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Talking Points, Background and Q & A

Talking Points

Due to concerns expressed by multiple parties (see Background) the American Academy of Family Physicians, American Academy of Pediatrics, American College of Physicians and American Osteopathic Association have developed the attached Addendum to the Joint Principles of the Patient-Centered Medical Home. (see Attachments #1 and #2)

The purpose of this Addendum is to clarify that a health care practice directed by a nurse practitioner (NP), in those states where NPs already have independent practice, might be recognized as a patient-centered medical home (PCMH) if such a practice fulfills the same requirements as any physician-led practice. 

The Addendum language does not change the Joint Principles or the NCQA Physician Practice Connection-Patient Centered Medical Home recognition criteria.

What the Addendum does establish is that in patient-centered medical home demonstration projects, the evaluation of NP-led PCMH practices should meet the same eligibility requirements, be subject to the same recognition standards, and the same standards for evaluation as those for physician-led practices. 

Equally important, the Addendum language does not change long-held AAFP policy on non-physician providers and scope of practice — specifically, that scope of practice must be defined by appropriate training and proven competencies, and not solely by a legislative mandate. These policies call for the appropriate supervision of NPs by physicians and oppose the independent practice of NPs and other non-physician providers.  The AAFP will remain a staunch supporter of constituent chapters who are opposing nurse practitioner scope expansion in the states. It is important to remember that PCMH designation is about the capabilities of the practice, not the credentials of the individual physicians or other clinicians working in the practice.  Scope of practice laws relating to NPs and other non-physician clinicians deal with matters of individual credentials based upon the degree of training, experience, and demonstrated competence.  AAFP policy clearly states that these practitioners should not practice independently and should be supervised by a licensed, practicing physician. (see Attachments #3 and #4)

The AAFP Board of Directors had a very thoughtful discussion of this issue at the August 2008 Board meeting, and revisited the issue in December 2008. Of special concern to the Board was the suggestion from many in the employer, consumer, and federal legislative communities that the Joint Principles needed to be amended to completely remove terms such as “physician directed” and “personal physician.” 

Instead of rewriting the Joint Principles, the AAFP, AAP, ACP and the AOA determined that it would be best to proceed with an addendum to the Joint Principles that would be satisfactory to all interested parties. It was felt that this strategy addressed the need to be inclusive, while not compromising our policies or negotiating position on nurse practitioner scope of practice campaigns at the state level.

The AAFP Board remains firmly committed to the belief that a focus on patient- centered primary care and the implementation of the patient-centered medical home model is the best way to change the flawed health care system in our country, and is in the best interest of members of the AAFP. The Board believes that doing nothing, or worse, continuing to do the same thing but expecting different results, is not a helpful option. 

Earlier this year, Dr. Jim King, AAFP Board Chair, approved the proposed Addendum on behalf of the AAFP Board of Directors.

# # #

Background

In March 2007, the four primary care medical specialty societies (American Academy of Family Physicians, American Academy of Pediatrics, American College of Physicians, and American Osteopathic Association) announced a set of “Joint Principles” to describe the characteristics of a patient-centered medical home. (see Attachment #1)

These Joint Principles were significant, as they signaled that all primary care specialists in the country — the majority of the physicians who would be providing a medical home — were on record as agreeing to exactly what a patient-centered medical home would look like. 

The Joint Principles were adopted by the Patient-Centered Primary Care Collaborative (PCPCC), and became the foundation for the advocacy work of the Collaborative, a coalition of more than 300 organizations — including numerous Fortune 500 companies, the nation's biggest insurers, the AARP, consumer organizations, unions, and the National Business Group on Health.

Since the adoption of these Joint Principles, individuals associated with the PCPCC began receiving push back from various fronts — employers, consumers, health plans, and state and federal policy makers — about the need to think more broadly about the medical team as part of the patient-centered medical home. 

Specifically, PCPCC representatives were challenged to recognize those circumstances where nurse practitioners have independent authority as determined by state law. It is important to note that the push back was so strong, it threatened to stop the forward momentum of our collective efforts to reform our health care system based on the model of the patient-centered medical home.

For a perspective from the employer community, see this comment from IBM’s Paul Grundy:

“It is so important that we get to a ‘yes’ on this with the NPs; they are natural allies at the state/federal level and the state house level. We now spend 15 minutes of every engagement with the politicians defending ourselves around and against someone who should be our natural allies.”

Another example is the June 2008 MedPAC report on primary care, which includes a discussion of the value of medical home demonstrations, stating:

“Medical practices led by physicians, nurse practitioners, and physician assistants are a logical place to turn for these services, particularly practices with strong nursing and other dedicated staff support ...'' 

And following are highlights from recent testimony on the floor of the U.S. Senate during a discussion of the Medicare medical home demonstration projects (submitted to the Congressional Record on July 9, 2008):

New Mexico Senator Jeff Bingaman:

“This bill contains a provision that gives the Secretary of Health and Human Services discretion to expand the Medicare medical home demonstration initially enacted as part of the Tax Relief and Health Care Act of 2006. I am troubled that the current demonstration does not permit nurse practitioners and other non-physician providers to lead medical home demonstrations. I believe Congress must include these providers in the demonstration.”

“In my home State of New Mexico, nurse practitioners have been able to practice independently and with full prescriptive authority since 1993. This recognition of their ability to function as independent primary care providers has allowed them to provide care for the most needy of our citizens. New Mexico is a very rural State. In some parts of my State, nurse practitioners are the only primary care providers available. They already serve as medical home providers for many of our citizens and without them many families would have no health care at all.”

Iowa Senator Tom Harkin

“Iowa, like New Mexico, is a rural State where approximately 1,300 nurse practitioners provide critical access to care in Iowa's underserved areas. As you know, rural America has a higher proportion of elderly Americans than non-rural areas. In addition, Medicare providers face several unique challenges in rural America that make ensuring access to health care even more difficult. As part of our expansion of the Secretary's authority, I would encourage the Secretary to allow nurse practitioners to fully participate and lead medical home demonstrations.”

Maine Senator Susan Collins:

“I rise in strong support of the outstanding work of our Nation's nurse practitioners – most especially the 850 or so nurse practitioners in Maine who have practiced independently since the mid-1990s. Nurse practitioners in Maine are credentialed as participating providers and serve as primary care providers in managed care organizations in my State. We need to encourage medical home demonstrations that allow nurse practitioners to fully participate in these models.”

# # #

Questions and Answers

Q:
Why did the language in the Addendum need to be so specific? It appears to favor of nurse practitioners.

A:
Nurse practitioners have independent practice status in some states — other non-physician primary care providers do not.  Spending additional AAFP political capital trying to exclude nurse practitioners from participating in PCMH demonstration projects where they have such independent authority was determined to be unproductive. The Addendum is intended to take the issue of nurse practitioners participating in pilot projects off the table in such states, so that the PCPCC and the AAFP can focus their attention on real health system and physician payment reform.

Q:
How do you reconcile the apparent conflict between the statement from the Addendum, "In some states, nurse practitioners, through their scope of practice, and their practices have the ability to serve as a PCMH", and the statements from the current Joint Principles regarding "personal physician" and "physician-directed medical practice"?

A:
The Addendum offers a stipulation to the Joint Principles that if, and only if, state law permits independent nurse practitioner practice, an exception would be made to the "personal physician” and “physician-directed practice" principles. 

Q:
Does this place family physician practices and nurse practitioner practices that become, for example, an NCQA PPC-PCMH designated practice, on equal footing?

A:
Yes, it does in terms of the status of any practice that becomes a designated PCMH. But remember — the entire concept of the patient-centered medical home focuses around the practice, not the individual training and experience of the clinician, which is the focus of professional licensure. The AAFP believes that family physicians and family medicine practices are far better prepared to deliver on all of the principles of the PCMH than any other health care practitioner, including nurse practitioners, since family physicians can provide a broader spectrum of care. 

Q:
Will the Addendum encourage employers and public and private third party payers to more aggressively turn to nurse practitioners to provide primary care to their employees/enrollees/beneficiaries in their demonstration projects and contracted networks?

A:
The answer is unclear. However, as noted above, the AAFP will continue to strongly advocate that family medicine practices are far better prepared to deliver on all of the principles of the PCMH than any other health care practitioner, including nurse practitioners, since family physicians can provide a broader spectrum of care. 

Q:
Will the presence of NP practices in the various demonstration programs undermine the hoped-for conclusion that PCMH practices provide better care and reduce costs to the system?

A:
We have argued that NP practices refer patients more often and order more diagnostic tests than a family physician (or other primary care physician) would.  As a result, we have been concerned that allowing NP practices to become a PCMH during the data-gathering demonstration phase could skew the cost-saving results.  However, there is no actual data to support this conclusion.  Allowing NP practices into the PCMH demonstration programs might be an opportunity to find out if in fact NPs are more expensive and less efficient.  As a result, PCMH demonstration programs should include a provision to separate data derived from the NP practice from that of physician-led practices.

Q:
Why should we be so responsive to the demands of federal policy makers who want to include NPs in the PCMH?

A:
Many legislators believe that there are not enough physicians who will locate in rural areas and that without allowing NPs the opportunity to be a PCMH, their constituents in these otherwise un-served areas will not have access to the benefits of a medical home. As a result, these legislators who have become convinced of the great value of the patient-centered medical home, want to make sure that their rural constituents can have a medical home. And unless physicians change their location preferences, the only way to give their constituents this benefit is to allow NP-led practices to offer the service.

Q:
How will the AAFP assist chapters in dealing with the perceived scope of practice challenges created by endorsement of the Addendum?

A:
These talking points are the beginning of an iterative process working with the chapters to communicate the meaning and intent of the Addendum to not only practicing family physicians, but also the administrative and legislative branches of state governments.

Q:
Does the Addendum affect previous actions by constituent chapters who adopted the Joint Principles? Does the Addendum need to be approved by constituent chapter Boards? And what if a chapter Board votes to not adopt the Addendum?

A:
Many constituent chapters have already adopted the Joint Principles with addenda of their own. As was always the case, a chapter may choose to adopt this particular policy or not.

Q:
How and when will information about this Addendum be communicated to members?

A:
The AAFP has provided talking points and background information to all AAFP Board members and constituent chapter executives, who are encouraged to share this information with their membership as appropriate. Additionally, an article will be published  the week of February 23 in AAFP News Now; chapters are reminded that they may reprint ANN articles in their own member communications. And AAFP Board members are always willing to discuss issues of interest or concern to members when they are invited to visit constituent chapters for annual meetings, etc. 

# # #

Attachment #1 

Joint Principles of the Patient-Centered Medical Home

Introduction
The Patient Centered Medical Home (PCMH) is an approach to providing comprehensive primary care for children, youth and adults. The PCMH is a health care setting that facilitates partnerships between individual patients, and their personal physicians, and when appropriate, the patient’s family.

The AAP, AAFP, ACP, and AOA, representing approximately 333,000 physicians, have developed the following joint principles to describe the characteristics of the PCMH.

Principles
Personal physician - each patient has an ongoing relationship with a personal physician trained to provide first contact, continuous and comprehensive care.

Physician directed medical practice – the personal physician leads a team of individuals at the practice level who collectively take responsibility for the ongoing care of patients.

Whole person orientation – the personal physician is responsible for providing for all the patient’s health care needs or taking responsibility for appropriately arranging care with other qualified professionals. This includes care for all stages of life; acute care; chronic care; preventive services; and end of life care.

Care is coordinated and/or integrated across all elements of the complex health care system (e.g., subspecialty care, hospitals, home health agencies, nursing homes) and the patient’s community (e.g., family, public and private community-based services). Care is facilitated by registries, information technology, health information exchange and other means to assure that patients get the indicated care when and where they need and want it in a culturally and linguistically appropriate manner.

Quality and safety are hallmarks of the medical home:

· Practices advocate for their patients to support the attainment of optimal, patient-centered outcomes that are defined by a care planning process driven by a compassionate, robust partnership between physicians, patients, and the patient’s family.

· Evidence-based medicine and clinical decision-support tools guide decision making

· Physicians in the practice accept accountability for continuous quality improvement through voluntary engagement in performance measurement and improvement.

· Patients actively participate in decision-making and feedback is sought to ensure patients’ expectations are being met

· Information technology is utilized appropriately to support optimal patient care, performance measurement, patient education, and enhanced communication

· Practices go through a voluntary recognition process by an appropriate non-governmental entity to demonstrate that they have the capabilities to provide patient centered services consistent with the medical home model.

· Patients and families participate in quality improvement activities at the practice level.

Enhanced access to care is available through systems such as open scheduling, expanded hours and new options for communication between patients, their personal physician, and practice staff.

Payment appropriately recognizes the added value provided to patients who have a patient-centered medical home. The payment structure should be based on the following framework:

· It should reflect the value of physician and non-physician staff patient-centered care management work that falls outside of the face-to-face visit.

· It should pay for services associated with coordination of care both within a given practice and between consultants, ancillary providers, and community resources.

· It should support adoption and use of health information technology for quality improvement;

· It should support provision of enhanced communication access such as secure e-mail and telephone consultation;

· It should recognize the value of physician work associated with remote monitoring of clinical data using technology.

· It should allow for separate fee-for-service payments for face-to-face visits. (Payments for care management services that fall outside of the face-to-face visit, as described above, should not result in a reduction in the payments for face-to-face visits).

· It should recognize case mix differences in the patient population being treated within the practice.

· It should allow physicians to share in savings from reduced hospitalizations associated with physician-guided care management in the office setting.

· It should allow for additional payments for achieving measurable and continuous quality improvements.

Background of the Medical Home Concept
The American Academy of Pediatrics (AAP) introduced the medical home concept in 1967, initially referring to a central location for archiving a child’s medical record. In its 2002 policy statement, the AAP expanded the medical home concept to include these operational characteristics: accessible, continuous, comprehensive, family-centered, coordinated, compassionate, and culturally effective care.

The American Academy of Family Physicians (AAFP) and the American College of Physicians (ACP) have since developed their own models for improving patient care called the “medical home” (AAFP, 2004) or “advanced medical home” (ACP, 2006).

Announced March 5, 2007

American Academy of Family Physicians

American Academy of Pediatrics

American College of Physicians

American Osteopathic Association

Attachment #2

Joint Principles of the Patient-Centered Medical Home Addendum

The Patient-Centered Medical Home is an approach to providing comprehensive primary care for children, youth and adults. A team of individuals at the practice level collectively takes responsibility for the ongoing coordinated and comprehensive care of patients. Team-based care is an essential component of PCMH and is inclusive of physicians, nurses, nurse practitioners, physician assistants, and other health professionals. In some states, nurse practitioners, through their scope of practice, and their practices have the capability to serve as a PCMH. To be recognized as a PCMH, all practices, whether led by physicians or by nurse practitioners, must meet the tenets outlined in the Joint Principles of the Patient-Centered Medical Home (March 2007) and meet criteria consistent with those of the NCQA Physician Practice Connection-Patient Centered Medical Home.

Approved February 16, 2009

National Association of Pediatric Nurse Practitioners

American Academy of Nurse Practitioners

American College of Nurse Practitioners

National Organization of Nurse Practitioner Faculties 

American Academy of Family Physicians

American Academy of Pediatrics

American College of Physicians
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Attachment #3

AAFP Policy: Integrated Practice Arrangements

The AAFP encourages health professionals to work together in the best interest of patients. The AAFP believes, however, that interests of patients are best served when their care is provided by a physician or through an integrated practice supervised directly by a physician.

An integrated practice is an arrangement whereby a licensed physician (MD/DO), jointly with other health care personnel, manages the overall care of a patient or patient population using an integrated approach to health care. The arrangement, preferably described in writing, should be based on a mutually agreed upon and interdependent approach to health care. It should address patient needs for high quality, accessible health care and reflect the skills, training expertise and/or demonstrated current competence of each health care team member.

Integrated practice arrangements should include a licensed physician (MD/DO) supervising one or more non-physician health care providers (physician assistants, advanced registered nurse practitioners, certified nurse mid-wives, various levels of nursing personnel and other non-physician providers) and possibly other physicians working as an interdependent team. The central goal of an integrated health care practice is to provide the most effective, accessible and efficient care to the patient or patient population, preferably based upon clinical and patient-focused outcome measures or assessments. The team member assuming lead responsibility for various aspects of patient care will ultimately be determined by matching team members' clinical competencies and skills with patient needs.

The AAFP recognizes the dynamic nature of the health care environment and the importance of an interdependent team approach to health care that is supervised by a responsible licensed physician. Family physicians practice within dynamic health care systems and provide health/medical care, consultation, management and referral as indicated by the health status of the patient. (1996) (2004)

Attachment #4

AAFP Policy: Guidelines on the Supervision of Certified Nurse Midwives, Nurse Practitioners and Physician Assistants

Introduction

Many family physician practices include non-physician providers (NPPs) such as physician assistants, nurse practitioners and less commonly nurse midwives. Moreover, family physicians have been at the forefront of innovation in practicing with NPPs, especially in underserved communities. The Academy has supported a wide variety of efforts by policy makers to improve access to health care services in underserved communities including the innovative utilization of NPPs. 

The increasing variety of situations in which NPPs practice, the emphasis on practice teams, and the growing tendency of health policy makers to identify NPPs as a means of improving the availability of health care services raises important issues regarding the appropriate relationship between NPPs and physicians. Current Academy policy on NPPs stipulates that these providers should always function under the "direction and responsible supervision" of a practicing, licensed physician though in many states nurse practitioners have independent practice authority. Academy policy on "Integrated Practice Arrangements" supports practice teams including NPPs. The Academy, however, believes that practicing physicians, NPPs and health policy makers will benefit from a more detailed set of supervision guidelines.

These guidelines are intended to serve as a set of general principles with which physicians, NPPs and policy makers can assess the role of NPPs in providing patients a team-based medical home and in improving access to health care services. 

It is important to note that an extremely varied set of laws and regulations defining the legal relationship between physicians and NPPs has been adopted by the federal government and all 50 states. It’s also important to note that there are major differences in state scope of practice statutes among nurse practitioners, nurse midwives and physician assistants. While these guidelines will provide general direction, physicians and NPPs are urged to fully comply with all federal, state and local laws and regulations regarding health care delivery. Health insurance plans and physician practices which include non-physician providers should provide information to members/patients regarding the possibility of being seen by a non-physician provider. Such information should be stated in clear terms in plan/practice advertisements and communications, the information should be made known to the patient at the time their appointment is made, and should be clearly stated by the non-physician provider at the time the patient is seen.

Physician Responsibility

The central principle underlying physician supervision of NPPs is that the physician retains ultimate responsibility of the patient care rendered when so required by state law. In these cases, physician supervision means that the NPP only performs medical acts and procedures that have been specifically authorized by the supervising physician. 

Generally speaking, it is useful to conceptualize state NPP supervision laws as providing physicians with the authority to delegate the performance of certain medical acts to NPPs who meet specified criteria and who function under certain legal requirements for supervision. Accordingly, the tasks delegated to the NPP should be within the scope of practice of the supervising physician. The physician remains responsible for assuring that all delegated activities are within the scope of the NPP's training and experience. The physician must afford supervision adequate to ensure that the NPP provides care in accordance with accepted medical standards.

Supervision

It is the responsibility of the supervising physician to direct and review the work, records, and practice of the NPP on a continuous basis to ensure that appropriate directions are given and understood and that appropriate treatment is rendered consistent with applicable state law. Supervision includes, but is not limited to: (1) the continuous availability of direct communication either in person or by electronic communications between the NPP and supervising physician; (2) the personal review of the NPP's practice at regular intervals including an assessment of referrals made or consultations requested by the NPP with other health professionals; (3) regular chart review; (4) the delineation of a plan for emergencies; (5) the designation of an alternate physician in the absence of the supervisor; and (6) review plan for narcotic/controlled substance prescribing and formulary compliance. The circumstance of each practice determines the exact means by which responsible supervision is accomplished.

Direction

It is the responsibility of the physician to ensure that appropriate directions are given, understood, and executed. These directions may take the form of written protocols, in person, over the phone, or by some other means of electronic communication. 

Protocols developed by the supervising physician and NPP should include guidelines describing and delineating NPP functions and responsibilities. Protocols should be as specific in their guidance as the physician and NPP require for their particular practice. Many states require that the physician and NPP develop detailed written protocols, and, in some instances, these protocols must be submitted to and approved by the state medical board. As a practical matter, it is not possible to cover all clinical situations in written protocols. Nonetheless, there must be a clear understanding between the physician and NPP regarding the actions that may be undertaken by the NPP in all commonly encountered clinical situations and, especially, under what circumstances physician consultation is to be immediately obtained. The physician and NPP must regularly review protocols to ensure their currency in regard to the physician's scope of practice, the range of tasks that have been delegated by the physician and the evolving standards of medical practice. Immediate physician consultation will be indicated for specified clinical situations and in situations falling outside those specified in written and oral protocols.

Review

The supervising physician must develop and carry out a plan to ensure NPP quality of care. This plan must be in compliance with all applicable laws and regulations. The supervising physician must regularly review the quality of medical services rendered by the NPP by reviewing medical records to ensure compliance with directions and standard of care. The minimum frequency with which such review takes place is, in some instances, specified in federal and state law. In establishing the frequency and extent of record review, the physician may consider the scope of duties that have been delegated to the experience of, and the patient load of the NPP.

Off-site Supervision

In principle, supervision should recognize the diversity of practice settings in which NPPs practice. As a practical matter, the efficient utilization of a NPP will at times involve off-site physician supervision. Generally, off-site supervision of a NPP involves a physician-NPP team that has previously established a working relationship. The supervising physician or a designated alternate physician of the same specialty must be available in person or by electronic communication at all times when the NPP is caring for patients. There should be established clear transportation and backup procedures for the immediate care of patients needing emergency care and care beyond NPP's scope of practice. As with on-site supervision, the appropriate degree of off-site supervision includes an overview of NPP's activities including a regular review of patient records; and periodic discussion of conditions, protocols, procedures, and patients. (1992) (2008)

