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Advanced practice registered nurses (APRNs)
in the United States are trained to diagnose
and treat disease and illness, hence, to prescribe. Of the APRN roles, the clinical nurse
specialist (CNS) is the least likely to prescribe.
Prescribing is one of many advanced care
interventions performed by CNSs, but the
statutes regarding prescriptive authority are
constantly changing. The purpose of this
article is to inform and support the new CNS
prescriber. The article reviews CNS prescribing, credentialing and privileging, safety

C

linical nurse specialists (CNSs) are
advanced practice registered nurses
(APRNs) who are prepared at the master’s
or doctoral level.1,2 Advanced practice registered nurses in the United States are trained
to diagnose and treat disease and illness,3
hence, to prescribe. In other countries, CNSs
must complete additional education and
practice requirements beyond the master’s
level to prescribe.1 However, prescribing is
not reserved solely for APRNs; generalist
nurses prescribe in many other countries.1
For the purposes of this article, I use the following definition of prescribing: an “iterative process involving information gathering,
clinical decision making, communication,
and evaluation which results in the initiation,
continuation, or cessation of a medicine.”4(p7)
Overall, prescribing is a complex process.
Despite legislative changes in many states
that allow CNSs to practice at full scope,2,5,6
the CNS is the least likely of the APRNs to
prescribe.7,8 Unlike other APRNs who use
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strategies, and educational considerations
that influence CNS prescribing and offers current recommendations for new CNS prescribers. Clinical nurse specialist prescribing can
enhance the patient care experience and fill
unmet prescriptive needs for patients. Overall, more reports on the outcomes of CNS
prescribing are urgently needed, specifically,
publications on CNS prescribing in acute care,
where most CNSs practice.
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prescribing as a primary tool in patient care,
for the CNS, prescribing is but one tool of
many advanced care interventions.2 Great
strides in legislation have given CNSs prescribing privileges or authority in 39 of 50
states (78%) in the United States.9 In addition, the US Department of Veterans Affairs
(VA) granted full prescriptive authority to
CNSs in 2016.10 Thus, CNSs are authorized
to prescribe in any state when working in
the VA system. Still, the number of CNS
prescribers remains low.7,8 In the 2020 census
of 2475 CNSs in the United States, 24.4%
answered yes when asked if they were
authorized to prescribe7 compared with 24.6%
of the 3370 respondents to the 2014 census.8
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credentialing and privileging, safety strategies,
and educational considerations that influence
CNS prescribing and offer current directions
in CNS prescribing.
Literature Search
I conducted a comprehensive literature
search using the terms clinical nurse specialist, CNS, prescribing, and prescriptive authority. Using the Cochrane Library, Cumulative
Index for Nursing and Allied Health Literature (CINAHL), and PubMed databases, I
discovered 43 abstracts in English. I excluded
editorials, opinion pieces, conference proceedings, books, and publications on prescribers who
were not specifically titled a clinical nurse specialist or CNS. I also excluded reports with
the term specialist nurse, which is used in
some countries to describe a generalist nurse
with more advanced training.1 I considered
case reports, studies, and systematic reviews
on CNS prescribing. Nine reports met the
inclusion criteria: 8 journal publications and
1 dissertation.
Of the 9 reports, 1 was from New Zealand,
2 were from the United States, and 6 were from
the United Kingdom. A limitation in reports
from the United Kingdom is that the CNS
title is not protected by statute.25 However, I
included these articles because the CNS profession continues to work toward global consistency in educational preparation, licensure,
certification, and role components.1 The United
States is still pursuing this level of consistency
across states.3,9 The year of publication ranged
from 2000 to 2020. Five reports were published between 2015 and 2020. The reports
were of 2 types: (1) those on individual CNS
prescribers (4 reports) and (2) those on groups
of CNSs (5 reports). To provide perspective
on CNS prescribing, I briefly summarize each
report here.
Individual Clinical Nurse
Specialist Prescribers
In the first report, a CNS in London designed
a clinic to deliver chemotherapy to patients
with neuroendocrine tumors, a rare disorder
requiring special services.26 The clinic was
designed to improve the patient experience
and streamline care to reduce wait times.
The oncology team chose the CNS because
of her experience and leadership in other
nurse-managed clinics as well as her knowledge of chemotherapy and her skills in
405
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Being a prescriber is 1 attribute that distinguishes the CNS level of clinical expertise
from other non-APRN master’s-level roles
in nursing, such as nurse educator or clinical
nurse leader.11
Clinical nurse specialists are clinical experts,
leaders, and scholars whose work impacts the
interrelated spheres of patients, nursing practice, organizations or systems,2 and scholarship.12 The role is versatile and CNSs lead in
meeting organizational needs such as achieving Magnet Recognition status,2 completing
successful Joint Commission visits,13 coordinating support and care for patients with cancer,14 improving nurse-sensitive outcomes,15,16
and crafting pillars of optimal pain management strategies in response to the opioid
crisis.17 As change agents, CNSs design evidencebased interventions to meet patient, nurse, and
organizational needs.2 Finally, it is the CNS
who ensures population health among the most
vulnerable patients and families.1,2
Yet, CNSs are “invisible champions”18 whose
role is often misunderstood and underutilized.19
This lack of recognition is a frustrating
aspect of being a CNS.20 One must ask,
Would prescribing enhance the visibility of
the CNS role?
Medications are a primary tool for treatment of disease. Moreover, proposals to allow
non-APRN registered nurses (RNs) to start
prescribing are underway in the United
States21 and Canada22 to meet patient need.
Considering that 85% of adults aged 60 years
or older used 1 or more prescription drugs
in the past 30 days23 and that older adults
are the fastest-growing patient population,
the demand for more prescribers for chronic
illnesses is both certain and global. The CNS
is competent to function independently using
prescriptive authority to care for patients with
chronic illnesses.24 In 1 study of CNS perceptions of work patterns, 11 of 12 CNSs who
worked in acute care settings desired a role
in prescribing to fill gaps in care.20 Clinical
nurse specialists felt they could help patients
to function better at home if they could prescribe to meet patients’ needs at discharge.
Gaps in care include the unmet needs of
patients for medications and nonpharmaceutical agents.
The purpose of this article is to inform and
support the new CNS prescriber as more
states unfold prescriptive authority for CNSs.
I review the literature on CNS prescribing,
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to continue to care for their patients on weekends. Anecdotally, physicians commented that
family members found the visits by the CNS
to be helpful, that patients felt supported, and
that the physicians received fewer reports of anxiety. Anecdotally, these providers felt the service
likely prevented urgent care visits and hospitalizations. Moreover, patients could remain at
home and receive the care they needed.
The last individual report was from a CNS
in England who specializes in acute decompensated heart failure (HF).29 Older patients with
HF are a complex patient population. The practice was in a rural hospital for mostly older
adults. This CNS acquired unspecified additional education to be a prescriber and obtained
mentorship hours with a cardiologist to develop
a portfolio of qualifications to qualify as a
prescriber. If a patient had a confirmed diagnosis of left ventricular systolic dysfunction,
the CNS met with the patient and family to
discuss the diagnosis and plan of care and to
obtain permission to assume the role of primary care provider. The CNS cared for patients
with new diagnoses and those at the end of
life. She reportedly used guidelines for the
management of patients with HF published
by the National Institute for Health and Care
Excellence (NICE). Anecdotally, the CNS
used the words welcomed and valued with
regard to physician, nurse, and patient perceptions of her work. In the CNS’s opinion,
the nurses appreciated her including them in
decision-making and educating them about
HF. She also felt her prescribing activities led
to timelier care, fewer unnecessary tests, and
reduced length of stay.
Groups of Clinical Nurse
Specialist Prescribers
The first report of CNS groups summarized
the insights of the physician mentors (N = 6)
of a group of CNSs from New Zealand who
were working toward prescribing practices.30
The group included 20 nurses who had been
working as CNSs in a specialty area and who
were considered to be advanced clinicians. All
CNSs were master’s-level prepared and all had
completed an advanced pharmacology course.
Their physician mentors were interviewed
and narrative data analyzed. A major theme
reported by this author was the ability of the
CNSs to forecast diagnostic possibilities in
patients and make appropriate medication
choices. The physicians compared the CNSs
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advanced assessment, prescribing, and communication. The CNS used protocols for the chemotherapeutic regimens she prescribed and had
full access to the oncology team if issues arose.
In a 3-month survey of 15 patients, 93% of
the patients (n = 14) answered no when asked
if they would have rather seen a doctor. Anecdotally, patients felt the CNS was competent
in answering all their questions and appreciated how she included them in the decisionmaking process. The oncologists surveyed (N = 5)
agreed that the CNS performed appropriate
physical examinations, made correct diagnostic
decisions, and prescribed safely and appropriately. This CNS’s work has become a template
for other clinics in the United Kingdom.
The second report described a CNS in London who prescribes for patients with trigeminal neuralgia (TN).27 Trigeminal neuralgia
is a rare, complex diagnosis complicated by
exacerbations of severe pain that limit eating,
talking, or touching of the face. The CNS
designed a telephone-based consultation service for patients to receive additional support
beyond their appointments with the TN physician. In a 6-month audit, the CNS had completed 240 patient consultations. The CNS
made changes to medications and educated
patients on ways to better manage their pain
and cope with their condition. Pain management was addressed in 50% of consultations.
Among 44 patients surveyed, 83% (n = 36)
rated the CNS telephone service from “good”
to “outstanding” and 72% (n = 31) felt more
confident managing their pain after talking
to the CNS. Finally, 67% (n = 29) indicated
that the CNS kept them from having to see
another health care provider. Overall, these
patients preferred the telephone service over
in-person appointments but also recommended
that an email service be available to patients
when their pain is exacerbated by talking.
The third report described a palliative care
CNS in England. Palliative care patients often
experience rapid changes in condition, particularly at the end of life. This CNS designed a
weekend-prescriber home care service for
symptom management.28 A 6-month audit of
prescribing activities showed 65 patient consults and 130 medications prescribed. The
physicians were surveyed to assess their perceptions of the CNS’s weekend service. The
physicians (N = 9) found the service to be “very
helpful,” found the actions taken by the CNS
to be “appropriate,” and approved of the CNS
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“It is a privilege I take very seriously.”31(p163)
However, some CNSs experienced role confusion from other providers and did not feel fully
supported in their prescribing roles.
The other report from the United States
focused on a group of CNSs working in a
psychiatric health setting.32 The researchers
surveyed 31 dyads consisting of a psychiatric
mental health CNS and a psychiatrist for their
perceptions of collaboration and activities
associated with CNS and physician prescribing. Nearly all CNSs prescribed for adult populations in outpatient care settings. Most of
the CNS prescribers had 3 or fewer years of
experience in prescribing. The data showed
that the dyads agreed about the importance
of being clinically competent and collaborative.
Of highest importance to CNSs regarding prescribing was their autonomy. For psychiatrists,
it was “sharing the work.” The benefits of
being a prescriber as perceived by the CNSs
were increased knowledge of medications,
professional growth, increased job satisfaction, and the direct management of adverse
medication effects in patients. When the dyads
rated general activities associated with the
prescriber role, they agreed that CNSs assumed
a far greater number of activities related to
prescribing. These activities were care coordination, follow-up care, patient and family
education, assessment of resources, evaluating
for symptom relief, and assessment for medication compliance. All 31 dyads agreed that
they had a good working relationship with
their prescribing partner.
The final 2 reports discussed groups of CNSs
in the United Kingdom who specialized in
palliative care.33,34 The first report examined
the perceptions of 6 palliative care CNSs.33 All
6 CNSs were independent prescribers with
2 to 10 years of prescribing experience. The
main themes reported in this study were “helping
patients in times of crises,” “being available
when others are not (on weekends),” “gaining
satisfaction from being able to provide holistic
care,” “knowledge to prescribe the right medicines at the right time,” and “increased knowledge of pharmacology.”33 Helping patients in
crises was the most important aspect of prescribing for these CNSs. The added skill of
prescribing deepened their understanding of
the effects of medications on their patients, and
the CNSs felt they knew their patients better (ie,
“What’s really going on with my patients”).33(p128)
These CNS prescribers felt their roles had been
407
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to junior-level physicians (both of whom are
new prescribers). The physicians characterized the junior-level physicians as, in their
opinion, more advanced diagnosticians but
lacking in clinical experience. The physicians
described the CNSs as knowledgeable, patientcentered, evidence-based, and collegial. Finally,
it was the opinion of the physician mentors
that CNSs benefit from starting with smaller
formularies until they gain greater competency in prescribing.
The next 2 reports described groups of CNS
prescribers in the United States.31,32 One report
discussed CNS prescribers 10 years after the
granting of prescriptive authority in Oregon
in 2005.31 Oregon was one of the first states
to obtain prescriptive authority for CNSs. All
40 CNSs in Oregon who had licensure as a
CNS and prescriptive authority as indicated
through the Oregon State Board of Nursing
were invited to participate in the study. Twentythree CNSs agreed to participate. The majority
of the participants specialized in psychiatric
mental health (n = 9), followed by adult health
(n = 3), and “other” (n = 3), which the participants referred to as “oncology” or “wound/
ostomy.” Two participants had specialties in
pediatrics. Because none of the participants
identified themselves as being in “acute care,”
it can be assumed that all participants worked
in outpatient care settings. The Oregon CNSs
(N = 23) completed additional education in
prescribing and mentorship because at that
time, no curricular recommendations for prescribing were in place. All CNSs reported
feeling well-prepared for their prescribing
roles. They most frequently prescribed psychiatric medications, diabetic supplies, and durable medical equipment and least frequently
prescribed perinatal, gynecologic, or urologic
medications. They regarded prescribing as
an enhancement to their practices. They felt
autonomous and empowered because they
could better get patients the care they needed.
“Better” meant providing holistic care, care
coordination, and timelier access to medications. As 1 CNS was reported saying, “Prescriptive authority (for CNSs) reduces the
time it takes to get treatment initiated. When
one has to ‘chase up’ a prescriber to give
an order for something he/she really was
not involved with—it has given me the ability
to help people directly.”31(p165) CNSs also highlighted “vigilance” as a theme to their practice
as they focused on safe prescribing practices:
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Summary of Reports on Clinical
Nurse Specialist Prescribing
All the reports described CNS prescribers
filling gaps in care. The CNS prescribers met
the definition of prescribing, ie, gathering patient
information, making clinical decisions, communicating with other health care providers,
and evaluating patient responses.4 The patient
groups for whom the CNSs cared can be classified as complex; in other words, the CNSs
optimized care for complex patients.6 These
CNS prescribers felt prepared, confident, and
autonomous when prescribing. Prescribing
helped them know their patients better. They
often met patients’ needs for medications when
other providers did not (by telephone and
through weekend services), thus improving
access to care. The majority of reports were
from CNSs specializing in palliative care.
408

Clinical nurse specialist prescribing fits well
with the goals of palliative care: “CNSs
treat symptoms, functional problems, and
complications of disease treatment.”2(p12) The
CNSs felt supported by the physicians they
worked with. Some perceived barriers, such
as worrying over making a mistake, role confusion from others, and more time associated
with prescribing.
A limitation of the reports is that the educational preparation or practices of CNSs as
well as the legal and regulatory requirements
for prescribing globally are inconsistent. In
the United States, CNS education and practice follows a set framework that is not used
in other countries.2 Since the majority of reports
in this review were from countries outside
the United States, caution is needed when
translating these findings to CNS prescribing
in the United States. Overall, more reports on
the outcomes of CNS prescribing are urgently
needed, specifically, publications on CNS prescribing in acute care where the majority of
CNSs practice.
Credentialing and Privileging
of Clinical Nurse Specialists
Clinical nurse specialists must undergo
credentialing and privileging to become prescribers.35 Although the 2 processes are distinct,
CNSs usually complete them simultaneously.
Generally speaking, graduating from an accredited CNS master’s or doctoral program, passing
a national board certification examination,
and securing professional licensure meet basic
credentialing criteria. An applicant might
need additional documentation to support
competency in prescribing.
Privileging, or the scope of one’s prescribing practice, is of 4 types: independent, delegated, collaborative, or protocol-driven.35
The reviewed reports included examples of
each. For example, the CNS who specialized
in HF care was an independent provider,29
another CNS administered chemotherapy
that was protocol-driven,26 and all examples
were either delegated or collaborative practices with physicians.27,28,30-34 Physician mentorship and supervision were described in
4 of the 9 reports—3 from the United Kingdom26,27,30 and 1 from the United States.32
“Physician collaboration” is a requirement
for CNSs to participate in the Medicare
program in the United States35 and is distinct
from “physician supervision.”
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transformed: “I can’t imagine how anyone
could do our jobs without being a prescriber
now.”33(p128) A barrier perceived by these CNSs
was worry about making a mistake. They
compensated by repetitively checking their
orders. A second barrier was time. Clinical
nurse specialists countered this barrier with
the time it would have taken to get a prescription from another provider. Further, the
article suggested that CNSs should be the prescriber when CNS assessments become the
basis for physician prescribing. Last, CNSs
felt that a limited formulary to prescribe
from was beneficial.
The final report summarized an audit of the
prescribing patterns of 3 palliative care CNS
prescribers.34 The CNSs recorded data on 493
consultations for 186 patients over 3 months.
Half of the consultations resulted in a change
in medication, whereas 85% (n = 209) resulted
in a new medication prescription. Nine percent
(n = 23) of consultations resulted in titration
of medications, and in 6% of the consultations (n = 15), medications were discontinued.
The most commonly prescribed medications
were analgesic agents, followed by antipsychotic, laxative, antiemetic, and antisecretory
medications. Anecdotally, the CNSs considered themselves well prepared to prescribe.
They expressed feeling confident, knowing
their boundaries, and seeking physician consultation if necessary (in 2 instances during
the 3-month period). There were no prescribing errors, and no issues were reported by
patients or other health care providers.34

W W W .AACN ACCON LIN E .ORG

VO L U M E 3 2 • N U MB E R 4 • WINTER 2021

CLINICA L NURSE SP E CIA LIST P RE SCRIBE RS

Table: Strategies Aligned With Clinical Nurse Specialist Competencies to Mitigate
Medication Errors
Strategies37
Listen to patients
Take time to care
Establish trust

Clinical Nurse Specialist Competencies2
P.1 Uses relationship-building communication to promote health and wellness, healing,
self-care, and peaceful end-of-life.
P.8 Uses advanced communication skills in complex situations and difﬁcult conversations.

Assess for problems P.7 Designs and employs educational strategies that consider readiness to learn, individual
related to learning
preferences, and social determinants of health.
Use teach-back
method or Ask Me 3
P.13 Facilitates patient/family understanding of risks, beneﬁts, and outcomes of proposed health care regimens to promote informed, shared decision-making.
P.16 Advocates for patient’s preferences and rights.
O.14 Advocates for ethical principles in protecting the dignity, uniqueness, and safety of all.

Additionally, a requirement for most credentialing and privileging processes is the
need for some assurance that standards of
care are being used.36 For example, the CNS
prescriber for patients with HF reported
using guidelines from NICE.29 Overall, credentialing and privileging processes assure
the public that the provider is qualified to
prescribe and delineates the scope of the
prescribing practice.
Safety Strategies in Clinical
Nurse Specialist Prescribing
New CNS prescribers may worry about
making a prescribing error.31,33 With approximately 60 steps involved in the process of
getting medications to patients,37 human error
is inevitable and medical error is a leading
cause of death in the United States.38 In 2017,
the World Health Organization launched a
5-year global campaign to reduce errors by
50%.39 Strategies to reduce medication errors
are consistent with the CNS competencies of
practice as identified in the Table. Application
of CNS competencies can mitigate risk for
prescribing error. Additionally, minimizing
distractions and multitasking while engaging
in the prescribing process is important for
any prescriber.40 This is especially important
for the CNS prescriber who additionally
functions in the nursing and organization/
systems spheres of impact.
Educational Considerations
to Prepare Clinical Nurse
Specialist Prescribers
State laws on CNS titling and prescribing
are inconsistent, which makes it difficult for

the profession to prepare CNSs to prescribe.41
One suggestion for preparing CNSs is to
model CNS programs after nurse practitioner
programs with boosted clinical hour requirements in prescribing.31,42 In the United States,
current recommendations for APRN students
include the completion of advanced courses
in pathophysiology, physical assessment, and
pharmacology (ie, the “3 Ps”).3 In 2019, the
National Association of Clinical Nurse Specialists updated its practice document on the
prescribing competency to read, “Prescribes
medications, therapeutics, diagnostic studies,
equipment, and procedures to manage the
health issues of patient.”2(p26) Yet, the way in
which CNS students are prepared to prescribe
varies across academic programs owing to
differences in how CNS prescribing is implemented by states. For example, students in a
CNS program in a state that grants full prescriptive authority, and thus who learn under
CNS preceptors who prescribe, will likely
have a different learning experience than students in a state that does not grant prescriptive authority to CNSs.
When the CNSs in Oregon launched their
prescribing practice, they crafted a tool to
document prescribing competency.31 Similarly,
I designed a prescriber competency tool for
use by CNS students in 1 CNS program (see
the Figure). Unfortunately, few CNS prescribers exist to act as preceptors, so other mentors
(eg, physicians, nurse practitioners) are needed
to determine competency. Ideally, CNSs should
determine competency for CNS students.
Regardless, the tool shown in the Figure incorporates CNS competencies to assist in the
development of the CNS student prescriber.
409
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Use principles of
informed consent,
mutuality, and
patient choice
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Patient: ________________________________________ Age: _______Sex: _______
Primary Diagnosis: ______________________________________________________________________________________
Comorbidities: __________________________________________________________________________________________
Social Determinants of Health (ﬁnancial stability, insurance coverage, access to care, support): ______________
________________________________________________________________________________________________________
________________________________________________________________________________________________________
Directions: Prescribing mentor will: 1) check the box when the activity is completed by the CNS student
mentee, 2) determine level of prescriber competency, and 3) sign at the bottom.
Preprescribing Competencies

Prescribing Competencies

Postprescribing Competencies

Uses principles of advanced
pharmacology

Monitors patient response and
drug effectivenessa

Conducts comprehensive or
a
focused assessment

Uses principles of advanced
physiology

Documents patient responses

Evaluates current medication lista

Calculates drug dosages

Analyzes ethical impact of
interventiona

Evaluates relevant laboratory
results/diagnosticsa

Prescribes appropriate drug
therapiesa

Cultivates safe practice
environmenta

Synthesizes assessment ﬁndingsa

Prescribes legibly using safe and
legal parameters

Evaluates for system-level changea

Formulates differential diagnosisa

Provides additional patient
education if neededa

Demonstrates stewardship of
resourcesa

Considers nonpharmacologic
approach(es)a

Collaborates with other providers
as necessarya

Self-reﬂection on prescribing
practicesa

Explains medications, side
effects, when, and who to call
if a problema

Classes of medications prescribed:

Notes:

In your opinion, what was the student’s level of competency as a CNS prescriber?
PFar above average
PAbove average
PAverage
PBelow average
Signature of Prescribing Mentor: __________________________________________________
Date: ___________________

Figure: CNS prescriber competency tool. aCNS competency of practice.2 CNS indicates clinical nurse
specialist.

This tool is a starting point to assist educators in meeting the prescribing competency.
Repetitive completion of the tool during clinical practicums might serve as evidence for
new graduate CNSs when undergoing credentialing and privileging. The tool’s validity is
currently being researched in a state where
CNSs have prescriptive authority.
Recommendations for New
Clinical Nurse Specialist
Prescribers
Clinical nurse specialists need to know and
follow their state’s statutes2,35,40 and clarify the
410

need for prescribing in the CNS role. Because
most CNSs practice in acute care settings, a
careful analysis of gaps in care that could be
filled by CNS prescribers should be undertaken. If possible, CNSs should pursue the
credentialing and privileging process, because
credentialing promotes full scope of practice43
and is a step toward launching a prescribing
practice. Clinical nurse specialists may need
additional education in pharmacology or
mentorship, both of which were identified
as needs in some of the reports. Mentorship
should be provided by CNS prescribers if
possible. Mastery of the competency of
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Uses expert and relationshipbuilding communicationa
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(when most CNSs are nonprescribers).9,10
Nurse prescribers in the United Kingdom
used peer groups as a support strategy,43 a
strategy that might be of value in the United
States. Supporting new CNS prescribers to
grow in this role will afford future CNS
students the opportunity to be mentored by
CNS prescribers.
Conclusion
Clinical nurse specialists are clinical experts,
leaders, and scholars,2 but transparency of
the role is needed.18,19 The act of prescribing
would help others to readily witness the level
of clinical expertise of a CNS. New CNSs
should embrace a prescribing role and be
supported in the process. More support might
be needed given the fewer numbers of actual
CNS prescribers.7,8,20 The profession clearly
promotes full scope of practice2,6,24 but lacks
publications on outcomes related to CNS prescribing. The reports available show that
CNSs fill gaps in care by using prescribing to
meet the needs of vulnerable and complex
patient populations. CNS academic programs
should provide ample opportunities for CNS
graduates to achieve competency in prescribing and work toward consistency in achieving this goal. Peer support could be helpful
for new CNS prescribers44 navigating credentialing and privileging processes in settings
where CNS prescribing is not mainstream.
Clinical nurse specialist prescribing is of value
to patient care and professional growth. Prescribing is one tool that CNSs might use to
be visible champions.
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prescribing in one’s specialty is important if
legally appropriate.2
Second, CNSs who have achieved credentialing and privileging might identify gaps in
care to guide their prescribing practice. Conducting a population-based assessment within
one’s own specialty will assist in this process.2
For example, the CNS specializing in palliative
care initiated the weekend-prescriber home
care service to better meet patients’ needs for
symptom control when other providers were
not accessible.28 Considering that CNSs are
the nurse’s APRN, asking nurses where gaps
in care occur might help to uncover where
CNS prescribing could be useful, efficient,
and cost-effective.
Third, CNSs should consider the use of
small formularies from which to prescribe,
as suggested in 2 of the reports reviewed.30,33
Smaller formularies might allow for a more
seamless transition into a prescribing role.
The mentors of the New Zealand CNSs suggested this approach in the early phases of
one’s prescribing practice.30 Maintaining a
small formulary would also mitigate the time
devoted to prescribing so that the traditional
roles of the CNS are retained.
Fourth, CNSs should monitor outcomes
related to prescribing. There is a lack of literature on outcomes of CNS prescribing, and
more documentation and sharing of practices
is needed. More publications would help support other CNSs who are new to prescribing.
Only 4 of the reports reviewed here included
outcome data.26-28,34 With only one-fourth of
CNSs in the United States reporting on their
eligibility to prescribe and uncertainty in how
many are actually prescribing,9 CNS prescribers should publish. Until CNSs document their
roles as prescribers in their most common work
setting (acute care), the ways in which CNS
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