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Advanced practice registered nurses (APRNs) play a pivotal role in providing healthcare, including preventive care services, 

to the public. However, barriers to APRN practice exist that impact the provision of vital healthcare services that APRNs are 

authorized to provide based on their education, training, licensure, and certification. This article provides an overview of APRN 

barriers to practice, including in the face of the COVID-19 pandemic, and discusses key policy and regulatory implications.
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Advanced practice registered nurses (APRNs), which 
include nurse practitioners (NPs), certified registered 
nurse anesthetists (CRNAs), certified nurse-midwives 

(CNMs), and clinical nurse specialists (CNSs) significantly con-
tribute to meeting national healthcare needs (American Nurses 
Association [ANA], n.d.). Yet, they face regulatory barriers that 
limit their ability to provide care based on their educational prepa-
ration, training, and certification. The present article summarizes 
existing barriers (including practice authority restrictions, transi-
tion to practice requirements, federal regulations, and economic 
realities), highlights barrier changes related to COVID-19, and dis-
cusses the implications of related policies and regulations. 

APRN Practice Barriers
APRN Practice Authority Variation by U.S. State

The American Association of Nurse Practitioners (AANP) defines 
three types of practice environments for the NP role in the United 
States: full, reduced, and restricted authority. The same classifica-
tion is often used in association with other APRN roles. In states 
with full practice authority (FPA), practice regulations permit 
APRNs to (a) evaluate patients; (b) diagnose conditions; (c) order 
and interpret diagnostic tests; and (d) initiate and manage treat-
ments, “including prescribing medications and controlled sub-
stances, under the exclusive licensure authority of the state board 
of nursing” (AANP, 2022a, 2022b). More than half of the 50 
U.S. states (n = 26) are classified as FPA states (Figure 1) (AANP, 
2022b). 

In reduced practice states, “practice and licensure laws 
reduce the ability of NPs to engage in at least one element of NP 
practice.” State laws can require a “collaborative agreement with 

another health provider in order for NPs to provide patient care” or 
can limit “one or more elements of NP practice” (AANP, 2022b). 
Currently, 13 U.S. states are classified as reduced practice states 
(AANP, 2022b). In restricted practice states, “practice and licen-
sure laws restrict the ability of NPs to engage in at least one ele-
ment of NPs practice. State law requires career-long supervision, 
delegation, or team management by another health provider in 
order for the NP to provide care” (AANP, 2022b). Eleven states are 
classified as restricted practice states (AANP, 2022b). 

APRN Transition To Practice Regulations

Transition to practice regulations require newly graduated APRNs 
to practice under the supervision or mentorship of an experienced 
clinician (Green, 2022). Transition to practice requirements have 
become more common in recent years, in part to assuage concerns 
from FPA opponents in FPA-resistant, often conservative, states 
and despite a dearth of evidence about the need for or the efficacy 
of transition to practice requirements. Such requirements vary con-
siderably and are often not consistent with the APRN Consensus 
Model (National Council of State Boards of Nursing [NCSBN], 
n.d.-c). The common denominator is the imposition of required 
supervision or mentorship by an experienced clinician, commonly 
a physician or APRN, for newly graduated APRNs. The transi-
tion phase duration varies from 750 hours to up to several years of 
supervised practice (Green, 2022). 

Transition to practice requirements are opposed by the 
Institute of Medicine (2011; now called the National Academy 
of Medicine), the American Association of Colleges of Nursing 
(2016), the AANP (2022a), and the ANA (2016). One of the four 
key messages of the initial Future of Nursing report is that nurses 
should practice to the full extent of their education (Institute of 



14     Journal of Nursing Regulation

Medicine, 2011). All APRNs are educated to assume autono-
mous APRN practice according to competencies assessed by their 
respective accrediting bodies (American Association of Colleges of 
Nursing, 2016). The ANA (2016) asserted that transition to prac-
tice requirements are “not based on evidence but are the result of 
political compromise” (p. 2). Similarly, the AANP cites national 
standards for APRN education, program accreditation, and board 
certification as evidence-based and decries the unnecessary barriers 
to patients and NPs, noting geographic health disparities, higher 
chronic disease burden, primary care shortages, higher cost of care, 
and lower health-status rankings in non-FPA states compared 
with FPA states (AANP, 2022b). To add to practice confusion, the 
requirement for transition to practice varies by state regardless of 
APRN practice authority status. For example, 10 states with FPA 
have transition to practice requirements (Colorado, Connecticut, 
Massachusetts, Maryland, Maine, Minnesota, Nebraska, Nevada, 
South Dakota, Vermont), seven reduced or restricted practice states 
have transition to practice requirements (Arizona, California, 
Florida, Illinois, New York, Virginia, West Virginia), and 19 
reduced or restricted practice states have no transition to practice 
requirements (Alabama, Georgia, Indiana, Kansas, Kentucky, 
Louisiana, Missouri, Michigan, Mississippi, North Carolina, New 
Jersey, Ohio, Oklahoma, Pennsylvania, South Carolina, Tennessee, 
Texas, Utah, Wisconsin) (Table 1) (Phillips, 2022).

Federal Regulatory Barriers to APRN Practice 

In addition to state practice regulations that restrict practice 
authority in reduced and restricted practice states, there are other 
practice barriers that restrict APRN practice, even in FPA states 
(Bosse et al., 2017; Hain & Fleck, 2014; Hastings-Tolsma et al., 
2018; Lofgren et al., 2017; Peterson, 2017). These barriers include 
federal regulations, such as those from the Centers for Medicare 
& Medicaid Services (CMS), as well as institutional and organi-
zational policies that inhibit APRN-provided care and services 
(Hastings-Tolsma et al., 2018; Lofgren et al., 2017). Institutional 
and organizational barriers include bylaws that limit APRN roles 
and authority, including lack of hospital privileges; issues with pro-
vider credentialing; limited clinical, admitting, and/or staff privi-
leges; insurance; and reimbursement issues (Hastings-Tolsma et al., 
2018; Lofren et al., 2017; Robert Wood Johnson Foundation, 2017). 
Other restrictions involve requirements for physician cosignatures 
for prescriptive and hospital admission capabilities, the inability of 
APRNs to be listed as the providers of record or to carry their own 
patient panels, and electronic health records that do not capture 
APRN care (Schirle et al., 2020). These practices interfere with the 
ability of APRNs to provide patient care follow-up, limit patients’ 
choice of providers, and limit APRNs’ visibility in care (Poghosyan 
et al., 2013; Anen & McElroy, 2015). Nonregulatory barriers may 
vary by practice or geographically within a single state as well as 
among states (Schorn et al., 2022). 

Economic Barriers 

For states with a reduced or restricted practice environment, a 
career-long collaborative practice agreement may be stipulated, 
which outlines the requirements for APRNs to practice with a 
physician (AANP, 2022b). Specific requirements may include 
supervision of procedures, requirements for on-site visits, review 
of documentation, limitations on medication prescriptions, and 
requirements for direct payment to the collaborating physician. 
A national survey of APRNs identified the economic burden and 
practice restrictions associated with collaborative practice agree-
ments (Martin & Alexander, 2019). APRNs working in rural areas 
and in APRN-managed private clinics were one and a half to six 
times more likely to be assessed collaborative practice agreement 
fees, often exceeding $6,000 and up to $50,000 annually (Martin 
& Alexander, 2019). 

Regulatory barriers also have macroeconomic implications, 
as revealed by an economic impact analysis conducted regarding 
the economic benefit of granting Tennessee APRNs FPA (Myers 
et al., 2020). In 2017 the baseline year of the study, Tennessee 
APRNs contributed more than $545 billion in total output to the 
statewide economy, and APRNs supported more than 43,727 jobs. 
The projected impact of Tennessee APRNs having FPA, projected 
from 2017 to 2025, was an additional 7,696 jobs and $958,737,154 
in total output. Adding population growth, the Affordable Care 
Act, and inflation, the authors estimated an increase of 25,536 jobs 
and $3.2 billion in economic output (Myers et al., 2020). 

FIGURE 1

APRN Practice Authority Across the United 
States and Its Territories
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Implications of Barriers to APRN Practice

Restrictive scope of practice imposed by regulatory and other bar-
riers further constrain the ability of APRNs to practice commen-
surate with their level of education and experiences (Kleinpell et 
al., 2022). A recent study assessing the association between state 
scope-of-practice regulations, unsupportive practice environments, 
and self-reported ratings of quality of care in primary care prac-
tices located in healthcare professional shortage areas found that 
these items were associated with ratings of quality of care, with 
unsupportive environments having lower ratings of quality of 
care (Carthon et al., 2020). Another study assessing state limi-
tations on APRN scope of practice in five states identified that 
scope-of-practice regulations adversely affected practice settings. 
In states where physician supervision was required, APRNs and 
agency leaders reported additional costs and administrative bur-
dens related to obtaining and documenting supervision (Chapman 
et al., 2019). Implementation of FPA allows for more efficient use 
of APRNs and can increase access to healthcare services (Chapman 
et al., 2019). Indeed, national organizations such as the National 
Governors Association (2012), the Federal Trade Commission 
(2014), and the Bipartisan Policy Center (Collins, 2013) are sup-
portive of FPA.

Overcoming current barriers affecting APRNs has been 
identified as a major challenge facing the nursing workforce by 
the recent Future of Nursing 2020–2030 report (National Academy 
of Medicine, 2021). Barriers to APRN practice reduce the pro-
ductivity capacity of these healthcare professionals. Not permit-
ting APRNs to practice to the full extent of their licensure and 
education decreases the types and amounts of healthcare services 
that can be provided for people who need care (National Academy 
of Medicine, 2021). As noted in the Future of Nursing 2020–2030 
report, this restriction also has significant implications for address-
ing the disparities in access to healthcare between rural and urban 
areas. A recent systemic review revealed that FPA is associated 
with higher numbers of NPs in rural areas; in primary care where 
there is a shortage of physicians, FPA is associated with increased 

access to care and utilization of healthcare services, lower cost of 
care, and no decrease in quality of care (Yang et al., 2021; Xue et 
al., 2018). 

As highlighted in the NCSBN’s 2022 Environmental Scan 
(NCSBN, 2022), regulators and nurse leaders are responsible for 
upholding rules and regulations of nursing practice as well as for 
ensuring that standards of care are met and patients are protected. 
Of equal importance is regulator awareness of the degree to which 
barriers continue to impact APRN practice and limit aspects of 
care that directly influence care quality and access. Nursing lead-
ers can have a significant impact on removing nonregulatory bar-
riers to practice, such as changing outdated hospital bylaws that 
restrict APRN practice. In turn, regulators can support efforts to 
remove unnecessary barriers to APRN practice.

Barriers to Practice Before and During the 
COVID-19 Pandemic: National APRN Study 
Findings 
A U.S. survey was conducted in 2020 to describe state practice 
barriers prior to the COVID-19 pandemic, determine the effects 
of COVID-19 pandemic-related suspension of practice restric-
tions or waiver of select practice agreement requirements in states 
with reduced or restricted practice, and explore the effects of the 
COVID-19 pandemic on APRN practice (Kleinpell et al., 2021). 
A total of 7,467 APRNs responded, including NPs (n = 6,478, 
86.8%), CRNAs (n = 592, 7.9%), CNMs (n = 278, 3.7%), and 
CNSs (n = 242, 3.2%). Respondents represented all 50 states, with 
the majority being in reduced practice authority states (n = 3,496, 
46.8%), followed by states with restricted practice authority 
(n = 2,617, 35.0%), and then states with FPA (n = 1,354, 18.1%). 

A number of barriers to APRN practice prior to the pan-
demic were identified, with most respondents (n = 6,334, 84.8%) 
stating that practice barriers limited their ability to provide care 
during the pandemic (Kleinpell et al., 2021). Various barriers to 
practice were identified in all states, including those with FPA, 

TABLE 1

State APRN Transition To Practice Requirements by Practice Authority Status

Practice Authority Status With Transition To Practice Requirements Without Transition To Practice Requirements

Full Practice Authority Colorado, Connecticut, Maine, Maryland, 
Massachusetts, Minnesota, Nebraska, Ne-
vada, South Dakota, Vermont

Alaska, Arizona, Delaware, District of Colum-
bia, Hawaii, Idaho, Iowa, Montana, New 
Hampshire, New Mexico, North Dakota, Ore-
gon, Rhode Island, Washington, Wyoming 

Reduced/Restricted Practice Authority Arizona, California, Florida, Illinois, New York, 
Virginia, West Virginia

Alabama, Georgia, Indiana, Kansas, Kentucky, 
Louisiana, Michigan, Mississippi, Missouri, 
North Carolina, New Jersey, Ohio, Oklahoma, 
Pennsylvania, South Carolina, Tennessee, Tex-
as, Utah, Wisconsin

Source. Phillips, S. J. (2022). 34th annual APRN legislative update: Trends in APRN practice authority during the COVID-19 global pandemic. The Nurse Practitio-

ner, 47(1), 21–47. https://doi.org/10.1097/01.NPR.0000802996.14636.1c
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including restricted home health approval (n = 2,485, 33.3%), 
restricted hospital admitting privileges (n = 2,446, 32.8%), 
requirement of a physician signature to order durable medical sup-
plies (n = 2,273, 30.4%), requirement of physician co-signature on 
orders (n = 1,708, 22.9%), restricted health insurance credential-
ing (n = 1,465, 19.6%), requirement for physician supervision for 
APRNs to conduct procedures within APRN scope of practice 
(n = 1,227, 16.4%), and others (Table 2). 

Other reported barriers based on institutional regulations 
rather than state regulations included requiring a physician sig-
nature for certain medications, inability to order rehabilitation 
services after hospital discharge, and inability to order do-not-

resuscitate orders; these barriers were even reported by APRNs in 
FPA states. Overall, most respondents (n = 6,334, 84.8%) identi-
fied that practice barriers and restrictions in place before the pan-
demic further limited their ability as an APRN to provide care 
during the COVID-19 pandemic.

Changes in Regulations Since the 
Pandemic
As a result of the COVID-19 pandemic, changes were seen in state 
and federal regulations, and there has been new interest in the 
interstate licensure of APRNs and other healthcare providers.

TABLE 2

Institutional APRN Barriers Reported by State Practice Authority Status

Barrier FPA Reduced Restricted 

Visiting Nurse Service will not take orders, only physician referrals ✔

Orders for durable medical supplies require a physician signature ✔ ✔ ✔

Unable to sign an emergency psychiatric hold ✔

Physician has to repeat all physical examinations and sign all notes ✔

Social Security disability forms not honored without physician signature ✔

Can pronounce death but unable to sign death certificate ✔ ✔

Collaborating/supervising physician practice/population restricted ✔ ✔ ✔

Unable to clear child for hearing aids without physician signature ✔

Consultations and H&P require physician co-signature ✔

Unable to perform sports physicals ✔

Discharges from PACU or other units require physician signature ✔ ✔ ✔

Unable to order imaging for patients with abnormal mammogram ✔

Prescriptions require a physician signature (or co-signature) ✔ ✔ ✔

Patients have higher copay to see APRN ✔

Home health approval restricted ✔ ✔ ✔

Hospital bylaws restrictions on practice ✔ ✔ ✔

Insurance requires physician to be PCP ✔

85% reimbursement ✔

Laboratory or imaging results given only to collaborating/supervising physician (not to APRN) ✔ ✔ ✔

Ordering blood products requires physician signature ✔

Pharmaceutical companies require physician signature for samples ✔

Procedures essential to anesthesia (e.g., regional/peripheral nerve blocks, invasive line place-
ment) require physician supervision

✔ ✔ ✔

Procedures essential to quality care and within APRN scope require physician supervision ✔ ✔ ✔

Pronouncing death prohibited (including fetal death) ✔ ✔ ✔

Referral or consultation declined by other providers (only because you are an APRN) ✔ ✔ ✔

Requirement of physician co-signature on orders ✔ ✔ ✔

Pre- and postoperative assessments require physician signature ✔ ✔ ✔

Restricted health insurance credentialing ✔ ✔ ✔

Note. APRN = advanced practice registered nurse; FPA = full practice authority; H&P = history and physical examination; PACU = post-anesthesia care unit; 

PCP = primary care provider.Responses have been lightly edited for journal style. 

Source. Adapted from Kleinpell, R., Myers, C. R., Schorn, M. N., & Likes, W. (2021). Impact of COVID-19 pandemic on APRN practice: Results from a national sur-

vey. Nursing Outlook, 69(5), 783–792. https://doi.org/10.1016/j.outlook.2021.05.002
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State Regulatory Changes

At the outset of the COVID-19 pandemic in 2020, 22 states were 
classified as FPA, 16 as reduced practice authority, and 12 as 
restricted practice authority for NPs (AANP, 2020). In response 
to the pandemic, 5 reduced practice states temporarily lifted all 
practice restrictions, 11 reduced practice states and 2 restricted 
practice states granted temporary waivers of select practice restric-
tions, and 2 restricted practice states took no action (Kleinpell et 
al., 2021; Stucky et al., 2021). 

Since the start of the COVID-19 pandemic in early 2020, 
there has been movement toward FPA in some states, including 
some of the emergency changes becoming permanent. For exam-
ple, Massachusetts has since adopted FPA, and Arkansas now has 
a transition to practice provision that creates a path to FPA. Other 
advances in scope of practice authority occurred in Virginia, where 
transition to practice requirements were reduced from 5 years to 
2 years. In six other states (Florida, Illinois, Louisiana, North 
Carolina, Oklahoma, and Pennsylvania), select practice authority 
restrictions have eased (Phillips, 2022). 

Additionally, there have been other changes in reimburse-
ment, roles, and APRN authority. In Arkansas, APRNs can now 
serve as primary care providers, primary care managers, and team 
leaders for family practice professionals and patient-centered med-
ical homes; they can be reimbursed in the state’s Medicaid pro-
gram; and they can serve as initial providers to Medicaid patients. 
Louisiana health plans must now cover CNM services. In Maine, 
CRNA services must now be covered. In Washington State, reim-
bursement was increased for APRN Medicaid providers (Phillips, 
2022).

Federal Regulatory Changes

At the federal level, CMS removed some barriers to APRN prac-
tice in response to the COVID-19 pandemic. NPs are approved to 
provide certain medical services at skilled nursing facilities (CMS, 
2022a) and to provide telehealth at long-term care facilities (CMS, 
2022b). NPs are now permitted to certify Medicare home health-
care benefit eligibility and oversee patient care plans (CMS, 2022a). 
As a component of the Coronavirus Aid, Relief, and Economic 
Security (CARES) Act, NPs and CNSs are authorized to certify 
home healthcare for patients who are Medicare beneficiaries with-
out physician approval (ANA, 2020). The pandemic led to changes 
for NPs, CNSs, CNMs, and physician assistants to supervise diag-
nostic tests. The interim rule applied to tests performed in physi-
cian offices, hospital outpatient departments, and provider-based 
facilities. CMS extended these reforms in its 2021 rules, but there 
is ambiguity in the new rules with respect to which levels of diag-
nostic tests allow supervision under the more flexible requirements 
(CMS, 2020; Greeson & Pitts, 2021). 

The APRN Compact 

The COVID-19 pandemic highlighted the potential value of the 
APRN Compact. The APRN Compact, developed and adopted by 

the NCSBN in 2020, permits APRNs to hold a single, multistate 
license that permits practice in other compact states. The imple-
mentation of the APRN Compact will be enacted when seven 
states have enacted the legislation necessary to become a compact 
state (NCSBN, n.d.-a, n.d.-b). At present, Delaware, North Dakota, 
and Utah are compact states; Delaware had a companion bill to the 
APRN compact while North Dakota was a FPA state prior to join-
ing the APRN Compact (NCSBN, n.d.-a, n.d.-b; Phillips, 2022). 

The APRN Compact aligns with the APRN Consensus 
Model (NCSBN, n.d.-c) and allows APRNs to practice in states 
with a single license. Multistate licenses benefit APRNs and other 
healthcare providers who are part of military families, those who 
provide locum tenens work, and those who complete online edu-
cation, and they facilitate the mobilization of APRNs and other 
healthcare providers in emergencies and telehealth across state lines 
(Wilcox, 2022). 

Addressing Challenges That Still Need Resolution 

Significant restrictions on APRN practice persist at many levels. 
Currently, 11 states have restrictive NP practice authority (AANP, 
2022a). In Tennessee, the executive waiver during the pandemic 
addressing some of these restrictions was lifted after only 3 months 
(Farmer, 2020; Tenn. Exec. Order No. 15, 2020), and efforts to 
remove practice authority restrictions were once again thwarted 
by the General Assembly in 2022. 

The NCSBN has advocated for standardization of APRN 
practice authority based on the APRN Consensus Model and 
subsequently with the APRN Compact. These efforts have been 
blocked by significant policy variations across states in the adop-
tion of the Consensus Model for a variety of state-specific—and 
often political—reasons (Buck, 2021). There are economic impli-
cations because reciprocity would limit the amount of money 
states receive for licensure of APRNs compared with the cur-
rent requirement to pay for a license in every state in which an 
APRN practices. In addition, the AANP (2020) is opposed to the 
APRN Compact because the compact calls for practice hours as 
a prerequisite for a multistate APRN license. The AANP asserts 
this requirement conflicts with the Consensus Model for APRN 
Regulation and creates a potential financial burden for well-
qualified APRNs and for practices with evidence to support this 
requirement (Kaplan, 2021). Additional other concerns include 
compact administration, which does not include a APRN Advisory 
Board; disparities across states, which could result in being disci-
plined across compact states; differences in initial licensure and 
renewal requirements; and variations across compact states in pre-
scribing authority (Kaplan, 2021). 

APRNs are still limited in what they are allowed to provide 
in skilled nursing facilities and long-term-care facilities (Oliver et 
al., 2014; Rantz et al., 2017). Inconsistent regulations regarding 
whether APRNs may conduct an initial comprehensive visit, write 
admission orders and treatments, and certify/recertify admissions 
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based purely on whether the APRN is employed by the facility 
remain (U.S. Department of Health and Human Services, 2013). 

Inequitable CMS payment for the same provider services is 
an ongoing problem. CMS pays NPs and CNSs at 80% of the lesser 
of the actual charge or 85% of the amount a physician receives 
for the same services (CMS, 2022a). In contrast, CNMs are paid 
at 80% of the actual charge or 100% of the amount a physician 
receives for the same service, whereas CRNAs are paid at 100% of 
physician payment (CMS, 2022a). Another disparity is “incident 
to” payment that requires NP billing to be done under a physi-
cian’s name (Bischof & Greenburg, 2021). 

Policy Implications and Recommendations
Awareness of the variable state regulations on APRN practice 
that impact patient access to care and patient outcomes is impor-
tant for state regulators, nurse leaders, and other stakeholders. 
Additionally, knowing the impact that practice barriers have on 
APRN practice and patient care should empower nurse regulators 
and leaders to advocate for removal of barriers to APRN practice. 
Policymaking regarding APRN practice authority is based more 
on politics and entrenched interests of organized medicine than 
evidence. Continued resistance to FPA persists despite the lack of 
evidentiary support for this position and despite support from a 
plethora of respected organizations. 

The case for promoting FPA in the remaining 24 reduced 
and restricted practice states should focus on improving patient 
and population outcomes and reducing health and healthcare dis-
parities. It is ineffective and inefficient to present FPA as a turf 
battle between physicians and APRNs. A population perspective, 
focused on population outcomes, costs, and the economic impact 
of improved health and healthcare on communities, should frame 
an evidence-based case for the value of FPA. To gain the support 
necessary to advance FPA in FPA-resistant states, it is imperative 
that APRNs and other advocates seek support from diverse stake-
holders with a special emphasis on building support among the 
business and local and state government sectors.

Addressing the differences in perspectives between nursing 
organizations on transition to practice and the APRN Compact is 
another opportunity to build support for FPA. Nursing organiza-
tions need to work collaboratively to achieve consensus on impor-
tant topics related to APRN practice authority for the priority 
purpose of improving access to high-quality, cost-effective care.

Lessons derived from experiences related to the COVID-
19 pandemic must be translated into actionable policy solutions 
that support high-performing emergency and ongoing healthcare 
delivery. Gaining support for these policy solutions requires coor-
dinated multi-sector discussions and decisions. The COVID-19 
pandemic exposed the need for less variability in licensure require-
ments across U.S. states and the need to be nimbler when faced 
with a national emergency. The calls for national licensure are 
louder now because of difficulties faced during the pandemic and 

rapid growth in telehealth services. National initiatives, includ-
ing the APRN Compact, with attention to minimizing variation 
in state rules and regulations, are needed to ensure that barriers to 
APRN practice are removed (NCSBN, n.d.-a, n.d.-b). 

As identified in the Future of Nursing 2020-2030 report, 
until all APRNs are permitted to practice to the full extent of 
their education and training, significant and preventable gaps 
in access to care will continue (National Academy of Medicine, 
2021). Academic institutions preparing APRNs can advocate and 
impact policy changes in states that do not have FPA, including 
supporting lobbying efforts within their state to remove unneces-
sary barriers to APRN practice. Nurse administrators and APRN 
leaders can act to reduce unnecessary health system practice bar-
riers, which will in turn decrease unnecessary APRN barriers to 
practice (Kleinpell et al., 2022). Institutional barriers such as those 
related to the granting of hospital admitting and other privileges, 
organizational bylaws, provider credentialing policies and prac-
tices, and electronic medical records that do not capture APRN 
care should be addressed (Schirle et al., 2020). Ultimately, address-
ing barriers to APRN practice can help to enhance patient care and 
patient access to healthcare, improve health equity, and advance 
the APRN role.
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