and
curriculum standardization and accreditation standards followed, rather than
directed, education. The development in 2002-2004 of the National Organization
of Nurse Practitioner Faculties offered a framework for education core
competencies. Experience and environment can and will streich the NP's
knowledge and competency beyond that of the basic education level. The article
provides the following question and answer:

Should the NP who is educationally prepared as an acute care NP work in an adult
primary care selting? The answer is no. The acute care NP program prepares
graduates for a specialty focus in acute, episodic, and critical conditions that are
primarily managed in a hospital-based setting. The program of study does not contain
adequate cfinical and didactic content to support the ACNP for a broader role in
outpatient primary care diagnosis, trealment, and follow-up. Diagnosis and outpatient
management of stable and unstable chronic illness, as well as directing health
maintenance of a wide range of conditions, is a required competency for practice in
the primary care role. {Page 6)



» Decision Making Models

Decision making models published by boards of nursing are intended to assist nurses
determine if procedures, activities, or tasks are within their scope of practice and if
they have the knowledge, skills, and abilities to perform the procedure or task.
Decision making models are not designed to define population focus or specialty for
APRNs.

Nurses frequently find themselves in the position of needing to learn new procedures,
equipment, technology, or an unfamiliar patient care situation. Decision making
models are designed for use in these situations. By going through the steps of a
decision making model, the nurse determines if the procedure or task is within their
scope of practice and/or if they need to obtain orientation, continuing education,
demonstrations, training, etc. in order to be competent to perform the
procedurefactivity. Boards hold all nurses, including APRNs, accountable for their
continuing competence in practice.

The Board “APRN Decision Making Model,” (Attachment 13) states:

The Decision Making Model is a guide for APRNs fo use when determining whether a specific
procedure, task or activity is within the APRN scope of practice and, if so, whether the specific
procedure, task or activity is consistent with standards of practice, appropriate to perform based
on the individual APRN's knowledge and skills, and is appropriate based on the clinical setting.

Other State Beards of Nursing

Below is information from state boards of nursing, but it is not intended to be an extensive
review of all the states.

> Arizona State Board of Nursing

The Arizona State Board of Nursing adopted a white paper, “Registered Nurse
Practitioner (RNP) Practicing in an Acute Care Setting on November 19, 2009,

(Attachment 14)

Registered nurse practitioner education has evolved into a system consisting of advanced
core and focused specialty courses. This educational model prepares graduates for
advanced nursing practice as direct care providers within a focused population of care
(also known as specialty area). RNP does not follow the medical model therefore RNPs
do not readily fit into the process used by facilities to credential physicians and medical
residents....The primary component of the RNP ability to practice is their licensure and
recognition through national certification in an established population area of
practice.....Population Is not only defined by diagnosis, gender, and age, but also by acuity
and type of care needed. (Page 1)

There are 2 broad categories of RNP preparation: primary care with didactic and clinical
education focused on health promotion, disease prevention and treatment of patients
primarily in ambulatory and community settings; and acute care with didactic and clinical
education focused on the manage of patients with complex acute, critical and chronic
heaith conditions primarily in acute care (hospital) settings. {(Page 2)

Therefore, it is the position of the Board that an RNP who provides acute care services
cannot exceed the limits of the advanced practice specialty area. Sole and independent



management of the care of complex unstable patients in an acute care setting, including
but not limited to an intensive care unit, is in the exclusive domain of the nurse practitioner
who has completed an approved acute care nurse practitioner program. A primary care
nurse practitioner may have a role in assisling or directing management of the acute care
patients as long as the aspect of care is within the limits of their specialty [focused
population] and role of nurse practitioner certification. (Page 3)

The RNP is expected to utilize appropriate judgment to determine if a specific role or
procedure within a patient care situation is within the scope of practice that he or she is
educationally prepared to provide....Experience as an RN, on-the-job training, having a
physician sign off order, and the personal comfort of the RNP is not a sound basis for
accepting an assignment or role beyond the RNF’s scope of practice. (Page 3)

¥ Kentucky Board of Nursing

The Kentucky Board of Nursing published an article in the spring 2017 issue of KBN
Connection entitled, “Certified Nurse Practitioner: Acute Care or Primary Care is my
Practice Setting Specific to my Role?” (Attachment 15)

In summary, regardless of the setting, the CNP may legally only manage the care of those
patients and conditions for which the CNP is formally educated and for which the CNP is
nationally certified. Many of the nurse practitioner certification test plans are available oniine
for review through the specific national certifying agency website. Additionally, the Kentucky
Board of Nursing has published the “APRN Scope of Practice Determination Guidelines” and
the “APRN Scope of Practice Decision-Making Model” which contain a decision chart
providing guidance to APRNs in determining whether a selected act is within an individual
APRN's scope of practice. (Page 2)

» Nebraska Board of Nursing

The Nebraska Board of Nursing published an article in the spring 2017 issue of the
Nebraska Board of Nursing News entitled, “The Practice Lane, The Many Lanes of
APRN Roles and Populations.” (Attachment 16)

In summary, APRNs commit early in the course of education and training to a particular
role and population focus. Practice lanes are affirmed with professional certification and
subsequent licensure. Lane changes are best preceded with attention and planning for the
acquisition of new competencies and other means for defensible practice. Advance
practice nurses must assume responsibility for recognizing practice opportunities that may
be misaligned with education and certification, and ultimately present risks patient safety
and outcomes. {Page 13)

» Toxas Board of Nursing

On their website the Texas Board of Nursing provides FAQs for APRN Practice.
(Attachment 17} In response to a question about two APRNs approved in different
population foci, the Board states:

it is important to understand that scope of practice for the advanced practice registered
nurse is founded first and foremost upon his/her advanced education preparation. The
patient population, individual advanced education program content and competencies
attained in the advanced practice registered nursing education program always serve as
the foundation for advanced practice registered nursing practice. Rule 221.13(b), relating



to the core standards for advanced practice, further states that advanced practice
registered nurses must practice within the role and poputation focus appropriate to their
educational preparation.... Each advanced praclice registered nurse is responsible for
practicing within the role and population focus licensed by the board and appropriate to
histher education preparation. Additionally, each advanced practice registered nurse is
responsible for recognizing when he/she is in danger of exceeding his/her personal and
professional scope of practice, (Pages 7-8)

» Wyoming Board of Nursing

The Wyoming Board of Nursing published, "What Wyoming APRNs Need to Know
about Scope of Practice” in the Summer 2017 issue of the Wyoming Nurse Reporter.
(Attachment 18)

For CNPs, which represent the largest group of the four APRN roles, the APRN Regulatory
Mode! also provides clarification regarding acute care versus primary care praclice.
Specifically, the footnote on p. 10 directly under the model states: The CMP Is prepared
with the acute care CNP compstencies andfor the primary care CNP competencies. At
this point in time the acute care and primary care CNP delineation applies only to the
pediatric and adult-gerontology CNP population foci. Scope of practice of the primary care
or acute care CNP is not setting specific but is based on patient care needs. Programs
may prepare individuals across both the primary care and acute care CNP competencies.
if programs prepare graduates across both sets of roles, the graduate must be prepared
with the consensus-based competencies for both roles and must successfully obtain
ceriification in both the acute and the primary care CNP roles. CNP certification in the
acute care or primary care roles must match the educational preparation for CNPs in these
roles.

Thus according to the APRN Regulatory Model, CNPs prepared for the familyfacross the
lifespan role (e.g., FNPs) are prepared for primary care. There is not the acute care role
for FNPs, and FNPs who desire to engage in acute care must be prepared at either the
adult-gerontology or pediatric population level as an adult-gerontology acute care nurse
practitioner (AGACNP) and/for a pediatric acute care nurse practitioner (PACNF). Itis also
important to note that model does not distinguish primary care from acute care by practice
setting and allows for primary care occurring in traditional acute care settings (e.g., urgent
care clinic in 4 hospital) and acute care occurring in ambulatory settings. (Pages 10-11)

Summary and Framework for Further Discussions

The intent in researching and presenting this document is to provide a range of evidence-
based information for informed discussions. For discussion purposes, a comprehensive
raview of the Consensus Model is encouraged in order to reach agreement on the
Consensus Model recommendations and direction. The fundamental question is
whether Ohio will follow the Consensus Model, which will determine the future
direction of APRN practice in Ohio. The following options are posed for
consideration.

Option One: Ohic Continues fo Follow the Consensus Model

If Ohic continues to follow the Consensus Model, the CNP must be educated in core
competencies for a specified population focus {or foci) and based on that education, be
nationally certified to practice acute care or primary care.

10



The first option is for Ohio to continue to follow the Consensus Model, and assure the
statute and admintstrative rules are clear regarding the requirements.

Option Two: Ohio Decides fo No Longer Follow the Consensus Model
If Ohio decides to no longer foliow the Consensus Model, the Board may adopt rules
specifying that national certification in acute care would not be required in order for CNPs
who were educated in primary care to practice acute care if the CNP received sufficient
documented post-graduate clinical training by a health care employer.

Under this option Board staff would need to review each individual APRN's post-graduate
clinical experience and training provided by the workplace to determine if it meets the
requirements.

i



CERTIFIED NURSE

PRACTITIONER (CNPs)
in Primary Care or Acute Care

The Boeard receives questions rou-
tinely about laws and rules governing
nursing practice, including issues in-
volving Certifled Nurse Practitioners
(CNPs) practicing primary or acute care
and about what settings are appropriate.
A recent question asked was what is the
appropriate national certification for
CNPs to practice in a hospital emer-
gency department or a critical care unit?

To answer the question, the CNP and
their employer must first consider the
level of care required by the patient and
the patient’s condition and then deter-
mine if the CNP's formal nursing gradu-
ate education and national certification

16 MOMENTUM

align with the level of patient care
required, regardless of the practice set-
ting. CNPs are only authorized Lo pro-
vide the care and treatment of patients/
conditions for which they are prepared
based on their formal graduate educa-
tion and national certification. Section
4723.43, Ohlo Revised Code (ORC).

An example of formal graduate
education that qualifles as meeting
this requirement is validated by passing
the examination In Adult-Gerontology
Acute Care that Is administered by the
American Nurses Credentialing Center.
That examination is designed to certify
that the practitioner has the requisite

knowledge to diagnose and manage com-
plex acute and critically 1l patient condi-
tions, regardless of setting. However, the
national certifications for Adult-Gerontol-
ogy Primary Care, Pediatric Primary Care,
or Family, are not certifications that are
designed for the management and treat-
ment of critically ill, and/or unstable
patients. CNPs with these national certifl-
cations should not be routinely managing
and treating critically ill or unstable
patients in thelr daily practices. It is not
legally permissible for a CNP with national
certification in Adult-Gerontology Pri-
mary Care, Pediatric Primary Care, or
Family to engage in Acule Care practice



as discussed above without obtaining
formal graduate education and subse-
quent nattonal certification in Acute Care.

Questions also arise when CNPs are
practicing in an emergency department
or urgent care seiting. In these setiings,
CNPs who are nationally certified in
Aduli-Gerontotogy Primary Care, Pedi-
atrle Primary Care, or Family, are edu-
cated and nationally certifled to address
“urgent” types of patient conditions,
simbar to patient conditions ireated by
primary care health previders in non.
hospital settings., These CNPs are not
prepared to manage indlviduals who
present in critical and/or unstable con-
ditions commonly associated with acute
care. Examples of critical and/or unsta-
ble conditions include patients experi-
encing mcute myocardial infarction,
pulmonary edema, acute respiratory
failure, severe traumas, amputations or
near amputations. These conditions are
provided as examples and do not consti-
tute an exhaustive list.

Naticnal certifications in Adult-Ger-
ontology Primary Care, Pediatric Pri-
mary Care, or Family valldate knowl-
edge regarding Yprimary care” practice
for a generalized primary practice, or
specialization in a specific area of
wellness or primary disease/chronic or
discase/systems management within
the certification population foci, such
as urology, dermatology, cardiology,
rheumatology, etc. Practice settings
may be varied, such as an urgent
care clinic, a hospital clinie/depart-
ment, or an effice/clinic as long as the
conditions or lavel of acuity managed
by the CNP remain consistent with the
CNP’s specific national certification.

Another important consideration for
CNP practice is the type of physician
collaboration established. CNPs nation-
ally ceriified in Aduli-Gerontology
Primary Care, Pediatric Primary Care,
or Family must collaborate and cnter
into 8 standard care arrangement with

a physician whose practice is the same
or similar t{o that of the nursing
specialty. Section 4723.431, ORC. CNPs
nationally certiffed in Adult-Gerontol-
ogy Acute Care and practicing in a hoa-
pital setting are required to collaborate
with & physician whose practice is the
same as or simiiar to the CNP's spe-
eialty and could include an intensivist.
However, a collaborative agreement
with an intensivist would not be appro-
priate for CNPs nationally certified in
Adult-Gerontology Primary Care, Pedi-
atric Primary Care, or Family.

Saction 4723.43, ORC, states that
a “certified aurse practitioner may
provide to individuals and groups
nursing care that reguires knowledge
and skill oblained from advanced for-
mal education and clinical erperi-
ence. In this capacity as an advanced
practice registered nurse ... a certifled
nurse practitioner is subject to division
(C) of this section...." Seetlon
4723.43(C), ORC states that a “nurse
authorized to practice as a certified
nurse practitioner, in colleboration with
one or more physicians or podiatrists,
may provide preventive and primary
care services, provide services for acute
illnesses, and evaluate and promote
patient wellness within the nurse's
nursing specially, consistent with the
nurse's education and cerlification,
and in accordance with rules adopted
by the boatd...” In addition, Section
4723.431(A), ORC, states in part; “Each
collaborating physician or podiatrist
must be actively engaged in direct clin-
leal practice in this state and practicing
in a specialty that is the same as or
stmilar to the nurse’s nursing spe-
cialty.” In addition, Section 4723.44(C)
(4), ORC, the section regarding unau-
thorized practice, prohibits a CNP from
entering into a standard care arrange-
ment with a physiclan or podiatrist
whose practice is not the same or simi-
lar to the nurse’s nursing specialty, the

violation of which has significant
criminal penalties established in
Section 4723.80, ORC.

Standards of practice sre in Rule
4723.8.02, Ohlio Administrative Code :

{A) An advanced practice registered
nurse shall provide to patients nurs-
ing care that requires knowledge
and skill obteined from advanced
formal education, which includes a
clinicai practicum, and clinical expe-
rience specified in sections 4723.41
and 4723.43 of the Revised Code and
this chapter.

(B) Except as otherwise precluded
by law or rule, ench advancad prac.
tice registered nurse shall practice
in accerdance with the following:
(1) The advanced practice registered
nurse's education and clinlcal experi-
ence; (2} The advanced practice reg-
istered nurse's national certification
as provided In section 4723.41 of the
Revised Code; and (3) Chapter 4723.
of the Revised Code and rules
adopted under that chapter.

In summary, regardless of the set-
ting, the CNP may only manage the care
of those patients and conditions for
which the CNP's formal education has
prepared the CNP, as evidenced by the
CNP's national certification examination.

For reference, many of the CNP cer-
tification examination/test plans are
avallable online for review, The "APRN
Consensus Model” Is available on the
Board website at www.nursing,ohio.gov
under on the “Practice APRN" link.
Another resource evailable on the
Board website is the “Decision Making
Model for Determining APRN Scope
of Practice” to assist in determining
whether a specific procedure, task,
or activity is within the APRN scope
of practice. For questions, emall
practice@nursing.ohio.gov. *
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Tip of the month
Author: Kristine A. Scordo, PhD, RN, ACNP-BC

Dr. Scordo is Professor and Director of the Acute Care Nurse Practitioner Program at Wright
State University, Dayton, Ohio, a member of the expert content panel at the American Nurses
Credentialing Center (ANCC), the OAAPN legislative committee, OAAPN schedule |l committee
and has been in practice in cardiology as an APRN for over 25 years.

N.B. The information below does NOT pertain to clinical nurse specialists (CNS)—this partains

only to acute care, pediatric, geriatric, women'’s health and family nurse practitioners. The intent
is to provide information to nurses who are currently considering graduate education as a nurse
practitioner (NP). For those who wish further information, there are references listed at the end.

QUESTION: /would like to pursue a career as a nurse practitioner and work with acutely
ill patients such as those in a critical care area (Intensive care, coronary Intensive care,
cardiothoracic surgery, step-down units, etc.,) What type of education and certification
would | need to work with this population? If, however | choose, to work in a Health Care
Clinlc, then what type of an educational focus and certification should | pursue?

ANSWER: To understand the answer requires an understanding of scope of practice which will
determine the limits and privileges of your licensure and certification as an advanced practice
nurse. The Ohio Board of Nursing (Board) authorizes and regulates the practice of advanced
practice nurses, including certified nurse practitioners (CNP). The Board does not regulate the
facility in which a CNP practices, rather the Board regulates the practice in which a CNP
engages. Section 4723.43(C) Ohio Revised Code, sets forth the statutory scope of practice for
the CNP, The CNP scope of practice includes the CNP's provision of preventive and primary
care services and evaluation and promotion of patient wellness within the nurse's nursing
speclalty, consistent with the nurse's educatlon and certlfication, and in accordance with
the Board's rules. However, just as medical specialists have evolved, so have nursing
specialties. The acute care examinations are relatively new, thus there are many outstanding
cerlified nurse practitioners with many years of critical care experience who currently work with
complex acute, critical ill patients. "From a workforce standpoint, to require that NPs without
acute care certification stop practicing and go back to get their acute care certification would
mean huge disruptions in hospital systems.”

According to the competencies set forth by the National Organization of Nurse
Practitioner Faculties (NONPF),? the Scope and Standards of Practice for the ACNP (acute care
nurse practitioner),® and NAPNAP,? acute care nurse practitioners are educationally prepared to
provide advanced nursing care to patients with complex acute, critical and chronic health
conditions, including the delivery of acute care services, such as those patients found in the
critical care areas throughout the hospital. These programs of study do not contain adequate
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clinical and didactic content to support the ACNP for a broader role in outpatient primary care
diagnosis, treatment, and follow-up. In contrast, aduit, women, geriatric, family and some
pediatric nurse practitfoners educational focus is on primary care. For instance, the family nurse
practitioner is a specialist in famlly nursing, in the context of community, with broad knowledge
and experlence with people of all ages.’ NPs prepared with a primary care focus primarily
practice in ambulatory care settings, inciuding family medical practices and women health
centers. This environment of primary care is not congruent with the acute care secondary or
tertiary care training focus. A lack of congruence between the practice environment and level of
expertise results in a decreased level of safely for the patient and increased risk of Hability for
the CNP.*7(Ses the OBN Declsion-Making Guide for Determining Individual APN Scope of
Practice at the end of this document.)

This is further supported by the Consensus Model for APRN Regulation put forth by the
American Association of Colleges of Nurses which states:

The certified nurse practitioner (CNP) is prepared with the acute care CNP
competencies and/or the primary care CNP competencies. Scope of practice of the
primary care or acute care CNP is not setting specific but is basad on patient care
needs. Programs may prepare individuals across bolh the primary care and acute care
CNP competencles, If programs prepare graduates across both sets of roles, the
graduate must be prepared with the consensus based competencies for both roles and
must successfully obtain certification in both the acute and the primary care CNP roles.
CNP certification in the acute care or primary care roles must match the educational
preparation for CNPs in these roles.®

Furthermore, the scope of practice as a CNP is more specifically defined by the practice
of tha associated collaborating physiclan and the standard care arrangement between the CNP
and collaborating physician. In the state of Ohio, the requirement by law [s that the supervising
or collaborating physician's practice is the same or similar to the nurse's practice (OAC 4723-8-
04.). The collaborating physiclan's practice and the standard care arrangement however, do not
serve to expand the education and certification as an acule care, or adult, geriatric, pediatric
or women's heaith CNP. In order for a primary care NP to manage and freat acute, clinically
unstable clients, or the acute care NP 1o manage patients in a primary care setting, both would
nead appropriate education and cerification in that prepares the primary care NP to manage
acutely ill clinically unstable clients, and the acute care NP to manage primary care patients.
scope of practice is dependent on the NP education and training - not on prior nursing
experience. if you plan o be certified as both a primary care and acute care NP, you will have to
complete the required hours for certification in both speciatties-——clinical hours used for one
cerlification cannot be applied towards an additional certification. Nurses with a masters degree
in one field, have the option of returning for a second masters or post-masters certification in
another specially.

In summary, with the recent proliferation of acute care pediairic and aduit acute care NP
programs, if you choose to care for patients with complex acute, critical and chronic health
conditlons, then choose an educational program that prepares you for certification as an acute
care nurse practitioner. If however, you wish to work in a primary care setting, then choose an
educational program that prepares you for certification as an adult, pediatric, women’s health,
gerlatric or family nurse practitioner.
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For further information, please see the OBN's
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While efforls have been made to ensure the accuracy and the reliability of the material contained in this emall, the Ohlo
Assoclalion of Advanced Praclice Nurses provides such solely for infermational purposes. The Ohio Association of Advanced
Practice Nurses makes no guarantees of any kind related {o the information contained hereln. Itis not intended to replace
professional legal advice and should not be relied upon as any form of warranty, representation, undertaking, conraclual or olher
commitmenl binding upon the Ohlo Assoclation of Advanced Practice Nurses or any of its respactive servants or agenls. In no
evenl shall the Ohio Associalion of Advanced Practice Nurses be responsible or liable directly, or indirectly, for any damage or
loss caused by or alleged to be caused by or in connection with the use of or reliance on any content contained herein.
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E OAAPN NEWS

OBON NMomentum SOP Article Creates

Questions for FNPs

OAAPN
In the Fall of 2016, the Ohio Board of Nursing (OBON) released an article in their e-

zine, Momentum, on the scope of practice (SOP) between acute care nurse
practitioners (ACNP) and primary care (ANP, AGNP, FNP, WHNP) nurse
practitioners. The article provided the OBON's interpretation on the difference
between these two population-focused specialties. The crux of the discussion was
the word "unstable." The OBON interpreted that if a patient was unstable, regardless
of setting, only an ACNP could manage this patient. Then, if there was a "possibility”
of a patient becoming "unstable," as in an acute care hospital, only an ACNP could
care for hospital patients. Further, if the FNP who has been managing primary care,
urgent and emergent patients in an Emergency Department for years and has
certifications in ACLS, TCLS and competency based education in ED procedures
and emergency patient management, then these facts had no bearing on the subject
matter as only ACNP's can manage “unstable” patients. In fact, the American
Academy of Nurse Practitioners states in their requirements to sit for the new
Emergency NP examination you must be nationally certified as a Family Nurse
Practitioner (FNP). You must also have a minimum of 2,000 direct, emergency
practice hours as an FNP. How is one supposed to obtain these hours, if not
permitted in the £D?

OAAPN has learned that at least 12 non-ACNPs have been reported to the Ohio
Board of Nursing by ANCPs for practicing outside of their scope. These complaints
were lodged before the publication of the OBON's fall 2016 Momentum. These non-



ACNPs are fully credentialed and privileged at the hospital systems where they work.
There is no documentation of unsafe practice.

Unfortunately, there are unintended consequences of these actions which are not
going unnoticed by the rest of the health care community. Hospital administrators,
physicians and non-APRNs are shaking their heads over the actions of some
ACNPs. Additionally, our physician assistant colleagues are strengthening the
perspective that PAs can work anywhere as long as they have a supervising
physician.

OAAPN will be meeting with the staff from the OBON in February about this issue. A
question that needs to be asked: Are we no longer using the APRN Decision Making

Model regarding APRN Scope of Practice?
I
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Ohlo Aseoclation of Advanced Practice Nursas

OAAPN shares the consternation among the Ohio NP community regarding the Fall 2016 OBON
Momentum article on primary care and acute care NP scope of practice (SOP). We are working
with the Ohio APRN Director Group and Ohio Nurse Executives with the Ohio Hospital
Association on rectifying this new interpretation which is not consistent with the APRN
Consensus Model.

All concerned parties are well-aware of the unintended consequences that will negatively
impact NPs who work in hospitals and emergency departments. To date, no NP has been
reprimanded, sanctioned or had their license/COA revoked by the OBON regarding this
issue, OAAPN has had preliminary discussions with the OBON on this matter. No decisions
have been made on If or when the OBON will enforce this scope of practice perspective.

OAAPN recommends that all concerned NPs contact their APRN directors to express concern
and urge action by the Chief Nursing Executive and system’s liaison to the Ohio Hospital
Association on reversing the OBON’s SOP Interpretation. OAAPN will update its members on
this situation as new information is made available.



APRN Consensus Model
Frequently-Asked Questions

Below are frequently asked questions developed by LACE (Licensure, Accredlitation,
Gertification and Educatlon) to clarify the APRN Consensus Model. LACE s the
implementation mechanism for the APRN Consensus Model.

1l

2.

£ extensive input from a larger APRN stakeholder formunity, plete

20

4,

Why was the Consensus Model developed?

There I$ Increased appreciation of the Important role that APRNs can play in Improving
access to high quality, cost-effectlve care. However, the lack of common definitions
regarding the APRN roles, increasing numbers of nursing specializations, debates on
appropriate credentials and scope of practice, and a lack of unlformity In educational and
state regulations has Mimited the ability of patlents to access APRN care. The Consensus
Model seeks to address these issues,

and National Council of State Boards of Nursing (
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« certified registered nurse anestheliSy(CRNA)
s certified nurse-midwife (CNM)

+ clinical nurse speclalist (CNS)

s certified nurse practitioner (CNP)

g

Will 1 still be able to practice as an APRN after the APRN Consensus Model
implemented?

The ability of an APRN to practice and the scope of that practice are determined by state law
(i.e, the state’s nurse practice act and Board of Nursing Rules). When a state adopts new
eliglbility requirements for licensure, currently practicing APRNs are expected to continue
to practice within that state If they malntain an actlve license. In additlon, the Model
recommends that state boards adopt language that would allow APRNs to move from
another state and be Heensed In the new state if they meet the educatlon criteria that were
In place when that individual was orlginally licensed to practice, Model legislative language
that stipulates that an APRN will be grandfathered and allowed to practlce has been
developed by NCSBN. It is antlcipated that legislation to implement the Model In each state
will employ this language. APRNs currently In practice should keep abreast of legislative
efforts fn their own states and engage In activities to ensure that a grandfather clause is

Included.

National Counct! of State Boards of Nursing, Inc. (NCSBN) August 19, 2010/LACE



5. How must APRNs legally represent themselves after the impiementation of the APRN
Consensus Model?

APRNs must legally represent themselves as APRN plus the specific role (l.e., CRNA, CNM,
CNS, CNP). This representation includes the legal signature. The population and specialty
may also be Included in addltion to the role (e.g, APRN, CNP, adult oncology). APRNs
prepared and licensed for more than one role would use the relevant designations.

6. How doesan acute care NP fit into the APRN Consensus Model?

The certified nurse practitioner (CNP) s educationally prepared to meet core competencies
for all NPs and competencies for a population focus. The competencies at the population
focus may be primary care or acute care, Currently, the acute care NP preparation is
available with an adult-gerontology or pediatric focus. The graduate of an aduit-
gerontolopy acute care NP program Is eligible to sit for an acute care adult-gerontelogy NP
certification exam. Similarly, the graduate of a pediatric acute care NP program Is eligible to
slt for an acute care pediatric NP certification exam. Graduates of acute care popuiation
focused NP programs are not eliglble to sit for primary care population focused NP
certificatlon exams and vice versa. The certified NP would identify himself/herself as an
APRN-CNP with either an adult-gerontology or pediatric acute care population focus,

7. Whatis the difference between an APRN and a nurse with a graduate degree?

An APRN is a reglstered nurse who has completed a graduate degree or postgraduate
program that has prepared him/her to practice [n one of the four advanced practice roles
(i.e., CRNA, CNM, CNS, or CNP). This Includes the advanced knowledge and skills to provide
direct patient care In the health promotion and maintenance of individuals. Nurses with
advanced education in areas of practice that do not Include direct care to Individuals such as
public health or adminlstration are not APRNs and do not require the additlonal regulatory
oversight beyond the RN license,

8. Why is the APRN Gonsensus Model called a reguiatory model?

The APRN Consensus Model {5 called a regulatory model based on the broad definition of
regulation, According to Webster's Dictionary, regulation Is defined as ‘the control according
to rule, principle or law.’ For the APRN Consensus Model, this includes those entities that
control the preparation and credentialing of the APRN Including nurse educators, certiflers,
and licensing regulators. It also Includes the accreditors of nurse education programs.

9. Ifthe APRN's legal title is APRN plus role, how wlll the employer know in what
population focus or focl the APRN Is educated?

{t will be the responsibility of the employer to verify the APRN's license. The license will
{dentify the population focus or foci,

10, Why does the APRN Consensus Model require APRN educatfonal programs to be pre-
approved?

Having APRN educatlonal programs pre-approved will eliminate barriers of not being
eligible for certification and/or licensure, By having accrediting bodies pre-approve APRN
educational programs before students enter the program, accreditors can ensure that
programs meet established educational standards and that graduates of the program will be
eligible to sit for natlonal certification.

Matlonal Council of State Boards of Nursing, Ine. (NCSBN) I}
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How can APRN educational prograins be sure that their graduates meet the eligibility
eriteria for APRN certification and llcensure?

The pre-approval process conducted by the nursing accrediting bodies will help to ensure
that new graduates meet eligibility requirements for certification and Heensure, Existing
programs should keep students informaec of certification and licensure requirements.

I am an APRN, What will happen to my practice if} am grandfathered to practice by
my state after the implementation of the APRN Consensus Modei?

Because of a commonly-used regulatory mechanism called grandfathering, it s anticipated
that there will be no difference In your practice. Grandfathering Is a provision in a new law
exempting those already in the existing system that is being regulated. When states adopt
new eligibility requirements for APRNs, currently practicing APRNs will be permitted to
continue practicing within the state of their current Hcense, [tls also anticipated that
APRNs applying for licensure by endoysement In another state would be eligible for
grandfathering If they meet certain criterla, In addition, it Is important to remember that
grandfathering is an individual process for each state, so eligibility requirements for
practice may vary state by state. Employers also may establish new or separate
requirements for professlonals granted credentials to practice In that facility. For more
informatlon about grandfathering, see the Consensus Model report {p. 14).

If I want to specialize as an APRN {n an area such as oncology, palliative care; or
nephrology, how would I do so after the APRN Consensus Model is implemented?

Areas such as oncology, palliative care, and nephrology are among the many specialty areas
of APRN practice and are not one of the population faci in the APRN Consensus Model, To
be eligibte for APRN llcensure and certification, the APRN must complete his/her
educational program in a role and population focus (or foct) as defined in the Consensus
Model but can also speclalize in a more specific area of practice. Preparation in a speclalty
area of practice is optional, but, if included In the educational program, it must build on the
APRN role/population focus competencles, Clinical and didactle coursework must be
comprehensive and sufficient to prepare the graduate to obtaln certlfication for llcensure in
and to practice in the APRN role and population focus, Educatlonal programs may
concurrently prepare individuals In a speclalty providing they meet all of the other
requirements for APRN educatlonal programs, Including preparation in the APRN core, role,
and population core competencles. A speclalty area of practice Is developed by the
professional organizatlon and is not regulated by boards of nursing. Professlonal
organizations determine the expected competencies for the speclalty and establish
certiflcation or assessment requirements, 1t is not required but recommended that the
APRN practicing In a speclalty area of practice seek specialty certification if available.

14, Wil the Model define age parameters for each population fecus?

ﬁgng} |
Nationaf Council of State Boards of Nursing, Inc. (NCSBN) Aliki4 OIDHJACE% ~

The APRN Consensus Model does not define the age parameters for any of the population
foci, Definitlons may exist in other processes such as educational competencies and/or
certiflcation requirements.
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15. Whatis the timeline for transition from adult-focused educational programs to the
combined adult-gerontological population focus now included in the APRN Consensus

Medel?

A target date for full Implementation of the Consensus Model and all embedded
recommendations is the year 2015. A process Is currently underway to identify the
competencies for the merged adult-gerontolagy foci in the CNS and NP roles. When these
competencles are available, the expectation is that adult and gerontology NP and CNS
programs will proceed with a merger to a single adult-gerontology NP or CNS program. In
fact, many programs have ajready begun to merge the two focl. These merged programs
wlll prepare graduates to provide comprehensive care to the entlre adult population which
Includes the young adult through the older adult including the frail elderly. The NP and CNS
certifying bodies will also develop certification exams that comprehensively assess this
merged population focus. Certification entities have Indicated that they will have these
expanded exams to meet the Model requirements,

16. What Is the tlmeline for needed educational changes to be made in all APRN
programs for congruence with the Consensus Model?

As identifled in the in the Consensus Mode) a target date for full implementation {s the Year
2015, To meet this target date It {s antlcipated that changes In many educatlonal programs
may occur before 2015 to ensure that graduates are prepared to meet certification and
licensure criterla. However, it is Important to note that not all APRN groups are operating
on tie same timeline and so there will likely be various dates when full Implementation will
accur for all APRNs, Educatfonal programs must continue to monitor changes n licensure
requirements in individual states, as well as, changes in certification and accreditation
requirements that may occur prier to or after 2015,

17. What should tlie academic transcript include?

The transcript is officlal documentation from the academic institution and is a complete
recard of the Individual’s academic history at the institution, The transcript must speclfy
the role and population focus of the APRN educational program as completed by the
[ndividual. The transcript should also include sufficient detail to enable verification that the
individuat completed core educational requirements. For example, In implementing the
Consensus Mode), the NCSBN APRN Model Act/Rules and Regulations specify that the
transcript should Include the 3 P courses. A transcript {or other similar official
documentation) must be avallable for degree-granting and postgraduate certificate

programs.

18, What can be done to move academic fnstitutions to providing the needed transcripts?

The accrediting and certifying bodles can place such requirements on educational programs
to motlvate academlc Instltutions to move forward with providing the necessary official
documentation for graduates of both degree-granting and certificate programs.

19. Whatls LACE?

LACE is proposed as a communication netwark to Include organizations that represent the
Licensure, Accreditation, Certification, and Education components of APRN regulation,
LACE is intended to be a transparent process fopcommunicating about APRN regulatory

Natlonal Council of State Boards of Nursing, Inc. (NCSBN} A



issues, facilitating implementation of the APRN Consensus Model, and inveolving all
stakeholders in advancing APRN regulation.

20. Are LACE and the APRN Consensus Model the same thing?

Na. The APRN Consensus Model stands alone as a product of the work done jolntly by the
NCSBN APRN Advisory Committee and the APRN Consensus Work Group. LACE (see # 19
above) is broader in nature and is a mechanisim to Include all interested stakeholders
representing the components of LACE In ongolng communlcations and implementation of
the Model.

21, How do LACE and the APRN Consensus Model relate to the DNP?

The educational criteria within the APRN Consensus Model relate to the preparation of all
APRNs, regardless of whether a master's or doctoral degree Is conferred, A Doctor of
Nursing Practice (DNP) program that Is preparing an Indlvidual for entry Into an APRN role
must meet all of the criteria put forth In the Model, The Model does not require or preclude
the DNP as an entry level degiee for APRNSs,

22, Arethere advocacy tools available for use In explaining the Consensus Model to

others, particularly state legislators?

Organizations participating in LACE have developed presentations and other resources to
address questions specific to their members/stakeholders.

23, How realistic Is the 2015 target Implementation date?

2015 is a target date for full implementation of the APRN Consensus Model, The
organizations participating in LACE have agreed to work towards this target date,
Therefore, we encourage action now towards this Implementatton, recognizing that some
components will take longer than others to accomplish.

24, Does the Consensus Mode! require a graduate degree in Nursing?

No, the Consensus Model specifically states that “"APRN education must be forma)
education with a graduate degree or post-graduate certificate (either post-master's or
post-doctoral) that is awarded by an academlc institution and accredited by a nursing or
nursing-related accrediting organization recognized by the {15, Department of Education
(USDE) and/or the Council for Higher Education Accreditation {CHEA)" (pg 10). Although
many types of nurse practitioners must have a graduate degree In nursing in order to take
thelr natlonal certification exams, this Is not the case for nurse-midwives or hurse
anesthetists, Many accredited programs in nurse-midwifery and nurse anesthesla confer
graduate degreas in nursing-related flelds such as midwifery or health sclences, and the
natlonal certificatlon processes for both nurse-midwives and nurse anesthetists do not
require a graduate degree in nursing. The Cansensus Model recognizes the validity of
these other degrees,

Natlonal Council of State Boards of Nursing, Inc, (NCSBN) 1}@2& 19,
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S ; ) 7 - www.medscape.com
As an Adult NP, Can | Take a Job With Acute Care
Responsibilities?
Carolyn Buppert, MSN, JD
June 05, 2015

To submit a legal/professional nursing question for future consideration, write to the editor at
syox@medscape.net (Include "Ask the Expert” in subject line.)

Question
As an adult NP, can | take a job with acute care responsibilities?

Response from Carolyn Buppert, MSN, JD
Healthcare attorney

A new graduate adult/gerontologic primary care nurse practitioner (NP) asks the following question:

| am interviewing for a position as NP with a neurology practice. If | work for this practice | will be expected to
see patients in the hospital and the office. | am concarned about being outside of my scope of practice when
seeing acutely ill patients with strokes or seizures. Despite reassurance from other NPs and the potential
employer, | am still left wondering whether this is appropriate. Although | would not be assuming the totality of
care for acutely Il patients, | might still be expected to round on palients receiving tissue plasminogen activator,
or titrate 3% saline or mannitol infusions, etc. Is this an acceptable position for me, even with signed
agreements with the neurologist for skills outside of my scope?

Your concern is valid. Before taking the job, check your state's board of nursing for an applicable regulation, ruling,
or policy on this matter. Boards of nursing differ on whether an NP certified in primary care can manage hospitalized
patients. For example, here is a statement from the Arizona Board of Nursing:

While the Board does not limit the employment setling of the NP, the role within that setting must be consistent
with the formal education and scope of the NP's education, certification and specialty.

Sole and independent management of the care of complex unstable patients in an acute care selting, including
but not limited to an intensive care unit, is in the exclusive domain of the NP who has completed an approved
acute care nurse praclitioner program. A primary care NP may have a role in assisting or directing
management of the acute care patient as long as the aspect of care is within the limits of thelr specialty and
role of NP cerification.(1]

In contrast, here is a definition from the New York Board of Nursing, which indicates that the Board is comfortable
with a NP certified in adult health providing acute care:

NP (Adult Health): diagnoses, treats and manages the care of adults (young adults from about age 18 to the
very elderly). Adult NPs may provide primary care or acule care; they may address acute or chronic health
problems or provide preventive or supportive care.l2]
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It really doasn't matter whether your employer or colleagues think you should attempt to provide services to
hospitalized patients; it is the board of nursing's opinion that matters, as far as your license is concemed.

A second consideration is how you would defend yourself if something went wrong with one of the hospitalized
stroke patients. If you are sued for malpractice, a plaintiff's attorney is likely to attack your credentials by pointing to
such statements as those of the National Organization of Nurse Practitioner Faculties, which says:

Educational programs do not prepare NPs to provide the full range of primary and acute care services. Instead,
pragrams are limited to either primary or acute care and certification eligibility is based on the area of
preparation. Although many NPs obtain informal, post-graduate education for specialization, scope of practice
is determined by formal educational preparation and certification in primary or acute care practice. Pre-NP
specialization at the RN level does not expand scope of practice at the advanced practice registered nurse
(APRN) level. For example, a reglstered nurse who practiced in critical care and then completes a primary care
NP formal educational program is not prepared to practice as an acute care NP. The individual would also need
the acute care NP preparation in the same area to be ready to provide APRN leve! care to the patient. Eligibility
for certification is linked to educational preparation. Gradualion scope of practice must be tied to formal APRN
education and not pre-APRN education or on-the-job training.[%]

If your state board of nursing does not take a position on whether NPs providing services in hospitals must be
certified in acute care, or if, like New York, your board of nursing is comfortable with adult NPs providing acute care,
one more question to ask yourself is: Is thare some objective way to test my knowledge about caring for this patient
population, and if so, did | perform well on the test? If the answer is yes and your state board of nursing approves,
you might feel comfortable taking the job.

If the answer is no, then, in my opinion, you should stick to office practice. By taking a job with a neurclogy practice
you already will ba taking on a learning load because you are educated and certified in primary care but practicing in
a specialty. By providing services for hospitalized patients you will be increasing your learning load even more. You
and other NP colleagues probably could pull this off, through close mentoring, supervision, and lots of continuing
aducation, but do you really want to take on that level of additional education for your first position in practice?
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Question

| notice many family nurse practitioners (FNPs) practicing in specialty areas. Is this legal?

Respdnse from Carolyn Buppert, NP, JD

Yes. No state or federal laws prohibit an NP from practicing in a specialty area, As there is no nationally recognized
educational or certification path for NPs to become medical specialists in such areas as cardiology, gastroenterology,
and dermatology, graduate education as an FNP provides a base of knowledge and skills upon which an NP can
build. For example, an FNP hired by a dermatologist likely would undergo on-the-job training with his or her
amployer, would take dermatology continuing-education courses, and would seek formal training in the technical
skills relevant to dermatology.

Note that if there is a nationally recognized education and certification path for an NP that Is more specific to a
specialty than FNP preparation — such as in acute care, women's heallhcare, gerontologic, neonatal, psychiatric, or
oncology nurse practitioner — then it makes sense for an employer to hire the NP whose education and certification
most closely match the employer's needs.

Medscape Nurses. 2004,6(1) © 2004 Medscape
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To submit a legal/professional nursing question for future consideration, write to the editor at
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Question:
Can a family nurse practitioner work in an emergency department or intensive care unit?

Response from Carolyn Buppert, MSN, JD
Healthcare attorney

Cerification of nurse practitioners (NPs) in acute care is available, so being a family nurse practitioner (FNP), where
preparation focuses on primary care, is not the optimal match for emergency depariment (ED) or Intensive care unit
(ICU) practice.

The Board of Nursing for each state is the final authority on whether it is within the scope of practice of an FNP to
work in acute care andfor intensive care. Boards differ in their palicies. One Board said that an FNP (or another type
of NP not certified specifically in acute care) may not care for patients on monitors. That would significantly curtail
the usefulness of an NP working In an ED or ICU.

Some Boards take no stand on this issue. Other Boards provide decision-making tools to use to determine whether a
function or set of functions are appropriately performed by an individual nurse. Questions to be answered includel*):

e Did | complete a program that prepared me to see this population of patients?
e Did this program include supervised clinical and didactic tralning focusing on this population?

o Did | complete a program that prepared me for subspecialization? If so, is the patient in question in that
category?

e Do | have the knowledge to differentially diagnose and manage the conditions for which | am seeing this
patient?

o What are the clinical competence/skills required to treat this condition?
e Have | bean trained to differentially diagnose in this type of patient?

o Did this training include clinical and didactic training?

o How have | achieved and demonstrated competence?

o How have | maintained competence?

e What is the standard of a practitioner in this field, and do | meet it?

5/26/17 10:34 A
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« Do | maat these standards on a limited or broad basia?

= Have | completed a specially preceptorship, fellowship, or internship that qualifies me beyond my basic
aducational training? What are the potential consequences of accepting treatment responsibliity for this
patient?

+ Am | prepared to accept and manage tha consequences of my diagnosis and treatment, or do | have a
formally established relationship with a provider whe is so lrained and immedialely available?

« [f | am not the primary care provider, will my provision of care be shared with this person?
» s the safely of the patient at acute risk if 1 do not act?
+ Will the safety of the pallent be compromised if | do act?

Here is an additional consideration that deserves thought; if something goas wrong and the FNP werking in the ED
is sued, the first thing the plainliffs atiorney will ask is, "What qualifies you to provide emergency services?” An NP
who s certified in acute care andfor emergency care can point {o the cerdification. An NP cenlified as an FNP is going
to be in a weak position, because FNP programs do not prepare NPs to provide services in EDs,

Thare are plenty of FNPs working in EDs and in ICUs. Because acute care cestification Is a relatively recent
devalopment, in years past, there was no applicable cerification, and all of the NPs working in hospitals, 1CUs, and
EDs were adult NPs, pediatric NPs, or FNPs. All were educated In primary care. Many had critical care experenca
as registered nurses,

An FNP who has been practicing in an ED or ICU since 1990 will be in a better position to defend his or her
compelence and lack of the appropriale credential than a newer FNP. Critical care experience as a registered nurse
may be a practical asset, but it does nol substitute for didactic leaming, supervised clinical practice, evaluation by a
preceptor, and successful completion of a certification examination. Given that acute care cerlification has been
avallable for 20 years, any new NP would ba wise to obtain that education and cerification, if working in the ICU
andfor ED setting Is the goal. Only if the stale Board of Nursing gives the go-ahead for FNPs to practice in EDs and
iCUs should an FNP without additional certification feel comfortable practicing in critical care,
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Developing an Advanced
Practice Nursing Credentialing
Model for Acute Care Facilities

Ruth M, Kleinpell, PhD, RN, ACNP, FAAN;
Marilyn Hravnak, PbD, RN, ACNP-BC, FAAN;
Barbara Hinch, DNP, RN, ACNP; Jane Llewellyn, PhD, RN, CNAA

Credentialing of advanced practice registered nurses (APRNS) in acute care settings Is an essentlal
practice, but care must be taken to ensure that full utilization of the scope of practice and capac-
ity of APRNSs is attained. The process of credentialing and privileging involves the verification of
required education, licensure, and certification to practice as an APRN along with the recognition
of the scope of the Individual APRN's practice based on talning, educarion, and practice setting.
Nursing administrators are challenged with ensuring that APRNs are credentialed and privileged
and that appropridte mechanisms exist within the institutlon for promoting recognition of the
scope of practice of APRNS. This articte reviews concepts related to the process of credeatialing
and privileging for APRNs, with special considerations to acute care settings. Important consldera-
tions an¢ highlighted to ensure that the credentlzling process for APRNs promotes practlce within
thelr scope of practice. Key words: advanced practice nursing, advanced practice registered

nursing, credentialing, privileging

HE credentialing and privileging progess

is an acknowledged component of the of-
ficial recognition of advanced practice regis-
tered nursing practice within an institution.
Although often referred to jointly, credential-
ing and privileging are separate processes.
Credentialing refers to the process of verify-
ing education, Heensure, and certification to
practice as an advanced practice registered
nurse (APRN), whereas privileging involves
the granting of authority to perform specific
aspects of patient care.!? Privileging is the
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process of authorizing an APRN to provide
specific clinical functions, such as perform
history and physical examinations, and order
and perform specific diagnostic or therapeu-
tic tests, such as electrocardiographic or radi-
ological tests, or perform invasive procedures,

Credentialing and privileging are impor
tant to APRN practice in an acute care setting
because the processes help acknowledge
the scope of practice of APRNs, promote
accountabliity for practice, enforce profes-
sional standards for practice, enable third
party billing for services, and communicate
the scape of practice to other clinicians. The
credentialing and privileging processes help
ensure that qualified practitioners are provid-
ing safe healthcare. In addition, credentialing
and privileging are required to maintain com-
pliance with federal and state laws,*"* APRN
practice is legitimized by the processes of cre-
dentialing and privileging, therefore, nursing
administrators are charged with ensuring that
APRNs are credentinled and privileged and
that appropriate mechanisms exist within the
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institution for premoting recognition of the
scope of practice of APRNs.

REQUIREMENTS FOR CREDENTIALING
AND PRIVILEGING PROCESSES

The granting of credentials and privileges
is based on state practice acts, license, ed-
ucation, training, certification, and individ-
ual institutionsl regulations.®? As state nurse
practice legislation addresses APRN prescrip-
tion authority, title recognition, education re-
quirements, and licensing, the credentialing
and privileging processes must reflect state
statutes, rules, and regulations.

The Joint Commission has specified re-
quirements for credentialing and privileging
and stipulates that healthcare institutions
have a process in place where applicant gual-
ifications are reviewed systematically. The
Joint Commission requires that credentialing
and privileging processes enable licensed
practitioners, including APRNs, physician
assistants, psychologists, and chiropractors,
permitted by law to practice in the org-
anization.57

THE CREDENTIALING AND
PRIVILEGING PROCESSES

Responsibility for credentialing and privi-
leging is commonly overseen by the medical
staff. However, other organizational “entities”
such as the divislon of nursing, an allied med-
ical staff committee, or the human resource
department may play key roles.>®

A committee-based credentialing and
privileging structure is common, with a com-
mittee cstablishing the specific processes by
which an applicant's eredentials are verified
and privileges granted. The credentialing and
privileging processes include completion of
ap application with submission of proof of
education, state licensure/certification, em-
ployment history summary, proof of liability
insurance, immunization status including T8
testing, and & photograph, The application
also includes a list of practice privileges being

Table 1. Common elements of credentialing

application®

Proof of education

Evidence of state llcensure/certification

DEA number, if appHcable

Current life-support certification

Clinical references

Summary of employment history/clinical
prictice experience

Membership in professional assoclations

Professional liability history, including proof
of liability insurance

Continuing cducation

Wreitten collaborative practice agreement

Colfaborating physician(s)

Practice protocols

List of practice privileges belng requested,
including superviston pammeters

Record of skill pedformance Is helpful (type,
number, complication rate)

Sponsoring MD

Disciptinary actions

Any physical, mental health, or chemical
dependency problems that could affect
ability to practice

Peoof of immunization status/TB testing

Fhotogrmph

*Adapted from Kamajian et al* and Hrvoak and
Daldisseri.?

requested, including supervision parameters,
and information related to collaborative
arcangements with a staff physician (Table 1),

Preparation of a professional portfolio,
which outlines the applicant’s qualifications,
can be helpful in facilitating the credentialing
and privileging processes (Table 2).

After the application is submitted, the ap-
plicant's qualifications are verified with pri-
mary source verification, often a criminal
background check is performed, and a query
is made to the National Practitioner Data Bank
to evaluate whether licensure disciplinary
actions, malprctice payments, or adverse
actions affecting professional memberships
have occurred. The National Practitioner Data
Bank is a federal repository for information
related to the professional competence of
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Table 2. Components of the APN profes-
stonal portfolio*

Curriculum vitae/resume

Malpractice insurance

DEA number

Professlonal iicense

Continulng education

Peer evaluations

Patient/family commentsevaluations

Verlfication of certification

Coples of progress notes or professional
documentation

*Adapted from Kamallan et a1 and Hevaak and
Baldisser.?

healthcare providers to enable effective peer
review S

If a collaborating physician is required by
state practice acts, often the physician will
need to verify that the applicant has success-
fully demonstrated competence in the skills
being requested for privileges. The level of
supervision is specified in the application for
privifeges for the performance of procedures.
Tables 3 and 4 outline examples of credentiak
ing and privileging forms.

Denlal of priviteges can occur and can be
due to inadequate documentation of qualifi-
cations, procedures that fall outside the scope
of practice of the applicant or the collaborat-
ing physician, inadequate references to sup-
port the granting of privileges, or negligence
in the applicint’s history. Denial of privileges
can afso occur if the privilege requested is
not consistent with the health system's mis-
sion or avallable resources. Reappointment
of privileges, often required in & 1- to 2-year
timeframe from original appointment based
on institutional guidelines, is often based
on peer performance evaluation, satisfactory
ratings on performance review, and contin-
ued skill competence. Knowledge of the cre-
dentialing and privileging processes, as well
as the reappointment process, is important
for nursing administrators to help support
and promote advanced nurse practitioners in
their efforts to successfully secure and retain
privileges.

ADMINISTRATIVE CONSIDERATIONS

As the scope of practice of APRNs varies
greatly among the different types of practi-
tioners, it is important to know the state reg-
ulations regarding legal authority to practice,
prescriptive privileges, and reimbursement.’
In the acute care setting, nurse practitioners
and clinicat nurse specialists have a different
scope of practice. In addition, specialty arcas
of nurse practitioner practice (eg, adult,
family, acute care, geriatric, neonatal) have
different scopes of practice. In the acute care
hospital setting, it becomes especially impor
tant that norsing administrators have a clear
understanding of the scope of practice of the
APRNs secking credentialing and privileging,.
APRNSs requesting credentialing and privileg-
ing for acute care skills require proper educa.
tional preparation and training and the requi-
site skills to be practicing within their scope
of practice.'? Acute care nurse practitioners
are specifically educated and trained to man-
age patients with acute and critical illnesses
on interventions such as hemodynamic moni-
toring and ventilator weaning and to perform
invasive procedures such as arterial catheter
insertion in acute care settings.!! APRNs who
might have been educationally prepared as
an adult nurse practitioner or a family nurse
practitioner who are hired to work in an
acute care setting may need post-master's
acute care nurse practitioner education to
ensure they are practicing within their scope
of practice. For APRNs practicing in the acute
care setting who are not trained for acute care
practice, seeking credentlals and privileging
must be in compliance with their education
and training as an APRN. Prior nursing expe-
rience in a specialty area, such as critical care
or acute care, does not entitle APRNs to seek
credentials and privileges for acute care prac-
tice if their APRN education and training is
not acute care focused. However, obtaining a
post-master’s acute care certification training
enables APRNs to seek credentialing and priv-
ileging for acute care practice. When sceking
a post-master's acute care nurse practitioner
certification, a professional portfofio can help
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Table 3. Sample credentialing and privileging application®

NAME
POSITION
Please submit ¢he following:

— Application for Privileges

= Job Description

— Resume

— Educational Verification Form/Consent
— References

colleague, supervisor

. Cectification
— RN License

- APN License
— Controlled Substance License (If Applicable)

Coflaboratlng Physlclan has.

£\ RUSH UNIVERSITY
\Js MEDICAL CENTER

ADVANCED PRACTICE NURSE
CREDENTIALS AND PRIVILEGES

Cost Center or Employer:

1, New Applicant: 3 Peers (should be an APN), e.g. clinical instructor, clinical preceptor,

2, Request for renewal of privileges: submit 3 peer review (should be an APN); clinical
evalustion should be in personnel file and available upon request.
— Collabomtive Agreement (Not applicable for CRNA)

— CPR BLS card; ACLS, PALS or NRP as applicable

— DEA Controlied Substance Registration Certificate (If Applicable)

— Malpractice Insurance {If not employed by Rush)

— Collsborating Phystcian Privileges (may be obtained from the Rush Intrnet: Clinical Resources
~» Clinical Applicatlons — Clintcal Privileges); you may request only those privileges that the

- Request for Clinical Privileges Form (make sure the Collaborating MD and his/her department
chairman signatures are complete; the PNS peer review signature wili be added by a peer
review committee member upon review and approval of the application)

FOR REVIEWERS:

NPDB Check:

Education Verified:
Centification Verified:

Health Screening:

Malpractice Insurance Verified:

*Reproduced with permisslon from Rush University Medical Cener.,

facilitate evaluation of the APRN's education
and training and what coursework or clinical
experiences would be required.

A variety of post-master’s educational op-
tions exist for obtaining acute care nurse
practitioner certification.!? It is essential that
noursing administrators have a clear under-
standing of scope of practice issues related
to APRN credentialing and privileging in the

acute care setting to promote APRN practice
that is based on education, training, and certi-
fication. In addition to the regulation of scope
of practice based on education, training, and
certification, the scope of practice of APRNs
is also regulated by state regulations. A re-
cent nationat study of scope of practice for
purse practitioners identifies that the differ-
ing scope of practice laws among states can
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impede APRNs from practicing to their high-
est capacity.!3 It therefore becomes important
that the scope of practice of APRNs match
competency tmining and education,’
Nursing administrators use several strate-
gles to ensure successful completion of the
credentialing and privileging processes by
APRNs (Table 5). Important aspects include
building organizational support for APRNs
to obtain credentialing and privileging for
full recognition of their practice capabititics.
This includes clarifying the APRN role to key
physician and administrator stakeholders and
the members of the credenthiling commit
tee. Having APRN representation on the cre:
dentialing committee is advocated te ensure
that an informed review of each APRN ap-
plicant is completed because credentialing
is a form of peer review.!? Other strategies
include having APRN representation in the
development of any policies and procedures
relevant to the APRN credentialing and privi-
leging processes. Development of 1 communi-
cation network for APRNSs for periodic update
on changes or alterations in APRN credential-
ing and privileging practices is also helpful.
Beginning in January 2007, The Joint Com-
mission has implemented newly revised stan-

Table 5. Strategies for promoting APN cre-
dentialing and privileging®

Bulld support smong key players in
institution

Lobby for APN role on committees
oversecing the APN credentialing and
priviteging processes

Know credentialing and privileging
processes at institutlon

Assist APN in completing required
application forms

Assist APN In securing a collaborating
physician(s)

Submit a reference ketier addressing key
areas: applicant's abilities, skill and
knowledge, work ethic

*Adapted from Kamafian et #* and Hravnak and
Bajdisser.?

dards for credentialing and privileging in hos-
pitals that apply to all providers covered
under the medical staff standards.' These
standards are requirements for review to go
beyond assurance of technical competency
and include the G areas of general compe-
tency disseminated by the American Board
of Medical Specialties and the Accredita-
tion Councli for Graduate Medical Education:
patient care skills, medical knowledge, in-
terpersonal and communication skills, pro-
fessionalism, practice-based learning, and
systems-based practice. An additional change
is a requirement for professional practice eval-
uation that is ongoing, not just at the time
of the established review cycle. Also, begin-
ning in January 2008, The Joint Commission
calls for a more intense evaluation for the
first year that a provider is newly creden-
tialed and privileged by the hospital, as well as
when an existing provider is requesting a new
privilege. These focused professional practice
evaluations may also be enacted if specific
triggers that are set by the hospital are identi-
fied during the ongoing professional practice
evaluation. Examples of triggers may be low
volume for the privileged task, higher com-
plication rates, and departure from evidence-
based practice. The focused review can occur
through several methodologles such as direct
observation (which can include proctoring),
medical record review, monitoring of diagnos-
tics and treatment patteens, and discussion
with other members of the treatment team
{even if of other disciplines). These new re-
quirements apply to all providers, including
physicians and licensed independent practi-
ttoners, a category that contains APRNs,

SUMMARY

The processes of credentialing and privileg
ing legitimize APRN pmctice based on their
advanced education and specialty training, Ji-
censure, certification, and scope of practice,
Nursing administrators are challenged with
ensuring that APRNs are credentialed and
privileged and that appropriate mechanisms
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exist within the institution for promoting
recognition of the scope of practice of APRNs.
A number of strategies, including building
support for the APRN role, ensuring peer rep-
resentation on the credentialing committee,
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and promoting an organizational culture that
enables the APRNSs to practice within their full
scope of practice, can be used to promote
credentialing and privileging of APRNs in the
acute care setting.
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Nurse Practitioners: Defining é&:ope of Practice

Nurse practitioners (NPs) are one of the few healthcare providers mandated by their role and practlice to carry what amounts to 2
licenses to practice. All NPs must first be trained and recognized by their state of practice with the registered nurse (RN) license.
They are then additionally state- andfor nationally certified in their advanced practice specialty and role. As an NP, your scope
depends upon basic education as a nurse combined with additional specialized training. This entitles you to practice in areas
beyond the scope of the RN, such as diagnosing and prescribing.

An NP may be held to many standards, and therein lies the confusion. Who do you turn to when you have a question regarding
your scope of praclice: your employer, professional association, collaborating physician, nurse practice act, Medicare provider,
or insurance carrier? All can and do play a role in defining the scope of healthcare in terms of parmitting what you may do. But
what about what you are able to do, or what your patient wants you to do? How each state handles scope-of-practice questions
varies, although general principles cross all lines of practice.

The purpose of this article is to evaluale current mechanisms for credentialing and recognizing scope of practice for NPs. Each
NP, whether governed by state regulations providing for independent, supervised, collaborative, or other praclice requirements,
is independently responsible for his/her patient care. This article will help you sort out some of the ethical and practical questions
you should ask yourself when faced with a scope-of-practice decision.

What Influences Scope of P'ractice?

What is scope of practice? Scope can be defined as the activities that an individual healthcare practitioner is permitted to
perform within a specific profession. However, as noted by the Federation of State Medical Boards, even the wide scope of the
physician is pressured by "factors including: fluctuations in the health care workforce and specific health care specialties;
geographic and economic disparities in access to health care services; economic incentives for physician and non-physician
providers, and consumer demand."l!]

The Institute of Medicine (IOM), in its report titled Health Professions Education: A Bridge to Quality,[?] calls for competency-
based education and Interdisciplinary practice models for the future, Some advanced practice nursing specialties, such as
midwifery and nurse anesthesia, have decades-long histories of uniform accraditation and competency-based education.
Physician assistant education has also developed under a single accrediting body, core curriculum, and board certification
mechanism since the 1970s. The NP role, however, evolved in a more fragmented fashion, and curriculum standardization and
accreditation standards followed, rather than directed, education.

The development in 2002-2004 of the National Organization of Nurse Practitioner Faculties core competencies for several NP
specialties offers a framework for specialty education as an adult, family, gerontological, pediatric, women's health, or psychiatric
mental health NP. All NPs should be familiar with these important documents. However, these competencies, aithough they are
useful, address the entry-level NP. What about the evolution of practice as the NP expands his or her competency within his or
her scope? Experience and environment can and will stretch the NP's knowledge and competency beyond that of the basic
education level,
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Scope of Practice: Why NPs Should Be Concerned

Scope of practice determines who you can see, who you can treat, and under what circumstance or guidance you can provide
this care. Scope of practice also determines the limits and privileges of your licensure and certification as an advanced practice
nurse. In the United States, scope of practice determines your ability to bill and be paid for what you do, as well as your ability to
be covered by malpractice insurance. Significant liability issues are created whan NPs practice outside of their scope.

According to Nurses Service Organization (NSO) claims data in 2004,®] practicing beyond scope accounted for 6% of all claims
filed. Scope also determines the "minimum standard” of compatency for a provider with like knowledge and training in a given
specialty; 32% of NSO claims in the same report pertained to "failure to meet minimum standards.” If you are the only NP
praclicing in cardiology in your state, you may have some opportunity, by virtue of your unique status, to shape the minimum
standard for your specialty. More concerning, however, is the potential for physicians and physician-controlled groups to set the
standards for your practice. At best, these standards may mandate physician supervision to assure and determine your
competency and credentialing to practice. At worst, lacking a defined body of specialized knowledge, board certification, or other
credentialing mechanism to measure the NP in their spacialty, the standard of your practice could be determined to be the same
as that of the cardiologistl

Although initially envisioned as a primary care role, the increasing opportunities for NPs to practice in acute-care and
subspecialty settings are generating more questions in the area of credentialing. Conversely, NPs who begin their professional
career in a more narrowly defined practice arena, rather than establishing broad training and competencies, may limit their
scope to the degrea that mobllity Is difficult. This has led many NPs to pursue post-Master's degrees and dual specialty
certifications as a mechanism to expand practice. While academically supervised clinical and didactic training is an established
route to expand scope and the competencies within a scope, the increase in training to expand scope (with its plethora of letters
signifying various certifications and licenses) has served to increase rather than decrease barriers to uniform credentialing
processes.

Regulatory Structure

Nursing practice is defined and regulated, first and foremost, by the Nurse Practice Act in each state. Although multistate
practice privileges for RNs are now a realily in states that have adopted the Nurse Licensure Compact (22 as of October 2007),
(4] only Utah, lowa, and Texas have approved the compact for NPs, Until this process of allowing your home state license to
carry across state lines (much as a drivers' license does) is more widespread, NPs must hold an Individual certificate or license
to practice in each state where they see patients. Each state, in turn, has something to say about your scope of practice,

State-by-state certification or licensure creates unique issues in practice confusion. As an example: NPs in Oregon can
independently prescribe Schedule II-V narcotic medications with their own DEA number and without a collaborative agreement,
Between August 2001 and July 2005, NPs could prescribe Schedule II-V drugs in Washington only if they had a mandatory joint
practice agreement (JPA) with a physician. The JPA was required to be approved by the state's nursing commission. This
change in the law came only after more than a decade of lobbying despite the fact that since 1979 NPs had been prescribing
controlled substances independently in the bordering state of Oregon, A law passed In 2005 eliminated the JPA requirement and
allows Washington NPs to prescribe all controlled substances independently as of July 24, 2005.

This begs the question: "Is mandatory collaboration a predictor of safety, or should collaboration and accountability instead be
the professional standard upon which nurses (and physiclans) help develop and expand their scope and competencies?" | would
argue that collaboration, in ilself, does not define the NP's unique scope.

......

Independent, Collaboration, Superv}sion: How is Your Scope Regulated?

According to the most recent Pearson Report published in 2007 (avallable at http://iwww.webnp.net/images/ajnp_feb07.pdf), 23
states require no physician Involvement for the licensed NP to diagnose and treat, while the remainder of states require some '
degree of written or formal physician involvement in NP practice. All practice models require that the provider know, be
accountable for, and function within their scope of practice. The umbrella of supervision, collaboration, or delegation can never
be used to replace scope and individual responsibllity.
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The terms "independent,” "collaboration," and "supervision" vary widely in interpretation and regulatory definition. The Joint
Commission on Accreditation of Healthcare Organizations (JCAHO) defines an LIP, or Licensed Independent Provider, as "any
individual permitted by law and by the organization to provide care and services, without direction or supervision, within the
scope of the individual's license and consistent with individually granted clinical privileges."!%] Recent acknowledgement by
JCAHO in their Medical Staff Handbook of the LIP role of the NP offers support for hospital privileges based upon the NP's
individual credentials, training, competency, and scope, rather than using the proxy of supervision as the primary eligibility
requirement,

Collaboration. The Federation of State Medical Boards!!l confirms that the "American Medical Associalion does not have an
official definition of collaboration." In 1994, the American Nurses Association endorsed the statement that collaboration involves
physicians and nurses working "together as colleagues, working Interdependently within the boundaries of their scope of
practice,"] Collaboration Is regulated as a mandatory relationship between 2 providers, generally a physician and an NP in
many states, though the structure of this regulatory relationship varies greatly. Collaboration is still the most common model of
regulatory requirement for NPs practicing in the United States as of this writing.

Delegation. Delegation is still used to define NP practice in a few states. Delegation typically allows a licensed provider who
practices independently to permit certain functions to be performed under his or her supervision by another person who does not
have them expressively provided for In thelr own practice act. This is a model used to identify the legal relationship between
physicians and medical assistants or other unlicensed persons. While delegation may still be the legal requirement in your state,
the training and competencies inherent in your degree of education will hold you to a higher standard than a subordinate
employee. The practice of delegation also does not permit you to practice in areas that are outside of your scope.

According to the Federation of State Medical Boards: "Delegated services must be ones that a reasonable and prudent
physician using sound medical judgment would find appropriate to delegate and must be within the defined scope of praclice
both of the physician and the non-physician practitioner [emphasis mine),"l]

1t would seem then, that whether your state requires you to practice under supervision, delegation, collaboration, or as an
independent practitioner, you are always responsible to practice within your scope. Having a physician supervise, cosign, or
otherwise endorse a practice or task that is not within your legal and professional scope does not make it within your realm of
practice. This is principle number one in defining your scope of practice as an NP.

Principle 1: Scope Is uniquely defined by the congruence
between law and appropriate practice.

Models of Practice; Existing Scépe_Models _

A survey of 7 state Boards of Nursing who use a Scope of Practice decision tree model to help define parameters for practice
was done. States selected were Washington, Kentucky, Georgia, Maine, Louisiana, Oklahoma, and Nevada, and were accessed
thraugh their Web sites at hitp://iww.ncsbn,org. These decision tree models ware then compared with 2 other scope-of-praclice
documents from other professions: the Ontario Professional Foresters Association's Policies and Guidelines: Scope of
Practicel® and the American Dietetics Assaciation's The Scope of Dietetics Practice Framework.I”) Four of the states spacifically
identified advanced practice in their decislon {ree as differentiated from the basic RN level.

Common factors were identified in all scope-of-practice decision trees. The 2 factors common to all documents were:

o Clinical competence/skill
» Knowledge/training

The second highest-ranking qualities in these models were:

o Acceptance of responsibility/consequences
o QOrganizational policies and procedures
o Professional standards
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The third ranked mechanism offered was the option of seeking an advisory opinion from the Board or organization to clarify
areas of confusion or precedence.

Despite the focus on evidence-based research and practice safety by the IOM and other national advisory groups, only 4 of the
decision trees referred to the use of research to support a scope delermination, usually in connectlon with the request for an
advisory opinion. Nonetheless, as pointed out by the |OM report, Crossing the Quality Chasm: A New Health System for the 20th
Century,

All health professionals should be educated to deliver patient-centered care as members of an interdiscipfinary team,
emphasizing evidence-based practice, qualily improvement approaches, and informatics. 8]

NPs can anticipate that expanding practice and scope will be expacted to have support from evidence-based research, such as
pilot studies and federal waiver demonstration projects. Data addrassing areas of practice ambiguity can also be gained from
experience in other healthcare systems such as that in the United Kingdom, which uses nurses in an expanded role to provide
many services.®l

"Supervision" was the lowest ranking mechanism stated to define individual scaope of practice in the decision tree models. [t was
prasent in only 1 practice decision tree, referencing the basic level of nursing practice. This leads us to the second principle
regarding scope of practice:

Principle 2: Supervision does not, in itself, define scope of
practice for the professlonal in fields that have a speclalized
hody of knowledge, skill, and competency.

Boards of Nursing are charged with protecting the safaty of the public through the promotlon of safe practice. Professional

standards and associations help further define the ethics and application of praclice in the appropriate setting. An ability to
accept responsibility for the patient through establishment of a client/patient relationship, decumentation, and follow-up is a
comerstone of practice within your scope.

Princlple 3: Ethics guide scope through individual ability to
accept and manage consequences, in accordance with aafe
standards of practice.

Scope of Practice: Models of Application

The scope of practice for the advanced praclitioner does not well lend itself to the typical decision tree model. However, several
principles combined with indicators already identified in the decision tree model can be used to offer a framework of questions
that can help shape the unique scope of practice for the NP.

The more specific the question and the less defined the area of practice, the more likely it is that an advisory or other formal
opinion should be sought fram your licensing authority. lll-defined areas of practice also offer opportunities to engage In
supporting research that may clarify areas of overlapping scope or serve to define new fields of opportunity.

Lack of competency in any one of the following domains (see ) excludes the practice from your scope by definition. Several
sample questions will be answered at the end of this paper to illustrate the application of this guided self-inquiry.

Table. Scope of Practice: Domains and Questions

Domain: Knowledge

s Did | complete a program that prepared me to see this population (family, adult, pediatric) of patlents?

« Did this program include supervised clinical and didactic training focusing on this population?
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Did | complete a program that prepared me for subspeclalization (acute care, geriatric, neonatal)? if so, is the
patient in question in that category?

Do | have the knowledge to differentially diagnose and manage the conditions for which | am seeing this patient?

Domain: Rote Validation

Am 1 licensed to practice in this role?
Is additional licensure or certification required to do this skill on an ongoing or speclalized basis?

Do professional organizations define this role through speclalty scope statements and criteria or standards of
practice?

Do professional standards suppont or validate what | am doing?

How do | "hold myself out” (define my role) with the public? Do my qualifications, tralning, and licensure match
this?

Is the Information regarding my training easily accessible and can it be validated to the public, healthcare
credentialing staff, facitities, and other interested parties?

Domain: Competence and Skill

What are the clinical competence/skills required to treat this condition?
Have | been trained to differentlally diagnosis this type of patient?

Did this training include clinical and didactic training?

How have | achieved and demonstrated competence?

How have | maintained competence?

What is the standard of a practitioner in this field and do { meet it? Do | meel these standards on a limited or
broad basis?

Have | completed a spacialty precaptorship, fallowship, or internship that qualifies me beyond my basic
educationa! training’?

Domain: Environment

Does the environment that t work in support this scope or practice through structures such as staffing,
consultation, policies and procedures, protacels, and community standards?

Am | an axpert, novice, or midlavel provider in this field? Do my credentialing fo the public and my consultative
natwork match this?

Is accass to care an lssue? Will | be faclitating or impeding access to the best trained professional?
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Domain; Ethics
» What are the potential consequences of accepting treatment responsibility for this patient?

= Am | prepared to accept and manage the consequences of my diagnosis and treatment, or do | have a formally
established relationship with a provider who is so trained and Immediately available?

 If1 am not the primary care provider, will my provision of care be shared with this person?
» [s the safety of the patlent at acute risk if | do not act?
o Wili the safety of the patient be compromised if | do act?

o |s there a personal or formal relationship with this patient that would potentially affect my ability to provide or to
deny care?

Scope of Practice: Common NP Questions and Answers

The following questions represent a cross-section of issues that face NPs in today's practice environment, Several are taken
from actual questions submitied lo Medscape, Despite the differing praclice regulations from state to state, the framework of
self-inquiry using principles discussed in this article can be applied to each situation.

I am a family NP (FNP) and am wondering if | can work as a non-advanced practice RN at a local nursing home? | plan
to function as any other RN. Would | be held to higher llabllity standards?

From a regulatory standpoint, you are always legally entitled to work under your RN license, as long as it is current and you
meet all RN requirements. However, insurers agree that someone with advanced practice training and certification needs to be
insured at the higher level, regardless of position. See the NSO newsletter answering this topic at:
hitp:/iwww.nso.com/newsletters/advisor/2000/np/npra5.php#aa.

Role validation is a large component of scope. If you take such a job, you will need to ensure that the role validation of the RN,
rather than that of the NP, is the face you hold out to the public, The setting where you are employed can also help match your
role validation, by keeping your job title, job description, duties, and activities crystal clear. The most conservative advice would
be to avoid working in areas that share the specialty of your advanced practice focus (such as a nurse midwife working as a
labor and delivery nurse). Taking such a position is asking for rale confusion, and that, in tum, affects your ability to praclice
appropriately with your patients.

Should an NP who is educationally prepared as an acute care NP work in an adult primary care setting?

The answer is no. The acute care NP program prepares graduates for a specialty focus in acute, episodic, and critical conditions
that are primarily managed in a hospital-based setting. The program of study does not contain adequate clinical and didaclic
content to support the ACNP for a broader role in outpatient primary care diagnosis, treatment, and follow-up. Diagnosis and
outpatient management of stable and unstable chronic illness, as well as directing health maintenance of a wide range of
conditions, is a required competency for practice in the primary care role.

Additionally, professional licansure and certification will reflect validation that the provider has met criteria for practice in a
focused, rather than broad, scope of practice. Finally, the environment of primary care is not congruent with the acute care
secondary or terliary care training focus. A lack of congruence between the practice environment and level of expertise results in
a decreased level of safety for the patient and increased risk of liability for the NP.

Is it within the scope for an FNP to diagnose and treat uncomplicated mental health conditions like depression, anxiety,
and ADHD?
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The answer Is yes, in the context of primary care, and at the lavel of competency and skill expected for the FNP standard of
practice. Tha context of primary care means that you are seeing this patient for health needs and the deprassion or anxiety is
clearly diagnosed to be situational, acute, andfor potentially responsive to medications. The competency and skill preparing the
FNP for practice does not include differentiai diagnosis of complexities such as unipolar vs bipolar depression, or anxiety related
to underlying psychialric conditions as an example. If you are prescribing medications for a condition that you cannot ¢learly
diagnose {or support the established diagnosis with documentation), treat, follow, and monitor to a level or stabllization and
beyond, you are practicing outside of your scope, Atypical or off-label prescribing for a menta! health condition would be
considared a subspecially role requiring greater expertise and competencies,

Most practice acts provide for #ime-fimiled stabilization of a patient or continuation of psychiatric madications that a patient has
been taking for a dlagnosed condition. Initiating dlagnosis of a complex condition thet has consequences for schooling, job, and
military records, such as ADHD, is out of the scope of tmaining and competency for the typically educated FNP. Collaboratively
arrving at a diagnesis and treatment plan with a mental health provider trainad and licensad to diagnose mental health
conditions may be one possibiity for initial diagnosis and for pariodic management.

1 am a psychiatric mental health NP (PMHNP), working In a VA health system. My patients wait a long tims to see thelr
primary care provider. Can | treat a rash that | see and prescribe hydrocortisone? Does it make a difference If this
medication Is over the counter?

The answer Is a qualified perhaps. Do you have clinical and didactic training in your preparation, including physical assessment,
to evaluate the differential dlagnosis of the rash? Are you familiar with all of the medications the patient is taking as well as other
health conditions such as liver disease? What type of follaw-up visit and examination can you offer this patient if the rash is not
gelting better? Is the rash secondary to a condition that you are treating such as a reaction to medications you have prescribed?
If so, treatment may be apprapriate in the context of your care of the patient, However, since you are not avaiiable or designated
as this person's provider for their other medical conditions, it would be difficult to identify on what basis you have chesen to traat
(and fee!l yourself qualified to treat) some conditions and not others.

There have been several ficensing disciplinary cases related to both FNPs treating mental health conditions and PMHNPs
{reating primary care conditions. In the case of the FNPs, many were not licensed or clinically trained to differentially diagnose
beyond the very basic self-limited mental health conditions, yet had prescribed medications such as antlpsychotics or had
mistakenly given selective serotonin reuptake inhibltors to patients with mood disorders who they thought had simple self-limited
depression. Lack of access to mental health providers (or primary providers) may be an issue, but it does not change the
requirement to get your patient to the most appropriate provider to coordinate their care. For the PMHNP, coordinating or
initiating treatment for primary care conditions without the knowledge of a primary care provider ¢can be a significant area of risk
to the patient and to your ficense.

! practice in a specialty area of surglcal onicology and benign breast disease, and have teenage patients referred to me.
Since this is a specislty area of practice, can | see patlents under the age of 18 years as an adult NP?

The answer varies dapending upon which slate you practice in. If you had no clinical and didactic training in patlents under tha
age of 18 years, it may be difficult to identify how you developed expertise in the presentation and management of illness in this
age group. Howaver, many programs Include an adolescent practicum, and many states support practice scope for adolescents
based upon this. it would also be imporlant to be able to support how you developed expertise in differential diagnosis of breast
conditions in this age group, &ince hormonal and physlological variations are in stark contrast to the ofder female patient, Your
level of expertise and safety in treating the spacific condition (such as fibrocystic breast disease) may enable youtaba a
consultant lo the palient's primary care provider regarding patient management, regardless of whether the patient is 18 years or
35 years of age.

! would llke to set up a practice reading x-rays. Does my license permit this?

The answer Is no, unless you have additional licensure and training thal qualifies you as a specialist, The NP scope of practice
generally provides for ordering and evaluating {aboratory results. Again, howaver, this is in the context of provision of care for
that palient in the speclalty in which you are trained and ficensed. Specific functions, such as reading x-rays to screen for gross
abnormalities, are different from the level of expertise required to read x-rays for a diagnoslic outcome on a focused and ongoing
basis, This would demand additional tralning and validation of competency. Currently, the standard of practice in this field Is

hiip ffwww medscape.orgiviewarticle/ 306277 _print "o



5312017 www,medscape.org/viewnrticle/506277_print
established by the training and competencies of the radlologist. Meeting this standard would be extremely challenging, given the
basic preparation for primary care and lack of supervised preceptorships, internships, or other specialized training mechanisms.
Holding oneself out to the public as an expert in reading x-rays without a mechanism to meet the compelencies for practice
validation is poor clinical praclice.

I am an adult NP working In a collahorative practice in allergy. The collaborating physician sees children under 13 years
of age. Can | provide follow-up care or write prescriptions for these children?

The answaer is no. Again, you have a certain degree of expertise in the condition and treatment of the disease specialty.
However, an adult NP clearly has no academic training that would support seeing children below the age of adolescence,
regardless of the presence of a collaborating or supervising physician. A physician, as per the Federalion of State Madical
Boards, also has no foundation to delegate care for a condition that he or she knows is not in the scope of practice for the NP. If
the collaborating physician Is collaborating to the extent that they are making the determination or taking the responsibility for the
diagnosis, then that physician should be seeing that patient.

We would like to hire a geriatric NP to work in the ER, What Is the problem if she sees a 25-year-old patient with
hypertension, since she has expertise in treating this disorder?

The scope-of-praclice issue in this question concems differential diagnosis. The symptom of hypertension in an 80-year-old vs a
26-year-old signifies an entirely different list of possible etiologies and treatments. Without the foundational clinical and didactic
training In this population, an NP with geriatric training cannot demonstrate validated competency and skill in safely determining
what is causing this potentially worrisome symptom In a young person. Scope for the geriatric NP, based upon licensure,
national certification, and standards of practice, clearly excludes this population for treatment and care regardless of setting.

I am a pedlatric NP who has expertise in congenltal cardiac conditions, Many of these patients are now in their 20s,
seelng Internists who may not be famillar with thelr condition. Can | still see these patients?

The answer is a qualified yes. A pediatric NP who has expertise In diagnosis and treatment of a condition that presented in a
pediatric patient and for which he or she has an established relationship, should be able at minimum to serve a consultative role
for that patient's medical condition in adulthood. However, managing this patient in the absence of any primary care or internal
medicine provider would be clearly out of your scope of practice. If you practice in a state that bases scope of practice strictly on
national guidelines that have a defined age limit for practice, you will need to discuss this issue further with your state Board.
NAPNAP has supported the existence of specially circumstances that allow for possible treatment of patients older than 21
years, through their scope and standards statements.

Expansion and Evolution of Scope

Expansion and evolution of scope is inevitable in all professions. The RN warking at the entry level now performs many of the
specialized procedures and patient care activities previously reserved for physicians. As the RN role evolved into more
specialized nursing practice, the advanced practice nursing role expanded as a way to provide greater access to primary and
preventive care. Now, opportunities continue to open up for advanced practice in acute and specialized care, including mental
health. Will NPs be able to demonstrate that such training is within their scope, and will they be able to obtain what they need to
expand their competencies within their scope as their expertise evolves?

The American Association of Colleges of Nursing has declared its support of the clinical doctorate as the entry standard for NP
education.l'® This expanded model acknowledges the need to include a possible intemship within the educational framework.
Increasing scope by adding specialty certifications and post-Master's training is one mechanism, but it can be ultimately
burdensome in terms of number of credits and time spent for nondegreed study. Other developments on the horizon include the
potential for multistate licensure and practice, and recognition of the NP training and role in other countries. All of these forces
will serve to drive increasing examination of scope and core competencies.

These changes will not make some of the questions NPs face any easier. A practitioner can expect more, rather than less,
questioning from credentialers, consumers, and employers as they try to incorporate new degrees and new roles. The basic
principles of safe and ethical practice, however, should remain a constant, whether an NP practices independently,
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collaboratively, or in a rural or an urban area. Self-examination and reflective praclice, through examination of the scope
domains listed in this article, should help guide NPs throughout their career and in any setting in which they practice.

Linké .f_c_>-r More Practice Information

Information regarding Individual Boards of Nursing and their practice acts can be found at Medscape Nurses (see Related Links)
or through the National Council of State Board of Nursing Web site. The DEA also has information on NP prescriptive authority
from state to state for controlled substances, as does Medscape's map of NP prescriptive authority (see Related Links).

Related Links
External Links

Institute of Medicine

National Organization of Nurse Practitioner Faculty (NONPF)
Joint Commission on Accreditation of Healthcare Organizations

Nurses Service Organization

Library/reference resources

US Nurse Practitioner Prescribing Law: A State-by-State Summary
http:/iwww.medscape.com/viewarticle/440315

Boards of Nursing In the United States: State-by-State Web Links
http:/f'www.medscape.comiviewarticle/482270

Resource Centers

APN Business and Law
http:/ivww.medscape.com/pages/editorial/resourcecenters/public/apn/
rc-apn.ov
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APRN DECISION MAKING MODEL

The Decislon Making Model is a guide for APRNs to use when determining whather a specific
procedure, task or activily is within the APRN scope of practice and, if so, whether the specific
procedure, task or activily is consistent wilh standards of practice, appropriate to perform based
on the individual APRN's knowledge and skills, and is appropriate based on the clinical setting.

The Board also publishes Interpretive Guidelines that address specific RN and LPN praclices and
these are available on the Board website at www.nursing.chio.gov. However, since it is not
possible for the Board to establish Interpretive Guidelines for every procedure, ask or activity, the
Decision Making Model was developed so APRNs could apply it as needed for their specific
practices.

First ask: Is the procedure/activity prohibited by the Ohio Revised Code or the
Ohto Administrative Code? If yes, do not proceed.

|s the procedure/activity consistent with the Ohlo Nurse Practice Act, rules regulating the
practice of nursing, and Interpretive Guidelines of the Board.

If NO: | YES, ask:
Do practice guidelines of a national specialty or advanced practice organization
STOP | support Inclusion of this procedurefactivity in your particutar practice?

If NO: | If YES, ask:

1. Do you possess the depth and breadth of knowledge to perform

STOP this procedurs/activity safely? AND

2. Do you possess the depth and breadth of knowledge to respond
appropriately to complications or untoward eifects of the
pracedurefactivity?

At this step of the decision-making process:

You must be able to provide documentation, upon request of the
Board, to show evidence of your knowledge to perform the
procedure/activity. Such knowiedge is generally obtained through
education emanating from a recognized body of knowledge relative to
the care (o be provided. Documentation could include:

+ APRN educatianal programs;

* Preceptorship, fellowship, or internship; and/or

s Other formally organized educational experience

If NO: | If YES, ask:
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STOP

1. Do you possess the depth and breadth of current skills and
clinical competence to perform this procedurefactivity
caonsistently and safely? AND

2. Do you possess the depth and breadth of current skills and
clinical competence to respond appropriately to
complications or untoward effects of the procedure/activity?

At this step of the decision-making procass:

You must be able to provide documentation, upon request of
the Board, to show evidence of your skills and abilities to
paerform the procedure/activity.

Documentation could include:
* APRN educational programs;
* Formally organized educational experience; and/or
* Return demonstrations or skills chack-off

i NO: | if YES, ask:

1. Is this an accepted standard of care? Would a

8TOP reasonable, prudent APRN perform this activity in
this setting and under these circumstances?

2. Will you assume accountability for providing safe
care in performing the procedure/activity?

If NO: | If YES, you have concluded that the
procedurefactivity is within your scope of
STOP | praclice. Praceed to agency/institutional
education, competency, credentialing or
privileging criteria, and other considerations.

Other Considerations

Although the procedure/activity may be within your APRN scope of practice, you should
be familiar with other state or federal statutes or regulations that may affect the ability of
an APRN to perform the procedure/activity, including, for example, laws and rules of the
Ohio State Medical Board or Ohio Board of Pharmacy,; laws and rules of the Ohio
Depariment of Health, the Ohio Department of Job and Family Services, or the Ohio
Depariment of Medicaid; or federal Medicare ragulations.

it Is important for APRNs to determine whether other slate or federal laws establish
parameters regarding a particular procedure/activity before they parform it. APRNs must
also consider applicable policies and procedures of their agency or institution, as wsli as
factors such as payer and malpractice carrier policies.
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Additional Information

The Nurse Practice Act and the administrative rules are available for review in their entirety on the
Board website at www.nursing.ohio,gov under the “Law and Rules" link.

» In general, the regulations governing the practice of APRNs is found in the Nurse Practice
Act, Section 4723.01 and Sections 4723.41 through 4723.50, Ohio Revised Code, and in
administrative rule Chapters 4723-8 and 4723-9, Ohio Administrative Code.

To access other applicable information, law and rules:

» State Medical Board of Ohio: www.med.ohio.gov
= Ohio Board of Pharmacy: www.pharmacy.ohio.gov

Board approved National Certifying Organizations for Certified Nurse Midwives, Certified Nurse
Practitioners, Clinical Nurse Specialists and Certified Registered Nurse Anesthetists, can be

Email APRN practice questions to the Board at practiceAPRN@nursing.ohio.gov

This Model is intended to assist APRNs in determining their individual scope of practice based upon the
Ohlo Nurse Practice Act and administrative rules, and the individual's education, knowledge, and skills. It
is not intended to provide legal advice. Those using the Madel should refer to the Nurse Practice Act and
the administrative rules in their entirety.

Established July 2006
Revised March 2015
Revised June 2017
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Background

Registered nurse practitioner (RNP) education has progressed beyond the
apprentice model of “see one, do one, teach one.”(Swenson, 2006). It is no longer
acceptable to substitute registered nursing experience and physician oversight for a
formal nurse practitioner program consisting of didactic and clinical study informed by
national standards, Authority to practice does not flow from a physician’s license
(Swenson, 2006) but from a rigorous credentialing process that includes verification of
appropriate educational preparation including supervised clinical practice and
competency testing at the advanced practice level. Similar to other professions, the scope
of registered nurse practitioner practice is based upon the didactic and clinical
education obtained in a basic RNP program (Klein, 2008).

RNP Education

Registered nurse practitioner education has evolved into a system consisting of
advanced core and focused specialty courses. This educational model prepares graduates
for advanced nursing practice as direct care providers within a focused population of
care (also known as specialty area), RNP education does not follow the medical model
therefore RNPs do not readily fit into the process used by facilities to credential
physicians and medical residents, Care must be taken in credentialing the RNP to ensure
full utilization of scope of practice based on the RNP’s training, practice setting and
education (Kleinpell, Hrvanak and Hinch, 2008). Administrators are challenged with
ensuring that appropriate mechanisms exist to credential and privilege RNPs within the
institution appropriate to their scope of practice (Kleinpell, Hravnak and Hinch, 2008),
The primary component of the RNP ability to practice is their licensure and recognition
through national certification in an established population area of practice (Klein 2008).
In Arizona prior to July 1, 2004, not all nurse practitioners were required to hold national
certification, but all have been through a review of their education for consistency with
their assigned specialty population as part of the qualification for state board certification;
state board certification is required for practice in Arizona. Population is not only defined
by diagnosis, gender, and age, but also by acuity and type of care needed.



There are 2 broad categories of RNP preparation: primary care with didactic and
clinical education focused on health promotion, disease prevention and treatment of
patients primarily in ambulatory and community settings; and acute care with didactic
and clinical education focused on the management of patients with complex acute, critical
and chronic heaith conditions primarily in acute care (hospital) settings (NONPF 2002,
2004). Within primary care, RNP practice is further specialized to a population of care
(Pediatric, Adult, Gerontology, Family, Women’s Health, etc). Acute care RNP
specialties are currently limited to neonatal, pediatric and adult,

Additiona! nurse practitioner specialty areas of preparation include Adult or
Family Psychiatric and Mental Health Nurse Practitioner and Certified Nurse Midwife.
The educational preparation and practice in these populations of care include
management of clients in both primary and acute care settings.

Additional Competencies and Overiapping Scopes of Practice

An individual RNP may enhance their competencies by learning additional
skills/procedures within their scope of practice through additional didactic education
and supervised clinical practice as specified in A.A.C. R4-19-208 (C). For example, since
primary care of infants is within their scope of practice, a pediatric or family nurse
practitioner could perform a circumcision after obtaining and demonstrating this
competency through completion of a formal didactic and clinical instruction course. In
contrast, an adult RNP, even afier completion of the same course, could not perform
circumecisions because care of infants is outside the scope of adult nurse practitioner
practice. While the Board recognizes that there is some overlap in scopes of practice
between specialties, an individual may not expand scope to a different specialty without
completing a basic NP program in that specialty. For example a pediatric nurse
practitioner may be qualified to follow some patients into young aduithood before
transitioning their care to an adult or family practitioner, overlapping with Adult/FNP
scope; and a family nurse practitioner may be qualified to treat common, self-limited
depression or anxiety, overlapping with psychiatric nurse practitioner scope; but neither
is qualified to practice within the full scope of the others’ specialty area,

RNP’s in Acute Care Settings

Due to recent limits regarding the use of physician residents, acute care facilities
have sought to hire nurse practitioners to fill “hospitalist” roles with scant attention as to
whether the educational preparation of the NP is consistent with the role. For example, an
FNP with some pediatric ICU experience as an RN was believed to be qualified to take
an acute care pediatric NP position in the pediatric intensive care unit.

While the Board does not limit the employment setting of the NP, the role within
that seiting must be consistent with the formal education and scope of the NP’s
education, certification and specialty. “An RNP shall only provide health care services
within the nurse practitioner's scope of practice for which the RNP is educationally
prepared and for which competency has been established and maintained” (A.A.C. R4-
19-508 C) . According the National Organization of Nurse Practitioner Faculties (2004),
the acute care RNP “practices in any setting in which patient care requirements include
complex monitoring and therapies, high intensity nursing intervention, or continuous
nursing vigilance within the range of high acuity care” (pg. 13), Acute care nurse



practitioners receive “highly focused education that includes psychomotor skill
assessment and evaluation in many complex procedures. They are prepared to manage
complex unstable patients similar to those managed by hospitalists” (Klein, 2008, pg
277). Therefore it is the position of the Board that an RNP who provides acute care
services eannot exceed the limits of the advanced practice specialty area. Sofe and
independent management of the care of complex unstable patients in an acute care
sefting, including but not limited to an intensive care unit, is in the exclusive domain of
the nurse practitioner who has completed an approved acute care nurse practitioner
program. A primary care nurse practitioner may have a role in assisting or directing
management of the acute care patient as long as the aspect of care is within the limits of
their specialty and role of nurse practitioner certification,

Role of Primary Care RNPs in Acute Care Settings

There is a role for the primary care NP in an acute care facility if the role is
consistent with the educational preparation and certification of the NP. The primary care
NP may admit his/her own patients and manage referrals to appropriate specialties, as it
is within scope for a primary care NP to facilitate transitions between health care settings
and to provide continuity of care for individuals and family members,

Patients admitted to an acute care facility will benefit from the inciusion of a
primary care RNP on the health care team to assist in the management of some aspects of
care consistent with the primary care RNPs scope of practice. Primary care RNP
preparation focuses on management of health promotion, disease prevention, and ongoing
care of individuals and families (Klein, 2008). The National Organization of Nurse
Practitioner Faculties (2002) describe the primary nurse practitioner role in managing and
negotiating health care delivery systems as one of “overseeing and directing the delivery
of clinical services within an integrated system of health care” (pg. 20, 24 28, 33, 38). A
hospitai-based primary care RNP could coordinate care between specialty physicians;
plan the patient’s discharge; order and review results of diagnostic tests; initiate referrals;
advocate for the patient; and monitor the patient’s progress through the system. An acute
exacerbation of a chronic illness could be managed by a primary care NP if the nature of
the person’s exacerbation is manageable in an ambulatory setting. If an exacerbation of a
chronic illness is such that the person is unstable or critically ifl, then that person’s care
team should include someone with acute care credentials, at least until the situation is
under control and stable.

Summary

In summary the RNP is expected to utilize appropriate judgment to
determine if a specific role or procedure within a patient care situation is within the scope
of practice that he or she is educationally prepared to provide. “Recognizing the {imits of
the nurse’s knowtedge and experience, planning for situations beyond the nurse's knowledge and
expertise and consulting with or referring clients to other health care providers when
appropriate,” (ARS § 32-1606 (17) (d)(vi)) are part of the legal scope and responsibilities of all
registered nurse practitioners, Experience as an RN, on-the-job training, having a physician
sign off orders, and the personal comfort of the RNP are not a sound basis for accepting
an assignment or role beyond the RNP’s scope of practice.



Questions and Answers

1. Can a primary care nurse practitioner treaf hospital patients as long as they are
not in the ICU?

The primary care RNP’s role in any setting must be within their scope of practice
consistent with their educational preparation. An oft-quoted caveat is that the RNP can
treat any condition in an acute care setting that they could treat in an office setting.
While this may have some practical applicability, it will not cover the RNP for practicing
outside his/her scope. The condition that led to the patient’s hospital admission may
influence the treatment of even the simplest condition, For example, an RNP may be
very competent at treating urinary tract infections (UTI) in an office setting. However,
when a patient is admitted to the hospital with a diagnosis of dehydration, diarrhea and
acute renal failure and subsequently develops a UTI, that patient needs a different
treatment approach than an ambulatory client with an episodic illness. The primary care
RNP’s educational preparation and supervised clinical practice did not include this
content. Therefore, absent additional formal training, independent management of this
particular patient’s UTI would be considered outside the scope of primary care nurse
practitioner practice.

2. How does my cxperience as an RN expand my RNP scope of practice?

Your experience as an RN may give you some familiarity with a particular patient
population but does not determine youy scope of practice as a nurse practitioner. Your
RNP scope is based on the didactic education and clinical practice obtained in your RNP
program,

3. Can a primary care RNP write hospital orders?

The Nurse Practice Act allows for primary care RNPs to write orders for
hospitalized patients within their scope and limits of the specialty area. Employers may
choose to be more restrictive than the nurse practice act, they cannot be less restrictive.
RNPs who choose to practice in those more restrictive environments must discuss any
concerns they have about practice policies that are more restrictive than the NPA with the
facility administration,

4. Can a primary care RNP perform invasive procedures?

The Board does not maintain a list of approved procedures. In general, primary
care RNPs may only perform primary care procedures within the limits of their scope and
the demonstrated and evaluated competency of the RNP, First and foremost, the patient
and procedure must be appropriate to the RNP scope of practice. The condition
necessitating the procedure must be one that the RNP is educationally and experientially
prepared to manage. The RNP must have demonstrated and evaluated competency in the
procedure. Consistent with A.A.C. R4-19-508 (C), education should consist of formal
didactic leaming and supervised documented clinical practice as prescribed by an
accrediting body, accredited university, or professional association. Finally the RNP must
be able to recognize and manage complications including emergencies that would resuit
from the procedure. If the patient’s acuity level requires an invasive procedure and



management in an acute care setting this suggests that the sole management of the patient
is beyond the scope of practice of the FNP,

5. If a procedure is illegal in AZ, but legal in other states, is it within the scope of
practice for an RNP to perform the procedure in AZ?

No, the Board's authority to regulate nursing practice comes from legislatively
enacted statutes. The broad scope of RNP practice is contained in the statutory definition
of registered nurse practitioner (see ARS § 32-1606 (15) below). If the legistature
subsequently prohibits an RNP from performing an activity, for whatever reason, that
activity is clearly outside the legal scope of practice,

6. Docs scope of practice change based on the scarcity of acute care RNP programs
and graduates in AZ?

No. Scope of practice is based on formal education and supervised clinical
practice within the basic RNP program. The scarcity of appropriate programs for training
acute care nurse practitioners does not allow others without that training to assume the
role.

7. Can a primary care RNP who successfully completes life-support education
(ACLS, PALS or NRP) run a code in a hespital?

An RN (including NP} may provide care consistent with the recognized guidelines of the
organization offering the life-support course. The provider with the highest level of
training and proficiency in resuscitative procedures should direct the code,

8. I completed an acute care nurse practitioner program before there was a
recognized specialty or exam so was certified as an adult NP. What is my scope of
practice?

The Board recognizes that with emerging specialty populations, there is ofien confusion
and occasionally inconsistent certification due to lack of a certification exam or approval
of the specialty. RNP scope of practice is based on the didactic and clinical education
obtained in the basic RNP program, Prior to the emergence of the acute care specialty,
some Pediatric NP programs may have contained both a primary and acute care focus,
and some Adult NP programs may have included ¢ither a primary or acute care track.
Graduates of programs that included an acute care focus or track may qualify for acute
care certification, and their educational preparation would support acute care practice.
For consistency the Board would advise that graduates pass the acute care national
certifying exam (if qualified) and seek additional Board certification. The Board
recognizes that not all graduates of these programs will qualify for the exam, especially if
the program was not part of a graduate degree program.



Applicable Regulations

ARS § 32-1606 Definitions
15. “Registered nurse practitioner” means a professional nurse who:

{a) Is certified by the board.

(b) Has completed a nurse practitioner education program approved ot recognized by the
board,

(¢) If applying for certification afier July 1, 2004, holds nationa) certification from a national
certifying body recognized by the board or provides proof of competence if a certifying
examine is not available.

(d) Has an expanded scope of practice within a specialty area that includes:

(i)  Assessing clients, synthesizing and analyzing data and understanding and applying
principles of health care at an advanced level.

(i) Managing the physical and psychosocial health status of clients,

(i)} Analyzing multiple sources of data, identifying alternative possibilities as to the
nature of a health care problem and selecting, implementing and evaluating
appropriate treatment,

(iv) Making independent decisions in solving complex client care problems,

(v) Diagnosing, performing diagnostic and therapeutic procedures, prescribing,
administering and dispensing therapeutic measures, including legend drugs,
medical devices and controlled substances within the scope of registered nurse
practitioner practice on meeting the requirements established by the board.

{vi) Recognizing the limits of the nurse's knowledge and experience, planning for
situations beyond the nurse’s knowledge and expertise and consulting with or
referring clients to other health care providers when appropriate.

{vii) Delegating to a medical assistant pursuant to section 32-1456,

{viii} Performing additional acts that require education and training as preseribed by the
Board and that are recognized by the nursing profession as proper to be performed
by a nurse practitioner.

ARS § 32-1606 B, The board shali:
12, Adopt rules establishing those acts that may be performed by a repistered nurse
practitioner in collaboration with a licensed physician.

R4-19-508. Scope of Practice of a Repistered Nurse Practitioner

A.  An RNP shall refer a patient 1o a physieian or another heafth care provider if the referral will proteet the health and
welfare of the patient and consult with & physiclan and other health care providers If & siluation or condition occurs
in a patient that is beyond the RNP's knowledge end experience,

B. Inaddition to the scope of practice permitted a regisiered nurse, a registered nurse practitioner, under A.R.S. §§ 32-
IGOI(IS) and 32-1606(B)( 12}, may perform the following acts within the limits of the sgcclall_\,: aren of certification:

Examine a patient and establish o medlcal diggnosis by client history, physical examination, and other eriterin;
2. For a patlent who requires the services ol a health care facility:
o.  Admit the patient to the facility,
b. Manage the care the patlent receives in the facklily, and
¢.  Discharge the patient from the facitity;
3. Ocder and interpret Inboratory, radiographic, and other diagnoslic tests, and perform those tesis that the RNP
is qualified to perform;

Identify, develop, implement, and evalbale a plan of care for a patient to promote, maintain, and restore health;

Perform Lherapeutic procedures thal the RNP is qualified 1o perform;

Prescribe treatments;

i€ authorized under R4-19-511, preseribe and dispense drugs and devices; and

Perform additional acts that the RNP is qualified to perform.

C. AnRNP shal only provide health care services wilhin the nurse practitioner's scope of practice for which the RNF
is educationally prepared and for which competency has been established and maintained. Educational preparation
means scademic coursework or continuing education activitics thal include beth theory and supervised clinicsl
practice.

R RV
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CERTIFIED NURSE PRACTITIONER:
ACUTE CARE OR PRIMARY CARE

IS MY PRACTICE SETTING SPECIFIC
TO MY ROLE?

Questions are routinely received
about laws and regulations related
to advanced practice registered
nurses (APRNs), designated as
nurse practitioners (CNPs), certified
in either primary or acute care, as
well as what settings are appropri-
ate for their practice, Frequent
inquiries are made related to
whether nurse practitioners certi-
fied as family nurse practitioners
may appropriately practice in a
hospital emergency department
or a critical care unit, or even in
an inpatient hospital setting.

The APRN and employer must
first consider the kinds of patients
the APRN will be expected 10 see, as
well as the patients’ conditions. Then
it must be determined if the nurse
practitioner’s graduate nursing edu-
cation and national certification
align with the level of patient care
that will be required for individual
patients, regardless of the practice
setting. Although some employers
may be willing to credential CNPs to
practice beyond educational prepa-
ration and certification, the CNP and
employer have joint responsibility
for adhering to the authorized scope
of practice. APRNs in Kentucky are
legally authorized to provide the
care and treatment of patients/con-
ditions for which they are prepared
based on their accredited education
program, national certification, and
licensure. (KRS 314,011 and 201
KAR 20:056). KRS 314.021(2) states:
“All individuals licensed under provi-
sions of this chapter shall be respon-
sible and accountable for making
decisions that are based upon the
individuals' educational preparation
and experience in nursing and shall
practice nursing with reasonable
skill and safety.”

The current legal practice of
advanced practice registered nurses
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in Kentucky is based on the APRN
Consensus Model (2008), developed
with the input of the nation's nurs-
ing organizations. The Consensus
document defines APRN practice,
describes the APRN regulatory
model, identifies the titles to be
used, defines specialty, and describes
the emergence of new roles and
population foci.

In order 1o relate to the require-
ments, consider the educational
preparation of the Adult-
Geronlology Acute Care Nurse
Practitioner who has been certified
by the American Nurses
Credentialing Center or the
American Association of Critical
Care Nurses. These certification
examinations are designed to vali-
date that the nurse practitioner has
the requisite knowledge to diagnose
and manage complex, acute, and
critically ill patient conditions,
regardless of setting. However, the
national certification examinations
for Family (primary care), Adult-
Gerontology Primary Care, or
Pediatric Primary Care, are not cer-
tifications that are designed to verify
the knowledge of the nurse practitio-
ner to manage and treat critically ill
and/or unstable patient. CNPs with
the named national primary care
certifications should not routinely
manage nor treat critically ill or
unstable patients in their daily
practices. It is not legally permissible
for a CNP with national certification
in one of the mentioned primary
care areas to engage in Acute Care
practice without first obtaining the
requisite formal graduate education
and subsequent national certifica-
tion in Acute Care. Eligibility for
certification is linked to educational
preparation,

Questions also arise when CNPs
are practicing in an emergency

by Pamela €. Hagan, MSN, RN
APRN and Nursing
Practice Consultant

*Acknowledgement is given
to the Ohio Board of Nursing
for the article framework.

department or urgent care setting. In
these settings, CNPs who are nation-
ally certified in Family (primary
care), Adult-Gerontology Primary
Care, or Pediatric Primary Care are
educated and nationally certified to
address “urgent” types of patient
conditions, similar to patient condi-
tions treated by primary health care
providers in non-hospital settings.
These CNPs are not prepared to
manage individuals who present
with critical and/or unstable condi-
tions commonly associated with
acute care, Examples of critical
and/or unstable conditions include
patients experiencing acute myocar-
dial infarction, pulmonary edema,
acute respiratory failure, severe
traumas, amputations or near
amputations. These conditions
are provided as examples and do
not constitute an exhaustive list.
Some hospitals hire primary care
CNPs to work in the acute/critical
care side of emergency depariments
(EDs). Given the primary care-
focused NP educational preparation,
a primary care CNP could see
patients in ED fast track areas who
present with problems that are com-
monly seen in primary care settings
(e.g., otitis media, minor injuries,
sprains), However, if the primary
care CNP is expected Lo provide care
for unstable, critical, or complex
patients, then s/he would be practic-
ing outside histher scope of practice.
The CNP must seek formal post-
graduate NP education if s/he wishes
to expand beyond his/her primary
care or acute care CNP preparation.
National certification in Adult-
Gerontology Primary Care,
Pediatric Primary Care, or Family
validates knowledge regarding “pri-
mary care” practice for a general-
ized practice, or for further special-
ization in a specific area of wellness




or disease/chronic or disease/sys-
tems management within the pri-
mary care certification population
foci, such as urology, dermatology,
cardiology, rheumatology, etc.
Practice settings may be varied,
such as an urgent care clinic, a
hospital based clinic or department,
or an office practice/clinic as long
as the conditions or level of acuity
managed by the CNP remain consis-
tent with the CNP's specific national
certification.

The National Organization of
Nurse Practitioner Faculty (NONPF)
(2012) states that the distinction
between primary and acute care
should be made at the level of the
population served by the CNP. Of
the broad population foci (adult-
gerontology, family/Individual across
the lifespan, pediatrics, neonatal,
psychiatric-mental health, and
women's health/gender-related), the
acute and primary care distinctions
are currently noted within the adult-
gerontology and pediatrics foci.

A fundamental premise of the
Consensus Model is that CNP
competencies are not setting
specific, Historically, the acute care
CNP practiced predominantly in the
hospital and the primary care CNP
practiced within a community set-
ting. These setting boundaries often
overlap. Regulation of APRNs in
Kentucky is based on educational
preparation, certification, and scope
of practice and not on the type of
practice setting,

Pre-APRN specialization at the RN
level does not expand the scope of
practice at the APRN level. For exam-
ple, a registered nurse who practiced
in critical care and then completes a
primary care NP formal educational
program is not prepared to practice
as an acute care CNP. This individual
would also need to complete a formal
acute care NP educational program
to be eligible to sit for acute care
certification and to practice as an
acute care CNP,

In summary, regardless of the
setting, the CNP may legally only
manage the care of those patients
and conditions for which the

CNP is formally educated and

for which the CNP is nationally
certified. Many of the nurse
practitioner certification test plans
are available online for review
through the specific national
certifying agency website. Addi-
tionally, the Kentucky Board

of Nursing has published the “APRN
Scope of Practice Determination
Guidelines” and the “APRN Seope of
Practice Decision-Making Model”

which contain a decision chart
providing guidance to APRNs

in determining whether a selected
act is within an individual APRN's
scope of practice. A copy of the
guidelines and decision model
may be obtained from the KBN

website at http://kbn kyv.goviprac-

For further information, contact
or at

502-429-7181,
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The Practice Lane

by Kathy Hoebalhelnrich MSN, APRN-NP, ANP-BG,
B8C-ADM, CDE, Nursing Practice Consultant, NBON

The Many Lanes of APRN Roles and Populations

‘The Nadonal Council of Stace Boards of Nursing (NCSBN) hosus
an annual Reundtable for Advanced Practice Reglstered Nurse (APRN)
stakeholders to discuss common fssues and concams regarding APRING,
Invitees to the 2017 meeting incdluded nursing regulators, educators,
professional socletles, credentialing agencles and others intesested In
the grasstoots work of moving roward unified elemenes of the 2008
Consensus Mode] for APRN Regulation (Figure 1),

The theme of 2017 Roundable, The Many Lanes of APRN Roles
and Populations, aptly embodied the current tempo of Inquirles to
nursing regulators regarding the allgnment of APRN educaton
and cerrifications when the focus of practice shifts beyond role and
population focus,

Advanced practice nurses commit to a specific APRN role and
patient population early in the coursc of education and training. Board
centification Is the driving lane for praciice. Successful completion
of 2 cectifieation examination provides a psychometrlc assessment
of baseline competency for entry into practice for a pardeular role
and population. Nebraska is among these states that require board
certificadon for licensure in order to practice 26 an APRN, Licensure
Is permtdesion 10 drive within a defined statucory scope of practice or
practice fane,

Advanted Practlee Reglstered Nurse speclalty education and practics
build upon and are in addition to the education and practice of the
APRN role and population focus, e.g, a Certified Registered Nurse
Anesthedse (CRNA) could specialize in pain management 2 Cerdfied
Nurse-Mldwife (CNM) could speciallze in the care of postmencpausal
wamen, a Clinfcal Nurse Specialist (CNS) could specialize In palliative
care, or, the Nurte Practitioner (NP} could specialize in Hematology-
Oncology.

Lane drift can occur when the APRN becomes distracted by patient
or other circumstances in the pracdce environment. Lane thanges are
more significant changes In practice populations and/or required skill
sets—and not surprisingly, lane changes come with greater risks if not
catchully executed. The lines demarcadng lane drlft and lanc change are
not always cbvious,

Lane Drift or Lane Change?

Consider the following hypathetical prerice struadons:

—~An expetienced Pediatric Nurse Preddtioner (PNP) in 2 Pediatric
Hematology-Oncology clinie agrees to provide care 10 a 23 year-
esblished patient In the practice. The patlent anticipates establishing
with an adult provider following college graduation and relocation for
employmens In another clty within the next 12 months,

«-The PNP Is offered a case management positian which includes
additlonal responsibilides for hospiral rounds for the Hematology-
Oncology practice to assist estzblished clinfc patencs and thelr families
in the discharge transiton to home and dlinic-based care,

~The PNP Is informed that clinic NPs will now be required
10 rotate avenlng and week-end call for the Hematology-Oncology
practice. Call will include new hosplial patient referrals,
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Figure 1 Consensus Made! for APRN Regulution (NCSBIN, 2008)

Misalignment

Misalignment of APRN practice and credentials can manifest on
several fronts:

1. Payer tequirements for APRN credentials for relmbursement
of services, ¢.g., behavioral health or primary care

2. A plaintiff attorney requests a cliniclan/praciice/Geility to
provide evidence for the qualifications of an APRN provider

3. Employers and/for medical credentlaling staff do nor
understand APRN credentlals

4. Providers make referrals for speclalty pracyice consultations
expecting a physician

5. Patlents may not be fully informed regarding the qualificattons
of APRN providers

6. APRNs fall to recognize employment opportunitles tha are
not safe praciice
{Buppert, 2017),

Historically, grandfathering has been the primary mechanism to
exempt providess from a new law or reguladon based on pre-existing
requiremerits In order o praciice. Grandfathering provisions
typleally assign competency an the basis of the individual having
acquited natlonal advanced cerdification and currént practice in the
role and population requested (Alevander, 2014). Additlonally, in
the case of NPs, the abundance of graduates prepared as adulc and
family praciice ciinicians has translaced to a plpeline, one-size-fits-all
supply for employers, Assumptions are made thar skill sets can be
shaped by the practice sctting with exparience or on-the-job training,
or pechaps, ‘jump starred’ if the individual has had prior experience
asa RN,
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