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Purpose:
The purpose of this study was to identify and implement a
competency-based regulatory model that transitions clinical
nurse specialists (CNSs) to autonomous prescriptive authority
pursuant to change in state law.
Background/Rationale:
Prescriptive authority for CNSs may be optional or restricted
under current state law. Implementation of the APRN Consensus
Model includes full prescriptive authority for all advanced
practice registered nurses. Clinical nurse specialists face barriers
to establishing their prescribing authority when laws or practice
change. Identification of transition models will assist CNSs who
need to add prescriptive authority to their scope of practice.
Description of Project:
Identification and implementation of a competency-based
transition model for expansion of CNS prescriptive authority.
Outcome:
By January 1, 2012, 9 CNSs in the state exemplar have completed
a practicum and been granted full prescriptive authority including
scheduled drug prescribing. No complaints or board actions
resulted from the transition to autonomous prescribing.
Conclusion:
Transition to prescribing may be facilitated through
competency-based outcomes including practicum hours
as appropriate to the individual CNS nursing specialty.
Implications:
Outcomes from this model can be used to develop and further
validate educational and credentialing policies to reduce barriers
for CNSs requiring prescriptive authority in other states.
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The Consensus Model for APRN Regulation1 is the
first consensus document that anticipates legally
autonomous prescriptive authority for all 4 ad-

vanced practice registered nurse (APRN) roles (certified
nurse practitioner, clinical nurse specialist [CNS], certified
registered nurse anesthetist [CRNA], certified nurse-midwife).
The Consensus Model1 defines the APRN as a prescriber
who is individually accountable for patient management
‘‘prepared to assume responsibility and accountability for
health promotion and/or maintenance as well as the assess-
ment, diagnosis, and management of patient problems,
which includes the use and prescription of pharmacologic
and nonpharmacologic interventions.’’1(p6)

Clinical nurse specialists have prescriptive authority in
34 states, which is autonomously granted in 14 states.2

Authority for CNSs is sometimes restricted to specific pop-
ulations, such as mental health. Nineteen states restrict
prescribing to physician agreement.2

PROBLEM
Clinical nurse specialists face transition to prescribing as
state law and scope-of-practice changes. This transition
can involve multiple levels of new competencies ranging
from adding prescriptive authority for legend or scheduled
drugs or decreasing mandated requirements for supervi-
sion or collaboration. There are no current competency-
based models or guidelines that specifically address the
expansion of prescriptive authority for CNSs.

Clinical nurse specialists are now included as eligible
prescribers in a number of federal programs such as
Centers for Medicare & Medicaid Services’ electronic pre-
scribing incentives.3 Increased opportunities for CNSs
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who prescribe result in more CNSs seeking prescriptive
authority to expand their scope of care.

The Future of Nursing report from the Institute of
Medicine4 supports transition to practice models for all
levels of nursing, including advanced practice. Removal
of scope-of-practice barriers for CNSs includes the tran-
sition to autonomous prescribing.5 Failure to establish
competency-based models that can be objectively eval-
uated results in a wide variety of poorly researched models
that do not support public safety and may increase barriers
to practice.

LITERATURE REVIEW: TRANSITION TO
APRN PRESCRIPTIVE AUTHORITY
Little has been published about the transition to autonomous
prescriptive authority for APRNs. The primary consensus
document focusing on prescribing competencies for
nurses was published over a decade ago.6 Curriculum
Guidelines and Regulatory Criteria for Family Nurse
Practitioners Seeking Prescriptive Authority to Manage
Pharmacotherapeutics in Primary Care6 was limited to
1 role (nurse practitioner [NP]) and 1 population focus
(family). Since that time, the availability of prescriptive
authority has expanded to include all APRN roles and
multiple population foci.

Clinical nurse specialists and CRNAs do not have signif-
icant body of literature regarding their role as prescribers
as they still do not prescribe in many states.2 Comparison
of family psychiatric mental health NPs and child adolescent
CNSs7 demonstrates that both roles providemedicationman-
agement as a significant portion of their practice, with CNS-
trained clinicians providing more individual and family
therapy and NPs doing more combination therapy and
medication management. The researchers did not identify
whether prescriptive authority was autonomously available
to their population. It is not knownwhether CNSs practicing
in other population foci choose to utilize medication man-
agement in their practice. Kaplan et al8 found that 1 year
after implementation of Washington legislation granting
Schedule II-V prescriptive authority to all APRNs, only 30%
of CRNAs held prescriptive authority. An extensive literature
search of CINHAL, ERIC, PubMed, and EBSCO revealed
that the study of Kaplan et al8 was the only published arti-
cle to date on CRNA prescriptive authority.

Nurse prescribers have been authorized in the United
States for over 30 years, yet there is little information re-
garding the regulatory transition to the prescriber role. The
most uniform state requirement for obtaining prescriptive
authority is completion of a 30- to 45-contact-hour advanced
pharmacology course.2 Experiences of nurses adding pre-
scribing authority to their practice support a period of
mentorship and structure during the transition in addi-
tion to didactic coursework.9

BARRIERS TO ADAPTING PRESCRIBING
SCOPE CHANGES
Changes in law do not change or modify deeply established
practice. Hodges10 describes the experience of compre-
hensive change in a hospital setting when APRNs, many
of them CNSs, sought to have their legal authority to pre-
scribe recognized within the privileging system. Hodges10

identified significant differences in hospital-credentialed
and physician-employed APRN privileges within the same
healthcare system, with physician-employed APRNs func-
tioning under practice parameters more restrictive than
those provided under the Nurse Practice Act.

Advanced practice registered nurses in states with au-
tonomous practice acts still face barriers to their clinical
practice, particularly in credentialing. Clinical nurse special-
ists in Oregon have found that facilities will not credential
them to prescribe and have continued to require them
to work at the registered nurse level of practice, despite
full legal authority for legend and nonlegend drugs in spe-
cialties with a shortage of prescribers such as mental health
( J. Devaney, oral phone communication, July 20, 2011).

Malpractice coverage differs for prescribers and non-
prescribers, with an average yearly cost for a full-time adult
CNS with prescriptive authority of $605.00 ($1 000 000/
$6 000 000) versus $98.00 per year for a full-time adult
CNS without prescriptive or diagnostic authority.11 Changes
in malpractice costs may influence whether CNSs seek pre-
scriptive authority, because many states mandate specific
limits of coverage.

Clinical nurse specialist curriculum is undergoing change
to anticipate newly adopted competencies and educational
standards that reflect the Consensus Model.12 Currently
practicing CNS are not educated under the recently devel-
oped and adopted Criteria for the Evaluation of Clinical
Nurse Specialist’s Masters, Practice Doctorate, and Post
Graduate Certificate Educational Programs.13 Clinical nurse
specialists seeking to add prescriptive authority therefore
require flexible options that include both academic and
continuing education credit tracks to meet educational
requirements for legal prescriptive authority. However,
completion of continuing education options may not be
recognized by national certification bodies or by aca-
demic programs who agree to supervise clinical hours,
further restricting options for CNSs already licensed and
in practice.

OREGON: STEPS TO IMPLEMENTATION OF
AUTONOMOUS PRESCRIPTIVE AUTHORITY
(2002Y2011)
Oregon serves as an exemplar of how scope-of-practice
change generates the need for regulatory models specific
to prescriptive authority. Clinical nurse specialists were
added as an APRN category in 2002.14 Nurse practitioners
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and nurse midwives in Oregon have a long history of
autonomous practice and prescribing experience, begin-
ning with legislative recognition in 1977 and prescriptive
authority in 1979.14

Legislative History
In 2005, SB 460 added prescriptive authority to the scope
of practice for CNSs. The new privilege added CNSs to
the same authority granted to NPs, including autonomous
prescribing and dispensing of medications in Schedule
IIYV. However, it was also known that the majority of
CNS programs did not prepare graduates for prescriptive
authority. The language of the statute granted the board
authority to interpret how to establish requirements for
CNSs that would ensure their competency to prescribe:

678.372 Rules for CNSs. The Oregon State Board of
Nursing shall adopt rules to implement ORS 678.370,
including but not limited to rules establishing:
(3) Educational requirements for CNSs applying for

prescriptive authority that include but are not
limited to:
(a) at least 45 contact hours in pharmacology and
(b) clinical education in patient management, in-

cluding pharmacotherapeutics, that is compara-
ble to the requirements for completion of an
NP program [1999 c.498 x3; 2005 c.462 x5]14

Testimony by CNSs and the Oregon Nurses Associa-
tion focused on the following talking points:
n differences between CNSs and NPs
n CNS role in rural and remote parts of the state
n situations where CNS prescriptive authority may have

provided more immediate patient treatment
n current barriers for a nurse to obtain a prescription

from a physician
n the language of the proposed amendment and how it

fit with existing practice of NPs15

IMPLEMENTATION OF SB 460
Implementation of the law presented a regulatory chal-
lenge. The first was interpretive, involving understanding
how to evaluate the intent of clinical education in patient
management. The second was more pragmatic: the man-
date did not include additional funding for resources to
develop educational programs or curricular models that
could facilitate CNSs in current practice to obtain prepara-
tion to prescribe. A Task Force was convened by the
board staff to develop rules for educational and clinical
requirements that would meet the statutory language.
Task Force members included CNSs, NPs with current
prescriptive authority, and a pharmacist.

Oregon statute14 required that CNSs seeking prescriptive
authority demonstrate equivalency of clinical education in

patient management to an NP program. Hours for the pre-
scribing practicum were codified in regulation once a
method was agreed upon to identify a standard of NP equiv-
alency. Nurse practitioner equivalency was identified though
use of Berlin et al16 comprehensive survey of all NP pro-
grams, which demonstrated clear discrete requirements
for advanced pharmacology, pathophysiology, and phys-
ical assessment; integrated differential diagnosis; and a
range of clinical hours up to 1000. The National Organi-
zation of Nurse Practitioner Faculties17 initially established
500 as theminimumclinical hours for NP programs. Curric-
ulum analysis and consultation between the board and NP
nursing faculty identified that prescribing-specific hours in
anOregonNP clinical program could best be estimated as a
proportion approximating 150 hours of integration across
the total clinical hours. Final regulations adopted by the
Oregon State Board of Nursing therefore included both
courses and a minimum of 150 hours of supervised phar-
macologic management given for academic or continuing
education credit.

Identifying a Model: The Supervised Practicum
Not all states currently require practice to retain licensure.
Commonalities in reentry rules are requirements for a re-
fresher course of some type and/or a period of supervised
practice. Although academic courses offer the greatest de-
gree of structure and institutional supervision, the availability
of such courses is limited in many states. Research validates
the use of continuing educationYbased refresher courses as
applicable to an older cohort of learners with some nursing
experience.18 Wilson and Compton19 did a comprehensive
literature reviewof reentry as a route for regaining full CRNA
licensure after chemical dependency and found that the lit-
erature on reentry for APRNs is quite limited. Nonetheless,
the Oregon State Board of Nursing had over a decade of
regulatory experience with approval and supervision of
successful reentry into practice for nurses at all levels,
including CNSs under individualized reentry plans and
supervised practice.

Models used by state boards for reentry to practice
may be more applicable to experienced CNSs adding a
new functional prescribing role, because they are not
novice nurses.20 All of the CNSs initially interested in ob-
taining prescriptive authority in Oregon were experienced
nurses, with an average of 15 years’ practice as a nurse.
Some reentry programs prohibit clinical practice in an em-
ployment setting. The majority elected to do their clinical
practicum in their current employment setting that al-
lowed for logical integration of their new knowledge
and role with their current substantial nursing expertise.
The board did not prohibit this, provided that practicum
hours were without monetary compensation.

The board’s Task Force further developed the final re-
quirements for practicum hours and evidence of successful
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completion. Practicum experiences were approved in 2
settings where CNS mentors could provide supervision,
including 1 academic graduate program affiliated with a
research hospital and the statewide Veterans Affairs sys-
tem that credentials CNSs as APRNs. In order to include
the Veterans Affairs practicum that offered rich opportu-
nities for CNS practice, continuing education credit was
deemed as acceptable for documentation of clinical prac-
ticum completion, provided that CE accreditation was
granted through an appropriate national nursing body.

In order to ensure jurisdiction over practice and ensure
public safety, the Oregon reentry occurs under a limited
license. Use of an established model to build the addi-
tional skill of prescribing into the CNS practice scope
was determined to be an efficient, cost-effective, and
well-understood structure to introduce CNS prescribing
to stakeholders. Use of the limited license has 2 impor-
tant components of public protection:

1. Criminal records checks are authorized and com-
pleted before issuing the limited license, which
provides increased access to prescribing and dis-
pensing functions.

2. The Oregon online verification and unique desig-
nation of ‘‘LL’’ for limited license ensures that the
public, practice setting, and preceptors all under-
stand that prescribing occurs only under specific
parameters and that the licensee is not eligible for
a Drug Enforcement Administration number or dis-
pensing authority until full licensure is granted.

Prescribing Competencies
A comprehensive literature review was done to identify
prescribing-specific competencies that could be used in a
tool for Oregon practicum evaluation purposes. Competen-
cies and their validation studies have been published.21,22

A revised tool incorporating prescribing competencies for
evaluation of successful practicum outcomes along with
application materials is publicly available through the
Oregon State Board of Nursing Web site for use by pre-
ceptors and students engaging in a practicum to obtain
prescriptive authority.

EVALUATION OF PRACTICUM SUCCESS
Spector23 argues for adoption of a pragmatic model of
regulatory evaluation incorporating effectiveness, appro-
priateness, and feasibility criteria into a new hierarchy of
evidence. Policy implementation, although difficult to vali-
date with randomized controlled studies, can be validated
using program evaluation, audits, and other methods of
confirmation in addition to psychometric methods. As of
January 1, 2012, 9 CNSs have completed the practicum in
order to be granted prescriptive authority and are success-
fully practicing in a variety of clinical settings including liver

transplant, pediatric pain management, and palliative care.
Although studies to date limit findings to Oregon and
Washington, the revised tool may be adapted andmodified
for additional regulatory guidance as appropriate to state
needs (see Appendix). As of 2012, the Oregon Board of
Nursing continues to receive applications from CNSs seek-
ing to add prescriptive authority. There are now 24 CNS
who have met prescribing requirements through initial
education, endorsement, or the supervised practicum.

POLICY RECOMMENDATIONS FOR
PRACTICE CHANGE
Licensing
In order to fully implement prescriptive authority for CNSs,
collaboration needs to occur between state licensing boards
and accreditors, certifiers, and educators. Boards of nurs-
ing are already examining their practice acts in order to
implement the APRN Consensus Model.1 Boards are en-
couraged to further examine opportunities for research
into transition to prescriptive practice, as new prescribers
such as CNSs obtain these privileges. The use of a limited
license for this transition, if permissible under individual
state statutes, enhances the ability to date track participants
longitudinally. This contribution to evidence-based reg-
ulation will further understanding of sound regulatory
models that focus on prescriber safety and competency
rather than mandated physician supervision for compe-
tency to practice. Ability to develop licensing mechanisms
that clearly designate prescriptive authority for the CNS in
practice also contributes to data collection on prescrib-
ing practices, which will assist CNSs in states seeking
prescriptive authority to provide evidence of successful
practice.

Boards of nursing will need to consider their options for
jurisdiction during completion of the transition to autono-
mous prescribing. Regulatory options should incorporate
consideration of existing transition to practice models
and applicability to the experienced CNS. Options for
supervision and oversight during the transition include
mandating student status through enrollment in an academic
supervised practicum or a more flexible community-based
practicum. The latter increases reliance on supervision of
adequately trained preceptors who have experience as
competent prescribers. Special consideration needs to be
given to APRNs who are changing roles and foci and
whether those with current prescriptive authority have
the clinical or didactic competencies for a new population
or role. As an example, boards of nursing currently vary
regarding their requirements for psychopharmacology
for APRNs certified in those population foci.2,24

Renewal of prescriptive authority currently varies from
state to state. Continued competency models available to
evaluate APRN practice are numerous, and none are de-
monstrated to be superior to the other.25 Models include
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requiring specific hours of supervised clinical, knowledge-
based testing, continued practice, peer review, objective
structured clinical examination, and others.

Education
Clinical nurse specialist educators should partner with
stakeholders in the development of competency-based
assessment models for CNS prescribing practice beginning
with establishment of updated national competencies that
are prescribing based. Such competencies can be used as
a foundation for development of assessment tools such
as the Oregon Clinical Evaluation of Pharmacologic Man-
agement Practicum tool. Validation studies of such tools21,22

on a broader population of CNSs could be used to evaluate
prescribing-specific practice and content into existing CNS
educational programs. The incorporation of prescribing-
specific content in current educational programs reduces
existing barriers for CNSs who seek prescriptive authority
by minimizing the cost and time involved in additional
courses and practicum after graduation.

Criticism of autonomous practice for APRNs often fo-
cuses on the preparation to prescribe26 despite evidence
of long-term safe prescribing in many states. Incorporation
of prescribing outcomes into CNS curriculum documents
preparation to prescribe in CNS educational programs,
even if prescribing is currently legally optional under state
law. The inclusion of prescribing competencies and clinical
practicum in current CNS programs ensures that CNSs
will not be faced with barriers when seeking prescriptive
authority related to inconsistency in their educational
preparation.27

Finally, expansion of practice to include scheduled
drug prescribing and other prescribing that has specific
legal requirements requires that CNSs be prepared for full
scope practice. In addition to pharmacology, curricular
support for the complex legal, social, and cultural impli-
cations of controlled substance prescribing and patient
management is important for CNSs who must negotiate
individualized treatment plans as they practice in areas
such as pain management and palliative care.

Certifiers
Although CNS national certification includes advanced phar-
macology content, incorporation of prescribing-specific
questions will help document initial preparation to pre-
scribe. Policy recommendations to support CNS prescribing
practice include incorporation of prescribing (as opposed to
pharmacology) content into CNS certification examinations
and incorporation of continued competency requirements
specific to prescribing for recertification. Role delineation
studies28 for both CNSs and NPs support the need for
continuing competency requirements that presume pre-
scribing will be a potential part of APRN practice. CNS

Core Competencies29 explicitly mention prescribing as
part of the CNS role function. It is important to note that
pharmacologic management skills are not restricted to
prescribing for individual patients. Clinical nurse spe-
cialist role competencies encompass a broad range of
nursing-specific interventions, including consideration
and consultation regarding nonpharmacologic and inte-
grative interventions to alleviate patient symptoms,29

and these should be recognized as part of prescribing
practice skills.

Educators can also help document prescribing practice
hours to meet national certification and licensing require-
ments so that restrictions are not placed on graduates to
do additional lengthy supervised practicum in order to
gain prescriptive authority or become nationally certified.
Mechanisms (such as Typhon) can be used by students to
document medication management hours in their educa-
tional program including not only time spent prescribing
but also time spent discussing alternatives to pharmaco-
logic management as part of the nursing process.

CONCLUDING COMMENTS
Although CNS practice historically represents individual
stateYlevel negotiation and preference, the adoption of
the APRN Consensus Model1 means that more CNSs will
obtain the legal authority to prescribe. Anticipatory models,
such as the Oregon model, that incorporate competency-
based assessment can assist other states as they transition
their practice acts to include legally autonomous prescrib-
ing for CNSs. Collaboration between regulators, CNSs in
practice, educators, and national certifying bodies can help
shape the framework to build CNS prescriptive authority as
an autonomous APRN role within established nursing spe-
cialty expertise.
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APPENDIX
OREGON STATE BOARD OF NURSING PHARMACOLOGIC MANAGEMENT FORM
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