
South Dakota APRN Coalition’s Proposed Legislation 

FAQs  
 

1. What is a collaborative agreement? 

A:  In South Dakota law, SDCL 36-9A, a nurse practitioner or a nurse midwife is not allowed to practice 

without a written agreement with a SD licensed physician.  The agreement must be preapproved by the Board 

of Nursing and Board of Medicine and limits the physician to working with up to 4 full-time nurse practitioners 

or nurse midwives.  Once the agreement is approved the nurse practitioner (CNP) and nurse midwife (CNM) 

can then perform medical evaluations, prescribe treatments and medications, order diagnostic tests, and sign 

official documents.  This contractual arrangement ties the two licenses together and presents barriers for CNPs 

and CNMs to practice.      

2. How many states in the country have already removed collaboration/supervision agreements? 

A:  Nationally, 26 states do not require CNMs to have a collaborative agreement with a physician, and CNPs 

enjoy full practice authority in 21 states. These states do not require a signed agreement with a physician in 

order for the CNP and CNM to medically evaluate/diagnose and to prescribe drugs, treatments.  Regionally SD 

is surrounded by states that have removed the collaborative agreement requirement. 

3. Why should South Dakota eliminate the requirement for collaborative agreements? 

A:  Requiring a collaborative agreement reduces access to care by restricting the practice of a CNP and CNM 

by tying their license to a physician.  In some situations it has been difficult for some CNPs and CNMs to find a 

physician willing to enter a contractual agreement.  Additionally when the physician leaves practice or doesn’t 

renew their medical license the CNP and CNM must stop practicing.  This has left communities without access 

to a medical provider.  

Recruitment of CNPs and CNMs is also more difficult in states that require collaborative agreements. 

4. Why does South Dakota need this legislation? The rules were recently changed in ARSD 20:62 

decreasing collaboration requirements for nurse practitioners and nurse midwives.   

A:  South Dakota’s nurse practice act for CNPs and CNMs has not had any major changes to it since 1979!  

The education of nurse practitioners and nurse midwives has dramatically changed since 1979.  The majority of 

CNPs and CNMs now have master’s or doctorate degrees.  There is no longer a need to have a written 

contractual agreement in order for the CNP and CNM to work.  The safety of their practice is well documented 

in current research. 

Models of practice have also changed, allowing collaborative practice to happen without requiring the boards 

to approve the relationships, amount, or types of collaboration between health care providers. Hospitals for 

example have credentialing committees that determine what level of oversight is needed.  Physicians and CNPs 

and CNMs are fully capable of determining how and when collaboration should occur.   



5. Will patients receive safe care if South Dakota removes the requirement to have a physician 

collaborative agreement? 

A:  According to an article in the New England Journal of Medicine, “There are no data to suggest that nurse 

practitioners in states that impose greater restrictions on their practice provide safer and better care than 

those in less restrictive states” http://www.nejm.org/doi/full/10.1056/NEJMp1012121?viewType=Print  

According to the IOM Report, p 99, “No studies suggest that care is better in states that have more restrictive 

scope-of-practice regulations for APRNs than in those that do not.”  

6. Do nurse practitioners order more ‘unnecessary’ procedures, tests, or referrals than physicians? 

A:  In 2015 a study was published in the Journal of American Medical Association (JAMA) that compared 

diagnostic imaging order patterns between nurse practitioners and physician assistants with that of physicians 

for Medicare patients between 2010 and 2011.  Researchers concluded that while the difference was modest, 

the nurse practitioners and physician assistants ordered more imaging services than physicians.   

There was significant criticism of the study including an editorial comment in JAMA by Michael Katz M.D. He 

suggested the conclusions were incorrect. “In this article Hughes et al find that advanced practice clinicians 

order modestly more radiologic tests (0.3%) than primary care physicians among Medicare patients.  However, 

this overall percentage difference obscures more important findings.  When the investigators focused on a 

common diagnostic problem in primary care, lower back pain, they found that advanced practice clinicians 

ordered no more imaging tests than physicians, and when the investigators limited the sample to patients with 

acute respiratory illness, advanced practice clinicians actually ordered fewer imaging tests.” 

A UCLA research study, published in the Annals of Internal Medicine in 2016, specifically examined patients 

presenting with upper respiratory infections, back pain, or headache for a much longer period, 1997 through 

2011.  These are conditions for which clinical guidelines are known and they are frequently encountered in 

primary care practice.  Researchers controlled for who the primary care provider was for the patient, and 

distinguished between office based and hospital visits.  They concluded that nurse practitioners do not order 

any more unnecessary tests or treatments than physicians.  In this study, nurse practitioners ordered 

antibiotics, imaging studies, and made referrals as often as did physicians in both the office and hospital 

settings.  

 Hughes D.R., et al. (2015).  A Comparison of Diagnostic Imaging Ordering Patterns Between Advanced Practice Clinicians and 

Primary Care Physicians Following Office Based Evaluation and Management Visits. JAMA Intern Med. 2015:75(1):101-107.  

 Mafi, J. et al. (2016). Comparing Use of Low-Value Health Care Services Among U.S. Advanced Practice Clinicians and Physicians. 

Annals of Internal Medicine. Vol. 165, No. 4, 16 August, 2016. 

7. Can facilities still require a contract between physicians and nurse practitioners, nurse midwives, 

or other providers?  

A:    Yes.  An institution may require an employment contract or agreement.  For instance if a hospital’s 

patients are unstable or need specialized, team managed care, such as in an emergency room or intensive care 

unit, that hospital may choose to require a contract between a physician and nurse practitioner.   

 

http://www.nejm.org/doi/full/10.1056/NEJMp1012121?viewType=Print


8. Many nurse practitioners and nurse midwives like collaborating with 

their physicians.  Will this legislation hamper them for collaborating? or 

will collaboration disappear? 

A:  No.  Collaboration continues to be defined in SDCL 36-9A and CNPs and CNMs also have a legal 

requirement to collaborate with other healthcare providers and to refer and transfer patients as appropriate. 

This legislation does not discourage nurse practitioners and nurse midwives from collaborating.  It takes away 

the requirement for a written agreement and unties the license of a CNP and CNM from the physician. 

According to an article in the New England Journal of Medicine, there is no data to suggest that the role of 

physicians changed or deteriorated as a result of lessening restrictions. 

http://www.nejm.org/doi/full/10.1056/NEJMp1012121?viewType=Print   

Collaboration continues without the required collaborative agreement document, for example, “one group of 

researchers found that 16 states plus the District of Columbia have regulations that allow NPs to see primary 

care patients without supervision by or required collaboration with a physician. As with any other primary care 

providers, these NPs refer patients to a specialty provider if the care required extends beyond the scope of 

their education, training, and skills.” IOM Future of Nursing Report, page 98.  

9. Does the physician need to review the APRN’s chart?  

A:  No.  Current law does not require that a physician review or co-sign a CNP or CNM chart.  Employers may 

require this depending on the complexity of care needed for their patient populations. 

10. Does the collaborative agreement cost money? 

A:  Yes!  In order to practice fully several nurse practitioners must contract with a physician to sign their 

collaborative agreements.  Some are paying $10,000 a year for the physician’s service.  Similarly, nurse 

practitioners in other states requiring collaborative agreements also pay large sums.  In Texas for example, the 

average cost for the signed agreement is $20,000, with some running as high as $120,000. This expense 

impacts rural, low-density, and impoverished communities the most.  Nurse practitioners and nurse midwives 

cannot afford to locate in these areas because of the costs of the agreements. 

It is very costly to maintain a clinic, the average gross income of a nurse practitioner practice is $92,000, and 

roughly 50 percent goes to overhead and when a substantial fee goes to a physician for required collaboration 

a nurse practitioner cannot make enough money to operate a standalone clinic.   Removing the required 

collaborative agreement and tie to a physician will reduce their overhead expenses and increase their incentive 

to choose to practice and provide care to individuals in rural areas.  

11. Without a collaborative agreement in place will malpractice insurance rates go up 

for a nurse practitioner or nurse midwife? 

A:  There is no evidence to support malpractice insurance rates increasing as a result of removing 

requirements for having a collaborative agreement.  According to a report by AANP, medical malpractice rates 

for Advanced Practice Registered Nurses are not higher in states that remove collaborative practice 

agreements. 

http://www.nejm.org/doi/full/10.1056/NEJMp1012121?viewType=Print


12. How will this legislation affect billing? 

A:  Eliminating collaborative agreement requirements will not affect what a nurse practitioner or nurse 

midwife may bill for or how much reimbursement they will receive.  Federal law and insurance companies 

determine reimbursement.  Often they determine reimbursement rates based on practice laws. By removing 

the collaborative agreement requirement CNPs and CNMs will be better positioned to be reimbursed for their 

services. 

13. Will removing collaborative agreements assist nurse practitioners 

provide primary care? 

A:  According to the IOM Report, p 102, “71 percent of responding insurers credentialed NPs as primary care 

providers in states where there was no requirement for physicians to supervise NPs in prescribing medications. 

In states that required more physician involvement in NP prescribing, insurers were less likely to credential 

NPs.” 

14. Will removing the requirement for physician collaboration cause 

physicians to lose money or have reduced wages? 

A:  No, a George Washington University study found no differences in earnings for physicians that practiced 

in a state with fewer restrictions versus physicians practicing in states with more restrictions. 

15. Who is part of the SD APRN Coalition leading the bill’s efforts? 

A:  Nursing leaders from practice, education, and regulation came together from across South Dakota as 

partners to establish the South Dakota APRN Coalition. Their main purpose is to introduce legislation during 

the 2017 legislative session to modernize the CNP and CNM Practice Act, SDCL 36-9A, and to provide full 

practice authority for CNPs and CNMs.   

16. Why were Clinic Nurse Specialists (CNSs) and Certified Registered Nurse 

Anesthetists (CRNAs) not included in this legislation?  

A:  The regulation of CNSs and CRNAs falls under a different chapter of law, SDCL 36-9, and under the sole 

regulation of the Board of Nursing.  CNSs and CRNAs do not have a requirement for written collaborative 

agreements.  Because of these differences the SD APRN Coalition choose to focus legislative efforts on 

modernizing the practice act for the CNPs and CNMs.   

17. Who is the National Council of State Boards of Nursing (NCSBN) and how are they 

involved in this effort?  

A:  NCSBN is a not-for-profit organization whose members comprise boards of nursing in all 50 states, District 

of Columbia, and territories.  In 2008, NCSBN began a “Campaign for APRN Consensus” to help states align 

their APRN regulation with recommendations in the Consensus Model for APRN Regulation (2008).  The 

Consensus Model was developed by over 50 healthcare and stakeholder groups whose aim was to promote 

uniformity on APRN regulation and practice across the states.  Passing this legislation will align South Dakota’s 



nurse practitioner and nurse midwife regulation and practice with the national Consensus Model.  South 

Dakota is one of five states that NCSBN is providing support for movement to the APRN Consensus Model. 

18. What happens if a nurse practitioner or nurse midwife practices in an unsafe manner? 

A:  SDCL 36-9A provides for a disciplinary process, anyone may submit a complaint to the Board.  The Board 

will conduct an investigation and has the authority to take disciplinary action against any CNP or CNM licensed 

in SD that engages in unsafe practices, substandard care, or unprofessional or dishonorable conduct. 

 

 

 


