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3-1 Discussion

I will compare Advanced Practice Registered Nurse (APRN) regulations between
California and Texas, focusing on licensure requirements and prescriptive authority, which
are critical aspects affecting the scope of APRN practice.

In California, APRNs are required to have a registered nurse (RN) license, complete a
graduate degree from an accredited APRN program, and pass a national certification exam.
California does not require APRNs to be supervised by a physician for most practice settings
(Winter et al., 2021). However, for prescriptive authority, they must have a “furnishing”
license and a collaborative agreement with a supervising physician when prescribing
controlled substances.

In contrast, Texas has similar educational and examination requirements for APRNs
but differs significantly in terms of prescriptive authority and practice independence. Texas
APRNs must have a delegated prescriptive authority agreement with a supervising physician.
It includes detailed protocols that outline the types of medications APRNs are allowed to
prescribe, and there are specific site-based restrictions, particularly for controlled substances
(Phillips, 2021). Furthermore, Texas requires APRNs to have a career-long supervisory
relationship with a physician, which is more restrictive compared to California’s model.

These differences highlight variations in how APRNSs can practice across states. In
California, APRNs enjoy a greater degree of independence, especially in non-controlled
substance prescribing, which can lead to more autonomous practice settings and potentially
quicker patient care. Texas, however, imposes more stringent controls, which can limit APRN
autonomy but may enhance collaborative care models and potentially increase oversight in
medication management.

An example of how APRNs adhere to these regulations can be seen in a Texas APRN

who follows a detailed protocol agreement for prescribing diabetes medications in a primary
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care setting. This APRN must regularly consult with the supervising physician, maintain logs
of prescriptions, and ensure all actions are within the agreed protocol. In California, an
APRN in a similar setting might independently initiate treatment plans and prescribe
medications for diabetes without needing a physician’s approval for each action, provided
they have the appropriate furnishing license and are not prescribing controlled substances.
Understanding these regulatory differences is crucial for APRNs who may practice in
multiple states, ensuring they operate within legal bounds and maintain high standards of

patient care reflective of regional norms and regulations.
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Responses

Hello Roshelle,

Comparing Florida's APRN regulations to those in Texas reveals a notable contrast in
terms of practice autonomy and prescriptive authority. While Texas requires APRNs to
maintain a career-long supervisory relationship with a physician, Florida offers a path
towards complete autonomy. The regulatory environment in Florida could potentially
expedite healthcare delivery, as APRNs can operate independently, reducing wait times and
improving accessibility in underserved regions. For instance, in rural areas where physicians
are scarce, Florida APRNs can independently manage chronic conditions like diabetes or
hypertension, a practice that would require physician delegation in Texas. The difference
underscores the impact state regulations have on healthcare delivery, particularly in how

swiftly APRNs can respond to community health needs without awaiting physician oversight.

Hi Gerry,

New York’s requirement for APRNs to complete 3,600 hours of collaborative practice
before achieving autonomy contrasts sharply with California's approach, where no such
time-bound collaborative requirement exists for most practice settings. The difference
highlights varying state perspectives on the role of experience and mentorship in ensuring
patient safety and practitioner readiness. For example, a California APRN might start an
independent clinic and manage patient care directly after obtaining licensure and a furnishing
license, offering services like family planning and routine chronic disease management
without mandatory physician oversight. In contrast, a New York APRN would initially need
to navigate these clinical scenarios under the guidance of a physician, possibly limiting their

ability to swiftly implement innovative care models or expand services in community-based
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settings. It illustrates how state-specific regulations can influence the scale and speed at

which APRNSs can expand their practice and adapt to local health care demands.



