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Health care consumers may soon have a better 
chance of finding highly qualified clinicians 
because of a little-known provision of the Patient 
Protection and Affordable Care Act (ACA). That 
provision, passed with strong support from AARP 
and 13 leading national nursing organizations,1 
authorizes Medicare—for the first time—to pay for 
graduate-level nursing education.

The ACA authorized $200 million for a Graduate 
Nursing Education (GNE) Demonstration designed 
to increase the supply of clinicians who provide 
health care services to the growing number of 
Medicare beneficiaries. That funding is directed at 
hospitals2 in partnership with schools of nursing 
and with nonhospital, community-based training 
sites.

The GNE Demonstration requires the Centers 
for Medicare & Medicaid Services to reimburse 
hospitals for the costs of clinical training for 
advanced practice registered nurses (APRNs). Those 
hospitals work with associated nursing schools to 

distribute the funds according to the new law’s 
requirements.
Medicare’s Demonstration for  
Graduate Nursing Education
In August 2012, the Centers for Medicare & 
Medicaid Innovation Center announced that the 
GNE Demonstration would fund five medical 
centers: the Hospital of the University of 
Pennsylvania, Duke University Hospital, Scottsdale 
Healthcare Medical Center, Rush University Medical 
Center, and Memorial Hermann–Texas Medical 
Center Hospital (table 1).

Those medical centers and their partners must 
spend at least 50 percent of their funding at 
nonhospital clinical training sites, such as doctors’ 
offices, retail clinics, and federally qualified health 
centers (FQHCs).

Increasing Funding for Better Care
Traditionally, government funding for graduate-
level nursing education has been relatively anemic 
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This Insight on the Issues describes how Medicare’s new Graduate Nursing Education (GNE) 
Demonstration and new models of nursing-led care will improve access to high-quality care. The 
publication also considers how to evaluate the effectiveness of the GNE program.
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Hospital Demonstration Site Schools of Nursing

Hospital of the University of Pennsylvania (Philadelphia, PA) Drexel University 
Gwynedd Mercy University 
La Salle University 
Neumann University 
Temple University 
Thomas Jefferson University 
University of Pennsylvania 
Villanova University 
Widener University

Duke University Hospital (Durham, NC) Duke University

Scottsdale Healthcare Medical Center (Scottsdale, AZ) Arizona State University 
Grand Canyon University 
Northern Arizona University 
University of Arizona

Rush University Medical Center (Chicago, IL) Rush University

Memorial Hermann–Texas Medical Center Hospital (Houston, TX) Prairie View A&M University 
Texas Woman’s University
University of Texas Health Science Center at Houston
University of Texas Medical Branch

Table 1

Hospitals and Associated Schools of Nursing Funded by the GNE Demonstration

compared to support for medical education. 
Although Medicare has supported graduate medical 
education with an average annual expenditure 
of $9.5 billion, Medicare has contributed little 
to graduate nursing education.3 Complementing 
Medicare’s modest support, the federal government 
funds nursing education primarily through 
the Public Health Service Act, directing about 
$225 million to the nation’s nursing education 
programs; most of these funds are dedicated to 
undergraduate nursing education.4

With the GNE Demonstration, Congress recognized 
a national need to have more nurses with advanced 
education, specifically to address the changing needs 
of the growing Medicare population. The Institute of 
Medicine recommended this type of federal support 
in 2010 in its landmark report, The Future of Nursing: 
Leading Change, Advancing Health.5 Both Congress 
and the Institute of Medicine underscored that an 
evolving health care system needs clinicians who are 
better prepared to help the nation improve health 
outcomes and contain health care costs.

The GNE Demonstration makes possible extensive 
training for APRNs outside the hospital, which 

should help nurses meet consumers’ health 
needs in homes and communities. The project 
will improve care coordination and strengthen 
links between nursing education and practice by 
requiring partnerships between hospitals, schools 
of nursing, and community-based settings. It will 
provide training for all four types of APRNs—
nurse practitioners, clinical nurse specialists, 
certified registered nurse anesthetists, and certified 
nurse-midwives. During the development of the 
legislation that initiated the design of the GNE 
Demonstration, AARP was especially pleased to 
find that the program would significantly support 
the preparation of nurses to provide community-
based care. AARP members, their families, and 
most adults would prefer to have coordinated care 
in their community—to prevent them from being 
hospitalized or institutionalized.

The program was designed to increase the number 
of practicing APRNs, which would provide more 
resources for managing chronic conditions in the 
home and community, where nurses emphasize 
patient education, disease prevention, and wellness. 
Such nurse-led care increases the quality of life of 
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consumers and their families 
and reduces costs by keeping 
individuals out of hospitals and 
nursing homes.6 Furthermore, 
the GNE Demonstration would 
increase the number of clinicians 
available to provide and improve 
care in hospitals. Having more 
clinical nurse specialists would 
help hospitals assess and improve 
processes to decrease hospital-
based infections and to reduce 
unnecessary hospitalizations. 
Additional certified nurse 
anesthetists would provide 
anesthesia services during 
surgery, and nurse practitioners 
would provide geriatric, 
pediatric, and other specialized 
hospital-based care. Certified 
nurse-midwives would deliver 
babies and provide other related 
women’s health care. See table 2.

How Medicare’s GNE 
Demonstration Is Expected to 
Improve Care for Consumers
A major goal for the GNE 
Demonstration is for APRNs 
to provide patient- and family-
centered clinical services to the 
growing number of Medicare 
beneficiaries. The nurses will 
lead clinical teams that provide 
comprehensive care to adults 
older than age 65. APRNs will 
also help meet the growing 
demand for primary care 
providers for consumers of all 
ages as more people become 
insured under the ACA.

In addition, APRNs can help 
family caregivers provide 
better care for their loved ones. 
Recent research shows that the 
role of family caregivers has 
dramatically expanded in recent 
years to include performing 

Table 2

Advanced Practice Registered Nurses: What They Do 

Who are they? How many? What Do they Do?

Nurse practitioners (NPs) 192,000 Nurse practitioners provide prima-
ry care, take health histories, and 
provide complete physical exams; 
diagnose and treat acute and chronic 
illnesses; provide immunizations; pre-
scribe and manage medications and 
other therapies; order and interpret 
lab tests and x-rays; provide health 
instruction and supportive counseling; 
and refer patients to specialists. Prac-
tice settings of NPs vary widely and 
include medical offices, community 
health clinics, minute clinics, ambula-
tory and long-term care facilities, and 
hospitals.

Clinical nurse specialists (CNSs) 70,000 Clinical nurse specialists provide ad-
vanced nursing care in hospitals and 
other clinical sites; provide acute and 
chronic care management; develop 
quality improvement programs; and 
serve as mentors, educators, re-
searchers, and consultants. The most 
common practice setting for CNSs 
is an inpatient hospital, but other 
settings can include medical offices, 
educational institutions, long-term 
care facilities, public health settings, 
and occupational health facilities, 
depending on the CNS’s specialty.

Certified registered
nurse anesthetists (CRNAs)

47,000 Certified registered nurse anesthetists 
administer anesthesia and related 
care before and after surgical, ther-
apeutic, diagnostic, and obstetrical 
procedures, as well as provide pain 
management services. Their clinical 
settings include operating rooms, 
outpatient surgical centers, and com-
munity-based health care facilities. 
CRNAs deliver more than 65 percent 
of all anesthetics to patients in the 
United States.

Certified
nurse-midwives (CNMs)

13,041 Certified nurse-midwives provide 
primary care for women, including 
gynecological exams, family planning 
advice, prenatal care, management of 
low-risk labor and delivery, and neo-
natal care. Clinical settings of CNMs 
include hospitals, birthing centers, 
community clinics, and patient homes.

Source: American Association of Colleges of Nursing, “American Nursing Education at a 
Glance,” 2014, http://www.aacn.nche.edu/government-affairs/Capacity-Barriers-FS.pdf.
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medical and nursing tasks of the kind and 
complexity once only provided in hospitals.7

With the GNE Demonstration, Congress recognizes 
that primary care is often best delivered in the 
settings where most people prefer to receive 
care, such as their own homes, medical offices, 
community health centers, outpatient clinics, and 
retail clinics.

APRNs Are Key to the Success of Innovative 
Health Care Delivery Models
Many promising new models of care—designed 
to increase consumer access, improve health 
outcomes, and contain costs—depend on high-
quality coordinated care regularly provided by 
APRNs. Growth of these new models, along with 
the increasing numbers of APRNs, has increased 
the number of Medicare beneficiaries receiving 
care from APRNs. As the American Nurses 
Association explains in an analysis of Medicare 
reimbursements, APRNs provided 26 percent of 
Medicare-supported care in 2009, 28 percent in 
2010, and 30 percent in 2011.8

New models of care often involve APRNs in efforts 
to help reduce unnecessary hospital admissions, 
increase quality of life, and improve the way that 
patients move from one health care setting to 
another.9 One example of an innovative model is the 
Independence at Home Demonstration. Overseen 
by the Centers for Medicare & Medicaid Innovation 
Center, the demonstration consists of clinical 
practices that test the effectiveness of delivering 

Quick Facts: The GNE Demonstration

The GNE Demonstration seeks to increase the supply of advanced practice registered nurses who can 
provide health care services to an increasing number of Medicare beneficiaries.

 • Funds support five hospitals with formal partnerships between at least one school of nursing and 
two or more nonhospital, community-based care entities for four years.

 • At least 50 percent of the clinical training funds must be directed toward community-based care settings.

 • All four categories of APRN education programs—nurse practitioner, certified registered nurse 
anesthetist, certified nurse-midwife, and clinical nurse specialist—are eligible for funding.

 • The Centers for Medicare & Medicaid Services is authorized to spend up to $200 million—$50 million 
per fiscal year—from 2012 through 2016.

comprehensive primary care services at home—
with a particular focus on people with several 
chronic conditions. The project organizes teams 
of physicians and nurse practitioners to provide 
primary care and rewards them for providing high-
quality care while reducing costs.

An innovative model that involves nurses is the 
Transitional Care Model, which has proven to 
reduce hospital readmissions for very ill adults. 
Several health care researchers, including nurse-
innovator Dr. Mary Naylor, developed the model. 
For chronically ill older adults, the Transitional Care 
Model tested creative ways to leverage the skills 
of nurses, nurse practitioners, social workers, and 
others during predischarge planning in the hospital, 
as well as during follow-up care in the home. 
Those innovations reduced overall costs, improved 
treatment outcomes, and boosted the ability of 
consumers to function in their daily lives.10 The 
Centers for Medicare & Medicaid Innovation Center 
is further testing the model through its Community-
Based Care Transitions Program.11

Another model for health care delivery that is being 
tested in many states is known as the medical 
home.12 This team-based approach, frequently led 
by APRNs, is designed to provide comprehensive, 
high-quality, accessible care.13 Medicaid programs 
in 10 states have established “health homes” to 
care for beneficiaries with two or more chronic 
conditions. The homes offer care coordination, health 
promotion, and transitional care. Many accountable 
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care organizations (ACOs) and FQHCs serve as medical homes to better 
coordinate consumers’ care.14 Nurses are usually the leaders or clinicians 
in health homes, ACOs, and FQHCs.

Convenient care clinics, or retail clinics, have grown in recent years 
and are expanding their services into chronic disease management.15 
These clinics provide consumers with easier access to primary care 
services in their communities. Often found in pharmacies, retail 
centers, and grocery stores, they are frequently staffed by APRNs and 
physician assistants.16

Nurse-managed health clinics provide access to primary care services 
in communities.17 A 2011 study found that nurse-managed health 
clinics deliver high-quality care, particularly in managing chronic 
diseases.18 An increasing number of these clinics have been designated 
as FQHCs.

Policy Considerations
The Centers for Medicare & Medicaid Services is creating an 
evaluation design for the GNE Demonstration. If the demonstration 
performs as Congress intended, then Medicare will increase the 
number of highly skilled APRNs who

 • Experience clinical training across a range of care locations, 
particularly in community-based settings.

 • Provide high-quality care to Medicare beneficiaries.

 • Provide high-quality primary care to the general public.

The GNE Demonstration will also be effective if it creates or 
strengthens networks of hospitals, community-based training sites, 
and schools of nursing. By working together, the networks will host 
more clinical training of APRNs and will increase the number of 
clinicians available for Medicare beneficiaries. Those benefits would 
significantly increase if Medicare permanently supports GNE.

Should GNE become permanent, then the Centers for Medicare 
& Medicaid Services could develop a more efficient and effective 
mechanism for Medicare reimbursement of APRN clinical training 
costs. The current (and outdated) pass-through system of using 
hospitals as the initial holder of nursing education funds for 
universities and external clinical sites may prove to be an inefficient 
use of taxpayer dollars.

1 The 13 are the American Academy of Nurse 
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of Nursing, American Association of Nurse 
Anesthetists, American College of Nurse-Midwives, 
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Nurses Association, American Organization of 
Nurse Executives, Gerontological Advanced 
Practice Nurses Association, National Association 
of Clinical Nurse Specialists, National Association 
of Nurse Practitioners in Women’s Health, National 
Association of Pediatric Nurse Practitioners, 
National League for Nursing, and National 
Organization of Nurse Practitioner Faculties.

In 2013, the American Academy of Nurse 
Practitioners and the American College of Nurse 
Practitioners merged to form the American 
Association of Nurse Practitioners. 
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