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2020a). Not only will it result in a strengthened nursing workforce, it will “improve the health outcomes for billions of people” 
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FIGURE 5 

Ten-Year Trend of U.S. RN and LPN/LVN First-time NCLEX Takers, 2010–2019
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The advanced practice registered nurse (APRN) profession consists of four roles: the certified nurse practitioner (CNP), certi-
fied nurse midwife (CNM), clinical nurse specialist (CNS), and certified registered nurse anesthetist (CRNA). An exact census of the 
APRN profession is difficult to accomplish due to variances in title and classification between the states, but all indicators suggest 
that this fast-growing profession will continue to grow. According to the latest data from May 2019, the BLS (2020b) estimates a 
total of 263,400 APRNs in the United States, though this number excludes the CNS role, which is not tracked independently by 
the BLS at this time.

FIGURE 6

Number of Certified Nurse Practitioners in the United States, 2012–2019
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Source: U.S. Bureau of Labor Statistics (2020a).

The largest of these roles continues to be the CNP, and the number of CNPs in the United States has nearly doubled since the 
BLS began collecting data on the role in 2012. At that time, the BLS reported just over 100,000 CNPs in the United States. As of 
2019, BLS estimates show that the number of CNPs has crossed the 200,000 threshold (BLS, 2020a) (Figure 6).

The number of CNMs and CRNAs, in contrast, increased only slightly according to 2019 estimates. CRNAs now number 
43,570 across the entire Unites States (BLS, 2020b), and CNMs are estimated to number 6,930 (BLS, 2020c).

The BLS calculates employment projections for the three APRN professions it currently tracks—CNPs, CNMs, and CRNAs—in 
aggregate, and latest predictions indicate explosive growth. In 2018, BLS predicted the professions would grow 26% by 2028 (BLS, 
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2019). Based on 2019 data, that number was revised upward and is now expected to increase 45% by 2029, adding over 117,000 
individuals to the profession within that 10-year span (BLS, 2020d).

The National Sample Survey of RNs

In December 2019, results from the U.S. Department of Health and Human Services (HHS) Health Resources Services Administration’s 
(HRSA’s) 2018 National Sample Survey of Registered Nurses (NSSRN) were released (HRSA, 2019). The average age of an RN was 50 
years; however, most nurses (53%) were younger than 50 years. The RN population was more diverse than it was in 2008, with 
proportions of both minority groups and men slightly increasing within the RN population. 

The survey found that most of the RN workforce (63.9%) is college educated, with APRNs accounting for approximately 
11.5% of the nursing workforce. Telehealth capabilities were reported in 32.9% of nurses’ workplaces. Among those with capabili-
ties, 50.3% of nurses used telehealth in their practice.

In spring 2020, HRSA evaluated the NSSRN data in light of the COVID-19 pandemic (HRSA, 2020). The report found 
that among the nearly 4 million RNs, 2.7 million were involved in patient care. The most common work setting for nurses with 
patient care responsibilities across the inpatient-subacute-outpatient spectrum was non-critical inpatient care for RNs (more than 
710,000, or 29.6%) and ambulatory care for APRNs (more than 127,000, or 38.6%).

The two most common categories of clinical specialty for RNs and APRNs with patient care responsibilities were general 
medical-surgical care and ambulatory and primary care. Less than 1% of RNs and APRNs worked in pulmonary/respiratory or 
infectious/communicable disease specialties, both of which are relevant and needed for addressing infectious disease pandemics.

The highest number of RNs and APRNs with patient care responsibilities per capita nationally were in the West North-
Central Census Division (958 RNs per 100,000 population) and the New England and East South-Central Census Divisions (157 
and 153 APRNs per 100,000 population, respectively) (HRSA, 2020). 

Implications for Regulators

COVID-19 has demonstrated an even greater need for workforce data collection, planning, and mobility. In the future, researchers, 
policymakers, and public health planners will expect that state and national workforce databases will help deploy nurses in future 
emergencies to areas of need. Pressure may increase on BONs to add workforce data collection to the licensure renewal process. 
Currently, workforce data are collected and analyzed by both NCSBN and HRSA. The data, however, are based on national samples. 
While accurate, the ideal remains a national workforce repository of data from all nurses in the United States. 

NCSBN’s E-Notify allows nurses to self-enroll and receive licensure expiration reminders. When enrolling, the nurse enters 
workforce information into the database. Currently, over 580,000 nurses have self-enrolled and entered their workforce data. NCSBN 
continues its work to expand this database.

Nursing Education
In March 2020, with the outbreak of the COVID-19 pandemic, many senior nursing students were in their final clinical rotation 
and preparing to graduate when the faculty were called upon to improvise the remainder of the school year. As states issued lock-
down orders, healthcare facilities began placing restrictions on entry into their institutions. Hospitals and long-term care facilities 
i
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countries. Fifty percent of the students who responded to the survey stated they are being taught all online, 45% were being taught 
in a hybrid modality, and only a small percentage were being taught face-to-face. When asked what their universities were doing 
to limit the spread of the virus, the most popular response was online classes (Quacquarelli Symonds, 2020b).

Interestingly, when asked how worried they were that they would contract COVID-19, a majority (59%) reported being 
extremely to moderately worried. When asked when they thought healthcare would be back to normal, the majority (63%) were 
optimistic and responded that normal conditions would return within 1 year. However, 3% predicted that there would never be a 
return to normalcy (Quacquarelli Symonds, 2020b).

It is clear that COVID-19 affected the plans of prospective international students wishing to study abroad. Thirty-five percent 
had anticipated beginning their international studies in 2020, but only 3% had enrolled in a university, mainly because of restric-
tions of their home country or the country where they planned to study (62%). Most prospective students, however, altered their 
plans and either intend to delay study until next year (57%) or to study in another country (13%). Prospective students were also 
asked how well they thought New Zealand, Germany, Canada, Australia, the United Kingdom, and the United States handled the 
outbreak of COVID-19. Of these, New Zealand was rated most favorably (76% rated it as very or fairly well), and the United States 
was ranked least favorably (19% rated it as very or fairly well) (Quacquarelli Symonds, 2020b). 

U.S. Department of Education Regulations Implemented July 1, 2020 
On July 1, 2020, the U.S. Department of Education implemented new regulations that nursing programs (LPN/LVN, RN, and 
APRN) must adhere to if they participate in funding from Title IV of the Higher Education Act of 1965. This new regulation 
applies to programs using all learning modalities, including online, in-person, or a combination of both. The proposed amended 
regulation (34 C.F.R. § 668.43[a][5][v]) reads as follows: 

If an educational program is designed to meet educational requirements for a specific professional license or certification that is required for 
employment in an occupation, or is advertised as meeting such requirements, information regarding whether completion of that program would 
be sufficient to meet licensure requirements in a State for that occupation, including—

(A) A list of all States for which the institution has determined that its (A) curriculum meets the State educational requirements for licensure 
or (A) certification;

(B) A list of all States for which the institution has determined that its curriculum does not meet the State educational requirements for 
licensure or certification; and

(C) A list of all States for which the institution has not made a determination that its curriculum meets the State educational requirements 
for licensure or certification (Student Assistance General Provisions, 2019, p. 58932)

Additionally, a direct disclosure to the student in writing is required in this regulation by the educational institution if the 
program leading to professional licensure or certification falls in one of the latter two categories above. The nursing program, not 
the BON, makes this determination based on the state’s licensure requirements and their curriculum. To assist programs in meeting 
these requirements, NCSBN has developed a website with each BON’s licensure requirements for LPNs/LVNs, RNs, and APRNs 
(NCSBN, 2020a). 

Nursing Education Trends in the U.S.

An adequate workforce requires an ongoing supply of RN and LPN/LVN students who continually replace the nurses who retire or 
leave the profession for other reasons. NCSBN examines and monitors ongoing a number of trends related to new and existing U.S. 
RN and LPN/LVN education programs, including: growth and numbers, accreditation, faculty, quality, competency and diversity. 

Growth and Numbers of Nursing Programs

The NCSBN monitors the number of nursing programs across the country. The growth since 2003 for RN programs is 61% and 
LPN programs is 17%. Comparable to the workforce data, RN program growth continues to increase, though growth has been slower 
since 2015. LPN program growth has decreased steadily since 2013 and has remained moderately stagnant since 2017 (Figure 7 and 
Table 3) (Hong Qian, NCSBN psychometrician, personal communication, October 2020).
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FIGURE 7 

Number of Approved Nursing Programs in the United States, 2003–2019
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FIGURE 8 
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FIGURE 9 

Full-time Vacancy Rates by Region for 2020–2021
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Considering new education approaches, 58% would most like to experience personalized learning using artificial intelligence, 
while the next two popular choices were blended learning and interactive simulation. This finding emphasizes the need for continued 
development of education technologies, as well as faculty who are prepared to use them (Quacquarelli Symonds, 2020a).

Thibault (2020) analyzed future trends in healthcare professions education based on his 4 decades as a faculty member at 
Harvard Medical School and a decade of leading the Josiah Macy Jr. Foundation, which is the only national foundation devoted to 
improving health through innovations in healthcare professions education. The six trends he identified include (1) interprofessional 
education to better prepare students for collaborative practice; (2) integrated clinical education with more of a focus on the patient, 
community, and chronic diseases; (3) education in the social determinants of health and the social and humanistic missions of the 
healthcare professions; (4) more emphasis on lifelong learning and long-term well-being of healthcare professionals; (5) a shift to 
competency-based education; and (6) the integration of artificial intelligence and new educational and information technologies 
into the healthcare professions education and practice. While many of these trends are well on their way in nursing education, as 
Thibault (2020) observed, we are poised for a decade of “explosive innovation.” 

Implications for Regulators

Regulators are encouraged to review the AACN Essentials d i o n  T c   ( p 5  0  a  l e a 8 n  a r  w J 
 - a  l e 0 n t i
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nicipalities issued shelter-in-place orders during peak infection periods, demand for telehealth services has exponentially increased 
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In many healthcare delivery systems, all members of the outpatient care team, including nurses, have transitioned to virtual 
visit workflows during or even before the pandemic (Lau et al., 2020). However, curricula in many healthcare professions have 
provided limited training in telehealth (Cottrell et al., 2018; Edirippulige et al., 2018; Smith et al., 2020; ).

Among the changes were a number of executive orders that affected the ability of NPs to provide telehealth services. In an 
August 2020 national survey by the American Association of Nurse Practitioners (AANP), respondents “overwhelmingly report[ed] 
that federal telehealth waivers and state policy waivers aimed at temporarily suspending practice barriers and expanding access to 
NP-provided care have proven highly beneficial or beneficial in fighting COVID-19” (PR Newswire, 2020). Specifically, the NP 
respondents named changes to telehealth reimbursement (76%) and expansion of covered telehealth services (68%) as instrumental 
to combatting the pandemic (Heath, 2020).

Implications for Regulators 

It is hoped that the extraordinary circumstances of the pandemic have shed more light on the need for a compact nation. Telehealth 
services, nurse staffing, and access to care will be maximally facilitated when all states and U.S. territories are a part of the NLC 
and APRN Compact. For telehealth services within the United States, the NLC allows nurses in compact states to communicate 
and provide digital and telehealth services to patients across state boundaries. Like many other changes that have resulted from 
COVID-19, telehealth services will continue long after the pandemic.

The importance of a clear and cohesive regulatory framework for telehealth has never been more paramount. Issues regard-
ing licensure and patient care across international boundaries will increasingly become more prevalent and warrant development. 
NCSBN has targeted telehealth regulations as part of its strategic plan.

Safety

The year 2020 presented challenges to adherence to even the most basic, longstanding quality and safety standards. Practices that 
would have been considered breaches in protocol, such as reusing a surgical mask, became the new standard in the face of significant 
shortages in PPE, especially at the outset of the pandemic (CDC, 2020d). 

Numerous guidelines and policy statements related to standards of care during the pandemic have been published since 
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⦁ 10 states allowed for “consideration of societal value,” which could imply prioritization of healthcare workers and other essential 
personnel (34.4%) 

⦁ 21 states’ CSCs provided a specific strategy for prioritizing patients for critical care resources (e.g., ventilators) (72.4%) 
⦁ 15 of these specific CSCs considered comorbid conditions (e.g., cardiac disease, renal failure, malignancy) in resource allocation 

decisions (71.4%)
⦁ 29 states incorporated Sequential Organ Failure Assessment scores. 

The amount of details in the documents examined varied widely. The CSCs varied from including broad-based ethical direc-
tions to guide local-level or hospital policy to very specific criteria and algorithms that would assist in the allocation of ventilators 
and other similar decisions. In general, these algorithms included the following: 

(1) exclusion criteria based on a low likelihood of survival despite maximal resource allocation; (2) a calculation of an objective score to reflect 
the severity of the present illness and thus prioritization category; and (3) repeated evaluation over time to determine ongoing priority status 
(Cleveland Manchanda et al., 2020, p. 7). 

Implications for Regulators

While CSCs are not routinely a consideration by nurse regulators, in the time of a pandemic, ethical decision-making by a nurse 
may come into question. Although many states have developed, updated, or are in the process of creating CSCs for the COVID-19 
pandemic, the development of these should be a collaborative process with “broad input from the affected community” (Cleveland 
Manchanda et al., 2020; p. 10). For those interested in accessing their state’s CSC, links are provided in the systematic review by 
Cleveland Manchanda et al. (2020).

Quality

The ability to collect and evaluate quality data on everything from patient outcomes to the impact of regulatory waivers may be 
more important now than at any time in recent history. However, the benefits of evaluating quality must be weighed against impacts 
on administrators, clinical leaders, and staff providing direct patient care. COVID-19 has made maintaining adequate staffing very 
difficult in many areas of the country. The need for “all hands on deck” has not eliminated the importance of evaluating quality, 
but priorities have shifted, at least for a time, to focus on immediate needs such as preserving and allocating resources, ensuring safe 
staffing levels, and reducing disease transmission.

Implications for Regulators

Although the extraordinary conditions of the current healthcare climate have, to some extent, led to the suspension of norms, it is in 
fact more vital than ever that outcomes measurement continues. Data collected and lessons learned during this time of public health 
crisis will have enormous implications for the future, both in terms of being better prepared for any future public health crises and 
in the systemic weaknesses that have now been exposed as ripe for process improvement, even in normal conditions. 

The mission of nurse regulators during this time—to hold nurses to standards of professionalism, competence, and ethical 
practice—has not changed. Although execution of this mission takes a different form during the current public health emergency, 
regulators can be proactive through transparent communication with nurses in the clinical setting and positive partnership with 
clinical facilities. 

Legislation and Policy Issues
The conversation around professional licensing changed significantly over the course of 2020. When the year began, the focus of 
licensure reform revolved around criminal justice reform, reducing regulatory barriers to employment, and state legislation related to 
universal licensing aimed at improving portability (Carpenter, 2020; Peterson & Slabinski, 2020; Arnold, 2020). When COVID-19 
reached the United States, the focus of policy makers at state and federal levels shifted to address the potential licensing issues and 
ways to allow healthcare workers to serve where they were most needed.

State-Level Action

Much of the 2020 legislative session was dominated by states’ urgent needs to respond to the pandemic. Quickly, governors and state 
legislatures were forced to tackle barriers to practice to address the healthcare worker shortages across the country. These barriers 
were addressed primarily in three ways: (1) expanding the scope of practice for select practitioners; (2) allowing for easier access to 
practice via telehealth; and (3) allowing out-of-state licensees to provide the urgent care that was so badly needed. 



S20     Journal of Nursing Regulation

To prepare for the administration of a COVID-19 vaccine, there have been bills authorizing pharmacists to independently 
administer COVID-19 vaccines and tests. California recently enacted A.B. 1710 (2020), which authorized pharmacists to inde-
pendently initiate and administer any COVID-19 vaccines approved by the U.S. Food and Drug Administration (FDA). Similar 
legislation was also enacted in New York (S.B. 8182) and New Jersey (S.B. 2436).
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dently of a physician and to practice to the full extent of their education and training. Additionally, under these waivers, nurse aide 
exams were waived, allowing those who completed the required education to enter the field without examination (CMS, 2020).

Members of Congress, in a further effort to address the challenges presented by the COVID-19 pandemic, have introduced pieces 
of legislation that would temporarily allow providers to practice across state lines when a public health emergency has been declared.

The Equal Access to Care Act (2020), sponsored by Senators Ted Cruz (R-TX) and Marsha Blackburn (R-TN), would allow 
healthcare providers to deliver telehealth services in any U.S. jurisdiction with only one license. The provider would not need to be 
licensed in the state where the patient is located to deliver telehealth services. It would move the location of care to the location of 
the provider, requiring the provider to follow the practice laws and regulations in the state where they are licensed as opposed to 
the state where the patient is located.

The Temporary Reciprocity to Ensure Access to Treatment (TREAT) Act (2020), sponsored by Senators Chris Murphy (D-CT) 
and Roy Blunt (R-MO) and Representatives Bob Latta (R-OH) and Debbie Dingell (D-MI), seeks to provide temporary licensing 
authority for healthcare professionals to practice in person or via telehealth anywhere in the United States with a license in good 
standing in only one jurisdiction during a period in which both a public health emergency has been declared by the secretary of the 
HHS and a national emergency has been declared by the president. This bill has taken steps to address concerns related to state-
based licensure through provisions that address investigative and disciplinary concerns related to multistate practice, which clarify 
that providers must practice under the laws and regulations of the state where the patient is located. Providers practicing under an 
already-established interstate compact, such as the NLC, would not be subject to the provisions of this act. The TREAT Act has 
been endorsed by academic medical institutions, staffing organizations, and hospital associations (Murphy, 2020).

As of December 2020, none of these bills had yet been passed into law.
There have also been conversations regarding the role of state licensing boards in determining the qualifications of providers. 

Some conservative think tanks have been calling for a private certification system that would determine the quality of providers 
as well as the scope of practice for each level of provider (Svorny & Cannon, 2020). Those who argue for this system believe that 
malpractice insurance provides enough protection for patients and that reviews from patients help individuals determine which 
providers are safe and competent. Although these arguments have been made for many years, COVID-19 has renewed calls for a 
national or federal license for occupations such as nursing. 

APRNs 

The APRN role saw a number of important changes in 2020, especially those relating to practice barriers. During the COVID-19 
pandemic, state emergency declarations often included temporary suspensions or waivers of practice agreement requirements for 
APRNs. Additionally, the NCSBN Delegate Assembly voted to approve a new APRN Compact Model Act, and bills in three states 
succeeded in adopting the Consensus Model.

APRNs and COVID-19 

APRNs continue to play a vital role during the COVID-19 pandemic. State emergency declarations in response to COVID-19 often 
include temporary suspensions or waivers of practice agreement requirements for APRNs. Both NCSBN and the AANP—the largest 
national association of NPs of all specialties—have tracked these executive orders throughout the pandemic (AANP, 2020; NCSBN, 
2020g). Outside of the 22 full practice authority states, the District of Columbia, Guam, and the Northern Mariana Islands, 21 
states have issued some form of executive order relating to APRN practice. 

CRNAs, with their specialty skills and critical care background, are on the front lines of caring for the sickest COVID-19 
patients in rural and urban areas (Ciaramella, 2020). In states where CRNAs practice without state and federal restrictions, CRNAs 
were able to immediately mobilize to meet the patient surges in intensive care units (Ciaramella, 2020). Recognizing the impor-
tance of access to CRNA care at this critical time, the federal government and several state governors used emergency powers to 
reduce the restrictive practice environments for CRNAs. West Virginia Governor Jim Justice issued an executive order permitting 
the West Virginia Registered Nursing Board to suspend or modify regulations governing anesthesia administration (State of West 
Virginia Executive Department, 2020). In subsequent emergency rulemaking, the board suspended the requirements for supervision 
or presence of a healthcare provider when anesthesia is administered by a CRNA (AANA, n.d.).

Other APRN roles provided vital primary and specialty care during the pandemic, often moving their practice to a telehealth 
platform due to facility or state and local orders that required closure of nonessential healthcare services. In Mississippi, Governor 
Tate Reeves issued a proclamation on March 14, 2020, invoking the emergency powers to suspend or modify rules and regula-
tions that would “hinder or delay necessary action in coping with the emergency” (Mississippi State Board of Nursing, 2020). The 
Mississippi BON subsequently complied and, on March 16, 2020, issued a proclamation that in part suspended the need for an 
APRN providing telehealth services in Mississippi from another state to hold licensure in Mississippi as long as they were licensed in 
good standing in a different jurisdiction (Mississippi State Board of Nursing, 2020). In addition, the proclamation allowed APRNs 
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to prescribe controlled substances over telehealth without any regulations that would require an in-person visit (Mississippi State 
Board of Nursing, 2020).

Although various barriers were removed for APRNs practicing telehealth, many APRNs, including those in Mississippi, 
continue to be restricted by collaborative practice agreements with physicians in order to practice to the full extent of their educa-
tion. Various states, however, took proactive steps to waive these restrictions during the COVID-19 pandemic to facilitate access 
to care and remove unnecessary barriers for APRNs responding to the crisis (Wilson, 2020). The policies included waiving physi-
cian collaboration or supervision entirely, waiving collaboration or supervision in certain settings or circumstances, or suspending 
some restrictions associated with the collaborative practice agreement (Wilson, 2020). Most of these actions took place through 



www.journalofnursingregulation.com     S23Volume 11 Supplement  January 2021

As the COVID-19 pandemic increases calls for licensure mobility for both in-person and telehealth practice, state legislatures 
are likely to consider the APRN Compact in the upcoming 2021 legislative session (Wilson, 2020).

APRN Consensus Model

Strides forward and some troubling precedents were outcomes of enacted APRN legislation in the 2020 legislative session. Bills 
in Colorado, South Dakota, and Virginia succeeded in further adoption of the Consensus Model. In Colorado, House Bill 1216 
carried the nursing sunset review recommendations. The bill modernized the Colorado “advanced practice nurse” title to “APRN” 
and reduced the number of transition hours needed for a Colorado APRN from 1,000 to 750 (H.B. 1216, 2020). South Dakota 
continued its success in granting full practice authority to APRN roles. Senate Bill 50 was championed by Senator Deb Soholt, 
the lawmaker who carried the 2017 legislation that granted full practice authority for CNPs and CNMs and removed regulatory 
authority of the roles from the state’s board of medicine. Senate Bill 50 removed restrictive collaborative agreements with physicians 
that were required of CRNAs and expanded their prescriptive authority (S.B. 50, 2020). The CRNAs also had a legislative victory 
in Virginia, where Senate Bill 264 granted prescriptive authority to CRNAs, a practice other APRNs had been previously granted. 
Although the practitioners remain under physician supervision in Virginia, the bill will increase access to care for those patients 
needing anesthesia services (Code of Virginia, 1991/2020).

Progress was also made in Florida in the 2020 session, though its potential was stunted by late-session amendments. The 
legislation in Florida advanced through the State House of Representatives as a priority bill of then-House Speaker Jose Oliva. 
Despite strong support in the house, the bill took on troubling amendments in the Senate that will lessen the benefits of APRN full 
practice authority for Florida’s patients, healthcare workforce, and economy. House Bill 607 created a path for APRNs to apply for 
“autonomous practice” by meeting specific education and discipline requirements as well as a 3,000-hour transition period (H.B. 
607, 2020). The bill was limited to apply to only those APRNs engaged in “primary care practice” and CNMs. Pending adminis-
trative rulemaking and the impact of a new council composed of both physicians and APRNs, the impact of the bill is unknown 
but will surely reveal that additional work is needed to move Florida toward full consensus.

In California, Assembly Bill 890 was signed into law in late September 2020. The bill, a multiyear effort carried by Representative 
Jim Wood, was introduced as a full practice authority bill for NPs in the state, but it quickly took on troubling amendments (A.B. 
890, 2020). One such amendment established a Nurse Practitioner Advisory Committee comprised of four CNPs, two physicians, 
and a public member (A.B. 890, 2020). The Committee is charged with making recommendations to the BON on matters pertain-
ing to CNPs, including disciplinary matters (A.B. 890, 2020). Although it created a pathway for CNPs to practice without physi-
cian oversight, the CNPs must complete a 3-year transition period, and those CNPs who own their own business or practice in a 
CNP-owned business must complete an additional 3 years under physician oversight (A.B. 890, 2020). Additionally, the possibility 
exists for CNPs in the state to be required to take a state-based examination in order to be licensed—a first-of-its-kind statute. The 
California Office of Professional Examination Services is tasked with conducting an analysis to determine whether there are CNP 
competencies that are needed to perform their scope of practice in the state that the national certification examination does not 
adequately evaluate. If those are found, the Office of Professional Examination Services shall “identify and develop a supplemental 
exam that properly validates identified competencies” (A.B. 890, 2020).

Troubling provisions in these bills are sure to surface from physician groups opposing APRN full practice legislation. 
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Social Issues Impacting Nursing Workforce and Regulation
Compounding the COVID-19 pandemic is the United States’ continued opioid epidemic, which remains a paramount social issue 
impacting nurses and nursing. Additionally, recent cannabis legislation may result in outcomes that also affect nursing in 2021.

The Opioid Epidemic

Provisional 2019 CDC data indicate that after decreasing from 2017 to 2018, drug overdose deaths increased in 2019, largely driven 
by opioid-involved and stimulant-involved overdose deaths (O’Donnell et al., 2020). Specifically, the CDC notes that overdose deaths 
increased 4.8% in 2019, killing roughly 71,000 Americans, with opioid overdoses accounting for more than 50,000 of those deaths 
(National Vital Statistics System, 2020). Data from Substance Abuse and Mental Health Services Administration’s (SAMHSA) 
National Survey on Drug Use and Health (NSDUH) estimates that in 2019, 10.1 million people aged 12 years or older misused 
opioids in the past year (SAMHSA, 2020). Most of the people who misused opioids misused prescription pain relievers, and this 
misuse was the second most common form of illicit drug use in the United States in 2019, with 9.7 million people aged 12 years 
or older misusing pain relievers. Of those, 37.5% obtained pain relievers through prescriptions or stole from a healthcare provider. 

Different from misuse, use disorder indicates a pattern of misuse. A study exploring rates of opioid use disorder (OUD) di-
agnoses, treatment patterns, and spending through claims data representing 12 to 15 million non-elderly commercially insured 
adults during 2008–2017 found three patterns. First, the rate of diagnosed OUD nearly doubled between 2008–2017 with a shift 
to older age groups. Second, OUD-diagnosed patients will likely receive less treatment than in the past, particularly among those 
aged 45 years or older, because the use of medication assisted therapy (MAT) has declined despite clinical evidence demonstrating 
its efficacy. Third, treatment spending is lower for patients who choose MAT. Study findings suggest “that policies supporting the 
use of MAT are critical to addressing the undertreatment of OUD among the commercially insured and that further research to 
assess the cost-effectiveness of treatment with versus without medication is needed” (Shen et al., 2020)

A study on buprenorphine treatment, a MAT drug, by primary care providers and others used a national prescription database 
covering 72% to 79% of the U.S. population from 2010 through 2018 to analyze trends in buprenorphine treatment by prescriber 
specialty. Over that period, researchers found an increase in buprenorphine treatment rates by primary care providers, psychiatrists, 
and addiction medicine specialists overall. However, buprenorphine treatment declined significantly for people aged 15 to 24 years. 
Additionally, “[a]cross all patient age and provider groups, most patients were not retained on buprenorphine for the benchmark 
period of at least 180 days” (Olfson et al., 2020).

New data from the CDC show that deaths from drug overdoses increased sharply during the first part of 2020 compared with 
the same period in 2019. The CDC notes that if the trend of increased overdose deaths does not change, the United States is on track 
to record more than 75,500 drug overdose deaths in 2020 compared with 70,980 deaths in 2019 (CDC, 2020b). 

The Opioid Epidemic and the COVID-19 Pandemic

Because SAMHSA data do not reflect real-time changes in opioid use, it is difficult for researchers to know the true extent to which 
the COVID-19 pandemic has affected the opioid epidemic. However, a number of indicators suggest the pandemic has exacerbated 
what SAMHSA data indicate was already a growing problem. Studies comparing random drug test samples during the 4 months 
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and susceptible to COVID-19, and their care and treatment are among the most disrupted by physical distancing and other measures 
that have been put into place to prevent the spread of the virus” (National Academy of Medicine, 2020). 

Substance Use Disorder Treatment Initiatives During COVID-19



S26     Journal of Nursing Regulation

Cannabis 

Recent cannabis legislation, the Secure and Fair Enforcement Banking Act of 2019 (2019–2020) and the Marijuana Opportunity 
Reinvestment and Expungement (MORE) Act of 2019, have stalled in Congress this year. The MORE Act of 2019 seeks to decrimi-
nalize marijuana by removing marijuana from the list of scheduled substances under the Controlled Substances Act and eliminating 
criminal penalties for an individual who manufactures, distributes, or possesses marijuana. The bill, which was introduced in July 
2019 and moved through various committees, seeks to make other changes, including to: 
⦁ replace statutory references to marijuana and marihuana with cannabis
⦁ regularly publish demographic data on cannabis business owners and employees
⦁ establish a trust fund to support various programs and services for individuals and businesses in communities impacted by the 

war on drugs
⦁ impose a 5% tax on cannabis products and require revenues to be deposited into the trust fund
⦁ make Small Business Administration loans and services available to entities that are cannabis-related legitimate businesses or 

service providers
⦁ prohibit the denial of federal public benefits to a person based on certain cannabis-related conduct or convictions
⦁ prohibit the denial of benefits and protections under immigration laws based on a cannabis-related event (e.g., conduct or a 

conviction) and establish a process to expunge convictions and conduct sentencing.

Implications for Regulators

Occupational hazards are often some of the environmental factors related to the causation of SUD in nurses. In the healthcare setting, 
some well-known occupational hazards may influence the nurse, including role strain, lifestyle disruption due to work schedule, 
and access to prescription medications (Bettinardi-Angres, Pickett, & Patrick, 2012). 

The COVID-19 pandemic has certainly increased the occupational hazards for nurses. Healthcare workers, especially nurses, 
have been challenged during this pandemic with the unprecedented influx of patients and their acuity, multiple simultaneous 
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Appendix

APPENDIX A 

State Position Statements and Opinions Practice

A review of position statements, practice statements, clini-
cal practice advisories, advisory/declaratory rulings, adviso-
ry opinions, and interpretive guidelines developed by 
boards of nursing (BONs) was conducted. Eight states (Ken-
tucky, Nevada, Ohio, Oklahoma, Oregon, South Carolina, 
Texas, and Washington) revised or adopted new statements 
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Nevada

⦁ Adopted the following practice decisions: Role of the RN 
in Intubation, Role of the RN in Thrombolytic Therapy, 
LPN Scope of Practice Regarding Suprapubic Catheter 
Replacement

North Carolina

⦁ Adopted the following joint position statement: Alterna-
tive Practice Settings for EMS Personnel

⦁ Revised the following position statements: Complemen-
tary Therapies, Infusion Therapy/Insertion/Access Proce-
dures, Medication Aide Education & Role in Long Term 
Care/Skilled Nursing Facilities vs Adult Care Settings, 
Staffing and Patient/Client Safety

North Dakota

⦁ Approved the following guidance statement: Role of the 
Licensed Nurse in Aesthetic Practices 

⦁ Revised the following practice guidance statements: 
Safety to Practice, Temporary Reassignment, Sexual As-
sault Forensic Examination Procedure 

Ohio

⦁ Adopted the following joint statement: Nurses and Emer-
gency Use of Naloxone

⦁ Revised the following interpretive guidelines: Guidelines 
for Registered Nurse Filling and Un-filling a Patient’s 
Gastric Band, Registered Nurse Care of Patients Receiv-
ing Intravenous Moderate Sedation for Medical and/or 
Surgical Procedures, Registered Nurse Role in Emergen-
cy Intubation Performed by an Authorized Provider, Reg-
istered Nurse Role in the Care of Patients Undergoing Ex-
ercise Cardiac Stress Training, Registered Nurse Role in 
the Care of Patients Receiving Intravitreal Injectable 
Medications

Oklahoma

⦁ Revised the following position statements and guide-
lines: Licensure Verification of Nursing Licenses, Patient 
Assessment Guidelines, Placement of Nasogastric Tubes 
by Registered Nurses in Post Bariatric of Anatomy Alter-
ing (Upper Gastrointestinal Tract and Stomach) Surgical 
Patient Guidelines, Policy on Names
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tered Nurse (RN) and Licensed Practical Nurse (LPN) 
Scope of Practice, Naloxone Prescribing Clarification, 
Role of the Nurse in Supervised Injection Services (SIS) 
Facilities 

West Virginia

⦁ Revised the following position statement: Administration 
of Anesthetic Agents

Wyoming

⦁ Approved the following advisory opinions: Practice Dur-
ing COVID-19 Declared State of Emergency, Temporary 
Permits During COVID-19 Declared State of Emergency, 
Emergency Direct Care Worker, Nursing and Electronic 
Delivery of Care, Emergency Direct Care Worker
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