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VA 
	
                                  
      U.S. Department 
  of Veterans Affairs


Office of the Secretary					In Reply Refer To: 00REG Washington DC 20420


Date:  November 9, 2016


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

	I have reviewed this rulemaking package and determined the following.

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

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

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

4.  Attached please find the relevant cost impact documents. 

(Attachment 1):  Agency’s Impact Analysis, dated November 8, 2016
(Attachment 2):  CFO Concurrence memo, dated April 16, 2015


Approved by:
Michael P. Shores, MSRC 
Acting, Director Regulation Policy & Management (00REG)
Office of the Secretary











(Attachment 1)

Impact Analysis for RIN 2900-AP44/WP2013-036


Title of Regulation: Advanced Practice Registered Nurses

Purpose:  To determine the economic impact of this rulemaking. 

Background: The Department of Veterans Affairs (VA) is amending its medical regulations to permit full practice authority of three roles of VA advanced practice registered nurses (APRN) when they are acting within the scope of their VA employment.  Certified Registered Nurse Anesthetists (CRNA) will not be included in VA’s full practice authority under this final rule.  The final rulemaking establishes the professional qualifications an individual must possess to be appointed as an APRN within VA, establishes the criteria under which VA may grant full practice authority to an APRN, and defines the scope of full practice authority for each of the three roles of APRN.  The services provided by an APRN under full practice authority in VA are consistent with the nursing profession’s standards of practice for such roles.  This rulemaking increases veterans’ access to VA health care by expanding the pool of qualified health care professionals who are authorized to provide primary health care and other related health care services to the full extent of their education, training, and certification, without the clinical supervision of physicians, and it permits VA to use its health care resources more effectively and in a manner that is consistent with the role of APRNs in the non-VA health care sector, while maintaining the patient-centered, safe, high-quality health care that veterans receive from VA.

The Need for the Regulation:  This rulemaking is consistent with numerous recommendations to remove scope of practice barriers, including the variation in APRN practice that result from disparate state regulations and are reflected in the variation in APRN practice that exists across the VHA.  Currently, each jurisdiction/state devises its own standards in regard to APRN practice.  These regulatory barriers, unless addressed, will exacerbate the impacts of the existing and growing nationwide practitioner shortages in primary care within VA and the community.
A 2011 report by the Institute of Medicine (IOM) of the National Academy of Sciences, The Future of Nursing: Leading, Change, Advancing Health, suggests that removing scope of practice barriers and allowing APRNs to practice independently could increase clinical productivity.[footnoteRef:2]  The IOM report identifies a “distressing catalog of dysfunctions with their attendant costs” resulting from the regulatory barriers imposed by the patchwork of state scope of practice requirements.[footnoteRef:3]  These include: denied care, particularly in rural areas; demoralized providers who relocate or leave practices, exacerbating existing maldistribution and shortages; and increased costs of care.[footnoteRef:4]   [2:  INST. OF MED., NAT’L ACAD. OF SCIENCES, THE FUTURE OF NURSING: LEADING CHANGE, ADVANCING HEALTH (2011) (generally reviewing APRN scope of practice restrictions, and recommending removal of barriers), http://www.nationalacademies.org/hmd/Reports/2010/The-Future-of-Nursing-Leading-Change-Advancing-Health.aspx.  ]  [3:  Id. at 450-452.]  [4:  Id.] 

According to IOM, substituting APRNs for physicians across a wider range of health care services frees up physician time to handle more complex cases.  The Future of Nursing report provides expert advice based on “[e]vidence suggest[ing] that access to quality care can be greatly expanded by increasing the use of RNs and APRNs in primary, chronic, and transitional care,”[footnoteRef:5] and expresses concern that scope of practice restrictions “have undermined the nursing profession’s ability to provide and improve both general and advanced care.”[footnoteRef:6]  The report found that APRNs’ scope of practice vary widely “for reasons that are related not to their ability, education or training, or safety concerns, but to the political decisions of the state in which they work.”[footnoteRef:7]  It also recognized the Federal Trade Commission’s competition advocacy in this area and specifically exhorted the FTC and the Antitrust Division of the U.S. Department of Justice to pay continued attention to the competition issues raised by scope of practice regulations. [5:  Id. at 27.]  [6:  Id. at 4.  ]  [7:  Id. at 5.  ] 

In a 2014 policy brief, staff of the Federal Trade Commission (FTC) expressed the view that APRN licensure and scope of practice regulations may unnecessarily restrict competition, which can be detrimental to health care consumers and have broader public health consequences.[footnoteRef:8]  APRNs are trained, and in many states licensed, to provide a broad range of primary care services that are also provided by primary care physicians and, according to the FTC, “there is increasing agreement among health authorities that APRNs could safely provide an even broader range of primary care services, if regulatory and reimbursement policies would permit them to do so.”[footnoteRef:9]  The competition concerns voiced in the FTC staffs’ scope of practice advocacy comments are consistent with the policy analysis in the 2011 IOM report on The Future of Nursing.  [8:  Federal Trade Commission Staff Paper, Policy Perspectives: Competition and the Regulation of Advanced Practice Nurses (2014), https://www.ftc.gov/system/files/documents/reports/policy-perspectives-competition-regulation-advanced-practice-nurses/140307aprnpolicypaper.pdf.  The extent to which APRNs and other professionals might augment the primary care workforce has been of policy interest for some time.  See, e.g., Office of Tech. Assessment, U.S. Cong., Health Tech. Case Study 37, Nurse Practitioners, Physician Assistants, and Certified Nurse- Midwives: A Policy Analysis, 39 (1986).  ]  [9:  Id. at 14.] 

This rulemaking is also consistent with the National Council of State Boards of Nursing (NCSBN) Consensus Model and includes all APRN roles.  In 2008, the Consensus Model for APRN Regulation: Licensure, Accreditation, Certification, and Education was completed and endorsed by 44 organizations representing APRN certifiers, accreditors, public regulators, educators, and employers.  Granting full practice authority would allow the three roles of APRNs to provide the full array of health care services commensurate with their education, training, and certification.[footnoteRef:10]  The NCSBN Model APRN regulation is aimed at public protection by ensuring uniformity across all jurisdictions.  [10:  National Council of State Boards of Nursing, APRN Advisory Council. (July 7, 2008).  Consensus Model for APRN Regulation: Licensure, Accreditation, Certification & Education.] 

[bookmark: _GoBack]Because this regulation addresses preemption of certain State laws, VA conducted prior consultation with State officials in compliance with Executive Order 13132.  Such State officials include State Senators from Georgia and Illinois; State Representatives from Florida, Ohio, Vermont, North Carolina, Georgia, and Illinois; County Commissioners from Nevada, Ohio, and North Carolina; and the State Comptroller and Secretary of State from Illinois, to name a few.  Although not necessarily required by the Executive Order, VA sent a letter to the National Council of State Boards of Nursing to state VA’s intent to allow full practice authority to VA APRNs and for the National Council of State Boards of Nursing (NCSBN) to notify every State Board of Nursing of VA’s intent and to seek feedback from such Boards of Nursing.  In response to its request for comments, VA received correspondence from the Executive Director and other relevant staff members within NCSBN, which agreed with VA’s position that this rulemaking properly identifies the areas in VA regulations that preempt State laws and regulations.  While providing a comprehensive description of state practice requirements for each APRN role is beyond the scope of this document, summaries provided by each professional organization are included in Appendix 1-A.  The scope of federal preemption of state practice requirements is expected to decline over time, as states increasingly move towards reducing barriers to advanced nursing practice. 

The RAND Corporation cited in their 2016 Report:  Balancing Demand and Supply for Veterans’ Health Care:   A Summary of Three RAND Assessments Conducted Under the Veterans Choice Act:   “We project that the veteran population will decrease by 19 percent from 2014 levels.  In the near term – through 2019—the number of veterans using VA health care will increase.”  The report acknowledges that although the U.S. veteran population has declined since 1980, the number of veterans using the VA for health care has increased “substantially.”11.  Allowing full nursing practice authority is often raised as a key approach to addressing national physician workforce shortages and access problems, particularly in primary care.[footnoteRef:11]  Any increased demand for primary care will exacerbate an existing shortage of primary care practitioners.  The Federal Health Resources and Services Administration estimates that more than 63.5 million people living within the 6,517 Health Professional Shortage Areas nationwide do not currently receive adequate primary care services.[footnoteRef:12]  This will also address cost avoidance issues for expensive contracts to meet current and future demand.   [11:   Carrier, E. R., Yee., & Stark, L., “Matching supply to demand: Addressing the U.S. primary care workforce shortage,” Policy Analysis, 7 (National Institute for Health Care Reform, 2011); Wilson, J. F., “Primary care delivery changes as nonphysician clinicians gain independence,” Annals of Internal Medicine, 149(8), 597-600  (2008).]  [12:  Bureau of Health Workforce, Health Resources and Services Administration, U.S. Department of Health & Human Services, “Designated Health Professional Shortage Areas Statistics as of Nov. 4, 2016.”] 




Description of Current APRN Practice/Baseline:  This section describes the current baseline for the VA APRN workforce.

Description of State Regulations:  American Association of Nurse Practitioners’ (AANP) website provides a state by state map of the current state practice environment for nurse practitioners and can be found in Appendix 1-A.  This indicates that 105 out of 152 VA medical facilities (69%) employ APRNs that function under restricted or reduced authority.  This translates to 4,370 out of 5,705 of the APRNs in the VA (76%) practicing with restrictive or reduced authority.  

Number of VA Facilities / APRN Number & Type of Practice in those States:  A table with the number of VA facilities by state and the number and practice of APRNs (NPs, CRNAs, CNS) iis provided in Appendix 1-B.  The accompanying legend to the table illustrates the variability and complexity of APRN practice throughout the United States.  

APRN Gains and Losses for FY-12 to FY-16 (Source:  2015 VHA Workforce Planning Report):  The number of Nurse Anesthetist gains and losses for FY-12 to FY-16:  Total Gains – 314 / Total Losses – 226 for a net gain of 88.  The number of Nurse Practitioner gains and losses for FY-12 to FY-14:  Total Gains – 1499 / Total Losses – 879 for a net gain of 620. The number of Clinical Nurse Specialists gains and losses for FY-15 to FY-16: Total Gains-32 / Total Losses -73 for a net loss of 41. Tables with a breakdown by fiscal year can be found in Appendix 1-C.  

Physician Gains and Losses for FY-14 to FY-15:  See Appendix 1-D for information related to the total number of physician gains and losses for FY-14 to FY-15.  

  
Benefits of the Final Rule:  A team-based treatment model, particularly implemented in the care of patients with chronic disease and/or behavioral illness, is increasingly seen as vital to improved patient care, important to better patient self-management, and a way to reduce hospital readmissions and unnecessary emergency department visits.  Such a model holds promise for improved patient outcomes at a lower overall cost, at least partially because it should allow individual clinicians to work at the top of their education, training, certification and licensure.  Since APRNs are playing a more prominent role in providing ongoing patient care in a team model, physicians should be available to perform the tasks that only physicians have been trained to perform. 
Both within and outside of VA, primary care providers are often a patient’s first point of contact in the health care system.  Such providers offer a wide array of services, including, delivery of preventive care and health education, and ongoing management of acute and chronic conditions.  Increasing the role of APRNs in providing such primary care services has the potential to help alleviate the expected primary care workforce shortage.14

Hiring Practices:

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


Access to Care:  According to a 2015 Survey of VA Resources and Capabilities, 68% of respondents identified providers performing clinical activities in cases that could be performed by professionals with less training as a key issue negatively impacting provider and system efficiency.15  VA assumes that with the assistance from APRNS, physicians will have more time for patient care, thus reducing patient wait times and increasing access, which is the goal of this regulation.  VA will be able to use its current health care resources more efficiently, by having more qualified and trained staff to adequately serve our Nation’s Veterans, which will improve the quality of VA’s patient care and services.  The intent is to allow physicians to provide care to the most complex Veteran and to perform the skills in which they are specifically trained.

Estimated Financial Impact:  We cannot confirm with financial data the significant quantifiable cost savings associated with this final rulemaking.  We have identified projections of anticipated savings in several statewide studies, discussed further below, and from that, we can project that there will be savings within VA.  We also have one evaluation of full practice authority for CRNAs in a VA facility, which showed that over a one year period utilizing a primarily CRNA anesthesia model in the facility’s anesthesia department the acuity of patient cases increased while mortality rates decreased and morbidity ratios remained unchanged. Furthermore, in the same time period, labor costs per relative value unit (a measure of case complexity plus time) decreased to $19 compared to $24 for the Veterans Integrated Services Network (VISN) and $68 per unit nationally.  However, VA cannot at this time generalize these results to other VA Medical Facilities due to high variability in the complexity and type of surgical caseload between facilities.  VA will further examine this evaluation and consider the implications of FPA for CRNAs to assist with future access issues.

A Texas statewide coalition of stakeholders released an economic report asserting that full practice authority for APRNs would improve primary care in the state of Texas resulting in an increase of $8 billion in economic output and nearly 100,000 permanent jobs.  This report projects that economic output will triple and jobs will nearly double after 20 years.16  

A Florida study projects the same results along with savings exceeding $300 million per annum.17

A 2015 RAND Corporation study investigated the impact of Full Practice Authority (FPA) in the state of Ohio considering access, quality of care and cost impact summary.  They stated: “If, as the studies suggest, NP full practice authority leads to more office-based primary care visits and checkups and fewer ACS [ambulatory care-sensitive] emergency visits, then value per dollar spent should increase; however, there is not enough evidence to know definitively. It does appear that restrictive SOP laws could, in some states, force NPs to pay a significant share of practice revenues to their collaborating physicians.”18

Projected savings based on the final rulemaking for FPA is related to provider productivity.  Physician providers will be able to utilize their time seeing patients versus reviewing the practice of NPs.  As an example, in the VA, physicians are provided with administrative time to fulfill NP collaborative mandates per state regulation.  Included in this is time for the physician to conduct chart reviews and other supervisory requirements mandated by individual state practice acts for those NPs that they supervise.  This projected time savings associated with an increase in provider time availability should result in an increase in provider efficiency, increased access, and decreased wait times.    
________________
14Office of Shortage Designation, Bureau of Health Professions, Health Resources and Services Administration, U.S. Department of Health & Human Services, “Designated Health Professional Shortage Areas Statistics as of Nov. 27, 2012.
15RAND Corporation. (2015).  Resources and Capabilities of the Department of Veterans Affairs to Provide Timely and Accessible Care to Veterans.  Assessed at http://www.rand.org/pubs/research _reports/RR1165z2.html.

States have specific requirements for physician involvement as a condition of NP licensure and the practice of advanced practice nursing.  State requirements is one of the real, but overlooked “added costs” that the VA incurs under the existing practice authority model.  The added staff time devoted to meeting these individual state requirements is a variable cost associated with state-based practice authority.  In states where on-site meetings are required, this may equate to the loss of a full clinic day due to travel to the clinical site when the NP and physician are not co-located.  States have varying requirements for the number, frequency and type of patient charts that must be reviewed.  There are additional costs to the VA and to Veterans, such as cancelled appointments and the loss of continuity of care when the NP workforce is prevented from providing advanced practice care during times of transition between collaborative physicians and state requirements.  See Appendix 1-E  

This analysis relies in part on data and other listings provided by various personnel at VA.  That data has been reviewed for reasonableness and compared to past trends and other information, when possible.  Some of the information in this analysis is based on historical data and estimates presented in this analysis will only be accurate if future experience exactly replicates those data, assumptions and productivity used in this analysis.  Actual experience will likely vary from this analysis to a degree for a number of reasons. Therefore, emerging experience should be continually monitored to detect whether expectations based on this analysis are appropriate over time.  The results contained in this analysis are projections.  Actual results will differ from those projected here for many reasons.  For example, it is impossible to determine how world events will unfold.  Those events that impact the economy and the use of the nation's military may have a profound impact on enrollment and expenditure projections into the future.  It is important that actual enrollment and savings and/or costs be monitored and the projections updated regularly based on this changing environment by VA. 

Distributional Effects:  Full practice authority is granted by VA to the APRNs upon demonstrating that the advanced educational, testing, and licensing requirements established in this rulemaking are met and upon the recommendation and approval of the medical executive committee when the provider is credentialed and privileged.  APRNs will continue to practice under leadership by their local Service Chief, depending on the administrative structure at their VA facility.  The local Service Chief will have the same input regarding the level of practice in the credentialing process of APRNs, as he/she currently does for other providers, with confirmation by the local Professional Standards Board, or its equivalent.  Although some APRNs may initially experience added responsibilities during implementation of full practice authority, additional resources or FTE will not be warranted.  
___________________________
16Texas Nurses Association.  Further utilizing APRNs is good for Texas.  http://www.nursingald.com/Uploaded%5CNewsletterFiles%5CTX7_12.pdf. Accessed May 6, 2012.
17Peck, J.L. (2013). Addressing the Texas Health Care Crisis:  Effective Use of Advanced Practice Registered Nurses.  The Journal for Nurse Practitioners, (9)2:  pp116-121.
18Martsolf, G.R.; Auerbach, D.I.; & Arifkhanova, A.  (2015). The Impact of Full Practice Authority for Nurse Practitioners and Other Advanced Practice Registered Nurses in Ohio.  The Rand Corporation:  San Monica, CA.      

Regulatory Alternatives: Per the request of the Veterans Access, Choice, & Accountability of 2014 the RAND Corporation in 2015 prepared an independent assessment for the Department of Veterans Affairs and included policy options to increase productivity of existing resources.  The assessment recommended formalizing full practice authority for APRNs and concluding that doing so will likely be a cost effective approach to increasing productivity of VA’s existing workforce.19   The no action alternative for VHA will be to not implement any regulatory change for APRNs at this time.  This would hinder VHA’s ability to effectively and efficiently address access challenges.  VHA seeks cost-effective, quality and timely care for Veterans.  VHA will continue to support FPA for CRNAs in states where FPA exists for CRNAs. In states where restricted practice exists for CRNAs, VHA will review FPA for CRNAs as  necessary to meet access issues for anesthesia services.  VHA will continue the review supportive evidence and comments regarding CRNA FPA to meet Veteran’s care needs.    

Submitted by:

Linda McConnell, MSN, RN, NEA-BC, FACHE
Chief Nursing Officer
Department of Veterans Affairs
November 8, 2016




____________________________

19Farmer, C.M.; Hosek, S.D.; & Adamson, D.M.  (2015).  Balancing Demand and Supply for Veterans’ Health Care:  A Summary of Three RAND Assessments Conducted Under the Veterans Choice Act.  Assessed Nov 7, 2015@ http://www.rand.org/pubs/research_reports/RR1165z4.html. 
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Appendix 1-A
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Appendix 1-B

VA Facilities by State Including the Number and Types of Practice of APRNs   
 
[image: ]
Secondary Source:  VHA Office of Productivity, Efficiency and Staffing (OPES) FY-16 data.    
Note:  In CT, KY, MD, ME, MI, MN, and VT, there were additional requirements for full practice authority noted such as residency hours and restricted prescriptive authority.   



	Legend for CNS Practice

	FSP
	Full Scope of Practice

	LSP
	Limited Scope of Practice

	Source:  http://www.nacns.org/html/prescr-authority.php

	Legend for CRNA Practice

	I
	Independent

	NI
	Not Independent

	NR
	Not Recognized as APRN

	ND
	No Data

	Source:  https://www.ncsbn.org/5404.htm

	Legend for NP Practice

	FP
	Full Practice: State practice and licensure law provides for all nurse practitioners to evaluate patients, diagnose, order and interpret diagnostic tests, initiate and manage treatments—including prescribe medications—under the exclusive licensure authority of the state board of nursing. This is the model recommended by the Institute of Medicine and National Council of State Boards of Nursing. 

	RP
	Reduced Practice: State practice and licensure law reduces the ability of nurse practitioners to engage in at least one element of NP practice. State law requires a regulated collaborative agreement with an outside health discipline in order for the NP to provide patient care or limits the setting or scope of one or more elements of NP practice

	RSP
	Restricted Practice: State practice and licensure law restricts the ability of a nurse practitioner to engage in at least one element of NP practice. State requires supervision, delegation, or team-management by an outside health discipline in order for the NP to provide patient care









Source:  https://www.aanp.org



Appendix 1-C

Workforce Trend Data for Nurse Anesthetists, Nurse Practitioners and Clinical Nurse Specialists.  Sources:  2015 VHA Workforce Planning Report; VHA Support Service Center (VSSC); and ProClarity HR Employee Cube.

    
Nurse Anesthetist Workforce Trend Data
	
	FY 2012
	FY 2013
	FY 2014
	FY 2015
	FY2016

	Onboard
Employees
	731
	808
	854
	942
	969

	Total losses
	54
	49
	50
	33
	40

	Total gains (computed)
	66
	118
	98
	13
	19


    Nurse Practitioner Workforce Trend Data
	
	FY 2012
	FY 2013
	FY 2014
	FY2015
	FY2016

	Onboard
Employees
	4,997
	5,252
	5,490
	5,792
	6,159

	Total losses
	176
	229
	215
	428
	481

	Total gains (computed)
	268
	348
	422
	771
	654


    Clinical Nurse Specialist Workforce Trend Data
	
	FY 2012
	FY 2013
	FY 2014
	FY2015
	FY2016

	Onboard
Employees
	560
	559
	545
	546
	554

	Total losses
	
	
	
	33
	40

	Total gains (computed)
	
	
	
	13
	19


























Appendix 1-D

     VA Physician Gains and Losses for FY 2014 and FY 2015
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Appendix 1-E

States with Specific Commitments from Physicians as it Relates to NPs.  Source:  American Association of Nurse Practitioners, November, 2016.    
 
	State
	Activity
	Time/Time Intervals (if specified)
	Citation

	Alabama
	On-site time or meetings
	
	(AL 610-X-5-.08)

	Alabama
	Chart Review between 6 and 10%
	
	(AL 610-X-5-.08)

	Georgia
	Chart Review 
· 100% of charts for patients prescribed controlled substances
· 100% of charts for patients with adverse outcomes 
· 10% of all other patient records 
	· For charts of patients with adverse outcomes, no more than 30 days after that outcome was discovered.
· For charts of patients without adverse outcomes or controlled substance prescriptions, review must be at least annually.
	GA ADC 360-32-.02

	Illinois 
	Meetings 
Must generally “provide collaboration and consultation” and also to meet the requirement to “discuss the condition” of any patients prescribed controlled substances
	Monthly
	225 Ill. Comp. Stat. Ann. 65/65-40 

&

68 Ill. Adm. Code 1300.420

	Illinois
	Chart review
“Medication orders shall be reviewed periodically by the collaborating physician or podiatric physician.”
	Periodically 
	225 Ill. Comp. Stat. Ann. 65/65-40

	Indiana
	Chart Review
	
	[bookmark: _8lxnoew29ul8]848 IN ADC 5-1-1


	Mississippi
	Chart Review
Collaborating physician must review 10% of an NP’s charts, or 20 individual charts, whichever is fewer.
	Monthly
	Miss. Admin. Code 30-18-2840:2.3


	Missouri
	Chart Review
Collaborating physician must review a minimum of 20% of all charts, and a minimum of 10% of all charts for patients who were prescribed controlled substances. The 10% of controlled substance charts may count toward the 20% of all charts.
	Every 14 days
	MO ST 334.104

	Missouri
	On-Site Time
With exception for providers of population-based public health services (as defined), collaborating physicians must be on-site for a minimum of one month at beginning of collaborative agreement relationship
	One-month at onset of collaborative relationship
	MO ST 334.104

	North Carolina
	Meetings
Scheduled meetings 
	At least once monthly during the first six months of a collaborative agreement relationship, and at least every six months thereafter
	21 NCAC 36.0810

	Ohio 
	Meetings
A “conference” must be held following chart review between the collaborating physician and NP
	
	OH ST 4723-8-05

	Ohio 
	Chart review
· Random chart review
· For NPs who prescribe, periodic review of prescriptions written and prescribing patterns
	Periodically for random charts generally, and periodic review for NPs with prescriptive of authority, at least semi-annually, for prescriptions written and prescribing patterns
	OH ST 4723-8-05

	Pennsylvania
	Chart review/Etc.
“A physician available to a CRNP on a regularly scheduled basis for referrals, review of the standards of medical practice incorporating consultation and chart review, drug and other medical protocols within the practice setting, periodic updating in medical diagnosis and therapeutics and cosigning records when necessary to document accountability by both parties.”
	
	49 Pa. Code § 21.251

	South Dakota 
	Meetings
“Direct personal contact” (in-person) required, unless half of those requirements are established to be through telecommunication and not in person.
	No less than twice per month
	ARSD 20:62:03:03


	South Dakota
	On-Site Time
· (In addition to physical meeting at least once per month)
· Collaborating physician must be physically on-site at each of the NP’s practice locations at least every 90 days (exemption for non-routine places the NP may be providing care, such as community events, house calls)
	Once per 90 days at each of the NP’s practice locations
	ARSD 20:62:03:05


	Tennessee
	On-Site Time
Must visit any remote sites of the NP 
	At least once every 30 days
	Tenn. Comp. R. & Regs. 0880-06-.02

	Tennessee
	Chart Review
· Once every ten business days, with certification of such review completed within 30 days all “historical, physical and therapeutic data”
· At least 20% of all charts reviewed or monitored by the NP every 30 days
	· For “historical, physical and therapeutic data,” once every ten business days, with certification of such review completed within 30 days
· For all charts within the 20% minimum, at least once every 30 days
	Tenn. Comp. R. & Regs. 0880-06-.02

	Texas
	Meetings
Face-to-face requirements: At least monthly until the 3rd anniversary of the collaborative agreement relationship, and at least quarterly thereafter face-to-face, but with monthly meetings in between that may be conducted through a remote electronic communications system 
	
	Tex. Admin. Code tit. 22, § 222.5

	Virginia
	Chart review
Practice Agreements must contain   provisions for the periodic review of patient charts or electronic health records
	Periodic Review 
	VA ST 54.1-2957
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State

N(%)

Number of 

VA 

Medical 

Facilities 

by State

NP

N

NP

%

CNS

N

CNS

%

CRNA

N

CRNA

%

Total

APRN

AK 1 11.18               78.8% FP 1.00                7.1% FSP 2.00                  14.1% I 14.18                     

AL 3 112.87            87.2% RP 2.00                1.5% LSP 14.55                11.2% ND 129.42                   

AR 2 104.67            71.8% RP 24.05              16.5% FSP 17.04                11.7% NI 145.76                   

AZ 3 139.25            85.0% FP 5.46                3.3% FSP 19.12                11.7% NI 163.83                   

CA 8 474.79            78.6% RSP 54.49              9.0% LSP 74.89                12.4% I 604.17                   

CO 2 87.24               81.1% FP 10.78              10.0% FSP 9.53                  8.9% i 107.55                   

CT 1 51.01               82.6% FP 7.26                11.8% FSP 3.46                  5.6% I 61.74                     

DC 1 34.04               75.9% FP 3.25                7.3% FSP 7.55                  16.8% I 44.85                     

DE 1 24.19               85.9% RP 0 0.0% FSP 3.96                  14.1% I 28.15                     

FL 6 411.17            81.1% RSP  21.38              4.2% LSP 74.39                14.7% NI 506.95                   

GA 3 116.54            73.3% RSP 10.42              6.5% LSP 32.13                20.2% NI 159.09                   

HI 1 25.34               72.2% FP 9.76                27.8% FSP 0.0% NI 35.10                     

IA 2 47.71               70.4% FP 6.15                9.1% FSP 13.92                20.5% I 67.78                     

ID 1 19.60               76.6% FP 0 0.0% FSP 6.00                  23.4% I 25.60                     

IL 5 129.88            77.3% RP 16.51              9.8% LSP 21.65                12.9% NI 168.04                   

IN 2 94.29               82.9% RP 15.98              14.0% LSP 3.49                  3.1% NI 113.76                   

KS 2 63.67               89.0% RP 3.81                5.3% LSP 4.07                  5.7% I 71.55                     

KY 2 93.63               85.2% RP 6.86                6.2% FSP 9.43                  8.6% I 109.92                   

LA 3 73.11               79.9% RP 5.88                6.4% LSP 12.54                13.7% NI 91.54                     

MA 3 105.22            81.5% RSP 16.37              12.7% LSP 7.52                  5.8% NI 129.11                   

MD 1 56.55               67.9% FP 14.04              16.9% FSP  12.70                15.2% NI 83.29                     

ME 1 25.33               85.0% FP 0.35                1.2% FSP 4.12                  13.8% NI 29.80                     

MI 5 165.34            82.5% RSP  11.93              6.0% LSP 23.12                11.5% ND 200.39                   

MN 2 88.51               66.8% FP 13.34              10.1% FSP 30.73                23.2% I 132.59                   

MO 4 113.16            70.8% RSP 14.83              9.3% FSP 31.95                20.0% NI 159.93                   

MS 2 104.51            85.7% RP 3.47                2.8% LSP 14.03                11.5% NI 122.02                   

MT 1 28.45               79.1% FP 0 0.0% FSP 7.50                  20.9% I 35.95                     

NC 4 175.62            80.5% RSP 10.36              4.8% FSP 32.08                14.7% I 218.05                   

ND 1 15.63               75.8% FP 0 0.0% FSP 5.00                  24.2% I 20.63                     

NE 1 28.92               65.8% FP 1.00                2.3% FSP 14.02                31.9% I 43.94                     

NH 1 23.25               93.7% FP 0 0.0% LSP 1.57                  6.3% I 24.83                     

NJ 1 49.64               91.0% RP 4.90                9.0% LSP 0.0% NI 54.54                     

NM 1 23.25               55.3% FP 6.76                16.1% FSP 12.00                28.6% I 42.01                     

NV 2 43.47               86.2% FP 0.88                1.8% FSP 6.10                  12.1% I 50.46                     

NY 9 229.23            91.8% RP 8.92                3.6% LSP 11.48                4.6% NR 249.63                   

OH 5 207.65            74.1% RP 39.20              14.0% LSP 33.21                11.9% NI 280.06                   

OK 2 52.49               69.4% RSP 8.05                10.6% FSP 15.13                20.0% NI 75.67                     

OR 3 93.15               83.5% FP 7.49                6.7% FSP 10.94                9.8% I 111.58                   

PA 8 173.52            70.6% RP 30.42              12.4% LSP 41.77                17.0% NR 245.72                   

PR 1 20.60               67.3% 0 0.0% 10.00                32.7% 30.60                     

RI 1 23.22               66.8% FP 7.53                21.7% FSP 4.00                  11.5% I 34.75                     

SC 2 86.25               82.2% RSP 3.99                3.8% LSP 14.68                14.0% NI 104.92                   

SD 2 28.61               72.6% RP 2.86                7.2% LSP 7.96                  20.2% NI 39.42                     

TN 3 206.96            83.0% RSP 8.85                3.6% LSP 33.45                13.4% NI 249.26                   

TX 8 219.92            71.6% RSP 21.81              7.1% LSP 65.51                21.3% NI 307.24                   

UT 1 70.59               83.0% RP 1.00                1.2% FSP 13.46                15.8% I 85.05                     

VA 3 129.29            75.6% RSP 11.05              6.5% LSP 30.67                17.9% I 171.01                   

VT 1 27.06               78.8% FP 4.00                11.6% FSP 3.30                  9.6% I 34.36                     

WA 3 116.00            87.7% FP 1.50                1.1% FSP 14.72                11.1% I 132.22                   

WI 3 128.54            86.0% RP 2.43                1.6% FSP 18.52                12.4% I 149.50                   

WV 4 48.68               81.2% RP 0.92                1.5% FSP 10.38                17.3% I 59.99                     

WY 2 30.78               82.7% FP 3.88                10.4% FSP 2.58                  6.9% I 37.24                     

Grand Total 140 5,053.60         79.0% 467.18           7.3% 873.94              13.7% 6,394.72               

APRNs by

State

 Normal Scheduled FTE

(Includes only VA Salaried Providers) 
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Figure 4: Physician Gains and Losses by Month
‘Source: WebHR as of July 1, 2015 and FY14/F15 PAID data
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