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OBJECTIVES
1. Discuss results from a national survey of APRNs to identify
common barriers to practice.
2. Describe the process of implementing a state-wide
collaborative to address APRN practice barriers.
3. Outline the current status of APRN state practice
environments, and discuss strategies for reducing APRN practice
barriers.

OVERVIEW
Barriers to APRN practice continue to impact patient care
and patient access to care. Several strategies can be used
to reduce barriers to practice including advocacy efforts
and implementing initiatives such as state-wide
collaboratives, including those designed to advise state
legislatures.
This session will review APRN barriers to practice and
highlight strategies for addressing them.

PURPOSE
NATIONAL APRN PRACTICE AND PANDEMIC SURVEY

A national study was conducted to:
1. Describe pre-pandemic state practice barriers
2. Determine the effect of pandemic-related
Executive Orders in states with reduced or
restricted practice
3. Explore the effects of the pandemic on
APRN practice
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RESPONDENTS
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Respondents

The survey was launched on June 1, 2020 and
closed on September 23, 2020
7,467 APRNs responded; all 50 states
represented
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Practice/Work Setting
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BARRIERS TO PRACTICE
(PRE-PANDEMIC)
Home health approval restricted [33.3%]
Restricted hospital admitting privileges [32.8%]
Collaborating/supervising physician
practice/population restriction [31.6%]
Physician co-signature of orders [22.9%]

BARRIERS TO PRACTICE
(PRE-PANDEMIC)
Payment requirement to
collaborating/supervising
physician [22.1%]
Prescriptions require MD
signature or co-signature
[16.9%]
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Supervision of procedures
[16.4%]

BARRIERS TO PRACTICE (PREPANDEMIC)
Do-Not-Resuscitate (DNR) status
orders restricted [14.0%]
Unable to sign birth certificate
[4.5%]

Impact of COVID-19 on APRN Practice
• More telehealth visits
• Had to serve on airway team for
COVID-19 patients
• Asked to do more RN duties in office
while people were furloughed
• Deployed to other areas
• Asked to travel to facilities away
from home location
Photo: Vanderbilt University Medical Center
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Schorn et al 2022

Schorn et al 2022

INSTITUTIONAL BARRIERS TO CARE
♦ Hospital bylaws restrictions on practice
♦ Orders for blood products requires MD signature
♦ Orders for durable medical supplies requires MD signature
♦ Pre- and postoperative assessments require MD signature
♦ Procedures essential to quality care and within APRN scope
required MD supervision
♦ Referral or consultation declined by provider (only because you
are an APRN)
♦ Lab or imaging results only given to collaborating/supervising
physician (not to APRN)

CONCLUSIONS
Barriers to APRN practice continue to
restrict aspects of patient care and patient
access to care, even in states with FPA.

Key findings:

Photo: Vanderbilt University Medical Center

Ongoing efforts are needed to address
APRN barriers to practice:
◦ Actively support and advocate for
removal of regulatory APRN barriers
Photo: Vanderbilt University Medical Center
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Implementing a State-Wide Collaborative
to address APRN Practice Barriers

IMPLICATIONS
Ongoing efforts are needed to address APRN
barriers to practice:
◦ Ensure there is APRN involvement on medical
staff committees granting practice authority
◦ Identify existing institutional barriers and
actively advocate for removal
◦ Review organizational bylaws for
outdated/unnecessary restrictions
◦ Actively work to remove them
Photo: Vanderbilt University School of Nursing
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NPATCH – A HEALTHCARE POLICY
TASKFORCE
- Created in 2009 to inform public policy making
- Housed in the Division of Professions and Occupations at the Department of
Regulatory Agencies (DORA)
- Purpose: to promote public safety and improve healthcare in CO by
facilitating communication between nursing and medicine and address issues
of mutual concern at the interface of their respective practices
- Members are appointed by the Governor and serve 3 year terms (12
members including 5 physicians, 5 nurses, and 2 consumers)

2009: NPATCH IS CREATED
2010 – Nurse Practice Act was amended, removing the requirement for APRNs to
have a collaborative agreement with a physician to practice
Great, right? Remember – NPATCH was formed to facilitate communication
between the professions…recommendations to legislature required CONSENSUS
vote

2014 – NPATCH (new members now) revisits prescriptive authority realizing their

NPATCH: ACCELERATING THE PATH TO APRN
INDEPENDENT PRACTICE THROUGH
COLLABORATION AND COMPROMISE
1965 – University of Colorado
founded the first NP program in
the nation
1980 – Colorado authorized
independent practice, but not
prescriptive authority VERY
“DEPENDENT” model
1995 – Colorado authorizes
prescriptive authority but
required ongoing collaboration
with a physician – still
“DEPENDENT”

VALIDATE BARRIERS AND MAKE
RECOMMENDATIONS
5 Barriers identified:
- Employers are unwilling to hire new
APRNs
- APRNs unable to find employment
that offers preceptorship

2010 guidance was based on compromise and not any specific body of evidence about
the appropriateness or necessity of this number of hours

- Many challenges for out-of-state
and military APRNs seeking to
relocate to CO

The Nurse Physician Advisory Taskforce (NPATCH) was “asked to develop
recommendations if they were able to validate barriers for APRNs in providing safe,
timely, effective, efficient, equitable, and patient-centered care.” It identified 5
primary barriers and made recommendations regarding each.

- Widespread misunderstanding
about requirements among APRNs
and physicians leading to fewer
opportunities for APRNs
- Difficulty for APRNs obtaining
professional liability insurance

Recommendations:
- APRNs seeking prescriptive authority
should be granted provisional authority
upon acceptance into AP Registry
- Reduce mentorship requirement
hours from 1800 to 1000 or 6 months
FT work
- Mentor can be any lawful prescriber
practicing in corresponding population
focus and may have more than 1
mentor
- Provide prescriptive authority
through endorsement for experienced
APRNs moving from out of state
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2015 - SB15-197 PASSED!
ADVANCED PRACTICE NURSES
PRESCRIPTIVE AUTHORITY Concerning
the prescriptive authority of advanced
practice nurses
- Allowed provisional prescriptive authority
upon acceptance into APRN registry
- Requires 1000 hours of mentorship with a
physician or NP prescribing in the same
population focus (must be complete within 3
years)
- Upon completion and attestation of 1000,
APRN can be granted full prescriptive
authority
2020 – Reduced the number of hours from
1000 to 750

ACCESS TO HEALTH CARE
•

Greater than 91 million people live in health professional shortage areas for
primary care services as of March 2022 (HRSA, 2022).

•

148 million people live in health professional shortage areas for mental health
services (HRSA, 2022).

•

2.2 million women of childbearing age live in maternal care deserts — NO
access to hospitals offering obstetric care, birth center or obstetric provider (March
of Dimes, 2020).

•

4.8 million women of childbearing age live in areas with limited access to maternal
care (March of Dimes, 2020).

FPA BENEFITS PATIENTS
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COLLABORATION AND COMPROMISE –
IMAGINE THAT…
In 6 years, NPATCH achieved full independent practice for APRNs in the state
that developed the first NP program a half century before!!
NPATCH continues to be called upon to advise public policy in a variety of
areas and they invite topics for consideration from other groups. Some
examples of recent topics include:
- barriers to APRN practice in the area of aesthetics (injectables, etc)
- recommendations on the opt-out of physician supervision for CRNAs to CMS
- recommendations on pharmacists prescribing PEP/PREP, Oral Contraceptive
pills; test and treat for strep and other scenarios via a statewide protocol

ACCESS TO HEALTH CARE
• 89% of NPs are primary care prepared (AANP, 2021).
• 81% of NPs are seeing Medicare patients and 79% are seeing

Medicaid patients (AANP, 2021).

• More than 51% of NPs take uninsured patients (AANP, 2021).
• More than 1 billion visits annually are made to NPs (AANP, 2021).
• In states with FPA, NPs are more likely to work in rural

areas. NPs represent one in four providers in rural practices and
represent a higher percentage of providers in states with FPA
laws (Barnes, Richards, McHugh, & Martsolf, 2018).

• Modernizing scope of practice regulations would reduce the

number of rural patients designated as living in primary care
shortage areas from 23 million to 8 million people, due to the
estimated increase in NPs working in these communities (Xue et
al., 2019).

FIVE DECADES OF NP-LED CARE

• In 24 states and the District of Columbia, patients have full and direct access to NP care,

providing consumers a choice of health care providers and strengthening patients’ access to
primary care. This model of regulation is known as Full Practice Authority.

• The National Academy of Medicine — the congressionally chartered, independent,

evidence-based scientific advisor to the United States government — has called for states
to authorize NPs to work to the top of their profession since 2008.

• The Federal Trade Commission and National Governors Association both

recommend that states lift NP practice barriers as strategies to improve patients' access
and choice and address health care costs.

• Research has found higher costs of care in states with restrictive licensure laws and no

improvement or difference in quality compared to states without these regulated
requirements.

• Decades of evidence highlight NP-provided health care results in outstanding quality of

care, improved health outcomes and increased cost effectiveness.
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STATE LICENSURE = CAN + MAY
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CAN: ABILITY

Hold Active License as
a Registered Nurse

MAY: PATCHWORK OF LEGAL PERMISSION
FOR NPs

Graduate From a Nationally
Accredited NP Program

FULL PRACTICE AUTHORITY CRITERIA
Criteria
Career-long
Agreement
Population

State Practice Environment Evaluation Criteria

Example Restriction: Only select NP patient populations authorized for NP care by state law.

Prescribing

Example Restrictions: NP controlled substance prescribing only if delegated within regulated relationship with
another provider; NPs prohibited from prescribing benzodiazepines; NPs not defined in Controlled Substances Act as
authorized practitioners for purposes of prescribing Schedule II agents; etc.

Setting

Example Restriction: NPs may practice without a regulated agreement in primary care provider shortage areas. (NPs
in other locations are subject to regulated agreements.)

Oversight

Example Restriction: A joint committee of physicians and nurses authorized to determine appropriate acts of
advanced practice nursing for final rulemaking and to investigate/oversee complaints and issue action against NP
licenses.

FPA is associated with:

WHY DOES
THIS MATTER?
Permission

Y/N

Example Restriction: NPs are required to maintain a written, signed and routinely updated consult and referral plan
with a physician or ambulatory facility for cases of patient emergencies.

LICENSURE ENVIRONMENT

ABILITY

Pass National Board
Certification Exam

• Decreased hospitalizations
• Better overall health outcomes
• Fewer emergency room visits for
ambulatory sensitive conditions
• Lower health care costs, with no
difference in quality outcomes
• Better productivity and career
satisfaction
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FPA NECESSARY TO TRANSFORM CARE

GROWING SUPPORTERS

• Significantly fewer emergency room visits for

• National Academy of Medicine

nonemergency health care

• National Governors Association

• Expanded health care utilization, particularly

• Federal Trade Commission

among the most vulnerable

• American Hospital Association

• Care provided at lower cost, including

• AARP

preventive care

• Coalition for Patient Rights

• Fewer prescriptions for drugs commonly linked

• Heritage Foundation

to overdose deaths
• Increased teamwork between NPs
and physicians in primary care organizations

• Patient Centered Primary Care Collaborative
• Americans for Tax Reform
• National Conference of State Legislatures
(Bosse et al. 2017)

• American Enterprise Institute

COVID-19 EXECUTIVE ORDERS

COVID-19 EXECUTIVE ORDERS

“In contemporary collaborative models of practice, it is imperative
that healthcare professionals practice to the fullest extent of
their education and training to optimize the efficiency and quality
of services for patients, especially those in underserved
communities. FPA will allow to create interprofessional collaborations
and care delivery models to make transformative change. The
evidence is strong about the potential benefits of full practice
authority for NPs in primary care. COVID-19 highlighted the
opportunities to expand the scope of practice policies to grant NPs
full practice authority across federal and state governments and
within healthcare systems. Rather than reverting back to prepandemic restrictive laws, state policymakers should utilize the
momentum created by the pandemic to permanently eliminate
practice barriers.” (Poghosyan et al., 2021)

• Executive Orders suspended or waived specific restrictions during COVID-19. Findings

WHEN YOU ARE ASKED: WHAT IS FPA?

FULL PRACTICE AUTHORITY IS NOT …

underscored urgent need to modernize APRN practice authority regulations, particularly in
states that face critical shortages in primary care and in rural and underserved areas.
(Kleinpell et al., 2021)
• Understanding why these EOs did not continue, Yuanhong et al. stated practice authority

should be informed by credible evidence related to patient outcomes, the cost and quality
of care, and the impact on access to care. “The return to practice restrictions must align
with empirical evidence.” (Yuanhong, Skillman, & Frogner, 2020)
• “The findings of this study, combined with the ongoing devastation of the COVID-19

pandemic, require policy change. The sacrifices made by APRNs and other healthcare
providers and the significant impact they had on the pandemic response must be
appreciated, valued, and highlighted.” (Kleinpell et al., 2021)

• APRN (CNP, CNM, CNS, CRNA) Full Practice Authority – licensure authority of the state

board of nursing for the APRN to practice to extent of:
o Accredited education
o Clinical training
o National board certification
• Full Practice Authority (FPA) for NPs is the authorization of “NPs to evaluate patients,

diagnose, order and interpret diagnostic tests and initiate and manage treatments—
including prescribe medications—under the exclusive licensure authority of the state
board of nursing.” (aanp.org)

Mandated NP
entrepreneurship

Giving up consultation, coordination and
referral with other providers

Changing liability or
responsibility
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FPA …



Improves Health Care Access
Streamlines Care and Makes
Care Delivery More Efficient



Decrease Costs



Protects Patient Choice

Strategies for Reducing APRN Practice
Barriers: Audience Sharing Session
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