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Executive Summary:  
 

• New Jersey (NJ) is currently experiencing a shortage of primary and mental health care 
providers; a shortage made more glaring in the face of the opioid crisis and the COVID-19 
endemic. 84% of 13,581 NJ Advanced Practice Nurses (APNs) practice in primary care and 
another 7% provide psychiatric mental health care.  

• New Jersey APNs are required to have a contractual relationship with a licensed 
physician in the form of a joint protocol to prescribe medications.  

• This joint protocol requirement has become an increasingly expensive contract that 
creates red tape, limits patients’ access to APN care, and adds real costs to the healthcare 
system.  A recent survey determined that NJ APNs pay an average of $1,000/month for 
these contracts.   

• In April 2020, Governor Murphy issued Executive Order #112, which removed the joint 
protocol requirement for APNs during the public health emergency so that they could 
practice “…without the statutory barriers that deprive the healthcare system of the agility 
to best utilize resources.” Though the public health emergency has ended, the Governor 
has maintained a general state of emergency in NJ, and the joint protocol requirement is 
still suspended now in 2024.  

• During the four years that the joint protocol has been suspended, the NJ Board of 
Nursing has not been notified that this action has undermined patient safety.   

• Except for the joint protocol requirement for prescribing, APNs have been practicing 
autonomously in NJ for nearly 30 years.  

• NJ APNs are responsible and accountable for the care they provide and accordingly, 
carry malpractice insurance. Over a thirty-three-year period from 1990-2023, fewer than 
1% of NJ APNs have been reported to the National Practitioner Data Bank for 
involvement in malpractice suits or settlements- a very low rate.   

• APNs in Full Practice Authority states are no more likely to be reported to the National 
Practitioner Data Bank than those working in more legally restricted states.  

• Outcome studies find that APNs provide care comparable to that of other clinicians when 
caring for comparable conditions, but that APNs’ care more often prevents costly 
emergency room visits and rehospitalizations.    

• APNs are more likely to care for the vulnerable, and the disabled, and they are more 
likely to serve patients in underserved communities; this is especially true in states where 
APNs have Full Practice Authority. Nationwide, in 2021, 82 % of APNs working full-
time as nurse practitioners see Medicare patients, and 78.7% see Medicaid patients. 
States with FPA experienced 17% lower outpatient costs and 10.9% lower prescription 
drug costs per Medicaid beneficiary than those states with restricted practice.  

• Now is the time for New Jersey to join 27 other states and the District of Columbia by 
legislatively eliminating a contractual agreement that gets in the way of patient care. 
Decades of evidence demonstrate that APNs are fully qualified to practice to the full 
extent of their educational preparation, clinical training, and national certification. 
Patients deserve the right to unrestricted access to their care! 



Maximizing Access to Health Care in NJ:  
             The Case for Full Practice Authority   

 

3 
   

© 2021 Torre / Drake  Rev. Mar 2024 All rights reserved.  

  

Maximizing Access to Health Care in New Jersey: The Case for Full Practice Authority: 

White Paper III   Carolyn Torre RN, MA, APN, FAANP and Suzanne Drake, RN, PhD, APN   

Abstract  

In New Jersey (NJ) the demand for primary care providers has risen, driven by an increasing 
number of residents with health insurance, provisions for preventive care services in the 
Affordable Care Act, and an aging population. Concurrently, the need for psychiatric providers 
has surged in parallel to the mental illness and opioid crises as individuals seek comprehensive 
psychiatric care and medication-assisted treatment for substance use disorders. APNs are well 
poised to provide the workforce necessary to meet these increased demands, but the statutory 
requirement that an APN prescribes medications in accordance with a joint protocol with a 
licensed physician puts constraints on their accessibility, efficiency, and cost-effectiveness. In 
April 2020, recognizing the benefits of APN autonomy, Governor Murphy issued an Executive 
Order suspending the joint protocol requirement during the public health emergency associated 
with the COVID-19 pandemic, a waiver which remains in effect 4 years later, in concert with the 
existing general state of emergency in NJ. Since the suspension began, there have not been any 
reports to the NJ Board of Nursing that this policy has undermined patient safety. It is time for NJ 
to bridge the practice gap between what APNs are educated and clinically prepared to do, and 
what they are allowed to do because of an unnecessary and outdated law. It is time to permanently 
remove the joint protocol requirement from APN statutes.   

Current State of Advanced Practice Nursing in New Jersey   

  
Mary’s cell phone rings at 6:15 am just as she is loading the heavy briefcase into her car to head 
off to the clinic. Expecting to hear the familiar voice of her friend and practice partner, Dr. John 
Smith, a woman’s voice softly delivers the shocking news: last evening, John had collapsed and 
died of a massive heart attack. Mary, an Advanced Practice Nurse (APN) is fully prepared to take 
over the responsibilities of the appointment-crammed day, but she realizes that her joint protocol 
agreement with John, her contracting physician, prevents her by law from writing or renewing a 
single prescription without his signature on that document. With relief, she then gratefully 
remembers that during the public health emergency caused by the COVID-19 pandemic, the New 
Jersey (NJ) Governor, through Executive Order (E.O.), temporarily suspended the requirement 
for prescribing that APNs have a contractual relationship with a physician. Although the public 
health emergency has ended, the Governor has kept a general state of emergency in place, and 
the suspension of the joint protocol requirement remains in effect.  As long as this Governor is in 
office and as the general state of emergency lasts, most of Mary's patients will not be without her 
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care, and she will not be without her livelihood. However, the temporary nature of the Executive 
Order is daunting: she will need to scramble to find a new physician both for her Joint Protocol 
agreement and for insurance purposes as soon as possible since some insurance carriers will not 
reimburse her for care without a co-existing and active contract with a linked physician.  

  
Mary’s quandary begs the question: If APNs can safely and effectively deliver care in a state 

of emergency without the tether of a Joint Protocol, why not remove this barrier to practice 

permanently? This White Paper examines the case supporting Full Practice Authority 

(FPA)* for NJ APNs.  
  

Factors in NJ that drive the need for Full Practice Authority  

    
With the implementation of the Affordable Care Act (ACA) between 2014-2019, nearly one 
million New Jersey residents gained health care coverage, 218,000 directly through the ACA and 
another 600,000 through a state expansion of Medicaid made possible by the ACA.i In 2018, 
concerned about the possibility of Federal changes to the ACA, the NJ Legislature passed and the 
governor signed The NJ Health Marketplace Protection Act. The law requires that all NJ 
taxpayers obtain health insurance or pay a penalty (more than the cost of subsidized insurance). ii 
In 2019, the year this law became operative, only 7.9 percent of New Jersey taxpayers were 
without insurance. iii  

  
This significant rise in the number of insured individuals, combined with provisions in the ACA 
that reimburse providers for preventive care, a growing population, and an upswing in those over 
age 65, have increased the demand for primary care providers both in New Jersey and nationwide, 
particularly in rural and underserved urban areas. At the same time, primary care workforce 
shortages exist and are expected to persist, most notably among physicians, fewer of whom now 
choose primary care for residency and practice. iv v vi vii viii ix x  In contrast, a growing number of 
advanced practice nurses (APNs) are being educated for primary care.  It is estimated that 16,000 
APNs graduate from primary care programs each year, compared to the 5,000 physicians who 
enter primary care residencies.xi  Whereas the National Center for Health Workforce Analysis 
predicts a shortfall of more than 1,000 physicians in NJ by 2025, xii the number of APNs** 
certified by the New Jersey Board of Nursing, including nurse practitioners, clinical nurse 
specialists, and nurse anesthetists continues to increase, and the total number of APNs actively 
certified in NJ stands at 13,581, according to the latest available data.  (NJ Collaborating Center 
for Nursing (2023): Workforce Data and Analysis, Newark, NJ. Accessed 2/24/24 at 
https://njccn.org/wp-content/uploads/2023/01/2023-Data-Report.pdf). 
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*Full Practice Authority is defined as "the collection of state practice and licensure laws that allow Advanced Practice Nurses to 

evaluate patients, diagnose, order and interpret diagnostic tests, initiate and manage treatments, and prescribe medications under 

the exclusive licensure authority of the state board of nursing.” (AANP Policy Statement, 2021, 

https://www.aanp.org/advocacy/advocacy-resource/policy-briefs/issues-full-practice-brief) ** In NJ, the title APN= nurse 

practitioner (NP), clinical nurse specialists (CNS) and APN-anesthesia (APN-A); APNs are licensed and regulated by the NJ 

Board of Nursing. Nurse-Midwives in NJ are licensed and regulated by the NJ Board of Medical Examiners. Approximately 2/3 of 

NJ APNs are NPs; the largest number of CNSs practice in psychiatry; Because NPs are APNs in NJ, and because most outcomes 

studies on APN care have been done on NPs, the titles APN and NP are used interchangeably throughout this paper.  

Approximately 33 percent of 27,305 physicians licensed in NJ in 2018, practiced in primary care 
areasxiv”; in comparison, the NJ Collaborating Center for Nursing reports that in 2021, 84 percent 
of APNs (not including those working as psychiatric APNs) in the state are practicing primary 
care.xv  When nurse practitioners and physician assistants are included in modeling related to the 
nationwide availability of primary care providers, projected shortfalls are reduced by more than 
two-thirds.xvi   

NJ is currently experiencing an acute need for more psychiatric providers, exacerbated by an 
exponential rise in those seeking medication-assisted treatment for substance use disorders. In 
2019 out of a population of nearly seven million New Jersey residents, 94,050 were in demand of 
treatment for substance abuse, yet for 40.1 percent that demand went unmet xvii xviii The NJ 
Collaborating Center for Nursing reports that in 2021, 71 percent of counties in the state have 
limited access to mental health providers.xix The average patient waits 2 months or longer for a 
psychiatric care appointment in NJ.xx  In 2020, the American Psychiatric Nurses Association 
Board of Directors reaffirmed its position that psychiatric-mental health nurses are primary care 
providers, and constitute a vital link in the provision of primary psychiatric- mental health care 
and indeed, they do so in NJ.xxi   

On March 4, 2020, New Jersey recorded its first case of COVID-19 in the rapidly emerging 
pandemic; as of March 7, 2021, 64,396 individuals had been hospitalized with the infection,xxii  
and as of June 4, there had been 1,017,044 confirmed cases, and 26,253 deaths attributed to the 
infection.xxiii  The pandemic has put enormous strain on New Jersey’s nursing workforce. LPNs, 
RNs, and APNs have been at the forefront in providing care: testing and treating patients in 
outpatient settings, nursing homes, state hospitals, prisons, colleges, in the intensive care units of 
acute care hospitals, and now, vaccinating New Jersey citizens.  Nationwide, nurses have borne 
32 percent of the 3,604 deaths from COVID-19 among health care workers. New Jersey’s nurses 
have incurred the fourth highest death rate (268) among the states, after New York, Texas, and 
California.xxiv  
 
Amita Avadhani, an acute care APN working in intensive care in NJ, recounts the “rollercoaster” 
days of caring for many COVID patients, including otherwise healthy young people who died.xxv 
A survey of NJ APNs conducted in May 2020  



Maximizing Access to Health Care in NJ:  
             The Case for Full Practice Authority   

 

6 
   

© 2021 Torre / Drake  Rev. Mar 2024 All rights reserved.  

  

  indicated that 87 percent of respondents reported moderate to 
severe increased level of physical and mental stress. 56 percent 
reported anxiety, and 41 percent reported significant sleep 
disturbances. Symptoms of trauma including flashbacks and 
nightmares, depression, changes in appetite and substance use 
were also reported, according to A. Avadhani RN, PhD, APN 
and S. Drake, RN, PhD, APN (written communication,  
July16, 2021). 

Subsequently, one year after the beginning of the  
pandemic, a Kaiser Family Foundation/Washington Post survey found that nationally, 62 percent 
of frontline health care workers described feelings of stress or anxiety associated with COVID19, 
16 percent acknowledged increased alcohol or drug use, 13 percent of respondents having 
received mental health services or medication related to these feelings, and an additional 18 
percent of having considered treatment. xxvi Psychiatric APNs in NJ are now not only providing 
mental health care to individuals and families directly impacted by the pandemic and its attendant 
loss and isolation, but also to the health care workers who have been caring for those same 
patients.xxvii  
  
Supporting Full Practice Authority  

  
On April 4, 2020, a month into the pandemic, NJ Governor Phil Murphy signed Executive Order  
(E.O.) #112 which, among other provisions, allows APNs to practice without the legal 
requirement for a joint protocol contract with a licensed physician so that “…they can be 
deployed to meet the anticipated needs with more autonomy, greater agility, and all the necessary 
tools, including independent authority to prescribe controlled dangerous substances,” without the 
statutory barriers that “… deprive the healthcare system of the agility to best utilize 
resources.”xxviii   
  
NJ E.O. #112 was renewed every 30 days, thereafter, consistent with the governor’s monthly 
redeclarations of the Public Health Emergency. In late May 2021, as vaccinations became widely 
available to NJ adults and children age 12 and up, and the number of COVID infections and 
hospitalizations related to the infection fell substantially, the governor began to relax COVID 
restrictions. Anticipating that even with the suspension of the public health emergency, some of 
the changes instituted by associated executive orders would need to be sustained, at least 
temporarily, the governor signed A5820/S3866 (P.L. 2021, c. 103) on June 4, 2021. This law 
exempts E.O. #112 (among thirteen others) from the public health emergency termination until 
January 1, 2022.xxix  Subsequently, on June 4, 2021, the governor issued E.O. #244, ending the 
public health emergency.xxx  However, a general state of emergency remains in effect, now in 
February, 2024, and the joint protocol requirement remains suspended.  

If APNs can safely 
and effectively deliver 

care in a public health 
emergency without the 

tether of a Joint  
Protocol, why not remove 

this barrier to practice 
permanently? 
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 NJ was among 20 states that issued either temporary suspensions or waivers of practice 
agreements during the 2020/2021 public health emergency.xxxi While several states have allowed 
these suspensions/waivers to expire, in Massachusetts, a Full Practice Authority law for APNs 
became permanent on January 1, 2021.xxxii California enacted a Full Practice Authority law for  
APNs on September 29, 2020, but it does not become operative until 2023; according to the 
American Association of Nurse Practitioner, the new law is encumbered with regulatory 
entanglements that may make it more, rather than less difficult for APNs to practice 
autonomously.xxxiii Florida APNs were granted Full Practice Authority on March 11, 2020, 
restricting the law’s reach to those practicing in primary care, including psychiatry.xxxiv In total, 
27 states (including most recently and Kansas and Utah), the District of Columbia and 2 
territories (Guam, the Northern Marianas), have now passed legislation granting APNs FPA.xxxv  
   
In 2009 and again in 2014, Torre and colleagues detailed how the removal of statutory, 
regulatory, and reimbursement barriers to APN practice in New Jersey could improve access to 
health care, achieve greater efficiency in the provision of care, lower the costs of care, without 
sacrificing quality, and offer broader patient choice.xxxvi xxxvii Unless policymakers in NJ 
permanently remove the requirement for a joint protocol with a physician in APN statutory 
language, the benefits of the autonomous practice APNs have exercised throughout the 4 years of 
the COVID-19 pandemic will be lost.   
  
A report from the National Academy of Medicine, released in May 2021, The Future of 
Nursing: 2020-2030: Charting a Path to Health Equity, chronicles the “harmful consequences” of 
continuing to restrict APN’s scope of practice, and asserts: “Clearly…if government leaders 
conclude that removing restrictions on (NPs) was beneficial in expanding the public’s access to 
care during the pandemic, it would be counterproductive to re-impose those restrictions once the 
pandemic eases, thereby decreasing access to care.” xxxvii 
Over the past decade, there has been steadily 
increasing documentation that FPA is associated 
with improved access to care, and a growing 
demand to eliminate those practice barriers that 
impede such access. xxxix xl xli xlii     
The NJ Collaborating Center for Nursing released a 
report to the NJ Legislature in 2019, Policy 
Analysis: Improving Access to Care for New Jersey, 
showing that counties with lower income levels and 
poorer health outcomes are associated with a 
shortage of primary care physicians; when APNs are 
counted with primary care physicians, the shortage 
is reduced from 13 counties to six.  

 

 

“Clearly…if government leaders 
conclude that removing restrictions on 
(NPs) was beneficial in expanding the 
public’s access to care during the 
pandemic, it would be 
counterproductive to re-impose those 
restrictions once the pandemic eases, 
thereby decreasing access to care.”  
National Academies of Science, 
Engineering and Medicine 
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However, in the same report, the authors describe how the joint protocol restriction on APN - 
prescribing practice in NJ has the potential to cause a "brain drain" of highly skilled APNs to a 
full practice authority state like neighboring New York.  17 percent of NJ APNs are also licensed 
in NY where FPA is in effect and/or PA where FPA legislation is pending. Failing to keep pace with 
legislation in neighboring states may lead to out-migration that can adversely affect long-term health 
outcomes in NJ xliii by reducing NJ patients’ access to APNs’ care, and by limiting APNs’ capacity 
to help alleviate the state’s shortage of primary and mental health care providers.    
 
Primary care nurse practitioners in comparison to their primary care physician colleagues have 
been shown to work in a greater variety of settings (community clinics, schools, universities, 
parishes, prisons). They are also more likely treat vulnerable populations, including the disabled, 
women, those dually eligible for Medicare and Medicaid, those on Medicaid alone or new to 
Medicaid and those in rural and healthcare shortage areas.xliv xlv xlvi APN supply is more likely to 
meet demand and to improve access to care in states with FPA.xlvii xlviii  Specifically, the 
probability of having a consistent source of care, the ability to get an appointment, the length of 
driving time to an appointment site, and the availability of appointments at retails clinics are all 
more favorable in states with FPA.xlix l li Yang and colleagues found more than twice the odds of 
nurse practitioner- provided mental health visits to community health centers in FPA states.lii 
Nurse practitioners were 13 percent more likely to see Medicaid patients in states where there is 
full practice authority, and this rose to 20 percent in states that paid NPs 100 percent of the 
physicians’ rate for the same care, demonstrating that autonomy and reimbursement can 
positively impact accessible care.liii    

National organizations calling for the removal of barriers to APN practice include, but are not 
limited to the National Academy of Medicine, The Robert Wood Johnson Foundation, the 
National Governor’s Association, the Veteran’s Administration, and AARP.liv  

Joint Protocol: A Barrier to Care in NJ  

    
A number of barriers involving statutes, regulations, and insurance reimbursement, limit APNs 
from being both directly consumer-accessible and from practicing to the full extent of their 
education, clinical training, and experience. The most significant of these barriers in NJ is the 
statutory requirement (N.J.S.A. 45:11-49.2) mandating that APNs prescribe drugs only according 
to a written joint protocol developed in agreement with and signed by a licensed physician. (All 
other aspects of practice are autonomous) 

  
The Joint protocol requirement was inserted into the language of the first NJ APN bill in 1991, as 
a compromise to assure the bill’s passage.lv  This policy action was similar to compromises made 
to APN bills all over the United States that were necessary to allow APN practice to move 
forward, but placed APNs in a legally dependent position relative to Medicine. The bill was 
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amended in 1999 to change the titles Nurse Practitioner/Clinical Nurse Specialist to Advanced 
Practice Nurse, and to permit limited prescribing of controlled dangerous substances (CDS), then 
again in 2004, authorizing full CDS prescribing for APNs.  

  
History of The FPA NJ Bill  
 

● After a 2008 vote of the New Jersey State Nurses Association membership to remove the 
Joint Protocol from APN statutes, the association developed and initiated the introduction 
of the Consumer Access to Health Care Act:(A3512 Munoz/Jasey/Benson/Coughlin)  
(S2354/Vitale/Madden) in November /December 2012.lvi  

● These bills slumbered through successive legislative sessions without action until 2019, 
when, as S1961, it was reported out of the Senate Health Committee, but it was not posted 
for a full Senate vote, and it was never heard in the Assembly Health Committee.lvii  

● The bills, as A2286 (Munoz)/S1522 (Vitale) were reintroduced in January 2022, seeking 
to eliminate the joint protocol and grant NJ APNs Full Practice Authority.  

● S1522 was reported out of the Senate Health Committee in December, 2022, but was 
never posted for a full Senate vote; A2286 made no progress in the Assembly.  

● The bills, now S944 (Munoz)/S1983 (Vitale), were reintroduced, once again in January, 
2024.  

● The new bills would retain the requirement for a joint protocol for prescribing only for 
those APNs with less than two years or 2400 hours of experience. It would continue to 
require that APNs complete NJ Board of Nursing educational requirements for a masters 
or doctorate in an advanced practice. specialty, maintain national board certification in 
that specialty, as well as to meet the biennial continuing nursing education requirements.  
in nursing. A944 /S1983, would also allow APNs to legally manage the paperwork that 
reflects the care they are already authorized to provide for a patient.lviii  It is intended to 
streamline patient care by authorizing APNs to sign, stamp, verify, or endorse a document 
which requires the signature, stamp, or verification, or endorsement of a physician 

 
It must be emphasized that A/944/S1983 does not 
expand the Scope of Practice since APNs have been 
prescribing for over 35 years. Removing the Joint 
Protocal simply changes the parameters under which 
that prescribing must occur. All other aspects of APN 
practice in New Jersey are already fully autonomous,   
  

 

 

 

A944/S1983 does NOT 
expand APNs’ scope of 

practice. Beyond prescribing, 
all other aspects of APN 

practice in NJ are already 
fully autonomous.  
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Unintended Consequences of Current Law: 

 
• The law requires a signed joint protocol contract between the APN and a NJ licensed 

physician that requires a minimum of one chart review a year and availability for 
consultation as needed. This is for prescribing only. The physician seldom sees the patient 
and may have no relationship to the patient. The APN instead appropriately collaborates 
with the patient’s primary and specialty care providers to create a team that may or may 
not include the mandated “collaborating” physician.   

• Sudden loss of the contracted physician through death, retirement, relocation or any other 
reason leaves patients without a provider often precipitously, and APNs who are unable to 
practice.   

• Since the law requires the name and contact information of the physician on the APN’s 
prescription blanks, confusion ensues for pharmacies, and insurance companies. 
Diagnostic and lab results are frequently sent to the physician who has never seen the 
patient instead of the APN resulting in delays in care for the patient.   

• Contracted physicians charge a range of fees for this agreement, from $0 to over $50k a 
year with the median of $1000 a month. NJ Hospitals pay hundreds of thousands of 
dollars a year for physician-APN joint protocol contracts.   

• Most concerning, recent data obtained through a survey of 217 NJ APNs has revealed that 
72.3% of respondents are contemplating or actively considering relocating to states with 
full practice authority (FPA). Shockingly, 23.4% have already made definitive plans to 
move to FPA states, or have already done so. 

  
 

Organized Medicine's Opposition to Full Practice Authority  

  
Legislation toward full practice authority has met with resistance from organized medicine. In 
2013, soon after its first introduction as S3454/A3512, the American Medical Association 
president sent a letter to then Senate President Sweeney claiming that APNs should practice only 
in physician-led, team-based care settings because, he asserted, physicians are the most qualified 
providers of care and teams are the most cost-effective means of care delivery.lix The letter was a 
direct outgrowth of the call to action articulated by the AMA in its 2009, publication, “Scope of 
Practice Data Series: Nurse Practitioners". In it they sounded an alarm that any and all attempts by 
health care providers of "... limited licensure to seek …unwarranted scope of practice expansion 
should be challenged because [they] may endanger the health and safety of patients.”lx  
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After S1961 failed to advance in the 2019 legislative session, the AMA claimed victory in 
suppressing the bill through its “Scope of Practice Partnership” grant to the NJ Medical Society. 
lxi  
Underscoring the reality that the votes often follow the money, a recent survey of physician 
political spending revealed that where organized medical organizations invest more in opposition, 
there is a greater likelihood that states will retain restrictive practice laws for APNs.lxii This 
scenario was repeated again in the NJ Legislative session in 2022/2023. The relentless efforts by 
organized medical groups to resist any and all APN autonomous practice emerges from their 
historical position: since medicine encompasses every element of health care (as defined by broad 
state medical practice acts), other health care professions are deemed not competent to perform 
elements of that care, independent of medicine.   

  
     Boards published a monograph that states, “Overlap 
among professions is necessary: … Simply because a skill 
or activity is within one’s professional skill set does not 
mean another profession cannot and should not include it 
in its own scope of practice.”lxiv In a supplemental 
statement to the 2021 by the National Academies of 
Sciences, Engineering, and Medicine  (NASEM) report on 
the Future of Nursing, a physician, William Sage, MD, JD, 
explains the opposition to FPA succinctly: “The laws and 

norms that constrain nurses’ ability to practice to the full extent of their skills and training 
(were) put in place by physicians to protect their privileges, independence, and income.”lxv   
  
In an open letter dated November 5, 2020 to the AMA, the president of the American Association 
of Nurse Practitioners asked the AMA to stop its “disingenuous attacks” on the NP profession and 
stated: “During a global pandemic, while NPs and physicians are working diligently each day to 
care for millions of American patients sickened, hospitalized and in the worst cases dying from 
COVID-19, your association has chosen to focus its energies on an offensive campaign designed 
to alarm and misinform the public and policymakers. This strategy is out of touch with the facts 
and the real challenges faced by our nation’s health care system.”lxvi  
  

Quality of APN Care   
 

.  
 

  

Beyond claims of medical scope of practice infringement, 
organized medicine’s opposition to APN’s practicing 
absent physician direction, supervision or mandated 
collaboration is typically framed around assertions that 
APNs do not provide the same quality of care as physicians 
and are not as safe.lxvii These assertions are not borne out 

“Simply because a skill or 
activity is within one’s 
professional skill set does not 
mean another profession 
cannot and should not 
include it in its own scope of 
practice.” Federation of State 
Medical Boards 

For all 11 outcomes 
reviewed, outcomes for NPs 
compared to MDs (or teams 

without NPs) are 
comparable or better.  
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by repeated research over three decades detailed in both the 
2010 Institute of Medicine (IOM)  

and the 2021 NASEM reports on the Future of Nursing.lxviii lxix  Indeed, as the IOM authors point 
out, “…no data suggest that nurse practitioners in states that impose greater restrictions on their 
practice provide safer and better care than those in less restrictive states or that the role of 
physicians in less restrictive states has changed or deteriorated.” lxx   

  
A comprehensive, 2013 study which examined research between 1990-2009 evaluating the 
comparative health care quality, safety, and effectiveness of care delivered by either physicians or 
nurse practitioners, found that outcomes for NPs were comparable to physicians in ten of eleven 
instances (satisfaction with care, health status, functional status, number of emergency department 
visits and hospitalizations, blood glucose, blood pressure, and mortality) and better, in the 11th 
instance, serum lipid levels.lxxi Buerhaus and colleagues determined that Medicare beneficiaries 
receiving care from nurse practitioners had lower rates of preventable hospitalizations, hospital 
readmissions, emergency department visits, higher breast cancer screening rates and lower rates 
of wasted services of low-value. lxxii     

  
FPA status for NPs has been shown to be associated with lower levels of advanced cervical cancer, 
an increased number of education, counseling, or medication-related visits in community health 
centers, an improvement in self-reported mental health status, and a reduction in opioid-related 
mortality rates.lxxiii lxxiv lxxv lxxvi       

  
The authors of a systematic review of nurse practitioner 
health care outcomes relative to practice regulations 
between 2000 and 2019 conclude that FPA laws “…are 
associated with expanded care access among rural and 
underserved populations without decreased care quality.” 
lxxvii    
  
A report regarding NP/PA (physician assistant) opioid prescribing practice emerged in 2020 from 
Lozada and colleagues. After an examination of a single year of Medicare, Part D, data; they 
concluded that NPs and PAs more often fit their definition of overprescribing than primary care 
physicians, and they concluded that overprescribing occurred more often in FPA states than 
others. The authors did acknowledge that the majority of NPs and PAs have opioid prescribing 
patterns similar to physicians, but pointed to a few outliers who prescribed opioids at higher doses 
or more frequently than physicians. lxxviii A number of confounding variables in this study exist. 

FPA laws “...are associated with 
expanded care access among 
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Practice characteristics were not scrutinized. Relevant variables such as chronic, palliative and 
end of life care, more often delivered by APNs and PAs than their physician colleagues were 
omitted from the study. Also not considered were variations in state prescribing duration limits. 
For example, states that don’t allow NPs/PAs to write for a 90 day supply may lead to more 
prescriptions being written.  
  
One important justification for the continuation of restrictive scope of practice laws is preventing 
the over-prescription of certain medications, particularly opioids. McMichael examined 
approximately 1.5 billion individual opioid prescriptions filled between 2011 and 2018 that were 

aggregated to the individual provider-year level.  Prescription fills vary in terms of which opioid 
is prescribed, and the quantity, strength and route of delivery of the opioid. Morphine milligram 
equivalents (MMEs) provide a useful measure that combines all of these dimensions in a single, 
standardized measure of the potency of each fill. Across all NPs and physicians, independent NP  

.  practice was associated with a statistically significant 
decline in total annual MMEs prescribed. The results 
do not support the contention that allowing NPs to 
practice independently increases opioid prescriptions.  
Rather, the results support policy changes that allow  
NPs to practice independently.lxxix  

  
Cost of APN Care  

  
APNs are especially effective at those health promotion and disease prevention strategies that can 
indirectly reduce health care costs by decreasing the need for hospitalizations and emergency 
room visits, borne out in several of the studies cited above. This is increasingly important in the 
United States where the incidence of chronic disease, especially diabetes, has risen dramatically; 
research also points to direct cost savings associated with APN care. An analysis of a large 
national sample of medically complex diabetic patients in the Veteran’s Affairs system comparing 
nurse practitioner (NP) and physician assistant (PA) care to that of physicians, revealed that 
physicians’ care was related to higher expenditures, and resulted in increased emergency room 
use and hospitalizations.lxxx   Muench and colleagues examined Medicare data between 2009-
2013 to compare medication adherence, cost, and emergency room utilization in Medicare 
beneficiaries attributed to nurse practitioners (NP) and primary care physicians (PCP). Patients of 
both types of providers showed similar medication adherence (physicians’ patients were slightly 
more adherent regarding statin use), but NPs’ patients experienced fewer office-based 
  

     

Across all NPs and physicians, 
independent NP practice was 
associated with a statistically 

significant decline in total annual 
opioids prescribed as measured in 

MMEs.  
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and specialty care costs, and were less likely to use 
emergency room services.lxxxi A review of after-hours care 
provided by either physicians or nurse practitioners revealed 
no differences in patient outcomes, but NPs wrote fewer 
prescriptions, referred fewer patients to the emergency 
department, and achieved lower overall cost.lxxxii  The 
economic impact of FPA is reflected in the following 
studies: lower outpatient costs and lower prescription drug 
costs were associated with FPA in a longitudinal study of Medicaid data; lxxxiii  FPA increases the 
cost savings that can be realized through increased utilization of retail clinics; lxxxiv  well child 
clinic visits costs are increased by 3-16% in states with restricted APN practice authority.lxxxv    

  
Moaven and colleagues analyzed claims data of care given by a random sample NPs and 
physicians billing under independent Medicare National Provider Identification numbers. They 
determined that the “driving factor” behind the higher cost of primary care given by physicians 
compared to nurse practitioners is the higher “service volume,” related to physician care, 
specifically including more laboratory tests, more evaluation and management visits, and more 
imaging studies.lxxxvi   

  
Collaborative agreement requirements have been shown to reduce the number and slow the 
growth of available NPs in communities lxxxvii and as noted above, they have been found to 
increase the cost of care. Independent analyses in three states found that removing restrictions and 
allowing for FPA for NPs could provide significant economic benefits to states, as well as lower 
health care costs and improve access to care.lxxxviii lxxxix xc   
  

Safety and Liability  

 

Physicians may express concern about the liability risk of working with APNs, but the reality is 
that they are at far less risk relative to APNs than to their physician colleagues. 
  
Over the thirty year period between 1990-2020, 
15,853 (out of 31,545 actively practicing NJ 
physicians) were reported to the National 
Practitioner Data Bank for having been named in a 
malpractice suit, or settlement; that is 50 percent of 
the total.xci xcii Over the same period, 227 APNs 
(out of 11,867 licensed by the NJ Board of 
Nursing) were so reported; that is 1.9 percent of the 
total.xciii xciv  An updated analysis of  NPDB reports malpractice suits or settlement on (now)      

An updated analysis of  NPDB 
reports malpractice suits or 
settlement on (now) 13, 581 NJ APNs 
from 1990-2023, puts the rate of 
these reports at less than 1% of the 
total. (National Practitioner Data 
Bank (2023):  
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13, 581 NJ APNs from 1990-2023, puts the rate of these reports at less than 1% of the total. 
(National Practitioner Data Bank (2023): Adverse Action and Medical Malpractice Reports (1990 
- September 30, 2023. Accessed 2/24/24 https://www.npdb.hrsa.gov/analysistool/). 
  
Among the reasons physicians may be sued more often than APNs involve attention to and time 
spent with patients. Communication failures have been found to be a key factor in malpractice 
cases.xcv In a CNA/NSO claims study, generally the longer time spent in an encounter, the fewer 
claims were made against NPs.xcvi Physicians see large numbers of patients daily in an effort to 
maximize income for a practice, potentially resulting in less time spent with individual patients 
communicating about their concerns and complaints. When patients perceive physicians as 
empathetic, they are significantly less likely to conclude that physicians have made medical errors 
and fostering empathy takes time. xcvii xcviii   One meta-analysis of primary care provided by 
physicians and APNs found that resource utilization and costs were equivalent for comparable 
care, but that patients were more satisfied with the care of nurses.xcix Physicians also incur more 
liability risk because they see more complex patients including those associated with the highest 
number of claims (neurosurgery, plastic surgery, orthopedics, and obstetrics/gynecology).c    

  
While NJ, APNs are required to have a joint protocol with a licensed physician for the purposes 
of prescribing medication and devices; all other aspects of their practice are already autonomous. 
For a physician to be found liable in a lawsuit against an APN when the physician is the legal 
collaborator, Buppert’s scrutiny of court records shows that the physician must have been 
involved in the care and either failed to have followed the standard of care, or failed to follow 
state law with regard to the contractual relationship.ci In NJ, the mandated nature of the 
relationship means the physician must sign the joint protocol, review at least one record with an 
APN annually, and be available for consultation either in person or by electronic communication.   
  

 Because the NJ Board of Medical examiners Corporate  
  

 
Practice Rules (CPOM) (N.J.A.C. 13:355-6.5 i) preclude 
physicians from being employees of professionals of 
“lesser licensure,” most APNs in NJ are employees of 
physicians. This places physicians at greater liability risk 
than if an APN is an independent practitioner (working 
as a limited liability partner), under the theory of 
respondeat superior (an employer may be held liable for 
the negligence of an employee).cii  From a legal  

 standpoint, APNs working as fully        autonomous professionals, pose the least risk to 
physicians. This makes the continued efforts of organized medicine to resist the removal of the 
joint protocol requirement related to APN prescribing from NJ statutes, puzzling.   
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An analysis of medical malpractice and scope of practice laws 
concludes that malpractice risks faced by physicians could be 
reduced by the elimination of supervisory or collaborative 
practice mandates for APNs.ciii In NJ, fear of the threat of 
legal liability has resulted in physicians charging high fees to 
work with APNs, or refusing to work with APNs at all. By 
current law, NJ APNs are fully responsible and accountable 
for the care they provide. Accordingly, they carry their own 
malpractice insurance.  

  
No evidence exists that the removal of the joint protocol requirement for NJ APNs by Executive 
Order over the past 4 years has undermined patient safety; there have been no complaints to the 
NJ Board of Nursing about APNs related to the waiver.civ  
 

Education  

  
The American Medical Association frames its opposition to FPA around its contention that APNs 
have fewer years of education and hours of clinical practice. Ignored, is the fact that an APN’s 
post-graduate (masters or doctoral) education of two-five years is in addition to 4 years of 
undergraduate education and hands on clinical training to obtain a baccalaureate degree in 
nursing.cv Furthermore, many APNs have spent years in clinical practice as registered nurses 
working in direct patient care before returning to a post-graduate APN program. John Rowe, 
coauthor of the landmark IOM 2010 report on the future of nursing, remarks, “Of course 
(physicians) know more, but it is well established that they do not know more about providing the 
core elements of basic primary care.” cvi  
  

It must be emphasized, that APNs are not practicing as 
physician substitutes but as professionals in their own right 
who bring a holistic, patient- within- the-family- and 
community perspective to bear on the process of evaluation 
and care. Time alone is not the best measure of the integration 
of knowledge and skill. Educational effectiveness should be 
determined by patient outcomes. Patient outcomes as 
demonstrated in the many papers cited in this document and 

across the spectrum for half a century, have been shown to be comparable, and in some cases, 
improved, particularly as related to the prevention of costly hospitalizations, readmissions to 
hospitals and emergency room use.cvii  
  

By law, NJ APNs are fully 
responsible and 
accountable for the care 
they provide. Accordingly, 
they carry their own 
malpractice insurance.  
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Team Based Care  

  
In a changing healthcare environment, teams and their leadership need to remain fluid and 
responsive to those changes. The National Academy of Medicine describes team-based health 
care as “…the provision of health services to individuals, families, and/or their communities by at 
least two health providers who work collaboratively with patients and their caregivers to the 
extent preferred by each patient to accomplish shared goals within and across settings to achieve  

coordinated, high-quality care.” cviii Collaboration is a mutual  
 professional responsibility that cannot be assured by mandate, 

but which APNs and physicians undertake continually related to 
every element of their practice, not just prescribing. Eliminating 
the joint protocol from NJ APN statutes will not remove this 
professional responsibility any more than it will prevent APNs  

from reaching out to their physician and other health care  
colleagues for counsel and referral for care, as physicians do themselves. Sometimes the most 
cost-effective, patient-centered team leaders are not physicians, but nurses, including APNs. 
Team management and coordination of care have long been core essentials of nursing practice.  
  
Economic Competition  

  
Underlying organized medicine's opposition to APNs’ FPA 
is their concern about economic competition. That concern 
has been shown to be unfounded. Salaries of physicians 
and surgeons have risen to the same extent in states with 
full APN scope of practice laws as in those with more 
restrictive laws. The Federal Trade Commission issued a 
report in 2014, calling for the elimination of APN scope of 
practice barriers which the Commission views as anti-competitive, reducing access to care, 
particularly among the underserved, increasing costs, and limiting innovative healthcare 
delivery.cx    
  
Reimbursement Barriers to APN Practice  

  
NJ law, the Health Care Quality Act: P.L. 1997, c.192,cxi permits but does not require health care 
insurers to credential, empanel and directly reimburse APNs as primary care providers. This 
provision is a barrier that results in decreased patient access. With this in mind, Massachusetts 
instituted a legislative change in 2008 that requires that insurers define nurse practitioners as 
primary care providers, reimburse them as such, and list them along with physicians in provider 
directories.cxii  Mandated physician involvement in APN prescribing, and restricted scope of 
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practice law have been shown to reduce the likelihood that healthcare insurers will credential and 
empanel APNs independently.cxiiicxiv  NJ health care insurers have increasingly reimbursed APNs 
at a rate between 70-85 percent of what they pay physicians for the same service. Still, a number 
of healthcare insurers in the state continue to require that in order to become and remain 
credentialed and empanelled, the APN must be linked to a physician who is also credentialed and 
empanelled by the company. If the physician then dies, retires, moves from the state, or loses a 
license to practice, the APNs’ patients are rendered provider-less, and the practice effectively 
stops until the APN succeeds in securing another insurer-approved credentialed and empanelled 
physician willing to link to their practice. These kinds of restrictions limit APNs’ practice choices 
and opportunities, making it less likely for them to be able to independently provide care in 
underserved areas.  

  

  

The US is experiencing shortages of primary care 
providers and practices that accept Medicaid, that will 
only increase as health care reform extends insurance 
coverage and the population ages and grows. NPs offer 
the potential to moderate these shortages, but our findings 
suggest that their contributions are undermined by state 
regulations that unnecessarily restrict practice and reduce 
Medicaid reimbursement rates that are already low for 
physicians. Removal of state regulations restricting 
autonomous NP practice as well as providing full 
Medicaid reimbursement for NP services, are actionable 
policy changes that hold significant promise for 
increasing access to care.cxv   

   
Summary  

  
On April 1, 2020, the Governor of NJ, recognizing that barriers to practice could impede patient 
access to care during the COVID-19 pandemic, issued an executive order suspending the 
requirement that APNs must prescribe in accordance with a joint protocol with a licensed 
physician, for the duration of the public health emergency. Though the public health emergency 
has now ended, the Governor has maintained a general state of emergency, and the suspension of 
the joint protocol remains in effect, now in the Spring of 2024. No diminished health outcomes or 
safety complaints associated with the suspension of this law have been reported over the past four 
years.   
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APNs are well positioned to bolster the workforce needed to meet the increasing demand for care 
in NJ, where more people now have health insurance, and more people are in need of both 
primary and psychiatric services. Studies show that APNs provide high-quality, cost-effective 
care with outcomes comparable to that of physician colleagues. Working cooperatively without 
licensure barriers, APNs and physicians along with other health care providers, can cover the full 
spectrum of patient care needs. APNs are educated for and skilled at team management and care 
coordination. Team leadership should be shared among APNs and physicians. Teams are most 
effective when all members are free to work to their full educational and clinical capacity.  
Professions determine their own scopes of practice,  
and areas of practice necessarily overlap and evolve. 
Mutual collaboration is a professional 
responsibility. True team-based care is non- 
hierarchical with all members respected for their 
talent and expertise. Keeping the patient at the 
center rather than the physician promotes a focus on 
a shared goal that is accomplished through 
interdependent actions and accountability to each 
other.cxvi   
 

 
Studies do not show APNs to be less safe than physicians, or that safety is increased by physician 
oversight. Removing statutory and regulatory barriers imposed on NJ APNs’ practice will;  
  
• Improve patient access to primary and psychiatric care 
• Relieve workforce shortages  
• Increase healthcare efficiency, timeliness, seamlessness, quality and safety  
• Reduce health care costs  
• Prevent precipitous loss of service  
• Permit patients to exercise provider choice  
        
Conclusion:    
  
Currently, a divide exists between what NJ APNs can do by virtue of educational and clinical 
preparation, and what they are allowed to do because of statutory and regulatory limitations. The 
suspension of the joint protocol requirement over the past four years has demonstrated that APNs 
can safely and effectively deliver care in NJ without this restriction. It is time to permanently 
retire an unnecessary barrier that prevents advanced practice nurses from practicing to the full 
extent of their education, clinical training, and national certification and limits consumer access to 
their care.     

APNs provide high quality, cost-
effective care with outcomes 
comparable to that of physician 
colleagues. Working cooperatively, 
without licensure barriers APNs 
and physicians, along with other 
health care providers, can cover 
the full spectrum of patient care 
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