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Boards of Medicine and Nursing Workgroup 
on HB30 Item 288 #3C 

Friday, August 28, 2026 
9:00 a.m. 

 
Perimeter Center 

9960 Mayland Drive, Suite 201, Board Room 4 
Henrico, VA 23233 

 
 

Call to Order and Roll Call 

Emergency Egress Procedures 

Introduction of Work Group Members 

Adoption of Agenda 

Public Comment on Agenda Items 
 Written Public Comments received from: 

 Medical Society of Virginia - dated August 17, 2026 
 Virginia Academy of Family Physicians - dates August 21, 2026 
 Robin N. Anderson, BSN, MD, FAAFP - dated August 21, 2026 
 Virginia Council of Nurse Practitioners - dated August 25, 2026 
 Exhibit A: House Document No. 18 (2021), Report on Advanced Practice Registered Nurses, 

Virginia Department of Health Professions 
 Exhibit B: NCSBN Consensus Model materials and state-by-state comparison of APRN regulatory 

structures, as included in the Meeting #1 agenda packet, supplemented with the current count of 
sole board-of-nursing jurisdictions 

 Virginia College of Emergency Physicians – dated August 26, 2026 
 Virginia Nurses Association – dated August 27, 2026 

Old Business 

1. July 8, 2026 Workgroup Meeting Minutes – FYI 

2. Discussion of options to modernize the regulation of APRNs – Matthew Novak 

3. Adjourn 
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PERIMETER CENTER CONFERENCE CENTER 
EMERGENCY EGRESS OF BOARD AND TRAINING ROOMS 

 
 

PLEASE SEE THE FOLLOWING INSTRUCTIONS ABOUT EXITING THESE 
PREMISES IN THE EVENT OF AN EMERGENCY. 

 
In the event of a fire or other emergency requiring the evacuation of the 
building, alarms will sound. 

When the alarms sound, leave the room immediately. Follow any 
instructions given by Security staff 

 
Board Room  

Exit the room using one of the doors at the back of the room. Upon exiting 
the room, turn RIGHT. Follow the corridor to the emergency exit at the 
end of the hall. 

 
Upon exiting the building, proceed straight ahead through the parking lot to 
the fence at the end of the lot. Wait there for further instructions. 
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VIRGINIA STATE BUDGET 
 
 
 
2026 Session 
Budget Amendments - HB30 (Floor Approved) 
Bill Order » Item 288 #4s 
Joint Boards of Nursing and Medicine Workgroup (language only) 

 
Item 288 #4s 

Health and Human Resources 
Department of Health Professions 

 
 

Language 
 
Page 333, after line 10, insert: 
"E. The Department of Health Professions shall convene a stakeholder workgroup to review the 
structure and purpose of the Committee of the Joint Boards of Nursing and Medicine. The work group 
shall consider pathways to modernize the Joint Boards structure and governance of advanced practice 
registered nurses. The work group shall consist of representatives from the Virginia Council of Nurse 
Practitioners, Virginia Nurses Association, Virginia Association of Nurse Anesthetists, Medical Society 
of Virginia, and other stakeholders deemed appropriate by the Department. The workgroup shall report 
its findings to the Governor and General Assembly by November 1, 2026." 

 

 
Explanation 

 
(This amendment is a language only amendment directing the Department of Health Professions to 
convene a stakeholder workgroup to review the structure and purpose of the Committee of the Joint 
Boards of Nursing and Medicine. The workgroup will report its findings to the Governor and General 
Assembly by November 1, 2026.) 
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o The travel regulations require that “travelers 
must submit the Travel Expense 
Reimbursement Voucher within 30 days after 
completion of their trip”. (CAPP Topic 20335, 
State Travel Regulations, p.7).  If you submit 
your reimbursement after the 30-day deadline, 
please be aware that it cannot be approved. 

 
o In order for the agency to be in compliance with 

the travel regulations, please submit your 
request for today’s meeting no later than 



 

   
 

August 17, 2026 

Leroy B. Vaughan, Jr., M.D., President, Virginia Board of Medicine  
Carol A. Cartte, RN, BSN, Board Chair, Virginia Board of Nursing 

 
DELIVERED VIA ELECTRONIC MAIL: medbd@dhp.virginia.gov, nursebd@dhp.virginia.gov 

Re: Medical Society of Virginia Concerns on Workgroup on Modernization of the Joint Boards 
of Nursing and Medicine 

Dear Leroy Vaughan, Jr., M.D., and Carol A. Cartte, RN, BSN, 

The Medical Society of Virginia represents over 10,000 Virginia physicians, PAs, residents, 
and medical students of all specialties and localities across the Commonwealth. On behalf of 
these clinicians, we offer the following public comment for consideration of the workgroup in its 
conversations concerning the modernization of the Joint Boards of Nursing and Medicine. 

This letter addresses two primary concerns regarding the materials provided in advance of the 
August 28 workgroup meeting. First, the policy options outlined in the workgroup agenda all 
contemplate dissolution of the Joint Boards, with no option presented to modernize or 
restructure the Boards while preserving its existing framework. Second, the agenda does not 
include a dedicated item to discuss the APRN Compact, despite the minutes from the previous 
meeting clearly indicating that the workgroup intended to dedicate time to this issue at its next 
meeting. 

First and foremost, we are concerned that all three of the proposed “modernization” pathways 
outlined in the August 28 meeting agenda suggest that the Joint Boards be dissolved. Statute 
directs the workgroup to “consider pathways to modernize the Joint Boards structure and 
governance of advanced practice registered nurses.” That directive does not dictate that the 
Boards be dissolved to achieve modernization. The proposed pathways therefore appear to 
presume that modernization requires dissolution, rather than allowing the workgroup to first 
identify the concerns with the current structure and then evaluate whether, and to what extent, 
structural changes are warranted. This is particularly concerning given that several members 
of the workgroup expressed significant concerns about dissolution during the July 8 meeting. 

Dissolution of the Joint Boards does not appear to address an identified problem. Further, 
dissolution could create significant problems of its own.One of the most important jobs of 
Virginia’s healthcare Boards is to investigate patient complaints and instances of patient harm. 
This is especially important when Boards are overseeing practitioners with a scope that 

mailto:medbd@dhp.virginia.gov
mailto:nursebd@dhp.virginia.gov


 

   
 

encompasses the diagnosis, testing, and treatment of patients, defined in Virginia statute as 
the “practice of medicine or osteopathy.”1 Were the Joint Boards dissolved, the Board of 
Nursing (BON),composed primarily of RNs and LPNs who do not have the authority to 
diagnose, prescribe, or independently treat patients, would become the sole body responsible 
for both adjudicating APRN complaints and establishing APRN practice regulations, even 
though many of those matters involve diagnosing, testing, and treating patients as defined in 
the Virginia Code. This regime could create unequal, disconnected standards for two types of 
providers both practicing medicine as defined in Virginia Code — friction the Joint Boards' 
current structure has avoided successfully. 

The Joint Boards structure does not give physicians command and control over APRNs; it 
ensures the two Boards' expertise is coordinated within a single framework. This framework 
has not created stagnation in the evolution of APRNs. But it has proven capable of evolving 
through the authorization of autonomous practice after five years of clinical experience, and 
more recently, the reduction of that requirement to three years. Dissolving Virginia’s middle 
path solution, particularly in the wake of such a significant transition in APRN practice, would 
disrupt unnecessarily a framework that ensures consistent standards for patient care.  

If the workgroup is to consider modernizations to the structure and governance, it would be 
appropriate to consider modernizing the composition of the Board of Nursing AND the Joint 
Boards to require more APRN representation. With more APRN representation on the Board of 
Nursing, that Board could appoint APRNs, rather than RNs or LPNs, as its three 
representatives to the Joint Boards, ensuring that BON's appointees have a scope of practice 
that matches the APRN cases and regulations before them.  There has been significant 
movement in the authority of APRNs to practice autonomously in the Commonwealth, and it 
behooves us to consider modernizing the membership of the Joint Boards to reflect that reality. 
This is just one modernization that could be considered without requiring full dissolution of the 
Joint Boards. 

The MSV is also concerned that despite the minutes of the July 8 meeting reflecting the 
workgroup’s desire to discuss the APRN Compact promulgated by the National Council on the 
State Boards of Nursing, there is no agenda item included in the proposed agenda for the 
upcoming August 28 meeting reflecting time dedicated to this topic. 

The efforts to dissolve the Joint Boards cannot be viewed in isolation from the ongoing efforts 
to advance the APRN Compact in Virginia. The Compact is an important part of the broader 
context surrounding the future structure and regulation of APRN practice in Virginia and should 

 
1 Virginia Code Section 54.1-2900 

https://law.lis.virginia.gov/vacode/title54.1/chapter29/section54.1-2900/


 

   
 

not be overlooked in the workgroup’s discussion. Given the close relationship between efforts 
to dissolve the Joint Boards and consideration of the APRN Compact, as well as the emphasis 
workgroup members placed on the Compact as a priority topic at the previous meeting, the 
Compact should be included in the upcoming meeting’s discussion. 

The APRN Compact is the only compact of its kind that attempts to supersede state scope of 
practice laws. Specifically, Article III states 

“An APRN issued a multistate license is authorized to assume responsibility and 
accountability for patient care independent of a supervisory or collaborative relationship. 
This authority may be exercised in the home state and in any remote state in which the 
APRN exercises a multistate licensure privilege." 

This language suggests that Virginia's current collaboration requirement of three years for NPs 
does not apply to compact privilege holders. Further, it also appears to grant CRNAs and 
CNSs with prescriptive authority the ability to practice autonomously in Virginia, which is 
currently not permitted by statute.  

In summary, we respectfully urge the workgroup to evaluate fully the policy options for 
modernizing the Joint Boards, rather than treating dissolution as the only path forward, and to 
give the APRN Compact dedicated discussion time at the August 28 meeting. Both issues are 
directly connected to the workgroup’s consideration of the future structure and governance of 
the Boards and should be thoroughly examined before any recommendation is made. 

To discuss this matter or written comment further, please contact Colleen Grady-Koerner at 
cgrady@msv.org or 571-438-1142.  

Sincerely, 

 

Colleen Grady-Koerner 
Assistant Vice President of Government Affairs and Public Policy 
The Medical Society of Virginia 

 



 

Virginia Academy of Family Physicians 
7113 Three Chopt Road, Suite 101, Richmond, Virginia 23226 

Phone: 804-968-5200    www.vafp.org 

 

August 21, 2026 

RE: Joint Boards of Nursing and Medicine Workgroup Pursuant to Budget Item 288 #4s 

Dear Virginia Department of Health Professions: 

The Virginia Academy of Family Physicians (VAFP) appreciates the opportunity to provide 
comments on this important issue and explain its position—the current structure of the Joint Boards of 
Medicine and Nursing, as well as the Joint Boards’ governance of advanced practice registered nurses 
(APRNs), must be preserved.  

Among many other reasons, preservation of the Joint Boards’ current regulatory and disciplinary 
oversight is essential to ensure that physicians and APRNs practice under the same standard of care. At 
the center of this discussion is a principle we believe all healthcare professionals share: patients 
deserve a consistent standard of care based on their medical needs, regardless of the title of the 
clinician providing that care. 

The standard of care establishes the level of skill, knowledge, and care that a healthcare 
professional would be expected to provide under the same or similar circumstances. It serves as an 
important benchmark for determining whether professional obligations to patients have been met. When 
physicians and APRNs are authorized to provide substantially the same diagnostic and treatment 
services, applying different standards can expose patients to different expectations for their care. 
Allowing separate regulations and disciplinary action of the practice of medicine could create two 
separate standards of care, potentially putting patients at risk. 

A consistent standard of care also provides greater clarity for patients and promotes fairness and 
accountability within the regulatory process. Without the Joint Boards, an APRN and a physician who 
receive identical patient complaints, with all other factors being equal, could potentially undergo 
markedly different case reviews and subsequent disciplinary action. Such a system risks inconsistent 
outcomes for similarly situated clinicians and undermines regulatory fairness and accountability. 
Patients should be able to trust that the same clinical conduct will be evaluated according to the same 
expectations, regardless of the professional title of the individual providing their care. 

Supporting a consistent standard of care should not be viewed as diminishing the important role 
APRNs play in Virginia's healthcare system. APRN’s are valued colleagues and essential members of 
healthcare teams across the Commonwealth. Each member of the healthcare team brings important 
skills, education, training, and experience to the patients we collectively serve. Recognizing those 
differences while maintaining appropriate standards strengthens, rather than diminishes, team-based 
care. 



Healthcare is at its best when professionals work together. A regulatory model that incorporates 
both nursing and medical perspectives reflects the collaborative nature of healthcare and provides an 
opportunity for those perspectives to complement one another. The Joint Boards offer a structure 
through which both professions can contribute their expertise while maintaining consistent expectations 
for those engaged in the practice of medicine. 

Ultimately, patients should be able to trust that the care they receive will be held to the same 
evidence-based safety standard, regardless of who provides it. Different healthcare professionals may 
appropriately have different scopes of practice, education, and training, but patients should never have 
to wonder whether the standard applied to their diagnosis, treatment, safety, or care will differ because 
of the professional title of their clinician. 

The Joint Boards help ensure that healthcare clinicians who practice medicine are held to the 
same standard of care. Preserving this structure promotes consistency in patient care, regulatory 
fairness, professional accountability, and collaboration between the nursing and medical professions. 
For these reasons, VAFP believes the Joint Boards’ current structure, as well as its governance of APRNs, 
must be preserved. 

Sincerely, 

 
Verneeta L. Williams, MD, FAAFP 
President 



Robin N. Anderson, BSN, MD, FAAFP 
221 73rd St. 

Virginia Beach, VA 23451 
 

August 21, 2026 

RE: Joint Boards of Nursing and Medicine Workgroup Pursuant to Budget Item 288 #4sns: 

Dear Virginia Department of Health Professions: 

I am writing to express support for maintaining Virginia’s current joint regulatory structure 
between the Board of Medicine and the Board of Nursing for Nurse Practitioners (NPs), 
particularly in light of statutory changes that allow certain Nurse Practitioners to practice 
independently. 

Virginia now permits qualified Nurse Practitioners to practice without a formal collaborative 
agreement after meeting defined experience and practice requirements. As a result, a subset of 
NPs in the Commonwealth are diagnosing, treating, and prescribing independently, without 
physician involvement. These activities—diagnosis, medical decision-making, ordering and 
interpreting tests, and prescribing medications including controlled substances—are core 
elements of the practice of medicine. 

By way of background, I hold both a Bachelor of Science in Nursing (BSN) and a Doctor of 
Medicine (MD) degree. Having completed formal education and training in both disciplines, I 
have direct insight into the substantial differences in training models, depth, and clinical 
preparation between nursing and medicine. These are distinct educational pathways with 
different curricula, clinical intensity, and expectations, each valuable in its own right but not 
interchangeable. 

This evolution in scope of practice strengthens, rather than diminishes, the need for continued 
joint oversight. When clinicians are functioning independently in roles that are clinically 
indistinguishable from the practice of medicine, regulatory alignment with both nursing and 
medical standards becomes essential to ensure patient safety, consistency in care, and appropriate 
accountability. 

National data confirm that in states granting full practice authority, Nurse Practitioners 
independently provide comprehensive clinical care, including diagnosis, treatment, and 
prescribing, without mandated physician involvement. In these settings, NPs often serve as the 
sole clinician responsible for patient management in many encounters. 

At the same time, the clinical functions performed by independently practicing NPs remain 
fundamentally medical in nature. Competency frameworks consistently describe NPs as 
providers who diagnose illness, manage treatment plans, and prescribe therapies—functions that 
fall within the traditional definition of medical practice. 

Virginia’s joint Board of Medicine and Board of Nursing model is uniquely well-suited to this 
reality. It recognizes both: 

• The nursing foundation of NP education, licensure, and professional identity 
• The medical nature of the clinical care they provide, particularly when practicing 

independently 



Eliminating medical board involvement in oversight—particularly in the setting of independent 
practice—would create a regulatory gap in which clinicians performing medical decision-making 
are not subject to governance structures designed to evaluate competence in medical practice. 
Conversely, shifting oversight entirely to the Board of Medicine would disregard the nursing-
based training and licensure pathway that remain central to NP identity. 

The current joint model avoids both extremes and instead provides a balanced, interdisciplinary 
framework that mirrors real-world clinical practice. This is especially important in an 
environment where independent NP practice increases the level of autonomous clinical 
responsibility. 

In conclusion, Virginia’s scope-of-practice laws permitting independent Nurse Practitioner 
practice make it even more important—not less—to preserve joint oversight by both the Board of 
Nursing and the Board of Medicine. This structure ensures that regulatory authority 
appropriately reflects the dual nature of NP practice, maintains high standards of patient care, 
and provides comprehensive accountability for clinicians practicing across both nursing and 
medical domains. 

Thank you for your consideration of this important issue. 

Respectfully, 

 

Robin Nicole Anderson, BSN, MD, FAAFP 
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Virginia Council of Nurse Practitioners 

Nurse Practitioners: Partners for a Healthier Tomorrow 
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August 25, 2026 

Claire Morris 
Executive Director 
Virginia Board of Nursing 
9960 Mayland Drive 
Suite 300 
Henrico, Virginia 23233 

Re: VCNP Statement for the Boards of Medicine and Nursing Workgroup 

Dear Director Morris: 

VCNP submits this letter for the workgroup’s record and requests that it be appended to the workgroup’s 
report in full. Because the arguments of Virginia’s physician organizations are already before the 
workgroup in writing — in the physician coalition letter dated January 5, 2024 to former Director Owens 
concerning the Department of Health Professions’ SB 1105 report — this statement responds to those 
arguments directly, on the record, so that the workgroup’s report may address them rather than leave them 
unanswered. 
 
 

I. The question before this workgroup is governance, not scope of practice. 
 
This workgroup was charged to review the structure and purpose of the Committee of the Joint Boards 
and to consider pathways to modernize the governance of advanced practice registered nurses. That 
charge concerns who administers APRN licensure, discipline, rulemaking, and education standards. It 
does not concern what APRNs may do in practice. VCNP’s position, stated on the record at Meeting #1 
and restated here, is that nothing in the modernization VCNP supports changes any practice requirement. 
Practice agreements under Va. Code § 54.1-2957(C), the autonomous practice pathway and its clinical 
experience requirement under § 54.1-2957(I) as amended by HB 971 (2024), prescriptive authority 
conditions under § 54.1-2957.01, and the supervision language applicable to certified registered nurse 
anesthetists all remain exactly as the General Assembly has enacted them. The sole question is whether 
the administration of those requirements should continue to run through a dual-board structure that the 
Commonwealth’s own study identified as a national outlier, or should rest with the Board of Nursing, as it 
does in the overwhelming majority of states. 
 
Accordingly, VCNP respectfully requests that the workgroup’s report evaluate proposals on governance 
grounds — regulatory efficiency, adjudicative fairness, alignment of regulatory authority with 



 

___________________________________________________________________________________ 
Virginia Council of Nurse Practitioners 

Nurse Practitioners: Partners for a Healthier Tomorrow 
250 West Main Street, Suite 100 • Charlottesville, VA 22902 • (434) 977-3716 • Fax (434) 979-2439 • vcnp@vcnp.net • www.vcnp.net 

 

professional licensure, legal soundness, and public protection — and that arguments directed at scope of 
practice be recorded as outside the workgroup’s charge. 
 
 

II. The Commonwealth has already studied this question. Exhibit A is its answer. 
 
Attached as Exhibit A is House Document No. 18 (2021), the Report on Advanced Practice Registered 
Nurses prepared by the Department of Health Professions pursuant to the 2021 Special Session I Budget 
Bill and delivered to the Governor and the General Assembly. VCNP directs the workgroup’s attention to 
the following findings of DHP and requests that each be reflected in the workgroup’s report: 
 

A.  Virginia’s governance structure is a national outlier — and for two APRN roles, Virginia 
stands alone.  
 
The DHP found that Virginia is one of only three states using a joint-board structure for APRNs (HD18 § 
III, n.4). At the specific role level, the DHP found that no jurisdiction other than Virginia includes the 
Board of Medicine in the regulation of CRNAs (§ IV.C); that no other jurisdiction follows Virginia’s 
joint-licensure model for clinical nurse specialists (§ IV.D); and that joint medicine-nursing regulation of 
certified nurse midwives exists only in Virginia and North Carolina (§ IV.B).  
 
VCNP notes a distinction the record should preserve. Physician stakeholders have correctly observed, in 
their January 5, 2024 letter, that Virginia’s scope-of-practice regime is not an outlier: sixteen states use a 
transition-to-practice model and others require collaborative agreements. VCNP does not dispute that 
observation — and it is beside the point. The outlier finding that bears on this workgroup’s charge is the 
governance finding, which the coalition letter does not dispute: less than a handful of states place APRN 
regulation under a joint board. On the question actually before this workgroup, Virginia’s structure is the 
rare exception to a settled national norm. 
 

B.  Joint regulation was created at nursing’s own recommendation and can be modernized 
the same way. 
 
The DHP report confirms that joint regulation was established “upon the recommendation of the Virginia 
Board of Nursing” (§ III). The structure was a policy choice of its era, not a constitutional fixture, and the 
Commonwealth is free to revisit it as the overwhelming majority of other states’ experience now counsels. 
 

C.  The Department’s own recommendation.  
 
DHP’s Recommendation 2 is that APRNs be regulated solely by the Board of Nursing. That 
recommendation was produced under legislative mandate, by neutral staff, five years ago. This 
workgroup is not writing on a blank slate; it is deciding whether to act on the Commonwealth’s own 
commissioned answer. 
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Virginia Council of Nurse Practitioners 
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III. The disciplinary-consistency concern, answered. 
 
The January 5, 2024 coalition letter argues that dissolving the Joint Boards would create “different 
standards” for overlapping clinical acts — that an autonomous nurse practitioner and a physician facing 
similar patient complaints could receive different case reviews — and that nurses who do not themselves 
hold independent prescriptive authority would participate in disciplinary decisions involving prescribing 
and diagnosis. Because this is the principal governance argument in the record against modernization, 
VCNP answers it directly and requests that the workgroup’s report do the same. 
 
First, the national record. Forty-six states, the District of Columbia, and all U.S. territories discipline 
APRNs, including for matters of diagnosis and prescribing, through their Boards of Nursing without joint 
physician governance. If sole-board discipline produced the harms the coalition letter predicts, that harm 
would be documented somewhere in the decades of experience across nearly the entire country. The 
coalition letter cites no such evidence, and VCNP is aware of none. Further, the Federation of State 
Medical Boards has acknowledged in a report that it jointly authored that “Overlap among professions is 
necessary. No one profession actually owns a skill or activity in and of itself. One activity does not define 
a profession, but it is the entire scope of activities within the practice that makes any particular profession 
unique. Simply because a skill or activity is within one profession’s skill set does not mean another 
profession cannot and should not include it in its own scope of practice.”1 
 
Second, profession-specific discipline is the ordinary architecture of Virginia law, not an anomaly to be 
feared. Every licensed profession in the Commonwealth is judged against the standard of care of its own 
profession, by its own regulatory board. The Board of Medicine disciplines physicians in dozens of 
specialties, and over twenty professions — a breadth acknowledged at Meeting #1, where it was observed 
that no board or small panel of any composition could hold standing expertise across all of them — as 
well as other professions within its jurisdiction, without any suggestion that a board member must hold 
the respondent’s precise license, specialty, or scope to adjudicate fairly. Dentists administer anesthesia and 
prescribe controlled substances under the Board of Dentistry; optometrists prescribe and are governed by 
the Board of Optometry. The Board of Medicine is not involved in either Board. The premise of the 
physician coalition’s argument — that overlapping clinical acts require a single merged adjudicator — 
would, applied consistently, require consolidating much of Title 54.1 into a single board. Virginia law has 
never accepted that premise, for good reason. 
 
Third, board discipline does not operate by the mechanism the letter describes. As the BON APRN 
Deputy Executive Director described at Meeting #1, APRN disciplinary matters proceed through 
DHP/enforcement investigation, agency subordinate review, and informal conference before any board-
level action, and APRN reviewers already perform many steps of the current workflow. The clinical 
record in an APRN case is developed by the same process regardless of which board holds the file. The 
image of board members without prescriptive authority resolving prescribing cases on unaided personal 

 
1 Association of Social Work Boards, Federation of State Boards of Physical Therapy, Federation of State Medical 
Boards, National Association of Boards of Pharmacy, National Board for Certification in Occupational Therapy, & 
National Council of State Boards of Nursing. (2012). Changes in healthcare professions' scope of practice: 
Legislative considerations (Rev. ed.). 
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judgment does not describe Virginia’s disciplinary process under either the current structure or the 
proposed one.  
 
Fourth, to the extent the concern is expertise, the remedy is representation — and VCNP proposes it. If 
the underlying concern is that APRN-specific expertise should inform APRN licensure and discipline, 
VCNP agrees, and the answer is structural: expanded APRN representation on the Board of Nursing 
across the four APRN roles, together with authority to retain expert consultants — the very questions the 
Senate Education and Health Committee referred for study in 2023. VCNP asks the workgroup to treat the 
coalition’s expertise concern as support for strengthened APRN representation on the Board of Nursing, 
which it logically is, rather than as support for a physician veto over nursing regulation, which it is not. 
The Board of Medicine retains expert reviews when necessary and the Board of Nursing could do the 
same. 
 
Fifth, the appellate concern is answered by the structure of judicial review itself. Stakeholders suggested 
at Meeting #1 that disciplinary decisions rendered without physician adjudicators would be legally 
vulnerable on appeal. As mentioned above, the Board of Medicine is not involved in Board of Dentistry 
anesthesia cases. Are Board of Dentistry anesthesia cases vulnerable on appeal? No, and there is zero 
evidence of such alleged vulnerability. Under the Virginia Administrative Process Act, a court reviewing 
an agency case decision asks whether the decision is supported by the evidence in the agency record and 
was reached through lawful procedure; clinical expertise enters that record through investigation, expert 
review, and testimony, not through the license type of the adjudicators. 
 
 

IV. On the evidence: the record should state what the literature does and does not address. 
 

The coalition letter criticizes the SB 1105 report’s statement that “no evidence exists” of a public safety 
risk from APRN independent practice, citing studies of prescribing patterns, diagnostic imaging 
utilization, and emergency-department training variability. The peer-reviewed literature cited on all sides 
of this issue — the studies the DHP identified in the report (Yang 2021; Kurtzman 2017; Ortiz 2018; 
Martsolf 2019; Yang 2016) and the utilization studies cited in the coalition letter (Lozada 2020; Hughes 
2014; Mizrahi 2018) — addresses scope-of-practice regulation: what happens when practice restrictions 
are loosened or maintained. None of it addresses board structure. No study cited by any participant in this 
workgroup, and none known to VCNP, finds that joint-board regulation of APRNs produces better safety, 
disciplinary, or quality outcomes than sole board-of-nursing regulation. The scope-of-practice literature 
debate, whatever its merits, belongs to the General Assembly’s completed and future deliberations on 
practice requirements. It does not bear on the governance question this workgroup was convened to 
answer. 
 
 

V. The operational record from Meeting #1 should be carried into the report. 
 

VCNP requests that the workgroup’s report reflect the following matters placed on the record at Meeting 
#1 by Department staff and joint-board members — not by VCNP: that the inter-board review step adds 
weeks to months to APRN rulemaking, affecting the timing of regulatory implementation of enactments 
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of the General Assembly; that the joint structure creates a scheduling vulnerability unique to APRN 
regulation, in which the cancellation or rescheduling of either board’s meeting delays all pending APRN 
regulatory action; that the two boards vary in their review timelines and processes; and that APRN 
reviewers already perform many steps of the current disciplinary workflow. These are the observations of 
the neutral administrators of the current structure, and they bear directly on the workgroup’s charge to 
consider pathways to modernize. 
 
VCNP further requests that the report reflect the on-record testimony of two Meeting #1 participants, each 
with more than twenty years of military service, that independent APRN and CRNA practice occurs in 
military settings, with collaboration available as clinically indicated — testimony offered in direct 
response to written physician-stakeholder criticism of the Department’s prior treatment of military 
practice. That testimony establishes two propositions the report should preserve: that independent APRN 
practice is an operating reality in the United States military health system, and that collaboration among 
clinicians and regulatory oversight of a profession are distinct concepts. 
 
 

VI. The APRN Compact is not before this workgroup. 
 

VCNP stated at Meeting #1, and restates for the record, that the APRN Licensure Compact is not part of 
the modernization VCNP asks this workgroup to recommend. The coalition physician letter devotes 
substantial attention to the Compact — its clinical-hour threshold, its membership history, and opposition 
to its current form within the nursing profession itself. VCNP notes only the following. The 2021 DHP 
report’s recommendations are independent and severable; this workgroup’s charge is board structure and 
governance, the territory of Recommendation 2. Whether Virginia should ever join the Compact is a 
separate policy question reserved to the General Assembly, with its own national debate in which nursing 
organizations themselves hold differing views. Modernizing governance neither enacts the Compact nor 
endorses it; it removes a structural bar and preserves the General Assembly’s future options, whatever 
those choices may be. VCNP further notes that the physician coalition letter’s comparison of Compact 
requirements to “the five years of clinical experience that Virginia requires” describes a statute the 
General Assembly has since amended; HB 971 (2024) established a three-year requirement. VCNP offers 
this correction solely so the record reflects current law. 
 
 

VII. Requested recommendation. 
 

VCNP respectfully requests that the workgroup’s report recommend: (1) that licensure, discipline, 
rulemaking, and education standards for all four APRN roles be administered solely by the Board of 
Nursing, consistent with HD18 Recommendation 2 and the practice of forty-six states; (2) dissolution of 
the Committee of the Joint Boards, with orderly transition provisions preserving all existing licenses, 
practice agreements, autonomous practice designations, and pending matters; (3) expanded APRN 
representation on the Board of Nursing across the four APRN roles, responsive to the questions referred 
by the Senate Education and Health Committee in 2023; and (4) authority for the Board of Nursing to 
retain qualified expert consultants, in matters where interprofessional clinical expertise is useful — the 
same mechanism the Board of Medicine employs in specialty matters. VCNP has stated its openness to a 
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physician advisory role and restates it here, noting that the advisory model discussed at Meeting #1 — 
under which the Board of Nursing retains final authority with physician advisors available to disciplinary 
panels — was proposed from within the Board of Nursing itself. VCNP’s sole structural condition is that 
no other profession’s board hold a binding vote or veto over the regulation of nursing. 
 
Respectfully submitted, 

 
 
Morgan McDowell, DNP, ACPCNP—BC, WHNP—BC  
President, Virginia Council of Nurse Practitioners 
 
 
 
 
Exhibits Attached 
 
Exhibit A: House Document No. 18 (2021), Report on Advanced Practice Registered Nurses, Virginia 
Department of Health Professions. 
 
Exhibit B: NCSBN Consensus Model materials and state-by-state comparison of APRN regulatory 
structures, as included in the Meeting #1 agenda packet, supplemented with the current count of sole 
board-of-nursing jurisdictions. 
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I. EXECUTIVE SUMMARY  

This Report is in response to a request in the 2021 Special Session I Virginia General 

Assembly Budget Bill, which reads, “The Department of Health Professions (DHP) shall 

study and make recommendations regarding the oversight and regulation of advanced 

practice registered nurses (APRNs). The department shall review recommendations of the 

National Council of State Boards of Nursing, analyze the oversight and regulations 

governing the practice of APRNs in other states, and review research on the impact of 

statutes and regulations on practice and patient outcomes.  The department shall report 

its findings to the Governor and General Assembly by November 1, 2021.” 

Regulation of APRNs varies significantly from state to state. In 2008, the National Council 

of State Boards of Nursing developed the Consensus Model for APRN regulation, which 

presents recommendations for state legislatures and boards regarding the regulatory 

structure for APRNs (Certified Nurse Practitioners, Certified Nurse Midwives, Clinical 

Nurse Specialists and Certified Registered Nurse Anesthetists).  

Virginia has been moving towards alignment with the APRN Consensus Model but differs 

in two significant ways:  

1) Virginia does not grant all APRNs the ability to practice independently; and  

2) Virginia does not regulate APRNs solely through the Board of Nursing.   

DHP found a number of recent studies responsive to the impact of regulation on practice 

and patient outcomes. These studies indicate that granting APRNs independent practice 

authority may increase APRN supply without reducing quality of care.  

Recommendations from DHP are to: 

1) Amend statutory and regulatory definitions to conform to those in the APRN 

Consensus Model; 

2) Consider amending Virginia laws and regulations to align with the APRN 

Consensus Model; and  

3) Pursue participation in the APRN Licensure Compact.  
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II. ADVANCED PRACTICE REGISTERED NURSES OVERVIEW 

Advanced Practice Registered Nurses (APRNs) are registered nurses who have completed 

graduate-level education and achieved national certification which qualifies them to 

provide direct care in a particular role at an advanced level. Each state has statutes and 

regulations which define APRN roles and their scopes of practice, resulting in significant 

statutory and regulatory variability. As APRNs became an integral part of the health care 

system, over 40 national nursing organizations met to consider the issues that contribute 

to this variability in APRN regulation among states and territories. In 2008, the National 

Council of State Boards of Nursing1 (NCSBN) and the Advanced Practice Nursing 

Consensus Work Group developed the Consensus Model for APRN Regulation2 (APRN 

Consensus Model) to guide all states toward a national standard for APRN licensure and 

practice. This model is currently endorsed by NCSBN and at least 48 national nursing 

organizations. 

A. APRN Consensus Model: 

The APRN Consensus Model presents strategies for state legislatures and regulatory 

boards to implement when establishing the appropriate licensure, accreditation, 

certification, and education of APRNs. According to this model, an APRN shall have 

completed an accredited graduate-level education program preparing him/her for 

one of four recognized APRN roles: Certified Nurse Practitioner (CNP), Certified Nurse 

Midwife, (CNM), Certified Registered Nurse Anesthetists (CRNA), or Certified Nurse 

Specialist (CNS). An APRN shall also have passed a national certification examination 

and obtained licensure. The NCSBN recommends that only those individuals who are 

licensed to practice as an APRN be allowed to use the APRN title. In addition to being 

educated in one of the four roles, the Consensus Model also recommends that APRNs 

be educated in at least one of six population foci: family-individual across the lifespan, 

adult-gerontology, neonatal, pediatrics, women’s health/gender-related or 

psych/mental health. 

The following chart paraphrases the definitions of the four APRN Roles and describes 

the recommendations regarding APRN practice, licensure authority, and prescriptive 

authority as outlined in the APRN Consensus Model: 

 

                                                           
1 NCSBN an independent, not-for-profit organization through which nursing regulatory bodies act and counsel 

together on matters of common interest and concern affecting public health, safety and welfare, including the 

development of nursing licensure examinations. 

2 APRN Consensus Work Group & the National Council of State Boards of Nursing APRN Advisory Committee, 
Consensus Model for APRN Regulation: Licensure, Accreditation, Certification & Education, NAT’L COUNCIL STATE BDS. 
NURSING (Jul 2008). 
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Definition 

APRN CNP CNM CRNA CNS 

A licensed 

independent 

practitioner who 

has completed a 

graduate-level 

education 

program preparing 

him/her for one of 

the four APRN 

roles; passed a 

national 

certification 

examination; and 

provides direct 

care to patients. 

Practices 

autonomously as 

primary care CNPs 

and acute care 

CNPs, which have 

separate 

competencies and 

certification 

processes; 

prepared to treat 

patients with 

undifferentiated 

symptoms or 

established 

diagnoses. 

Provides a full 

range of primary 

health care 

services to women 

including 

gynecologic, family 

planning, 

preconception, 

prenatal, 

postpartum, 

childbirth, and 

newborn care and 

treats male 

partners of their 

female clients for 

STDs. 

Provides the full 

spectrum of 

patients’ 

anesthesia care 

and anesthesia-

related care for 

individuals, 

including those 

with immediate, 

severe, or life-

threatening 

illnesses or injury. 

Integrates care 

across the 

continuum and 

through three 

spheres of 

influence: patient, 

nurse, system; 

primary goal of the 

CNS is continuous 

improvement of 

patient outcomes 

and nursing care. 

Licensure Authority APRNs are to be licensed solely by Boards of Nursing (except in states where 

state boards of nurse-midwifery or midwifery regulate nurse-midwives). 

Independent Practice Responsible for complying with rules established by the Boards of Nursing and 

recognizing the limits of their knowledge and experience, and shall consult or 

refer to other health care providers as appropriate. 

Independent Prescriptive 

Authority 

Boards of Nursing shall grant prescribing, ordering, and dispensing authority 

through the APRN license. 

  

Two recommendations are particularly relevant for this Report. First, the APRN 

Consensus Model recommends that APRNs be solely licensed by Boards of Nursing. It 

is important to note here that, although specialization is an option, APRNs are to be 

licensed at the level of role and population foci. The following graphic illustrates 

NCSBN’s recommendation for APRN licensure: 

          

ROLE POPULATION FOCUS 
 

 

 

 

 

 

 

CNM

CRNA

CNS

CNP

1. Family/individual across the lifespan 
2. Adult-gerontology 
3. Neonatal 
4. Pediatrics 
5. Women’s health/gender-related 
6. Psych/mental health 

ADVANCED 

PRACTICE 

REGISTERED 

NURSE 
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Second, the APRN Consensus Model recommends that all APRNs be granted 

independent practice and independent prescriptive authority as part of their licensure 

as an APRN.  

Independent Practice is defined as requiring no collaborative agreement with a 

physician, supervision by a physician, or conditions for practice.  

Independent prescriptive authority is defined as the ability of APRNs to prescribe, 

without limitation, legend (prescription) and controlled drugs, devices, adjunct 

health/medical services, durable medical goods, and other equipment and supplies.3 

States have promulgated vastly diverse rules regarding prescriptive authority. For 

example, a board may grant independent prescriptive authority to APRNs who have 

been supervised by a physician after a limited period of time, or may restrict 

independent prescriptive authority to certain schedules of drugs. In some states, 

prescriptive authority is granted to some APRN roles, but not all of them. For the 

purposes of this report, states will be considered as granting independent prescriptive 

authority if APRNs may become eligible at any point for independent prescriptive 

authority. 

B. APRN Compact: 

In August 2020, the NCSBN adopted a Model Act which serves as the basis for state 

legislation to enact the APRN Compact. Once seven states have enacted this 

legislation, the APRN Compact will go into effect.  In order to be eligible for a multi-

state license, an APRN must be a legal resident of a compact state and meet the 

Uniform Licensure Requirements for a multi-state license.  The home state maintains 

the authority over the license, and a remote state may take adverse action against a 

licensee’s privilege to practice within that remote state. 

Currently, North Dakota and Delaware have passed legislation to join the APRN 

Compact. Compacts make it possible for licensees to practice across state lines 

outside their home state without applying for a separate license therefore eliminating 

any delay in providing care to patients. An APRN’s ability to practice across state lines 

increases access to care through expansion of workforce.  Military spouses currently 

enjoy the benefits of the Nurse Licensure Compact and are likely to find the APRN 

Compact a useful mechanism through which they can maintain their licensure and 

continue to work when they are uprooted to different states. 

 

 

                                                           
3 APRN Prescribing Law: A State-by-State Summary (last visited October 7, 2021) 
https://www.medscape.com/viewarticle/440315 
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In discussions on HB793 in the summer of 2021 Virginia’s Board of Medicine and Board 

of Nursing both recommended that Virginia “Adopt the Criteria for APRN practice as 

outlined in the NCSBN APRN Compact”. The APRN compact criteria for multistate 

licensure are provided in the following table: 

APRN COMPACT UNIFORM LICENSURE REQUIREMENTS 

FOR MULTI-STATE LICENSURE 

1. Conduct criminal background checks for applicants for initial APRN licensure or APRN licensure 

by endorsement. 

2. Meet home state’s requirements for obtaining and retaining a single state license, in addition 

to meeting the following Uniform Licensure Requirements (ULRs): 

  Graduates from a graduate-level accredited education program or an approved foreign 

APRN education program 

  Passes an English proficiency examination (applies to graduates of an international 

education program not taught in English or if English is not the individual’s native language) 

  Passes a national certification examination that measures APRN, role and population-

focused competencies and maintains continued competence as evidenced by recertification 

in the role and population focus through the national certification program 

  Holds an active, unencumbered license as a registered nurse and an active, unencumbered 

authorization to practice as an APRN 

  Has successfully passed an NCLEX-RN® examination or recognized predecessor, as applicable 

  Has practiced for at least 2,080 hours as an APRN in a role and population focus congruent 

with the applicant’s education and training 

  Has submitted to state and federal fingerprint-based criminal background checks 

  Has not been convicted or found guilty, or has entered into an agreed disposition, of a 

felony offense under applicable state, federal, or foreign criminal law 

  Has no misdemeanor convictions related to the practice of nursing (determined on a case-

by-case basis) 

  Is not currently a participant in an alternative program (i.e., Virginia Health Practitioners’ 

Monitoring Program) 

  Is required to self-disclose current participation in an alternative program 

  Has a valid United States Social Security number 

3. An APRN multistate license is recognized as authorizing the APRN to practice in each party 

state, under a multistate licensure privilege, in the same role and population focus as in the 

home state. 

4. An individual may apply for a single-state license, instead of a multistate license, even if 

otherwise qualified for the multistate license. 
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III. VIRGINIA REGULATORY MODEL 

Upon the recommendation of the Virginia Board of Nursing, the General Assembly 

amended the Medical Practice Act in 1973 authorizing the Boards of Medicine and 

Nursing to regulate expanded nursing practice.  

Virginia’s joint-board regulatory structure4 created an unusual legal landscape. Laws 

governing APRNs are housed in the Medical Practice Act, but Board of Medicine 

regulations do not contain any reference to APRNs. Regulations pertaining to APRNs are 

recommended by the Committee of the Joint Boards of Medicine and Nursing, must be 

approved by both the Board of Medicine and the Board of Nursing, and are housed under 

the Board of Nursing.  

A. History of APRN Regulation in Virginia: 

The regulations governing APRNs (referred to as “nurse practitioners”) were initially 

promulgated in 1975 and included general NPs and CRNAs. The following year, 

regulations for CNMs were added. By 1986, Virginia certified NPs in these 3 roles (NP, 

CRNA, and CNM) according to 14 different population foci, and began registering CNSs 

in 1989. In 1988, regulations were amended changing the status of NPs from certified 

to licensed, and modifying the definition of supervision giving NPs less restrictive 

practice. 

The General Assembly has steadily expanded licensed NP practice through 

amendments to the Virginia Code. From provisional practice status to legal changes 

enabling insurance reimbursement and expansion of prescriptive authority to include 

Schedule II drugs, the Commonwealth has incrementally grown closer to alignment 

with the APRN Consensus Model. 

B. Recent Legislative Changes: 

In 2018, HB 793 provided for nurse practitioners (CNP) with five or more years of 

clinical experience (9,000 hours) to submit an application for autonomous practice. 

The regulations went into effect January 7, 2019.  

In 2021, the Virginia General Assembly brought the Commonwealth even closer into 

alignment with the national APRN Consensus Model upon enactment of three bills— 

HB1737, HB1747, and HB1817. Each of these bills included amendments to § 54.1-

2957 of the Va. Code: 

 HB 1737 allows CNPs to apply for autonomous practice after two years (as opposed to 
the previously required five years) of full-time clinical experience. This law includes a 
“sunset” provision, meaning without further legislation, the law will revert back to the 5-
year requirement on July 1, 2022. 

                                                           
4 Virginia is one of three states with a joint board structure for APRNs; the others are Alabama and North Carolina.  
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 HB 1747 changed the status of Virginia CNSs from registered to licensed. As of July 1, 
2021, CNSs are now included in the definition of APRNs, and required have a practice 
agreement5.   

 HB 1817 grants CNMs independent practice upon the Boards of Medicine and Nursing 
receiving an attestation that the midwife completed 1,000 hours of practice in accordance 
with a practice agreement with either a physician or a CNM with 2 or more years of clinical 
experience. 

The current legislative landscape in Virginia is compared to the APRN Consensus 

Model in the following chart with areas in green denoting alignment with the Model: 

 APRN CNP CNM CRNA CNS 

Definition In Virginia, 

‘APRN’ as a 

term is not 

defined and is 

used only in the 

definitions of 

the 4 roles. 

Virginia uses the term “licensed nurse practitioner” by regulation to refer to all 

APRNs. 

The definition of CNPs, CNM, CRNA, and CNS recommended by NCSBN’s APRN 

Consensus Model are substantially equivalent to Virginia’s definitions. 

Licensure 

Authority 

The Consensus Model recommends licensure only by Boards of Nursing. 

In Virginia, all nurse practitioners are licensed by the Joint Boards of Medicine and Nursing. 

Independent 

Practice 

APRNs are 

either 

supervised or 

must maintain a 

practice 

agreement 

upon initial NP 

licensure in 

Virginia. 

In Virginia, licensed 

nurse practitioners 

(CNPs in the 

Model) must 

maintain a practice 

agreement with a 

physician for 2 

years after which 

they may apply to 

the Boards to 

practice 

independently.6 

In Virginia, CNMs 

must maintain a 

practice 

agreement with a 

physician or 

experienced CNM 

for 1,000 hours 

after which they 

may practice 

independently. 

In Virginia, CRNAs 

are required to 

practice under 

the supervision of 

a physician, 

podiatrist or 

dentist. No 

mechanism exists 

for independent 

practice.  

In Virginia, CNSs 

are restricted to 

consultation with a 

licensed physician 

in accordance with 

a practice 

agreement. 

Independent 

Prescriptive 

Authority 

Independent 

prescriptive 

authority is not 

granted by the 

designation as 

an APRN in 

Virginia. 

Once granted independent practice (as 

described above), then LNPs (CNPs) and 

CNMs acquire independent prescriptive 

authority. 

 

CRNAs may 

prescribe drugs 

during the 

periprocedural 

period. 

CNSs may 

prescribe 

controlled 

substances in 

accordance with a 

practice 

agreement. 

                                                           
5 Budget language in the 2021 Special Session II allows CNSs registered with the Board of Nursing immediately 
prior to July 1, 2021 to practice without a practice agreement if they practice without prescriptive authority. The 
budget provision expires after June 30, 2022. 
6 Va. Code § 54.1-2957 (C), (I) (effective until July 1, 2022); if not reenacted will require 5 years. While the law 
refers to “nurse practitioners,” it also excludes CNMs, CNSs, and CRNAs.  
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In summary, Virginia laws have been moving toward alignment with the APRN Consensus 

Model while maintaining the unique joint-boards structure in the regulatory system.  

The NCSBN assigns points to states and territories for alignment with the APRN Consensus 

Model. Virginia is one of nine jurisdictions that score 24 points, with 22 jurisdictions 

scoring higher and 24 scoring lower7.  

The Virginia regulatory model differs from the APRN Consensus Model in two significant 

ways:   

1) Virginia does not grant all APRNs the ability to practice independently upon initial 

licensure, and 2) Virginia does not regulate APRNs solely through the Board of Nursing.  

To understand specifically how Virginia compares with other states and territories, the 

next section examines each of the nationally-recognized APRN roles and how they are 

regulated. Legislative actions that are needed for Virginia to be in alignment with the 

APRN Consensus Model are then detailed in the Recommendations section of this Report.  

 

IV. APRN ROLES – HOW EACH ROLE IS REGULATED IN THE UNITED STATES AND 

TERRITORIES 

While there continues to be significant national variation in state APRN regulatory 

structures, overall states and territories have collectively grown closer to conformity with 

the APRN Consensus Model. As of 2021, every U.S. state recognizes at least three of the 

four APRN roles. Only eight states do not use the “APRN” designation. Most states now 

require licensure by a regulatory board for APRNs to legally practice and are subject to 

disciplinary action by those boards. Nearly half (23) of U.S. jurisdictions authorize APRNs 

in all four roles to practice and prescribe independently (as previously defined on page 4) 

in their jurisdiction.  

 

The following maps reflect an analysis of statutory data on APRN practice authority and 

APRN prescriptive authority by state-territory collected specifically for this Report and 

found in Appendix A. 

 

 

 

 

 

 

 

 

 
                                                           
7 https://www.ncsbn.org/5397.htm 

https://www.ncsbn.org/5397.htm
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APRN PRACTICE AUTHORITY 

 

Most states allow full or partial independent practice; 15 jurisdictions do not allow independent practice options for 
any of the four roles. 

 

APRN PRESCRIPTIVE AUTHORITY 

 

This map indicates that there is greater division between jurisdictions regarding the granting of independent 
prescriptive privileges. 
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Due to the great variation among state regulatory structures for each APRN role, this 
section of the report will consider each role separately. 

 

A. Certified Nurse Practitioner:  

Consensus Model Definition: Certified Nurse Practitioner (CNP) – prepared to 

diagnose and treat patients with undifferentiated symptoms as well as those with 

established diagnoses. Both primary and acute care CNPs provide initial, ongoing, and 

comprehensive care, includes taking comprehensive histories, providing physical 

examinations and other health assessment and screening activities, and diagnosing, 

treating, and managing patients with acute and chronic illnesses and diseases. 

Certified nurse practitioners are prepared to practice as primary care CNPs and acute 

care CNPs, which have separate national consensus-based competencies and 

separate certification processes. 

National: The generic umbrella title of “nurse practitioner” has gradually phased out 

and been replaced with “advanced practice registered nurse” at the national level. 

“Certified nurse practitioner” was adopted in the APRN Consensus Model and many 

other states to refer to one of the four APRN roles.  Some U.S. jurisdictions continue 

to use “nurse practitioner” to refer to all four APRN roles.  Virginia is one such state 

as “nurse practitioner” and “licensed nurse practitioner” are used interchangeably in 

Virginia Code and regulations to denote an APRN who has been licensed by the joint 

Boards of Medicine and Nursing.  

Virginia:  In Virginia, it is particularly challenging to compare the NP role that 

corresponds to the CNP role as defined 

by the APRN Consensus Model to other 

states. Va. Code § 54.1-2957 requires 

the Boards of Medicine and Nursing to 

“jointly promulgate regulations 

governing the licensure of nurse 

practitioners”. As a result, “nurse 

practitioner” refers to all four APRN 

roles jointly licensed by the Boards of 

Medicine and Nursing throughout the 

Code as illustrated in this diagram: 

Unlike the CNM, CRNA, and CNS roles which are specifically defined in the Code 

according to education and certification, referring to the NP role requires the use of 

qualifiers by exception in Virginia Code -- “a nurse practitioner, other than a CRNA, 

CNM or CNS”.   
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In other words, an NP in Virginia educated and certified in specialties other than nurse 

midwifery, nurse anesthesia, or clinical nurse specialist falls under what most states 

and the APRN Consensus Model refer to as Certified Nurse Practitioner (CNP). 

Independent Practice: The NCSBN defines independent practice as requiring no 

collaborative agreement with a physician, supervision by a physician, or conditions for 

practice. Currently, independent practice authority is the legal/regulatory issue with 

the least amount of disparity between jurisdictions. Thirty-six jurisdictions (including 

Virginia) grant CNPs the ability to obtain independent practice authority either 

immediately upon licensure or via a transition to practice model.  

Prescriptive Authority: The NCSBN considers an APRN to have prescriptive authority 

if they may administer, prescribe, or distribute controlled substances devices and 

equipment. Such authority is considered independent if there are no requirements 

that the APRN maintain a written collaborative agreement with a physician or be 

supervised in their prescriptive capacity.  

There are 32 U.S. jurisdictions (including Virginia) that grant CNPs independent 

prescriptive authority exceeding that of any other APRN role. 

If Virginia were to codify the term “Advanced Practice Registered Nurse” as a 

substitute for “Nurse Practitioner” as well as the term “Certified Nurse Practitioner” 

for the NP role as used in the APRN Consensus Model, the regulatory model in Virginia  

would look like this: 
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                                  Role                    Population Foci 

 

 

 

APRNs

CNM
certified nurse 

midwife

CRNA
certified registered 
nurse anesthetist

CNS
clinical nurse 
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adult/geriatric 
acute care NP
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pediatric/primary 
care NP

adult/geriatric 
primary care NP
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women's health 
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psychiatric/mental 
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pediatric/acute 
care NP
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B. Certified Nurse Midwife: 

Consensus Model Definition: Certified Nurse Midwife (CNM) – provides a full range 

of primary health care services to women throughout the lifespan, including 

gynecologic care, family planning services, preconception care, prenatal and 

postpartum care, childbirth, and care of the newborn. The practice includes treating 

the male partner of their female clients for sexually transmitted diseases and 

reproductive health. This care is provided in diverse settings, which may include 

home, hospital, birth center, and a variety of ambulatory care settings including 

private offices and community and public health clinics. 

National: All jurisdictions recognize the CNM role. CNMs are regulated by both the 

Board of Medicine and the Board of Nursing in Virginia and North Carolina, while in 

New Jersey and Pennsylvania CNMs are regulated solely by their jurisdiction’s Board 

of Medicine. CNMs in the other jurisdictions are regulated solely by the Board of 

Nursing, except in five states where they are regulated by the Department of Health 

or a Board of Midwifery. 

Virginia: A “certified nurse midwife” is an APRN “who is certified in the specialty of 

nurse midwifery and who is jointly licensed by the Boards of Medicine and Nursing.” 

All laws pertaining to the CNM are provided in Chapter 29 of the Virginia Code 

(Medicine and Other Healing Arts), with regulations in the Board of Nursing.  

Independent Practice: Independent practice is defined by the NCSBN as having no 

requirements “for a written collaborative agreement…supervision, [or] conditions for 

practice.” Recent legislation in Virginia allows CNMs to attain autonomous practice 

status after completion of 1,000 hours of clinical experience attested to by a CNM or 

physician who supervised such experience. Thirty-one states (including Virginia) plus 

D.C., Guam, American Samoa, and the Northern Mariana Islands allow CNMs the 

ability to obtain independent practice authority. 

Prescriptive Authority: Nationally, there is great disparity between jurisdictions on 

the level of prescriptive authority held by CNMs. While CNMs have been granted the 

authority to write prescriptions in all fifty states and the District of Columbia, the level 

of authority varies from direct supervision limited to a practice agreement to 

independent authority with no physician oversight requirement. Thirty jurisdictions 

currently provide CNMs with independent prescriptive authority. Virginia provides 

independent prescriptive authority for CNMs who have attained autonomous practice 

status. 
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C. Certified Registered Nurse Anesthetist: 

Consensus Model Definition: Certified Registered Nurse Anesthetist (CRNA) –

provides the full spectrum of anesthesia care and anesthesia-related care for 

individuals across the lifespan, whose health status may range from healthy through 

all recognized levels of acuity, including persons with immediate, severe, or life-

threatening illnesses or injury. This care is provided in diverse settings, including 

hospital surgical suites and obstetrical delivery rooms; critical access hospitals; acute 

care; pain management centers; ambulatory surgical centers; and the offices of 

practitioners such as surgeons, dentists, podiatrists and ophthalmologists. 

National: In most U.S. jurisdictions the practice of CRNAs is governed exclusively by 

the laws governing nursing and Board of Nursing regulations. No jurisdiction other 

than Virginia includes the Board of Medicine in the regulation of CRNAs.  

Virginia:  A “certified registered nurse anesthetist” is an APRN who is “certified in the 

specialty of nurse anesthesia, who is jointly licensed by the Boards of Medicine and 

Nursing as a nurse practitioner pursuant to § 54.1-2957, and who practices under the 

supervision of a doctor of medicine, osteopathy, podiatry, or dentistry but is not 

subject to the practice agreement requirement described in § 54.1-2957.” This 

definition comes from Chapter 29 of the Virginia Code (Medicine and Other Healing 

Arts), while regulations reside with the Board of Nursing.  

Independent Practice: CRNAs are allowed to practice independently in 36 

jurisdictions. In Virginia, a CRNA “shall practice under the supervision of a licensed 

doctor of medicine, osteopathy, podiatry, or dentistry.” 

Prescriptive Authority: Nationally, there is great disparity between jurisdictions on 

the level of prescriptive authority held by CRNAs. Twenty-seven jurisdictions currently 

allow CRNAs to obtain independent prescriptive authority.  While able to prescribe, 

CRNAs do not have independent prescriptive authority in Virginia due to the 

supervisory requirement.  

D. Clinical Nurse Specialist:  

Consensus Model: Clinical Nurse Specialist (CNS) – integrates care across the 

continuum and through three spheres of influence: patient, nurse, system. The three 

spheres are overlapping and interrelated but each sphere possesses a distinctive 

focus. In each of the spheres of influence, the primary goal of the CNS is continuous 

improvement of patient outcomes and nursing care. Key elements of CNS practice are 

to create environments through mentoring and system changes that empower nurses 

to develop caring, evidence-based practices to alleviate patient distress, facilitate 

ethical decision-making, and respond to diversity. 
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Virginia began registering CNSs in 1989 and only began licensing CNSs in July 2021. 

Notably, common functional role competencies for CNS practice were not delineated 

until 1998, which may explain the delay on the part of Virginia and other states in 

shifting CNS regulation from certification to full licensure. 

National: CNSs are regulated by boards of nursing in nearly every jurisdiction. Idaho 

and Michigan primarily regulate CNSs via boards of nursing but allow some regulation 

of CNSs by the boards of pharmacy relevant to the prescriptive authority of each APRN 

role. The only U.S. jurisdictions which do not recognize the CNS role are American 

Samoa, Mississippi, and New Hampshire. 

Virginia: In Virginia, a “clinical nurse specialist” is an APRN who is “certified in the 

specialty of clinical nurse specialist and who is jointly licensed by the Boards of 

Medicine and Nursing as a nurse practitioner pursuant to § 54.1-2957.”  No other 

jurisdictions follow this regulatory model.  

Independent Practice:  Thirty-four (34) jurisdictions allow CNSs to practice 

independently. CNSs in Virginia are required in § 54.1-2957 (J) to practice in 

“consultation with a licensed physician in accordance with a practice agreement 

between the nurse practitioner and the licensed physician.”  Across all U.S. states and 

territories, the CNS role is the least likely among all roles to obtain independent 

practice or independent prescribing.  

Prescriptive Authority:  Twenty-five (25) jurisdictions grant CNSs the authority to 

prescribe medicine independently. Virginia does not authorize CNSs to independently 

prescribe. However, CNSs holding a license for prescriptive authority may prescribe 

Schedules II through VI controlled substances, but in accordance with any prescriptive 

authority included in a practice agreement. 

V. IMPACT OF LEGISLATION AND REGULATION ON APRN PRACTICE & PATIENT 

OUTCOMES 

As part of this report, DHP was asked to “review research on the impact of statutes and 

regulations on practice and patient outcomes”.  Provided below are brief summaries of 

articles that are most responsive to this request.  

 The results of a systematic review of the literature on state NP regulation and patient 

outcomes in 20218 “indicate that expanded state practice regulations were associated 

with greater NP supply and improved access to care among rural and underserved 

populations without decreasing care quality.” 
                                                           
8 Bo Kyum Yang, et al., State Nurse Practitioner Practice Regulations and U.S. Health Care Delivery Outcomes: A 
Systematic Review, 78 MED. CARE RESEARCH & REV. 183 (2021). 
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 The study by Kurtzman, et al., Does the Regulatory Environment Affect Nurse 

Practitioners’ Patterns of Practice or Quality of Care in Health Centers9, used data from 

community health centers to compare NP-delivered care in states with and without 

NP practice restrictions. No significant differences in quality were detected, although 

patients of NPs in states with prescriptive independence received more educational 

services and medications.  NPs in states with practice independence were more likely 

to refer to physicians.  

 Ortiz et al.10 studied clinical outcomes of older rural adult patients by state to 

determine if variability exists based on level of NP practice autonomy. The authors 

concluded that, while there was no significant relationship between APRN scope of 

practice and patient outcomes, there were “strong indications that the quality of 

patient outcomes is not reduced when the scope of practice is expanded.”  

 Martsolf et al.11 studied the issue of the geographic variation in anesthesia provider 

supply (lower per capita in rural areas) to see if state policy on CRNA regulation was 

related to CRNA supply in rural areas. By measuring the degree to which states 

allowed CRNA services without physician supervision, and whether or not the state 

“opted out” of Medicare requirements for physician supervision, it “found opt-out 

status was correlated with greater CRNA supply per capita in rural counties although 

findings seem to suggest that opt-out may not lead to more CRNAs; rather, states may 

respond to the current supply of CRNAs in the state by opting out”.  

 A 2016 analysis, State Scope of Practice Laws, Nurse-Midwifery Workforce, and 

Childbirth Procedures and Outcomes12, estimated the association between state 

scope of practice laws related to the autonomy of CNMs, access to midwife-attended 

births and childbirth-related procedures and outcomes. It concluded that “states with 

regulations that support autonomous midwifery practice have a larger midwifery 

workforce, and a greater proportion of midwife-attended births” and that 

“autonomous practice was associated with lower odds of cesarean delivery, preterm 

birth, and low birthweight.” 

 

 

 

 

                                                           
9 Ellen Kurtzman, et al., Does the Regulatory Environment Affect Nurse Practitioners’ Patters of Practice or Quality 
of Care in Health Centers? 52 HEALTH SERVICES RESEARCH 437 (2017). 
10 Judith Ortiz, et al., Impact of Nurse Practitioner Practice Regulations on Rural Population Health Outcomes, 6 
HEALTHCARE 65 (2018). 
11 Grant Martsolf, et al., Relationship Between State Policy and Anesthesia Provider Supply in Rural Communities, 
57 MED. CARE 341 (2019). 
12 Y. Tony Yang, et al., State Scope of Practice Laws, Nurse-Midwifery Workforce, and Childbirth Procedures and 
Outcomes, 26 WOMEN’S HEALTH ISSUES 262 (2016). 
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VI. CONCLUSIONS 

The national landscape of APRNs is one with great regional variation. A number of states, 

especially in the South and Midwest, do not allow independent APRN practice; Virginia 

does, for some APRN types and with some restrictions. Similarly, Virginia allows some 

degree of independent prescriptive authority, joining over half of the states that allow full 

or partial authority. Virginia is one of only 3 states in which APRNs are regulated using a 

joint board (medicine and nursing) structure.   

One way to look at the status of advanced practice nursing in Virginia is to see how 

Virginia compares to the NCSBN-supported Consensus Model for APRN Regulation (page 

8 of this report). Virginia is aligned in some but not all areas.  

An alternative way is to see how Virginia compares with other United States’ jurisdictions 

(pages 9 – 16 of this report); again, Virginia is positioned in the middle, with alignment in 

some but not all areas.  

Research to date on the impacts of regulation of advanced practice nursing indicates that 

autonomous practice may lead to a greater supply of APRNs, and while there may be 

differences in practice, there do not appear to be significant differences in quality of care.  

 

VII. RECOMMENDATIONS 

 

1. Amend select definitions to conform to those used in the APRN Consensus Model 

endorsed and promoted by the NCSBN. 

 Amend the definition of “nurse practitioner” to “advanced practice registered 

nurse” in Va. Code §§ 54.1-2900 and 54.1-3000 and regulation when referring to 

all 4 APRN roles. 

 Amend the definition of “licensed nurse practitioner” in regulation to “certified 

nurse practitioner (CNP)”  

 

2. Consider amending Virginia laws and regulations to align with the APRN 

Consensus Model.   

Additional actions required to align with the Model include:  

 Grant all APRNs in Virginia independent practice authority. 

 Grant all APRNs in Virginia independent prescriptive authority. 

 Regulate APRNs solely under the Board of Nursing 

 

3. Pursue participation in the APRN Licensure Compact.  

 Adoption of the Compact by Virginia and other states, especially our border 

states, would increase mobility for APRNs and potentially increase access to care 

through expansion of workforce across state lines.  
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APPENDIX A 

This appendix was created by the Department of Health Professions’ staff and was used to 

create the maps on page 10 of this report.  

Key:  

  - independence (practice or prescriptive authority) granted for all roles 

  - no independence for any roles 

 * - at least one APRN-role is granted independence 

 

Board 
Independent 

Practice 
Independent 
Prescribing 

Citations 

Alabama   § 34-21-86; § 34-21-90 ; Ala. 540-X-80.08 

Note: Laws for CNS practice are very restrictive (may not prescribe at all or engage in collaborative 
practice). "Certified registered nurse practitioners and certified nurse midwives are subject to 
collaborative practice agreements with an Alabama physician. Certified registered nurse anesthetists 
and clinical nurse specialists are not subject to collaborative practice agreements with an Alabama 
physician and are not subject to the requirements of Sections 34-21-82, 34-21-83, and 34-21-85 to 
34-21- 92, inclusive, and are prohibited from engaging in any of the acts or functions of a certified 
registered nurse practitioner (CRNP) or a certified nurse midwife (CNM) as established by this article 
and regulations adopted under this article." 

Alaska   AS 08.68.100; 12 AAC 44.440; 12 AAC 44.380 

American 
Samoa 

*    A.S.C.A. 31.0442 through 31.0447 

Arizona  
Ariz. Stat. 32-1601; R4-19-508 ; R4-19-511; R4-
19-512 ; R4-19-513 

Arkansas  
Ark. Code Ann. S 17-87-310;  Ark Admin Code 
067.00.3-VIII  

Note: Map chart indicates that CNPs do have independent prescriptive authority; I reviewed the 
regulations and did not find language separating CNPs from the other APRN roles, and all APRNs 
with prescriptive authority must apply for it, complete training, have preceptorial experience, and 
be restricted to the formulary guidelines outlined in a collaborative practice agreement with a 
physician. CNMs are independent but must have written agreement if providing intrapartum care.  

California 2023 2023 Cal. Bus. & Prof. Code 2836.1; 2837.104. 

Not currently independent, but AB 890 approved bill granting full practice authority by 2023 to 
nurse practitioners. 

Colorado  
C.R.S. 12-20-204(1), 12-255-107(1)(j), 12-255-
112, 12-38-111.6; R. 1.15; 12-255-111.                                                                                                                                                                                       

APRNs are registered but not licensed; implicit independent practice. 

Connecticut   Conn. S. 20-87a 

Delaware   Del. Code S. 1934; R. 8.14 



19 
 

Board 
Independent 

Practice 
Independent 
Prescribing 

Citations 

District of 
Columbia 

 *
5709.1; 5710; 5710.1; 5710.2; 5910.1; 5910.2;  

*CNP is restricted to protocol for prescribing (5910.1); Certified nurse practitioner: a registered 
nurse trained in an educational program and certified by a recognized national certification 
organization to provide healthcare services who, when functioning within the authorized scope of 
practice, is qualified to assume primary responsibility for the care of patients. (Title 17, Rule 5999.1).  

Florida *  * Fla. Stat. 464.012; Fla. Admin. Code 64B9-4.010 

Florida only allows CNMs the ability to obtain independent practice or independent prescriptive 
authority. 

Georgia   GA.R. 410-11-.14 

Georgia's law seems to be confusing; it keeps referring to "when an APRN is authorized to use a 
protocol," but I am not finding any language which suggests that APRNs are always required or at 
any point required to practice in a dependent manner. To the contrary, S. 43-34-25 (j) states, 
"Nothing in this Code section shall be construed to apply to the practice of a certified registered 
nurse anesthetist." 

Guam    3-12-10 Guam Code Ann. § 12313  

Hawaii   Chapter 457 S. 457-8.5; 457-8.6 

"§457- Application of National Council of State Boards of Nursing Model Nursing Practice Act and 
Model Nursing Administrative Rules. (a) In accordance with chapter 91, the board shall adopt the 
provisions of the NCSBN Model Nursing Practice Act and Model Nursing Administrative Rules 
relating to the scope and standards of nursing practice for registered nurses, licensed practical 
nurses, and advanced practice registered nurses and shall adopt any subsequent modifications 
adopted by the Delegate Assembly of the NCSBN; provided that the board shall not be required to 
adopt rules or provisions that the board finds are inappropriate or inapplicable." 

Idaho   R. 315 

Illinois * 

225 ILCS 65/65-40; Ill. Admin. Code 1300.430; 
Tit. 68 Section 1300.465  Full Practice Authority 

*CRNAs do not have the ability to obtain full practice authority, but CNMs, CNPs, and CNSs all do. 

Indiana  
848 IAC 5-1-1 (prescriptive authority); IC 25-23-
1-19.4 (practice authority) 

Iowa   655 IAC 7.4  

Kansas   K.S.A. 65-1130; Kan. Admin. Regs. § 60-11-101 

NCSBN marked CRNA as independent practice 

Kentucky   * K.R.S. § 314.042 

* APRNs have the ability to obtain independent prescriptive authority after 4 years of prescribing 
pursuant to a practice agreement. Subsections 8 through 10 describe this transition. 

Louisiana  
LAC 46:XLVII.4513.D 
 

Maine * *
32 M.R.S.A. 2102; CMR 02-380-008 



20 
 

Board 
Independent 

Practice 
Independent 
Prescribing 

Citations 

*NCSBN says that CRNAs are subject to supervision and thus are not independent, but as I read the 
regulation, it appears to me that such supervision is only required "for aspects of anesthesia practice 
that require execution of the medical regimen."  
 
* CNPs, CNMs, and CRNAs are granted prescriptive authority, but under Sec. 7 of the regulation, 
only CNMs and CNPs may prescribe drugs perioperatively, while CRNAs are restricted to prescribing 
drugs only during the preoperative period and the immediate postoperative period and must use 
the institution's DEA number, whereas the CNM and CNP are required to maintain their own DEA 
numbers. CNSs are not granted prescriptive authority. 

Maryland  *

Independent Practice: COMAR 10.27.27 (CNS); 
10.27.06 (CRNA); 10.27.05 (CNM); 10.27.07 
(CRNP or NP); Prescriptive Authority: COMAR 
10.27.05.11 (CNM); 10.27.07.07 (NP or CRNP) 
(no language for CRNA or CNS) 

* Prescriptive authority for CRNAs and CNSs is defined by statute or regulation and thus is not 
considered by the NCSBN to be "independent." 

Massachusetts  *
244 CMR 4.06 (independent practice); 244 CMR 
4.07 (prescriptive authority) 

* Pursuant to emergency regulations adopted in June, CRNAs, CNPs, and psychiatric CNSs have the 
ability to obtain independent prescriptive practice after 2 years of prescribing under supervision. 
CNMs have independent prescriptive authority, and CNSs (the non-psychiatric kind) do not have any 
independent prescriptive authority. 

Michigan *  MCL 333.17211a 

* CRNAs may practice independently in certain sites only. 

Minnesota   MINN. STAT. 148.171 (2021) 

Mississippi   30 Miss. Code R. § 2840 

Missouri   334.104.2 RSMo; 20 CSR 2200-4.200 

Montana  

Mont. Admin. R. 24.159.1461, 1464 
(prescriptive authority); 1470 (practice 
authority) 

Nebraska * *

Neb. Rev. Code 38-613, 618(CNMs restricted to 
practice agreement; CNMs excluded from 
independent practice); 2315; 2322 (authorizing 
transition to independent practice to the nurse 
practitioner role); 901-910 (no CNS statute 
grants independent prescriptive authority or 
independent practice) 
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Board 
Independent 

Practice 
Independent 
Prescribing 

Citations 

* 618 states that nothing in the Certified Nurse Midwifery Act should be interpreted as granting 
independent practice. However, the acts which govern all nurse practitioners grant independent 
practice after 10,000 supervised hours. Therefore, all roles may obtain independent practice, except 
for CNMs which are subject to the interpretation that they are excluded from independent practice. 
The CNS statutes do not mention anything about a practice agreement or independent practice or 
independent prescriptive authority. Ask NCSBN why they marked CNS as "NS,' what that means, and 
where in statute they interpreted CNS authorities. 

Nevada  
Nev. Rev. Stat. § 632.237, 259; Nevada Admin. 
Code § 632.2595  

* Nevada doesn't recognize the CNS role. 

New 
Hampshire 

* *
 N.H. Rev. Stat. §§ 326-B:2.I (practice authority), 
326-B:11.III (prescriptive authority) 

New Jersey  
 N.J.A.C. 45:11-49(b) (practice authority), (c) 
(prescriptive authority) 

New Mexico    N.M. § 61-3-23.2(B)(2) 

New York   § 6910 (CNP); § 6911 (CNS); § 6951 (CNM) 

*In New York, midwifery is a separate profession. 

North Carolina * 

21 NCAC 36.0228 (CNS practice); 21 NCAC 
36.0226 (CRNA practice); 21 NCAC 36. 0802 (NP 
scope of practice); 21 NCAC 36.0809 (NP 
prescriptive authority) 

* NP is the term used for all APRN roles. 

North Dakota    N.D. Admin. Code § 54-05-03.1-01 

Northern 
Mariana 
Islands 

 

Commonwealth Admin. Code § 140-60.1-415 
(prescriptive authority), 420 (practice authority) 

Ohio  

Ohio Rev. Code § 4723.43 (practice authority); 
Ohio Rev. Code § 4723.481; Ohio Admin. Code 
R. 4723-9-10 (prescriptive authority) 

Oklahoma  

Ok. Stat. Ann. 567.3a; Ok. Admin. Code 485:10-
15-6 (CNP), 15-7 (CNS), 15-8 (CNM), 15-9 
(CRNA), 16-5 (prescriptive authority) 

Oregon  

Or. Rev. Stat. § 678.390 (prescriptive authority); 
Or. Admin. R. § 851-050-0004 (practice 
authority) 

Pennsylvania   21 Pa. Code § 107.12a 

Rhode Island  
216 Rhode Island Code of Regulations 40-05-3.7 
(APRNs), 23 (licensed nurse midwives) 

*APRNs include CNPs, CNSs, and CRNAs; licensed nurse midwives are recognized separately under 
laws and regulations governing midwifery. 

South Carolina  
S.C. Code Ann. 40-33-20;40-33-34 
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Board 
Independent 

Practice 
Independent 
Prescribing 

Citations 

South Dakota * *
SD. Stat. Ann. 36-9A-12;17; ARSD 20:48 (CRNAs 
& CNSs), 62 (CNPs & CNMs) 

*CNSs are restricted to a collaborative agreement for practice and supervision for prescribing. 

Tennessee  
Tenn. Code Ann. 63-7-123; Tenn. R.R. 1000-04-
.04 

Texas   T.A.C. 222.4(a)(1)(A) 

Utah  
 Utah Code Ann. § 58-31b-102 (practice 
authority), 803 (prescriptive authority) 

Vermont  
 26 V.S.A. §§ 1572 (prescriptive authority), 1613 
(practice authority) 

Virgin Islands     
 27 V.I.C. § 101a 

Virginia * *
Va. Code § 54.1-2957 (practice authority), 
2957.01 (prescriptive authority) 

* CRNAs are restricted to supervision, by definition. CNSs are restricted to a collaborative agreement 
with a physician. 

Washington  
WAC 246-840-300 (independent practice), 400 
(prescriptive authority) 

West Virginia    W.Va. § 30-7-1 

Wisconsin * 
Wis. Stats. 441.16 (2); Wis. Admin. Code N 4 
(nurse midwives), N 8.10 (APN prescribers). 

* Scope of practice for nurse-midwives: required to "collaborate with a consulting physician 
pursuant to a written agreement," and shall not "independently manage those complications that 
require referral pursuant to the written agreement." My interpretation of the law is that CNMs do 
not have independent prescriptive authority, but the NCSBN has marked down that CNMs do have 
independent prescriptive authority. 

Wyoming    Wyoming Admin. R. Chapter 3 §§ 2, 3 
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Q9. Does the Board of Nursing have authority to approve any of the following education programs? (Check all 
that apply)

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

Nurse anesthetist 
education programs

AK, AL, AR, AZ, DC, GU, HI, IA, KS, KY, LA-PN, LA-RN, MD, MN, 
ND, OK, OR, RI, SD, TN, VT, WA, WY 23 39%

Nurse midwife 
education programs

AK, AL, AR, AZ, DC, GU, HI, IA, KS, KY, LA-RN, MD, MN, ND, OK, 
OR, RI, SD, TN, VT, WA, WY 22 37%

Clinical nurse 
specialist education 
programs

AK, AL, AR, AZ, DC, GU, HI, IA, KS, KY, LA-PN, LA-RN, MD, MN, 
ND, OK, OR, PA, RI, SD, TN, VT, WA, WY 24 41%

Nurse practitioner 
education programs

AK, AL, AR, AZ, CA-RN, DC, GU, HI, IA, KS, KY, LA-PN, LA-RN, 
MD, MN, ND, OK, OR, PA, RI, SD, TN, VT, WA, WY 25 42%

None of the above
AS, CA-VN, CNMI, CO, CT, DE, FL, GA, ID, IL, IN, MA, ME, MI, 
MO, MS, MT, NC, NE, NE-APRN, NH, NJ, NM, NV, NY, OH, SC, 
TX, UT, VA, VI, WI, WV-PN, WV-RN

34 58%
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Board of Nursing Agency Type:

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

Independent agency 
within state 
government

AL, AZ, CNMI, KS, KY, LA-RN, ME, MN, MO, MS, ND, NM, NV, 
OH, OK, OR, SD, TX, WA, WV-PN, WV-RN, WY 22 37%

Board within an 
umbrella state 
agency

AK, AR, AS, CA-RN, CA-VN, CO, CT, DC, DE, FL, GA, GU, HI, IA, 
ID, IL, IN, LA-PN, MA, MD, MI, MT, NE, NE-APRN, NH, NJ, NY, 
PA, RI, SC, TN, UT, VA, VI, VT, WI

36 61%

Independent agency 
outside state 
government

NC 1 2%
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Q7. Does the Board of Nursing use the following role titles: Certified Registered Nurse Anesthetist (CRNA), 
Certified Nurse Midwife (CNM), Clinical Nurse Specialist (CNS), Certified Nurse Practitioner (CNP)? (Check all that 
apply)

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

CRNA

AK, AL, AR, AS, AZ, CA-RN, CNMI, CO, CT, DC, DE, FL, GA, GU, 
HI, IA, ID, IL, KS, KY, LA-PN, LA-RN, MA, MD, ME, MI, MN, MO, 
MS, MT, NC, ND, NE, NE-APRN, NH, NJ, NM, OH, OK, OR, PA, 
RI, SC, SD, TX, UT, VA, VI, VT, WA, WV-RN, WY

52 88%

CNM

AK, AL, AR, AS, AZ, CA-RN, CNMI, CO, DC, DE, FL, GA, GU, HI, 
IA, ID, IL, IN, KS, KY, LA-PN, LA-RN, MA, MD, ME, MI, MN, MO, 
MS, MT, NC, ND, NE, NE-APRN, NH, NV, OH, OK, OR, RI, SC, 
SD, TX, UT, VA, VI, VT, WA, WV-RN, WY

50 85%

CNS

AK, AL, AR, AS, AZ, CA-RN, CNMI, CO, DC, DE, FL, GA, GU, HI, 
IA, ID, IL, KS, KY, LA-PN, LA-RN, MA, MD, ME, MI, MN, MO, MS, 
MT, NC, ND, NE, NE-APRN, NH, NM, NV, NY, OH, OK, OR, PA, 
RI, SC, SD, TX, VA, VI, VT, WA, WV-RN, WY

51 86%

CNP

AK, AL, AR, AS, CA-RN, CNMI, DC, DE, FL, GA, GU, HI, IA, ID, IL, 
KY, LA-PN, LA-RN, MA, MD, ME, MI, MN, MO, MS, MT, ND, NH, 
NM, NV, NY, OH, OK, RI, SC, SD, TX, VA, VI, VT, WA, WV-RN, 
WY

43 73%

None of the above CA-VN, TN, WI, WV-PN 4 7%
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Q8. For any of the advanced practice roles that the jurisdiction does recognize, do the nursing statutes and/or 
regulations describe the scope of practice for those roles? 

No

Yes

No

Yes

*PN BONs and US Territories are not displayed on the map. For detailed information, please see the text responses below.

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

No CA-VN, ID, MO, NV, NY, OR, TN, WV-PN 8 14%

Yes

AK, AL, AR, AS, AZ, CA-RN, CNMI, CO, CT, DC, DE, FL, GA, GU, 
HI, IA, IL, IN, KS, KY, LA-PN, LA-RN, MA, MD, ME, MI, MN, MS, 
MT, NC, ND, NE, NE-APRN, NH, NJ, NM, OH, OK, PA, RI, SC, SD, 
TX, UT, VA, VI, VT, WA, WI, WV-RN, WY

51 86%
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Q24. Is demonstration of continued competency required by the Board of Nursing to maintain license/recognition 
for any of the following roles? (Check all that apply)

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

Nurse anesthetist

AK, AR, AS, AZ, CNMI, CT, DC, DE, FL, GA, GU, HI, IA, ID, IL, IN, 
KS, KY, LA-PN, LA-RN, MA, MD, ME, MI, MN, MO, MT, NC, ND, 
NE-APRN, NH, NJ, NM, NV, OH, OK, OR, PA, RI, SC, SD, TN, TX, 
VA, VI, VT, WA, WV-RN, WY

49 83%

Nurse midwife

AK, AR, AS, AZ, CNMI, DC, DE, FL, GA, GU, HI, IA, ID, IL, IN, KS, 
KY, LA-RN, MA, MD, ME, MI, MN, MO, MT, NC, ND, NE-APRN, 
NH, NV, OH, OK, OR, RI, SC, SD, TN, TX, VA, VI, VT, WA, WV-
RN, WY

44 75%

Clinical nurse 
specialist

AK, AR, AS, AZ, CNMI, DC, DE, FL, GA, GU, HI, IA, ID, IL, IN, KS, 
KY, LA-PN, LA-RN, MA, MD, ME, MI, MN, MO, MT, NC, ND, NE-
APRN, NH, NM, NV, OH, OK, OR, PA, RI, SC, SD, TN, TX, VA, VI, 
VT, WA, WV-RN, WY

47 80%

Nurse practitioner

AK, AR, AS, AZ, CNMI, CT, DC, DE, FL, GA, GU, HI, IA, ID, IL, IN, 
KS, KY, LA-PN, LA-RN, MA, MD, ME, MI, MN, MO, MT, NC, ND, 
NE-APRN, NH, NJ, NM, NV, OH, OK, OR, PA, RI, SC, SD, TN, TX, 
VA, VI, VT, WA, WV-RN, WY

49 83%

None of the above AL, CA-RN, CA-VN, CO, MS, NE, NY, UT, WI, WV-PN 10 17%
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Q25. Which of the following methods can be used to meet the Board of Nursing continued competency 
requirements? (Check all that apply)

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

Continuing 
education, beyond 
that required for the 
basic RN license

AK, AR, AS, AZ, CNMI, CT, DC, FL, GU, IL, IN, KS, KY, LA-PN, 
LA-RN, MD, ME, MI, MS, NC, ND, NH, NJ, NM, NV, OH, OK, OR, 
PA, RI, TN, TX, VA, VI, WA, WV-RN

36 69%

Pharmacology 
course work or 
pharmacology 
continuing education 
credits

AK, AR, AZ, CNMI, CT, DC, FL, GU, IL, IN, KY, LA-PN, LA-RN, 
MD, ME, MS, NC, ND, NH, NJ, NM, NV, OH, OK, OR, PA, TN, TX, 
VA, VI, WA, WV-RN, WY

33 63%

Maintenance 
(recertification) of 
APRN certification by 
a national certifying 
organization/body

AK, AR, AS, AZ, CNMI, CO, CT, DC, DE, FL, GA, GU, HI, IA, ID, 
IL, KY, LA-PN, LA-RN, MA, MD, ME, MI, MN, MO, MS, MT, NC, 
ND, NE-APRN, NH, NJ, NM, NV, OH, OK, OR, PA, RI, SC, SD, TN, 
TX, UT, VA, VI, VT, WA, WV-RN, WY

50 96%

Practice 
requirements

AK, AZ, DE, GU, KY, LA-PN, LA-RN, MD, ME, MS, NC, ND, NH, 
NV, PA, TX, UT, VT 18 35%

Peer review GU, IL, LA-PN, ME 4 8%
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Q12. What is the nurse anesthetist's level of prescriptive authority?

Independent without restrictions

Independent, but restricted to area of 
practice

Restricted to formulary

Restricted to formulary with physician 
supervision

Restricted to protocol

Restricted to practice agreement with, 
or delegation by,  physician

Restricted to practice agreement with, 
or delegation by, physician for a finite 
period of time

Independent when privileged & 
credentialed by a facility, restricted to 
practice agreement with physician in 
other settings

No authority to prescribe

Restricted to the RN who holds an 
advanced practice nurse prescriber 
certificate

Do not regulate nurse anesthetist

Independent without restrictions

Independent, but restricted to area of 
practice

Restricted to formulary

Restricted to formulary with physician 
supervision

Restricted to protocol

Restricted to practice agreement with, 
or delegation by,  physician

Restricted to practice agreement with, 
or delegation by, physician for a finite 
period of time

Independent when privileged & 
credentialed by a facility, restricted to 
practice agreement with physician in 
other settings

No authority to prescribe

Restricted to the RN who holds an 
advanced practice nurse prescriber 
certificate

Do not regulate nurse anesthetist

*PN BONs and US Territories are not displayed on the map. For detailed information, please see the text responses below.

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

Independent without 
restrictions AK, DC, DE, IA, ID, MT, ND, WA 8 14%

Independent, but 
restricted to area of 
practice

AZ, CNMI, CO, GU, KS, MD, MN, NE-APRN, NH, NM, OH, OK, 
OR, SD, UT, WY 16 27%
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Restricted to 
formulary HI, ME 2 3%

Restricted to 
formulary with 
physician supervision

CT, FL, LA-RN, VA 4 7%

Restricted to protocol 0 0%

Restricted to practice 
agreement with, or 
delegation by,  
physician

AS, GA, IL, IN, NJ, NV, RI, TX, VI 9 15%

Restricted to practice 
agreement with, or 
delegation by, 
physician for a finite 
period of time

VT, WV-RN 2 3%

Independent when 
privileged & 
credentialed by a 
facility, restricted to 
practice agreement 
with physician in 
other settings

KY, MI, TN 3 5%

No authority to 
prescribe AL, AR, CA-RN, MO, MS, NC, PA, SC 8 14%

Restricted to the RN 
who holds an 
advanced practice 
nurse prescriber 
certificate

MA, WI 2 3%

Do not regulate 
nurse anesthetist CA-VN, LA-PN, NE, NY, WV-PN 5 8%
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Q13. Is the prescriptive authority granted as part of the APRN-CRNA license or is it a separate privilege, 
certificate or license?

APRN-CRNA license

Separate privilege

Separate certificate

Separate license

Separate license endorsement

Separate controlled substance 
certificate

Separate controlled substance 
registration

Separate registration

Separate authority/recognition

APRN-CRNA license

Separate privilege

Separate certificate

Separate license

Separate license endorsement

Separate controlled substance 
certificate

Separate controlled substance 
registration

Separate registration

Separate authority/recognition

*PN BONs and US Territories are not displayed on the map. For detailed information, please see the text responses below.

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

APRN-CRNA license AS, CNMI, DE, FL, IA, KS, KY, LA-RN, MD, ME, MI, MN, NE-
APRN, NH, OH, SD, VA, VI, VT, WA 20 43%

Separate privilege HI, OR, TN, WV-RN 4 9%

Separate certificate WI 1 2%

Separate license DC, ND 2 4%

Separate license 
endorsement AK, MT 2 4%

Separate controlled 
substance certificate MA, UT, WY 3 7%

Separate controlled 
substance 
registration

CT, GU, IL, IN, NJ, NM, RI 7 15%

Separate registration AZ, NV 2 4%

Separate 
authority/recognition CO, GA, ID, OK, TX 5 11%
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Q14. What is the nurse midwife's level of prescriptive authority?

Independent without restrictions

Independent, but restricted to area of 
practice

Restricted to formulary

Restricted to formulary with physician 
supervision

Restricted to protocol

Restricted to practice agreement with, 
or delegation by,  physician

Restricted to practice agreement with, 
or delegation by, physician for a finite 
period of time

Independent when privileged & 
credentialed by a facility, restricted to 
practice agreement with physician in 
other settings

No authority to prescribe

Restricted to the RN who holds an 
advanced practice nurse prescriber 
certificate

Do not regulate nurse midwives

Independent without restrictions

Independent, but restricted to area of 
practice

Restricted to formulary

Restricted to formulary with physician 
supervision

Restricted to protocol

Restricted to practice agreement with, 
or delegation by,  physician

Restricted to practice agreement with, 
or delegation by, physician for a finite 
period of time

Independent when privileged & 
credentialed by a facility, restricted to 
practice agreement with physician in 
other settings

No authority to prescribe

Restricted to the RN who holds an 
advanced practice nurse prescriber 
certificate

Do not regulate nurse midwives

*PN BONs and US Territories are not displayed on the map. For detailed information, please see the text responses below.

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

Independent without 
restrictions AK, DE, IA, ID, KS, MD, MI, MT, ND, NH, RI, WA 12 20%

Independent, but 
restricted to area of 
practice

AR, AZ, CNMI, CO, CT, DC, GU, MN, MS, OR, SD, VI, WY 13 22%

Restricted to 
formulary HI, ME 2 3%
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Restricted to 
formulary with 
physician supervision

FL, OK, TN 3 5%

Restricted to protocol 0 0%

Restricted to practice 
agreement with, or 
delegation by,  
physician

AS, GA, IN, LA-RN, MO, NE-APRN, OH, SC, TX, UT 10 17%

Restricted to practice 
agreement with, or 
delegation by, 
physician for a finite 
period of time

IL, KY, NC, NV, VA, VT, WV-RN 7 12%

Independent when 
privileged & 
credentialed by a 
facility, restricted to 
practice agreement 
with physician in 
other settings

CA-RN 1 2%

No authority to 
prescribe AL 1 2%

Restricted to the RN 
who holds an 
advanced practice 
nurse prescriber 
certificate

MA, WI 2 3%

Do not regulate 
nurse midwives CA-VN, LA-PN, NE, NJ, NM, NY, PA, WV-PN 8 14%
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Q15. Is the prescriptive authority granted as part of the APRN-CNM license or is it a separate privilege, certificate 
or license?

APRN-CNM license

Separate privilege

Separate certificate

Separate license

Separate license endorsement

Separate controlled substance 
certificate

Separate controlled substance 
registration

Separate registration

Separate authority/recognition

APRN-CNM license

Separate privilege

Separate certificate

Separate license

Separate license endorsement

Separate controlled substance 
certificate

Separate controlled substance 
registration

Separate registration

Separate authority/recognition

*PN BONs and US Territories are not displayed on the map. For detailed information, please see the text responses below.

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

APRN-CNM license AS, CNMI, DE, FL, IA, KS, KY, MD, ME, MI, MN, MS, NC, NE-
APRN, NH, OH, RI, SD, VA, VI, VT, WA 22 44%

Separate privilege HI, LA-RN, OR, SC, TN, WV-RN 6 12%

Separate certificate AR, AZ, CA-RN, WI 4 8%

Separate license ND 1 2%

Separate license 
endorsement AK, MT 2 4%

Separate controlled 
substance certificate DC, MA, MO, UT, WY 5 10%

Separate controlled 
substance 
registration

GU, IL, IN 3 6%

Separate registration CT, NV 2 4%

Separate 
authority/recognition CO, GA, ID, OK, TX 5 10%
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Q16. What is the clinical nurse specialist's level of prescriptive authority?

Independent without restrictions

Independent, but restricted to area of 
practice

Restricted to formulary

Restricted to formulary with physician 
supervision

Restricted to protocol

Restricted to practice agreement with, 
or delegation by,  physician

Restricted to practice agreement with, 
or delegation by, physician for a finite 
period of time

Independent when privileged & 
credentialed by a facility, restricted to 
practice agreement with physician in 
other settings

No authority to prescribe

Restricted to the RN who holds an 
advanced practice nurse prescriber 
certificate

Do not regulate clinical nurse 
specialists

Independent without restrictions

Independent, but restricted to area of 
practice

Restricted to formulary

Restricted to formulary with physician 
supervision

Restricted to protocol

Restricted to practice agreement with, 
or delegation by,  physician

Restricted to practice agreement with, 
or delegation by, physician for a finite 
period of time

Independent when privileged & 
credentialed by a facility, restricted to 
practice agreement with physician in 
other settings

No authority to prescribe

Restricted to the RN who holds an 
advanced practice nurse prescriber 
certificate

Do not regulate clinical nurse 
specialists

*PN BONs and US Territories are not displayed on the map. For detailed information, please see the text responses below.

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

Independent without 
restrictions DE, IA, ID, KS, MD, MI, MT, ND, NH, WA 10 17%

Independent, but 
restricted to area of 
practice

AK, CNMI, CO, DC, GU, MN, NM, OR, UT, VI, WY 11 19%
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Restricted to 
formulary HI 1 2%

Restricted to 
formulary with 
physician supervision

FL, OK, TN 3 5%

Restricted to protocol AZ, RI 2 3%

Restricted to practice 
agreement with, or 
delegation by,  
physician

AR, AS, GA, LA-RN, MO, OH, SC, TX, VA 9 15%

Restricted to practice 
agreement with, or 
delegation by, 
physician for a finite 
period of time

IL, IN, KY, NV, VT, WV-RN 6 10%

Independent when 
privileged & 
credentialed by a 
facility, restricted to 
practice agreement 
with physician in 
other settings

0 0%

No authority to 
prescribe AL, CA-RN, MA, ME, MS, NC, NE-APRN, NY, PA, SD 10 17%

Restricted to the RN 
who holds an 
advanced practice 
nurse prescriber 
certificate

CT, WI 2 3%

Do not regulate 
clinical nurse 
specialists

CA-VN, LA-PN, NE, NJ, WV-PN 5 8%
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Q17. Is the prescriptive authority granted as part of the APRN-CNS license or is it a separate privilege, certificate 
or license?

APRN-CNS license

Separate privilege

Separate certificate

Separate license

Separate license endorsement

Separate controlled substance 
certificate

Separate controlled substance 
registration

Separate registration

Separate authority/recognition

APRN-CNS license

Separate privilege

Separate certificate

Separate license

Separate license endorsement

Separate controlled substance 
certificate

Separate controlled substance 
registration

Separate registration

Separate authority/recognition

*PN BONs and US Territories are not displayed on the map. For detailed information, please see the text responses below.

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

APRN-CNS license AS, CNMI, DE, FL, IA, KS, KY, MD, MI, MN, NH, OH, VI, VT, WA 15 34%

Separate privilege HI, LA-RN, OR, SC, TN, WV-RN 6 14%

Separate certificate AR, AZ, WI 3 7%

Separate license ND, UT 2 5%

Separate license 
endorsement MT, VA 2 5%

Separate controlled 
substance certificate DC, MO, WY 3 7%

Separate controlled 
substance 
registration

CT, GU, IL, IN, NM 5 11%

Separate registration AK, NV 2 5%

Separate 
authority/recognition CO, GA, ID, OK, RI, TX 6 14%

Page 16 of 372025 Advanced Practice Registered Nurse Survey

Prescriptive Authority 6.9



Q18. What is the nurse practitioner's level of prescriptive authority?

Independent without restrictions

Independent, but restricted to area of 
practice

Restricted to formulary

Restricted to formulary with physician 
supervision

Restricted to protocol

Restricted to practice agreement with, 
or delegation by,  physician

Restricted to practice agreement with, 
or delegation by, physician for a finite 
period of time

Independent when privileged & 
credentialed by a facility, restricted to 
practice agreement with physician in 
other settings

No authority to prescribe

Restricted to the RN who holds an 
advanced practice nurse prescriber 
certificate

Do not regulate nurse practitioners

Independent without restrictions

Independent, but restricted to area of 
practice

Restricted to formulary

Restricted to formulary with physician 
supervision

Restricted to protocol

Restricted to practice agreement with, 
or delegation by,  physician

Restricted to practice agreement with, 
or delegation by, physician for a finite 
period of time

Independent when privileged & 
credentialed by a facility, restricted to 
practice agreement with physician in 
other settings

No authority to prescribe

Restricted to the RN who holds an 
advanced practice nurse prescriber 
certificate

Do not regulate nurse practitioners

*PN BONs and US Territories are not displayed on the map. For detailed information, please see the text responses below.

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

Independent without 
restrictions

AK, DC, DE, IA, ID, KS, MD, MI, MT, ND, NE-APRN, NH, OR, RI, 
WA 15 25%

Independent, but 
restricted to area of 
practice

AZ, CNMI, CO, GU, MN, MS, NM, NY, SD, UT, VI, WY 12 20%

Restricted to 
formulary AL, HI, ME 3 5%
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Restricted to 
formulary with 
physician supervision

FL, OK, TN 3 5%

Restricted to protocol 0 0%

Restricted to practice 
agreement with, or 
delegation by,  
physician

AR, AS, GA, IN, LA-RN, MO, NC, NJ, OH, PA, SC, TX 12 20%

Restricted to practice 
agreement with, or 
delegation by, 
physician for a finite 
period of time

CT, IL, KY, NV, VA, VT, WV-RN 7 12%

Independent when 
privileged & 
credentialed by a 
facility, restricted to 
practice agreement 
with physician in 
other settings

0 0%

No authority to 
prescribe 0 0%

Restricted to the RN 
who holds an 
advanced practice 
nurse prescriber 
certificate

CA-RN, MA, WI 3 5%

Do not regulate 
nurse practitioners CA-VN, LA-PN, NE, WV-PN 4 7%

Page 18 of 372025 Advanced Practice Registered Nurse Survey

Prescriptive Authority 6.11



Q19. Is the prescriptive authority granted as part of the APRN-CNP license or is it a separate privilege, certificate 
or license?

APRN-CNP license

Separate privilege

Separate certificate

Separate license

Separate license endorsement

Separate controlled substance 
certificate

Separate controlled substance 
registration

Separate registration

Separate authority/recognition

APRN-CNP license

Separate privilege

Separate certificate

Separate license

Separate license endorsement

Separate controlled substance 
certificate

Separate controlled substance 
registration

Separate registration

Separate authority/recognition

*PN BONs and US Territories are not displayed on the map. For detailed information, please see the text responses below.

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

APRN-CNP license AL, AS, CNMI, DC, DE, FL, IA, KS, KY, MD, ME, MI, MN, MS, NC, 
NE-APRN, NH, NY, OH, RI, SD, VA, VI, VT, WA 25 45%

Separate privilege HI, LA-RN, OR, PA, SC, TN, WV-RN 7 13%

Separate certificate AR, AZ, WI 3 5%

Separate license ND 1 2%

Separate license 
endorsement AK, MT 2 4%

Separate controlled 
substance certificate MA, MO, UT, WY 4 7%

Separate controlled 
substance 
registration

CA-RN, CT, GU, IL, IN, NM 6 11%

Separate registration NV 1 2%

Separate 
authority/recognition CO, GA, ID, NJ, OK, TX 6 11%
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Q20. What is the nurse anesthetist's level of controlled substance prescriptive authority? (Check all that apply)

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

Schedule II
AK, AZ, CNMI, CO, CT, DC, DE, FL, GU, IA, ID, IL, IN, KS, KY, LA-
RN, MA, MD, MI, MN, MT, ND, NE-APRN, NH, NM, NV, OH, OK, 
OR, SD, TN, TX, VA, VI, VT, WA, WV-RN, WY

38 64%

Schedule III
AK, AZ, CNMI, CO, CT, DC, DE, FL, GU, IA, ID, IL, IN, KS, KY, LA-
RN, MA, MD, MI, MN, MT, ND, NE-APRN, NH, NM, NV, OH, OK, 
OR, SD, TN, TX, VA, VT, WA, WV-RN, WY

37 63%

Schedule IV
AK, AZ, CNMI, CO, CT, DC, DE, FL, GU, IA, ID, IL, IN, KS, KY, LA-
RN, MA, MD, MI, MN, MT, ND, NE-APRN, NH, NM, NV, OH, OK, 
OR, SD, TN, TX, VA, VT, WA, WV-RN, WY

37 63%

Schedule V
AK, AZ, CNMI, CO, CT, DC, DE, GU, IA, ID, IL, IN, KS, KY, LA-RN, 
MA, MD, MI, MN, MT, ND, NE-APRN, NH, NM, NV, OH, OK, OR, 
SD, TN, TX, VA, VT, WA, WV-RN, WY

36 61%

No authority for 
controlled substance 
prescribing

AL, AR, AS, CA-RN, GA, MO, MS, NC, PA, RI, SC, WI 12 20%

Limited authority 
within 1 or more 
schedules

HI, KY, ME, TX, UT, VI, WV-RN 7 12%

Not recognized by 
state NY 1 2%

Do not regulate 
nurse anesthetists CA-VN, LA-PN, NE, NJ, WV-PN 5 8%
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Q21. What is the nurse midwife's level of controlled substance prescriptive authority? (Check all that apply)

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

Schedule II

AK, AR, AZ, CA-RN, CNMI, CO, CT, DC, DE, FL, GA, GU, IA, ID, 
IL, IN, KS, KY, LA-RN, MA, MD, ME, MN, MO, MS, MT, NC, ND, 
NE-APRN, NH, NV, OH, OR, SD, TN, TX, UT, VA, VI, VT, WA, WV-
RN, WY

43 73%

Schedule III

AK, AR, AZ, CA-RN, CNMI, CO, CT, DC, DE, FL, GA, GU, IA, ID, 
IL, IN, KS, KY, LA-RN, MA, MD, ME, MN, MO, MS, MT, NC, ND, 
NE-APRN, NH, NV, OH, OK, OR, SD, TN, TX, UT, VA, VT, WA, 
WV-RN, WY

43 73%

Schedule IV

AK, AR, AZ, CA-RN, CNMI, CO, CT, DC, DE, FL, GA, GU, IA, ID, 
IL, IN, KS, KY, LA-RN, MA, MD, ME, MN, MO, MS, MT, NC, ND, 
NE-APRN, NH, NV, OH, OK, OR, SD, TN, TX, UT, VA, VT, WA, 
WV-RN, WY

43 73%

Schedule V

AK, AR, AZ, CA-RN, CNMI, CO, CT, DC, DE, GA, GU, IA, ID, IL, 
IN, KS, KY, LA-RN, MA, MD, ME, MN, MO, MS, MT, NC, ND, NE-
APRN, NH, NV, OK, OR, SD, TN, TX, UT, VA, VT, WA, WV-RN, 
WY

41 69%

No authority for 
controlled substance 
prescribing

AL, AS, WI 3 5%

Limited authority 
within 1 or more 
schedules

AR, HI, KY, MI, MO, RI, SC, TX, VI, WV-RN 10 17%

Do not regulate 
nurse midwives CA-VN, LA-PN, NE, NJ, NM, NY, PA, WV-PN 8 14%
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Q22. What is the clinical nurse specialist's level of controlled substance prescriptive authority? (Check all that 
apply)

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

Schedule II
AR, CNMI, CO, CT, DC, DE, FL, GA, GU, IA, ID, IL, IN, KS, KY, 
LA-RN, MN, MO, MT, ND, NH, NM, NV, OH, OR, TN, TX, UT, VA, 
VI, VT, WA, WV-RN, WY

34 58%

Schedule III
AR, CNMI, CO, CT, DC, DE, FL, GA, GU, IA, ID, IL, IN, KS, KY, 
LA-RN, MN, MO, MT, ND, NH, NM, NV, OH, OK, OR, TN, TX, UT, 
VA, VT, WA, WV-RN, WY

34 58%

Schedule IV
AR, CNMI, CO, CT, DC, DE, FL, GA, GU, IA, ID, IL, IN, KS, KY, 
LA-RN, MN, MO, MT, ND, NH, NM, NV, OH, OK, OR, TN, TX, UT, 
VA, VT, WA, WV-RN, WY

34 58%

Schedule V
AR, CNMI, CO, CT, DC, DE, GA, GU, IA, ID, IL, IN, KS, KY, LA-
RN, MN, MO, MT, ND, NH, NM, NV, OH, OK, OR, TN, TX, UT, VA, 
VT, WA, WV-RN, WY

33 56%

No authority for 
controlled substance 
prescribing

AL, AS, CA-RN, MA, MD, ME, MS, NC, NE-APRN, NY, PA, RI, SD, 
WI 14 24%

Limited authority 
within 1 or more 
schedules

AK, AR, AZ, HI, KY, MI, MO, OH, SC, TX, VI, WV-RN 12 20%

Do not regulate 
clinical nurse 
specialists

CA-VN, LA-PN, NE, NJ, WV-PN 5 8%
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Q23. What is the nurse practitioner's level of controlled substance prescriptive authority? (Check all that apply)

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

Schedule II

AK, AR, AZ, CA-RN, CNMI, CO, CT, DC, DE, FL, GA, GU, IA, ID, 
IL, IN, KS, KY, LA-RN, MA, MD, ME, MN, MO, MS, MT, NC, ND, 
NE-APRN, NH, NM, NV, NY, OH, OR, PA, RI, SD, TN, TX, UT, VA, 
VI, VT, WA, WV-RN, WY

47 80%

Schedule III

AK, AR, AZ, CA-RN, CNMI, CO, CT, DC, DE, FL, GA, GU, IA, ID, 
IL, IN, KS, KY, LA-RN, MA, MD, ME, MN, MO, MS, MT, NC, ND, 
NE-APRN, NH, NM, NV, NY, OH, OK, OR, PA, RI, SD, TN, TX, UT, 
VA, VT, WA, WV-RN, WY

47 80%

Schedule IV

AK, AR, AZ, CA-RN, CNMI, CO, CT, DC, DE, FL, GA, GU, IA, ID, 
IL, IN, KS, KY, LA-RN, MA, MD, ME, MN, MO, MS, MT, NC, ND, 
NE-APRN, NH, NM, NV, NY, OH, OK, OR, PA, RI, SD, TN, TX, UT, 
VA, VT, WA, WV-RN, WY

47 80%

Schedule V

AK, AR, AZ, CA-RN, CNMI, CO, CT, DC, DE, GA, GU, IA, ID, IL, 
IN, KS, KY, LA-RN, MA, MD, ME, MN, MO, MS, MT, NC, ND, NE-
APRN, NH, NM, NV, NY, OH, OK, OR, PA, RI, SD, TN, TX, UT, 
VA, VT, WA, WV-RN, WY

46 78%

No authority for 
controlled substance 
prescribing

AL, AS, WI 3 5%

Limited authority 
within 1 or more 
schedules

AR, HI, KY, MI, MO, NJ, OH, PA, SC, TX, VI, WV-RN 12 20%

Do not regulate 
nurse practitioners CA-VN, LA-PN, NE, WV-PN 4 7%

Page 23 of 372025 Advanced Practice Registered Nurse Survey

Prescriptive Authority 6.16



Q10. Is role certification by a nationally accredited certification program one of the requirements for any of the 
following? (Check all that apply)

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

Nurse anesthetist 
new graduate 
license/recognition

AK, AL, AR, AZ, CA-RN, CNMI, CO, CT, DC, DE, FL, GA, GU, HI, 
IA, ID, IL, KS, KY, LA-PN, LA-RN, MA, MD, ME, MI, MN, MO, MS, 
MT, NC, ND, NE, NE-APRN, NH, NJ, NM, NV, OH, OK, OR, PA, 
RI, SC, SD, TN, TX, UT, VA, VI, VT, WA, WI, WV-RN, WY

54 92%

Nurse anesthetist 
license/recognition 
by endorsement

AK, AL, AR, AZ, CA-RN, CNMI, CO, CT, DC, DE, GU, HI, IL, KS, 
KY, LA-PN, LA-RN, MA, MD, MI, MO, MS, MT, NC, ND, NE, NE-
APRN, NJ, NM, NV, OH, OK, OR, PA, RI, SC, SD, TX, UT, VA, VI, 
VT, WA, WI, WV-RN, WY

46 78%

Nurse midwife new 
graduate 
license/recognition

AK, AL, AR, AZ, CA-RN, CNMI, CO, DC, DE, FL, GA, GU, HI, IA, 
ID, IL, IN, KS, KY, LA-RN, MA, MD, ME, MI, MN, MO, MS, MT, NC, 
ND, NE, NE-APRN, NH, NV, OH, OK, OR, RI, SC, SD, TN, TX, UT, 
VA, VI, VT, WA, WI, WV-RN, WY

50 85%

Nurse midwife 
license/recognition 
by endorsement

AK, AL, AR, AZ, CA-RN, CNMI, CO, DC, DE, GU, HI, IL, IN, KS, 
KY, LA-RN, MA, MD, MI, MO, MS, MT, NC, ND, NE, NE-APRN, 
NV, OH, OK, OR, RI, SC, SD, TX, UT, VA, VI, VT, WA, WI, WV-
RN, WY

42 71%

Clinical nurse 
specialist new 
graduate 
license/recognition

AK, AL, AR, AZ, CA-RN, CNMI, CO, CT, DC, DE, FL, GA, GU, HI, 
IA, ID, IL, KS, KY, LA-PN, LA-RN, MA, MD, ME, MI, MN, MO, MT, 
NC, ND, NE, NE-APRN, NH, NM, NV, NY, OH, OK, OR, PA, RI, 
SC, SD, TN, TX, UT, VA, VI, VT, WA, WI, WV-RN, WY

53 90%

Clinical nurse 
specialist 
license/recognition 
by endorsement

AK, AL, AR, AZ, CA-RN, CNMI, CO, CT, DC, DE, GU, HI, IL, KS, 
KY, LA-PN, LA-RN, MA, MD, MI, MO, MT, NC, ND, NE, NE-APRN, 
NM, NV, NY, OH, OK, OR, PA, RI, SC, SD, TX, UT, VA, VI, VT, 
WA, WI, WV-RN, WY

45 76%

Nurse practitioner 
new graduate 
license/recognition

AK, AL, AR, AZ, CA-RN, CNMI, CO, CT, DC, DE, FL, GA, GU, HI, 
IA, ID, IL, KS, KY, LA-PN, LA-RN, MA, MD, ME, MI, MN, MO, MS, 
MT, NC, ND, NE, NE-APRN, NH, NJ, NM, NV, NY, OH, OK, OR, 
PA, RI, SC, SD, TN, TX, UT, VA, VI, VT, WA, WI, WV-RN, WY

55 93%
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Nurse practitioner 
license/recognition 
by endorsement

AK, AL, AR, AZ, CA-RN, CNMI, CO, CT, DC, DE, GU, HI, IL, KS, 
KY, LA-PN, LA-RN, MA, MD, MI, MO, MS, MT, NC, ND, NE, NE-
APRN, NJ, NM, NV, NY, OH, OK, OR, PA, RI, SC, SD, TX, UT, VA, 
VI, VT, WA, WI, WV-RN, WY

47 80%

None of the above AS, CA-VN, WV-PN 3 5%
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Q11. In addition to the requirement that all APRN programs are accredited, is graduation from a board of nursing 
approved graduate or post-graduate program one of the requirements for any of the following? (Check all that 
apply)

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

Nurse anesthetist 
new graduate 
license/recognition

AK, AL, AR, AZ, CNMI, FL, GU, HI, IA, ID, KS, KY, LA-PN, LA-RN, 
MD, MN, MS, NC, ND, NE, NH, NJ, NV, OR, PA, SC, UT, VA, VI, 
VT, WA, WV-RN, WY

33 56%

Nurse anesthetist 
license/recognition 
by endorsement

AK, AL, AR, AZ, CNMI, GU, HI, KS, KY, LA-PN, LA-RN, MD, MS, 
NC, ND, NE, NJ, NV, OR, PA, SC, UT, VA, VI, VT, WA, WV-RN, 
WY

28 47%

Nurse midwife new 
graduate 
license/recognition

AK, AL, AR, AZ, CNMI, FL, GU, HI, IA, ID, IN, KS, KY, LA-RN, MD, 
MN, MS, NC, ND, NE, NH, NV, OR, SC, UT, VA, VI, VT, WA, WV-
RN, WY

31 53%

Nurse midwife 
license/recognition 
by endorsement

AK, AL, AR, AZ, CNMI, GU, HI, IN, KS, KY, LA-RN, MD, MS, NC, 
ND, NE, NV, OR, SC, UT, VA, VI, VT, WA, WV-RN, WY 26 44%

Clinical nurse 
specialist new 
graduate 
license/recognition

AK, AL, AR, AZ, CNMI, FL, GU, HI, IA, ID, KS, KY, LA-PN, LA-RN, 
MD, MN, NC, ND, NE, NH, NV, NY, OR, PA, SC, UT, VA, VI, VT, 
WA, WV-RN, WY

32 54%

Clinical nurse 
specialist 
license/recognition 
by endorsement

AK, AL, AR, AZ, CNMI, GU, HI, KS, KY, LA-PN, LA-RN, MD, NC, 
ND, NE, NV, NY, OR, PA, SC, UT, VA, VI, VT, WA, WV-RN, WY 27 46%

Nurse practitioner 
new graduate 
license/recognition

AK, AL, AR, AZ, CA-RN, CNMI, FL, GU, HI, IA, ID, KS, KY, LA-PN, 
LA-RN, MD, MN, MS, NC, ND, NE, NH, NJ, NV, NY, OR, PA, SC, 
UT, VA, VI, VT, WA, WV-RN, WY

35 59%

Nurse practitioner 
license/recognition 
by endorsement

AK, AL, AR, AZ, CNMI, GU, HI, KS, KY, LA-PN, LA-RN, MD, MS, 
NC, ND, NE, NJ, NV, NY, OR, PA, SC, UT, VA, VI, VT, WA, WV-
RN, WY

29 49%

None of the above AS, CA-VN, CO, CT, DC, DE, GA, IL, MA, ME, MI, MO, MT, NE-
APRN, NM, OH, OK, RI, SD, TN, TX, WI, WV-PN 23 39%
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Survey Terminology

The following terms are used throughout all surveys:

Board of Nursing: Jurisdiction's governmental agency responsible for the regulation of nursing practice. 
Includes any other terminology to refer to the regulatory authority (i.e., commission, examiners, registration, 
jurisdiction). When referring to Board of Nursing, the reference collectively includes Board Members, Executive 
Officer and Staff

Jurisdiction: Refers to state, territory or district where a Board of Nursing is located. May also be used to refer 
generally to the board of nursing in a particular jurisdiction

Board Staff: Staff of the Board of Nursing

Executive Officer: Person responsible for running the Board of Nursing. Includes any other terminology to refer 
to that authorized person (i.e., Executive Director

Board Member: Member of the governing body of the board of nursing as outlined by statute

Practical Nurse or PN: Licensed practical or vocational nurse (LPN/LVN)

Role: Describes the function

Title: Describes the label given to the role

Approval: The official recognition of nursing education programs which meet standards of approval established 
by Boards of Nursing. Some Boards of Nursing use the term accreditation instead of approval, but for the 
purposes of this document the term used will be approval
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Q1. Which of the following regulates the nurse anesthetist?

Board of Nursing

Board of Medicine/Medical Examiners

Board of Pharmacy

Advanced Practice Registered Nurse 
Board

Department/Board of Health

Umbrella Board or other State agency 
(not listed above)

RN-only or PN-only board of nursing

Joint regulation of the Board of Nursing 
and Department/Board of Health

Joint regulation of the Board of Nursing 
and Board of Medicine/Medical 
Examiners

Joint regulation of the Board of Nursing 
and Board of Pharmacy

Board of Nursing and mandated 
committee with representatives from 
nursing and medicine

Nurse anesthetists are not recognized 
by this jurisdiction

Board of Nursing

Board of Medicine/Medical Examiners

Board of Pharmacy

Advanced Practice Registered Nurse 
Board

Department/Board of Health

Umbrella Board or other State agency 
(not listed above)

RN-only or PN-only board of nursing

Joint regulation of the Board of Nursing 
and Department/Board of Health

Joint regulation of the Board of Nursing 
and Board of Medicine/Medical 
Examiners

Joint regulation of the Board of Nursing 
and Board of Pharmacy

Board of Nursing and mandated 
committee with representatives from 
nursing and medicine

Nurse anesthetists are not recognized 
by this jurisdiction

*PN BONs and US Territories are not displayed on the map. For detailed information, please see the text responses below.

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

Board of Nursing

AK, AL, AR, AZ, CA-RN, CNMI, CO, CT, DC, DE, FL, GA, GU, HI, 
IA, ID, IN, KS, KY, LA-RN, MA, MD, ME, MI, MN, MO, MS, MT, NC, 
ND, NH, NJ, NM, NV, OH, OK, OR, PA, RI, SC, SD, TN, TX, VI, 
VT, WA, WI, WV-RN, WY

49 83%
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Board of 
Medicine/Medical 
Examiners

0 0%

Board of Pharmacy 0 0%

Advanced Practice 
Registered Nurse 
Board

NE, NE-APRN 2 3%

Department/Board of 
Health 0 0%

Umbrella Board or 
other State agency 
(not listed above)

IL, UT 2 3%

RN-only or PN-only 
board of nursing LA-PN 1 2%

Joint regulation of 
the Board of Nursing 
and 
Department/Board of 
Health

AS 1 2%

Joint regulation of 
the Board of Nursing 
and Board of 
Medicine/Medical 
Examiners

VA 1 2%

Joint regulation of 
the Board of Nursing 
and Board of 
Pharmacy

0 0%

Board of Nursing and 
mandated committee 
with representatives 
from nursing and 
medicine

0 0%

Nurse anesthetists 
are not recognized 
by this jurisdiction

CA-VN, NY, WV-PN 3 5%
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Q2. Which of the following regulates the nurse midwife?

Board of Nursing

Board of Medicine/Medical Examiners

Board of Pharmacy

Advanced Practice Registered Nurse 
Board

Department/Board of Health

Umbrella Board or other State agency 
(not listed above)

Joint regulation of the Board of Nursing 
and Department/Board of Health

Joint regulation of the Board of Nursing 
and Board of Medicine/Medical 
Examiners

Joint regulation of the Board of Nursing 
and Board of Pharmacy

Board of Nursing and mandated 
committee with representatives from 
nursing and medicine

Nurse midwives are not recognized by 
this jurisdiction

Board of Nursing

Board of Medicine/Medical Examiners

Board of Pharmacy

Advanced Practice Registered Nurse 
Board

Department/Board of Health

Umbrella Board or other State agency 
(not listed above)

Joint regulation of the Board of Nursing 
and Department/Board of Health

Joint regulation of the Board of Nursing 
and Board of Medicine/Medical 
Examiners

Joint regulation of the Board of Nursing 
and Board of Pharmacy

Board of Nursing and mandated 
committee with representatives from 
nursing and medicine

Nurse midwives are not recognized by 
this jurisdiction

*PN BONs and US Territories are not displayed on the map. For detailed information, please see the text responses below.

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

Board of Nursing

AK, AL, AR, AZ, CA-RN, CNMI, CO, DC, DE, FL, GA, GU, HI, IA, 
ID, IN, KS, KY, LA-RN, MA, MD, ME, MI, MN, MO, MS, MT, ND, 
NH, NV, OH, OK, OR, RI, SC, SD, TN, TX, VI, VT, WA, WI, WV-
RN, WY

44 75%

Board of 
Medicine/Medical 
Examiners

LA-PN, NJ, PA 3 5%

Board of Pharmacy 0 0%
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Advanced Practice 
Registered Nurse 
Board

NE, NE-APRN 2 3%

Department/Board of 
Health NM 1 2%

Umbrella Board or 
other State agency 
(not listed above)

CT, IL, UT 3 5%

Joint regulation of 
the Board of Nursing 
and 
Department/Board of 
Health

AS 1 2%

Joint regulation of 
the Board of Nursing 
and Board of 
Medicine/Medical 
Examiners

NC, VA 2 3%

Joint regulation of 
the Board of Nursing 
and Board of 
Pharmacy

0 0%

Board of Nursing and 
mandated committee 
with representatives 
from nursing and 
medicine

0 0%

Nurse midwives are 
not recognized by 
this jurisdiction

CA-VN, NY, WV-PN 3 5%
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Q3. Which of the following regulates the clinical nurse specialist?

Board of Nursing

Board of Medicine/Medical Examiners

Board of Pharmacy

Advanced Practice Registered Nurse 
Board

Department/Board of Health

Umbrella Board or other State agency 
(not listed above)

Clinical nurse specialists are not 
recognized by this jurisdiction

Joint regulation of the Board of Nursing 
and Department/Board of Health

Joint regulation of the Board of Nursing 
and Board of Medicine/Medical 
Examiners

Joint regulation of the Board of Nursing 
and Board of Pharmacy

Board of Nursing and mandated 
committee with representatives from 
nursing and medicine

Board of Nursing

Board of Medicine/Medical Examiners

Board of Pharmacy

Advanced Practice Registered Nurse 
Board

Department/Board of Health

Umbrella Board or other State agency 
(not listed above)

Clinical nurse specialists are not 
recognized by this jurisdiction

Joint regulation of the Board of Nursing 
and Department/Board of Health

Joint regulation of the Board of Nursing 
and Board of Medicine/Medical 
Examiners

Joint regulation of the Board of Nursing 
and Board of Pharmacy

Board of Nursing and mandated 
committee with representatives from 
nursing and medicine

*PN BONs and US Territories are not displayed on the map. For detailed information, please see the text responses below.

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

Board of Nursing

AK, AL, AR, AZ, CA-RN, CNMI, CO, CT, DC, DE, FL, GA, GU, HI, 
IA, ID, IN, KS, KY, LA-PN, LA-RN, MA, MD, ME, MI, MN, MO, MS, 
MT, NC, ND, NH, NJ, NM, NV, NY, OH, OK, OR, PA, RI, SC, SD, 
TN, TX, VI, VT, WA, WI, WV-RN, WY

51 86%

Board of 
Medicine/Medical 
Examiners

0 0%

Board of Pharmacy 0 0%
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Advanced Practice 
Registered Nurse 
Board

NE, NE-APRN 2 3%

Department/Board of 
Health 0 0%

Umbrella Board or 
other State agency 
(not listed above)

IL, UT 2 3%

Clinical nurse 
specialists are not 
recognized by this 
jurisdiction

CA-VN, WV-PN 2 3%

Joint regulation of 
the Board of Nursing 
and 
Department/Board of 
Health

AS 1 2%

Joint regulation of 
the Board of Nursing 
and Board of 
Medicine/Medical 
Examiners

VA 1 2%

Joint regulation of 
the Board of Nursing 
and Board of 
Pharmacy

0 0%

Board of Nursing and 
mandated committee 
with representatives 
from nursing and 
medicine

0 0%
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Q4. Which of the following regulates the nurse practitioner?

Board of Nursing

Board of Medicine/Medical Examiners

Board of Pharmacy

Advanced Practice Registered Nurse 
Board

Department/Board of Health

Umbrella Board or other State agency 
(not listed above)

Nurse practitioners are not recognized 
by this jurisdiction

Joint regulation of the Board of Nursing 
and Department/Board of Health

Joint regulation of the Board of Nursing 
and Board of Medicine/Medical 
Examiners

Joint regulation of the Board of Nursing 
and Board of Pharmacy

Board of Nursing and mandated 
committee with representatives from 
nursing and medicine

Board of Nursing

Board of Medicine/Medical Examiners

Board of Pharmacy

Advanced Practice Registered Nurse 
Board

Department/Board of Health

Umbrella Board or other State agency 
(not listed above)

Nurse practitioners are not recognized 
by this jurisdiction

Joint regulation of the Board of Nursing 
and Department/Board of Health

Joint regulation of the Board of Nursing 
and Board of Medicine/Medical 
Examiners

Joint regulation of the Board of Nursing 
and Board of Pharmacy

Board of Nursing and mandated 
committee with representatives from 
nursing and medicine

*PN BONs and US Territories are not displayed on the map. For detailed information, please see the text responses below.

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

Board of Nursing

AK, AL, AR, AZ, CA-RN, CNMI, CO, CT, DC, DE, FL, GA, GU, HI, 
IA, ID, IN, KS, KY, LA-PN, LA-RN, MA, MD, ME, MI, MN, MO, MS, 
MT, ND, NH, NJ, NM, NV, NY, OH, OK, OR, PA, RI, SC, SD, TN, 
TX, VI, VT, WA, WI, WV-RN, WY

50 85%

Board of 
Medicine/Medical 
Examiners

0 0%

Board of Pharmacy 0 0%
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Advanced Practice 
Registered Nurse 
Board

NE, NE-APRN 2 3%

Department/Board of 
Health 0 0%

Umbrella Board or 
other State agency 
(not listed above)

IL, UT 2 3%

Nurse practitioners 
are not recognized 
by this jurisdiction

CA-VN, WV-PN 2 3%

Joint regulation of 
the Board of Nursing 
and 
Department/Board of 
Health

AS 1 2%

Joint regulation of 
the Board of Nursing 
and Board of 
Medicine/Medical 
Examiners

NC, VA 2 3%

Joint regulation of 
the Board of Nursing 
and Board of 
Pharmacy

0 0%

Board of Nursing and 
mandated committee 
with representatives 
from nursing and 
medicine

0 0%
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Q5. Does the Board of Nursing license/recognize any of the following advanced practice roles? (Check all that 
apply)

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

Nurse Anesthetist

AK, AL, AR, AS, AZ, CA-RN, CNMI, CO, CT, DC, DE, FL, GA, GU, 
HI, IA, ID, IL, KS, KY, LA-PN, LA-RN, MA, MD, ME, MI, MN, MO, 
MS, MT, NC, ND, NE, NE-APRN, NH, NJ, NM, NV, OH, OK, OR, 
PA, RI, SC, SD, TN, TX, UT, VA, VI, VT, WA, WV-RN, WY

54 92%

Nurse Midwife

AK, AL, AR, AS, AZ, CA-RN, CNMI, CO, DC, DE, FL, GA, GU, HI, 
IA, ID, IL, IN, KS, KY, LA-RN, MA, MD, ME, MI, MN, MO, MS, MT, 
NC, ND, NE, NE-APRN, NH, NV, OH, OK, OR, RI, SC, SD, TN, TX, 
UT, VA, VI, VT, WA, WI, WV-RN, WY

51 86%

Clinical Nurse 
Specialist

AK, AL, AR, AS, AZ, CA-RN, CA-VN, CNMI, CO, CT, DC, DE, FL, 
GA, GU, HI, IA, ID, IL, KS, KY, LA-PN, LA-RN, MA, MD, ME, MI, 
MN, MO, MS, MT, NC, ND, NE, NE-APRN, NH, NM, NV, NY, OH, 
OK, OR, RI, SC, SD, TN, TX, UT, VA, VI, VT, WA, WV-PN, WV-
RN, WY

55 93%

Nurse Practitioner

AK, AL, AR, AS, AZ, CA-RN, CNMI, CO, CT, DC, DE, FL, GA, GU, 
HI, IA, ID, IL, KS, KY, LA-PN, LA-RN, MA, MD, ME, MI, MN, MO, 
MS, MT, NC, ND, NE, NE-APRN, NH, NJ, NM, NV, NY, OH, OK, 
OR, PA, RI, SD, TN, TX, UT, VA, VI, VT, WA, WV-RN, WY

54 92%
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Q6. Does the Board of Nursing license/recognize by endorsement any of the following advanced practice roles? 
(Check all that apply)

Responses Jurisdictions
Number 

of 
Boards

Percentage of 
Boards 

Responding

Nurse Anesthetist

AK, AL, AR, AS, AZ, CNMI, CO, CT, DC, DE, GU, HI, IA, IL, KS, 
KY, LA-PN, LA-RN, MA, MD, MI, MO, MS, MT, NC, ND, NE, NE-
APRN, NJ, NM, NV, OH, OK, OR, PA, RI, SC, SD, TX, UT, VA, VI, 
VT, WA, WV-RN, WY

46 78%

Nurse Midwife

AK, AL, AR, AS, AZ, CNMI, CO, DC, DE, GU, HI, IA, IL, IN, KS, 
KY, LA-RN, MA, MD, MI, MO, MS, MT, NC, ND, NE, NE-APRN, 
NV, OH, OK, OR, RI, SC, SD, TX, UT, VA, VI, VT, WA, WV-RN, 
WY

42 71%

Clinical Nurse 
Specialist

AK, AL, AR, AS, AZ, CNMI, CO, CT, DC, DE, GU, HI, IA, IL, KS, 
KY, LA-PN, LA-RN, MA, MD, MI, MO, MS, MT, NC, ND, NE, NE-
APRN, NM, NV, NY, OH, OK, OR, RI, SC, SD, TX, UT, VA, VI, VT, 
WA, WV-RN, WY

45 76%

Nurse Practitioner

AK, AL, AR, AS, AZ, CNMI, CO, CT, DC, DE, GU, HI, IA, IL, KS, 
KY, LA-PN, LA-RN, MA, MD, MI, MO, MS, MT, NC, ND, NE, NE-
APRN, NJ, NM, NV, NY, OH, OK, OR, PA, RI, SC, SD, TX, UT, VA, 
VI, VT, WA, WV-RN, WY

47 80%

None of the above CA-RN, CA-VN, FL, GA, ID, ME, MN, NH, TN, WI, WV-PN 11 19%
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Virginia College of 
Emergency Physicians 

2209 Dickens Rd. 
Richmond, VA 23230 
vacep.org 

 
 
August 26, 2026 

DELIVERED VIA ELECTRONIC MAIL 

Re: Virginia College of Emergency Physicians Comments on Workgroup on Modernization of 
the Joint Boards of Nursing and Medicine 
 

Dear Dr. Harp and Director Morris:  

The Virginia College of Emergency Physicians (VACEP) represents emergency physicians 
across the Commonwealth who staff Virginia's emergency departments and deliver acute, time-
sensitive care to patients every day. We appreciate the opportunity to offer comment to the 
workgroup ahead of its August 28 meeting, and we write to join the Medical Society of Virginia 
and the Virginia Academy of Family Physicians in urging that the current structure of the 
Committee of the Joint Boards of Nursing and Medicine be preserved rather than dissolved. 

Emergency medicine is a setting where the case for joint oversight is especially clear. 
Physicians and APRNs frequently evaluate, diagnose, and treat the same patients with the 
same undifferentiated and often high-acuity presentations, sometimes within minutes of one 
another. When a patient safety concern arises from that shared clinical environment, the Joint 
Boards structure ensures the resulting review draws on both nursing and medical expertise 
rather than being confined to one profession's frame of reference. This is not a hypothetical 
concern in emergency care, where the margin for diagnostic and treatment error is frequently 
narrow and the consequences of getting it wrong are immediate. 

Virginia's General Assembly has steadily expanded the authority of nurse practitioners to 
practice autonomously, most recently reducing the transition-to-independent-practice period 
from five years to three. Once an APRN is practicing autonomously, they are diagnosing, 
testing, and treating patients without a collaborating physician, activities that Virginia Code 
defines as the practice of medicine or osteopathy. That evolution makes a joint board more 
important, not less. A regulatory model that brings physicians and APRNs to the table together, 
using the distinct expertise each profession offers, is precisely the right response to a landscape 
in which APRNs increasingly exercise independent medical judgment. 

We recognize that Virginia's joint-board structure is uncommon nationally, and that most states 
place APRN licensure and discipline solely within their board of nursing. We do not think that 
rarity is itself a reason to dissolve the structure. A workgroup weighing patient safety should ask 
which model produces the best outcomes for Virginia patients, not which model is most 
common elsewhere.  

In our view, the Virginia model, imperfect as any structure is, reflects a considered judgment 
that disciplinary decisions touching on the practice of medicine benefit from the participation of 
both professions, and that judgment remains sound today.  

For these reasons, VACEP does not support dissolution of the Committee of the Joint Boards of 
Nursing and Medicine as a means of modernization. We believe the workgroup's stated 
concerns, regulatory efficiency, timely rulemaking, and scheduling delays, can be addressed 
without abandoning joint oversight. Specifically, we respectfully urge the workgroup to consider 
the following alternatives: 

1. Expand APRN representation on the Board of Nursing, so that a larger pool of APRNs is 
eligible for appointment to the Joint Boards, allowing the membership to better reflects 
current APRN practice. 

2. Ensure that physician members appointed to the Joint Boards are able to attend as many 
meetings as possible, so that scheduling and attendance, rather than the structure itself, are 
the focus of any reform. 



 

 1 

3. Permit electronic distribution of materials for disciplinary meetings to reduce the 
administrative lag currently associated with inter-board review. 

4. Allow virtual meetings to the extent permitted under the Virginia Freedom of Information Act, 
so that a single member's unavailability no longer delays pending APRN regulatory or 
disciplinary action. 

5. Streamline the regulatory process both at the joint board level, as well as encouraging the 
Executive branch to move regulations through the process more quickly.  

We believe these operational changes would resolve the timing and scheduling concerns that 
have been raised without sacrificing the patient safety benefit of joint physician-APRN review of 
patient complaints. Modernization should mean making the Joint Boards work better, not 
eliminating the collaborative model they represent. 

Thank you for your consideration of these comments. We would welcome the opportunity to 
discuss this matter further with the workgroup. 

 

Sincerely, 

 

 

Joran Sequeira, MD 
President, Virginia College of Emergency Physicians 
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PO Box 13619 

Richmond, Virginia 23225 
 

August 27, 2026  

Claire Morris, RN, LNHA 

Executive Director  

Virginia Board of Nursing  

Department of Health Professions  

9960 Mayland Drive, Suite 300  

Henrico, VA 23233  

Delivered via Electronic Mail: Claire.Morris@dhp.virginia.gov 

Re: Modernizing APRN Regulation in Virginia Through Exclusive Board of Nursing Oversight  

Dear Ms. Morris: 

On behalf of the Virginia Nurses Association (VNA), we respectfully urge the Virginia Department of Health 

Professions’ Boards of Medicine and Nursing Workgroup on SB30 Item 288 #4S, to support modernization of 

Virginia's Advanced Practice Registered Nurse (APRN) regulatory framework by transitioning from the current 

joint Board of Nursing and Board of Medicine oversight structure to exclusive regulatory authority under the 

Virginia Board of Nursing.  

As healthcare workforce shortages continue to impact access to care throughout the Commonwealth, 

particularly in rural and medically underserved communities, Virginia has a significant opportunity to align its 

APRN regulatory structure with national evidence-based standards and contemporary regulatory best 

practices.  

Advanced Practice Registered Nurses are licensed registered nurses who obtain graduate or doctoral 

education, national certification, and advanced clinical preparation within the nursing profession. The National 

Council of State Boards of Nursing (NCSBN), the nation's leading nursing regulatory organization representing 

all U.S. Boards of Nursing, has long maintained that APRNs should be regulated through Boards of Nursing 

under a uniform national framework. The NCSBN APRN Consensus Model explicitly identifies licensure and 

regulation of APRNs as a nursing regulatory function and establishes a framework built upon Board of Nursing 

authority over licensure, education, certification, and practice. The Consensus Model further recognizes 

APRNs as independent practitioners whose authority derives from nursing education and national certification, 

not delegated physician authority.  

Importantly, the NCSBN has consistently emphasized that adopting the Consensus Model for regulatory 

consistency promotes workforce mobility, supports public protection, and expands access to care.  

The landmark Institute of Medicine report, The Future of Nursing: Leading Change, Advancing Health (2011), 

concluded that APRNs should be allowed to practice to the full extent of their education and training and 

recommended removing regulatory barriers that unnecessarily restrict nursing practice. A decade later, the 

National Academy of Medicine reaffirmed these findings in The Future of Nursing 2020-2030: Charting a Path 

to Achieve Health Equity. The report concluded that eliminating restrictions on APRN scope of practice directly 

improves access to high-quality care, particularly in underserved and rural communities.  

Importantly, the Commonwealth's own review of APRN regulation supports modernization of Virginia's 

governance structure. In 2021, the Virginia General Assembly directed the Department of Health Professions 

(DHP) to evaluate APRN oversight and regulation. Following its review of national regulatory models, NCSBN 

recommendations, and research regarding APRN practice, DHP concluded that Virginia remains inconsistent 

with the APRN Consensus Model in two significant respects: Virginia does not regulate APRNs solely through 

the Board of Nursing and Virginia does not grant all APRNs full practice authority. Regarding the APRN 



C/SNA is an affiliate of American Nurses Association 
 

regulatory structure, DHP stated, “This two-board structure delays discipline, regulatory changes, and 

even the adoption or amendment of guidance documents unnecessarily. The Board of Nursing, with 

multiple APRN Board members, is fully capable of regulating and disciplining APRNs.”  

Virginia remains among a small minority of states that continue to regulate APRNs through a joint Board of 

Nursing and Board of Medicine structure rather than through the sole authority of the Board of Nursing. Most 

U.S. jurisdictions regulate APRNs through their Boards of Nursing, consistent with the NCSBN APRN 

Consensus Model. Virginia's continued reliance on a joint-board framework places the Commonwealth outside 

the predominant national regulatory model and creates an opportunity to further modernize APRN governance 

in alignment with national standards. 

For decades, a substantial body of research has demonstrated that APRNs provide safe, high-quality, and 

cost-effective care comparable to physician care across a variety of practice settings.  

Board of Nursing regulation provides a clear and direct accountability framework for APRNs. Nursing boards 

possess specialized expertise in nursing education, competency assessment, professional standards, 

disciplinary processes, and continuing competence requirements.  

The American Nurses Association (ANA), the nation's largest nursing organization, has explicitly opposed 

placing APRNs under medical board oversight. In a 2023 statement, ANA refuted efforts to expand medical 

board authority over APRNs and reaffirmed that APRNs are licensed nursing professionals educated, certified, 

and regulated within the nursing profession. ANA stated that APRNs are not physicians and should not be 

regulated by medical boards. The Association emphasized that Boards of Nursing possess the expertise 

necessary to oversee nursing education, licensure, competency assessment, discipline, and standards of 

practice.  

The Virginia Nurses Association respectfully urges the Workgroup to recommend legislative and regulatory 

changes establishing exclusive Board of Nursing authority for APRN licensure, regulation, discipline, and 

scope of practice. Evidence from the NCSBN, the National Academies of Sciences, Engineering, and 

Medicine, the American Nurses Association, and the Virginia Department of Health Professions supports 

modernization of Virginia's APRN regulatory structure and alignment with the nationally recognized APRN 

Consensus Model. 

Such a change would:  

• Align Virginia with the NCSBN APRN Consensus Model and national regulatory standards.  

• Remove unnecessary physician-centered governance barriers identified by the National Academies.  

• Improve access to care across the Commonwealth, particularly in underserved communities.  

• Enhance regulatory consistency, accountability, and workforce mobility.  

• Ensure APRNs are regulated by the profession that educates, licenses, accredits, and certifies them.  

We appreciate your leadership and commitment to protecting the public while advancing access to safe, high-

quality healthcare for all Virginians.  

Sincerely,  

 

Lindsey J. Cardwell, MSN, RN, NPD-BC 

Chief Executive Officer 

Virginia Nurses Association  
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BOARDS OF MEDICINE AND NURSING WORKGROUP MEETING 
July 8, 2026 

 
The meeting of the Boards of Medicine and Nursing Workgroup was called to order at 10:15 A.M., July 8, 
2026, in Board Room 4, Department of Health Professions, Perimeter Center, 9960 Mayland Drive, Suite 
201, Henrico, Virginia  
 
The Workgroup members participating in the meeting were: 
Helen Parke, DNP, FNP-BC; Committee of Joint Boards of Nursing and Medicine Chair 
Bo Vaughan, Jr., MD; Board of Medicine President 
Richard Szucs, MD, Medical Society of Virginia (MSV) 
Karen Ransone, MD; MSV 
Cathy Harrison, DNAP, CRNA; VANA’s Government Relations Committee Chair 
Alysia Pack, DNP, APRN, FNP-C; Virginia Council of Nurse Practitioner (VCNP) 
Aimee P. Seibert; Virginia College of Emergency Physicians 
David May; VA Academy of Family Physicians 
Phyllis Whitehead, PhD, APRN, Associate Professor at Virginia Tech Carilion School of Medicine, 
Virginia Nurses Association (VNA) – joined the meeting via TEAMS 
 
Staff participating in the meeting were: 
William Harp, MD; Board of Medicine Executive Director 
Claire Morris, RN, LNHA, Board of Nursing Executive Director 
Randall Mangrum, DNP, RN; Deputy Executive Director for Advance Practice 
Matt Novak, DHP Regulatory Coordinator 
Huong Vu, Operations Manager, Board of Nursing 
 
In the Audience: 
Valerie Wrobel; VCNP 
Patrice Lewis; Virginia Association of Nurse Anesthesiology (VANA), Gentry Locke Attorneys 
Allyson Flinn; MSV  
Emily White; VCNP 
Amira Williams; VCNP, VECTRE Corporation 
Sara Thomas; VCNP, VECTRE Corporation 
Benjamin Trayham; Hancock, Daniel & Johnson, PC 
Brittany Whitely; American College of Nurse Midwives (ACNM) 
 

The meeting was called to order by Ms. Morris. 
 
Dr. Parke moved to accept the agenda as presented.  The motion was seconded and carried unanimously. 
 
Mr. Novak noted that the correct bill is HB30 item 488 # 3C.  Mr. Novak stated that the charge of the DHP 
is to convene a stakeholder workgroup to review the structure and purpose of the Committee of the Joint 
Boards of Nursing and Medicine and the workgroup will report its findings to the General Assembly by 
November 1, 2026. 
 
Staff provided the following information to the Workgroup: 
 The Committee of the Joint Boards of Nursing and Medicine’s composition and the Committee of 

the Joint Boards meet five times a year. 



Boards of Medicine and Nursing Workgroup Meeting 
July 8, 2026 
 
 

2 
 

 The last time the Committee of Joint Boards of Nursing and Medicine recommended legislative or 
regulatory action to the Boards of Nursing and Medicine for consideration was in April 2026. 

 Current count of APRN licenses and numbers of APRN complaints received. Board of Nursing 
licenses APRNs.   

 Cases received from Enforcement regarding APRNs are reviewed by Dr. Mangrum and APRN 
Agency Subordinates. 

 Most APRN cases are heard at the informal conferences, which conducted by Board of Nursing 
APRN Agency Subordinates, and recommendations are presented to the Committee of the Joint 
Boards of Nursing and Medicine for consideration.  The Committee of the Joint Boards of Nursing 
and Medicine usually accept the Agency Subordinate recommendations. 

 Some APRN cases are heard by the Special Conference Committee of the Joint Boards of Nursing 
and Medicine, which consists of three Committee Members. 

 The formal hearings are heard by a quorum of the Committee of the Joint Boards of Nursing and 
Medicine, which consists of four Committee members. 

 §54.1-2957 of the Code of Virginia. 
 Review of Regulatory Process Chart and Joint Boards Regulatory Process.  

 
The Workgroup discussion included the following: 
 Using Physicians’ expertise in disciplinary process instead of their oversight of the regulatory 

process. 
 The Committee of the Joint Boards of Nursing and Medicine has institutional knowledge regarding 

standard of care for APRNs.  It would be inconsistent if Board of Nursing was a solely regulator for 
APRNs without Board of Medicine. 

 Possibility Advisory Board where Physicians are part of disciplinary hearings, such as informal and 
formal hearings. The Workgroup was reminded that Advisory Board is a regulatory process, which 
will require legislation, and Advisory Board Members are appointed by the Governor. 

 The Workgroup voted against recommending dissolution of the Committee of the Joint Boards of 
Nursing and Medicine  four members were in favor and five members opposed. 

 
After discussion, the Workgroup decided on the following for the next meeting: 
 One more meeting should be convened before September 2026 – staff will poll members for their 

availability to participate.   
 APRN Compact 

 
Mr. Novak reminded the Workgroup that the report is due to the General Assembly by November 1, 2026. 
 
 
 
The meeting was adjourned at 12:00 P.M. 
 

              
 



Options for modernization of joint regulation of APRNs 
 
Budget language: The workgroup shall consider pathways to modernize the Joint Boards’ 
structure and governance of advanced practice registered nurses. 
 
Advisory Board for APRNs 

• Governor-appointed advisory board created in statute for the purpose of advising 
the Board of Nursing on the regulation and discipline of APRNs. 

• Members possibly made up of each type of APRN, physicians, citizens. 
• Regulation and discipline would be solely handled by Board of Nursing, with 

recommendations provided as needed from advisory board. 
• A member of the advisory board would be required to sit on any disciplinary panel 

adjudicating the conduct of an APRN. (Va. Code § 54.1-2409.3) 
• Dedicated APRN positions on the Board of Nursing would revert to RN or LPN 

positions. Those members could be APRNs, but the requirement for appointment 
would be limited to holding an RN or LPN license. 

• Could cause issues for disciplinary panels. If member of advisory board fails to 
attend disciplinary hearing, could delay disciplinary action. Potential impact for 
public safety.  

 
Solely governed by Board of Nursing with physician-required participation in discipline 

• APRNs solely governed by Board of Nursing. This eliminates regulatory actions and 
guidance documents requiring approval of both boards.  

• Statute would require physician/podiatrist member(s) of the Board of Medicine 
participate in disciplinary panels for APRNs. 

• This would require statutory language.  
• President of Board of Medicine could appoint members to serve as needed and 

available. 
• Could cause issues obtaining appropriate quorum for disciplinary panels. If 1 or 2 

Board of Medicine members are required to proceed and the appointed members 
cannot attend, disciplinary action may be delayed. Potential impact to public safety.  

 
APRNs governed solely by Board of Nursing with no specific disciplinary requirement 

• APRNs solely governed by Board of Nursing. This eliminates regulatory actions and 
guidance documents requiring approval of both boards.  

• Board of Nursing handles disciplinary cases as needed. 



• No statutory requirements for makeup of disciplinary panel, similar to Board of 
Medicine. 

• Board of Nursing obtains expert testimony as needed, similar to Board of Medicine. 
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