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- [Female] Ying Xue is an associate professor and holds the Loretta C. Ford Endowed Professorship in 

Primary Care Nursing at the University of Rochester. Her research aims to develop empirical evidence 

to guide national policies to optimize the nursing workforce and to improve health care delivery and 

outcomes. Currently, Dr.  

 

Xue's research focuses on the role of nurse practitioners in improving access to primary care, especially 

for vulnerable populations.  

 

- [Dr. Xue] Hello, my name is Ying Xue, associate professor and the Loretta Ford Endowed 

Professorship in Primary Care Nursing at the University of Rochester School of Nursing. My 

presentation topic is Scope-of-Practice Regulation and Nurse Practitioners as Usual Source of Care 

Provider 
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physicians with regard to process of care, reduction of symptoms, improvement in health and functional 

status, and decrease in mortality.  

 

In addition, studies have reported higher patient satisfaction among patients seen by NPs than those seen 

by primary care physicians. NPs can improve access to care through two avenues. One, is a 

complementary or supplemental role, in which they perform tasks delegated by physicians.  

 

Through teamwork with physicians, they expand the capacity and increase efficiency of healthcare 

delivery. The other is a substitution role, in which they serve as a usual source of care provider as an 

alternative to physicians.  

 

In this role, NPs have primary responsibility for their patients, though they may consult with and refer 

patients to physicians. NP practice is governed by state-level scope-of-practice regulation, which varies 

across states. According to the classification by the American Association of Nurse Practitioner, there 

are three types of scope-of-practice regulation, full scope-of-practice, reduced, and restricted scope-of-

practice regulation.  

 

This map shows 2021 state NP practice environment. State with full scope-of-practice regulation, which 

are in green color, permit all NPs to evaluate patients, diagnose, order, and interpret diagnostic test, and 

initiate and manage treatments, including prescribing medications and control the substance under the 

exclusive licensure authority of the state boards of nursing.  

 

While states have reduced or restricted scope-of-practice regulation, which are in yellow or red color, 

reduce or restrict the ability of NPs to engage in at least one element of NP practice.  

 

Currently, 23 states and D.C. have full scope-of-practice regulation. Sixteen states have reduced scope-

of-practice regulation, and 11 states have a restricted scope-of-practice regulation. The extent to which 

NPs serve in substitution role as a usual source of care provider nationally and whether this is associated 

with state scope-of-practice regulation is not well understood.  

 

So far, most of the studies have used the insurance claims data to examine NPs as primary care 

providers. However, because NP surveys can be built using a collaborating physicians identifier, in 

some circumstance, claims data do not consistently identify NP care.  

 

Two recent studies used patient survey data or patient electronic medical records. However, they either 

did not provide a separate estimate for NP care, or the study setting had limited generalizability.  

 

Therefore, the objective of this study were to provide an estimate of NP as usual source of care 

providers, and to examine their relationship with state scope-of-practice regulations. We performed 

retrospective analysis on a sample of U.S. adults from 2010 to 2016. The dataset included restricted 

version full-year consolidated household component data of the Medical Expenditure Panel Survey, 

which was more to replace the data from the Area Health Resources File, National Provider Identifier 

registry, and the state NP practice environment data.  
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respondents with an NP as their usual source of care provider, representing a national estimate of almost 

40 million adults.  

 

This sample was similar across states with different scope-of-practice regulations with regard to age, 

sex, marital status, and perceived physical health status. The mean age was around 49 years old.  

 

About one third was male, 50% were married, and over 70% perceived their physical health as good to 

excellent. There were difference across the scope-of-practice categories in race/ethnicity, education, 

health insurance coverage, perceived mental health status, residential location in non-metropolitan area 

and region.  

 

About 80% of the sample in states with full scope of practice was non-Hispanic white, compared to 74% 

in states with reduced scope of practice, and 65% in states with restricted scope of practice. About 48% 

of the sample in states with full scope of practice and in states with restricted scope of practice had 

education higher than high school as compared to 35% in states with reduced scope of practice.  

 

The majority of the sample had private health insurance. The proportion of uninsured was the highest in 

states with reduced scope of practice, followed by states with restricted scope of practice and states with 

full scope of practice. About 20% of the sample perceived their mental health status as fair or poor in 

states with full scope of practice, compared with 15% in states with reduced scope of practice, and 11% 

in states with restricted scope of practice.  

 

The proportion of non-metropolitan residents was the highest in states with reduced scope of practice, 

followed by states with full scope of practice and state with restricted scope of practice. The majority of 

the sample in states with full scope of practice were from the West, and the majority of the sample in 

states with reduced scope of practice or restricted scope of practice were from the South.  

 

Controlling for the covariates, divided three-level model shows the hours of having an NP as usual 

source of care provider were significantly less in states with restricted scope of practice than in states 

with full scope of practice. However, the hours in states with reduced scope of practice were not 

statistically different from that in states with full scope of practice.  

 

County-level NP supply was statistical [inaudible] greater hours of having an NP as usual source of care 

provider. Other covariates that was [inaudible] greater hours of having an NP as usual source of care 

provider include age, gender, and the perceived physical health status as fair or poor versus excellent.  

 

Respondents' hours of having an NP as usual source of care provider was 0.98 for 1-year increase in age, 

and was also lower for men. The hours of having an NP as usual source of care provider were higher 

among responders who perceive their health status as fair or poor versus excellent.  

 

Discussion. Our analysis showed that 2.79% of adults in the U.S. reported an NP as usual source of care 

provider in 2016, which increased from 1.65% from 2010. This percentage varied by state scope-of-

practice regulation.  

 

The increase in having an NP as usual source of care provider, though moderate, may be helping to 

address the growing demand for primary care and to expand access to care. Primary evidence indicate 
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Okay, so I will answer the question. It might not be in order. So, okay, I will see, the first question is 

from Cassie Scott. "Did you see the recently released quantitative survey done by AONL, ANA, and 

Johnson & Johnson show that only 57% of physicians surveyed, though allowing nurses to practice to 

limit of their license, will be beneficial in underserved community to improve healthcare disparity? 

Thoughts on that?"  

 

Yeah, so that is...we have to provide empirical evidence to demonstrate the value of NPs' work. So, that 

was our motivation for this work. So, we will continue to build on the evidence of this work and further 

along, you know, all the future work. And so, that we hope with more evidence available, we will 

promote evidence-based policymaking to change and expand NP scope of practice.  

 

So, as you know, or probably know that recently, California passed the legislation to allow NP to have 

full scope of practice effective in 2023. That is a very exciting step.  

 

So, we hope that more and more states would follow the steps of California and to expand the scope of 

practice for NPs. So, I see another question coming from Mary Hines. "So, I'm an NP in Colorado that 

owns her own business, and I am the primary care provider of a large panel of children. One of the 

concern I have is that it is not only regulation that controls practice, but the lack of preparation of NPs to 

practice in solo roles and advocating for changes in SOP. Do you think you would find the same result 

in famil


