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Phyezician Aopistante and the Health Security Act

Increased Role under Bealth Care Reform

(o}

Prhysician Assistants will be given an increased role under
rcform:; the Ilealth Security Act (HSA) definee health
profesgional services to include those services which could
be performed by a physician and wliich are provided by
another person who is legelly authcrized to provide those
servicesg in & particular siaie. The HSAR does not identify
specific providers of services. Plans will be free to use
any mix of providers Lo neet the needs of thelr enrollees.

Increased Demand in Preofessiconal ERole:

Uaiversal ccverage will increase the demand for qualified
LeallLl professionals. Health plana will be rewarded by
making best use of quality providers. In order to compete
o cost and guality, health plans will ke given new
incentives to include PAs in their provider networks. It is
expected that physician assistants, who provide cost
effective care, will ke in demand for the provisicn of
health care services in any of the following esettings:

-- Hespitals

-~ Primary Care

-- Public Health

-- Medically Underserved Areas

Research the effectiveneas of PA Role:

$2.85 million authorized under Title III for health services
research. One priority is to assess the appropriateness
and effectiveness of alternative clinical strategles for
primary <are and other specialties. It is expected that the
role of the PA will be expanded as a reault of this
research.

Increased Funding for PA Training

o)

HSA authorizes $200 million a year over the next 5 years
from USDHHS. Grants can be used for training of primary carsa
physiciang assistants, training of urderrepresented
minorities and disadvantaged persgong including recruitment,
retention and financial assistance for persons entering
health professions.

HSA authorizes $200 milliion a year for programs administered
by the Department of Labor including a new National
Institute for Health Care Werkforce Develapment (jaint
venture DOL and DHHS) .
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0 The HSA authorizes an additional $100 million a year (over
current appropriations) to increase the National Health
Service Corps five fold, to which Physician Assistants can
apply for loan repayment.

Mental Health/Substance Abuse Benefits

o The HSA provides coverage for mental illness and substance
abuse treatment which will ke phased in so that by 2001 all
differences in insurance coverage between physical health
and mental health/substance abuze services will be
eliminated.

o The new bhenefit will encourage the use of proven, cost-
effective innovative alternatives to inpatient treatment
gsuch as partial hospitalization, day treatment, psychiatric
rehabilitation, ambulatory detoxification, heme-based
services, and behavioral aide serviceg. Physician
asgistants can play an important role in the expansion of
guch innovative services.

Services for the Underserved

e Physician assistants are eligible to receive a $500 a
month credit for providing primary care services to
underserved populations

0 The public health initiatives prcvide programs to assure
access to health services for urban and rural medically-
underserved populations by expanding capacity and by
supporting the provision of outreach and enabling services.

0 A new program would provide grants and contacts for enabling
services including transportation, community and patient
outreach, patient education, translation and other services
that will facilitate access to the gervices in the
comprehensive benefits package., Physician assistants would
be key coordinators and providers of such enabling services.

o $2.7 billion authorized for capacity expansion intc
undergerved areas. Can be used for development of community
based health plans and developing networks of providers.

Home and Community-Based Services Program

0 The HSA includes a new federal/state program of home and
community-based services targeted to people of all ages with
significant disabilities. There is no income or means test
for eligibility for this program.

o Under thig program, states must provide initial screening of
patients for eligibility. Eligible patients will receive
comprehensive assessments and care plans. At a minimum,
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, states muct provide personal assistance services including
assistance, supsrvision and cuing to verform activities of
daily living (ADLs). Physician assisiants can serve in chis
new vrogram in the determination cf patient eligibility, as
providers of assessments and iu the development of care

plans.

o Opticonal services under this program include case
management, respite cars, adull day services, habilication
services, and home health services. Several states have
expressed an interest in developing case management services
under this new program; the role of physicians assistants in
such systens iw urllical.

School-Based Programs

0 The HSA's public health initiatives include funding for
school-ralated health gervices and comprehensive school
health education.

0 School-rzlated health services will ke funded through
developmant and operaticnal grants to assess community
needs, link school-health activities to health plans and
alliances, conduct outreach activities, provide enabling
sexvices, and to provide haalth services that are not
covered under HSA's guaranteed benefits package. Physician
Assistants may serve in a number of capacities in such
programs, particularly in efforts to conduct outreach
activities and coordinate enabling services.

© Conmprehensive school health sducation programs will include
planning grants for assessment, capacity building and
curriculum development, and implementation grants toe both
state and local education agencies.
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May 3, 1994

Philip Lee, M.D.
Assistant Secretary for Health
Department of Health and Human Services

. Huber H. Humphrey Building, Room 716-G
American 200 Independsnce Avenue, S.W.

A c ad emy Washingtoa, D.C. 20201

of Physician Dear Phil
istan The Administration's "Health Security Act,” (HR 3600, S 1757) praposes
Assis ts increased utilization of physician assi?tams (PAs) and advanced practice
nurses in the delivery of primary and preventdve care. The bill authorizes
an additional $400 million for federal categorical grant programs that
support primary care physicians, PAs and advanced practice nurses.

This legislation is evenhanggd in its approach to PAs and advenced practice
950 North Washington Strest nurses except for one provision -- the earmarking of $200 million for
Alexandria, Virginia 22316 Graduate Nurse Education ($100 million each from the funds for Medicare
. GME and for academic health centers). This uity should be
remedled by the Inclusion of a similar provision for support of

, PA educational programs from a dedicated funding source,
7038362272 such as GME,
FAX703-684-1924

~—

Justificati
In the Administration’s reform bill, funds will be made available for the
graduate training of physicians in clinical settings outside of traditional
hospital-based programs. Two bundred million dollars have also been
identified for the graduate training of advancex! practice nurses, virtally all
of which occurs in outpatisnt and communaity practice scttings.

At present, clinics] training gites for PAs and NPs receive no
reimbursement. In addition, there has been minimal competition for these
training sites from physicians. If the provisions of health refarm discussed
abave are adopted and implemented as envisioned, however, physicians
will be competing with PAs and NPs for these training oppurtunides.
Without comparable funding to support PA clinical training, PA students
will be at a tremendous and untcnable competitive disadvantage. The
result of funding ohysician and NP graduate education without
funding PA clinical education will be the severe restriction of
training opportunities for PAs. The future supply of PAs could be

- threatened substantially.

A:gpmenrtimc. roughly equal nmnbmofPAsandNPsmb;ino&
trained cach year. We would propose that an additional $
million from a dedicated funding source comparable to that
cstablished for nursing be specified for the graduate training
of PAs. This funding would be used to: (1) provide tuition and stipend
support for the services offered by PAs aspmofmcirtuining; (2)
retmburse clinical sites for the supervision and education provided 1o PAs:
and (3) puy PA programs for the administrative costs of organizing and
overseeing the clinical training portion of PA education. _

- frasR
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The issue of support for the clinical training of PAs is une of
the most important issues for the PA profession. Please fecl free
t0 contact me at any time to ohtain further information and background
about this issue.

Thank you for your consideration of this issue. I look forward to warking
with you on the solution to this problem.

Stephen C. Crane, PhD, MPH
Executive Vice President

cc: Brian Biles, MD
Ann Elderkin, PA, President
Deborah Gerbert, PA, President-elect
Nicole Gara, Director of Government and Professional Affairs
Bill Finerfrock, Capitol Associates
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'Spe(:'ial“ Communication ——————————

PhySICIan Assistants and
Health System Reform

Clinical Capabilities, Practice Activities, and Potential Roles

P. Eugene Joneo, PhD, PA C,

NATIONAL effortato reform the health
cave system will llcely result in changes
in Lhe rvles and responsibilitiee, prac-
tize combinations, and distribution of
health professions)s, ineluding midleve)
providers sueh as physician assistants
(PAs), nurse practitioners (NPs), and
certified nurse-midwives. Although re-
cent studies have addressed differing
scenavios of the projected rales of
midievel providers 1 implementation of
initiatives that involve PAs may be in-
fluenced by an ovecall shortage of PAs,
existing barriers to PA practice, and
the need for commitment to physician-
dependent practice relationships in a
team-oricntcd health care dcolivery oyo
tem. This article reviews the history,
academic preparation, clinical eapahili-
ties, distribution, and practice activities
of PAs and discusses the potential roles
of PAs in the changing health system
environment.

The origin of the PA aan be traced to
the new health pructitioner movement
of the 1960s, during which the PA con-
cept emerged from s combination of
events. As experienced hospital corps-
men and cumbal nedies returined Lrui
service in Vietnam, there were no ci-
vilian job equivalents or suitable health
career pathways in the United States.
Simultaneously, a new health care pro-
vider model proposed in 1961¢ ted
in the developrnent of the first PA pro-
griun al Duke University School of Medi-
cine. According to this concept, PAs
‘“wonld he trained to askist the doce-
tor...in sucha way as to facilitate bet-
terutilization of av:ulable physicians and
nurses.”’ 'I'hese circumstances eventu-
ally resulted in the matrienlation of sub-

From the Phvsiclan Asclgtant Program. Departrment
of Health Carg Scienca::. Universlty of Texas South-
wastam Medical Center :t Dalies (Or Jonas), and the
Physician Assisiant Program, Departmant of Heaith
Carm Sciences, The Gaarge Washingion University,
Washington, DC (Mr Cawlay).

Reprint requests o Univarsity of Taxes Southwestern
Medical Cantef at Dallas, 5323 Harry Hines bivd, Lal-
lag, X 75235-9080 (Dr .Jones).

1266 JAMA, April 27, 1884—Vo! 271, No. 16

Jamog F. Cawley, MPH, PA-C

stantial numbers of military veterans
into newly developing PA programs.
Subsequently, more PA programs were
developed to train providers who would
(1) angment. the capahilities nf primary
care phygicians by increasing access to
bazje medical care sexvices, (2) fill ser-
viee gaps resulting from geographic and
specialty maldistribution ¢f physiciazs,
and (3) help control health care coste.??

PA EDUCATION

By 1998, there were 5& aceredited PA,
programs in 29 states and the District of
Columbia and Z(4u8 program gradu-
ates.*!! With the exception of a few hos-
pital , military , and community collcge
based programs, the majority of PA pro-
grams are affiliated with academic health
centers (AHCs), medical achools, or
4-year colleges and universities, 28% of
which are clasgified as category I re-
search universities by the Carnegie
Foundatior for the Advarcement of
Teaching.® Thirty-five PA programs
(60%) offer a bacealaureate degree or
degree option, 12 (21%) offer master’s
degrees, and the remainder grant an
assuciale degree or a cectificate of
completion.

Easentials for PA Education

The “Essentials cf an Approved Edu-
cational Program for the Assistant to
the Primary Care Physicdan™ were ini-
Lially adupled i 1971 by the American
Medical Associationin collaboration with
the American Academy of Family Phy-
sidans, the American College of Phy-
sicians, the American Academmy of Pe-
diatrics, and the American Society of
Interral Medicine.® Following the or-
paniL.tion of the Committoe on Allied
Health Education and Accreditation in
1977, the Essentials were revised in 1978,
1986, and 1990, The Essentials establish
minimum standards of quality to which
accredited programs are held account-
able. After the Essentials initizlly were
adopted, faderal funding acte eupported
the expansion of PA educational pro-

grams’ eraphasis on a primary care ori-
entation for preparing generalist PAs,"

According to the current Csgentials
¢fthe Committee on Allied Health Edu-
ratinn and Aecrreditation, PAg are “aca-
demically snd clinically prepared to pro-
vide health care services with the di-
rection and responsible supervision of a
doetor of medieine or osteopathy. The
functions of the physician asaiatant in-
clude performing diagnostic, therapeu-
tic, preventive and health maintenance
services in any aetting in which the phy-
siclan renders care, in order to allow
more effective and focused application
of the physician’s particular knowlecdge
and gldlig."15068

Clinical services performed by PAs
are described by the Essentials in the
following six categories!™r: (1) evalu-
atien—initially approaching a patient of
any age group in any setting to ellelt a
detailed and accurste history, perform
an appropriate physical examination, de-
lineate problems, and record and present
the data; (2) momtonng—assxstmg the
phky sician in eonducting rounds in acute
and long-term inpatient care seitings,
developing and implementing patient
management plans, recording progress
nates, and assisting ir the provision of
continuity of care in office-based and
other ambulatory care settings; (3) di-
agnosucs—peﬁormng and/or interpret-
ing, at least to the point of recognizing
deviations from the norm, common labo=
ratory, radiological, cardiogrephic, and
otherrontine diagnostic proeedures used
toidentify pathophysielogical processes;
(4) therepeutics—performing routine
procedures such a5 injections, immuni-
zations, suturing and wound care, man-
sgament of eimple conditions produced
by infection or trawma, and assistance
in tke management of more complex
illness and injury, which may include
assisting surgeons in the conduct of op-
erations and taking Initiative in perform-
ing evaluation and therapeutic pro-
cadures in response to life-threatening
situations; (5) counseling—instruction

PAs and Health System Reforme=Jones & Cawley
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and counseling of patients regarding
compliance with prescxibed therapeutic
regimens, normal growth and dt:velog—
ment, family plapning, emotiona! prob-
lems of daily living, and health mainte-
nanog; and (6) referral~iacilitating Lie
referral of patients to cormunity health
and social service agem-.iewhr-n “{npro-
priate.

Currisulum Conient

Prior to matriculation, the typival PA
pregram requires the student to have
completed the equivalent. of 2 years of
undergraduate-level biological, social,
and behavioral science prerequisites.
The first 90 12 months of PA education
ar: devuied to preclinical didactic stud-
ies and include courses in anutomy,
physiclogy, microbiotegy, pharmavology,
psychology, elinical medicine, physical
diagmogis, preventive medicine, and olini-
cal laboratory procedures.’® Courses in
the basic medical scierces accoont for
T7% of the didactic component of PA
edueation, with the remainder devoted
to nehavioral snd zocial sciences. Edu
cational programs for PAs averags: more
than 1004 contact hours of didaciic in-
struction.!” These courses are typicaily
followed by 9 to 15 months of physician-
supervised clinical educativn in both in-
patient and outpatient settings in ur-
ban, inner-city, 2nd rural enmmurities.

In some AHCs, didactic PA education
and medical student education ix con-
ducted with shared cigszes and resources,
and PA students typically are educated
in o climcal actting by residents, atlend-
ing physiciang, and graduate PAs. Most
programs indude supervised cliniral adu-
cational experiences for PA students in
rura] or medically underserved areus. In
widition, severalhospital- &nd university-
based postgraduate courses of itstrue-
tinn exizt in medical and curgical spe-
cialties such as neonatology, pedistncs,
emergency medicine, occupational medi-
cine, apd surgery.

Primary Caro Doployment Models

A number of PA programs have de-
veloped specialized eurrievda detigned to
promote primary care practice in under-
served communities, including content
on substance sbuse education for he-alth
professionals, geriatrice, mental heulth,

. health care fur (e humeless, women's

health initiatives, environmental/oceupa-
tional medicina, meriral Spanish, and a

general orientation toward prevention

¢ in the delivery of health care’* Many

programs have succeseflly placed gridu-

E-- ategin chronically underserved arens via

dosentrulized educational projecls.® For

‘example, participants in the Stanford
- University Primary Care Asgociate 1’ro-

Bram were twice a8 likely to be employed

AMA, Apxil 27, 1984—Vol 271, Np. 16
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in rural communities (<10000 popila-
tion) a8 nonparticipants (33% vs 18%).%
A 1992 survey of participants in the Uni.
versity of Nebraska PA Program’s Ru-
ral Health Opportunities Project revealed
s simflar praduate employment rate
(33.4%) in comxnunities with fewer than
10000 population.®! Mere recently, a sat-
ellite educstional project developed by
the University of Washington-MEDEX
Northwest Physician Assistant
provides on-site didactic and clinieal edu-
calyn for rural and Native Alaskan ma-
triculants in Sitka, Alaska, and additional
MEDEX Northwest projects link the
University of Nevada and Boise State
University with area health education
centers for rural PA deployment.
Several PA programs have developed
master's degree wajuns lor PAs who
will serve underserved populations and
areas nf special need. Graduate PA pro-
grams in rural health are offered at Al-
derson-Breaddus College in Philippi,
W va, and the University of Nebraska-
Omaha. Public health education is of-
fered in combined PA/MPH programs
at The George Washington University,
Washington, DC, and the TTniversity of
Oklahoma in Oklahoma City, and a zom-
bined PA/MS degree in preventive medi-
cine I5 offered at the University of lowa
in Towa City.

AHC-Affiliated PA Programs

Of the 58 accredited primary care PA
programs, 27 (47%) are sponsored by
AHCs. Twice as many AHC-based P4
programs receive federal grant support
as non~-AHC-based programs, and at a
129 gregter dollar amount then non-
AHC-based PA programs. Because fed-
eral PA training grants are tied to dem-
onstrated success in primary care edu-
cation and greduate placement inhealth
professional shurtage ureas, it follows
that AHC-sponsored PA students spend
more time in primary care-based chni-
cal education and are empioyed in pri-
mary careeettings at a greater rate than
non-AHC-sponsored students,® Conse-
quently, AHC-based PA programs may
be better positioned Lhan non-AHC-
based programs to contribute to the
goals of the Health nf the Public Pro-
gram™® by providing interdisciplinary di-
dactic and clinical education in popula-
tion-based competencies, by continuing
empkasis on health promotion and dis-
eaue prevention activitics,™ and through
P A faculty service and student rotations
that augment community access tn
health care services.

Funding Souraca Y

In 1993, 83 PA programs received a
total of $6.85 million in federal training
support under Title VII authorization

@o0s/013

through the Heelth Resources and Ser-
vices Administration Grants Program
for Physician Aseistanto of the Public
Health Service, administered by the Di-
vision of Medicine, In the same year, the
mean PA program budget was $457 000
and the average Title VII grant award
was 3143 000, which a¢counted tor 28%
of program operating costs.? Fizcal year
1905 authorization i $9 million.

Title VII funding preferences and pri-
arities for PA program education grants
have traditionally emphasized primary
care education and deployment, affilia-
tion with graduale programs in family
medicine, znd strategies for increased
e¢nrollment and retention of underrep-
resented minorities. Funding prefer-
ences and priorities for the fiscal year
1994 application cycle addvess medically
underserved community practice, gen-
cralist apecialty practive, and luvereased
enrollment of minorities or low-income
applicarite.

From the inception of PA educational
programs, internal support from spon-
soring institutions has ncreased steadily
while external (primarily federal) aup-
port has romaincd st about one third of
total program revenues. This trend re-
Tlects increasing self-sufficiency on the
part of PA programs, because the level
of federal support during the past 7 years
hais renuined relatively constant.

The overall cost of PA education re-
mains relatively low. The average total
cost for educating a PA student is ap-
proximately $8029 per year at AHC-
aponsored programs and $7646 per year
at non-AHC-sponsored programg.®

Response to Fedsral inltiatives

Edueatinnal programs for PAs have
responded to federal grant mitiatives
by specifically targeting curriculum eon-
1ent toward primary care for medically
needy populations, This inciudes special
foeus on topits such as the aeyuired irn-
muncdeficiency syndrome, substance
abuse, adolescent. pregnaney, childhood
immunijzations, risks of cancer and heart
disease, and reduction of infant mortal-
ity. Mare than haif of all PA programs
have developed specific educational con-
tent to address the health and medical
problems of inner=city populations. Most
PA programs have developed strong
linkages with area health education cen-
ters, community education centers, -
ral health clinies, commumity/migrant
health centers, and other primary health
rare agencies and settings. Fellowahips
for PAs in migrant centers are
jointly sponsored by -the - Health Re-
sources and Service Administration, Na-
tional Rural Health Assosiation; Ameri-
can Acwlemy of Physiclan Agsistants;
and Agsociation of Physittan Assistant

PAg and Health System Reform—Jones & Cawey 1267 -
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Tabla 1.—Physician Assisrant Speciaity Digtribution, by Percentage, 1974 Through 1993*

*Sourcea of gaia 3rc rofaranagy 1Q and B4,

1974 18/8 1881 1964 16887 1883
Spacialty N=030  Na3416  Wa4312  N=AS52  N=10692  Nat4746

Famly practica 438 52.0 49,1 2.5 .7 %5
"General Intemal madicine 200 120 88 9.2 95 95
General podiatrics 6.2 33 a4 4.1 4.0 2.3
Gonerm sorgey 121 5.5 48 5.1 X 6.4
Surgiea) spacialiios 68 8.2 27 12.5 138 20.6
Modical eposialtioc 2.0 0.9 27 4.8 71 6.0
Emongancy medicina 13 49 45 6.4 8.5 8.2
Occupationsi medicing -~ 1.8 2y X 1 1 9.1
Cthert 43 71 160 1.3 7.5 9.4

+Other includes padiatric specialties, phyeleal anc rehablitation medicine, paychiatry, public haaith, and radiology

{8l <1%); 3.3% wera nat Identified.

Programs to proriote PA practice in mi-
grant health settings.

Faculty

Fdicationsl progeams for PAg cxpe
rience difficilty in identifying, recruit-
ing, educating, and retaining sufficient
rumbers of qualified faculty members.
The combination of an enlarging appli-
cant puul, pressure to increase the num-
ber of PAs traine per program, and an
inrreasing number of eliniesl employment
opportunities has resulted in an “aca-
demnie hourglass” effect, further compli-
cated by an already {nsufficient supply of
experienced PA ¢ducators. Because of
the disparity betwen acadesnic and elini-
cal income potentiul, faculty positions de-
signed as joint teaching—practicing elini-
cian poaitions are commonplace means of
income supplementation. Sixty-nine per-
cent of PA faculty are concurrently en-
gaged in part-time clinical practice, av-
croging 10 hours yrer week, earniug au
average wage of $26.29 per hour.®

As with most professional achanls, no
formal pathway exists far PA-specifie
educator training. ( 'linieally experienced
PAE are typlcally self-referred or re-
eruited into PA edneation, usually with
little or no formal preparation in the
foundations of educational theory and
practice. ™ Of the PA program personnel
identified as faculty in 1993, 18.6% held
doctorate degrees, 36.29% held master's
degrees, and 49.2%: held bachelor’s de-
grees. The remaining 2% held associste
degrees (1%) or were not reported®

Applicants and Students

As with other hualth professions, in-
terest in PA education continues to in-
crease. In 1988, PA prugrusar uveraged
86.1 applicants for 23.9 seats. By 1992,
the number of applications inoreased to
an average of 203 per PA program (an
increasae of 136%), and the number of
enrolled students ncreased to 35 per
program.® Preliminary reports of the
1994 applieant poo! indicate that many
programs have nearly twice the number
of gpplicants compi:red with 1993.

1268 JAMA, April 27, 1aQ4—Vol 271, No. 16

The typical student entering PA train-
ing is a 26-year-old white woman with a
3.1 grade point average and more than
4 years of previous health care experi-
cnce, fince 1984, wowen huve consti-
tuted more than 60% of enrolled PA
students, and sines 1987, ethnic minori-
ties have represented about 20% of ma-
triculants. Most students enter PA edu-
cation with either a baccalaureate de-
gree or substantial course work in the
premedical sciences, An lucreasing num-
ber of matrieulants (72% in 1993) hold
master's or doctorsl degress.®

CLINICAL SERVICES AND SETTINGS

At present, approXimately 28 350 PAs
are employed in dinieal practice in 49
states and the Diotrict of Columbia.
Trends in practice patterns of recent FA
program graduates reveal inereased mum-
bers in inpatient and institutionally based
settings and, until recently, fewer enter
ing primary care practice. In 1943, 44%
of PAs were employed in primary care
settings, defined as family or general
practice, general interna! medicine, or
general pediatrics (Table 1). The largest
share, 34.56%, worked in family or gen-
ergl practice. The 28% of P As employed
by hospitals iucuded 1nore than 6% h
outpatient clinic practice (Table 2).

The distribution of PA przetice set-
tings is geographically disproportionate.
Fewer recent graduates of PA programa
in eastern states entered primary care
practice settings (54.4%) compared with
graduates in central (78.8%) und west~
ern states (70%). Seventeen percent of
PAs practice in communities with a
population of fewer than 10 000, and 84%
practice in communities with a popula-
Uon of fewer than 50000, More than
86% of all graduate PAs remain in full-
tima clinical practiec.1?

Changing Profiles

The demographic profile of PAs has
changed markedly since the profession’s
inceptivu, Although it remains arelative-~

ly young profession (the mean age of PAs
i’ 40 years), the proportion of women

€008:013

PAs 18 now more than 42%, increasing
firuun lews than 10% {n the 1970, Almost
10% of PAs are ethnic mincrities. and
mare than 82% are military veteranalt

Nearly 35% of all PAs are employed in
private physicians’ practices (either solo
or group) and 28.5% practice in hospitals,
with other PAsdigtributed in health care

‘settings such as wunuged care organi-

zation (7.3%), the military (4.6%), rural
dinies (4.7%), Department of Voterano
Affairs facilities (4.2%), and correctional
facilities (2.5%). The remainder practice
in nursing homes, inner-city clinics, and
other clinical setiings. Notable employ-
ment trends veveal fewer PAs in family
medicine and more PAxs in medical and
surgical subapaciaties (Tahle 1). The pro-
portior: of PAs employed in hospital set-
tings reflects a relatively stable distri-
bution over the past decade (Table 2).%

While PA practice settings continue
to diverpify, the largest percentage 1o
main employed in primary eare, A num-
ber of the same sociceconomie fantors
that discourage physicians from prae-
ticing primary care may influence PA
employment decigions as well.® Despite
the fact that most PAs are in primary
care practios, it io clcar that specialty
and institutional employers are compet-
ing for PA services, and the patterns of
diversification and specialization of PA
employment further cotnplicate an im-
balaawed educntional supply and occu-
pational demand mismatch.®

income

Asdemand for PA services has grown,
salaries in both primary care and spe-
cialty settings have increased accord-
ingly. In 1998, Lhe mean annual salary
for PAsin all practice seftings and spe-
cialties was 53500, excluding fringe
benefits and part-time income. Those
employed in surgical gpecialties earned
an average of $60800 per year™ In 2
1991 study of 6228 PAs, with the ex-
ception of those in practice less Lian 1
year, salaries among men were approxi-
mately $5000 greater than ~mong
wamen, even after controliing for clini-
cal specialty, number of years in prac-
tice, number of patient visits per week,
and number of hours worked per week.¥

PA Productivity and
Cost-effectiveness

The potential roles to be assumed by
PAs in haalth system reform will liknly
correlale with their productivity wnd
cost-effectiveness. Outcomes will differ
fram practice to practics, depending on
variables such as the specialty, setting,
and barriers to employment. The pro-
ductivity and cost-effectiveness of PAs
have been described and measured by
the time spent per visit, average nurm-

PAS ana Heaith Sysiem Reform—Jonas & Cawley
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Tabie £.—Trerds in Pliysiclan Assisiant Fractice Settings, by Percentaga, 1081 Through 1993+

) 15381 1884 1867 1093
Dractios Ectting nN=d312 Natgbdd Na3309 N=14 746

Privatp ofioet 36.8 S5 3.2 4.
Hosphal 8 K 1.8 £0.C 26.5
Ambulatry dinted 4.9 12.7 17.0 204
Health maintenenca organization NAS NA 8.9 7?4
Mtary 94 73 7.6 4.8
Othod| 0.4 32 6.7 4.8

*Sourcar 5 data are references 10 and 29, Data for 19€7 are from raterence 28 only.

1Either soio Of Group

practice.
$inciudes community-batent puhlin, preatoly aponezared, innor- clty, aubatance abuse, slucen walih, werostional

meding, and rural health clinics,
§NA Indicatas not avallabie.

[IOther Incluces Vetamns Amm (4.2%) and nyrsing homes. (0.4%).

ber of visits per unit of time, number of
office visits or pracadures, charges gon-
erated, overhead reduction, and in-
creased physieian activity % In 1998,
outpatient-based I'As saw an avorage
of 22.1 patients per day, compared with
an average of 16.7 patients per day fur
inpatient-based PAs.! Although rnany
variables are influenced hy the :ictual
practice setting, the evidence suggests
that physiciang can increase their f)ra
tices’ outpuc by employing PAs, anc
“are capable of carrying substantial pro-
portione of the worldoads of primary-
care physicians, "4
Quittty of Care

Indicators of the quality of care: pro-
vided by PAs bave been measured by
comparing processes and outcomes be-
Twren physitian- and FA-provided earc
with regard to functions performed by
both. Within their areas of competence,
PAs have been shown to provide care
indistinguishable in quality from care
provided by phiysivians,** Indirect in-
dicators of quahty. such #s physician
acceptanee and patient setisfaction, have
2130 been favorable. %+ However, exist-
ing quality-of-care studies of midlevel
providers have recently been critivized
for being dated and methodologically
flawcd.® The need for current dala de-
rived by rigorous health service: re-
search methods is clearly indieated

Responsibility and Accountability
State legislation governing PA scope
of practice exemnpts PAs from the unli-
censed practice of medidne with the
stipulation that they function under the
supervigion of a licensed physidan. Ie-
gally, the physician-PA relstionship is
one of respondeat supeior, wherein the
physiciun is lable for exerciging care in
the selection and supervision of the P4,
hsa the right of contral of the ceorictiait,
and ig “liable for the negliger* act: of
employees performed withir. L.e scope
of the employmient relationship."#s!® Al
though the supervising physician ret:ing
“4yicarious liability,” PA practice secount-
ability has progressed from a delegatory

JAMA, Aprl 27, 1994—\ol 271, No. 18

meode! achieved by amending mefical
practicc acta to a regulatory/authiurity
model, wherein state ieensing boards are
authorized to govern PA practice. These
amendments apd exemptions establish
PAs a3 the agents of their supervising
physicians, and PAs maintamn direct b-
ability for the services they render tw
pationts. Supervicing physicians, who de-
fine the standard to which PA services
are held, are vicariously lisble for ser
vices performed by their PAs under the
doctrine of r¢gpondeat superior.

COMPARING PAs AND
NURSE PRACTITIONERS

A recent study estimated there are
27226 NPs, distinguished from other
registered nurses.by state boards of
nursing data. Exact numbers are un-
known because of uverlapping NP tites,
specialty practice roles, and differing
gtate requirements for NP education and
accreditation. The majority of NP prac-
tice settings were reported in family
and adult medicine, pediatrics, and wom-
er’s health,

A 1908 etudy of §1 midlevel peovider
educational programs (22 NP, 20 PA, two
cornbined PA/NP, and saven certified
nurse-midwife programs) compared le-
gel, professional, and political differences
between PAs and NFs.!* Although vary-
ing degrees of differences and similari-
tiez wore reported between PA and NI
educational programs, the main distinc-
tion in their orientation to health care is
that NP programs are typicaly set within
schools of nuraing, with education pro-
vided in the nursing model, In contrast,
PA programs are typically affiliated with
mediceal schools, with education provided
primarily by physicians. However, these
differences are leas distinet in some re-
gards; physicians contribute to NP edu-
cation, and NP and PA educators often
“cross-teach” betwern ud umong pro-
gramos. In California, two programs
jointly train PAs and NPs within tho
same department, and approximeately one
third of California PAs are also nurses.

Although FA and NP clinical roles
within managed care organizations and

ambulatory settings are often reparded
ag interchangeable, reports comparing
PA and NP productivity have differed
in their findings. One study reported
that both groops saw siwilar numbers
of ambulatery aduit patients in a large
managed care setting, ¢ whereas another
reported that PAs had more direct pa-
tient encounters acd generated twice
the pross doliar income per day when
compared with NPs.® These differences
were not fully accounted for but were
partially attributed to the tendency for
NPs to spend more time providing eovm-
seling services, Debate continues on the
vractice productivity advantages and
lisadvantages between PAs and NPs,
but researchers appear to agree that
the potential for inareasced productivity
for both groups is greater in larger prac-
tices and mansged care scttings. Nev-
ertheless, both PAs and NPs directly
reflect physician levels of task delega-
tion iu (heir clinieal productivity.*

' The practice of FAs is regulated un-
der stateg’ Medical Prastice Act provi-
sions and is based on physician super-
vision and task delegation, whereas NPs
prectice under nursing licensire provi-
gions of Nurse Practice Acts. Research
cvidence clearly shows (lml the tasks
deseribed and roles performed by PAs
and NPs are more similar than different
in many amuu}ntory practice settings,
but two major issues serve to differen-
tiate the professions: (1) their genersl
orientation to health care and (2) the
derire for independent (NI's) vs depen-
dent (PAs) practice relationships with
physicizns. 4 Thie divergence may have
ymportant implicatious for both profes-
gions if health reform measures include
greater roles for PAs and NPs in pri-
vate practicey, managed care systems,
#nd institutional settings.

POTENTIAL ROLES OF PAs

Under federal aegis, increasing atten-
tion is now foeused on a gereralist-pro-
vider-uriented system of health care.
Howrever, the projected roles of PAs in
snch a system are still undetermined.
According to the US Fublic Health Ser-

vice, PAs “have become firmiy estab-

lished as a provider group well suited to
address probleres of maldistribution of
physicians aid eitmnzing cost-effective-
ness of care,” and increasing demand for
PA services wag. attributed. to the ro-
vitalization of the National Health Ser-
vice Corps, liberalization of suthorit, g
preseribe, and the. increased use of
i hospital-based settings as a means of
cost-control. ¥ What rémains to be seen
is the level of demand angd the. elinical
practice sectings i in wlnch PA Rar!nmn:
will be required. ..

The federal govermnent remfm-ces the
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primary care focus of PA program cur-
ricwls by awarding Title VII training
grants for programs demonstrating a
recund uof suceessfully meeting primary
care—oriented furnding preferences and
prinrities. Howevar, the possible redio
tribution of medical and surgical sub-
specizlty residetcy educational positions
recently recommi:nded to Congress by
the Physician Payment Review Com-
misaston (PFRC) aud the Counell on
Graduate Medical Eduration may result
in inereased nge of PAs snd othor
midleve! provider: in inpatient specialty
sattings. This may occur as 4 vesult of &
PPHU-projected lnsgof 11 000 residency
slots.® Amang the PPRC recommenda-
tiono was & call for increased funding for
speciglty-trained P As and other midlevel
providers to maintain levels of inpatient
care previously provided by residents.
Another report reinforced this proposal,
suggesting 2 need {o determine “the ex-
tent to which murse practitioners and
physieizn assistanta can substitute for
and enhance both generalists and spe-
cialists, ., /XU

The PA profession realizes incressing
opportunities in medical and surgical
specialty practice, and the 77% of PA
programs that are federally furded are
obligated to maintuin gencralist-based
curricula. Althougli many newly gradu-
ated entry-level PAs sre initially em-
ployed in specialty settings, the more
planaible solution to the potential de-
mand for more specialty-trained PAs
may be to increase the number of pos:-
graduate and master'’s level speaialty
programs. The projected number of PAs
who will graduate in 1994 is 2100, If
litle VII educationul grants inerease as
projected, approximately 3300 PAs
would graduate iu 1996, fullowed by 3800
graduates in 1997. The aonual PA gradu-
ation rate womd bieresse ta approxi-
mately 4000 by the year 2000, resulting
in a total of approxonately 41 000 PAs in
practice. This number includes the as-
surnption of a 1% 1o 3% attrition rate
and the remaining years of expected
practice, given the mean PA age of 40
years.* However, thedistribution of PA
practice settings will likely be influenced
by a combination of market forces and
reform Inftiatives.

Hospital-Based PAs

As the proportion of PAs working in
primary care practices declined during
the 1980s, the proportion of hospital-
based PAs remained relatively stable.
Ilowever, the disiribuation of P As within
hospital settings has changed, from
fewer PAs in hnspit 1)-based cutpatient
clinjes to more PAs in inpatient service
roles. While PAs employed in the sur-
pical suvspecialties iuereased from 7.7%
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in 1981 ta 21.7% in 1993, PAs employed
in hospital settingsranged between 28%
and 31.3% (Table 2). By 1992, 48.6% of
practicing PAs indicated at least some
inpatient care responeibility # In muny
teaching hospitals, a cuinbinguion of resi-
dency program retrenching, curtailed
availability of international medical
graduates, and cost-control megsures has
contributed to expanded inpatient roles
for PAs. A3 aresult, PA yse in inpatient
care roles in a wide variety of hespital
cettings has become couunvupluce.

A recent study of 1690 hospital-based
PAs revealed that 45% held the job title
of or were identified a3 “house officers.”
More than 90% had formal medical staff
privileges and were credentialed under
hospital bylaws. Their practice distribu~
tion included 109.4% in swrgical subspe-
cialties, 186% in medical specialties,
14.8% in emergency medicine, and 9.5%
in general surgery. Although the study
was inconclusive in determining the lev-
clyuf rezident physidan/house ofhicer sub-
stitution performed by hospital-based
PAs, the authors recogmized the need for
additiona]l PA education in Lability pro-
tection and riak management and addi-
tional researchin levels of responsibility,
outcomes, and privileging issues.

PAs and Managed Care

The increasing management by for
profit corporations and the economies of
seale realized by cepitated managed care
organizations require careful cost-benefit
eonsiderations in provider ratio and dis-
tribution decisions. However, muny varl-
ables contribute to differing levels of PA
role and distrihutinn settings within man-
aged care organizations. Although man-

care PAs assume a range of duties
in g vanety of clinical settings, it appears
that physician attitudes toward PAs play
a mojor role in ataffing decisiviis; Lhus,
midlevel provider distribution among
similar settings within the same nrgani-
zation can differ significantly.®

Inambulatory managed eare settings,
PAs have been shown to be capabie of
handling approximately 80% of the
health care services required to manage
patient problems at physician-equiva-
lent levels of patient satisfaction and
quelity of care.® This finding is conais-
tent with observations made in rural
privale practices, urban ambulatory cars
clinica, and geriatyic settings.®Inalarge
group-madel health maintenanaec orgu
nization, physicians and PAz were found
to see a similar number and type of adult
ambuiatory patients on an hourly, daily,
and annual basis, and PAs were em-

 pioyed at approximately 560% uf physi-

cian ¢osts.® However, additional and
more recent data are nepded to deter-
mine frequency and appropriatenes: of

011013

PA consultation and referpal activities,
preseribing habits, rate and frequency
of patient retum visits, comparable de-
grees and mix of patient difSeuity, and
the amount of “nonkbillable” physitian
time spent wn conskitation and supervi-
sion of PAs within such settings. In the
cbeenee of theas data, the evidency jn-
dicates that, in organized ambulatory
care practices where team approaches
and structured division of staffing are
present, PA clinical productivity com-
pares favorahly with that of physicians.¥

BARRIERS TO PA PRACTICE

In 1993, PAs were recognized as health
care providers by the medical licensing
boards of 49 states and the District of
Columbia; Mississippi is the only state
Lhut does not recognize FAs. State leg-
islative and regulatory sgencies main-
tain control ovar the patterns of utiliza-
tion of PAs through their authority to
license and regulate the profession. Bar-
riers to enhancing the uee of nonphysi-
cian health care providers were recently
reported as professional territorialism,
licensure restrictions, educational jsola-
tion, nhysieian resistance, and institu
tional inertia.® These barriers vary geo-
praphically, as weil as between and among
diftering nouphysician provider profes-
sions. As a means of reducing these bar-
ricra and encouraging cliange iu hexlth
care delivery, the Cffice ¢fthe Inspector
General called for aninereased emphasis
an supervisory and management sidllsin
currienla for health care edueational in-
stitutions and the development of coop-
erative practice models umong different
health carc profcssions. A combinatiun
of population demographics and regula-
tory and reimbursement pclicieg appea=s
to bave the greatest influence on PA prac-
tice favorability, particularly in siates
with disproportionate rural or madicully
underserved communities. However, cur-
rent data that more clearly define we-
gional and national barriers to PA prac-
tice are needed if health system reform
plans include an increased usz of PAs.

PA Supervision

The physician-PA employment rela-
tionehip has been and is intended to re
main a dependent one. The fandamental
elements of PA practice (use of a referral
system, frequent consultation, and peri-
odic review) are said to be synonymous
with a well=designed Liculih system. The
FPA’s ability to consult with and refer to
the superviging physician is the key fac-
tor to & suceessful workplace relation-
ghip, and studies suggest that the task
delegation and supervision behaviors of
the physician have the greatest influence
on PA dinical productivity.” Geographic
practice isclation in nural and frontier

PAs and Health Systern Reform—Jones & Cawley
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Laws

B Prascribing

Laws

Physiclan assistant prescribing authority, 1693,

settings may by neceszity result in vary-
ing degrees of off-site physician super-
vision of the PA, and this physical sepa-
ration requires a certain amount of au-
tonomous judgment, particularly when
the PA is the only available on-site pro-
vider. Regulatory reluctance to support
such relationships in satellite and remote
settings restricts the ability of PAs to
provide needed services that might. oth-
erwise be unavailable.

Prescriptive Autharity

A total of 35 states, the District of
Columbia, and Guam authorize PAs to
presaribe medications, but 2 nucleus of
states do not. The cluster of 12 mates
(Figure) represent approximately 37%

of the total US rural health professional

shortage areas.™ Although prescriptive
authority varies from state to state and
ranges from using protecol-based for-
mularies for noncontrolled substances
to prescribing controlled substances, PA
prescribing must be done with the agree-

at and supervizgion of the Khysician_
Patterns observed in rural PA practice
in Texas reveal an example of the po-
tential effect of prescriptive authority
to incresse the capabilities of PAs to
improve aceess to care. Prior to PA pre-
ecriptive legislation passed in 1991,
Texas had 26 rural health clinies. By
November 1992, the number had nearly
quadrupled, increasing to 9. During the
same period, the percentage of Texas
PAs practicing in rural areas mpled,
from 5% to 15%.2%

Relmbummentlssm

Variation in state laws regarding com-

pepsation for PA-provided services has
also influenced PA deployment. For «x-
ample, successfel implementation of the
¢ Rural Health Clinic Services Act (Pub-
¢ lic Law 95-210), which provides for cri-

.+ JAMA, April 27, 1884--Vol 271, No, 16

teriz-specific Medicare and Medicaid re-
imburgement for PA services, is hin-
dered in some states by variations in the
scope of their practice laws governing
PAs. The practice of PAs is also com-
plicated by state-by-state Medicaid re-
imbursement policies that remain incon-
sistent. The services of PAs are gov-
erned by the “incident to” provision,
which allows for reimbursement at the
physician fee level for office or clinic
services provided by the physician's staff
that are considered integral, although
incidental, to the physician’s services,
The physician must be present when
the PA-performed services are deliv-
ered, and the PA’s services are billed
and pmd for as if the phymman had per-
formed them. Differing states’ interpre-

tations of the incident to physician ser-
vice clause of Medicare and its carriers
confuse PA employers regarding reim-
bursement far services provided by PAs,

" especially where on-site supervigion is

not always required, and where PAs are
hired by practices for the specific pur-
pose of extending medical services to
rural and underserved communities.
Although Medicare reimburses 100%
of the physician fee schedule for PA ser-
vices provided incident to a physician's
service, reimbursement rates for other

_ services provided by the PA are lower.

Furthermore, these rates often vary, de-
pending on the site of the services. For
example, reimbursement for PA services
performed in 3 mrsing facility may not
exceed 85% of the physician rate; in a
hospital setting it may not exceed T6% of

- the physician rate; PA-assisted surgery

reimbursement may not exceed 66% of
the phytician rate, Medicare services ren-
dered by PAs:are always reimbursed to
the PA’s employer; thus, these vmables
must be considered when'd

the most cost-effective use of PAs.

PAs and |
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PAs AND HEALTH
SYSTEM REFORM

The roles to be assumed by PAs in the
forthcoming health system reform ini-
tiatives are yet to be determined. Be-
cause PA education so closely reserables
a condensed version of medieal schoal,
many of the same factors that comphi-
cate physician education and distribu-
tion are similarly experienced hy the
PA profession.

The argument that inereasing exist-
ing PA program enroliment is less ex-
pensive than developing completely new
programs must be tempered with the
realities of increasing institutional com-
petition for fixed educational resourcesa.
For example, AHCs with both a2 medical
school and a PA program may not be
able to absorb the added expense, space,
and time requirements of more lacture
commitments by basic science faculty,
resident physicians, and staff attend-
ings; more classroom space; and more
competition for already limited teach-
ing time on ward rounds, in the clinics,
and in operating rooms. Additionally,
the simultaneous demand to produce
more generalist physiciang may increase
competition among medical schools, resi-
dency programs, and PA programs for
sites for quality primary care chnieal
education. President Clinton’s Health
Security Act includes favorable provi-
sions affecting P As, but many questions
relating to the prospective roles for FAs
remain unanswered. The Health Secu-
rity Act does not specify how the annual
$400 million allocated for primary care
education among medical schools, nurs-
ing sehools, and PA programs s intended
to be distributed.

Although a number of proposals sug-
gest differing roles for midlevel provid-
ers within tbe context of health syatem
reform, 245465 the fact remains that PAs
areinextricably dependent on physicians
for their employment and supervision.
The position stzted by the American
Boards of Family Practice and Internal
Medicine oppoaing independent practice
by nonphysician professionals also re-
flects the position of the PA profession.®
The American Acadensy of Physician As-
sistants reaffirmed that the PA profes-
sion does not seek independent prac-
tice, direct reimbursement from third-
party payers, or federal preemption of
state practice acts.” Nevertheless, if
health system reform initiatives include -
a greater role for PAg in the provision
of health care; greater efforts must be
made to. improve the. linkages and re-
lationships between and among PA pro-
grama, medical schools, and-generalist
physician residency training programs,
Introduang mare medleal sm«:lents a.nd
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residents to the roles, functions, and ca-

_pabilities of the physician-PA team in

educational setlings might reduce the

~existiug degree of reluctance to “work

together in well-integrated teams to en-
‘hanee thaquality and availability of cost-
affective patient. care,” as called for by
the American Boards of Familv Prae-
tice and Interna) Medicine 5t
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the importance of working clesely with

physicians, the trend of incressing spe-

cialt of PAs i8 a topic-of ongn-
g Jebate bot

tween generalist and spe- -
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I also though it might be helpful to address a couple of issues of professional sensitivity:

* First, the correct legal title of the profession is physician assistant - not physician's
assistant or physicians' assistant. A physician's assistant could be any individual who
provides assistance to a doctor, including front office staff.

* Second, there are numerous differences between the PA and nurse practitioner education
programs, certification procedures, and their scopes of practice. A major difference is in
the importance PAs place on the team approach to health care by practicing with
physician supervision. Talking about the two professions collectively — as "mid-level
providers” or "physician extenders” — insinuates no philosophical or professional
differences between the two. Many PAs don't work like nurses and many NPs don't work
like PAs.

* Third, PAs have been compared to family nurse practitioners (FNPs) because the two
professions are educated to handle patients from birth to death. It is incorrect to compare
PAs to clinical nurse specialists, geriatric or pediatric nurse practitioners, nurse
midwives, or in general to "advanced practice nurses" because these nurse specialists
have received an education limited to specific age groups or diseases.

The program on May 25th is scheduled to go as follows:

10 a.m. Central Time — Ann Elderkin, National President, AAPA, will call the General
Session to order and discuss what AAPA has been doing in Washington, DC, and
throughout the country concerning health care reform. She also will mention the visits
she has made to the White House (for two Rose Garden ceremonies) and the meetings PAs
and AAPA staff have had with the Health Care Task Force members and White House
staff. Judith Feder was a guest speaker at a national AAPA leadership conference in
Alexandria, VA, last fall.

10:10 a.m. - Elderkin will explain the satellite feed, how the Q&A session will work and
introduce Mrs. Clinton

10:15 a.m. —~ (God and modern technology willing) Mrs. Clinton will address the 3,000 or so
PAs attending the conference ?

10:30 a.m. or so ~ Mrs. Clinton will conclude her remarks and ask Ann Elderkin if there are
any questions from the audience

10:35 to 10:45 a.m. — Elderkin and other PAs will read questions that have been submitted by
the physician assistants attending the conference

{more)
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10:45 a.m. — Elderkin will thank Mrs. Clinton for taking the time to address the PAs and the
satellite will go dark. We are considering reserving 45 minutes on the satellite (in case
there are problems at the beginning or end of the transmission), so the Q&A may run a few
minutes after 10:45, if that's OK.

10:50 a.m. — Elderkin will introduce Emesto Gomez, CEO of El Centro del Barrio, a series of
health care clinics for low-income and homeless people. AAPA is presenting to Gomez a
check for $5,000 to help underwrite Centro’s immunization program which has served
tens of thousands of low-income San Antonio children since 1980.

11 a.m. — Reports from various PA leaders

11:30 a.m. - General Session adjourns
If you should have any questions concerning the arrangements for Mrs. Clinton's presentation or
about the AAPA Conference in general, please call me or Nancy Hughes, AAPA Public Affairs

Administrator, at the Marriott Rivercenter -- 210-223-1000 — or at the AAPA Convention staff
office — 210-270-2973/2972.



Physician Assistants: PArtners in Medicine

* Physician Assistants (PAs) practice medicine with the
supervision of licensed physicians.

¢ Ofthe 27,000 PAs who have been trained, approximately
23,500 are currently in clinical practice (87%).

* PAsare educated in a medical program and are qualified to
treat approximately 80% of the patients seen by primary
care physicians.

¢ PAs can write prescriptions in 37 states and the District of
Columbia.

e Seventeen percent (17%) of all PAs practice in rural
communities with fewer than 10,000 people; 34% in towns
with fewer than 50,000 people.

¢  Seventy percent (70%) of all PAs practice in outpatient
settings (clinics, HMOs, medical offices).

¢  PA distribution more closely matches the population than Occupational - 4%

other primary care providers.

¢ There are 58 specially designed PA training programs
located at medical colleges and universities, teaching
hospitals and through the Armed Forces. The programs
are accredited by the American Medical Association’s
Committee on Allied Health Education and Accreditation.

e Atypical PA student has a bachelor's degree and over 4
years of health care experience prior to admission.

33%
Over 55% of all Physician
30%: Assistants Practice in
these Major Specialties
20%1 S M Physicians

B Physician Assistants

10%1

4 A= A
Family/General Internal Emergency Ob/Gyn Pediatrics

8 . Physician C} L. i Distributionin the LS. 1993, American
Medical Association, and 1993 Census, American Academy of Physician As-
mistants (AAPA). AAPA includes emergency medicine when discusging primary
care because of the large numberof peoplerely gon!  ital emergencyrooms
for services.

Over 50% of all Physician Assistants

Provide Primary Care Services

PA education is typically 24 months in length represent-
ing approximately two-thirds that of medical students
(102 compared to 153 weeks).

Nearly all states require PAs to pass a national certifying
examination administered by the National Commission
on Certification of Physician Assistants (NCCPA).

To maintain certification, all PAs must complete 100
hours of continuing medical education every two years,
and take a recertification exam every six years, the only
maijor health profession with such a requirement.

According to the Congressional Office of Technology
Assessment, “within the limits of their expertise, PAs
provide care that is equivalent in quality to the care
provided by physicians.”

Studies conducted by the RAND Corporation have found
that PAs save as much as 20% of the costs of medical
care, can perform 80% of the routine functions of a
physician’s practice, and are widely accepted by patients.

Case law reveals that PAs have been involved in very
few malpractice suits.

Current national statistics indicate approximately six (6)
jobs for every new PA graduate. The Department of
Labor projects the number of PA jobs will grow by 44%
from 1990 through 2005,

American Academy of Physicilan Assistants
950 N. Washington St., Alexandria, VA 22314
(703) 836-2272



PHYSICIAN ASSISTANTS

Official Definition of
Physician Assistant

approved by the

American Academy of Physician Assistants (AAPA)
House of Delegates

May 1991

“Physician assistants (PAs) practice medicine with supervision by licensed physicians. As
members of the health care team, PAs provide a broad range of medical services that would
otherwise be provided by physicians.

Itis the obligation of each team of Physician/PA to ensure that the physician assistant’s scope
of practice is identified; that delegation of medical tasks is appropriate to the physician
assistant’s level of competence; that the relationship of, and access to, the supervising
physician is defined; and that a process of performance evaluation is established. Adequate
and responsible supervision of the PA contributes to both high quality patient care and
continued professional growth.

The AAPA is committed to the concept of physician assistant practice of medicine with
supervision by licensed physicians.”

HOD 1303-01-01
7-26-93

PARTNERS IN MEDICINE
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PHYSICIAN ASSISTANTS

BACKGROUND

Physician assistants (PAs) practice medicine with supervision of licensed physicians,
providing patient care services that would otherwise be performed by physicians.

Overview
The relationship between a physician and a physician
assistant (PA)is one of mutual trust and reliance. The PA’s
responsibilities depend on the type of practice, his or her
experience, the working relationship with the physician
and other health care providers, and state laws.
Educated in a medical program, PAs are qualified to
perform approximately 80 percent of the duties most com-
monly done by primary care physicians. PAs perform
physical examinations, diagnose and treat illnesses, order
and interpret lab tests, suture wounds, set fractures, and
preform minor surgery. In a majority of states, PAs write
prescriptions.

PAs Practice Medicine

Physician assistants follow a medical model of patient care
and practice medicine with supervision by licensed physi-
cians. PAs perform a wide range of medical duties, from
basic primary care to high-technology specialty proce-
dures. Specific duties are defined by state regulation and
practice setting, but include both diagnosticand therapeutic
procedures. PA education also prepares physician assistants
to deal with many medical emergencies. PAs often act as
first or second assistants in major surgery, and provide pre-
and post-operative care.

In some rural areas, where physicians are in short
supply, PAs serve as the only providers of health care,
conferring with their supervising physicians and other
medical professionals as needed and as required by law.

Education .

PAs are educated in one of 58 specially designed PA
programs located at medical colleges and universities,
teaching hospitals, and through the Armed Forces. Due to
the close working relationship PAs have with physicians,
PA education was designed to complement that of physi-
cians.

PA programs generally require applicants to have at
least two years of college education and previous experi-
ence in health care. The typical PA student in 1992 had a
bachelor's degree and over 4 years of health care experi-
ence prior to admission to the PA program. PA education
is usually 24 months in length and is approximately two-
thirds that of medical students (102 weeks compared to
152). PAs take some of the same classes with medical
students.

The first phase of PA education is in the classroom,
providing students with an in-depth understanding of
medical sciences. Additional subjects include differential
diagnosis, medical ethics, and pharmacology. The second
year is spent in clinical rotations. Each year, PA programs

graduate approximately 1,700 men and women. The ma-
jority of all PA programs offer a baccalaureate degree upon
completion; twelve have master's degree programs or
master's options.

Practice Credentials
Nearly all states require PAs to pass a national certifying
examination before they can begin practicing. The exam,
open only to graduates of accredited PA programs, is given
each year by the National Commission on Certification of
Physician Assistants (NCCPA), an independent organiza-
tion established to assure the competency of PAs.
Tomaintain certification, PAsmust complete 100hours
of continuing medical education every two years and take
a recertification exam every six years. Only those with
current certification can use the credentials Physician
Assistant-Certified or “PA-C.”

Practice Settings

Today there are over 27,000 PAs in the United States; over
‘40% of all practicing PAs are women. PAs practice in
almost all health care settings and every medical and
surgical specialty. They also serve on the White House
medical staff.

Seventeen percent of all PAs practice in rural commu-
nities with fewer than 10,000 people; a third practice in
towns with fewer than 50,000 people. The majority of all
PAs (57%) practice primary care, with 33% in family
medicine. Seventeen percent practice in surgical special-
ties. Approximately 70% of all PAs practice in outpatient
settings (clinics, HMOs, medical offices), and 30% practice
in inpatient settings (hospitals).

Growth of the PA Profession
Demand for PA services is rapidly increasing. Current
national statistics show there are approximately six jobs
for every new PA graduate. The Department of Labor
projects the number of physician assistant jobs will grow
by 44% percent from 1990 through the year 2005.
Factors that have contributed to this growth include
Medicare/Medicaid reimbursement for PA services and
increased recognition of the quality of care that PAs pro-
vide.

“Conceived during the new health practitioner move-

ment of the 1960s, physician assistants have demon-

strated their clinical effectiveness both in terms of
quality of care and patient acceptance.”

— Eighth Report to the President and Congress on the

Status of Health Personnel in the United States




PRACTICE SETTINGS

Physician assistants (PAs) practice medicine with the
supervision of licensed physicians, providing patients with
services ranging from primary medicine to very specialized
surgical care.

Currently there are over 27,000 physician assistants in
the United States, nearly double the number just ten years
ago. In some rural areas, where physicians are in short
supply, PAs serve as the only providers of health care,
conferring with their supervising physicians as needed or
required by law.

While most physician assistants are in primary care
settings such as a family practice, PAs also are filling roles
that werenot anticipated when the professionbegan. Some
of these practice settings include nursing homes, HMOs,
and occupational medicine. Many hospitals, faced with a
shortage of physician residents, have discovered the value
of physician assistants. PAs even serve on the White House
medical staff. Physician assistants practice in nearly all
medical and surgical specialties.

The PA profession has demonstrated its ability to
adapt to a constantly changing health care environment.
Having become an integral part of health care delivery, it
is likely that PAs will continue to find, and fill, new and
expanding roles in health care.

Approx. 70% work in outpatient
settings (clinics, HMOs, medical
offices) and 30% in hospitals

& Nursing Home/Other Settings 2%

B Correctional Facility 2%

S Military/VA 9%
B Public/Private Clinic 10%

B Salo-MD Practice 11%

Geriatrics - 1%

Occupational - 4% = Emergency FPediatrics-2%

Medicine - 8%

Most Physician Assistants
Practice Primary Care Medicine

In 1993, 17 percent of all physician assistants worked in
rural communities with fewer than 10,000 residents. Twenty
percent practiced in cities with more than a million people.
Fifty-seven percent of all PAs practice primary care, which
AAPA defines as including family medicine, internal
medicine, pediatrics, geriatrics, obstetrics and gynecology,
and emergency medicine.

The PA profession is one of the fastest growing fields in
health care. The Department of Labor predicts a 44%
increase in the number of PA positions from 1990 through
the year 2005. Nationally, the demand for PAs exceeds the
supply of new graduates by 6 to 1. Since its inception over
25 years ago, the physician assistant profession has grown
in size, stature, and importance. Today PAs are fully
integrated into the health care system and are highly
valued medical professionals.

“Within the limits of their expertise, PAs provide care

that is equivalent in quality to the care provided by

physicians.”

~ Office of Technology Assessment
Congress of the United States

Group Practice 26%

3§ Public/Private Hospital 28%

PARTNERS IN MEDICINE



PHYSICIAN ASSISTANTS

EDUCATION

PA education was modeled after physician's training -- including continuing medical
education to keep abreast of medical advances.

Overview
Physician assistants are trained in an intensive medical
education program that usually lasts 24 months in length.
The program is offered at medical schools, colleges and
universities, teaching hospitals, and through the Armed
Forces. Because of the close working relationship between
physician assistants and physicians, PA education was
modeled after physician's training and is similar in strue-
ture, albeit shorter than medical school. Physician assis-
tants often attend the same classes with medical students.
The first year is composed of classroom instruction,
with a heavy emphasis on medical sciences and related
disciplines. Second-year PA students perform clinical
rotations, seeing and treating patients. Some programs
offer specialty training.

The Students

The typical PA studentin 1992 had abachelor's degree and
over 4 years of health care experience prior to admission to
a PA program. Fifteen percent of all physician assistants
were nurses, 14% were emergency medical technicians,
13% were medics, and 9% were emergency room technicians
before they became PAs. There is fierce competition to get
into a PA program. In 1992, PA programs turned away five
qualified applicants for every student accepted.

The Programs

There are 58 physician assistant programs in the United
States, graduating approximately 1,700 PAs a year. Pro-
grams are accredited by the American Medical Association’s
Committee on Allied Health Education and Accreditation
(CAHEA). Only graduates of accredited PA programs are
eligible to take the national certifying examination.

National Certification

Most states require PAs to pass the national certification
examination, offered by the National Commission on Cer-
tification of Physician Assistants (NCCPA). Only those
successfully completing the examination may use the cre-
dentials “Physician Assistant-Certified” or “PA-C.”

A PA’s education does not end at graduation. In order
to remain certified, physician assistants are required to
complete 100 hours of continuing medical education (CME)
every two years and take a recertification examination
every six years. It is the only major health profession with
such a requirement.

Degrees Awarded
All PA programs offer a certificate upon graduation; most
offer a bachelor's degree. Twelve of the programs also have

Classroom/Lab Instructions

Anatomy Internal Medicine

Physiology General Surgery

Pharmacology Pediatrics

Clinical laboratory sciences Psychiatry

Physical Diagnosis Family Medicine

Microbiology Behavioral Sciences

Pathophysiology Emergency Medicine

Obstetrica/Gynecology Biochemistry
Clinical Rotations

Emphasis is on Primary Care
Ambulatory Clinics
Physicians’ Offices

Acute and Long-Term Care Facilities

| I

National Certification Exam
(Required in most states)
. -
Continuing Medical Education
(100 hours/2 year cycle)

8 |

Recertification Examination
(Every 6 Years)

a master's degree program or master's options. More than
70% of all physician assistants have a bachelor’s degree,
and an additional 12% have a master’s degree or higher.

“Since the inception of the discipline in the 1960s,
physician assistants have become firmly established
as a provider group well suited to address problems
of maldistribution of physicians and enhancing cost-

effectiveness in health care.”
- Eighth Report to the President and Congress on the
Status of Health Personnel in the United States




PAs iINTHE US

In 1967

The physician assistant concept originated during the mid-
1960s. Physicians and educators recognized there was a
shortage and uneven distribution of primary care physi-
cians. To combat these problems, the physician assistant
program was developed. The first physician assistants
graduated from Duke University in 1967. They were
former Navy corpsmen who wanted to use their medical
skills in civilian life.

Today

A majority of all PAs provide primary care, and 33%
practice in towns with fewer than 50,000 residents. PA
distribution more closely matches the population than
other primary care providers according to the Seventh
Report on the Status of Health Personnel in the United
States, published by the U.S. Department of Health and
Human Servicesin 1990. The report noted that, were it not
for PAs, many areas would havelittle or no access to quality
health care.

The PA Practice
Physician assistants work in all 50 states, the District of
Columbia, Guam, and around the world in the military. In
1992, there were approximately 152 million patient visits
to physician assistants.

The median salary range for clinically practicing
physician assistants nationwide is $50,000 to $55,000,
which is approximately half the average salary of a family
physician.

All PAs must, by law or regulation, have a supervising
physician. It is not necessary, however, for the physician
and PA always to be located in the same building or even
the same town. Most state laws allow the supervis-
ing physician to be away from the practice when the
PA is seeing patients.

"(Congress has) singled out programs in family
medicine, general internal medicine, and gen-
eral pediatrics, and training of physician as-
sistants. . . for priority in the allocation of
federal assistance because these professions
will play a pivotal role in reaching the na-
tional goal of making access to primary health
care more widely available and of reducing

unnecessary health care costs.”
~United States Congress, 1992
Public Law 102-408

Quality Care -

A study by the Congressional Office of Technology Assessment
concluded that “within the limits of their expertise, PAs pro-
vide care that is equivalent in quality to the care provi by
physicians.” Studies conducted by the Rand Corporation and
others found that PAs save as much as 20% of the costs of
medical care, can perform 80 percent of the routine functions of
a primary care physician’s practice, and are widely accepted by
patients.

Case law reveals that physician assistants have a
involved in very few malpractice cases. The majority of PAs are
insured by a rider on their employer's malpractice policy; many
have their own coverage.

Prescribing

A PA’s practice is determined by education and experience, the
supervising physician’s practice, and state law. One aspect of
state law is prescriptive authority.

During the last decade, the number of states granting
prescriptive authority has more than doubled. Thirty-seven
states, the District of Columbia, and Guam allow PAs to write
prescriptions for medications.

Prescriptive practice for physician assistants is a logical
outgrowth of both their role and education. PA education in
pharmacotherapeutics (the study of the use of medication in
the treatment of disease) is proportionally equivalent to that of
physicians. The National Board of Medical Examiners deter-
mined that the PA national certification examination is a valid
assessment of thisknowledge. Surveys show a strong similarity
between PA and physician prescribing patterns.

A state-by-state summary of the laws and regulations
governing PAs is available from the American Academy of
Physician Assistants.

PARTNERS IN MEDICINE



PHYSICIAN ASSISTANTS

ORGANIZATIONS

The American Academy of Physician Assistants (AAPA) is
the national professional society for PAs. Founded in 1968,
the Academy has chapters in all 50 states, the District of
Columbia, and Guam. There are also chapters that rep-
resent physician assistants working for the Public Health
Service, the Department of Veterans Affairs, and all
branches of the military.

The mission of AAPA is to “promote quality, cost
effective, and accessible health care and to promote the
professional and personal development of PAs.” Major
activities to accomplish this goal include government rela-
tions, public education, research and data collection, and
professional development.

Eighty percent of all practicing physician assistants
are members of AAPA. Members are graduates of accred-
ited physician assistant programs and/or those who are
nationally certified. Students at accredited programs are
also eligible for membership.

The AAPA's Physician Assistants Foundation (PAF)
provides funds for scholarships and research on the PA
profession. In 1992, it awarded 37 scholarships totalling
$87,000 to PA students and $15,000 in research grants to
AAPA members.

For more information, contact:
American Academy of Physician Assistants
950 North Washington Street
Alexandria, VA 22314
(703) 836-2272

National C - Certificati
f Physician Assistant

The National Commission on Certification of Physician

- Asgistants (NCCPA) is an independent organization es-
tablished to assure the competency of physician assistants.
The NCCPA was formed in 1975 by AAPA and other health
professional associations in order to administer a national
certifying examination to graduates of accredited PA pro-
grams. The examination and the recertification exam
physician assistants are required to take every six years
are designed to test the medical knowledge and clinical
skills of PAs.

For more information, contact:
NCCPA
2845 Henderson Mill Road NE
Atlanta, GA 30341
(404) 493-9100.

The Association of Physician Assistant Programs (APAP)
sharesits national headquarters with AAPA. Whereasthe
Academy is made up of graduates and students, APAP
members are the physician assistant educational programs
and faculty. Founded in 1972 to help maintain the high
quality of PA education, APAP’s objectives are to encour-
age communication among the programs and to serve as a
national information center on PA education.

APAP publishes the "National Directory of PA Pro-
grams,” giving complete information on the names, loca-
tions, requirements, tuition, length, and degree(s) awarded
for each of the accredited PA programs. The directory is
available to the public for a small fee.

For more information, contact:
Association of Physician Assistant Programs
950 North Washington Street
Alexandria, VA 22314
(703) 548-5538

30,000 1
Growth in Number
of Physician Assistant
Graduates
20,000 1
10,000 1

1995
(projected)
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NATIONAL HEALTH CARE REFORM

President Clinton'’s health reform legislation, the "Health Security Act” (HR 3600, S 1757), seeks to provide
quality health care to all Americans, including millions of individuals who are currently uninsured or
underinsured. To accomplish this goal, the bill recognizes physician assistants (PAs) as qualified health
care professionals who provide essential, cost-effective health care.

A Health care teams

By defining "health professional services” to include physicians and others legally authorized to provide
services, the legislation recognizes that physician assistants provide quality health care that should be

available to all Americans under health care reform. PAs are included in the definition of "lawful health
care provider" whose services must be covered under any fee-for-service plan offered by a regional alliance.

PAs are specifically listed in the definition of health professionals who may be considered "essential
community providers" eligible for certification. Health plans would be required to contract with
institutions, agencies and providers certified as essential community providers in order to assure that
underserved populations have access to care.

A Increased funding for PA education

Authorized spending has been set at $400 million to cover "primary care physician and physician assistant
training,” plus programs for the training of underrepresented minorities and nurses. The American Academy
of Physician Assistants (AAPA) seeks specific earmarking of funds for PA educational programs.

The legislation changes the financing of graduate medical education. Rather than coming entirely from the
Medicare trust fund, physician residency training would also be supported by money set aside from private
health insurance premiums collected by corporate and regional alliances. In a precedent-setting move, the
bill allots $200 million of these funds for graduate nurse education. The AAPA believes that PA education
programs should also be eligible for GME funds, which is a steady source of financial support immune from
discretionary spending caps and the annual appropriations process.

A Enhancement of PA practice environment

The legislation recognizes that physician assistants are essential to the delivery of primary care and
preventive services, particularly if all Americans are to have access to quality health care. It includes
language encouraging and supporting full utilization of the "professional education and clinical skills of
advanced practice nurses and physician assistants.”

Within the Department of Health and Human Services, programs are authorized to encourage the adoption
of model professional practice statutes for PAs and to support the removal of inappropriate barriers to
practice. The AAPA seeks the addition of language directing the Secretary of HHS to consult with the
appropriate professional society on the issue of a model law.

The Health Security Act does not provide for a federal preemption of restrictive state practice acts. Rather,
it declares that "No state may, through licensure or otherwise, restrict the practice of any class of health
professionals beyond what is justified by the skills and training of such professionals." The AAPA supports
the removal of unnecessary practice restrictions, but does not believe the federal government should override
state laws.

A Increased access for Medicare beneficiaries

The legislation amends existing law and extends Medicare coverage for outpatient physician services
provided by PAs from rural Health Professional Shortage Areas to all geographic areas. Reimbursement
would be paid to the PA's employer at 85 percent of the physician's fee. This provision is essential and must
be included in any health care reform legislation enacted by Congress.




A Support for providers in underserved areas

The bill increases funding for the National Health Service Corps ($50 million in FY95, $100 million in FY96,
and $200 million for each of fiscal years 1997 to 2000). The AAPA recommends replacing the bill's proposed
requirement that 20 percent of all NHSC participants be nurses with language doubling the current 10 per-
cent set-aside of scholarship and loan repayment awards for PAs, nurse practitioners and nurse midwives.

The Health Security Act contains a $500 per month personal tax credit for primary care physician assistants
practicing full-time in Health Professional Shortage Areas. The AAPA recommends modification of the
recapture provisions for PAs unable to complete the 60-month mandatory service period and extension of this
credit to PAs working in underserved areas prior to 1995. The AAPA recommends the extension of the tax
credit beyond five years.

The AAPA also recommends that Medicare bonus payments, currently available only to physicians, be
authorized for PAs working in underserved areas.

A Miscellaneous provisions

The legislation authorizes $200 million for skill enhancement and retraining programs to be administered by
the Department of Labor. These include retraining health care workers for more advanced positions as
technicians, nurses, and physician assistants.

The Health Security Act would establish a National Council on Graduate Medical Education, a National
Council on Graduate Nurse Education, and a National Institute for Health Care Workforce Development.
The AAPA recommends that Congress consider consolidation of these functions to avoid unnecessary
bureaucracy and to achieve more effective workforce planning and administration.

AAPA National Health Reform Policy

The American Academy of Physician Assistants believes that a national health care program should
provide basic health care services to all residents and that the scope of such services should be determined
by public policy and be based on considerations such as medical effectiveness. Health care services should be
provided by qualified persons who practice a team approach to care. Patients should retain a choice of
providers and be satisfied with the quality of care offered by the providers and the health care system.

In addition, AAPA believes that the structure ofgd natxonal health care program should be determined by
the federal government, and administered b tates under national guidelines. Financing mechanisms
should be fair, equitable, and include co&t & _grois.

The AAPA advocates a national healﬂﬂ program based on these principles because the existing frag-
mented system inhibits access and is hhere%namﬂahonary Only a well-managed national health care
program can guarantee universal access anq,_ erate health care expenditures.

e eF

AAPA Position on the "Health Security.Act”

Therefore, to the degree that the President's "Health Security Act” meets these principles, the American
Academy of Physician Assistants can support the proposal. The AAPA applauds the bill's focus on uni-
versal access and comprehensive primary and preventive care services; its emphasis on a team approach to
health care delivery; its attention to research on effective medical procedures; and its preservation of the
patient’s right to choose his or her health care provider.

5/%4
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350 North Washington Street, Alexandrnia, Virginia 22314
(703) 836-2272 FAX: (703) 684-1924

ANN L. ELDERKIN, PA
PRESIDENT 1993-94
AMERICAN ACADEMY OF PHYSICIAN ASSISTANTS

Ann Elderkin represents one of the fastest growing health care professions in the United States --
physician assistants (PAs).

Physician assistants are medically trained to provide health care services thal traditionally have
been performed by doctors, including diagnosing illnesses, developing treatment plany, assisting in
surgery, and in most states prescribing medication. They practice medicine with the supervision of a
physician, yet most state laws provide for supervision to occur via telephonic communications.

In addition to her volunteer duties as president of AAPA, Elderkin is the director of the Health

t in Somerville, Masaachusetts. Somcrville is a city of 76,000 residents next to Boston.
Somerville faces some of the pressing health care issues of today ~ AIDS, tuberculosis, smoking,
violence, substance abuse, lead paint poisoning, childhow! immunizations, elderly health care, and the
health problems of those who are under- and un-insured.

Elderkin received her medical training al the Yale University School of Medicine Physician Associate
Program and graduated in 1980. Her clinical work has included internal medicine, cardiothoracic
surgery, family medicine, and outpatient "urgent care” medicine at Harvard Community Health Plan,
one of the largest HMOs in Massachusetts. Elderkin received her bachelor's degree in Human Services
Administration from the University of Massachusetts in Amherst in 1976.

Just prior to her appointment as director of the Somerville Health Department in 1990, Elderkin
worked as a senior research analyst for the chairman of the State Senate Health Care Committee. She
was responsible for analyzing and developing legislation and budget amendments on health care policy
and financing issues, including a universal health care law, medical malpractice insurance, and health
care cost containment.

In her position as director of the Health Department, Elderkin has been a leader in AIDS cducation
and services. She also has led the effort to pass comprehensive local tobacco control regulations and to
implement educational programs to promote non-smoking. She serves on the board of trustees of her
local hospital and on the Governor's Advisory Committee on Childhood Lead Poisoning Prevention.
Elderkin is a former VISTA volunteer.

way that will reduce health care costs without reducing quality, then
we must consider new ways of delivering that health care." -
Ann Elderkin speaking before the President’s Health Care
Task Force, Washington, DC. April 2, 1993

. "If we are going to truly reform the health care system and do it in a
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8CHEDULE FOR HILLARY RODHAM CLINTON
DATE: WEDNESDAY, MAY 25, 1994
FINAL

8cheduling Desk: Sharon Kennedy
202-456-2922 or 7561 office
202-456-2317 fax
202-544-4223 home
1-800-528-7823 WHCA#4233

PREV RON The White House

7:45 am-

8:50 am DEPART White House South Portico
EN ROUTE Mayflower Hotel
(Drive Time: 5 minutes)
Traveling with HRC:
-Kelly Craighead
-Lisa Caputo
-Bob McNeely

8:55 am ARRIVE Mayflower Hotel
1127 Connecticut Avenue
17th and DeSales Entrance

NOTE: Kara McGuire will meet HRC curbside.
Curbside Greeters: Barbara Cochran, CBS News and Co-Chair, IWMF

Kathy Bushkin, U.S. News & World Report
and Co~Chair, IWMF

$:00 am-

9:10 am OFFICIAL PHOTOS
w/ International Women’s Media Foundation
Board (IWMF)

Cabinet Room
CLOSED PRESS

PARTICIPANTS: Approx. 17 Board Members
(See briefing book for further info.)



FORMAT:
Official photos/receiving line.

NOTE: WH Photographer will be present.

9:15 am-
10:00 am

NOTE: Judy Woodruff

10:05 am

10:10 am

INTERNATIONAL WOMEN'’S MEDIA FOUNDATION
Grand Ballroom

HRC’s Holding room: Chinese Extension Roonm
Phone: 202-347-3000

Fax: 202-466-9082 (Concierge)

Attire: Business

OPEN PRESS

PARTICIPANTS: Approx. 325 to attend.
(See briefing book for further information.)

FORMAT:

- Judy Woodruff, CNN Anchor and IMFA Board
Member, makes welcoming remarks and intros
HRC.

- HRC makes remarks. (Approx. 10 minutes)

- HRC takes questions from the audience.
will moderate the question and answer period.
- Following last question, Kathy Bushkin and
Barbara Cochran will proceed to stage to
thank HRC and present her with a gift.

-HRC will exit stage right and depart.

Contact: Nancy Marlow 703-820-0607
Staff Contact: Lisa Caputo 456-2960

DEPART Mayflower Hotel
EN ROUTE the White House
(Drive Time: Approx. 5 minutes)

ARRIVE The White House South Portico.



10:15
10:20

NOTE:

10:55

11:10
11:45

NOTE:

11:10

11:15

11:25
11:43

11:44

11:45

12:30
2:00

am-
am

DROP BY
Diplomatic.
CLOSRD PRESS

Contact: Carolyn Huber 456-2957

WH Photographer will be present.

am

am-
am

The satellite

am

am

am-
am

am

am

pm-=
pn

PROCEED TO OEOB

SATELLITE FEED to American Academy of
Physician Assistants (AAPA)

Room 459 OEOB

OPEN PRESS at event site (S8an Antonio, TX)

is a two way audio and one way video.

PARTICIPANTS: Approx. 4,000 expected to be in
a attendance.
(See:briefing book for further info.)

- Anﬁ-Elderkin, National President, AAPA,
intros HRC.

- HRC makes remarks and asks Ann Elderkin if
there are any questions from the audience.

- Ann Elderkin and other Physician Assistants
read questions that have been submitted from
the audience.

- Closing remarks by Ann Elderkin.

- Screen fades to black.

Contact: Nancy Hughes 210-270-2986
Staff Contact: Lisa Caputo 456-2960

SENATE SPOUSES LUNCH
State Dining Room
CLOSED PRESS



pm-
pm

pm=
pm

pm-
pn

pm-
pm

pnm

PARTICIPANTS: Approx. 110 expected to attend.
(See briefing book for further info.)

FORMAT:

- HRC and Mrs. Gore meet in the Diplomatic Reception
Room and proceed to the First Ladies Garden.

- HRC and Mrs. Gore arrive in the First Ladies Garden
to mingle.

~ Guests are escorted to the State Dining Room.

- HRC and Mrs. Gore are announced into the State
Dining Room.

~ HRC makes brief remarks and intros Mrs. Gore.

- Mrs. Gore makes brief remarks and both HRC and Mrs.
Gore then proceed to tables for lunch.

- Lunch is served.

- Following desert, Pianist Glen Pearson performs for
15 to, 20 minutes.

- HRC returns to the stage and Mr. Peterson for his
performance and all the guests for attending.

~HRC and Mrs. Gore depart.

Staff Contact: Ann Stock 456-7136

PVT MTG w/Maggie Williams and Patti Solis
Residence

PVT MTG w/Maggie Williams
Residence

PRIVATE MEETING
Residence

PHONE AND OFFICE TIME

PRIVATE DINNER

Cocktails: Yellow Oval Room or
Roosevelt Terrance

Dinner: Blue Room

Attire: Business

CLOSED PRESS

PARTICIPANTS: Approx. 60 expected to be in
attendance.



NOTE: The President will arrive to the dinner at 8:00 pm.

RON The White House

WEATHER FORECAST FOR WASHINGTON, DC

--Mostly cloudy with afternoon thunderstorms. Wind south to
southwest at 10 to 18 knots. Low 63 to 68. High 82 to 87.

WASHINGTON DC EVENTS:
KENNEDY:
--Sheer Madness

ARENA STAGE:
-—-A Room of One’s Own

--The Revenger’s Comedleé Part I & II
--Hedda Gabler



AAPA General Session

Outline
May 25, 1994

There will be five chairs on stage for Ann Elderkin, Dr. Ernesto Gomez, Debbie
Gerbert, Randy Burdschu, and Sieve Crane. There will be five chairs just
benind the curtains for the people asking questions to Mrs. Clinton. The five
questioners will come on stage while Mrs. Clintan is speaking and then leave
the stage after the satellite feed.

10 am,

10:10

CLINTON CUE:
10:15 o 10:30

10:30 10 10:44

Ann Elderkin, President. American Academy of Physician
Assistants (AAPA), calls the meeting to order and asks the
military PA Color Guard to present the Colors

Elderkin explains that AAPA has been involved in numcrous
health care reform activities, One was to meet with the
President and First Lady at the White House following the
unveiling of the Health Security Act.

We are pleased today to have First Lady Hillary Rodham
Clinton as our keynnte speaker. (or words to that effect)
(Applause)

"Good Morning, Mrs. Clinton”

Mrs. Clinton spegks. During her talk the five PAs who will be
asking questions come from behind the curtain and stand
near the podium.

When Mrs. Clinton finishes speaking, Elderkin thanks the
First Lady and announces there are a couple of PAs who would
like t0 ask you some questions,

Elderkin inwoduces each PA before they speak - Here is a
question from (NAME), a rural PA (or primary care PA, or
surgical PA, etc.) from (STATE).

Questions from PAs at podium and answers from Mrs, Clinton.
The PA questioncrs we've arranged so far:
Rebecca Pinto, primary care PA from California
Tom Harward, rural PA from West Virginia (was at the
March White House Rose Garden ceremony with
hcalth care providers)
Dawn Morton-Rias, Vice President of the Association of PA
Programs, and Director of the SUNY at Brookland PA
Program in New York
Ron Nelson, primary care PA from Michigan

We also are (rying (0 find a rural PA from lexas to ask one of
the questions.

0L WOMd  ST:4T  PEET-EZ-AGW
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1044 am, Eldeckin thanks Mrs. Clinton for speaking to the conference
attendees..

It has been an enlightening discussion for the PAs who are
ateending this conference and, 1 hope, an educatianal
experience for you, Mrs. Clinton. (Or words to that effect)

10:45 Elderkin gives a qQuick report on the AAPA donation of 35,000
to Bl Ceuuo del Darrio (which operates several clinics in San
Antonio for low-income and homeless people), introduces
Emesto Goiuez, PhD, CEQ of El Centro, and presents him with an
oversized, mock check.

10:50 i0 10:55  Dr. Gomez speaks (Applause)

10:55 Elderkin introduces Debbi Gerbert, incoming President of
AAPA

10:57 w 11:07  CGerbert speaks

1i:07 Gerbert introduces Raudy Bundschu, Speaker of the AAPA
House of Delegates

11:10 Bundschu speaks

11:20 Bundschu gives the Podium back to Elderkin

11:21 Elderkin introduces Steve Crane, Executive Vice President of
AAPA

11:22 Crane speaks -~ will use the video tspe of the CNN story on Cal
Beiton, a rural PA in southern California

1129 _ Elderkin closes out program PROMPTLY at 11:30 am.

a4 ol
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American
Academy

of Physician March 22, 1993
Assistants

To: Barbara Woolley
From: Nicole Gara
Subj: Description of AAFA

YU INOrIR Wastiglun Strect
Alexandna. Virginia 22314

The American Academy of Physiciap Assistants is the national

. organization representing the nation's 22,000 practicing

703-836-2272 physician assistants (PAs) and 3600 students enrolled in the

FAX:703-684.1924 eountry's 55 accredited PA programs. The association,
founded in 1968, has a national headquarters in Alexandrie,
Virginia, and chapters in all 50 states, the District of
Columbia, Guam, the Air Force, Navy/Coast Guarxd, Army, Fublic
Health Service and Veterans Administraticn.

The Arcademy mducates the general public about the PA profession,
assures competency of physician assistants through active
involvement in the scerreditation of PA programs and the
certification of physician assistants, provides continuing
mcdlcal education programs, and conducts PA~-related research.
The Academy also xepresents the profession to the govermment.

The mission of the Academy is to promete quality, cost—effective
and accessible hes=lth care and to promote the professional
and personal development of physician assistants.



National Health Care Program

National Health

(1) 'The American Academy of Physician Assistants is dedicated to providing
quality, cost-«flective hesalth careto all in need. Al greseat, such healthcare is not
equally acoessible to all Americare. The AAPA believes that the 1.8, health care
system has become 5o flawed that drustic overhau) is neceesary.

Problema Besot Sysiems: Decreased Accees, Increased Costa

(2) The U.S. heslth caresystem has achloved & very high qualily of care in
the world, but this quslity of care has rever been acsesaibke to ali citizens. Access tc
care ivaften limited by factors of geography end insaflicient personal funds to pay
for pervices. People in renote areas heve lees aocess to the rudimentary servees
than paople In paprious srena. lndividuaila and families who cannot pey for services
ave forced 30 sesk charity care or do without.

{3) During the 15308 nud 19428, nocees wea {mproved for som? segments of
society as health care insurance geinel prevalencein the workplace as an emplayae
benefit. The federal government eatered the health care delivery fleld in the 1940

by subsidiziig biomedical research and hoapital coastruc:ian, thereby facilitating
aocess Lo prote care acros the countyy. In tae 1863e, the feders] government slso
began to pay for the heakh care secvices of the eldsrly and the indigest, through
Medizare esd Mediesaid, and started to subsidize the education of heath care
practitioners.

{49)  Although the infusion of private and public funda improved sccess for
covered graups, ather groups had to resort to charity er denial if their personal
resources muld not mee; thelr needs. Escaating healthcare costa, fucled largely hy
corporate and government fundiog, exacert atad taedr plight. Both private and
governumert insurance programs reimbursed providera on the pasis of coslaincurred,
crealing n powerful incentive for inflation. Ie an effort to offset higher costa of care,

priwate insurers began 1 prectice market segmenstation and experiexce-rated
premiums. As a result, high risk greups becmme mibjecs to higher premiums and
reduced accean to care. Although faderal grogrars expanded covarage in the 19%0s,
many people remnined unprotected by either private or public insurance. Federsl

cost cutting in the 19803 also reducad saurces of funding that heaith care iostitu-
tioni could drsw upon to subaldizc charfty care.

{6) The exact sumbe- of uninsured Americaus, although unknows, has been
estimated at eearly 32 million.! The number of onderinsurec is estimatec as high as
20 million.! Thevninsured comprise many of sosiety’s most vulnershle populatian
groups, inluding the poor and children. Many workers in small inms, as well m
misjmum wage wnd part-tims empleyeea snd the self-employed, mske up significant
portiens o the uninsured nnd undarinsured. In many cases, the ebasnce of adequate
{nzurance has crused sick people to avoid neceasary care or to avail thenwelves af
inappropriate services. Physician assistants heve all 0o oftzn foued themselves
treating patients whose henlth status has deteriorated bocanse they have delayed
care for financiel or lack of coverage reesons. Meny providers, including PAs, report
that the eoverage statos of patients often determines the conrse of medicos) trestment
aviilable to them. The exisience of madically underasrved populations such asthe
poasr, minorities, pregnant women. and tie geographically isolated serves as an
indictment of the atrrent structure of tha U.S. heaith care system.

(6] Health cere Inflation 288 risen more rapidly than the economy has
grown, threataning to devaltue the levele of coverage provid:d by government end
privale insuraioe plens. National health care expenditure: rose irom $78 billoa in
1870 to $500 billion in 1887.! Federal oitlaye relatel to health equaled nearly $148
billion in 1387, rising morethan 100% from 1970 figures. Health care casta will
continwe to rise in 1}e foture. Ore sullority projects that national hesth care
expenditures will be $1 trillion in. 1996 end £1.5 triliien in the year 2000.°

%) The causes of health care inflation are complex and interrelatad.
Contrituting forces ave fia:al, social, and economic pelicies of state end federat
governments, consumer dorannds and damographics, and established preferences for
the organization ani financing of health care. Spedfic influences includa:

o geisrel inflation, whicth increases the costa of labor sad facilities;

o the aversge advancing age of the U.S. public;

¢ the ability uadar the current system for health care praviders o set
e and stimulate demand for services,

1€:/20 PR/ o0
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American Academy of Physicilan Assistants

Nattonal Haslth Ceve Program

o increaming devebpmernt and nze of costly medicef technaology;
©  un»secessary and ineppropriste ves of medica) pervices and facilities
by both providers ard conrumers
o escalating costs of ndministering health care services;
o expanding malpractice litigation, reanlting in higher malpractice
‘nsurasce premiumi and defensive medicine;
o third-pawty payer sssumption of prymenta for health care ervices,
removing the patient’s ineenlive to moderste his or her us: of se-vices; and
o lack of rational distribution or ecordination of kealth care services.
{8) Many methods have attemrpted to control costs under the corrent
aysteri. Exemples include fee achedules, praspective payment, capitation and
managed care. Cost conirol efforts by payers have had oely Hmited success and
have resulted in transferring coste Lo ether forme of care or other providers, Another
undeiirable nide effect hes been the creation of cosily insurer and provider biiresu-
cracics, which increasingly take patieat care decisions ot of the hands of paticnts
end providers. The totalcost of health care administration in the United States in
1983 amounted o $77 billion, or 22% of al! rpendisg for kealth care.? United States
insumnce compauies abeorb 12% of premiuma for sverhead; Canadian operating
companies iake 3%. 1.5, hospitals devote 18% of hoapital spending to administra-
tion and billing, while Cinadim hoeritals devote §%.°
(8} Palient care Is often diclsted by the kad of coverage available mther
thanthe myst appreprisie trestment regimen. Inaddition, providers often are
ukject to relronc.ive deaiol of cloims and slow payment. They also must devote
substantia’ resources to admisistrstive measures la ensure conpliance with
insurance requirements, Theie aystemic poblema have hindered the nhility of
providers (o Lread patients.
Consumers Desire Change
(18} The U.S. public appeare conteated w'th the quality of its healts care
sarices but apprehensve about the sdequacy of coverage provided by private and
puhlic scurces. In 198(, 83% »f Americant repured thet they consicered their
health care to be of goad qual.ty, anl only 8% consldered thei- care Lo be tnad-

equate.! [1 sactier poll takea the same year, hrwever, Americans reported less
satisfaction with the hsalth care system than did the residen:s of 10 othes nations,
although per carita spsading exceeded that of the cther countries.® Acarding te the
same poll, 83% of Amesicans desire s fundamental change in the heailth care aystem.
{11) The publica concern with the status quo stems from ite fesr sbout the
adequacy of ite health insurance coverage. Those with either emphyer or govem-
men Instrance coversge fea- that these programs will caver fewerexpenies in the
futare ani that they, the bereficiaries, will need to pay more sut-of-pocket expensen.
Thaae fears are wel frunded. The household share of healll seyvices and supp'ies
ruse from o low poiat of 38% in 1950 to 42% in _987, en both emplayers aad govern-
ment ettempled (o minimize incressen in their health care osta.? The urinsured, on
the other hand, have no agaistance in paying madical hilla and consequently oflen
potpone care. Thirly-eight percest of the publie in 1987 roaorted that the coat of
medical eare of:en inhibits visite to the physician or the purchase of medication, up
11% from 1981.* If paaple with insufficient ceverage are unlucky enough to face a
cekastrophic illness, they may face financial ruin.

(12) Althougr Americana are unaappy sbout their tealth care system, no
consensus lor veform hus emerged. On ane hand, the publics support fixr a govern-
ment-firenced national hesith plan has reached a post-World War II high (67% of,
persons murveyed)® On the other hand, only 34% wald pay more than $100 exirs in
axual .axes to fund such ¢ p_m‘nm." Similarly, Anericans faver expansion of
coveved health care benefita but oppose higher health care coats and other disincen-
tives for utilization of services. Although Americans are spposel to paying higher
income texes for expanded henlth care servicen, they would aupport laxation of
cmployers ar cigaretiea and alcohbol for this purpose !

Solutions Lack Consansus

{13) The public’s uneasinesa sbaut the ndequacy of its health cere system has

spawned & srmber if projesed aolutioas, but lack of consensus bes contributed Lo
pulitical paralysia i this regard Options tend to fall into three categaries: incre-
menta reforms, un'versal expsarsion of the curvent sysien, or creation of o single-
payer syslem. {Fora detsiled description of current reform proporsls, ses the
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Government Affaire scetior of ths March 198. issueof the Jouraal.}

(14) Those who adveeate incremental reforms favor contiming the policies of
the pas: decace whils expanding beaefits. Government and privete hesith care
iasurers would ench contrd outlays by sdjusting reimbursement approachea and
controlling utilization. The advocates of this strategy may also favor surh anlayonis-
tic concepts an campstitive, free-market, or regulatory alternatives, but they are
uniformly skeptical “hat a comprehonsive solution will control costs and believe that
euch an i.ppxuch isharmial to the U.S. economy. Although receat incremental
refornm, such es inpatient Medicare outlays, have restrained some health care costs.
the growth of oversll health care inflation, coupled with insdequate provision of
bealth care services, stands s a criticism of tiis gpproach.

{l5) 'The secend grevping of reform initiatives wonld expand the current
uystam of health inmarance to previde coverage for everyone. Employers would be
required to cover all emplcyees and unsmployed dependents, Small businesses
would be helped to meet requirements oy messures such an tax credits or risk pools.
Usemgloyed persons woull be covered by expanaios of the federsl Medirare and
Mediceid programa. Advocates cf thia approech tout its palitical femnibulity because
aone o the irterested parties — consumers, providers, or insurers — would be saked
0 secriftoe their basic interests by acceding to such s scheme. Alvacates arediversz
and jadude the Pegper Ccmmimion, the American Medical Associatior, and Sen.
Edward Kenredy {(D-MA) and Rep. Heory Waxman (D-CA). The proposals are
directcd mare toward providieg universal covarage “han cantrolling utilizatioa or
prevecting cat-shiting. They would ca littls to curtail the costly heelth care
bureaucracy or temper the wasteful duplicatien of techaology that is a festure of the
current system.

116} The third option ie radical restructuring to create a single-payer system.
The practice of const-shifing wovld be ended by cresting either a centrel Anancing
awtherity or a governmen:-dominated network of payers that weuld be able o
discipline the health insn-ance systam. Purtisans lsok faverably on the Cansdian
system, which provides universs) and s-omprehensive care at less eost 26r person
than coes ths U.8. systern. Canada’s fnderad and provincial governments determinz

provider reimbursemeat levels, and admigistrative costs are low compared with
those of the country’s ssuthemn ceighbor. Canacian health care providers and
consumers appear lo [evor less-intensive forma of heal:h care services, with fewer
tests end physician end hospital vieita, than do their U.S. counterparta.® In 1987,
Caceda spent 8.3% of its national income an health care and the Uhited Stales spent
11.1%. Despite this disparity in spending, the relative health status of the citizzna
of beth coantries has been comparable.

{17} One exmmple of ¢ aingle-payer eystam was recently proposed by the
American College of Physiciens, which called for a nations] program of upiversal
access funded by tax revenves. Ancther propossl, by Rep. Pete Stark (D-CA), would
extend corerage under Medicare to all Amsricans and would be financed by a surtax
on individual incomes over $16,000 and by corporate Incomes.

(18) Thesingle-payer proposals purport to expand covarage and control coats
by inhibiting cost-shifting. Citing the Canadiar examgle, proponests argue thet the
cos. of expanded coverage can be offeet by the savings inhevent in a eingle-payer
system apd by the apparent reduced demand for health care services. Quality snd
access to care should improve under sich & eystem. Proponents ofa single-paysr
aysten believe cast containment will result from reductions in bureaucratic and
adminiatrativa costs. Critics ave skepticsl, arguing that bureaucretic intrusion will
iocrease a8 the system becomes more politicized and that o profit-minded provider
commuaily willbe able to manipulste even a single-payer system In the absence of
explicit utidization coctrols. They contend that the Canadian axperience is not

relzvant to the culturally diverse and corsumer-oriented 118 saciety.
‘The AAPA Takes u Posltion
(19 The AAPA repreaents 18,00C PAs in clinical prectice who provide

medical treatmant for 150 million patient vinits per year.® The miesion of the AAPA

is to promote quality, cost-effactive, and accessible health cere and to promate the
profensional and persenal dsvelopment of PAs.

(20) The AAPA views ils role and that of its members as one of aivocacy for
excellence in patient care. The AAPA bdisves that it has aa obligation to address
the deficencies in the U.S. haalth care system and, where possible, to advance
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proposals to cayrect these deficiancies. In a syirit of inquiry and eoperation, the
AAPA seeka ¢ dinlogue on the iasue of s national health care program.
(21) The flllowing principles are advocated s» guidslines for the development
of a nazionnl yealth care program.
Mission
22) The mission of a nationa) Lealth care program s to ensure acceasto
Juality, cost-effective hoakh care for all resid:ate of the United States. Health care
ia defined an activities or servioes intended ta heal injuries, minimize saffering, and
prevert or cure disiase.
Services
:23) A naticaal heaith cere progrem should provide basic health care services
tc all residerts. These services should Incluce el mainstream medical, dental and
mentd] heajth services. .
(24) The scope of basic health care serviocs provided under a uational health
care prograri should be destermined by public policy, influsnced by quelified health
care frofessionals 1ad coasumers, and based on considerstions of medical effective-
ness, lechnology asssssment, binethics, and rexturees (human, nandal, and
reseach).
(26} A netional health carc program should asaure that health care services
conform to ecceptsble stendards of care.
Structore
(26) Heulth care services shovld be provided by qualified persona who
prectice a (eam approach to care. Patients should retain & choire of providers, have
accams (o a variely of heslth services, and shonld be setisfied with the quality of care

offered by tae providers and the healih care aystem.
Providers
{27) The s.ructure of & national heath care program, ircluding eligibitity and
reimbursement criteria, should be determired by “he federal government. State
governmeonts may admisister the pregram under nationel gnidelines. Financing
mechanisrs should assere adequate funding, be fnir, equitable, and include cost
contls. Coe such mecianism is & combinstion of progressive income tax and

corporele iaxes, designated for heakh care.

(28) The AAPA advocates u natisnal health care program based oa these
priveiples because the existing (ragmented ayntom inhibits sccons and is inherently
inflationary. Ocly a well-managed nationsl hesith program :an guarantee universal
access and moderate health rave expenditures. Cost controls In this program should
focus oo prevention of inspproprints cost-shifting, elimination of excess byreavcracy,
and use of reimburvenent mechaninms that reduce urnecesrary utilization of
sorvices withool inkibiting beneficiery acoess (o nocessary servicea. Efforts shonld
alse be made to reform the malprectics systom in a wey that will benefit both
providersand patients. Research io eliminate costly, neffactive medica) procecures
should continue. Although these sieps will reallze substantial savings, additioaa}
revauen likely will be needed to provide cnivereal nocess.

(20) The AAPA believes that & national health care program should enhance
the relationship between the patient and the health care practitioner. The patient,
and whes appropriate, the patient's family, sheuld be the ukimate decision mekers
1n matters of trestment after receiving competent medical sdvice. Health care
practitioners have anabligation ta educete their petients regarding how to promste
heaith, prevent disease, anc select from among trestment optione. Working tagether
urder the protection of a netional heaith care program, patients and prectitiorera
con maks rational, informed decisiona that collectively will improve the nation’s
health siatue while moderating netionel heaith cave costs.

e —
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April 25, 1994 | <
Academy < % Y

of Physician
Ms. Patti Solis

Assistants Special Assistant to the President
Director of Scheduling for the First Lady

The White House
Washington, DC 20500

Dear Ms. Solis:
950 North Washington Street Last month, you informed me that the First Lady more than likely will
Alexandria, Virginia 22314 be unable to attend the 22nd Annual Physician Assistant Conference in

San Antonio, Texas. We have had a slight change in our conference
schedule, and I am writing to invite Mrs. Clinton to speak to the
attendees by satellite.

N

703:836-2272
FAX:703:684-1924 ﬂ,//k/ Our Saturday, May 21, conference schedule includes a two-hour review
- and discussion on health care reform. It is scheduled to run from 8 to 10

HQI’J ' aum. Central Time (9 to 11 a.m. Eastern). We would welcome comments
75 from the First Lady at any time during this time period.

I hope Mrs. Clinton will be able to join us electronically. If you have
any questions about this request, please contact Nancy Hughes, Public
Affairs Administrator, at ext. 3505. Thank you for your assistance.

Sincerely,

Gl
Stephen C. Crane, PhD, MPH
Executive Vice President N \"
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‘Academy

__ of Physician

Assistants

~ 950 North Washington Street
Alexandria, Virginia 22314 -

 February 18,1994 -

'First Lady Hillary Rodham Clmton :

' Washington, DC 20500 '

. 703-836-2272
FAX-703-684-1924

White House -

Attn: Patty Solis
" Director of Scheduling

Dear Mrs. Clmton

The more than 27,000 physxclan assistants in the United States would be
honored to have you as their guest speaker at the 22nd Annual Physician
Assistant Conference at the Convention Center in San Antomo, Texas, this

. coming May.

AAPA applauds the work you Bave done to brin_g public attention to oixr

health care crisis. We would welcome what words of encouragement and

enlightenment you may have to help us in the natlonal effort to make
universal health care coverage a reality.

We have set a51de time on Wednesday, May 25 from 10 to 11:30 a.m. for a
general session for all PAs. I hope your schedule would permit you to '
speak on that day. We anticipate that 4,000 PAs will be in attendance at
the conference. You would be speaking at the one major plenary session for
the conference. Please direct any questions about the conference to Debbi
Marquardt at 703-836—2272 ext. 3403

Ilook forward to heanng from your ofﬁce.

Sincerel

Stephen C. Crane, PhAD, MPH =~ &u,v (W anee/\, _

Executive_Vice President
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MEMORANDUM

to: Patty Solis, Director of Scheduling, Office of the First Lady
from: Steve Crane, Executive Vice President, AAPA
date: May 17, 1994

Thank you again for scheduling Mrs. Clinton to address the 22nd Annual
Conference of Physician Assistants.

To help her and her staff prepare for the May 25th event, I have enclosed
the following information about the physician assistant (PA) profession:

Information booklet, "PArtners in Medicine"

Background sheet on the Health Security Act and PAs

Recent article about physician assistants that appeared in the Journal

f the American Medical Association

Two articles about PAs

An article about the differences between PAs and nurse practitioners

An article about PAs in New Jersey, the latest state to pass legislation
to allow PAs to practice (after many years of fighting legislative
roadblocks set up by the state medical society and the state nursing
association)

An article explaining why PAs want physician supervision, but nurse
practitioners don't (a major difference between the two professions)

There are a couple of points that Mrs. Clinton may want to keep in mind
when addressing the group:

e Of the more than 23,000 clinically practicing PAs, approximately
50% work in the primary care specialties — family medicine,
internal medicine, pediatrics, emergency medicine.

Over 40% of all practicing PAs are women, even though when the
profession was started in the late 1960s the first PAs were former
military medics, who were men.

According to the Department of Health and Human Services, the
geographic distribution of PAs more closely matches the general
population than other primary care providers. The House Budget
Commiittee's bill report for the FY95 Budget Resolution states that
"physicians assistants are the primary health care and emergency
services deliverers for a high percentage of rural Americans.”

¢ In all cases, PAs practice medicine with the supervision of licensed
physicians. Most state laws allow a PA to treat patients when the
physician is away from the practice and allow a PA to staff remote
and rural clinics with physician located in another town.

(more)
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I also though it might be helpful to address a couple of issues of professional sensitivity:

e First, the correct legal title of the profession is physician assistant — not physician's
assistant or physicians' assistant. A physician's assistant could be any individual who
provides assistance to a doctor, including front office staff.

e Second, there are numerous differences between the PA and nurse practitioner education
programs, certification procedures, and their scopes of practice. A major difference is in
the importance PAs place on the team approach to health care by practicing with
physician supervision. Talking about the two professions collectively — as "mid-level
providers” or "physician extenders" —~ insinuates no philosophical or professional
differences between the two. Many PAs don't work like nurses and many NPs don't work
like PAs.

* Third, PAs have been compared to family nurse practitioners (FNPs) because the two
professions are educated to handle patients from birth to death. It is incorrect to compare
PAs to clinical nurse specialists, geriatric or pediatric nurse practitioners, nurse
midwives, or in general to "advanced practice nurses" because these nurse specialists
have received an education limited to specific age groups or diseases.

The program on May 25th is scheduled to go as follows:

10 a.m. Central Time - Ann Elderkin, National President, AAPA, will call the General
Session to order and discuss what AAPA has been doing in Washington, DC, and
throughout the country concerning health care reform. She also will mention the visits
she has made to the White House (for two Rose Garden ceremonies) and the meetings PAs
and AAPA staff have had with the Health Care Task Force members and White House
staff. Judith Feder was a guest speaker at a national AAPA leadership conference in
Alexandria, VA, last fall.

10:10 a.m. — Elderkin will explain the satellite feed, how the Q&A session will work and
introduce Mrs. Clinton

10:15 a.m. - (God and modern technology willing) Mrs. Clinton will address the 3,000 or so
PAs attending the conference

10:30 a.m. or so — Mrs. Clinton will conclude her remarks and ask Ann Elderkin if there are
any questions from the audience

10:35 to 10:45 a.m. — Elderkin and other PAs will read questions that have been submitted by
the physician assistants attending the conference

(more)
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10:45 a.m. — Elderkin will thank Mrs. Clinton for taking the time to address the PAs and the
satellite will go dark. We are considering reserving 45 minutes on the satellite (in case
there are problems at the beginning or end of the transmission), so the Q&A may run a few
minutes after 10:45, if that's OK.

10:50 a.m. — Elderkin will introduce Emesto Gomez, CEO of El Centro del Barrio, a series of
health care clinics for low-income and homeless people. AAPA is presenting to Gomez a
check for $5,000 to help underwrite Centro's immunization program which has served
tens of thousands of low-income San Antonio children since 1980.

11 a.m. — Reports from various PA leaders
11:30 a.m. — General Session adjourns
If you should have any questions concerning the arrangements for Mrs. Clinton's presentation or

about the AAPA Conference in general, please call me or Nancy Hughes, AAPA Public Affairs
Administrator, at the Marriott Rivercenter -- 210-223-1000 — or at the AAPA Convention staff

office — 210-270-2973/2972.



Physician Assistants: PArtners in Medicine

*  Physician Assistants (PAs) practice medicine with the Geriatrics - 1%
supervision of licensed physicians.

e Of the 27,000 PAs who have been trained, approximately
23,500 are currently in clinical practice (87%).

e PAs are educated in a medical program and are qualified to

treat approximately 80% of the patients seen by primary Family Medicine - 33%
care physicians. DA

e PAs can write prescriptions in 37 states and the District of
Columbia.

* Seventeen percent (17%) of all PAs practice in rural
communities with fewer than 10,000 people; 34% in towns
with fewer than 50,000 people.

s Seventy percent (70%) of all PAs practice in outpatient
settings (clinics, HMOs, medical offices).

e PA distribution more closely matches the population than Occupational - 4% Emergency  Pediatrice - 2%
other primary care providers. Medicine - 9%

¢ There are 58 specially designed PA training programs s e .
located at medical colleges and universities, teaching Over 50% Of an PhYSICIan Assmtants

hospitals and through the Armed Forces. The programs Provide Primary Care Services
are accredited by the American Medical Association’s
Committee on Allied Health Education and Accreditation.

*  PA education is typically 24 months in length represent-

e A typical PA student has a bachelor’s degree and over 4 ing approximately two-thirds that of medical students
years of health care experience prior to admission. (102 compared to 153 weeks).
33% ¢ Nearly all states require PAs to pass a national certifying

examination administered by the National Commission
. s on Certification of Physician Assistants (NCCPA).
Over 55% of all Physician ification of Physician Assistants ( )
30%1 Assistants Practice in ¢ To maintain certification, all PAs must complete 100
these Major Specialties hours of continuing medical education every two years,
and take a recertification exam every six years, the only
major health profession with such a requirement.

*  According to the Congressional Office of Technology

- Assessment, “within the limits of their expertise, PAs
20% Physicians provide care that is equivalent in quality to the care
Physician Assistants prowded by phy51cians”

¢ Studies conducted by the RAND Corporation have found
that PAs save as much as 20% of the costs of medical
care, can perform 80% of the routine functions of a

IO%J physician’s practice, and are widely accepted by patients.

s Case law reveals that PAs have been involved in very
few malpractice suits.

»  Current national statistics indicate approximately six (6)
jobs for every new PA graduate. The Department of
] . - Labor projects the number of PA jobs will grow by 44%
Family/General Internal Emergency Ob/Gyn  Pediatrics from 1990 through 2005.

Med.lcal Auocmhon nnd 129_3_C£m., Amenm Academy of Phyncum As-
sistants (AAPA). AAPA includes emergency medicine when discusging primary

care because of the large number of people relying on hospital emergency rooms
for basic services. (703) 836-2272

American Academy of Physician Assistants
950 N. Washington St., Alexandria, VA 22314
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PHYSICIAN ASSISTANTS

Official Definition of
Physician Assistant

approved by the

American Academy of Physician Assistants (AAPA)
House of Delegates

May 1991

“Physician assistants (PAs) practice medicine with supervision by licensed physicians. As
members of the health care team, PAs provide a broad range of medical services that would
otherwise be provided by physicians.

Itis the obligation of each team of Physician/PA to ensure that the physician assistant’s scope
of practice is identified; that delegation of medical tasks is appropriate to the physician
assistant’s level of competence; that the relationship of, and access to, the supervising
physician is defined; and that a process of performance evaluation is established. Adequate
and responsible supervision of the PA contributes to both high quality patient care and
continued professional growth.

The AAPA is committed to the concept of physician assistant practice of medicine with

supervision by licensed physicians.”

HOD 1303-01-01
7-26-93

PARTNERS IN MEDICINE



PHYSICIAN ASSISTANTS

BACKGROUND

Physician assistants (PAs) practice medicine with supervision of licensed physicians,
providing patient care services that would otherwise be performed by physicians.

Overview
The relationship between a physician and a physician
assistant (PA)is one of mutual trust and reliance. The PA’s
responsibilities depend on the type of practice, his or her
experience, the working relationship with the physician
and other health care providers, and state laws.
Educated in a medical program, PAs are qualified to
perform approximately 80 percent of the duties most com-
monly done by primary care physicians. PAs perform
physical examinations, diagnose and treat illnesses, order
and interpret lab tests, suture wounds, set fractures, and
preform minor surgery. In a majority of states, PAs write
prescriptions.

PAs Practice Medicine

Physician assistants follow a medical model of patient care
and practice medicine with supervision by licensed physi-
cians. PAs perform a wide range of medical duties, from
basic primary care to high-technology specialty proce-
dures. Specific duties are defined by state regulation and
practice setting, but include both diagnosticand therapeutic
procedures. PA education also prepares physician assistants
to deal with many medical emergencies. PAs often act as
first or second assistants in major surgery, and provide pre-
and post-operative care.

In some rural areas, where physicians are in short
supply, PAs serve as the only providers of health care,
conferring with their supervising physicians and other
medical professionals as needed and as required by law.

Education

PAs are educated in one of 58 specially designed PA
programs located at medical colleges and universities,
teaching hospitals, and through the Armed Forces. Due to
the close working relationship PAs have with physicians,
PA education was designed to complement that of physi-
cians.

PA programs generally require applicants to have at
least two years of college education and previous experi-
ence in health care. The typical PA student in 1992 had a
bachelor's degree and over 4 years of health care experi-
ence prior to admission to the PA program. PA education
is usually 24 months in length and is approximately two-
thirds that of medical students (102 weeks compared to
152). PAs take some of the same classes with medical
students.

The first phase of PA education is in the classroom,
providing students with an in-depth understanding of
medical sciences. Additional subjects include differential
diagnosis, medical ethics, and pharmacology. The second
year is spent in clinical rotations. Each year, PA programs

graduate approximately 1,700 men and women. The ma-
jority of all PA programs offer a baccalaureate degree upon
completion; twelve have master's degree programs or
master's options.

Practice Credentials
Nearly all states require PAs to pass a national certifying
examination before they can begin practicing. The exam,
open only to graduates of accredited PA programs, is given
each year by the National Commission on Certification of
Physician Assistants (NCCPA), an independent organiza-
tion established to assure the competency of PAs.
Tomaintain certification, PAsmust complete 100hours
of continuing medical education every two years and take
a recertification exam every six years. Only those with
current certification can use the credentials Physician
Assistant-Certified or “PA-C.”

Practice Settings

Today there are over 27,000 PAs in the United States; over
40% of all practicing PAs are women. PAs practice in
almost all health care settings and every medical and
surgical specialty. They also serve on the White House
medical staff.

Seventeen percent of all PAs practice in rural commu-
nities with fewer than 10,000 people; a third practice in
towns with fewer than 50,000 people. The majority of all
PAs (57%) practice primary care, with 33% in family
medicine. Seventeen percent practice in surgical special-
ties. Approximately 70% of all PAs practice in outpatient
settings (clinics, HMOs, medical offices), and 30% practice
in inpatient settings (hospitals).

Growth of the PA Profession
Demand for PA services is rapidly increasing. Current
national statistics show there are approximately six jobs
for every new PA graduate. The Department of Labor
projects the number of physician assistant jobs will grow
by 44% percent from 1990 through the year 2005.
Factors that have contributed to this growth include
Medicare/Medicaid reimbursement for PA services and
increased recognition of the quality of care that PAs pro-
vide,

“Conceived during the new health practitioner move-
ment of the 1960s, physician assistants have demon-
strated their clinical effectiveness both in terms of
quality of care and patient acceptance.”

— EKighth Report to the President and Congress on the
Status of Health Personnel in the United States




PRACTICE SETTINGS

Physician assistants (PAs) practice medicine with the Other - 14% r-rrw I Geriatrics - 1%
supervision of licensed physicians, providing patients with F Hﬂ - -
services ranging from primary medicine to very specialized
surgical care.

Currently there are over 27,000 physician assistants in
the United States, nearly double the number just ten years
ago. In some rural areas, where physicians are in short
supply, PAs serve as the only providers of health care,
conferring with their supervising physicians as needed or
required by law.

While most physician assistants are in primary care
settings such as a family practice, PAs also are filling roles
that were not anticipated when the profession began. Some
of these practice settings include nursing homes, HMOs,
and occupational medicine. Many hospitals, faced with a
shortage of physician residents, have discovered the value
of physician assistants. PAs even serve on the White House
medical staff. Physician assistants practice in nearly all
medical and surgical specialties.

Occupational - 4% = Emergency Fediatrics-2%

The PA profession has demonstrated its ability to Medicine - 9%
adapt to a constantly changing health care environment.
Having become an integral part of health care delivery, it s 8 .
is likely that PAs will continue to find, and fll, new and _Most Physician Assistants
expanding roles in health care. Practice Primary Care Medicine
Approx, 70% work in outpatient In 1993, 17 percent of all physician assistants worked in

. o . . rural communities with fewer than 10,000 residents. Twenty
settlngs (chmcs’ HMOS’ medical percent practiced in cities with more than a million people.
offices) and 30% in hospitals Fifty-seven percent of all PAs practice primary care, which
AAPA defines as including family medicine, internal
medicine, pediatrics, geriatrics, obstetrics and gynecology,
and emergency medicine.

The PA profession is one of the fastest growing fields in
{ Correctional Facility 2% health care. The Department of Labor predicts a 44%
increase in the number of PA positions from 1990 through
the year 2005. Nationally, the demand for PAs exceeds the
supply of new graduates by 6 to 1. Since its inception over
25 years ago, the physician assistant profession has grown
3§ HMO 7% in size, stature, and importance. Today PAs are fully
integrated into the health care system and are highly
valued medical professionals.

ursing Home/Other Settings 2%

Rural Clinic 5%

Military/VA 9%

o & 0o

: Public/Private Clinic 10% “Within thelimits of their expertise, PAs provide care

: that is equivalent in quality to the care provided by
) Physicians.”

Solo-MD Practice 11%

- Office of Technology Assessment
Congress of the United States

Group Practice 26%

Public/Private Hospital 28%
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PHYSICIAN ASSISTANTS

EDUCATION

PA education was modeled after physician’s training -- including continuing medical
education to keep abreast of medical advances.

Overview
Physician assistants are trained in an intensive medical
education program that usually lasts 24 months in length.
The program is offered at medical schools, colleges and
universities, teaching hospitals, and through the Armed
Forces. Because of the close working relationship between
physician assistants and physicians, PA education was
modeled after physician's training and is similar in struc-
ture, albeit shorter than medical school. Physician assis-
tants often attend the same classes with medical students.
The first year is composed of classroom instruction,
with a heavy emphasis on medical sciences and related
disciplines. Second-year PA students perform clinical
rotations, seeing and treating patients. Some programs
offer specialty training,

The Students

The typical PA studentin 1992had abachelor’s degree and
over 4 years of health care experience prior to admission to
a PA program. Fifteen percent of all physician assistants
were nurses, 14% were emergency medical technicians,
13% were medics, and 9% were emergency room technicians
before they became PAs. There is fierce competition to get
into a PA program. In 1992, PA programs turned away five
qualified applicants for every student accepted.

The Programs

There are 58 physician assistant programs in the United
States, graduating approximately 1,700 PAs a year. Pro-
grams are accredited by the American Medical Association’s
Committee on Allied Health Education and Accreditation
(CAHEA). Only graduates of accredited PA programs are
eligible to take the national certifying examination.

National Certification

Most states require PAs to pass the national certification
examination, offered by the National Commission on Cer-
tification of Physician Assistants (NCCPA). Only those
successfully completing the examination may use the cre-
dentials “Physician Assistant-Certified” or “PA-C.”

A PA’s education does not end at graduation. In order
to remain certified, physician assistants are required to
complete 100 hours of continuing medical education (CME)
every two years and take a recertification examination
every six years. It is the only major health profession with
such a requirement.

Degrees Awarded
All PA programs offer a certificate upon graduation; most
offer abachelor's degree. Twelve of the programs also have

Classroom/Lab Instructions
Anatomy Internal Medicine
Physiology General Surgery
Pharmacology Pediatrics
Clinical laboratory sciences Psychiatry
Physical Diagnosis Family Medicine
Microbiology Behavioral Sciences
Pathophysiology Emergency Medicine
Obstetrics/Gynecology Biochemistry

Clinical Rotations

Emphasis is on Primary Care
Ambulatory Clinics
Physicians' Offices

Acute and Long-Term Care Facilities

N |

National Certification Exam
(Required in most states)
X
Continuing Medical Education
(100 hours/2 year cycle)

=

Recertification Examination
(Every 6 Years)

a master's degree program or master's options. More than
70% of all physician assistants have a bachelor’s degree,
and an additional 12% have a master’s degree or higher.

“Since the inception of the discipline in the 1960s,
physician assistants have become firmly established
as a provider group well suited to address problems
of maldistribution of physicians and enhancing cost-

effectiveness in health care.”
- Eighth Report to the President and Congress on the
Status of Health Personnel in the United States




PAs iINTHE US

In 1967 .

The physician assistant concept originated during the mid-
1960s. Physicians and educators recognized there was a
shortage and uneven distribution of primary care physi-
cians. To combat these problems, the physician assistant
program was developed. The first physician assistants
graduated from Duke University in 1967. They were
former Navy corpsmen who wanted to use their medical
skills in civilian life.

Today

A majority of all PAs provide primary care, and 33%
practice in towns with fewer than 50,000 residents. PA
distribution more closely matches the population than
other primary care providers according to the Seventh
Report on the Status of Health Personnel in the United
States, published by the U.S. Department of Health and
Human Services in 1990. The report noted that, were it not
for PAs, many areas would have little or no access to quality
health care.

The PA Practice
Physician assistants work in all 50 states, the District of
Columbia, Guam, and around the world in the military. In
1992, there were approximately 152 million patient visits
to physician assistants.

The median salary range for clinically practicing
physician assistants nationwide is $50,000 to $55,000,
which is approximately half the average salary of a family
physician.

All PAs must, by law or regulation, have a supervising
physician. It is not necessary, however, for the physician
and PA always to be located in the same building or even
the same town. Most state laws allow the supervis-
ing physician to be away from the practice when the
PA is seeing patients.

"(Congress has) singled out programs in family
medicine, general internal medicine, and gen-
eral pediatrics, and training of physician as-
sistants. . . for priority in the allocation of
federal assistance because these professions
will play a pivotal role in reaching the na-
tional goal of making access to primary health
care more widely available and of reducing

unnecessary health care costs.”
~United States Congress, 1992
Public Law 102-408

Quality Care

A study by the Congressional Office of Technology Assessment
concluded that “within the limits of their expertise, PAs pro-
vide care that is equivalent in quality to the care provided by
physicians.” Studies conducted by the Rand Corporation and
others found that PAs save as much as 20% of the costs of
medical care, can perform 80 percent of the routine functions of
a primary care physician’s practice, and are widely accepted by
patients.

Case law reveals that physician assistants have been
involved in very few malpractice cases. The majority of PAs are
insured by a rider on their employer’s malpractice policy; many
have their own coverage.

Prescribing

A PA’s practice is determined by education and experience, the
supervising physician’s practice, and state law. One aspect of
state law is prescriptive authority.

During the last decade, the number of states granting
prescriptive authority has more than doubled. Thirty-seven
states, the District of Columbia, and Guam allow PAs to write
prescriptions for medications.

Prescriptive practice for physician assistants is a logical
outgrowth of both their role and education. PA education in
pharmacotherapeutics (the study of the use of medication in
the treatment of disease) is proportionally equivalent to that of
physicians. The National Board of Medical Examiners deter-
mined that the PA national certification examination is a valid
assessment of this knowledge. Surveys show a strong similarity
between PA and physician prescribing patterns.

A state-by-state summary of the laws and regulations
governing PAs is available from the American Academy of
Physician Assistants.

PARTNERS IN MEDICINE



PHYSICIAN ASSISTANTS

ORGANIZATIONS

The American Academy of Physician Assistants (AAPA) is
the national professional society for PAs. Founded in 1968,
the Academy has chapters in all 50 states, the District of
Columbia, and Guam. There are also chapters that rep-
resent physician assistants working for the Public Health
Service, the Department of Veterans Affairs, and all
branches of the military.

The mission of AAPA is to “promote quality, cost
effective, and accessible health care and to promote the
professional and personal development of PAs." Major
activities to accomplish this goal include government rela-
tions, public education, research and data collection, and
professional development.

Eighty percent of all practicing physician assistants
are members of AAPA. Members are graduates of accred-
ited physician assistant programs and/or those who are
nationally certified. Students at accredited programs are
also eligible for membership.

The AAPA’s Physician Assistants Foundation (PAF)
provides funds for scholarships and research on the PA
profession. In 1992, it awarded 37 scholarships totalling
$87,000 to PA students and $15,000 in research grants to
AAPA members.

For more information, contact:
American Academy of Physician Assistants
950 North Washington Street
Alexandria, VA 22314
(703) 836-2272

Nangnal_ﬂqmmmﬁmx.mx_c_cmﬁgatmntm i cian Assistant

The National Commission on Certification of Physician
Assistants (NCCPA) is an independent organization es-
tablished to assure the competency of physician assistants.
The NCCPA was formed in 1975 by AAPA and other health
professional associations in order to administer a national
certifying examination to graduates of accredited PA pro-
grams. The examination and the recertification exam
physician assistants are required to take every six years
are designed to test the medical knowledge and clinical
skills of PAs.

For more information, contact:
NCCPA
2845 Henderson Mill Road NE
Atlanta, GA 30341
(404) 493-9100.

The Association of Physician Assistant Programs (APAP)
sharesitsnational headquarters with AAPA. Whereasthe
Academy is made up of graduates and students, APAP
members are the physician assistant educational programs
and faculty. Founded in 1972 to help maintain the high
quality of PA education, APAP’s objectives are to encour-
age communication among the programs and to serve as a
national information center on PA education.

APAP publishes the "National Directory of PA Pro-
grams,” giving complete information on the names, loca-
tions, requirements, tuition, length, and degree(s) awarded
for each of the accredited PA programs. The directory is
available to the public for a small fee.

For more information, contact:
Association of Physician Assistant Programs
950 North Washington Street
Alexandria, VA 22314
(703) 548-5538

30,000 -
Growth in Number
of Physician Assistant
Graduates
20,000
10,000 9
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NATIONAL HEALTH CARE REFORM

President Clinton's health reform legislation, the "Health Security Act” (HR 3600, S 1757), seeks to provide
quality health care to all Americans, including millions of individuals who are currently uninsured or
underinsured. To accomplish this goal, the bill recognizes physician assistants (PAs) as qualified health
care professionals who provide essential, cost-effective health care.

A Health care teams

By defining "health professional services" to include physicians and others legally authorized to provide
services, the legislation recognizes that physician assistants provide quality health care that should be

available to all Americans under health care reform. PAs are included in the definition of "lawful health
care provider” whose services must be covered under any fee-for-service plan offered by a regional alliance.

PAs are specifically listed in the definition of health professionals who may be considered "essential
community providers” eligible for certification. Health plans would be required to contract with
institutions, agencies and providers certified as essential community providers in order to assure that
underserved populations have access to care.

A Increased funding for PA education

Authorized spending has been set at $400 million to cover "primary care physician and physician assistant
training,” plus programs for the training of underrepresented minorities and nurses. The American Academy
of Physician Assistants (AAPA) seeks specific earmarking of funds for PA educational programs.

The legislation changes the financing of graduate medical education. Rather than coming entirely from the
Medicare trust fund, physician residency training would also be supported by money set aside from private
health insurance premiums collected by corporate and regional alliances. In a precedent-setting move, the
bill allots $200 million of these funds for graduate nurse education. The AAPA believes that PA education
programs should also be eligible for GME funds, which is a steady source of financial support immune from
discretionary spending caps and the annual appropriations process.

A Enhancement of PA practice environment

The legislation recognizes that physician assistants are essential to the delivery of primary care and
preventive services, particularly if all Americans are to have access to quality health care. It includes
language encouraging and supporting full utilization of the "professional education and clinical skills of
advanced practice nurses and physician assistants.”

Within the Department of Health and Human Services, programs are authorized to encourage the adoption
of model professional practice statutes for PAs and to support the removal of inappropriate barriers to
practice. The AAPA seeks the addition of language directing the Secretary of HHS to consult with the
appropriate professional society on the issue of a model law.

The Health Security Act does not provide for a federal preemption of restrictive state practice acts. Rather,
it declares that "No state may, through licensure or otherwise, restrict the practice of any class of health
professionals beyond what is justified by the skills and training of such professionals." The AAPA supports
the removal of unnecessary practice restrictions, but does not believe the federal government should override
state laws.

A Increased access for Medicare beneficiaries

The legislation amends existing law and extends Medicare coverage for outpatient physician services
provided by PAs from rural Health Professional Shortage Areas to all geographic areas. Reimbursement
would be paid to the PA's employer at 85 percent of the physician's fee. This provision is essential and must
be included in any health care reform legislation enacted by Congress.



A Support for providers in underserved areas

The bill increases funding for the National Health Service Cor'ps ($50 million in FY95, $100 million in FY96,
and $200 million for each of fiscal years 1997 to 2000). The AAPA recommends replacing the bill's proposed
requirement that 20 percent of all NHSC participants be nurses with language doubling the current 10 per-
cent set-aside of scholarship and loan repayment awards for PAs, nurse practitioners and nurse midwives.

The Health Security Act contains a $500 per month personal tax credit for primary care physician assistants
practicing full-time in Health Professional Shortage Areas. The AAPA recommends modification of the
recapture provisions for PAs unable to complete the 60-month mandatory service period and extension of this
credit to PAs working in underserved areas prior to 1995. The AAPA recommends the extension of the tax
credit beyond five years.

The AAPA also recommends that Medicare bonus payments, currently available only to physicians, be
authorized for PAs working in underserved areas.

A Miscellaneous provisions

The legislation authorizes $200 million for skill enhancement and retraining programs to be administered by
the Department of Labor. These include retraining health care workers for more advanced positions as
technicians, nurses, and physician assistants.

The Health Security Act would establish a National Council on Graduate Medical Education, a National
Council on Graduate Nurse Education, and a National Institute for Health Care Workforce Development.
The AAPA recommends that Congress consider consolidation of these functions to avoid unnecessary
bureaucracy and to achieve more effective workforce planning and administration.

AAPA National Health Reform Policy

The American Academy of Physician Assistants believes that a national health care program should
provide basic health care services to all residents and that the scope of such services should be determined
by public policy and be based on considerations such as medical effectiveness. Health care services should be
provided by qualified persons who practice a team approach to care. Patients should retain a choice of
providers and be satisfied with the quality of care offered by the providers and the health care system.

In addition, AAPA believes that the structure of a national health care program should be determined by
the federal government, and administered by the states under national guidelines. Financing mechanisms
should be fair, equitable, and include cost controls.

The AAPA advocates a national health care program based on these principles because the existing frag-
mented system inhibits access and is inherently inflationary. Only a well-managed national health care
program can guarantee universal access and moderate health care expenditures.

AAPA Position on the "Health Security Act”

Therefore, to the degree that the President's "Health Security Act” meets these principles, the American
Academy of Physician Assistants can support the proposal. The AAPA applauds the bill's focus on uni-
versal access and comprehensive primary and preventive care services; its emphasis on a team approach to
health care delivery; its attention to research on effective medical procedures; and its preservation of the
patient's right to choose his or her health care provider.

5/%4
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Physician Assistants and
Health System Reform

Clinical Capabilities, Practice Activities, and Potential Roles

P. Eugene Jones, PhD, PA-C, James F. Cawley, MPH, PA-C

NATIONAL efforts to reform the health
care system will likely result in changes
in the roles and responsibilities, prac-
tice combinations, and distribution of
health professionals, including midlevel
providers such as physician assistants
(PAs), nurse practitioners (NPs), and
certified nurse-midwives. Although re-
cent studies have addressed differing
scenarios of the projected roles of
midlevel providers,'® implementation of
initiatives that involve PAs may be in-
fluenced by an overall shortage of PAs,
existing barriers to PA practice, and
the need for commitment to physician-
dependent practice relationships in a
team-oriented health care delivery sys-
tem. This article reviews the history,
academic preparation, clinical capabili-
ties, distribution, and practice activities
of PAs and discusses the potential roles
of PAs in the changing health system
environment.

The origin of the PA can be traced to
the new health practitioner movement
of the 1960s, during which the PA con-
cept emerged from a combination of
events. As experienced hospital corps-
men and combat medics returned from
service in Vietnam, there were no ci-
vilian job equivalents or suitable health
career pathways in the United States.
Simultaneously, a new health care pro-

. vider model proposed in 1961° resulted
in the development of the first PA pro-
gram at Duke University School of Medi-
cine. According to this concept, PAs
“would be trained to assist the doc-
tor...in such a way as to facilitate bet-
ter utilization of available physicians and
nurses.”” These circumstances eventu-
ally resulted in the matriculation of sub-
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Physician Assistant Program, Department of Health
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stantial numbers of military veterans
into newly developing PA programs.
Subsequently, more PA programs were
developed to train providers who would
(1) augment the capabilities of primary
care physicians by increasing access to
basic medical care services, (2) fill ser-
vice gaps resulting from geographic and
specialty maldistribution of physicians,
and (3) help control health care costs.®®

PA EDUCATION

By 1993, there were 58 accredited PA
programs in 29 states and the District of
Columbia and 27403 program gradu-
ates.'®!! With the exception of a few hos-
pital-, military-, and community college-
based programs, the majority of PA pro-
grams are affiliated with academic health
centers (AHCs), medical schools, or
4-year colleges and universities, 26% of
which are classified as category I re-
search universities by the Carnegie
Foundation for the Advancement of
Teaching.? Thirty-five PA programs
(60%) offer a baccalaureate degree or
degree option, 12 (21%) offer master’s
degrees, and the remainder grant an
associate degree or a certificate of
completion.

Essentials for PA Education

The “Essentials of an Approved Edu-
cational Program for the Assistant to
the Primary Care Physician” were ini-
tially adopted in 1971 by the American
Medical Association in collaboration with
the American Academy of Family Phy-
sicians, the American College of Phy-
sicians, the American Academy of Pe-
diatrics, and the American Society of
Internal Medicine.'* Following the or-
ganization of the Committee on Allied
Health Education and Accreditation in
1977, the Essentials were revised in 1978,
1985, and 1990. The Essentials establish
minimum standards of quality to which
accredited programs are held account-
able. After the Essentials initially were
adopted, federal funding acts supported
the expansion of PA educational pro-

grams’ emphasis on a primary care ori-
entation for preparing generalist PAs.1

According to the current Essentials
of the Committee on Allied Health Edu-
cation and Accreditation, PAs are “aca-
demically and clinically prepared to pro-
vide health care services with the di-
rection and responsible supervision of a
doctor of medicine or osteopathy. The
functions of the physician assistant in-
clude performing diagnostic, therapeu-
tic, preventive and health maintenance
services in any setting in which the phy-
sician renders care, in order to allow
more effective and focused application
of the physician’s particular knowledge
and skills."'5®

Clinical services performed by PAs
are described by the Essentials in the
following six categories'**®™: (1) evalu-
ation—initially approaching a patient of
any age group in any setting to elicit a
detailed and accurate history, perform
an appropriate physical examination, de-
lineate problems, and record and present
the data; (2) monitoring—assisting the
physician in conducting rounds in acute
and long-term inpatient care settings,
developing and implementing patient
management plans, recording progress
notes, and assisting in the provision of
continuity of care in office-based and
other ambulatory care settings; (3) di-
agnostics—performing and/or interpret-
ing, at least to the point of recognizing
deviations from the norm, common labo-
ratory, radiological, cardiographic, and
other routine diagnostic procedures used
to identify pathophysiological processes;
(4) therapeutics—performing routine
procedures such as injections, immuni-
zations, suturing and wound care, man-
agement of simple conditions produced
by infection or trauma, and assistance
in the management of more complex
illness and injury, which may include
assisting surgeons in the conduct of op-
erations and taking initiative in perform-
ing evaluation and therapeutic pro-
cedures in response to life-threatening
situations; (5) counseling—instruction
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and counseling of patients regarding
compliance with prescribed therapeutlc
regimens, normal growth and develop-
ment, family planning, emotional prob-
lems of daily living, and health mainte-
nance; and (6) referral—facilitating the
referral of patients to community health
and social service agencies when appro-
priate.
Curriculum Content

Prior to matriculation, the typical PA
program requires the student to have
completed the equivalent of 2 years of
undergraduate-level biological, social,
and behavioral science prerequisites.
The first 9to 12 months of PA education
are devoted to preclinical didactic stud-
ies and include courses in anatomy,
physiology, microbiology, pharmacology,
psychology, clinical medicine, physical
diagnosis, preventive medlcnne and clini-
cal laboratory procedures.'® Courses in
the basic medical sciences aceount for
T7% of the didactic component of PA
education, with the remainder devoted
to behavioral and social sciences. Edu-
cational programs for PAs average more
than 1004 contact hours of didactic in-
struction.”” These courses are typically
followed by 9 to 15 months of physician-
supervised clinical education in both in-
patient and outpatient settings in ur-
ban, inner-city, and rural communities,

In some AHCs, didactic PA education
and medical student education is con-
ducted with shared classes and resources,
and PA students typically are educated
in a clinical setting by residents, attend-
ing physicians, and graduate PAs. Most
programs include supervised clinical edu-
cational experiences for PA students in
rural or medically underserved areas. In
addition, several hospital- and university-
based postgraduate courses of instruc-
tion exist in medical and surgical spe-
cialties such as neonatology, pediatrics,
emergency medicine, occupational medi-
cine, and surgery.
Primary Care Deployment Modeis

A number of PA programs have de-
veloped specialized curricula designed to
promote primary care practice in under-
served communities, including content
on substance abuse education for health
professionals, geriatrics, mental health,
health care for the homeless, women’s
health injtiatives, environmental/occupa-
‘tional medicine, medical Spanish, and a
general orientation toward prevention
in the delivery of health care.!* Many
programs have successfully placed g'radu-
ates in chronically underserved areas via
decentralized educational projects.'™® For
example, participants in the Stanford
University Primary Care Associate Pro-
gram were twice as likely to be employed
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in rural communities (<10000 popula-
tion) as nonparticipants (33% vs 16%).*
A 1992 survey of participants in the Uni-
versity of Nebraska PA Program’s Ru-
ral Health Opportunities Project revealed
a similar graduate employment rate
(33.4%) in communities with fewer than
10 000 population.? More recently, a sat-
ellite educational project developed by
the University of Washington-MEDEX
Northwest Physician Assistant Program
provides on-site didactic and clinical edu-
cation for rural and Native Alaskan ma-
triculants in Sitka, Alaska, and additional
MEDEX Northwest projects link the
University of Nevada and Boise State
University with area health education
centers for rural PA deployment.

Several PA programs have developed
master’s degree majors for PAs who
will serve underserved populations and
areas of special need. Graduate PA pro-
grams in rural health are offered at Al-
derson-Broaddus College in Philippi,
WVa, and the University of Nebraska-
Omaha. Public health education is of-
fered in combined PA/MPH programs
at The George Washington University,
Washington, DC, and the University of
Oklahoma in Oklahoma City, and a com-
bined PA/MS degree in preventive medi-
cine is offered at the University of lowa
in Iowa City.

AHC-Affiliated PA Programs

Of the 58 accredited primary care PA
programs, 27 (47%) are sponsored by
AHCs. Twice as many AHC-based PA
programs receive federal grant support
as non-AHC-based programs, and at a
12% greater dollar amount than non-
AHC-based PA programs. Because fed-
eral PA training grants are tied to dem-
onstrated success in primary care edu-
cation and graduate placement in health
professional shortage areas, it follows
that AHC-sponsored PA students spend
more time in primary care-based clini-
cal education and are employed in pri-
mary care settings at a greater rate than
non-AHC-sponsored students.Z Conse-
quently, AHC-based PA programs may
be better positioned than non-AHC-
based programs to contribute to the
goals of the Health of the Public Pro-
gram?® by providing interdisciplinary di-
dactic and clinical education in popula-
tion-based competencies, by continuing
emphasis on health promotion and dis-
ease prevention activities,* and through
PA faculty service and student rotations
that augment community access to
health care services.

Funding Sources

In 1993, 33 PA programs recexved a
total of $6.65 million in federal training
support under Title VII authorization

through the Health Resources and Ser-
vices Administration Grants Program
for Physician Assistants of the Public
Health Service, administered by the Di-
vision of Medicine. In the same year, the
mean PA program budget was $457 000
and the average Title VII grant award
was $143 000, which accounted for 28%
of program operating costs.? Fiscal year
1995 authorization is $9 million.

Title VII funding preferences and pri-
orities for PA program education grants
have traditionally emphasized primary
care education and deployment, affilia-
tion with graduate programs in family
medicine, and strategies for increased
enrollment and retention of underrep-
resented minorities. Funding prefer-
ences and priorities for the fiscal year
1994 application cycle address medically-
underserved community practice, gen-
eralist specialty practice, and increased
enroliment of minorities or low-income
applicants.

From the inception of PA educational
programs, internal support from spon-
soring institutions has increased steadily
while external (primarily federal) sup-
port has remained at about one third of
total program revenues. This trend re-
flects increasing self-sufficiency on the
part of PA programs, because the level
of federal support during the past 7 years
has remained relatively constant.

The overall cost of PA education re-
mains relatively low. The average total
cost for educating a PA student is ap-
proximately $8029 per year at AHC-
sponsored programs and $7546 per vear
at non-AHC-sponsored programs.®

Response to Federal Initiatives

Educational programs for PAs have
responded to federal grant initiatives
by specifically targeting curriculum con-
tent toward primary care for medically
needy populations. This includes special
focus on topics such as the acquired im-
munodeficiency syndrome, substance
abuse, adolescent pregnancy, childhood
immunizations, risks of cancer and heart
disease, and reduction of infant mortal-
ity. More than half of all PA programs
have developed specific educational con-
tent to address the health and medical
problems of inner-city populations. Most
PA programs have developed strong
linkages with area health education cen-
ters, community education centers, ru-
ral health clinics, community/migrant
health centers, and other primary health
care agencies and settings. Fellowships
for PAs in migrant health centers are
jointly sponsored by the Health Re-
sources and Service Administration, Na-
tional Rural Health Association, Ameri-
can Academy of Physician Assistants,
and Association of Physician Assistant
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Table 1.—Physician Assistant Specialty Distribution, by Percentage, 1974 Through 1993*

1974 1978 1981 1984 1987 1983
Speciaity N=839 N=3418 N=4312 N=68562 N=10 882 N=14748

Family practice 436 52.0 49.1 425 38.7 M5
General intemal medicine 20.0 12.0 89 9.2 9.5 95
General pediatrics 8.2 33 34 41 4.0 2.3
General surgery 12.1 5.5 48 5.1 88 6.4
Surgical specialties 6.8 6.2 7.7 125 13.8 20.8
Medical speciatties 3.9 6.3 2.7 48 71 8.0
Emergency medicine 13 49 45 6.4 6.5 8.2
Qccupational medicine : 1.8 27 31 41 4.1 31
Othert 43 71 16.0 113 75 9.4

*Sources of data are reterences 10 and 29.

1Other inciudes pediatnc specialties, physical and rehabilitation medicing, psychiatry, pubkc health, and radiology

(all <1%); 3.3% were not identified.

Programs to promote PA practice in mi-
grant health settings.

Faculty

Educational programs for PAs expe-
rience difficulty in identifying, recruit-
ing, educating, and retaining sufficient
numbers of qualified faculty members.
The combination of an enlarging appli-
cant pool, pressure to increase the num-
ber of PAs trained per program, and an
increasing number of clinical employment
opportunities has resulted in an “aca-
demic hourglass” effect, further compli-
cated by an already insufficient supply of
experienced PA educators. Because of
the disparity between academic and clini-
cal income potential, faculty positions de-
signed as joint teaching-practicing clini-
cian positions are commonplace means of
income supplementation. Sixty-nine per-
cent of PA faculty are concurrently en-
gaged in part-time clinical practice, av-
eraging 10 hours per week, earning an
average wage of 326.29 per hour,®

As with most professional schools, no
formal pathway exists for PA-specific
educator training. Clinically experienced
PAs are typically self-referred or re-
cruited into PA education, usually with
little or no formal preparation in the
foundations of educational theory and
practice.”® Of the PA program personnel
identified as faculty in 1993, 13.6% held
- doctorate degrees, 352% held master’s
degrees, and 492% held bachelor’s de-
grees. The remaining 2% held associate
degrees (1%) or were not reported.?

Applicants and Students

As with other health professions, in-
terest in PA education continues to in-
crease. In 1988, PA programs averaged
86.1 applicants for 25.9 seats. By 1992,
the number of applications increased to
an average of 203 per PA program (an
increase of 136%), and the number of
enrolled students increased to 35 per
program.Z Preliminary reports of the
1994 applicant pool indicate that many
programs have nearly twice the number
of applicants compared with 1993.
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The typical student entering PA train-
ing is a 26-year-old white woman witha
3.1 grade point average and more than
4 years of previous health care experi-
ence. Since 1984, women have consti-
tuted more than 60% of enrolled PA
students, and since 1987, ethnic minori-
ties have represented about 20% of ma-
triculants. Most students enter PA edu-
cation with either a baccalaureate de-
gree or substantial course work in the
premedical sciences. Anincreasing num-
ber of matriculants (7.2% in 1993) hold
master’s or doctoral degrees.®

CLINICAL SERVICES AND SETTINGS

At present, approximately 23 350 PAs
are employed in clinical practice in 49
states and the District of Columbia
Trends in practice patterns of recent PA
program graduates reveal increased num-
bers in inpatient and institutionally based
settings and, until recently, fewer enter-
ing primary care practice. In 1993, 4%
of PAs were employed in primary care
settings, defined as family or general
practice, general internal medicine, or
general pediatrics (Table 1). The largest
share, 34.5%, worked in family or gen-
eral practice.' The 28% of PAs employed
by hospitals included more than 6% in
outpatient clinic practice (Table 2).

The distribution of PA practice set-
tings is geographically disproportionate.
Fewer recent graduates of PA programs
in eastern states entered primary care
practice settings (54.4%) compared with
graduates in central (73.8%) and west-
ern states (70%). Seventeen percent of
PAs practice in communities with a
population of fewer than 10 000, and 34%
practice in communities with a popula-
tion of fewer than 50000. More than
86% of all graduate PAs remain in full-
time clinical practice.'

Changing Profiles

The demographic profile of PAs has
changed markedly since the profession’s
inception. Although it remains a relative-
ly young profession (the mean age of PAs
is 40 years), the proportion of women

PAs is now more than 42%, increasing
from less than 10% in the 1970s. Almost
10% of PAs are ethnic minorities, and
more than 32% are military veterans.?
Nearly 35% of all PAs are employed in
private physicians’ practices (either solo
or group) and 28.5% practice in hospitals,
with other PAs distributed in health care
. settings such as managed care organi-
zations (7.3%), the military (4.6%), rural
clinics (4.7%), Department of Veterans
Affairs facilities (42%), and correctional
facilities (2.5%). The remainder practice
in nursing homes, inner-city clinics, and
other clinical settings. Notable employ-
ment trends reveal fewer PAs in family
medicine and more PAs in medical and
surgical subspecialties (Table 1). The pro-
portion of PAs employed in hospital set-
tings reflects a relatively stable distri-
bution over the past decade (Table 2).7
While PA practice settings continue
to diversify, the largest percentage re-
main employed in primary care. A num-
ber of the same socioeconomic factors
that discourage physicians from prac-
ticing primary care may influence PA
employment decisions as well.® Despite
the fact that most PAs are in primary
care practice, it is clear that specialty
and institutional employers are compet-
ing for PA services, and the patterns of
diversification and specialization of PA
employment further complicate an im-
balanced educational supply and oecu-
pational demand mismatch.®

Income

Asdemand for PA services has grown,
salaries in both primary care and spe-
cialty settings have increased accord-
ingly. In 1993, the mean annual salary
for PAs in all practice settings and spe-
cialties was $53 500, excluding fringe
benefits and part-time income. Those
employed in surgical specialties earned
an average of $60800 per year.® In a
1991 study of 6228 PAs, with the ex-
ception of those in practice less than 1
year, salaries among men were approxi-
mately $5000 greater than among
women, even after controlling for clini-
cal specialty, number of years in prac-
tice, number of patient visits per week,
and number of hours worked per week ®

PA Productivity and
Cost-effectiveness

The potential roles to be assumed by
PAs in health system reform will likely
correlate with their productivity and
cost-effectiveness. Outcomes will differ
from practice to practice, depending on
variables such as the specialty, setting,
and barriers to employment. The pro-
ductivity and cost-effectiveness of PAs
have been described and measured by
the time spent per visit, average num-
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Table 2—Trends in Physician Assistant Practice Settings. by Percentage. 1981 Through 1993

1981 1984 1987 1993
Practice Setting No4312 NoB552 N=3309 N=14 745

Private officet 358 345 33.2 34.6
Hospital 205 313 286 285
Ambuilatory dinict 248 17.7 17.0 204
Health maintenance organization NA§ NA 6.9 73
Miltary 8.4 7.3 7.6 4.6
Other; 0.4 9.2 67 46

*Sources of data are references 10 and 29. Data for 1987 are trom reterence 29 only.

tEither solo or group practce.

$includes community-based pubiic, privately sponsored, inner-city, substance abuse, student health, cormechonal

medicing, and rural health dlinics.
§NA indicates not available

| Other includes Veterans Affairs (4.2%) and nursing homes (0.4%).

ber of visits per unit of time, number of
office visits or procedures, charges gen-
erated, overhead reduction, and in-
creased physician activity.*®* In 1993,
outpatient-based PAs saw an average
of 22.1 patients per day, compared with
an average of 15.7 patients per day for
inpatient-based PAs.!® Although many
variables are influenced by the actual
practice setting, the evidence suggests
that physicians can increase their prac-
tices’ output by employing PAs, and PAs
“are capable of carrying substantial pro-
portions of the workloads of primary-
care physicians.”P®

Quality of Care

Indicators of the quality of care pro-
vided by PAs have been measured by
comparing processes and outcomes be-
tween physician- and PA-provided care
with regard to functions performed by
both. Within their areas of competence,
PAs have been shown to provide care
indistinguishable in quality from care
provided by physicians.* Indirect in-
dicators of quality, such as physician
acceptance and patient satisfaction, have
also been favorable.®3” However, exist-
ing quality-of-care studies of midlevel
providers have recently been criticized
for being dated and methodologically
flawed.® The need for current data de-
rived by rigorous health services re-
search methods is clearly indicated.

Responsibility and Accountability
State legislation governing PA scope
of practice exempts PAs from the unli-
censed practice of medicine with the
stipulation that they function under the
supervision of a licensed physician. Le-
gally, the physician-PA relationship is
one of respondeal superior, wherein the
physician is liable for exercising care in
the selection and supervision of the PA,
has the right of control of the assistant,
and is “liable for the negligent acts of
employees performed within the scope
of the employment relationship.”®®'® A}-
though the supervising physician retains
“vicarious liability,” PA practice account-
ebility has progressed from a delegatory
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model achieved by amending medical
practice acts to a regulatory/authority
model, wherein state licensing boards are
authorized to govern PA practice. These
amendments and exemptions establish
PAs as the agents of their supervising
physicians, and PAs maintain direct li-
ability for the services they render to
patients. Supervising physicians, who de-
fine the standard to which PA services
are held, are vicariously liable for ser-
vices performed by their PAs under the

doctrine of respondeat superior.

COMPARING PAs AND
NURSE PRACTITIONERS

A recent study estimated there are
27226 NPs, distinguished from other
registered nurses by state boards of
nursing data. Exact numbers are un-
known because of overlapping NP titles,
specialty practice roles, and differing
state requirements for NP education and
accreditation.* The majority of NP prac-
tice settings were reported in family
and adult medicine, pediatrics, and wom-
en’s health.

A 1993 study of 51 midlevel provider
educational programs (22 NP, 20 PA, two
combined PA/NP, and seven certified
nurse-midwife programs) compared le-
gal, professional, and political differences
between PAs and NPs.”® Although vary-
ing degrees of differences and similari-
ties were reported between PA and NP
educational programs, the main distine-
tion in their orientation to heaith care is
that NP programs are typically set within
schools of nursing, with education pro-
vided in the nursing model. In contrast,
P A programs are typically affiliated with
medical schools, with education provided
primarily by physicians. However, these
differences are less distinct in some re-
gards; physicians contribute to NP edu-
cation, and NP and PA educators often
“cross-teach” between and among pro-
grams. In California, two programs
jointly train PAs and NPs within the
same department, and approximately one
third of California PAs are also nurses.!

Although PA and NP clinical roles
within managed care organizations and

ambulatory settings are often regarded
as interchangeable, reports comparing
PA and NP productivity have differed
in their findings. One study reported
that both groups saw similar numbers
of ambulatory adult patients in a large

ed care setting, whereas another
reported that PAs had more direct pa-
tient encounters and generated twice
the gross dollar income per day when
compared with NPs.* These differences
were not fully accounted for but were
partially attributed to the tendency for
NPs to spend more time providing coun-
seling services. Debate continues onthe
practice productivity advantages and
disadvantages between PAs and NPs,
but researchers appear to agree that
the potential for increased productivity
for both groups is greater in larger prac-.
tices and managed care settings. Nev-
ertheless, both PAs and NPs directly
reflect physician levels of task delega-
tion in their clinical productivity.!

The practice of PAs is regulated un-
der states’ Medical Practice Act provi-
sions and is based on physician super-
vision and task delegation, whereas NPs
practice under nursing licensure provi-
sions of Nurse Practice Acts. Research
evidence clearly shows that the tasks
described and roles performed by PAs
and NPs are more similar than different
in many ambulatory practice settings,
but two major issues serve to differen-
tiate the professions: (1) their general
orientation to health care and (2) the
desire for independent (NPs) vs depen-
dent (PAs) practice relationships with
physicians.* This divergence may have
important implications for both profes-
sions if health reform measures include
greater roles for PAs and NPs in pri-
vate practices, managed care systems,
and institutional settings.

POTENTIAL ROLES OF PAs

Under federal aegis, increasing atten-
tion is now focused on a generalist-pro-
vider—oriented system of health care.
However, the projected roles of PAs in
such a system are still undetermined.
According to the US Public Health Ser-
vice, PAs “have become firmly estab-
lished as a provider group well suited to
address problems of maldistribution of
physicians and enhancing cost-effective-
ness of care,” and increasing demand for
PA services was attributed to the re-
vitalization of the National Health Ser-
vice Corps, liberalization of authority to
prescribe, and the increased use of PAs
in hospital-based settings as a means of
cost~control. “*” What remains to be seen
is the leve] of demand and the clinical
practice settings in which PA services
will be required.

The federal government reinforces the
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primary care focus of PA program cur-
ricula by awarding Title VII training
grants for programs demonstrating a
record of successfully meeting primary
care-oriented funding preferences and
priorities. However, the possible redis-
tribution of medical and surgical sub-
specialty residency educational positions
recently recommended to Congress by
the Physician Payment Review Com-
mission (PPRC) and the Council on
Graduate Medical Education may result
in increased use of PAs and other
midlevel providers in inpatient specialty
settings. This may occur as a result of a
PPRC-projected loss of 11 000 residency
slots.* Among the PPRC recommenda-
tions was a call for increased funding for
specialty-trained PAs and other midlevel
providers to maintain levels of inpatient
care previously provided by residents.
Another report reinforced this proposal,
suggesting a need to determine “the ex-
tent to which nurse practitioners and
physician assistants can substitute for
and enhance both generalists and spe-
cialists. . . /2P0

The PA profession realizes increasing
opportunities in medical and surgical
specialty practice, and the 77% of PA
programs that are federally funded are
obligated to maintain generalist-based
curricula. Although many newly gradu-
ated entry-level PAs are initially em-
ployed in specialty settings, the more
plausible solution to the potential de-
mand for more specialty-trained PAs
may be to increase the number of post-
graduate and master’s level specialty
programs. The projected number of PAs
who will graduate in 1994 is 2100. If
Title VII educational grants increase as
projected, approximately 3300 PAs
would graduate in 1996, followed by 3800
graduates in 1997. The annual PA gradu-
ation rate would increase to approxi-
mately 4000 by the year 2000, resulting
in a total of approximately 41 000 PAsin
practice. This number includes the as-
sumption of a 1% to 3% attrition rate
- and the remaining years of expected
practice, given the mean PA age of 40
years.* However, the distribution of PA
practice settings will likely be influenced
by a combination of market forces and
reform initiatives.

Hospital-Based PAs

As the proportion of PAs working in
primary care practices declined during
the 1980s, the proportion of hospital-
based PAs remained relatively stable,
However, the distribution of PAs within
hospital settings has changed, from
fewer PAs in hospital-based outpatient
clinics to more PAs in inpatient service
roles. While PAs employed in the sur-
gical subspecialties increased from 7.7%
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in 1981 to 21.7% in 1993, PAs eq\ployed
in hospital settings ranged between 28%
and 31.3% (Table 2). By 1992, 48.6% of
practicing PAs indicated at least some
inpatient care responsibility.*® In many
teaching hospitals, a combination of resi-
dency program retrenching, curtailed
availability of international medical
graduates, and cost-control measures has
contributed to expanded inpatient roles
for PAs. As aresult, PA use in inpatient
care roles in a wide variety of hospital
settings has become commonplace.

A recent study of 1690 hospital-based
PAs revealed that 45% held the job title
of or were identified as “house officers.”
More than 30% had formal medical staff
privileges and were credentialed under
hospital bylaws. Their practice distribu-
tion included 19.4% in surgical subspe-
cialties, 18.6% in medical specialties,
14.8% in emergency medicine, and 9.5%
in general surgery. Although the study
was inconclusive in determining the lev-
els of resident physician/house officer sub-
stitution performed by hospital-based
PAs, the authors recognized the need for
additional PA education in liability pro-
tection and risk management and addi-
tional researchin levels of responsibility,
outcomes, and privileging issues.

PAs and Managed Care

The increasing management by for-
profit corporations and the economies of
scale realized by capitated managed care
organizations require careful cost-benefit
considerations in provider ratio and dis-
tribution decisions. However, many vari-
ables contribute to differing levels of PA
role and distribution settings within man-
aged care organizations. Although man-
aged care PAs assume a range of duties
in a varjety of clinical settings, it appears
that physician attitudes toward PAs play
a major role in staffing decisions; thus,
midlevel provider distribution among
similar settings within the same organi-
zation can differ significantly.®

In ambulatory managed care settings,
PAs have been shown to be capable of
handling approximately 80% of the
health care services required to manage
patient problems at physician-equiva-
lent levels of patient satisfaction and
quality of care.® This finding is consis-
tent with observations made in rural
private practices, urban ambulatory care
clinics, and geriatric settings.” Ina large
group-model health maintenance orga-
nization, physicians and PAs were found
to see a similar number and type of adult
ambulatory patients on an hourly, daily,
and annual basis, and PAs were em-
ployed at approximately 50% of physi-
cian costs.® However, additional and
more recent data are needed to deter-
mine frequency and appropriateness of

PA consultation and referral activities,
prescribing habits, rate and frequency
of patient return visits, comparable de-
grees and mix of patient difficulty, and
the amount of “nonbillable” physician
time spent in consultation and supervi-
sion of PAs within such settings. In the
absence of these data, the evidence in-
dicates that, in organized ambulatory
care practices where team approaches
and structured division of staffing are
present, PA clinical productivity com-
pares favorably with that of physicians.®

BARRIERS TO PA PRACTICE

In 1993, PAs were recognized as health
care providers by the medical licensing
boards of 49 states and the District of
Columbia; Mississippi is the only state
that does not recognize PAs, State leg-
islative and regulatory agencies main-
tain control over the patterns of utiliza-
tion of PAs through their authority to
license and regulate the profession. Bar-
riers to enhancing the use of nonphysi-
cian health care providers were recently
reported as professional territorialism,
licensure restrictions, educational isola-
tion, physician resistance, and institu-
tional inertia.? These barriers vary geo-
graphically, as well as between and among
differing nonphysician provider profes-
sions. As a means of reducing these bar-
riers and encouraging change in health
care delivery, the Office of the Inspector
General called for an increased emphasis
on supervisory and management skills in
curricula for health care educaticnal in-
stitutions and the development of coop-
erative practice models among different
health care professions. A combination
of population demographics and reguia-
tory and reimbursement policies appears
to have the greatest influence on PA prac-
tice favorability, particularly in states
with disproportionate rural or medically
underserved communities. However, cur-
rent data that more clearly define re-
gional and national barriers to PA prac-
tice are needed if health system reform
plans include an increased use of PAs.

PA Supervision

The physician-PA employment rela-
tionship has been and is intended to re-
main a dependent one. The fundamental
elements of PA practice (use of a referral
system, frequent consultation, and peri-
odic review) are said to be synonymous
with a well-designed health system.® The
PA'’s ability to consult with and refer to
the supervising physician is the key fac-
tor to a successful workplace relation-
ship, and studies suggest that the task
delegation and supervision behaviors of
the physician have the greatest influence
on PA clinical productivity.* Geographic
practice isolation in rural and frontier
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Physician assistant prescribing authority, 1993,

settings may by necessity result in vary-
ing degrees of off-site physician super-
vision of the PA, and this physical sepa-
ration requires a certain amount of au-
tonomous judgment, particularly when
the PA is the only available on-site pro-
vider. Regulatory reluctance to support
such relationships in satellite and remote
settings restricts the ability of PAs to
provide needed services that might oth-
erwise be unavailable.

Prescriptive Authority

A total of 35 states, the District of
Columbia, and Guam authorize PAs to
prescribe medications, but a nucleus of
states do not. The cluster of 12 states
(Figure) represent approximately 37%
of the total US rural health professional
shortage areas.® Although prescriptive
authority varies from state to state and
ranges from using protocol-based for-
mularies for noncontrolled substances
to prescribing controlled substances, PA
prescribing must be done with the agree-
ment and supervision of the physician.
Patterns observed in rural PA practice
in Texas reveal an example of the po-
tential effect of prescriptive authority
to increase the capabilities of PAs to
improve access to care. Prior to PA pre-
scriptive legislation passed in 1991,
Texas had 26 rural health clinics. By
November 1992, the number had nearly
quadrupled, increasing to 99. During the
same period, the percentage of Texas
PAs practicing in rural areas tripled,
from 5% to 15%.534

Reimbursement lssues

Variation in state laws regarding com-
pensation for PA-provided services has
also influenced PA deployment. For ex-
ample, successful implementation of the
Rural Health Clinic Services Act (Pub-
lic Law 95-210), which provides for cri-
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teria-specific Medicare and Medicaid re-
imbursement for PA services, is hin-
dered in some states by variations in the
scope of their practice laws governing

‘'PAs. The practice of PAs is also com-

plicated by state-by-state Medicaid re-
imbursement policies that remain incon-
sistent. The services of PAs are gov-
erned by the “incident to” provision,
which allows for reimbursement at the
physician fee level for office or clinic
services provided by the physician’s staff
that are considered integral, although
incidental, to the physician’s services.
The physician must be present when
the PA-performed services are deliv-
ered, and the PA’s services are billed
and paid for as if the physician had per-
formed them. Differing states’ interpre-
tations of the incident to physician ser-
vice clause of Medicare and its carriers
confuse PA employers regarding reim-
bursement for services provided by PAs,
especially where on-site supervision is
not always required, and where PAs are
hired by practices for the specific pur-
pose of extending medical services to
rural and underserved communities.

Although Medicare reimburses 100%
of the physician fee schedule for PA ser-
vices provided incident to a physician's
service, reimbursement rates for other
services provided by the PA are lower.
Furthermore, these rates often vary, de-
pending on the site of the services. For
example, reimbursement for PA services
performed in a nursing facility may not
exceed 85% of the physician rate; in a
hospital setting it may not exceed 75% of
the physician rate; PA-assisted surgery
reimbursement may not exceed 65% of
the physician rate. Medicare services ren-
dered by PAs are always reimbursed to
the PA’s employer; thus, these variables
must be considered when determining
the most cost-effective use of PAs.

PAs AND HEALTH
SYSTEM REFORM

The roles to be assumed by PAsinthe
forthcoming health system reform ini-
tiatives are yet to be determined. Be-
cause PA education so closely resembles
a condensed version of medical school,
many of the same factors that compli-
cate physician education and distribu-
tion are similarly experienced by the
PA profession.

The argument that increasing exist-
ing PA program enroliment is less ex-
pensive than developing completely new
programs must be tempered with the
realities of increasing institutional com-
petition for fixed educational resources.
For example, AHCs with both a medical
school and & PA program may not be
able to absorb the added expense, space,
and time requirements of more lecture
commitments by basic science faculty,
resident physicians, and staff attend-
ings; more classroom space; and more
competition for already limited teach-
ing time on ward rounds, in the clinics,
and in operating rooms. Additionally,
the simultaneous demand to produce
more generalist physicians may increase
competition among medical schools, resi-
dency programs, and PA programs for
sites for quality primary care clinical
education. President ‘Clinton’s Health
Security Act includes favorable provi-
sions affecting PAs, but many questions
relating to the prospective roles for PAs
remain unanswered. The Health Secu-
rity Act does not specify how the annual
$400 million allocated for primary care
education among medical schools, nurs-
ing schools, and PA programs is intended
to be distributed. -

Although a number of proposals sug-
gest differing roles for midlevel provid-
ers within the context of health system
reform,*4545 the fact remains that PAs
are inextricably dependent on physicians
for their employment and supervision.
The position stated by the American
Boards of Family Practice and Internal
Medicine opposing independent practice
by nonphysician professionals also re-
flects the position of the PA profession.®
The American Academy of Physician As-
gistants reaffirmed that the PA profes-
sion does not seek independent prac-
tice, direct reimbursement from third-
party payers, or federal preemption of
state practice acts.’” Nevertheless, if
health system reform initiatives include
a greater role for PAs in the provision
of health care, greater efforts must be
made to improve the linkages and re-
lationships between and among PA pro-
grams, medical schools, and generalist
physician residency training programs.
Introducing more medical students and

PAs and Health System Reform—Jones & Cawley 1271




residents to the roles, functions, and ca-
pabilities of the physician-PA team in
educational settings might reduce the
existing degree of reluctance to “work
together in well-integrated teams to en-
hance the quality and availability of cost-
effective patient care,” as called for by
the American Boards of Family Prac-
tice and Internal Medicine.%®315

While the PA profession acknowledges
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m l PHYSICIAN ASSISTANT

‘I have more time
than most physicians
to spend with patients’

Name: Joan Schulhoff

Background: Schulhoff, 44, moved to Chicago 18 years
ago to work for Mt. Sinai Hospital Medical Center. She has
a bachelor’s degree in English from the University of Cincin-
nati and a Physician Assistant Associate Degree from
Cincinnati Technical College. Schulhoff is currently director
of Federation Programs for Mt. Sinai, which runs screening
and primary-care programs for Soviet Jewish refugees and
community-outreach programs for the Jewish community.

Years on the job: 18

HYSICIAN ASSISTANTS ARE
trained at a leve] above
nurses and below physi-
cians. Though we do
about 80 percent of
what a physician can
do, we must work with
a physician, not inde-
pendently. We do histories and phys-
ical exams. We diagnose and we
treat. And we do that through a set of
verbal guidelines with our physician.
We work with our physician for a
while, and we take on his or her style
of practice.

The reason PA's and other non-
physician providers are becorning so
important is that there simply are
not enough primary-care physicians
in this country. And it's not just in
rural areas. There are many under-
served people in urban areas as well.

Most of what I see in my practice
are things that the physican doesn't
need to be doing: pre-employment
physicals, colds, strep throats,
sprained ankles, stable diabetics,
stable hypertensives. When some-
thing exceeds my abilities, then I
talk to the pbysician.

The physician I work with reviews
the chart and signs it and periodically
sees the patient. And the patient al-
ways has the option of seeing the
physician. But the interesting thing is,
the patient very often wants to see a
PA because we have a little more time,

In 35 states, plus the District of
Columbia and the Armed Forces, PA’s
can write prescriptions. In llinois we
don't yet have prescriptive privileges,
but I believe that's changing. In an
urban area such as Chicago it’s easy
to get the physician’s signature on a
prescription, but in rural areas, such
as in Downstate [llinois, sometimes
the doctor isn't around for a couple of
weeks. So the PA's really need pre-
seriptive privileges in those areas.

The Touhy Health Center is the fa-
cility where most of the refugees
from the former Soviet Union receive

their first medical examination after
arriving in Chicago. We have more
than 800 patient visits a month,
most of them refugees; others are
HMO patients or Medicaid patients.
T'm responsible for programming,
policy procedure and overall quality
in this office.

Patients come in for a 24-day med-
ical evaluation, often within five or
six days of arriving in the U.S,,
which is unlike any other city in the
country, where they usually have to
wait weeks and sometimes months
to get in. We've also met planes at
the airport when we've had notifica-
tion that people will be arriving in
bad condition, and we've gotten peo-
ple directly into the hospital.

Our goal is to evaluate people im-
mediately. They often come in with
undiagnosed diseases, no medica-
tion, morbid hypertension, unstable
angina pectoris, cancers that have
not been diagnosed, terrible lesions,
grotesque medical problems. We in-
tervene as quickly as possible. We
don't just do a public health screen-
ing—we do a whole primary-care
screening, and PA's do that whole ini-
tial screening. If patients need ongo-
ing care—and many of them do—
they are sent to Mt. Sinai or Michael
Reese Hospital.

On a typical day I start at around
10:30 in the morning, but I generally
work till 9 in the evening at the
Touhy Health Center and until 11 or
12 at the facility in Skokie. Most
days I'll see eight to 10 new patients,
many who have come in fresh off the
plane. Some of these folks are
healthy. But many have serious dis-
eases, no medication or medications
that have no U.S. equivalent.  have
learned Russian so [ can speak to the
Russian patients, who make up the
majority of our immigrant patients.

I get a complete history and do a
complete head-to-toe physical with
each new patient. Then I order ap-
propriate laboratory work. The next

Chicago Tribune, Sunday Magazine

“The quality-of-care
studies that have

been done are just
wonderful for PA’s.
Malpractice claims are
almost non-existent.”

day I go over everything with the pa-
tient—what I found on the physical,
what we found on the laboratory
work. We go through their bagful of
Russian medications and determine
which they may take, which would
be dangerous for them to take; I sub-
stitute some American medications.
1 also go over the case with the
physician and describe my plan and
get the physician’s approval.

On other days I consult with doc-
tors or go to meetings with a variety
of organizations and individuals.
Then there’s the occasional house
call for patients who are afraid to
come out. Usually we've seen other
members of the family, and then we
hear that there’s a grandmother or
grandfather in the home.

What I like about this work is that
I have more time than most physi-
cians to spend with patients. I have
the best of both worlds. PA's spend a
little more time on health promotion
and prevention as well.

One of the most touching incidents
I've had was a teen-age girl who
came to me for birth control. While
T'm all for giving birth control to peo-
ple who are sexually active, I had a
sense from talking to her that she
wasn't. When she came back for her
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exam, she was holding a stuffed doll,
and ] knew she was trying to tell me
she wasn't ready. So we talked about
it, and she agreed that she would
wait six months. And she kept her
part of the bargain and decided not
to have sex for another year.

There are challenges, though, that
I wonder if I'm going to overcome.
When you have a program that loses
money, you always wonder if you'll
have enough glue to keep things to-
gether.

The profession, which is about 25
years old, has blossomed in the last
ocouple of years because there’s a grow-
ing awareness that there are areas
where there is not enough care. And,
gradually, even organized medicine
has begun to realize that physicians
can't do everything. The quality-of-
care studies that have been done are
Just wonderful for PA's. Malpractice
claims are almost non-existent.

To be a good PA, you have to have
a strong academic background.
There are no programs that will take
anybody directly out of high school.
The courses are very rigorous, and
some are taken with medical stu-
dents. You have to have good aca-
demic credentials, especially in the
sciences. They also prefer people
with prior health-care experience be-
cause you're thrown in with patients
from the beginning. You're on a
team, seeing patients with a physi-
can, a fourth-year medical student,
a resident and a PA student. You've
got to be a mature person. B

Interview by free-lance writer Norma
Libman.
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‘First of state’s physician assistants

begin entering the medical system

By DONNA LEUSNER

Mp‘ assistants are slowly
beginning {o practice medicine along-
side New Jersey doctors after 20 years
of resistance from the medical com-
munity and a year-and-a-half after
Gov. Jim Florio signed a law allowing
them to work in the state.

The first five licenses were ap-
proved by the state Board of Medical

Examiners on July 14, although a

dozen physician assistants began
working in hospitals two years ago as
part of a pilot project.

Working under the supervision of
physicians, physician assistants can
perform at least 70 percent of the clini-
cal duties of general practitioners, al-
lowing doctors to concentrate on more
complex patient problems,

Physician assistants can record :
patient histories, give physical exams .

and injections, draw blood, take pa-
tient histories, remove sutures and ad-
minister medication.

At least 23,000 physician assis-
tants are working around the country.
In fact, New Jersey was the 49th state
to pass a law allowing them to practice
here; only Mississippi still prohibits
their licensing.

Hospitals, operating in a new de-
regulated market in which competi-
tion is based on price, are anxious to
have another member of the health
care team, especially one who can be
hired after three years of classroom
and clinical training for $40,000 to
$60,000—1ess than half the price of a
general practitioner. )

Beyond the walls of hospitals,
physician assistants can be a valuable
asset in community health facilities

like the HIV clinic run by St. Michael's
Medical Center in Newark or the city
health department clinic.

Sister Dolores Lew divides her
time between both places, learning
how to examine, manage and treat pa-
tients with sexually transmitted dis-
eases and HIV as part of her third and
final year in the physician assistant
program run by Rutgerx University

and the University of Medicine and
Dentistry of New Jersey.

“There is a great need for PAs. We
could alleviate 70 to 85 percent of a
physician’s workload and he can spend
quality time with those who are more
ill. We can stretch our hands to pa-
tients to help give medical care,” said
Lew, who spent 15 years as a medical

Please turn to Page é
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~ Physician assistants entering medical system

Continved from Page One

technologist and blood bank special-
ist.

“I wanted more patient contact,”
-said Lew, a member of the Sisters of
Charity. 8he wants to work with the
poor and treat patients physically as
well as spiritually.

“I'm just sorry that some of the
physicians are not open-minded to the
need,” she added.

For years, the state Medical So-
ciety and the state Nurses Association
lobbied to keep physician assistants
from practicing in New Jersey, arguing
that the quality of care would suffer
and that it would wind up costing the
health care system more to add an-
other layer of professionals between
doctors and nurses.

“Contrary to what my friends in
the Medical Society think, it improves
the quality of care. Our experience
here has been very positive,” said Dr.
. Fred Jacobs, president of the state
Board of Medical Examiners.

The two physician assistants who
have worked in neurosurgery and or-
thopedics at St. Barnabas Medical
Center in Livingston, where Jacobs is
senior vice president for medical af-
fairs, have worked out “extraordinarily
well,” he said.

Some of the hospital's medical
staff members were ambivalent at
first, Jacobs conceded. “Now you find
doctors on our staff who were opposed
to this who want to hire their own
PAs,” he said.

Dr. Sophie Pierog, vice president
and director of the pediatrics depart-
ment at Jersey City Medical Center,
said she too expected problems with
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Joseph Thornton, clinica! coordinator ot the physician assistant pro-

gram at Robert Wood Johnson Medicai School in Piscataway, watches

as Sister Dolores Lew of Convent Station performs an ear examination
on fellow student Linda Greer of Millstone

residents, nurses and doctors adapt-
ing to the three physician assistants
working there under the pilot project.

“But we've had smooth sailing,”
said Pierog, who hopes to “multiply by
a dozen” the one physician-assistant
she has working in pediatrics.

“Any extra help is always wel-
come,” said Dr. Michele Reisner, the
director of the emergency room at Jer-
sey City, where she supervises a physi-
cian assistant. “I certainly would wel-
come more PAs in the emergency
mom.ll

Physician assistants are also
working at University Hospital in New-
ark and Cooper Medical Center in
Camden. They have worked for years
in Veterans Administration hospitals
and prisons in New Jersey run by the
federal government.

Physician assistants who led the
fight to be licensed in New Jersey and

A

state officials who have worked on im-
plementing the new law say the year-
and-a-half delay is not unusual to get a
new category of health care profes-
sional working. It takes that long, here
and in other states, to develop the
rules and licensing procedures for a
new category of professional, they
said.

“It is not easy to get a license in
New Jersey,” Jacobs said. “I don't
apologize for that. It should not be
easy. I want to make sure these people
who apply are who they say they are.”

The 17-member Board of Medical
Examiners he heads licenses physician
assistants.

“While it takes a little longer, it
serves the public,” Jacobs said.

Nicole Gara, director of govern-
ment and professiona! affairs at the
American Academy of Physician Assis-
tants, said some states have taken

about the same amount of time and
others longer. Missouri took a year and
a half The Pennsylvania Medical
Board has taken seven years to rewrite
its rules after a law was passed remov-
ing authority from the board of phar-
macy.

It took 18 months after New Jer-
sey passed a law allowing respiratory
therapists to practice before regula-
tions were adopted, according to Mari-
anne Kehoe, executive director of the
physician assistant advisory commit-
tee. There are about 50 physician as-
sistant applications in varying stages
of approval, Kehoe said.

Joseph Thornton, president of
the New Jersey Society of Physician
Assistants and one of the first five ap-
plicants to have their licenses ap-
proved, said things are not moving as
fast as he would have liked but he has
seen no evidence that anyone is being
“obstructionist.”

Ruth Fixelle, director of the Rut-
gers-UMDNJ physician assistant pro-
gram, said she did think the delay was
“really unusually long.” She said the
medical board had been more “coop-
erative and helpful than we antic-
ipated.” Fixelle was also among the
first five physician assistants granted
licenses earlier this month.

New Jersey graduates have
scored the highest in the country over
the past few years on the national
physical assistant exam, but until now
they have had to look elsewhere for
work. There are about 300 physician
assistants living in New Jersey but
working elsewhere, Thorton said.

Because they are in demand-
seven jobs are waiting for every new
graduate nationally—New Jersey hos-
pitals have some recruiting to do to
bring back physician assistants to the
state to work, a hospital association
official said.

In the meantime, physician assis-
tants are starting a new fight. They
want a bill passed (A-2806/S-1943) that
would allow them to get temporary li-
censes between the time they grad-
uate in May, take a national exam in
October and get the results back in
late January.
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Health-care delivery is undergoii
radical surgery as lawmakers an
providers grapple with the nced to
expand access 1o health care with-
out compromising the quality of
patient services.

The gap between the demand for
primary care and the number of
available physician providers likely
will be bridged by non-physician
professionals, advance-practice
nurses (APNs) and physician assis-
tants (PAs).

As APNs pursue a career ageada
that will give them more au-
tonomy, they are encountering op-
position from both doctors and
PAs who say physician supervision
is essential.

How important is physician su-
pervision of nurses and/or PAs 1o
the integrity of the health-care sys-
tem? Should APN primary-care
specialists—nurse practitioners—
be encouraged to work indepen-
dently, that is, not under the direc-
tion of a physician?

We asked a nurse practitioner, 8
physician assistant and a doctor
who worked as an RN for 15
years to comment on the cmerging
independent role of nurse practi-
tioners. (Our panel’s telephone-
conference dialog has been edited
for space.)

Diane Judge, RN, MSN, a cer-
tified primary-care nurse practi-
tioner at the University Health
Service at the University of Chica-
73 is chairperson of the Hlinois

urses Association Council of
Nurse Practitioners, Chicago.

Ron Nelson, a certified physi-
cian assistant at Cedar Springs
Medical Center, Cedar Springs,
Mich., is the former president of
the American Academy of Physi-

Assistants.

Dr. Rebecen Patchin, a fourth-
year resident in ancsthesiology at

Loma Linda University Medlml
Center, Loma Linda, Calif,,
worked as a reg:stcrcd nurse in
critical care and pediatrics from
1969 to 1984, before entering
medical school in 1985.

udge: Of course nurse
practitioners should work
independently within their

scope of practice!
of nursing functions E;
physician is not necessary.

Collaboration with a physician,
however, for practical purposes, is
always necessary, unless a nurse is
performing only nursing functions.
Thueamsomca:msofovdlap
musmimrcand physician
mre don’t think supervision
necessary. There are many: -
snmmalshowtlm. .

Nelson: Nursing activities are
bs(d:ﬁnedbyﬂmm&mfes—
sion itseif. My belief-
lief of the PA profession—is that
the practice of medicine by PAs re-
quires the supervision of a physi-
aan. And that supervision should
be defined by the physician, the PA
and the state’s practice code.

Patchint | think there are
some (nursing functions) that may
not require direct physician super-
vision. Incidentally, 1 personally
prefer the terms collaboration and
collaborative practice.

Above all, we must remember
that each patient is a whole person
and that we can't di a human
being into separate ferritorics of
nursing practice (and) medical. . .
It's sometimes difficult to define
where the nurse’s scope of practice
and the physician’s scope of prac-

Do APNs need

doctor supervision?

NP, physician and PA face off

tice begins and ends.

But if there are times when col-
1aboration is indicated and neces-
sary, then 1 think we've answered
the question: “Should nurses work
independently?” | say no.

2 I'm sort of uncomfort-
able that we’re (debating) indepen-
dent practice by nurses, even
moughnurssamoulmnn'alarms

Patchin: The quality of care
should be the same for everyone,
whether they live in a rural com-

munity, or an affluent suburban

community, of an inner-City ghetto.

. The best way to consistantly
dd:vu'quahtyhcﬂthmlsforall
parties—doctors, nurses and PAs—
to sit down together and agree on
the scope of practice for each,
which may depend upon the skills
ofthcmdmdua.laswdlaslhc
practice setting.

Nelson: One of the problems
that we've expenienced is what 1
refer 10 as the smoke and mirrors

of collaboration and supervision . . .

Hopefully, we all know what our
limitations are, and that's what
makes us adequate and good

professionals.

We're all interested in promoting
better delivery of health-care servic-
es, and that requires someone to be
the head of the team. Someone has
to be the captain of the ship. Obvi-
ously the physician, in terms of ed-

ucation and , is the in-
dividual 10 provide that kind of
direction and supervision.

Judge: Nurse practitioners are
not proposing to do medical care.
We are providing health care. Inci-
dentally, [ just have to get on rec-
ordassaymgldonlayecwnhlhe
doctrine that the captain of the
ship is the physician.

Reporter: Who is betier pre-
pared 10 provide primary care, a
nurse practitioner who is working
without direct supervision or the
physician assistant who is always
under a physician’s supervision?

Patchin: Obviously, it’s nice to
have things black and white. I per-
sonally don’t sec that you can say
who is best and who is worse. You
have to look at the educational
preparation and the situation.

Nelson: I really don’t think ed-
ucation is the issue. The issue is
the (provider’s) qualifications to
oompleldylakcca.reofpauenls.

PAs are trained in the physician
model; re trained 10 manage
palients the same approaches
that are t to physicians.

Judge: | don't think we have
to decide who's best prepared to
give care. The fact is there are not
enough primary-care providers.

Neison: The bottom line is the
safe practice of medicine by PAs
requires a supervisory relanonship.

And that sy relationship is
determined ysmzlaw the physi-
cian and the practicing PA.

model for delivery of health-care
services. . . . PAs are part of that
equation.

Judge: (Expanded) primary
health-care services are basic to ef- -
fective health-care reform . .
What’s really important to nuse ¢
practiioners, so we can continue 1o -

rovide access to that care, IS pro-
essional ition, (which in-
cludes) prescniptive authonly
direct reimbursement.

s

Patchin: I worked (as an RN)
maphmnsoﬂ'uforayw
with a practicer and a pedia- ,
trician, andwasusmgsomcon—(he-
jobuammgshlbanha!unwlodo
Faimnc checks and
ernale physical assessments . . .
When { looked at my future life
and career, | made a decision to go *
(to medical school), rather than to
m‘o I practi ‘

was a conscous decision.
And it was based on my belief
then, and my continuing belief,

umuwmys:uansu:capwnof !
‘the ship.

We need to ensure that our
citizens have access to quality :
health care. I believe the best way *
10 ensure that is through a team or
collaborative approach. And to me,
that does not mean having inde- ‘
pendent (APN or PA) practices.

Interviews by Mary Peterson

‘Kauffold RN, a Chicago freciance

writer.
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‘War’ looms
as APNs seek
independence

Chicago Tribune June 30, 1993, Special

By Mary Peterson Kauffold, RN

sertion

dvance-practice nurses are determined to shed

the last vestige of their physician handmaiden

image and win the respect, autonomy and re-

muneration that they say still eludes them—

cvennfntakesanacto congress in the name
of health-care reform.

Both physician and nurse groups are marshalling
their member forces in what may be the most volatile
hmlt.h-mm turf battle in a long time.

At issue “is mon ]s‘y and control,” said Nancy
McGinn, RN, MSN, a certified nurse practitioner who
nastaﬂ'spec:ahstmwodcplaoeadvocacyforﬂr
American Nurses Assoc:anon

The ANA’s position is clear: The time is long over-
due to make prescriptive privileges and direct reim-
bursement for services legal nationwide for advance-
practice nurses (APNs), who count among their ranks
about 30,000 nurse practitioners, 5,000 nurse
mldwws 40,000 clinical nurse specmlms and 25,000
nurse anesthetists.

The ANA solution to the shortage of primary-care

roviders is simple: Rethink the definition of provider.
Some 60 to 80 percent of primary and preventive

care traditionally done by doctors can be done by [an

APN] for less money,” asserts an ANA publication.
“That’s where the rubber hits the road,” said Dr. M.
Roy Schwarz, senior vice president of medical educa-
tion and science at the American Medical Association
“That’s where the professions sharply divide. We'll for-
ever be divided on that issue, because medicine
believes nurses are not adequately trained to play the

role of doctor.”

“The quality-of-care ent Just doesn’t hold
water,” said Jan Towers, PhD, a certified nurse practi-
tioner and director of govemmemal affairs and re-
search forw the mm Aa;n‘ud!:my of Nurse }';_mcgs
tioners. “We've provi pnmary care for

extremely

mn and our insurance liability rates are

APNS; are not  to be physicians,
stressed McGinn. Their goal is not to practice medi-
cine. APNs seck to provide health-care services that
are clearly within their scope of nursing
if they so chose, to provide them mdepcng phy-
sician supervision, said.

This, however, amounts to a call to political arms
fortheAMA sa:dSchm“lﬂunkwemgomgto
have a terrible political fight,” he said. “It’s been going
on at the state level, with skirmishes here and there

. but it’s reached a level where they [nurses] are
chal]engmg some fundamental assumpnons on which
the profession of medicine is built.”

[/ hey [ANA officials] think this ‘s the time—in
this climate of health-care reforin, cost contain-
ment and [shortage] of primary-care physi-
cians—to press their agenda. . . . I've tried to
llpeopleml&derslupmlamnumngﬂma

- war is inevitable [if they continue their efforts].”

The fray is complicated by a third group—a con-

- tingent of an estimated 25,000 physician assistants

(PAs). PAs perform many "of the same services as
APNg, but always work under the supervision of phy-
sicians.

Tradition has long lumped APNs and PAs
under the umbrella title of physician extenders,
manynursesmgardthemnasdan&nmgAPNs
contend they are not extensions; they are collaborators
with physicians, Thcy point out that most APNs have
a master’s degree, whereas PAs can practice after they
complete a 24-month training program and pass a
national certification exam.

PAs square off opposite nurses in the supervision
debate. The doctrine that the health-care team has one
captain, and that person is the physician, is vi
dogma at the American Academy of Physician Assis-
tants

Physicians have a vested interest in ﬂomonng the
PAs-as-captive-workforce model, said McGinn. “Phy-
sicians control everything oompletely with PAs; they
control their practices and they control their salaries,”
McGinn said.

Many health-care payers—including government
agencies, health insurance companies and health main-
tenance o tions—have virtually held APN inde-
pendence by funneling nurses’ fees through

, See War, pg.2

‘War

Continued from page 1

supervising physicians who may do lit-
tle more than sign-off on claim forms,
said Leah Binder, director of public re-
lations for the National League for
Nursing. That required signature not
only has a price—a chunk of the fee—it
also “restncts entrepreneurism among
nurses,” Binder said.

The ticket to liberating nurses from
what amounts to an economic lock-out
is to directly reimburse nurses for their
services, McGinn said.

The AMA'’s Schwarz vows that if
APNs; get the legislative changes they
want, and throngs of them begin to
hang out shu;%les across the street from
physncxans offices, “the war will just
continue.”

In a protracted doctor versus APN
battle, physician scrutiny of nurses
likely 'would be the fodder, said Linda
Tinson, RN, BSN, a certified nurse

' practmoner who works at Cook County
Hospital. “This is a scary time,” she
said. “There are going to be a lot more
eyes watching you and waiting for you
to make any littie mistake, so they can
say, ‘I told you so.”

What nurses can do | y on their
own initiative remains blurred in the
minds of many APNs who want to be
independent. But what if state and fed-
eral laws were enacted that spelled out
the rights and practice temtones of
APNs? “Within two years,” predicted
Binder, msxead of calling your doctor
when you re sick, you'll call your
nurse.

Mary Peterson Kauffold is a Chicago
freelance writer.



m 'PHYSICLAN ASSISTANT

‘I have more time
than most physicians
to spend with patients’

Name: Joan Schuthoff

Background: Schulhoff, 44, moved to Chicago 18 years
ago to work for Mt. Sinai Hospital Medical Center. She has
a bachelor’s degree in English from the University of Cincin-
nati and a Physician Assistant Associate Degree from
Cincinnati Technical College. Schulhoff is currently director
of Federation Programs for Mt. Sinai, which runs screening
and primary-care programs for Soviet Jewish refugees and
community-outreach programs for the Jewish community.

Years on the job: 18

HYSICIAN ASSISTANTS ARE
trained at a level above
nurses and below physi-
cians. Though we do
about 80 percent of
what a physician can
do, we must work with
a physician, not inde-
pendently. We do histories and phys-
ical exams. We diagnose and we
treat. And we do that through a set of
verbal guidelines with our physician.
We work with our physician for a
while, and we take on his or her style
of practice.

The reason PA’'s and other non-
physician providers are becoming so
important is that there simply are
not enough primary-care physicians
in this country. And it's not just in
rural areas. There are many under-
served people in urban areas as well.

Most of what I see in my practice
are things that the physician doesn't
need to be doing: pre-employment
physicals, colds, strep throats,
sprained ankles, stable diabetics,
stable hypertensives. When some-
thing exceeds my abilities, then I
talk to the physician.

The physician I work with reviews
the chart and signs it and periodically
sees the patient. And the patient al-
ways has the option of seeing the
" physician. But the interesting thmg is,
the patient very often wants to see a
PA because we have a little more time.

In 35 states, plus the District of
Columbia and the Armed Forces, PA’s
can write prescriptions. In Illinois we
don't yet have prescriptive privileges,
but I believe that’s changing. In an
urban area such as Chicago it’s easy
to get the physician's signature on a
prescription, but in rural areas, such
as in Downstate Jllinois, sometimes
the doctor isn't around for a couple of
weeks. So the PA’s really need pre-
scriptive privileges in those areas.

The Touhy Health Center is the fa-
cility where most of the refugees
from the former Soviet Union receive

their first medical examination after
arriving in Chicago. We have more
than 800 patient visits a month,
most of them refugees; others are
HMO patients or Medicaid patients.
I'm responsible for programming,
policy procedure and overall quality
in this office.

Patients come in for a 2%-day med-
ical evaluation, often within five or
six days of arriving in the U.S,,
which is unlike any other city in the
country, where they usually have to
wait weeks and sometimes months
to get in. We've also met planes at
the airport when we've had notifica-
tion that people will be arriving in
bad condition, and we've gotten peo-
ple directly into the hospital.

Our goal is to evaluate people im-
mediately. They often come in with
undiagnosed diseases, no medica-
tion, morbid hypertension, unstable
angina pectoris, cancers that have
not been diagnosed, terrible lesions,
grotesque medical problems. We in-
tervene as quickly as possible. We
don't just do a public health screen-
ing—we do a whole primary-care
screening, and PA’s do that whole ini-
tial screening. If patients need ongo-
ing care—and many of them do—
they are sent to Mt. Sinai or Michael
Reese Hospital.

On a typical day I start at around
10:30 in the morning, but I generally
work till 9 in the evening at the
Touhy Health Center and until 11 or
12 at the facility in Skokie. Most
days I'll see eight to 10 new patients,
many who have come in fresh off the
plane. Some of these folks are
healthy. But many have serious dis-
eases, no medication or medications
that have no U.S. equivalent. I have
learned Russian 5o I can speak to the
Russian patients, who make up the
majority of our immigrant patients.

I get a complete history and do a
complete head-to-toe physical with
each new patient. Then I order ap-
propriate laboratory work. The next

Chicago Tribune, Sunday Magazine

“The quality-of-care
studies that have

been done are just
wonderful for PA’s.
Malpractice claims are
almost non-existent.”

day I go over everything with the pa-
tient—what I found on the physical,
what we found on the laboratory
work. We go through their bagful of
Russian medications and determine
which they may take, which would
be dangerous for them to take; I sub-
stitute some American medications.
T also go over the case with the
physician and describe my plan and
get the physician's approval.

On other days I consult with doc-
tors or go to meetings with a variety
of organizations and individuals.
Then there’s the occasional house
call for patients who are afraid to
come out. Usually we've seen other
members of the family, and then we
hear that there’s a grandmother or
grandfather in the home.

What I like about this work is that
I have more time than most physi-
cians to spend with patients. I have
the best of both worlds. PA's spend a
little more time on health promotion
and prevention as well.

One of the most touching incidents
I've had was a teen-age girl who
came to me for birth control. While
P'm all for giving birth control to peo-
ple who are sexually active, I had a
sense from talking to her that she
wasn't. When she came back for her

TRIBUNE PHOTO BY NANCY STONE

exam, she was holding a stuffed doll,
and I kmew she was trying to tell me
she wasn't ready. So we talked about
it, and she agreed that she would
wait six months. And she kept her
part of the bargain and decided not
to have sex for another year.

There are challenges, though, that
I wonder if 'm going to overcome.
When you have a program that loses
money, you always wonder if you'll
have enough glue to keep things to-
gether.

The profession, which is about 25
years old, has blossomed in the last
couple of years because there's a grow-
ing awareness that there are areas
where there is not enough care. And,
gradually, even organized medicine
has begun to realize that physicians
can’t do everything. The quality-of-
care studies that have been done are
just wonderful for PA's. Malpractice
claims are almost non-existent.

To be a good PA, you have to have
a strong academic background.
There are no programs that will take
anybody directly out of high school.
The courses are very rigorous, and
some are taken with medical stu-
dents. You have to have good aca-
demic credentials, especially in the
sciences. They also prefer people
with prior health-care experience be-
cause you're thrown in with patients
from the beginning. You're on a
team, seeing patients with a physi-
cian, a fourth-year medical student,
a resident and a PA student. You've
got to be a mature person. &

Interview by free-lance writer Norma
Lidman.
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as Mangulis reduces his |

InS. Dakta, problem Is plain too fw doctors

State typifies the problems
of medical care in rural areas

By Richard Wolf
USA TODAY

WALL, S.D. — Nestled be-
tween the Badlands and the
Black Hills deep In cattle coun-
try, health-care reform IS a
four-etter word: Dave. -

Forget managed competi-
tion, employer mandates and a
menu of health plans. The
ranchers and farmers out here
— 30 miles from the nearest
doctor and hospital — are de-
pendent on physician assistant
Dave Custis for their care.

“I do all my own X-rays, I
draw all the blood, I give all the
shots,” Custis says, while jug-
gling his Wall Clinic caseload
of colicky infants, frail Medi-
care patients and occasional
emergencies. “We're out here
on the front line of medicine,
and we don’t have the technol
OgY to go with it.”

The slice of rural America
Hillary Rodham Clinton visits
today in Lennox, S.D., needs
health-care help far more ba-
sic than the complex prescrip-
tions now under review in
Washington, to solve problems
far more lifethreatening:

» Manpower. Doctors are
hard to find and keep, making
physician assistants, nurse-

practitioners and county
nurses a godsend for people in
small towns. The nation has
one doctor for every 400 peo-
ple; In South Dakota, it's one
for 600.

» Distances. When emer-
gencies or llinesses are too
much for those front-line med-
ics to handle, it's not unusual
for expectant mothers, accl-
dent victims or heart-attack pa-
tients to travel an hour or two
to the nearest hospital.

In the 1940s, South Dakota
had doctors in 165 places. To-
day they're at just 69 locations.

» Money. Rising Insurance
premlums and medical blils
take a toll on a population dom-
Inated by the elderly, the self-
employed and small business-
es. Clinics and hospitals
struggle to balance books, with
lower federal reimbursements.

All those hardships come to-
gether in places llke Wall,
home of Wall Drug Store. Bill-
boards all along Interstate 80
tout the store’s 5cent coffee
and buffalo burgers.

Custis sees 6,000 patients an-
nually and sends some an hour
away to Rapid City. The ciinic,
which lost its lone doctor In
1991, turned a $985 profit last
year — far short of the mark

needed to get Custis some help.

“If we didn't have ‘Doc,’ we
would be lost,”” says Betty
Dunker, 43, who visits Custis
for anything from a bad cold to
treatment for muitiple sclero-
sis. “He'll make house calls.”

That's the kind of care re-
quired in rural America:

» It's home to one-quarter of
the US. population, but more

than one-half of all Americans
living in areas officially desig-
nated as short on doctors.

» More than 14% of rural
residents go without insurance
for at least a year; 18% of farm
familles lack insurance.

The South Dakota story is
like others. About 100,000 resi-
dents, one-seventh of the popu-
lation, go “bare” — without in-

Bylnhow
ON THE FRONT LINES: Physician assistant Dave Custis examines Betty Dunker in Wall, S.D. The
nation has one doctor for every 400 people; in South Dakota, it's one for 600.

surance. Two-thirds of the state
has a shortage of primary care.
“Heslth care Is tentative.
You cant count on it," says
Sen. Tom Daschle, D-S.D., as
he pilots a plane to Wall to
meet with ranchers.
At the Wall Clinic, mammo-
are a road show from
Rapid City, a dentist stops by
once a week, and orthodontia

is offered every six weeks.

Thirty miles east In Phillp,
two doctors staff a clinic, 20-
bed hospital and 30-bed nurs-
ing home for the area’s 3,500
people. They're the only doc-
tors between Plerre and Rapid
City, a distance of about 150
mlles — and their stories illus-
trate the manpower problem.

» George Mangulis, 71, is a
Latvian-born doctor with a
medical degree from Germa-
ny who has hunkered down in
western South Dakota for four
decades. Over the years, US.-
educated doctors recrulted to
help him have come and gone.

“We are like a transit sta-
tion,” Mangulls says. “We are
struggling about how to make
the ends meet.”

» Coenraad Klopper, 46, is a
South African doctor recruited
in 1991 from Saskatchewan af-
ter battles over residency and
certification. Unlike his prede-
cessors, he has remained, but,

Klopper is overworked.

“We do anything which
comes along,” he says. “Out
here, you're it. You don’t have
any off time. You can’t go any-
where, you can’t do anything”

To these and other rurat
Americans, health-care reform
holds both promise and peril.

» Among the promises are
incentives almed at boosting
the number of medical school
graduates who enter primary
care, placing them in rural ar-
eas and expanding the roles of
non-physician providers.

» Among the perils are add}-
tional cuts in Medicare, which
could further reduce already
restrictive rural reimburse-
ment rates, and a system of
mandatory consumer purchas-
ing groups that could prove dif-

. ficult to implement in sparsely

populated states.

Those new alliances — plus
mandates that employers
provide insurance, and price
caps on insurance premiums
— are supposed to create Pres-
ident Clinton’s vision of “man-
aged competition.”

But in Wall, where there’s
Just one physician assistant
few Insurance plans, there’s no
competition to

Says Daschle, a defender of
the Clinton plan: “There is a re-
alization that you can't run
South Dakota's health care pro-
gram like New York or Florida
would run theirs.”
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but different
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By Scott Russell

The Capital Times

Physician  assistants and
nurse practitioners cite two rea-
sons for choosing their profes-
sions: They work fewer hours
than doctors yet have more au-
tonomy than many other health
care professionals.

And while they are techni-
cally supervised by a physician,
they say on a practical basis
they are given the opportunity to
work with patients one-on-one
unless something unusual pops
up and requires a doctor.

“1 get asked: ‘Don’t you want

to go on and become a doctor?” .

said Monica Stanek-Dieter. *The
answer is ‘no.’ I like my level of
involvement with patients. [ like
my level of responsibility and
time commitment. It's the best of
two worlds.”

Stanek-Dieter is a certified
nurse practitioner in the DeFor-
est satellite office of the Monona
Grove Clinic.

For Nadine Kroenke, a fourth-
year student in the University of
Wisconsin-Madison's  physician
assistant program, priorities in
her career choice included the
pace of her daily schedule and
shared responsibility.

“1 don't want to feéel rushed
with my patients,” she said. *'I

wanted to be part of 'a team. 1
didn’t see it as a prestige thing.” .

When it comes to choosing be-
tween being a PA or an NP, the
decision may rest with a prefer-
ence for one type of training
over another.

Some physician assistants
claim their training is more sol-
idly rooted in diagnosis and
treatment. of - d,isease than train-
ing for nurses.

David Wilson, also a fourth-
year~PA student, worked 10
83 a registered nurse be- -’
fore' making the switch. During”
some of those years he worked

as..the tranplant coordinator at

P-19-94

‘I like my level of
involvement with
patients. I like my
level of
responsibility and
time commitment.
It’s the best of two

worlds.’
MONICA STANEK-DIETER

University Hospital.

“PAs are trained to think and
act like physicians,” he said. I
chose to become a physician
assistant over a nurse practi-
tioner because | wanted more
training in the medical model
than nursing gives you.”

Under the nursing model, the
diagnosis is already there, he
said. “You take care of all the
patient’s needs, their emotional
well-being. You're with them all
the time."”

“Nurses provide the best
care,” Wilson said. “They do not
make the diagnosis.”

Nurse practitioners would
argue that they receive diagnos-
tic training in school as well as
additional education on broader
health care issues.

“We do have the medical
training within our curriculum,”
said Terri Patwell, a nurse
practitioner at the Black Earth
Clinic. “I also learned about
health maintenance and preven-
tion. I see our role here as keep-
mg pauents as well as &hey can
be.”

Patwell said she thought
about going to school to be a
physician. assistant, but decided
"against it because in her heart
she knew she was a nurse.

The background of the nurse

==, we are really professional

DAVID SANDELL/THE CAPITAL TIMES

Lou Falligant (above), president-elect of the Wisconsin Academy of
Physician Assistants, entered the field when it was just getting off the
ground in the mid 1970s. Work was sporadic, but now the profession
has reached its stride, Falligant said.

caregivers,” she said. “Even
though I do a lot of the same
things a physician assistant
does, my nursing background has
influenced how [ work.”

Those whose job it is to train
physician assistants and nurse
practitioners diplomatically dis-
miss the question of professional
friction between the two fields.

“There were difficulties early
on,” said Forrest Girdley, head
of the UW-Madison physician
assistant program. “‘Those have
largely disappeared.”

Vivian Littlefield, dean of the
UW-Madison’'s School of Nursing,
said it's important to think about
the contributions of both profes-
sions, ‘‘rather than whether one
is better than another.”

People entering either profes-
sion can expect healthy job op-

portunities. But that was not al-
ways the case.

Lou Falligant, president-elect
of the Wisconsin Academy of
Physician Assistants, entered the
field when it was just getting off
the ground in the mid 1970s.
Work was sporadic. He ended up
working in Buffalo County in
central Wisconsin.

“I wrote several hundred let-
ters looking for a job,” he said.
“l only got two or three re-
sponses.”

But now the profession has
reached its stride, Falligant said.
“We have people ask us how
their children can become a phy-
sician assistant. It's certainly
more fun to answer that than the
question: ‘What's a physncnan
assistant?" "



~ Physician assistants entering medical system

Continued from Page One
technologist and blood bank special-
ist

“T wanted more patient contact,”
said Lew, a member of the Sisters of
Charity. She wants to work with the
poor and treat patients physically as
well as spiritually.

“I'm just sorry that some of the
physicians are not open-minded to the
peed,” she added.

For years, the state Medical So-
ciety and the state Nurses Association
lobbied to keep physician assistants
from practicing in New Jersey, arguing
that the quality of care would suffer
and that it would wind up costing the
health care system more to add an-
other layer of professionals between
doctors and nurses.

“Contrary to what my friends in
the Medical Society think, it improves
the quality of care. Our experience
here has been very positive,” said Dr.
Fred Jacobs, president of the state
Board of Medical Examiners.

The two physician assistants who
have worked in neurosurgery and or-
thopedics at St. Barnabas Medical
Center in Livingston, where Jacobs is
senior vice president for medical af-
fairs, have worked out “extraordinarily
well,” he said.

Some of the hospital's medical
staff members were ambivalent at
first, Jacobs conceded. “Now you find
doctors on our staff who were opposed
to this who want to hire their own
PAs," he said.

Dr. Sophie Pierog, vice president
and director of the pediatrics depart-
ment at Jersey City Medical Center,
said she too expected problems with

4,
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Joseph Thornton, clinical coordinator of the physician assistant pro-

gram at Robert Wood Johnson Medical School in Piscataway, watches

as Sister Dolores Lew of Convent Station performs an ear examination
on fellow student Linda Greer of Millstone

residents, nurses and doctors adapt-
ing to the three physician assistants
working there under the pilot project.

"But we've had smooth sailing,”
said Pierog, who hopes to “multiply by
a dozen” the one physician-assistant
she has working in pediatrics.

“Any extra help is always wel-
come,” said Dr. Michele Reisner, the
director of the emergency room at Jer-
sey City, where she supervises a physi-
cian assistant. “I certainly would wel-
come more PAs in the emergency
room.”

Physician assistants are also
working at University Hospital in New-
ark and Cooper Medical Center in
Camden. They have worked for years
in Veterans Administration hospitals
and prisons in New Jersey run by the
federal government.

Physician assistants who led the
fight to be licensed in New Jersey and

state officials who have worked on im-
plementing the new law say the year-
and-a-half delay is not unusual to get a
new category of health care profes-
sional working. It takes that long, here
and in other states, to develop the
rules and licensing procedures for a
2:12 category of professional, they

“It is not easy to get a license in
New Jersey,” Jacobs said. “I don't
apologize for that. It should not be
easy. I want to make sure these people
who apply are who they say they are.”

The 17-member Board of Medical
Examiners he heads licenses physician
assistants.

“While it takes a little longer, it
serves the public,” Jacobs said.

Nicole Gara, director of govern-
ment and professional affairs at the
American Academy of Physician Assis-
tants, said some states have taken

about the same amount of time and
others longer. Missouri took a year and
a half. The Pennsylvania Medical
Board has taken seven years to rewrite
its rules after a law was passed remov-
ing authority from the board of phar-
macy.

1t took 18 months after New Jer-
sey passed a law allowing respiratory
therapists to practice before reguia-
tions were adopted, according to Mari-
anne Kehoe, executive director of the
physician assistant advisory commit-
tee. There are about 50 physician as-
sistant applications in varying stages
of approval, Kehoe said.

Joseph Thornton, president of
the New Jersey Society of Physician
Assistants and one of the first five ap-
plicants to have their licenses ap-
proved, said things are not moving as
fast as he would have liked but he has
seen no evidence that anyone is being
“obstructionist.”

Ruth Fixelle, director of the Rut-
gers-UMDNJ physician assistant pro-
gram, said she did think the delay was
“really unusually long.” She said the
medical board had been more “coop-
erative and helpful than we antic-
ipated.” Fixelle was also among the
first five physician assistants granted
licenses earlier this month.

New Jersey graduates have
scored the highest in the country over
the past few years on the national
physical assistant exam, but until now
they have had to look elsewhere for
work. There are about 300 physician
assistants living in New Jersey but
working elsewhere, Thorton said.

Because they are in demand-
seven jobs are waiting for every new
graduate nationally—New Jersey hos-
pitals have some recruiting to do to
bring back physician assistants to the
state to work, a hospital association
official said.

In the meantime, physician assis-
tants are starting a new fight. They
want a bill passed (A-2806/S-1943) that
would allow them to get temporary li-
censes between the time they grad-
uate in May, take a national exam in
October and get the results back in
late January.
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radical surgery as [awmakers an
providers grapple with the need to
ex access to health care with-
out compromising the quality of
paticnt services.

The gap benween the demand for
pI y care and the number of
availabie physician providers likely
will be ed by non-physician
professiol advance-practice

s (APNs) and physician ms-
tants (PAs).

As APNs pursue a career ageada
that will give themm more au-
tonomy, they are encountering op-
position from both doctors and
PAs who say physician supervision
is essential,

waummmmluph&mmsw
pervision of nurses and/or PAs to
dwlnmgzLOIUBhamhcmes&
tem? Sh APN pnimary-care
specialists—nurse practitioners—
be encouraged to work indepen-
dently, that is, not under the direc-
tion of a physician?

We asked a nurse practitioner, a
physician assistant and a doctor
who worked as an RN for 15
years to comment on the emerging
independent role of nurse pract-
voncrs. (Our pane!’s (el
conference dialog has been edited
for space.)

Diane Judge, RN, MSN, a cer-
tified primary-care nurse practi-
tioner at the University Health
Service at the University of Chica-
0, is chairperson of the Uinoss

urses Association Council of
Nurse Practitioners, Chicago.

Ron Nelson, a certified physi-
cian assistant at Cedar Springs
Medical Center, Cedar Springs,
Mich., is the former president of
the American Academy of Physi-

Assistants.

Dr. Rebecca Patchin, a fourth-
year resident in at
Loma Linda University Medical
Center, Loma Linda, Calif,,

7966 10,1984, befber entoring
medical school i 1985,

wdge: Of course nurse
should work

btstdeﬁmdbyuw mnorg-m
snnmdtMyth::}

lief of the PA

the practice mcdnnebyPAsle-

quires the supervision of a physi:
aan. And that supervision should
bedefmedby!hephysnm,\hePA
and the staie’s practice code.

Patchin: | think there are

practice.
Above all, we must remember
that each patient is a whole person
and that we can’t diyide a human

where the nurse’s scope of practice
and the physician’s scope of prac-

Do APNSs need

" doctor supervision?

NP, physician and PA face off

tice begins and ends.

But if there are times when col-
laboration is indicated and neces-
sary, then [ think we've answered
the question: “Should nurses work
independently?” I say no.

Judge: I'm son ofunoonﬂ'on-

Patchini The quality of care
should be the same for everyone,
whether they live in a rural com-

munity, or an afllueat suburban

community, or an inner-city ghetto.

. The best way to consistan

ty
ddmrquahtylmlmmlsﬁ)raﬂ

partics—doctors, nurses and PAs—
to sit down together and agree on
the scope of practice for cach,
which may depend upon the skills
ol'themd:vrdnaluwellasme
practice sefting.
Nelson: One of the problems
that we’ve expenienoed is what 1
refer to as the smoke and mirrors

of collaboration and supervision . . .

Hopeﬁllly.weaﬂknowwhatom
Limitations are, and that’s what
makes us adequate and good

professionals.
We're all interested in promoting
better delivery of health-care servic-

physidanasislammsﬂwa?
under a physician’s supervision
Pthﬂﬁm(hmaﬂynkmalo
have things black and white. 1 per-
sonally don't see that you can say
who is best and who is worse. You
have 1o look at the educational
preparation and the situation.

Neisomn: | really don't think ed-

mzohonxzphummgrazfg
practice of medicine
requires a supervisory relanonship.

g s(alcla'w lhephyu—

mnandlhcpmnnx PA.

practitioners, so we can continue 1o

Frovﬂeacccsstonmcau, .
recognition, (which in-

dudcs)pltsmpuwaudmty

Patdlln.lmbd(asanRN)

office fi
“""E‘ﬁn’"m’ o & pedia- |

And it was based on my belief
then, and my continuing belief,
manhephysmntslhccapwnol
the ship.

We need Lo ensure that our
citizens have access to quality -
health care, I believe the best ‘
to ensure that is through a or
collaborative And 10
that does not mean having inde-
pendent (APN or PA) practices.

Interviews by Mary Peterson
‘Kauffold RN, a Chucago freclance
wriler.
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‘War’ looms
as APNs seek
independence

Chicago Tribune June 30,
By Mary Peterson Kauffold, RN

1993, Special
Section

dvance-practice nurses are determined to shed

the last vestige of their physician handmaiden

image and win the respect, autonomy and re-

muneration that they say still eludes them—

even if it takes an act of congress in the name
ofhealth-mremfom ’

ician and nurse groups are marshalling
: forces in what may be the most volatile
halth—caremrfbankmalongmne.

At issue xsmo;ﬁ'andcontrol said Nancy
McGinn, RN, M
xsastaﬂ'speaahst workplace advocacy for the
AmcnmnNursaAsoaanon.
ThcANA’sposmonzsdmrmmnctslonaover
due to make prescriptive privileges and direct reim-
bursement for services legal nationwide for advance-
practice nurses (APNs), who coum among their ranks
about 30,000 nurse practitioners, 5,000 nurse
mldwws 40,000 clinical nurscspoaahstsand 25,000
““’&’Xﬁ?“”i“ the shortage of

solution to rtage of primary-care
Brov:dcrs is simple: Rethink the definition of provider.
Some 60 to 80 percent of primary and preventive
wetmdmonallydonebydoctotsmnbedoneby[an
APN] for less money,” asserts an ANA
“TTmsttberubberhnsﬂnmd,”smdDrM
Roy Schwarz, senior vice president of medical educa-
tion and science at the American Medical Association.
“That’s where the professions sharply divide. Well for-
ever be divided on that issue, because medicine
bdlevsnursesmnotadequmdymmedwplayme
rde’l‘?)idoucalhm f- doesn't hold
“ q ty-o-can ent just
water,” said Jan T g hD, a certified nurse practi-
tioner and director of govcmmmtal affairs and re-
search for the American Academy of Nurse Practi-
tioners. “We've been providing primary care for 25
m-sandourmmneehabﬂnymmmmundy

APN:s are not to be pseudo-physicians,
stressed McGinn. goalnsnottopncuoenwd:
cine. APNs seek to provide
mdaﬂymﬂmﬂmmpeofn
if they so chose, to them i tofphy-
sician supervision, said.
This, however, amounts to a call to political arms
forﬂ)cAMA,sa:delwmz“lﬂmkwerewto
have a terrible political fight,” he said “It’s going
on at the state , with skirmishes here and there
bmnsmdredalcvdwlmmcy[nmses]m
dlallengngsomﬁmdamm assumptions on which
the profession of medicine is built.”

a certified nurse practitioner who

‘ hcy[ANAoﬂiuals think this is the time—in
this climate of health-care reform, cost contain-

ment and [shortage] of primary-care physi-
cians—{o press their agenda. . .. I've tried to
tellpeoplemlmderslupmlamn thata

war is mcvnable {if they continue their efforts].”

is complicated by a third group—a con-

. nngento an estimated 25,000 physician assistants

’ (PAs). PAs perform many of the

the same services as
APNSs, but always work under the supervision of phy-
sicians. -

Tradition has long lumped APNs and PAs
under the umbrella title of physician extenders,
many nurses regard the term as demeaning. APNs
contend they are not extensions; they are collaborators
mﬂ)physmMpmntoutﬂmnmAPNslmvc

d?u , whereas PAs can practice after they

completeaz month training program and pass a
national certification exam.

PAs square off opposite nurses in the supervision
debate. doctrine that the health-care team has one
captain, and that person is the physician, is virtually
doynaattheAnmnAcadunyobeysidanAms—

Phymaans a vested interest in the
PAs-as-captive-workforce model, said ﬂchn. “Phy-
sicians control everything completdywnh PAs; they
ch:nmlumrpmcucsmdﬂwycon their salaries,”

Many health-care payers——including government

agencies, health insurance companies and health main-

tenance o ions—have virtually held APN inde-

pendence by funneling nurses’ fees through
' See War, pg.2

‘War

Continued from page 1

supervising physicians who may do lit-
tle more than sign-off on claim forms,
said Leah Binder, director of public re-
lations for the National League for
Nursing. That required signature not
only has a price—a chunk of the fee—it
also “ rcstncts entrepreneurism among
nurses,” Binder said.

The ticket to liberating nurses from
what amounts to an economic lock-out
is to directly reimburse nurses for their
services, McGinn said.

The AMA’s Schwarz vows that if
APNSs get the legislative changes they
want, and throngs of them begin to
hang out shingles across the street from
physxcxans offices, “the war will just
continue.”

In a protracted doctor versus APN
battle, physician scrutiny of nurses
likely 'would be the fodder, said Linda
Tinson, RN, BSN, a certified nurse

: hractmoncr who works at Cook County
ospital. “This is a scary time,” she
said. “There are going to be a iot more
eyes watching you and waiting for you
to make any little mistake, so they can

say, ‘I told you so.”™

What nurses can do | y on their
own initiative remains blurred in the
minds of many APNs who want to be
independent. But what if state and fed-
eral laws were enacted that spelled out
the nghts and practice tcmtones of
APNs? “Within two years,” predicted
Binder, mstead of calling your doctor
when xou re sick, you'll call your
nurse.

Mary Peterson Kauffold is a Chicago
freelance writer.
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Physician Assistants and
Health System Reform

Clinical Capabilities, Practice Activities, and Potential Roles

P. Eugene Jones, PhD, PA-C, James F. Cawley, MPH, PA-C

NATIONAL efforts to reform the health
care system will likely result in changes
in the roles and responsibilities, prac-
tice combinations, and distribution of
health professionals, including midlevel
providers such as physician assistants
(PAs), nurse practitioners (NPs), and
certified nurse-midwives. Although re-
cent studies have addressed differing
scenarios of the projected roles of
midlevel providers,'® impiementation of
injtiatives that involve PAs may be in-
fluenced by an overall shortage of PAs,
existing barriers to PA practice, and
the need for commitment to physician-
dependent practice relationships in a
team-oriented health care delivery sys-
tem. This article reviews the history,
academic preparation, clinical capabili-
ties, distribution, and practice activities
of PAs and discusses the potential roles
of PAs in the changing health system
environment.

The origin of the PA can be traced to
the new health practitioner movement
of the 1960s, during which the PA con-
cept emerged from a combination of
events. As experienced hospital corps-
men and combat medics returned from
service in Vietnam, there were no da-
vilian job equivalents or suitable health
career pathways in the United States.
Simultaneously, a new health care pro-

. vider model proposed in 1961° resulted
in the development of the first PA pro-
gram at Duke University School of Medi-
cine. According to this concept, PAs
“would be trained to assist the doc-
tor...in such a way as to facilitate bet-
ter utilization of available physicians and
nurses.” These circumstances eventu-
ally resulted in the matriculation of sub-

From the Physician Assistant Program, Depanment
of Heaith Care Sciences. University of Texas South-
wastern Medical Center at Dallas (Or Jones). and the
Physician Assistant Program, Departmem of Heaith
Care Sciences. The George Washington University,
Washington, OC (Mr Cawiey).

Reprint requests to University of Texas Southwestem
Medical Center at Dallas. 5323 Harry Hines Bivd, Dal-
las, TX 75235-9090 (Or Jones).
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stantial numbers of military veterans
into newly developing PA programs.
Subsequently, more PA programs were
developed to train providers who would
(1) augment the capabilities of primary
care physicians by increasing access to
basic medical care services, (2) fill ser-
vice gaps resulting from geographic and
specialty maldistribution of physicians,
and (3) help control health care costs.®®

PA EDUCATION

By 1993, there were 58 accredited PA
programs in 29 states and the District of
Columbia and 27403 program gradu-
ates.'®!! With the exception of a few hos-
pital-, military-, and community college—
based programs, the majority of PA pro-
grams are affiliated with academic health
centers (AHCs), medical schools, or
4-year colleges and universities, 26% of
which are classified as category I re-
search universities by the Carnegie
Foundation for the Advancement of
Teaching.? Thirty-five PA programs
(60%) offer a baccalaureate degree or
degree option, 12 (21%) offer master’s
degrees, and the remainder grant an
associate degree or a certificate of
completion.

Essentlals for PA Education

The “Essentials of an Approved Edu-
cational Program for the Assistant to
the Primary Care Physician” were ini-
tially adopted in 1971 by the American
Medical Association in collaboration with
the American Academy of Family Phy-
sicians, the American College of Phy-
sicians, the American Academy of Pe-
diatries, and the American Society of
Internal Medicine.? Following the or-
ganization of the Committee on Allied
Health Education and Accreditation in
1977, the Essentials were revised in 1978,
1985, and 1990. The Essentials establish
minimum standards of quality to which
accredited programs are held account-
able. After the Essentials initially were
adopted, federal funding acts supported
the expansion of PA educational pro-

PAs and |

grams’ emphasis on a primary care ori-
entation for preparing generalist PAs.

According to the current Essentials
of the Committee on Allied Health Edu-
cation and Accreditation, PAs are “aca-
demically and clinically prepared to pro-
vide health care services with the di-
rection and responsible supervision of a
doctor of medicine or osteopathy. The
functions of the physician assistant in-
clude performing diagnostic, therapeu-
tie, preventive and health maintenance
services in any setting in which the phy-
sician renders care, in order to allow
more effective and focused application
of the physician’s particular knowledge
and skills."'«"®

Clinical services performed by PAs
are described by the Essentials in the
following six categories'***™; (1) evalu-
ation—initially approaching a patient of
any age group in any setting to elicit a
detailed and accurate history, perform
an appropriate physical examination, de-
lineate problems, and record and present
the data; (2) monitoring—assisting the
physician in conducting rounds in acute
and long-term inpatient care settings,
developing and implementing patient
management plans, recording progress
notes, and assisting in the provision of
continuity of care in office-based and
other ambulatory care settings; (3) di-
agnostics—performing and/or interpret-
ing, at least to the point of recognizing
deviations from the norm, common labo-
ratory, radiological, cardiographic, and
other routine diagnostic procedures used
to identify pathophysiological processes;
(4) therapeutics—performing routine
procedures such as injections, immuni-
zations, suturing and wound care, man-
agement of simple conditions produced
by infection or trauma, and assistance
in the management of more complex
illness and injury, which may include
assisting surgeons in the conduct of op-
erations and taking initiative in perform-
ing evaluation and therapeutic pro-
cedures in response to life-threatening
situations; (5) counseling—instruction

1 System Reform—Jones & Cawley



and counseling of patients regarding
compliance with prescribed therapeutic
regimens, normal growth and develop-
ment, family planning, emotional prob-
lems of daily living, and health mainte-
nance; and (6) referral—facilitating the
referral of patients to community health
and social service agencies when appro-
priate.

Curriculum Content

Prior to matriculation, the typical PA
program requires the student to have
completed the equivalent of 2 years of
undergraduate-level biological, social,
and behavioral science prerequisites.
The first 9 to 12 months of PA education
are devoted to preclinical didactic stud-
ies and include courses in anatomy,
physiology, microbiology, pharmacology,
psychology, clinical medicine, physical
diagnosis, preventive medicine, and clini-
cal laboratory procedures.’® Courses in
the basic medical sciences account for
T1% of the didactic component of PA
education, with the remainder devoted
to behavioral and social sciences. Edu-
cational programs for PAs average more
than 1004 contact hours of didactic in-
struction.”” These courses are typically
followed by 9 to 15 months of physician-
supervised clinical education in both in-
patient and outpatient settings in ur-
ban, inner-city, and rural communities.

In some AHCs, didactic PA education
and medical student education is con-
ducted with shared classes and resources,
and PA students typically are educated
in a clinical setting by residents, attend-
ing physicians, and graduate PAs. Most
programs include supervised clinical edu-
cational experiences for PA students in
rural or medically underserved areas. In
addition, several hospital- and university-
based postgraduate courses of instruc-
tion exist in medical and surgical spe-
cialties such as neonatology, pediatrics,
emergency medicine, occupational medi-
cine, and surgery.

Primary Care Deployment Modeis

A number of PA programs have de-
veloped specialized curricula designed to
promote primary care practice in under-
served communities, including content
on substance abuse education for health
professionals, geriatrics, mental health,
health care for the homeless, women's
health initiatives, environmental/occupa-
"tional medicine, medical Spanish, and a
general orientation toward prevention
in the delivery of health care.* Many
programs have successfully placed gradu-
ates in chronically underserved areas via
decentralized educational projects.’®* For
example, participants in the Stanford
University Primary Care Associate Pro-
gram were twice as likely to be employed

JAMA, April 27, 1934—Vol 271, No. 16

in rural communities (<10000 popula-
tion) as nonparticipants (33% vs 16%).
A 1992 survey of participants in the Uni-
versity of Nebraska PA Program’s Ru-
ral Health Opportunities Project revealed
a similar graduate employment rate
(33.4%) in communities with fewer than
10000 population.? More recently, a sat-
ellite educational project developed by
the University of Washington-MEDEX
Northwest Physician Assistant Program
provides on-site didactic and clinical edu-
cation for rural and Native Alaskan ma-
triculants in Sitka, Alaska, and additional
MEDEX Northwest projects link the
University of Nevada and Boise State
University with area health education
centers for rural PA deployment.

Several PA programs have developed
master’s degree majors for PAs who
will serve underserved populations and
areas of special need. Graduate PA pro-
grams in rural health are offered at Al-
derson-Broaddus College in Philippi,
WVa, and the University of Nebraska-
Omaha. Public health education is of-
fered in combined PA/MPH programs
at The George Washington University,
Washington, DC, and the University of
Oklahoma in Oklahoma City, and a com-
bined PA/MS degree in preventive medi-
cine is offered at the University of lowa
in Iowa City.

AHC-Affiliated PA Programs

Of the 58 accredited primary care PA
programs, 27 (47%) are sponsored by
AHCs. Twice as many AHC-based PA
programs receive federal grant support
as non-~AHC-based programs, and at a
12% greater dollar amount than non-
AHC-based PA programs. Because fed-
eral PA training grants are tied to dem-
onstrated success in primary care edu-
cation and graduate placement in health
professional shortage areas, it follows
that AHC-sponsored PA students spend
more time in primary care-based clini-
cal education and are employed in pri-
mary care settings at a greater rate than
non-AHC-sponsored students.® Conse-
quently, AHC-based PA programs may
be better positioned than non-AHC-
based programs to contribute to the
goals of the Health of the Public Pro-
gram® by providing interdisciplinary di-
dactic and clinical education in popula-
tion-based competencies, by continuing
emphasis on health promotion and dis-
ease prevention activities,® and through
PA faculty service and student rotations
that augment community access to
health care services.

Funding Sources

In 1993, 33 PA programs reeexved a
total of $6.65 million in federal training
support under Title VII authorization

through the Health Resources and Ser-
vices Administration Grants Program
for Physician Assistants of the Public
Health Service, administered by the Di-
vision of Medicine. In the same year, the
mean PA program budget was $457 000
and the average Title VII grant award
was $143 000, which accounted for 28%
of program operating costs.Z Fiscal year
1995 authorization is §9 million.

Title VII funding preferences and pri-
orities for PA program education grants
have traditionally emphasized primary
care education and deployment, affilia-
tion with graduate programs in family
medicine, and strategies for increased
enrollment and retention of underrep-
resented minorities. Funding prefer-
ences and priorities for the fiscal year
1994 application cycle address medically-
underserved community practice, gen-
eralist specialty practice, and increased
enrollment of minorities or low-income
applicants.

From the inception of PA educational
programs, internal support from spon-
soring institutions has increased steadily
while external (primarily federal) sup-
port has remained at about one third of
total program revenues. This trend re-
flects increasing self-sufficiency on the
part of PA programs, because the level
of federal support during the past 7 years
has remained relatively constant.

The overall cost of PA education re-
mains relatively low. The average total
cost for educating a PA student is ap-
proximately $8029 per year at AHC-
sponsored programs and $7546 per year
at non-AHC-sponsored programs.?

Response to Federal Initiatives

Educational programs for PAs have
responded to federal grant initiatives
by specifically targeting curriculum con-
tent toward primary care for medically
needy popuiations. This includes special
focus on topics such as the acquired im-
munodeficiency syndrome, substance
abuse, adolescent pregnancy, childhood
immunizatijons, risks of cancer and heart
disease, and reduction of infant mortal-
ity. More than half of all PA programs
have developed specific educational con-
tent to address the health and medical
problems of inner-city populations. Most
PA programs have developed strong
linkages with area health education cen-
ters, community education centers, ru-
ral hea.lth clinics, community/migrant
health centers, and other primary health
care agencies and settings. Fellowships
for PAs in migrant health centers are
jointly sponsored by the Health Re-
pources and Service Administration, Na-
tional Rural Health Association, Ameri-
can Academy of Physician Assistants,
and Association of Physician Assistant
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Table 1. —Physician Assistant Specialty Distribution, by Percentage, 1974 Through 1993°
L - ]

1974 1978 1961 1684 1967 1983
Specialty N=S39 N=3418 Nad312 N=8882 Na10 692 Nuid4 748

Family practice 43.6 52.0 49.1 42.5 38.7 M5
General intemal medicine 20.0 12.0 8.9 9.2 9.5 9.5
General pediatrics 682 33 4 41 4.0 2.3
General surgery 121 5.5 46 5.1 88 6.4
Surgical specialties 6.8 6.2 17 125 138 20.8
Medical speciaities 3.9 8.3 2.7 4.8 7.1 8.0
Emergency medicine 1.3 49 4.5 6.4 8.5 8.2
Occupational medicine 1.8 27 3.1 4.1 4.1 3.1
Othert 43 71 16.0 1.3 75 9.4

*Sources of data are references 10 and 29.

1Other includes pediatric specialties, physical and rehabilitation medicine, psychiatry, public health, and radiology

(all <1%): 3.3% were not identified.

Programs to promote PA practice in mi-
grant health settings.

Faculty

Educational programs for PAs expe-
rience difficuity in identifying, recruit-
ing, educating, and retaining sufficient
numbers of qualified faculty members.
The combination of an enlarging appli-
cant pool, pressure to increase the num-
ber of PAs trained per program, and an
increasing number of clinical employment
opportunities has resulted in an “aca-
demic hourglass” effect, further compli-
cated by an already insufficient supply of
experienced PA educators. Because of
the disparity between academic and clini-
cal income potential, faculty positions de-
signed as joint teaching-practicing clini-
cian positions are commonplace means of
income supplementation. Sixty-nine per-
cent of PA faculty are concurrently en-
gaged in part-time clinical practice, av-
eraging 10 hours per week, earning an
average wage of $26.29 per hour.®

As with most professional schools, no
formal pathway exists for PA-specific
educator training. Clinically experienced
PAs are typically self-referred or re-
cruited into PA education, usually with
little or no formal preparation in the
foundations of educational theory and
practice.® Of the PA program personnel
identified as faculty in 1993, 13.6% held
- doctorate degrees, 352% held master’s
degrees, and 49.2% held bachelor’s de-
grees. The remaining 2% held associate
degrees (1%) or were not reported.®

Applicants and Students

As with other health professions, in-
terest in PA education continues to in-
crease. In 1988, PA programs averaged
86.1 applicants for 25.9 seats. By 1992,
the number of applications increased to
an average of 203 per PA program (an
increase of 136%), and the number of
enrolled students increased to 35 per
program.Z Preliminary reports of the
1994 applicant pooal indicate that many
programs have nearly twice the number
of applicants compared with 1993.
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The typical student entering PA train-
ing is a 26-year-old white woman with a
3.1 grade point average and more than
4 years of previous health care experi-
ence. Since 1984, women have consti-
tuted more than 60% of enrolled PA
students, and since 1987, ethnic minori-
ties have represented about 20% of ma-
triculants. Most students enter PA edu-
cation with either a baccalaureate de-
gree or substantial course work in the
premedical sciences. An increasing num-
ber of matriculants (72% in 1993) hoid
master’s or doctoral degrees.®

CUINICAL SERVICES AND SETTINGS

At present, approximately 23 350 PAs
are employed in clinical practice in 49
states and the District of Columbia,
Trends in practice patterns of recent PA
program graduates reveal increased num-
bers in inpatient and institutionally based
settings and, until recently, fewer enter-
ing primary care practice. In 1993, 4%
of PAs were employed in primary care
settings, defined as family or general
practice, general internal medicine, or
general pediatrics (Table 1). The largest
share, 34.5%, worked in family or gen-
eral practice.!’ The 28% of PAs employed
by hospitals included more than 6% in
outpatient clinic practice (Table 2).

The distribution of PA practice set-
tings is geographically disproportionate.
Fewer recent graduates of PA programs
in eastern states entered primary care
practice settings (54.4%) compared with
graduates in central (73.8%) and west-
ern states (70%). Seventeen percent of
PAs practice in communities with a
population of fewer than 10 000, and 34%
practice in communities with a popula-
tion of fewer than 50000. More than
86% of all graduate PAs remain in full-
time clinical practice.!

Changing Profiles

The demographic profile of PAs has
changed markedly since the profession’s
inception. Although it remains a relative-
ly young profession (the mean age of PAs
is 40 years), the proportion of women

. settings such as

PAsandl hS

PAs is now more than 42%, increasing
from less than 10% in the 1970s. Almost
10% of PAs are ethnic minorities, and
more than 32% are military veterans.”
Nearly 35% of all PAs are employed in
private physicians’ practices (either solo
or group) and 28.5% practice in hospitals,
with other PAs distributed in health care
managed care organi-
zations (7.3%), the military (4.6%), rural
clinics (4.7%), Department of Veterans
Affairs facilities (4.2%), and correctional
facilities (2.5%). The remainder practice
in nursing homes, inner-city clinics, and
other clinical settings. Notable employ-
ment trends reveal fewer PAs in family
medicine and more PAs in medical and
surgical subspedialties (Table 1). The pro-
portion of PAs employed in hospital set-
tings reflects a relatively stable distri-
bution over the past decade (Table 2)7
While PA practice settings continue
to diversify, the largest percentage re-
main employed in primary care. A num-
ber of the same socioeconomic factors
that discourage physicians from prac-
ticing primary care may influence PA
employment decisions as well.® Despite
the fact that most PAs are in primary
care practice, it is clear that specialty
and institutional employers are compet-
ing for PA services, and the patterns of
diversification and specialization of PA
employment further complicate an im-
balanced educational supply and occu-
pational demand mismatch.®

As demand for PA services has grown,
salaries in both primary care and spe-
cialty settings have increased accord-
ingly. In 1993, the mean annual salary
for PAs in all practice settings and spe-
cialties was $53 500, excluding fringe
benefits and part-time income. Those
employed in surgical specialties earned
an average of $60800 per year.® In a
1991 study of 6228 PAs, with the ex-
ception of those in practice less than 1
year, salaries among men were approxi-
mately $5000 greater than among
women, even after controlling for clini-
cal specialty, number of years in prac-
tice, number of patient visits per week,
and number of hours worked per week.®

PA Productivity and
Cost-effectiveness

The potential roles to be assumed by
PAs in health system reform will likely
correlate with their productivity and
cost-effectiveness. Qutcomes will differ
from practice to practice, depending on
variables such as the specialty, setting,
and barriers to employment. The pro-
ductivity and cost-effectiveness of PAs
have been described and measured by
the time spent per visit, average num-
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Table 2—Trends in Physician Assistant Practice Settings, by Percentage, 1981 Through 1993°

1981 1984 1987 1993
Practice Setting Nwg312 N=8552 N=3309 N=14746

Private officet 358 4.5 33.2 346
Hospital 295 31.3 28.6 285
Ambulatory diinict 249 17.7 17.0 20.4
Health maintenance organization NA§ NA 69 7.3
Milnary 0.4 7.3 7.6 4.8
Other| 0.4 9.2 67 48

*Sources of dala are references 10 and 29. Data for 1987 are trom reference 29 only.

tEither solo or group practice.

$includes community-based public, privately sponsoned, inner-city, substance abuse, student health, correctional

medicine, and rural health clinics.
§NA indicaites not availabie.

1Other includes Vaterans Aftairs (4.2%) and nursing homes (0.4%).

ber of visits per unit of time, number of
office visits or procedures, charges gen-
erated, overhead reduction, and in-
creased physician activity.*'* In 1993,
outpatient-based PAs saw an average
of 22.1 patients per day, compared with
an average of 15.7 patients per day for
inpatient-based PAs.”® Although many
variables are influenced by the actual
practice setting, the evidence suggests
that physicians can increase their prac-
tices’ output by employing PAs,and PAs
“are capable of carrying substantial pro-
portions of the workloads of primary-
care physicians.”#p

Quality of Care

Indicators of the quality of care pro-
vided by PAs have been measured by
comparing processes and outcomes be-
tween physician- and PA-provided care
with regard to functions performed by
both. Within their areas of competence,
PAs have been shown to provide care
indistinguishable in quality from care
provided by physicians.*** Indirect in-
dicators of quality, such as physician
acceptance and patient satisfaction, have
also been favorable.®¥” However, exist-
ing quality-of-care studies of midlevel
providers have recently been criticized
for being dated and methodologically
flawed.® The need for current data de-
rived by rigorous health services re-
search methods is clearly indicated.

Responsibliity and Accountabllity
State legislation governing PA scope
of practice exempts PAs from the unli-
censed practice of medicine with the
stipulation that they function under the
supervision of a licensed physician. Le-
gally, the physician-PA relationship is
one of respondeat superior, wherein the
physician is lisble for exercising care in
the selection and supervision of the PA,
has the right of control of the assistant,
and is “liable for the negligent acts of
employees performed within the scope
of the employment relationship. 1% A]-
though the supervising physician retains
“vicarious liability,” PA practice account-
ability has progressed from a delegatory
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model achieved by amending medical
practice acts to a regulatory/authority
model, wherein state licensing boards are
authorized to govern PA practice. These
amendments and exemptions establish
PAs as the agents of their supervising
physicians, and PAs maintain direct li-
ability for the services they render to
patients. Supervising physicians, who de-
fine the standard to which PA services
are held, are vicariously liable for ser-
vices performed by their PAs under the
doctrine of respondeat superior.

COMPARING PAs AND
NURSE PRACTITIONERS

A recent study estimated there are
27226 NPs, distinguished from other
registered nurses by state boards of
nursing data. Exact numbers are un-
known because of overlapping NP titles,
specialty practice roles, and differing
state requirements for NP education and
accreditation.® The majority of NP prac-
tice settings were reported in family
and adult medicine, pediatrics, and wom-
en’s health.

A 1993 study of 51 midlevel provider
educational programs (22 NP,20 PA, two
combined PA/NP, and seven certified
nurse-midwife programs) compared ie-
gal, professional, and political differences
between PAs and NPs.!? Although vary-
ing degrees of differences and similari-
ties were reported between PA and NP
educational programs, the main distine-
tion in their orientation to health care is
that NP programs are typically set within
achools of nursing, with education pro-
vided in the nursing model. In contrast,
PA programs are typically affiliated with
medical schools, with education provided
primarily by physicians. However, these
differences are less distinct in some re-
gards; physicians contribute to NP edu-
cation, and NP and PA educators often
“cross-teach” between and among pro-
grams. In California, two programs
jointly train PAs and NPs within the
same department, and approximately one
third of California PAs are also nurses.*

Although PA and NP clinical roles
within managed care organizations and

ambulatory settings are often regarded
as interchangeable, reports comparing
PA and NP productivity have differed
in their findings. One study reported
that both groups saw similar numbers
of ambulatory adult patients in a large
managed care setting,® whereas another
reported that PAs had more direct pa-
tient encounters and generated twice
the gross dollar income per day when
compared with NPs.© These differences
were not fully accounted for but were
partially attributed to the tendency for
NPs to spend more time providing coun-
seling services. Debate continues onthe
practice productivity advantages and
disadvantages between PAs and NPs,
but researchers appear to agree that
the potential for increased productivity
for both groups is greater in larger prac-,
tices and managed care settings. Nev-
ertheless, both PAs and NPs directly
reflect physician levels of task delega-
tion in their clinical productivity.*

The practice of PAs is regulated un-
der states’ Medical Practice Act provi-
sions and is based on physician super-
vision and task delegation, whereas NPs
practice under nursing licensure provi-
sions of Nurse Practice Acts. Research
evidence clearly shows that the tasks
described and roles performed by PAs
and NPs are more similar than different
in many ambulatory practice settings,
but two major issues serve to differen-
tiate the professions: (1) their general
orientation to health care and (2) the
desire for independent (NPs) vs depen-
dent (PAs) practice relationships with
physicians.“ This divergence may have
important implications for both profes-
sions if health reform measures include
greater roles for PAs and NPs in pri-
vate practices, managed care systems,
and institutional settings.

POTENTIAL ROLES OF PAs

Under federal aegis, increasing atten-
tion is now focused on a generalist-pro-
vider-oriented system of health care.
However, the projected roles of PAs in
such a system are still undetermined.
According to the US Public Health Ser-
vice, PAs “have become firmly estab-
lished as a provider group well suited to
address problems of maldistribution of
physicians and enhancing cost-effective-
ness of care,” and increasing demand for
PA services was attributed to the re-
vitalization of the National Health Ser-
vice Corps, liberalization of authority to
prescribe, and the increased use of PAs
in hospital-based settings as a means of
cost-control. “¢” What remains to be seen
is the level of demand and the clinical
practice settings in which PA services
will be required.

The federal government reinforces the
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primary care focus of PA program cur-
ricula by awarding Title VII training
grants for programs demonstrating a
record of successfully meeting primary
care—oriented funding preferences and
priorities. However, the possible redis-
tribution of medical and surgical sub-
specialty residency educational positions
recently recommended to Congress by
the Physician Payment Review Com-
mission (PPRC) and the Council on
Graduate Medical Education may resuit
in increased use of PAs and other
midlevel providers in inpatient specialty
settings. This may occur as a result of a
PPRC-projected loss of 11 000 residency
slots.* Among the PPRC recommenda-
tions was a cali for increased funding for
specialty-trained PAs and other midlevel
providers to maintain levels of inpatient
care previously provided by residents.
Another report reinforced this proposal,
suggesting a need to determine “the ex-
tent to which nurse practitioners and
physician assistants can substitute for
and enhance both generalists and spe-
cialists, .. "2pI0%

The PA profession realizes increasing
opportunities in medical and surgical
specialty practice, and the 77% of PA
programs that are federally funded are
obligated to maintain generalist-based
curricula. Although many newly gradu-
ated entry-level PAs are initially em-
ployed in specialty settings, the more
plausible solution to the potential de-
mand for more specialty-trained PAs
may be to increase the number of post-
graduate and master’s level specialty
programs. The projected number of PAs
who will graduate in 1994 is 2100. If
Title VII educational grants increase as
projected, approximately 3300 PAs
would graduate in 1996, followed by 3800
graduatesin 1997. The annual PA gradu-
ation rate would increase to approxi-
mately 4000 by the year 2000, resulting
in a total of approximately 41 000 PAs in
practice. This number includes the as-
sumption of a 1% to 3% attrition rate
- and the remaining years of expected
practice, given the mean PA age of 40
years. However, the distribution of PA
practice settings will likely be influenced
by a combination of market forces and
reform initiatives.

Hospital-Based PAs

As the proportion of PAs working in
primary care practices declined during
the 1980s, the proportion of hospital-
based PAs remained relatively stable.
However, the distribution of PAs within
hospital settings has changed, from
fewer PAs in hospital-based outpatient
clinics to more PAs in inpatient service
roles. While PAs employed in the sur-
gical subspecialties increased from 7.7%
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in 1981 to 21.7% in 1993, PAs employed
in hospital settings ranged between 28%
and 31.3% (Table 2). By 1992, 48.6% of
practicing PAs indicated at least some
inpatient care responsibility.* In many
teaching hospitals, a combination of resi-
dency program retrenching, curtailed
availability of international medical
graduates, and cost-control measures has
contributed to expanded inpatient roles
for PAs. As aresult, PA use in inpatient
care roles in a wide variety of hospital
settings has become commonplace.

A recent study of 1690 hospital-based
PAs revealed that 45% held the job title
of or were identified as *house officers.”
More than 90% had formal medical staff
privileges and were credentialed under
hospital bylaws. Their practice distribu-
tion included 19.4% in surgical subspe-
cialties, 18.6% in medical specialties,
14.8% in emergency medicine, and 9.5%
in general surgery.® Although the study
was inconclusive in determining the lev-
els of resident physician/house officer sub-
stitution performed by hospital-based
PAs, the authors recognized the need for
additional PA education in liability pro-
tection and risk management and addi-
tional researchin levels of responsibility,
outcomes, and privileging issues.

PAs and Managed Care

The increasing management by for-
profit corporations and the economies of
scale realized by capitated managed care
organizations require careful cost-benefit
considerations in provider ratio and dis-
tribution decisions. However, many vari-
ables contribute to differing levels of PA
role and distribution settings within man-
aged care organizations. Although man-
aged care PAs assume a range of duties
in a variety of clinical settings, it appears
that physician attitudes toward PAs play
a major role in staffing decisions; thus,
midlevel provider distribution among
similar settings within the same organi-
zation can differ significantly.®

Inambulatory managed care settings,
PAs have been shown to be capable of
handling approximately 80% of the
health care services required to manage
patient problems at physician-equiva-
lent levels of patient satisfaction and
quality of care.® This finding is consis-
tent with observations made in rural
private practices, urban ambulatory care
clinics, and geriatric settings.”” Ina large
group-model health maintenance orga-
nization, physicians and PAs were found
to see a similar number and type of adult
ambulatory patients on an hourly, daily,
and annual basis, and PAs were em-
ployed at approximately 50% of physi-
cian costs.® However, additional and
more recent data are needed to deter-
mine frequency and appropriateness of

PA consultation and referral activities,
prescribing habits, rate and frequency
of patient return visits, comparable de-
grees and mix of patient difficulty, and
the amount of “nonbillable” physician
time spent in consultation and supervi-
sion of PAs within such settings. In the
absence of these data, the evidence in-
dicates that, in organized ambulatory
care practices where team approaches
and structured division of staffing are
present, PA clinical productivity com-
pares favorably with that of physicians @

BARRIERS TO PA PRACTICE

In 1993, PAs were recognized as health
care providers by the medical licensing
boards of 49 states and the District of
Columbia; Mississippi is the only state
that does not recognize PAs. State leg-
islative and regulatory agencies main-
tain control over the patterns of utiliza-
tion of PAs through their authority to
license and regulate the profession. Bar-
riers to enhancing the use of nonphysi-
cian health care providers were recently
reported as professional territorialism,
licensure restrictions, educational isola-
tion, physician resistance, and institu-
tional inertia® These barriers vary geo-
graphically, as well as between and among
differing nonphysician provider profes-
sions. As a means of reducing these bar-
riers and encouraging change in health
care delivery, the Office of the Inspector
General called for an increased emphasis
on supervisory and management skills in
curricula for health care educational in-
stitutions and the development of coop-
erative practice models among different
health care professions. A combination
of population demographics and regula-
tory and reimbursement policies appears
to have the greatest influence on PA prac-
tice favorability, particularly in states
with disproportionate rural or medically
underserved communities. However, cur-
rent data that more clearly define re-
gional and national barriers to PA prac-
tice are needed if health system reform
plans include an increased use of PAs.

PA Supervision

The physician-PA employment rela-
tionship has been and is intended to re-
main a dependent one. The fundamental
elements of PA practice (use of a referral
system, frequent consuitation, and peri-
odic review) are said to be synonymous
with a well-designed health system.® The
PA'’s ability to consult with and refer to
the supervising physician is the key fac-
tor to a successful workplace relation-
ship, and studies suggest that the task
delegation and supervision behaviors of
the physician have the greatest influence
on PA clinical productivity.* Geographic
practice isolation in rural and frontier
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settings may by necessity result in vary-
ing degrees of off-site physician super-
vision of the PA, and this physical sepa-
ration requires a certain amount of au-
tonomous judgment, particularly when
the PA is the only available on-site pro-
vider. Regulatory reluctance to support
such relationships in satellite and remote
settings restricts the ability of PAs to
provide needed services that might oth-
erwise be unavailable.

Prescriptive Authority

A total of 35 states, the District of
Columbia, and Guam authorize PAs to
prescribe medications, but a nucleus of
states do not. The cluster of 12 states
(Figure) represent approximately 37%
of the total US rural health professional
shortage areas.®? Although prescriptive
authority varies from state to state and
ranges from using protocol-based for-
mularies for noncontrolled substances
to prescribing controlied substances, PA
prescribing must be done with the agree-
ment and supervision of the physician.
Patterns observed in rural PA practice
in Texas reveal an example of the po-
tential effect of prescriptive authority
to increase the capabilities of PAs to
improve access to care. Prior to PA pre-
scriptive legislation passed in 1991,
Texas had 26 rural health clinics. By
November 1992, the number had nearly
quadrupled, increasing to 99. During the
same period, the percentage of Texas
PAs practicing in rural areas tripled,
from 5% to 15%.5%

Reimbursement lssues

Variation in state laws regarding com-
pensation for PA-provided services has
also influenced PA deployment. For ex-
ample, successful implementation of the
Rural Health Clinic Services Act (Pub-
lic Law 95-210), which provides for cri-
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teria-specific Medicare and Medicaid re-
imbursement for PA services, is hin-
dered in some states by variations in the
scope of their practice laws governing
PAs. The practice of PAs is also com-
plicated by state-by-state Medicaid re-
imbursement policies that remain incon-
sistent. The services of PAs are gov-
erned by the “incident to” provision,
which allows for reimbursement at the
physician fee level for office or clinic
services provided by the physician’s staff
that are considered integral, although
incidental, to the physician’s services.
The physician must be present when
the PA-performed services are deliv-
ered, and the PA's services are billed
and paid for as if the physician had per-
formed them. Differing states’ interpre-
tations of the incident to physician ser-
vice clause of Medicare and its carriers
confuse PA employers regarding reim-
bursement for services provided by PAs,
especially where on-site supervision is
not always required, and where PAs are
hired by practices for the specific pur-
pose of extending medical services to
rural and underserved communities.

Although Medicare reimburses 100%
of the physician fee schedule for PA ser-
vices provided incident to a physician's
service, reimbursement rates for other
services provided by the PA are lower.
Furthermore, these rates often vary, de-
pending on the gite of the services. For
example, reimbursement for PA services
performed in a nursing facility may not
exceed 85% of the physician rate; in a
hoepital setting it may not exceed 76% of
the physician rate; PA-assisted surgery
reimbursement may not exceed 65% of
the physician rate. Medicare services ren-
dered by PAs are always reimbursed to
the PA’s employer; thus, these variables
must be considered when determining
the most cost-effective use of PAs.

PAs AND HEALTH
SYSTEM REFORM

The roles to be assumed by PAsinthe
forthcoming heaith system reform ini-
tiatives are yet to be determined. Be-
cause PA education so closely resembles
8 condensed version of medical school,

- many of the same factors that compli-

cate physician education and distribu-
tion are similarly experienced by the
PA profession.

The argument that increasing exist-
ing PA program enrollment is less ex-
pensive than developing completely new
programs must be tempered with the
realities of increasing institutional com-
petition for fixed educational resources.
For example, AHCs with both a medical
schoo] and a PA program may not be’
able to absorb the added expense, space,
and time requirements of more lecture
commitments by basic science faculty,
resident physicians, and staff attend-
ings; more classroom space; and more
competition for already limited teach-
ing time on ward rounds, in the clinics,
and in operating rooms. Additionally,
the simuitaneous demand to produce
more generalist physicians may increase
competition among medical schools, resi-
dency programs, and PA programs for
sites for quality primary care clinical
education. President Clinton’s Health
Security Act includes favorable provi-
sions affecting PAs, but many questions
relating to the prospective roles for PAs
remain unanswered. The Health Secu-
rity Act does not specify how the annual
$400 million allocated for primary care
education among medical schools, nurs-
ing schools, and PA programs isintended
to be distributed.

Although a number of proposals sug-
gest differing roles for midlevel provid-
ers within the context of health system
reform,}245465 the fact remains that PAs
are inextricably dependent on physicians
for their employment and supervision.
The position stated by the American
Boards of Family Practice and Internal
Medicine opposing independent practice
by nonphysician professionals also re-
flects the position of the PA profession.®
The American Academy of Physician As-
gistants reaffirmed that the PA profes-
sion does not seek independent prac-
tice, direct reimbursement from third-
party payers, or federal preemption of
state practice acts.’” Nevertheless, if
health system reform initiatives include
a greater role for PAs in the provision
of health care, greater efforts must be
made to improve the linkages and re-
lationships between and among PA pro-
grams, medical schools, and generalist
physician residency training programs.
Introducing more medical students and
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residents to the roles, functions, and ca-
pabilities of the physician-PA team in
educational settings might reduce the
existing degree of reluctance to “work
together in well-integrated teams to en-
hance the quality and availability of cost-
effective patient care,” as called for by
the American Boards of Family Prac-
tice and Internal Medicine. %18

While the PA profession acknowledges
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MEMORANDUM

to: Patty Solis, Director of Scheduling, Office of the First Lady
from: Steve Crane, Executive Vice President, AAPA
date: May 17, 1994

Thank you again for scheduling Mrs. Clinton to address the 22nd Annual
Conference of Physician Assistants.

To help her and her staff prepare for the May 25th event, I have enclosed
the following information about the physician assistant (PA) profession:

Information booklet, "P Artners in Medicine"

Background sheet on the Health Security Act and PAs

Recent article about physician assistants that appeared in the Journal
of the American Medical Association

Two articles about PAs

An article about the differences between PAs and nurse practitioners

An article about PAs in New Jersey, the latest state to pass legislation
to allow PAs to practice (after many years of fighting legislative
roadblocks set up by the state medical society and the state nursing
association)

An article explaining why PAs want physician supervision, but nurse
practitioners don't (a major difference between the two professions)

There are a couple of points that Mrs. Clinton may want to keep in mind
when addressing the group:

* Of the more than 23,000 clinically practicing PAs, approximately
50% work in the primary care specialties — family medicine,
internal medicine, pediatrics, emergency medicine.

e Over 40% of all practicing PAs are women, even though when the
profession was started in the late 1960s the first PAs were former
military medics, who were men.

» According to the Department of Health and Human Services, the
geographic distribution of PAs more closely matches the general
population than other primary care providers. The House Budget
Committee's bill report for the FY95 Budget Resolution states that
"physicians assistants are the primary health care and emergency
services deliverers for a high percentage of rural Americans."

¢ In all cases, PAs practice medicine with the supervision of licensed
physicians. Most state laws allow a PA to treat patients when the
physician is away from the practice and allow a PA to staff remote
and rural dinics with physician located in another town.

(more)
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I also though it might be helpful to address a couple of issues of professional sensitivity:

* First, the correct legal title of the profession is physician assistant ~ not physician's
assistant or physicians' assistant. A physician’s assistant could be any individual who
provides assistance to a doctor, including front office staff.

e Second, there are numerous differences between the PA and nurse practitioner education
programs, certification procedures, and their scopes of practice. A major difference is in
the importance PAs place on the team approach to health care by practicing with
physician supervision. Talking about the two professions collectively — as "mid-level
providers” or "physician extenders" — insinuates no philosophical or professional
differences between the two. Many PAs don't work like nurses and many NPs don’t work
like PAs.

e Third, PAs have been compared to family nurse practitioners (FNPs) because the two
professions are educated to handle patients from birth to death. It is incorrect to compare
PAs to clinical nurse specialists, geriatric or pediatric nurse practitioners, nurse
midwives, or in general to "advanced practice nurses" because these nurse specialists
have received an education limited to specific age groups or diseases.

The program on May 25th is scheduled to go as follows:

10 a.m. Central Time - Ann Elderkin, National President, AAPA, will call the General
Session to order and discuss what AAPA has been doing in Washington, DC, and
throughout the country concerning health care reform. She also will mention the visits
she has made to the White House (for two Rose Garden ceremonies) and the meetings PAs
and AAPA staff have had with the Health Care Task Force members and White House
staff. Judith Feder was a guest speaker at a national AAPA leadership conference in
Alexandria, VA, last fall.

10:10 a.m. — Elderkin will explain the satellite feed, how the Q&A session will work and
introduce Mrs. Clinton

10:15 a.m. — (God and modern technology willing) Mrs. Clinton will address the 3,000 or so
PAs attending the conference

10:30 a.m. or so — Mrs. Clinton will conclude her remarks and ask Ann Elderkin if there are
any questions from the audience

10:35 to 10:45 a.m. — Elderkin and other PAs will read questions that have been submitted by
the physician assistants attending the conference

(more)
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10:45 a.m. - Elderkin will thank Mrs. Clinton for taking the time to address the PAs and the
satellite will go dark. We are considering reserving 45 minutes on the satellite (in case
there are problems at the beginning or end of the transmission), so the Q&A may run a few
minutes after 10:45, if that's OK.

10:50 a.m. - Elderkin will introduce Emesto Gomez, CEO of El Centro del Barrio, a series of
health care clinics for low-income and homeless people. AAPA is presenting to Gomez a
check for $5,000 to help underwrite Centro's immunization program which has served
tens of thousands of low-income San Antonio children since 1980.

11 a.m. — Reports from various PA leaders
11:30 a.m. — General Session adjourns
If you should have any questions concerning the arrangements for Mrs. Clinton's presentation or

about the AAPA Conference in general, please call me or Nancy Hughes, AAPA Public Affairs
Administrator, at the Marriott Rivercenter -- 210-223-1000 —- or at the AAPA Convention staff

office ~ 210-270-2973/2972.




Physician Assistants: PArtners in Medicine

* Physician Assistants (PAs) practice medicine with the
supervision of licensed physicians.

e Ofthe 27,000 PAs who have been trained, approximately
23,500 are currently in clinical practice (87%).

¢ PAsare educated in a medical program and are qualified to
treat approximately 80% of the patients seen by primary
care physicians.

¢ PAs can write prescriptions in 37 states and the District of
Columbia.

¢ Seventeen percent (17%) of all PAs practice in rural
communities with fewer than 10,000 people; 34% in towns
with fewer than 50,000 people.

¢  Seventy percent (70%) of all PAs practice in outpatient
settings (clinics, HMOs, medical offices).

s PA distribution more closely matches the population than
other primary care providers.

s There are 58 specially designed PA training programs
located at medical colleges and uriversities, teaching
hospitals and through the Armed Forces. The programs
are accredited by the American Medical Association’s
Committee on Allied Health Education and Accreditation.

¢ A typical PA student has a bachelor's degree and over 4
years of health care experience prior to admission.

33%
Over 55% of all Physician
80%1 Assistants Practice in
these Major Specialties
20%1 | Physicians

g4 Physician Assistants

10%1

Occupational - 4%

s . Physician C} - | Distributionin the U.S.. 1993, American
Medical Association, and 1993 Census, American Academy of Physician As-
sistants (AAPA). AAPA includes emergency medicine when discusging primary
care use of the large number of people relying on hospital emergency rooms
for basic Bervices.

Family/General Internal Emergency Ob/Gyn  Pediatrics

Geriatrics - 1%

[Family Medicine - 33%

Emergency
Medicine - 9%

Over 50% of all Physician Assistants

Provide Primary Care Services

PA education is typically 24 months in length represent-
ing approximately two-thirds that of medical students
(102 compared to 153 weeks).

Nearly all states require PAs to pass a national certifying
examination administered by the National Commission
on Certification of Physician Assistants (NCCPA).

To maintain certification, all PAs must complete 100
hours of continuing medical education every two years,
and take a recertification exam every six years, the only
major health profession with such a requirement.

According to the Congressional Office of Technology
Assessment, “within the limits of their expertise, PAs
provide care that is equivalent in quality to the care
provided by physicians.”

Studies conducted by the RAND Corporation have found
that PAs save as much as 20% of the costs of medical
care, can perform 80% of the routine functions of a
physician’s practice, and are widely accepted by patients.

Case law reveals that PAs have been involved in very
few malpractice suits.

Current national statistics indicate approximately six (6)
jobs for every new PA graduate. The Department of
Labor projects the number of PA jobs will grow by 44%
from 1990 through 2005.

American Academy of Physician Assistants
950 N. Washington St., Alexandria, VA 22314
(703) 836-2272
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" PHYSICIAN ASSISTANTS

Official Definition of
Physician Assistant

approved by the

American Academy of Physician Assistants (AAPA)
House of Delegates

May 1991

“Physician assistants (PAs) practice medicine with supervision by licensed physicians. As
members of the health care team, PAs provide a broad range of medical services that would
otherwise be provided by physicians.

It is the obligation of each team of Physician/PA to ensure that the physician assistant’s scope
of practice is identified; that delegation of medical tasks is appropriate to the physician
assistant’s level of competence; that the relationship of, and access to, the supervising
physician is defined; and that a process of performance evaluation is established. Adequate
and responsible supervision of the PA contributes to both high quality patient care and
continued professional growth.

The AAPA is committed to the concept of physician assistant practice of medicine with

supervision by licensed physicians.”

HOD 1303-01-01
7-26-93

PARTNERS IN MEDICINE




PHYSICIAN ASSISTANTS

BACKGROUND

Physician assistants (PAs) practice medicine with supervision of licensed physicians,
providing patient care services that would otherwise be performed by physicians.

Overview
The relationship between a physician and a physician
assistant (PA) is one of mutual trust and reliance. The PA’s
responsibilities depend on the type of practice, his or her
experience, the working relationship with the physician
and other health care providers, and state laws.
Educated in a medical program, PAs are qualified to
perform approximately 80 percent of the duties most com-
monly done by primary care physicians. PAs perform
physical examinations, diagnose and treat illnesses, order
and interpret lab tests, suture wounds, set fractures, and
preform minor surgery. In a majority of states, PAs write
prescriptions.

PAs Practice Medicine

Physician assistants follow a medical model of patient care
and practice medicine with supervision by licensed physi-
cians. PAs perform a wide range of medical duties, from
basic primary care to high-technology specialty proce-
dures. Specific duties are defined by state regulation and
practice setting, but include both diagnosticand therapeutic
procedures. PA education also prepares physician assistants
to deal with many medical emergencies. PAs often act as
first or second assistants in major surgery, and provide pre-
and post-operative care.

In some rural areas, where physicians are in short
supply, PAs serve as the only providers of health care,
conferring with their supervising physicians and other
medical professionals as needed and as required by law.

Education

PAs are educated in one of 58 specially designed PA
programs located at medical colleges and universities,
teaching hospitals, and through the Armed Forces. Due to
the close working relationship PAs have with physicians,
PA education was designed to complement that of physi-
cians.

PA programs generally require applicants to have at
least two years of college education and previous experi-
ence in health care. The typical PA student in 1992 had a
bachelor's degree and over 4 years of health care experi-
ence prior to admission to the PA program. PA education
is usually 24 months in length and is approximately two-
thirds that of medical students (102 weeks compared to
152). PAs take some of the same classes with medical
students.

The first phase of PA education is in the classroom,
providing students with an in-depth understanding of
medical sciences. Additional subjects include differential
diagnosis, medical ethics, and pharmacology. The second
yearis spentin clinical rotations. Each year, PA programs

graduate approximately 1,700 men and women. The ma-
jority of all PA programs offer a baccalaureate degree upon
completion; twelve have master's degree programs or
master's options.

Practice Credentials

Nearly all states require PAs to pass a national certifying
examination before they can begin practicing. The exam,
open only to graduates of accredited PA programs, is given
each year by the National Commission on Certification of
Physician Assistants (NCCPA), an independent organiza-
tion established to assure the competency of PAs.

To maintain certification, PAs must complete 100 hours
of continuing medical education every two years and take
a recertification exam every six years. Only those with
current certification can use the credentials Physician
Assistant-Certified or “PA-C.”

Practice Settings

Today there are over 27,000 PAs in the United States; over
40% of all practicing PAs are women. PAs practice in
almost all health care settings and every medical and
surgical specialty. They also serve on the White House
medical staff.

Seventeen percent of all PAs practice in rural commu-
nities with fewer than 10,000 people; a third practice in
towns with fewer than 50,000 people. The majority of all
PAs (57%) practice primary care, with 33% in family
medicine. Seventeen percent practice in surgical special-
ties. Approximately 70% of all PAs practice in outpatient
settings (clinics, HMOs, medical offices), and 30% practice
in inpatient settings (hospitals).

Growth of the PA Profession
Demand for PA services is rapidly increasing. Current
national statistics show there are approximately six jobs
for every new PA graduate. The Department of Labor
projects the number of physician assistant jobs will grow
by 44% percent from 1990 through the year 2005.
Factors that have contributed to this growth include
Medicare/Medicaid reimbursement for PA services and
increased recognition of the quality of care that PAs pro-
vide.

“Conceived during the new health practitioner move-

ment of the 1960s, physician assistants have demon-

strated their clinical effectiveness both in terms of
quality of care and patient acceptance.”

— Eighth Report to the President and Congress on the

Status of Health Personnel in the United States




PRACTICE SETTINGS

Physician assistants (PAs) practice medicine with the
supervision of licensed physicians, providing patients with
services ranging from primary medicine to very specialized
surgical care.

Currently there are over 27,000 physician assistants in
the United States, nearly double the number just ten years
ago. In some rural areas, where physicians are in short
supply, PAs serve as the only providers of health care,
conferring with their supervising physicians as needed or
required by law.

While most physician assistants are in primary care
settings such as a family practice, PAs also are filling roles
that werenot anticipated when the profession began. Some
of these practice settings include nursing homes, HMOs,
and occupational medicine. Many hospitals, faced with a
shortage of physician residents, have discovered the value
of physician assistants. PAseven serve on the White House
medical staff. Physician assistants practice in nearly all
medical and surgical specialties.

The PA profession has demonstrated its ability to
adapt to a constantly changing health care environment.
Having become an integral part of health care delivery, it
is likely that PAs will continue to find, and fill, new and
expanding roles in health care.

Approx. 70% work in outpatient
settings (clinics, HMOs, medical
offices) and 30% in hospitals

ursing Home/Other Settings 2%
.' Correctional Facility 2%
Rural Clinic 5%
2§ HMO 7%
Military/VA 9%
Public/Private Clinic 10%

1 Solo-MD Practice 11%

Geriatrics - 1%

Medicine - 33%;

Pediatrics - 2%
Medicine - 9%

Occupational - 4%~ Emergency

Most Physician Assistants
Practice Primary Care Medicine

In 1993, 17 percent of all physician assistants worked in
rural communities with fewer than 10,000 residents. Twenty
percent practiced in cities with more than a million people.
Fifty-seven percent of all PAs practice primary care, which
AAPA defines as including family medicine, internal
medicine, pediatrics, geriatrics, obstetrics and gynecology,
and emergency medicine.

The PA profession is one of the fastest growing fields in
health care. The Department of Labor predicts a 44%
increase in the number of PA positions from 1990 through
the year 2005. Nationally, the demand for PAs exceeds the
supply of new graduates by 6 to 1. Since its inception over
25 years ago, the physician assistant profession has grown
in size, stature, and importance. Today PAs are fully
integrated into the health care system and are highly
valued medical professionals.

“Within thelimits of their expertise, PAs provide care

that is equivalent in quality to the care provided by

physicians.”

- Office of Technology Assessment
Congress of the United States

B Group Practice 26%

Public/Private Hospital 28%

PARTNERS IN MEDICINE



PHYSICIAN ASSISTANTS

EDUCATION

PA education was modeled after physician's training -- including continuing medical
education to keep abreast of medical advances.

Overview
Physician assistants are trained in an intensive medical
education program that usually lasts 24 months in length.
The program is offered at medical schools, colleges and
universities, teaching hospitals, and through the Armed
Forces. Because of the close working relationship between
physician assistants and physicians, PA education was
modeled after physician's training and is similar in struc-
ture, albeit shorter than medical school. Physician assis-
tants often attend the same classes with medical students.
The first year is composed of classroom instruction,
with a heavy emphasis on medical sciences and related
disciplines. Second-year PA students perform clinical
rotations, seeing and treating patients. Some programs
offer specialty training.

The Students

The typical PA studentin 1992 had abachelor's degree and
over 4 years of health care experience prior to admission to
a PA program. Fifteen percent of all physician assistants
were nurses, 14% were emergency medical technicians,
13% were medics, and 9% were emergency room technicians
before they became PAs. There is fierce competition to get
into a PAprogram. In 1992, PA programs turned away five
qualified applicants for every student accepted.

The Programs

There are 58 physician assistant programs in the United
States, graduating approximately 1,700 PAs a year. Pro-
grams are accredited by the American Medical Association’s
Committee on Allied Health Education and Accreditation
(CAHEA). Only graduates of accredited PA programs are
eligible to take the national certifying examination.

National Certification

Most states require PAs to pass the national certification
examination, offered by the National Commission on Cer-
tification of Physician Assistants (NCCPA). Only those
successfully completing the examination may use the cre-
dentials “Physician Assistant-Certified” or “PA-C.”

A PA’s education does not end at graduation. In order
to remain certified, physician assistants are required to
complete 100 hours of continuing medical education (CME)
every two years and take a recertification examination
every six years. It is the only major health profession with
such a requirement.

Degrees Awarded
All PA programs offer a certificate upon graduation; most
offer a bachelor’s degree. Twelve of the programs also have

Classroom/Lab Instructions
Anatomy Internal Medicine
Physiology General Surgery
Pharmacology Pediatrics
Clinical laboratory sciences Psychiatry
Physical Diagnosis Family Medicine
Microbiology Behavioral Sciences
Pathophysiology Emergency Medicine
Obstetrics/Gynecology Biochemistry

Clinical Rotations

Emphasis is on Primary Care -
Ambulatory Clinics
Physicians’ Offices

Acute and Long-Term Care Facilities

5

National Certification Exam
(Required in most states)
- |
Continuing Medical Education
(100 hours/2 year cycle)

5=

Recertification Examination
(Every 6 Years)

a master's degree program or master's options. More than
70% of all physician assistants have a bachelor’s degree,
and an additional 12% have a master’s degree or higher.

“Since the inception of the discipline in the 1960s,
physician assistants have become firmly established
as a provider group well suited to address problems
of maldistribution of physicians and enhancing cost-

effectiveness in health care.”
-- Eighth Report to the President and Congress on the
Status of Health Personnel in the United States




PAs INTHE US

In 1967

The physician assistant concept originated during the mid-
1960s. Physicians and educators recognized there was a
shortage and uneven distribution of primary care physi-
cians. To combat these problems, the physician assistant
program was developed. The first physician assistants
graduated from Duke University in 1967. They were
former Navy corpsmen who wanted to use their medical
skills in civilian life.

Today

A majority of all PAs provide primary care, and 33%
practice in towns with fewer than 50,000 residents. PA
distribution more closely matches the population than
other primary care providers according to the Seventh
Report on the Status of Health Personnel in the United
States, published by the U.S. Department of Health and
Human Servicesin 1990. The report noted that, were it not
for PAs, many areas would havelittle or no access to quality
health care.

The PA Practice
Physician assistants work in all 50 states, the District of
Columbia, Guam, and around the world in the military. In
1992, there were approximately 152 million patient visits
to physician assistants.

The median salary range for clinically practicing
physician assistants nationwide is $50,000 to $55,000,
which is approximately half the average salary of a family
physician.

All PAs must, by law or regulation, have a supervising
physician. It is not necessary, however, for the physician
and PA always to be located in the same building or even
the same town. Most state laws allow the supervis-
ing physician to be away from the practice when the
PA is seeing patients.

"(Congress has) singled out programs in family
medicine, general internal medicine, and gen-
erul pediatrics, and training of physician as-
gistants. . . for priority in the allocation of
federal assistance because these professions
will play a pivotal role in reaching the na-
tional goal of making access to primary health
care more widely available and of reducing
unnecessary health care costs.”

~United States Congress, 1992
Public Law 102-408

Quality Care

A study by the Congressional Office of Technology Assessment
concluded that “within the limits of their expertise, PAs pro-
vide care that is equivalent in quality to the care provided by
physicians.” Studies conducted by the Rand Corporation and
others found that PAs save as much as 20% of the costs of
medical care, can perform 80 percent of the routine functions of
a primary care physician’s practice, and are widely accepted by
patients.

Case law reveals that physician assistants have been
involved in very few malpractice cases. The majority of PAs are
insured by a rider on their employer's malpractice policy; many
have their own coverage.

Prescribing

A PA’spractice is determined by education and experience, the
supervising physician’s practice, and state law. One aspect of
state law is prescriptive authority.

During the last decade, the number of states granting
prescriptive authority has more than doubled. Thirty-seven
states, the District of Columbia, and Guam allow PAs to write
prescriptions for medications.

Prescriptive practice for physician assistants is a logical
outgrowth of both their role and education. PA education in
pharmacotherapeutics (the study of the use of medication in
the treatment of disease) is proportionally equivalent to that of
physicians, The National Board of Medical Examiners deter-
mined that the PA national certification examination is a valid
assessment of this knowledge. Surveys show a strong similarity
between PA and physician prescribing patterns.

A state-by-state summary of the laws and regulations
governing PAs is available from the American Academy of
Physician Assistants.

PARTNERS IN MEDICINE




PHYSICIAN ASSISTANTS

ORGANIZATIONS

American Acad f Physician Assistant

The American Academy of Physician Assistants (AAPA) is
the national professional society for PAs. Founded in 1968,
the Academy has chapters in all 50 states, the District of
Columbia, and Guam. There are also chapters that rep-
resent physician assistants working for the Public Health
Service, the Department of Veterans Affairs, and all
branches of the military.

The mission of AAPA is to “promote quality, cost
effective, and accessible health care and to promote the
professional and personal development of PAs.” Major
activities to accomplish this goal include government rela-
tions, public education, research and data collection, and
professional development.

Eighty percent of all practicing physician assistants
are members of AAPA. Members are graduates of acered-
ited physician assistant programs and/or those who are
nationally certified. Students at accredited programs are
also eligible for membership.

The AAPA’s Physician Assistants Foundation (PAF)
provides funds for scholarships and research on the PA
profession. In 1992, it awarded 37 scholarships totalling
$87,000 to PA students and $15,000 in research grants to
AAPA members.

For more information, contact:
American Academy of Physician Assistants
950 North Washington Street
Alexandria, VA 22314
(703) 836-2272

f Physician Assistant

The National Commission on Certification of Physician
Assistants (NCCPA) is an independent organization es-
tablished to assure the competency of physician assistants.
The NCCPA was formed in 1975 by AAPA and other health
professional associations in order to administer a national
certifying examination to graduates of accredited PA pro-
grams. The examination and the recertification exam
physician assistants are required to take every six years
are designed to test the medical knowledge and clinical
skills of PAs.

For more information, contact:
NCCPA
2845 Henderson Mill Road NE
Atlanta, GA 30341
(404) 493-9100.

\ssociation of Phvsician Assistant P

The Association of Physician Assistant Programs (APAP)
sharesits national headquarters with AAPA. Whereasthe
Academy is made up of graduates and students, APAP
members are the physician assistant educational programs
and faculty. Founded in 1972 to help maintain the high
quality of PA education, APAP’s objectives are to encour-
age communication among the programs and to serve as a
national information center on PA education.

APAP publishes the "National Directory of PA Pro-
grams,” giving complete information on the names, loca-
tions, requirements, tuition, length, and degree(s) awarded
for each of the accredited PA programs. The directory is
available to the public for a small fee.

For more information, contact:
Association of Physician Assistant Programs
950 North Washington Street
Alexandria, VA 22314
(703) 548-5538

30,000 |
Growth in Number
of Physician Assistant
Graduates

20,000 1

10,000 |

1995
(projected)

1980 1986 1990
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NATIONAL HEALTH CARE REFORM

President Clinton's health reform legislation, the "Health Security Act” (HR 3600, S 1757), seeks to provide
quality health care to all Americans, including millions of individuals who are currently uninsured or
underinsured. To accomplish this goal, the bill recognizes physician assistants (PAs) as qualified health
care professionals who provide essential, cost-effective health care.

A Health care teams

By defining "health professional services" to include physicians and others legally authorized to provide
services, the legislation recognizes that physician assistants provide quality health care that should be

available to all Americans under health care reform. PAs are included in the definition of "lawful health
care provider” whose services must be covered under any fee-for-service plan offered by a regional alliance.

PAs are specifically listed in the definition of health professionals who may be considered "essential
community providers” eligible for certification. Health plans would be required to contract with
institutions, agencies and providers certified as essential community providers in order to assure that
underserved populations have access to care.

A Increased funding for PA education

Authorized spending has been set at $400 million to cover "primary care physician and physician assistant
training," plus programs for the training of underrepresented minorities and nurses. The American Academy
of Physician Assistants (AAPA) seeks specific earmarking of funds for PA educational programs.

The legislation changes the financing of graduate medical education. Rather than coming entirely from the
Medicare trust fund, physician residency training would also be supported by money set aside from private
health insurance premiums collected by corporate and regional alliances. In a precedent-setting move, the
bill allots $200 million of these funds for graduate nurse education. The AAPA believes that PA education
programs should also be eligible for GME funds, which is a steady source of financial support immune from
discretionary spending caps and the annual appropriations process.

A Enhancement of PA practice environment

The legislation recognizes that physician assistants are essential to the delivery of primary care and
preventive services, particularly if all Americans are to have access to quality health care. It includes
language encouraging and supporting full utilization of the "professional education and clinical skills of
advanced practice nurses and physician assistants."

Within the Department of Health and Human Services, programs are authorized to encourage the adoption
of model professional practice statutes for PAs and to support the removal of inappropriate barriers to
practice. The AAPA seeks the addition of language directing the Secretary of HHS to consult with the
appropriate professional society on the issue of a model law.

The Health Security Act does not provide for a federal preemption of restrictive state practice acts. Rather,
it declares that "No state may, through licensure or otherwise, restrict the practice of any class of health
professionals beyond what is justified by the skills and training of such professionals.” The AAPA supports
the removal of unnecessary practice restrictions, but does not believe the federal government should override
state laws.

A Increased access for Medicare beneficiaries

The legislation amends existing law and extends Medicare coverage for outpatient physician services
provided by PAs from rural Health Professional Shortage Areas to all geographic areas. Reimbursement
would be paid to the PA's employer at 85 percent of the physician's fee. This provision is essential and must
be included in any health care reform legislation enacted by Congress.



A Support for providers in underserved areas

The bill increases funding for the National Health Service Cor'ps ($50 million in FY95, $100 million in FY96,
and $200 million for each of fiscal years 1997 to 2000). The AAPA recommends replacing the bill's proposed
requirement that 20 percent of all NHSC participants be nurses with language doubling the current 10 per-
cent set-aside of scholarship and loan repayment awards for PAs, nurse practitioners and nurse midwives.

The Health Security Act contains a $500 per month personal tax credit for primary care physician assistants
practicing full-time in Health Professional Shortage Areas. The AAPA recommends modification of the
recapture provisions for PAs unable to complete the 60-month mandatory service period and extension of this
credit to PAs working in underserved areas prior to 1995. The AAPA recommends the extension of the tax
credit beyond five years.

The AAPA also recommends that Medicare bonus payments, currently available only to physicians, be
authorized for PAs working in underserved areas.

A Miscellaneous provisions

The legislation authorizes $200 million for skill enhancement and retraining programs to be administered by
the Department of Labor. These include retraining health care workers for more advanced positions as
technicians, nurses, and physician assistants.

The Health Security Act would establish a National Council on Graduate Medical Education, a National
Council on Graduate Nurse Education, and a National Institute for Health Care Workforce Development.
The AAPA recommends that Congress consider consolidation of these functions to avoid unnecessary
bureaucracy and to achieve more effective workforce planning and administration.

AAPA National Health Reform Policy

The American Academy of Physician Assistants believes that a national health care program should
provide basic health care services to all residents and that the scope of such services should be determined
by public policy and be based on considerations such as medical effectiveness. Health care services should be
provided by qualified persons who practice a team approach to care. Patients should retain a choice of
providers and be satisfied with the quality of care offered by the providers and the health care system.

In addition, AAPA believes that the structure of a national health care program should be determined by
the federal government, and administered by the states under national guidelines. Financing mechanisms
should be fair, equitable, and include cost controls.

The AAPA advocates a national health care program based on these principles because the existing frag-
mented system inhibits access and is inherently inflationary. Only a well-managed national health care
program can guarantee universal access and moderate health care expenditures.

AAPA Position on the "Health Security Act"

Therefore, to the degree that the President’'s "Health Security Act” meets these principles, the American
Academy of Physician Assistants can support the proposal. The AAPA applauds the bill's focus on uni-
versal access and comprehensive primary and preventive care services; its emphasis on a team approach to
health care delivery; its attention to research on effective medical procedures; and its preservation of the
patient's right to choose his or her health care provider.
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Physician Assistants and
Health System Reform

Clinical Capabilities, Practice Activities, and Potential Roles

P. Eugene Jones, PhD, PA-C, James F. Cawley, MPH, PA-C

NATIONAL efforts to reform the health
care system will likely result in changes
in the roles and responsibilities, prac-
tice combinations, and distribution of
health professionals, including midlevel
providers such as physician assistants
(PAs), nurse practitioners (NPs), and
certified nurse-midwives. Although re-
cent studies have addressed differing
scenarios of the projected roles of
midlevel providers,'¢ implementation of
initiatives that involve PAs may be in-
fluenced by an overall shortage of PAs,
existing barriers to PA practice, and
the need for commitment to physician-
dependent practice relationships in a
team-oriented health care delivery sys-
tem. This article reviews the history,
academic preparation, clinical eapabili-
ties, distribution, and practice activities
of PAs and discusses the potential roles
of PAs in the changing health system
environment.

The origin of the PA can be traced to
the new health practitioner movement
of the 1960s, during which the PA con-
cept emerged from a combination of
events. As experienced hospital corps-
men and combat medics returned from
service in Vietnam, there were no ci-
vilian job equivalents or suitable health
career pathways in the United States.
Simultaneously, a new health care pro-

. vider model proposed in 1961° resulted
in the development of the first PA pro-
gram at Duke University School of Medi-
cine. According to this concept, PAs
“would be trained to assist the doc-
tor ... in such a way as to facilitate bet-
ter utilization of available physicians and
nurses.”” These circumstances eventu-
ally resulted in the matriculation of sub-

From the Physician Assistant Program, Department
of Health Care Sciences, University of Texas South-
western Medical Center at Dalias (Dr Jones). and the
Physician Assistant Program, Depariment of Heaith
Care Sciences, The George Washington University,
Washington, DC (Mr Cawley).

Reprint requests to University of Texas Southwestem
Medical Center at Dallas, 5323 Harry Hines Bivd, Dal-
las, TX 75235-9090 (Dr Jones).

1266 JAMA, April 27, 1984—Vol 271, No. 16

stantial numbers of military veterans
into newly developing PA programs.
Subsequently, more PA programs were
developed to train providers who would
(1) augment the capabilities of primary
care physicians by increasing access to
basic medical care services, (2) fill ser-
vice gaps resulting from geographic and
specialty maldistribution of physicians,
and (3) help control health care costs.??

PA EDUCATION

By 1993, there were 58 accredited PA
programs in 29 states and the District of
Columbia and 27403 program gradu-
ates.'"!! With the exception of a few hos-
pital-, military-, and community college—
based programs, the majority of PA pro-
grams are affiliated with academic health
centers (AHCs), medical schools, or
4-year colleges and universities, 26% of
which are classified as category I re-
search universities by the Carnegie
Foundation for the Advancement of
Teaching.? Thirty-five PA programs
(60%) offer a baccalaureate degree or
degree option, 12 (21%) offer master’s
degrees, and the remainder grant an
associate degree or a certificate of
completion.

Essentials for PA Education

The “Essentials of an Approved Edu-
cational Program for the Assistant to
the Primary Care Physician” were ini-
tially adopted in 1971 by the American
Medical Association in collaboration with
the American Academy of Family Phy-
sicians, the American College of Phy-
sicians, the American Academy of Pe-
diatries, and the American Society of
Internal Medicine.®® Following the or-
ganization of the Committee on Allied
Health Education and Accreditation in
1977, the Essentials were revised in 1978,
1985, and 1990. The Essentials establish
minimum standards of quality to which
accredited programs are held account-
able. After the Essentials initially were
adopted, federal funding acts supported
the expansion of PA educational pro-

grams’ emphasis on a primary care ori-
entation for preparing generalist PAs.™

According to the current Essentials
of the Committee on Allied Health Edu-
cation and Accreditation, PAs are “aca-
demically and clinically prepared to pro-
vide health care services with the di-
rection and responsible supervision of a
doctor of medicine or osteopathy. The
functions of the physician assistant in-
clude performing diagnostic, therapeu-
tic, preventive and health maintenance
services in any setting in which the phy-
sician renders care, in order to allow
more effective and focused application
of the physician’s particular knowledge
and skills.”1s®

Clinical services performed by PAs
are described by the Essentials in the
following six categories'*P": (1) evalu-
ation—initially approaching a patient of
any age group in any setting to elicit a
detailed and accurate history, perform
an appropriate physical examination, de-
lineate problems, and record and present
the data; (2) monitoring—assisting the
physician in conducting rounds in acute
and long-term inpatient care settings,
developing and implementing patient
management plans, recording progress
notes, and assisting in the provision of
continuity of care in office-based and
other ambulatory care settings; (3) di-
agnostics—performing and/or interpret-
ing, at least to the point of recognizing
deviations from the norm, common labo-
ratory, radiological, cardiographic, and
other routine diagnostic procedures used
to identify pathophysiological processes;
(4) therapeutics—performing routine
procedures such as injections, immuni-
zations, suturing and wound care, man-
agement of simple conditions produced
by infection or trauma, and assistance
in the management of more complex
illness and injury, which may include
assisting surgeons in the conduct of op-
erations and taking initiative in perform-
ing evaluation and therapeutic pro-
cedures in response to life-threatening
situations; (5) counseling—instruction
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and counseling of patients regarding
compliance with prescribed therapeutic
regimens, normal growth and develop-
ment, family planning, emotional prob-
lems of daﬂy living, and health mainte-
pance; and (6) referral—facilitating the
referral of patients to community health
and social service agencies when appro-
priate.

Curriculum Content

Prior to matriculation, the typical PA
program requires the student to have
completed the equivalent of 2 years of
undergraduate-level biological, social,
and behavioral science prerequisites.
The first 9 to 12 months of PA education
are devoted to preclinical didactic stud-
ies and include courses in anatomy,
physiology, microbiology, pharmacology,
psychology, clinical medicine, physical
diagnosis, preventive medicine, and clini-
cal laboratory procedures.’® Courses in
the basic medical sciences account for
Ti% of the didactic component of PA
education, with the remainder devoted
to behavioral and social sciences. Edu-
cational programs for PAs average more
than 1004 contact hours of didactic in-
struction.!” These courses are typically
followed by 9 to 15 months of physician-
supervised clinical education in both in-
patient and outpatient settings in ur-
ban, inner-city, and rural communities.

In some AHCs, didactic PA education
and medical student education is con-
ducted with shared classes and resources,
and PA students typically are educated
in a clinical setting by residents, attend-
ing physicians, and graduate PAs. Most
programs include supervised clinical edu-
cational experiences for PA students in
rural or medically underserved areas. In
addition, several hospital- and university-
based postgraduate courses of instruc-
tion exist in medical and surgical spe-
cialties such as neonatology, pediatrics,
emergency medicine, occupational medi-
cine, and surgery.

Primary Care Deployment Models

A number of PA programs have de-
veloped specialized curricula designed to
promote primary care practice in under-
served communities, including content
on substance abuse education for health
professionals, geriatrics, mental health,
health care for the homeless, women's
health initiatives, environmental/occupa-

‘tional medicine, medical Spanish, and a
general orientation toward prevention
in the delivery of health care.!* Many
programs have successfully placed g'radu-
ates in chronically underserved areas via
decentralized educational projects.’®* For
example, participants in the Stanford
University Primary Care Associate Pro-
gram were twice as likely to be employed
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in rural communities (<10000 popula-
tion) as nonparticipants (33% vs 16%).%
A 1992 survey of participants in the Uni-
versity of Nebraska PA Program’s Ru-
ral Health Opportunities Project revealed
a similar graduate employment rate
(33.4%) in communities with fewer than
10 000 population.? More recently, a sat-

ellite educationa! project developed by -

the University of Washington-MEDEX
Northwest Physician Assistant Program
provides on-site didactic and clinical edu-
cation for rural and Native Alaskan ma-
triculants in Sitka, Alaska, and additional
MEDEX Northwest projects link the
University of Nevada and Boise State
University with area health education
centers for rural PA deployment.

Several PA programs have developed
master’s degree majors for PAs who
will serve underserved populations and
areas of special need. Graduate PA pro-
grams in rural health are offered at Al-
derson-Broaddus College in Philippi,
WVa, and the University of Nebraska-
Omaha. Public health education is of-
fered in combined PA/MPH programs
at The George Washington University,
Washington, DC, and the University of
Oklahoma in Oklahoma City, and a com-
bined PA/MS degree in preventive medi-
cine is offered at the University of lowa
in Jowa City.

AHC-Affiliated PA Programs

Of the 58 accredited primary care PA
programs, 27 (47%) are sponsored by
AHCs. Twice as many AHC-based PA
programs receive federal grant support
as non-AHC-based programs, and at a
12% greater dollar amount than non-
AHC-based PA programs. Because fed-
eral PA training grants are tied to dem-
onstrated success in primary care edu-
cation and graduate placement in health
professional shortage areas, it follows
that AHC-sponsored PA students spend
more time in primary care-based clini-
cal education and are employed in pri-
mary care settings at a greater rate than
non-AHC-sponsored students.Z Conse-
quently, AHC-based PA programs may
be better positioned than non-AHC-
based programs to contribute to the
goals of the Health of the Public Pro-
gram? by providing interdisciplinary di-
dactic and clinical education in popula-
tion-based competencies, by continuing
emphasis on health promotion and dis-
ease prevention activities,® and through
PA faculty service and student rotations
that augment community access to
health care services.

Funding Sources

In 1993, 33 PA programs reeewed a
total of $6.65 million in federal training
support under Title VII authorization

through the Health Resources and Ser-
vices Administration Grants Program
for Physician Assistants of the Public
Health Service, administered by the Di-
vision of Medicine. In the same year, the
mean PA program budget was $457 000
and the average Title VII grant award
was $143 000, which accounted for 28%
of program operating costs.Z Fiscal year
1995 authorization is $9 million.

Title V11 funding preferences and pri-
orities for PA program education grants
have traditionally emphasized primary
care education and deployment, affilia-
tion with graduate programs in family

_ medicine, and strategies for increased

enrollment and retention of underrep-
resented minorities. Funding prefer-
ences and priorities for the fiscal year
1994 application cycle address medically-
underserved community practice, gen-
eralist specialty practice, and increased
enroliment of minorities or low-income
applicants.

From the inception of PA educational
programs, internal support from spon-
soring institutions has increased steadily
while external (primarily federal) sup-
port has remained at about one third of
total program revenues. This trend re-
flects increasing self-sufficiency on the
part of PA programs, because the level
of federal support during the past 7 years
has remained relatively constant.

The overall cost of PA education re-
mains relatively low. The average total
cost for educating a PA student is ap-
proximately $8029 per year at AHC-
sponsored programs and $7546 per vear
at non-AHC-sponsored programs.®

Response to Federal Initiatives

Educational programs for PAs have
responded to federal grant initiatives
by specifically targeting curriculum con-
tent toward primary care for medically
needy populations. This includes special
focus on topics such as the acquired im-
munodeficiency syndrome, substance
abuse, adolescent pregnancy, childhood
immunizations, risks of cancer and heart
disease, and reduction of infant mortal-
ity. More than half of all PA programs
have developed specific educational con-
tent to address the health and medical
problems of inner-city populations. Most
PA programs have developed strong
linkages with area health education cen-
ters, community education centers, ru-
ral health clinics, community/migrant
health centers, and other primary health
care agencies and settings. Fellowships
for PAs in migrant health centers are
jointly sponsored by the Health Re-
sources and Service Administration, Na-
tional Rural Health Association, Ameri-
can Academy of Physician Assistants,
and Association of Physician Assistant
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Table 1.—Physician Assistant Specialty Distribution, by Percentage, 1974 Through 1993*

1974 1978 1981 1984 1987 199
Speciaity N=§39 Na34168 N=4312 N=£352 N=10692 N=14748

Family practice 436 52.0 49.1 42.5 38.7 345
Genaral intemal medicine 200 12.0 8.9 9.2 9.5 9.5
General pediatrics 8.2 33 34 4.1 40 2.3
General surgery 1221 55 4.6 5.1 8.8 6.4
Surgical specialties 6.8 6.2 77 125 138 20.8
Medical specialties 39 6.3 27 48 71 6.0
Emergency medicine 13 49 45 6.4 6.5 8.2
Occupational medicine : 18 2.7 31 4.1 4.1 31
Othert 43 71 16.0 1.3 75 94

*Sources of data are references 10 and 29,

1Other includes pediatric specialties, physical and rehabilitation medicine, psychiatry, pubiic health, and radiology

{all <1%). 3.3% were not identified.

Programs to promote PA practice in mi-
grant health settings.

Faculty

Educational programs for PAs expe-
rience difficulty in identifying, recruit-
ing, educating, and retaining sufficient
numbers of qualified faculty members.
The combination of an enlarging appli-
cant pool, pressure to increase the num-
ber of PAs trained per program, and an
increasing number of clinical employment
opportunities has resulted in an “aca-
demic hourglass” effect, further compli-
cated by an already insufficient supply of
experienced PA educators. Because of
the disparity between academic and clini-
cal income potential, faculty positions de-
signed as joint teaching-practicing clini-
cian positions are commonplace means of
income supplementation. Sixty-nine per-
cent of PA faculty are concurrently en-
gaged in part-time clinical practice, av-
eraging 10 hours per week, earning an
average wage of 32629 per hour.®

As with most professional schools, no
formal pathway exists for PA-specific
educator training. Clinically experienced
PAs are typically self-referred or re-
cruited into PA education, usually with
little or no formal preparation in the
foundations of educational theory and
practice. Of the PA program personnel
identified as faculty in 1993, 13.6% held
- doctorate degrees, 352% held master’s
degrees, and 49.2% held bachelor’s de-
grees. The remaining 2% held associate
degrees (1%) or were not reported.Z

Applicants and Students

As with other health professions, in-
terest in PA education continues to in-
crease. In 1988, PA programs averaged
86.1 applicants for 25.9 seats. By 1992,
the number of applications increased to
an average of 203 per PA program (an
increase of 136%), and the number of
enrolled students increased to 35 per
program.Z Preliminary reports of the
1994 applicant pool indicate that many
programs have nearly twice the number
of applicants compared with 1993.
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The typical student entering PA train-
ing is a 26-year-old white woman with a
3.1 grade point average and more than
4 years of previous health care experi-
ence. Since 1984, women have consti-
tuted more than 60% of enrolled PA
students, and since 1987, ethnic minori-
ties have represented about 20% of ma-
triculants. Most students enter PA edu-
cation with either a baccalaureate de-
gree or substantial course work in the
premedical sciences. An increasing num-
ber of matriculants (7.2% in 1993) hold
master’s or doctoral degrees.®

CLINICAL SERVICES AND SETTINGS

At present, approximately 23 350 PAs
are employed in clinical practice in 49
states and the District of Columbia
Trends in practice patterns of recent PA
program graduates reveal increased num-
bers in inpatient and institutionally based
settings and, until recently, fewer enter-
ing primary care practice. In 1993, 44%
of PAs were employed in primary care
settings, defined as family or general
practice, general internal medicine, or
general pediatrics (Table 1). The largest
share, 34.5%, worked in family or gen-
eral practice.'? The 28% of PAs employed
by hospitals included more than 6% in
outpatient clinic practice (Table 2).

The distribution of PA practice set-
tings is geographically disproportionate.
Fewer recent graduates of PA programs
in eastern states entered primary care
practice settings (54.4%) compared with
graduates in central (73.8%) and west-
ern states (70%). Seventeen percent of
PAs practice in communities with a
population of fewer than 10 000, and 34%
practice in communities with a popula-
tion of fewer than 50000. More than
86% of all graduate PAs remain in full-
time clinical practice.!

Changing Profiles

The demographic profile of PAs has
changed markedly since the profession’s
inception. Although it remains a relative-
ly young profession (the mean age of PAs
is 40 years), the proportion of women

PAs is now more than 42%, increasing
from less than 10% in the 1970s. Almost
10% of PAs are ethnic minorities, and
more than 32% are military veterans."
Nearly 35% of all PAs are employed in
private physicians’ practices (either solo
or group) and 28.5% practice in hospitals,
with other PAs distributed in health care
. settings such as managed care organi-
zations (7.3%), the military (4.6%), rural
clinics (4.7%), Department of Veterans
Affairs facilities (4.2%), and correctional
facilities (2.5%). The remainder practice
in nursing homes, inner-ity clinics, and
other clinical settings. Notable employ-
ment trends reveal fewer PAs in family
medicine and more PAs in medical and
surgical subspedalties (Table 1). The pro-
portion of PAs employed in hospital set-
tings reflects a relatively stable distri-
bution over the past decade (Table 2).7
While PA practice settings continue
to diversify, the largest percentage re-
main employed in primary care. A num-
ber of the same socioeconomic factors
that discourage physicians from prac-
ticing primary care may influence PA
employment decisions as well.® Despite
the fact that most PAs are in primary
care practice, it is clear that specialty
and institutional employers are compet-
ing for PA services, and the patterns of
diversification and specialization of PA
employment further complicate an im-
balanced educational supply and occu-
pational demand mismatch.®

Income

Asdemand for PA services has grown,
salaries in both primary care and spe-
cialty settings have increased accord-
ingly. In 1993, the mean annual salary
for PAs in all practice settings and spe-
cialties was $53 500, excluding fringe
benefits and part-time income. Those
employed in surgical specialties earned
an average of $60800 per year.® In a
1991 study of 6228 PAs, with the ex-
ception of those in practice less than 1
year, salaries among men were approxi-
mately $5000 greater than among
women, even after controlling for clini-
cal specialty, number of years in prac-
tice, number of patient visits per week,
and number of hours worked per week.®

PA Productivity and
Cost-effectiveness

The potential roles to be assumed by
PAs in health system reform will likely
correlate with their productivity and
cost-effectiveness. Outcomes will differ
from practice to practice, depending on
variables such as the specialty, setting,
and barriers to employment. The pro-
ductivity and cost-effectiveness of PAs
have been described and measured by
the time spent per visit, average num-
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Table 2. —Trends in Physician Assistant Practice Settings, by Percentage. 1981 Through 1993*

1881 1984 1987 1993
Practice Setting Ned312 NoB552 Na3309 N=14746

Private officet 358 45 332 346
Hospital 285 313 286 285
Ambutatory dinicy 24.9 17.7 17.0 204
Health maintenance organization NA§ NA 69 73
Milnary g4 7.3 7.6 4.6
Other| 04 9.2 67 46

*Sources of data are references 10 and 29. Data for 1987 are from reference 29 only.

tEither solo or group practice.

$includes community-based public, privately sponsored, inner-city, substance abuse, student health, correctional

medicine, and rural heatith dlinics.
§NA indicates not available.

1Other includes Veterans Affairs (4.2%) and nursing homes (0.4%).

ber of visits per unit of time, number of
office visits or procedures, charges gen-
erated, overhead reduction, and in-
creased physician activity.*3# In 1993,
outpatient-based PAs saw an average
of 22.1 patients per day, compared with
an average of 15.7 patients per day for
inpatient-based PAs.!” Although many
variables are influenced by the actual
practice setting, the evidence suggests
that physicians can increase their prac-
tices’ output by employing PAs,and PAs
“are capable of carrying substantial pro-
portions of the workloads of primary-
care physicians.”r&

Quallty of Care

Indicators of the quality of care pro-
vided by PAs have been measured by
comparing processes and outcomes be-
tween physician- and PA-provided care
with regard to functions performed by
both. Within their areas of competence,
PAs have been shown to provide care
indistinguishable in quality from care
provided by physicians.** Indirect in-
dicators of quality, such as physician
acceptance and patient satisfaction, have
also been favorable.¥3” However, exist-
ing quality-of-care studies of midlevel
providers have recently been criticized
for being dated and methodologically
flawed.® The need for current data de-
rived by rigorous health services re-
search methods is clearly indicated.

Responsibility and Accountabliity
State legislation governing PA scope
of practice exempts PAs from the unli-
censed practice of medicine with the
stipulation that they function under the
supervision of a licensed physician. Le-
gally, the physican-PA relationship is
one of respondeat superior, wherein the
physician is liable for exercising care in
the selection and supervision of the PA,
has the right of control of the assistant,
and is “liable for the negligent acts of
employees performed within the scope
of the employment relationship.™¢'® Al
though the supervising physician retains
“vicarious liability,” PA practice account-
ability has progressed from a delegatory
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model achieved by amending medical
practice acts to a regulatory/authority
model, wherein state licensing boards are

* authorized to govern PA practice. These

amendments and exemptions establish
PAs as the agents of their supervising
physicians, and PAs maintain direct li-
ability for the services they render to
patients. Supervising physicians, who de-
fine the standard to which PA services
are held, are vicariously liable for ser-
vices performed by their PAs under the

doctrine of respondeat superior.

COMPARING PAs AND
NURSE PRACTITIONERS

A recent study estimated there are
27226 NPs, distinguished from other
registered nurses by state boards of
nursing data. Exact numbers are un-
known because of overlapping NP titles,
specialty practice roles, and differing
state requirements for NP education and
accreditation.* The majority of NP prac-
tice settings were reported in family
and adult medicine, pediatrics, and wom-
en’s health.

A 1993 study of 51 midlevel provider
educational programs (22 NP,20 PA, two
combined PA/NP, and seven certified
nurse-midwife programs) compared le-
gal, professional, and political differences
between PAs and NPs.* Although vary-
ing degrees of differences and similari-
ties were reported between PA and NP
educational programs, the main distinc-
tion in their orientation to health care is
that NP programs are typically set within
schools of nursing, with education pro-
vided in the nursing model. In contrast,
PA programs are typically affiliated with
medical schools, with education provided
primarily by physicians. However, these
differences are less distinct in some re-
gards; physicians contribute to NP edu-
cation, and NP and PA eduecators often
“cross-teach” between and among pro-
grams. In California, two programs
jointly train PAs and NPs within the
same department, and approximately one
third of California PAs are also nurses.*!

Although PA and NP clinical roles
within managed care organizations and

ambulatory settings are often regarded
as interchangeable, reports comparing
PA and NP productivity have differed
in their findings. One study reported
that both groups saw similar numbers
of ambulatory adult patients in a large

ed care setting,® whereas another
reported that PAs had more direct pa-
tient encounters and generated twice
the gross dollar income per day when
compared with NPs.® These differences
were not fully accounted for but were
partially attributed to the tendency for
NPs to spend more time providing coun-
seling services. Debate continues on the
practice productivity advantages and
disadvantages between PAs and NPs,
but researchers appear to agree that
the potential for increased productivity
for both groups is greater in larger prac-.
tices and managed care settings. Nev-
ertheless, both PAs and NPs directly
reflect physician levels of task delega-
tion in their clinical productivity.*

The practice of PAs is regulated un-
der states’ Medical Practice Act provi-
sions and is based on physician super-
vision and task delegation, whereas NPs
practice under nursing licensure provi-
sions of Nurse Practice Acts. Research
evidence clearly shows that the tasks
described and roles performed by PAs
and NPs are more similar than different
in many ambulatory practice settings,
but two major issues serve to differen-
tiate the professions: (1) their general
orientation to health care and (2) the
desire for independent (NPs) vs depen-
dent (PAs) practice relationships with
physicians.* This divergence may have
important implications for both profes-
sions if health reform measures include
greater roles for PAs and NPs in pri-
vate practices, managed care systems,
and institutional settings.

POTENTIAL ROLES OF PAs

Under federal aegis, increasing atten-
tion is now focused on a generalist-pro-
vider—oriented system of health care.
However, the projected roles of PAs in
such a system are still undetermined.
According to the US Public Health Ser-
vice, PAs “have become firmly estab-
lished as a provider group well suited to
address problems of maldistribution of
Physicians and enhancing cost-effective-
ness of care,” and increasing demand for
PA services was attributed to the re-
vitalization of the National Health Ser-
vice Corps, liberalization of authority to
prescribe, and the increased use of PAs
in hospital-based settings as a means of
cost-control.¥¢” What remains to be seen
is the level of demand and the clinical
practice settings in which PA services
will be required.

The federal government reinforces the
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primary care focus of PA program cur-
ricula by awarding Title VII training
grants for programs demonstrating a
record of successfully meeting primary
care—oriented funding preferences and
priorities. However, the possible redis-
tribution of medical and surgical sub-
specialty residency educational positions
recently recommended to Congress by
the Physician Payment Review Com-
mission (PPRC) and the Council on
Graduate Medical Education may result
in increased use of PAs and other
midlevel providers in inpatient specialty
settings. This may occur as a result of a
PPRC-projected loss of 11 000 residency
slots.* Among the PPRC recommenda-
tions was a call for increased funding for
specialty-trained PAs and other midlevel
providers to maintain levels of inpatient
care previously provided by residents.
Another report reinforced this proposal,
suggesting a need to determine “the ex-
tent to which nurse practitioners and
physician assistants can substitute for
and enhance both generalists and spe-
cialists. ., ."2PI0™

The PA profession realizes increasing
opportunities in medical and surgical
specialty practice, and the 77% of PA
programs that are federally funded are
obligated to maintain generalist-based
curricula. Although many newly gradu-
ated entry-level PAs are initially em-
ployed in specialty settings, the more
plausible solution to the potential de-
mand for more specialty-trained PAs
may be to increase the number of post-
graduate and master’s level specialty
programs. The projected number of PAs
who will graduate in 1994 is 2100. If
Title V11 educational grants increase as
projected, approximately 3300 PAs
would graduate in 1996, followed by 3800
graduates in 1997. The annual PA gradu-
ation rate would increase to approxi-
mately 4000 by the year 2000, resulting
in a total of approximately 41 000 PAsin
practice. This number includes the as-
sumption of a 1% to 3% attrition rate
* and the remaining years of expected
practice, given the mean PA age of 40
years.” However, the distribution of PA
practice settings will likely be influenced
by a combination of market forces and
reform initiatives.

Hospital-Based PAs

As the proportion of PAs working in
primary care practices declined during
the 1980s, the proportion of hospital-
based PAs remained relatively stable.
However, the distribution of PAs within
hospital settings has changed, from
fewer PAs in hospital-based outpatient
clinics to more PAs in inpatient service
roles. While PAs employed in the sur-
gical subspecialties increased from 7.7%
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in 1981 to 21.7% in 1993, PAs employed
in hospital settings ranged between 28%
and 31.3% (Table 2). By 1992, 48.6% of
practicing PAs indicated at least some
inpatient care responsibility.® In many
teaching hospitals, a combination of resi-
dency program retrenching, curtailed
availability of international medical
graduates, and cost-control measures has
contributed to expanded inpatient roles
for PAs. As aresult, PA use in inpatient
care roles in a wide variety of hospital
settings has become commonplace.

A recent study of 1690 hospital-based
PAs revealed that 45% held the job title
of or were identified as “house officers.”
More than 90% had formal medical staff
privileges and were credentialed under
hospital bylaws. Their practice distribu-
tion included 19.4% in surgical subspe-
clalties, 18.6% in medical specialties,
14.8% in emergency medicine, and 9.5%
in general surgery.® Although the study
was inconclusive in determining the lev-
els of resident physician‘house officer sub-
stitution performed by hospital-based
PAs, the authors recognized the need for
additional PA education in liability pro-
tection and risk management and addi-
tional researchin levels of responsibility,
outcomes, and privileging issues.

PAs and Managed Care

The increasing management by for-
profit corporations and the economies of
scale realized by capitated managed care
organizations require careful cost-benefit
considerations in provider ratio and dis-
tribution decisions. However, many vari-
ables contribute to differing levels of PA
role and distribution settings within man-
aged care organizations. Although man-
aged care PAs assume a range of duties
in a variety of clinical settings, it appears
that physician attitudes toward PAs play
a major role in staffing decisions; thus,
midlevel provider distribution among
similar settings within the same organi-
zation can differ significantly.®

In ambulatory managed care settings,
PAs have been shown to be capable of
handling approximately 80% of the
health care services required to manage
patient problems at physician-equiva-
lent levels of patient satisfaction and
quality of care.® This finding is consis-
tent with observations made in rural
private practices, urban ambulatory care
clinics, and geriatric settings.” Inalarge
group-model health maintenance orga-
nization, physicians and PAs were found
to see a similar number and type of adult
ambulatory patients on an hourly, daily,
and annual basis, and PAs were em-
ployed at approximately 50% of physi-
cian costs.® However, additional and
more recent data are needed to deter-
mine frequency and appropriateness of

PA consultation and referral activities,
prescribing habits, rate and frequency
of patient return visits, comparable de-
grees and mix of patient difficulty, and
the amount of “nonbillable” physician
time spent in consultation and supervi-
sion of PAs within such settings. In the
absence of these data, the evidence in-
dicates that, in organized ambulatory
care practices where team approaches
and structured division of staffing are
present, PA clinical productivity com-
pares favorably with that of physicians #

BARRIERS TO PA PRACTICE

In 1993, PAs were recognized as health
care providers by the medical licensing
boards of 49 states and the District of
Columbia; Mississippi is the only state
that does not recognize PAs. State leg-
islative and regulatory agencies main-
tain control over the patterns of utiliza-
tion of PAs through their authority to
license and regulate the profession. Bar-
riers to enhancing the use of nonphysi-
cian health care providers were recently
reported as professional territorialism,
licensure restrictions, educational isola-
tion, physician resistance, and institu-
tional inertia.? These barriers vary geo-
graphically, as well as between and among
differing nonphysician provider profes-
sions. As a means of reducing these bar-
riers and encouraging change in health
care delivery, the Office of the Inspector
General called for an increased emphasis
on supervisory and management skills in
curricula for health care educational in-
stitutions and the development of coop-
erative practice models among different
health care professions. A combination
of population demographics and reguia-
tory and reimbursement policies appears
to have the greatest influence on PA prac-
tice favorability, particularly in states
with disproportionate rural or medically
underserved communities. However, cur-
rent data that more cleariy define re-
gional and national barriers to PA prac-
tice are needed if health system reform
plans include an increased use of PAs.

PA Supervision

The physidan-PA employment rela-
tionship has been and is intended to re-
main a dependent one. The fundamental
elements of PA practice (use of a referral
system, frequent consultation, and peri-
odic review) are said to be synonymous
with a well-designed health system.* The
PA’s ability to consuit with and refer to
the supervising physician is the key fac-
tor to a successful workplace relation
ship, and studies suggest that the task
delegation and supervision behaviors of
the physician have the greatest influence
on PA clinical productivity.* Geographic
practice isolation in rural and frontier
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settings may by necessity result in vary-
ing degrees of off-site physician super-
vision of the PA, and this physical sepa-
ration requires a certain amount of au-
tonomous judgment, particularly when
the PA is the only available on-site pro-
vider. Regulatory reluctance to support
such relationships in satellite and remote
settings restricts the ability of PAs to
provide needed services that might oth-
erwise be unavailable.

Prescriptive Authority

A total of 35 states, the District of
Columbia, and Guam authorize PAs to
prescribe medications, but a nucleus of
states do not. The cluster of 12 states
(Figure) represent approximately 37%
of the total US rural health professional
shortage areas.® Although prescriptive
authority varies from state to state and
ranges from using protocol-based for-
mularies for noncontrolled substances
to prescribing controlled substances, PA
prescribing must be done with the agree-
ment and supervision of the physician.
Patterns observed in rural PA practice
in Texas reveal an example of the po-
tential effect of prescriptive authority
to increase the capabilities of PAs to
improve access to care. Prior to PA pre-
scriptive legislation passed in 1991,
Texas had 26 rural health clinics. By
November 1992, the number had nearly
quadrupled, increasing to 99. During the
same period, the percentage of Texas
PAs practicing in rural areas tripled,
from 5% to 15%.5554

Reimbursement issues

Variation in state laws regarding com-
pensation for PA-provided services has
also influenced PA deployment. For ex-
ample, successful implementation of the
Rural Health Clinic Services Act (Pub-
lic Law 95-210), which provides for cri-
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teria-specific Medicare and Medicaid re-
imbursement for PA services, is hin-
dered in some states by variations in the
scope of their practice laws governing
PAs. The practice of PAs is also com-
plicated by state-by-state Medicaid re-
imbursement policies that remain incon-
sistent. The services of PAs are gov-
erned by the “incident to” provision,
which allows for reimbursement at the
physician fee level for office or clinic
services provided by the physician’s staff
that are considered integral, although
incidental, to the physician’s services.
The physician must be present when
the PA-performed services are deliv-
ered, and the PA’s services are billed
and paid for as if the physician had per-
formed them. Differing states’ interpre-
tations of the incident to physician ser-
vice clause of Medicare and its carriers
confuse PA employers regarding reim-
bursement for services provided by PAs,
especially where on-site supervision is
not always required, and where PAs are
hired by practices for the specific pur-
pose of extending medical services to
rural and underserved communities.

Although Medicare reimburses 100%
of the physician fee schedule for PA ser-
vices provided incident to a physician’s
service, reimbursement rates for other
services provided by the PA are lower.
Furthermore, these rates often vary, de-
pending on the site of the services. For
example, reimbursement for PA services
performed in a nursing facility may not
exceed 85% of the phyeician rate; in a
hospital setting it may not exceed 75% of
the physician rate; PA-assisted surgery
reimbursement may not exceed 65% of
the physician rate. Medicare services ren-
dered by PAs are always reimbursed to
the PA’s employer; thus, these variables
must be considered when determining
the most cost-effective use of PAs.

PAs AND HEALTH
SYSTEM REFORM

The roles to be assumed by PAs in the
forthcoming health system reform ini-
tiatives are yet to be determined. Be-
cause PA education so closely resembles
a condensed version of medical school,
many of the same factors that compli-
cate physician education and distribu-
tion are similarly experienced by the
PA profession.

The argument that increasing exist-
ing PA program enrollment is less ex-
pensive than developing completely new
programs must be tempered with the
realities of increasing institutional com-
petition for fixed educational resources.
For example, AHCs with both a medical
school and a PA program may not be
able to absorb the added expense, space,
and time requirements of more lecture
commitments by basic science faculty,
resident physicians, and staff attend-
ings; more classroom space; and more
competition for already limited teach-
ing time on ward rounds, in the clinics,
and in operating rooms. Additionally,
the simultaneous demand to produce
more generalist physicians may increase
competition among medical schools, resi-
dency programs, and PA programs for
sites for quality primary care clinical
education. President -Clinton’s Health
Security Act includes favorable provi-
sions affecting PAs, but many questions
relating to the prospective roles for PAs
remain unanswered. The Health Secu-
rity Act does not specify how the annual
$400 million allocated for primary care
education among medical schools, nurs-
ing schools, and PA programs is intended
to be distributed.

Although a number of proposals sug-
gest differing roles for midlevel provid-
ers within the context of health system
reform,! 24545 the fact remains that PAs
are inextricably dependent on physicians
for their employment and supervision.
The position stated by the American
Boards of Family Practice and Internal
Medicine opposing independent practice
by nonphysician professionals also re-
flects the position of the PA profession.®
The American Academy of Physician As-
gistants reaffirmed that the PA profes-
sion does not seek independent prac-
tice, direct reimbursement from third-
party payers, or federal preemption of
state practice acts.®” Nevertheless, if
health system reform initiatives include
a greater role for PAs in the provision
of health care, greater efforts must be
made to improve the linkages and re-
lationships between and among PA pro-
grams, medical schools, and generalist
physician residency training programs.
Introducing more medical students and
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residents to the roles, functions, and ca-
pabilities of the physician-PA team in
educational settings might reduce the
existing degree of reluctance to “work
together in well-integrated teams to en-
hance the quality and availability of cost-
effective patient care,” as called for by
the American Boards of Family Prac-
tice and Internal Medicine.®®1%

While the PA profession acknowledges
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First Person |pHYSIc1AN ABSISTANT

‘I have more time
than most physicians
to spend with patients’

Name: Joan Schulhoff

Background: Schulhoff, 44, moved to Chicago 18 years
ago to work for Mt. Sinai Hospital Medical Center. She has
a bachelor’s degree in English from the University of Cincin-
nati and a Physician Assistant Associate Degree from
Cincinnati Technical College. Schulhoff is currently director
of Federation Programs for Mt. Sinai, which runs screening
and primary-care programs for Soviet Jewish refugees and
community-outreach programs for the Jewish community.

Years on the job: 18

HYSICIAN ASSISTANTS ARE
trained at a level above
nurses and below physi-
cians. Though we do
about 80 percent of
what a physician can
do, we must work with
a physician, not inde-
pendently. We do histories and phys-
ical exams. We diagnose and we
treat. And we do that through a set of
verbal guidelines with our physician.
We work with our physician for a
while, and we take on his or her style
of practice.

The reason PA’s and other non-
physician providers are becoming so
important is that there simply are
not enough primary-care physicians
in this country. And it’s not just in
rura) areas. There are many under-
served people in urban areas as well.

Most of what I see in my practice
are things that the physician doesn't
need to be doing: pre-employment
physicals, colds, strep throats,
sprained ankles, stable diabetics,
stable hypertensives. When some-
thing exceeds my abilities, then 1
talk to the physician.

The physician I work with reviews
the chart and signs it and periodically
sees the patient. And the patient al-
ways has the option of seeing the
physician. But the interesting thing is,
the patient very often wants to see a
PA because we have a little more time.

In 35 states, plus the District of
Columnbia and the Armed Forces, PA's
can write prescriptions. In Illinois we
don't yet have prescriptive privileges,
but I believe that’s changing. In an
urban area such as Chicago it’s easy
to get the physician’s signature on a
prescription, but in rural aress, such
as in Downstate Illinois, sometimes
the doctor isn't around for a couple of
weeks. So the PA’s really need pre-
scriptive privileges in those areas.

The Touhy Health Center is the fa-
cility where most of the refugees
from the former Soviet Union receive

their first medical examination after
arriving in Chicago. We have more
than 800 patient visits a month,
most of them refugees; others are
HMO patients or Medicaid patients.
I'm responsible for programming,
policy procedure and overall quality
in this office.

Patients come in for a 2%-day med-
ical evaluation, often within five or
six days of arriving in the U.S,,
which is unlike any other city in the
country, where they usually have to
wait weeks and sometimes months
to get in. We've also met planes at
the airport when we've had notifica-
tion that people will be arriving in
bad condition, and we've gotten peo-
ple directly into the hospital.

Our goal is to evaluate people im-
mediately. They often come in with
undiagnosed diseases, no medica-
tion, morbid hypertension, unstable
angina pectoris, cancers that have
not been diagnosed, terrible lesions,
grotesque medical problems. We in-
tervene as quickly as possible. We
don't just do a public health screen-
ing—we do a whole primary-care
screening, and PA’s do that whole ini-
tial screening. If patients need ongo-
ing care—and many of them do—
they are sent to Mt. Sinai or Michael
Reese Hospital.

On & typical day I start at around
10:30 in the moming, but I generally
work till 9 in the evening at the
Touhy Health Center and until 11 or
12 at the facility in Skokie. Most
days I'll see eight to 10 new patients,
many who have come in fresh off the
plane. Some of these folks are
healthy. But many have serious dis-
eases, no medication or medications
that have no U.S. equivalent. I have
learned Russian 5o I can speak to the
Russian patients, who make up the
majority of our immigrant patients.

1 get a complete history and do &
complete head-to-toe physical with
each new patient. Then I order ap-
propriate laboratory work. The next

Chicago Tribune, Sunday Magazine

“The quality-of-care
studies that have

been done are just
wonderful for PA’s.
Malpractice claims are
almost non-existent.”

day I go over everything with the pa-
tient—what I found on the physical,
what we found on the laboratory
work. We go through their bagful of
Russian medications and determine
which they may take, which would
be dangerous for them to take; I sub-
stitute some American medications.
I also go over the case with the
physician and describe my plan and
get the physician’s approval.

On other days I consult with doc-
tors or go to meetings with a variety
of organizations and individuals.
Then there’s the occasional house
call for patients who are afraid to
come out. Usually we've seen other
merbers of the family, and then we
hear that there’s a grandmother or
grandfather in the home.

What I like about this work is that
1 have more time than most physi-
cians to spend with patients. I have
the best of both worlds. PA’s spend a
little more time on health promotion
and prevention as well.

One of the most touching incidents
I've had was a teen-age girl who
came to me for birth control. While
P'm all for giving birth control to peo-
ple who are sexually active, | had a
sense from talking to her that she
wasn't. When she came back for her
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exam, she was holding a stuffed doll,
and I knew she was trying to tell me
she wasn't ready. So we talked about
it, and she agreed that she would
wait six months. And she kept her
part of the bargain and decided not
to have sex for another year.

There are challenges, though, that
I wonder if I'm going to overcome.
When you have a program that loses
money, you always wonder if you'll
have enough glue to keep things to-
gether.

The profession, which is about 25
years old, has blossomed in the last
couple of years because there's a grow-
ing awareness that there are areas
where there is not enough care. And,
gradually, even organized medicine
has begun to realize that physicans
can't do everything. The quality-of-
care studies that have been done are
just wonderful for PA's. Malpractice
claims are almost non-existent.

To be a good PA, you have to have
a strong academic background.
There are no programs that will take
anybody directly out of high school.
The courses are very rigorous, and
some are taken with medical stu-
dents. You have to have good aca-
demic credentials, especially in the
sciences. They also prefer people
with prior health-care experience be-
cause you're thrown in with patients
from the beginning. You're on &
team, seeing patients with a physi-
cian, a fourth-year medical student,
a resident and a PA student. You've
got to be a mature person. @

Interview by free-lance writer Norma
Libman.
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State typifies the problems

as Mangulls reduces hist §
Klopper is overworked.
‘“We do anything which

In S. Dakota, problem is plain — too few doctors

of medical care in rural areas

By Richard Wolf
USA TODAY

WALL, S.D. — Nestled be-
tween the Badlands and the
Black Hills deep in cattle coun-
try, health-care reform is a
fouretter word: Dave,

Forget managed competl-
tion, employer mandates and a
menu of heaith plans. The
ranchers and farmers out here
- 30 miles from the nearest
doctor and hospital — are de-
pendent on physiclan assistant
Dave Custis for their care.

“I do all my own X-rays, I
draw all the blood, 1 give all the
shots,” Custis says, while jug-
gling his Wall Clinic caseload
of colicky Infants, frail Med}-
care patients and occasional
emergencies. “We're out here
on the front line of medicine,
and we don’t have the technol-
ogy to go with it.”

The slice of rural America
Hillary Rodham Clinton visits
today in Lennox, S.D., needs
health-care help far more ba-
sic than the compiex prescrip-
tions now under review in
Washington, to solve problems
far more lifethreatening:

» Manpower. Doctors are
hard to find and keep, making
physiclan assistants, nurse-

practitioners and county
nurses a godsend for people in
small towns. The nation has
one doctor for every. 400 peo-
ple; In South Dakota, it's one
for 600.

» Distances. When emer-
gencies or llinesses are too
much for those front-line med-
ics to handle, it's not unusual
for expectant mothers, acci-
dent victims or heart-attack pa-
tients to travel an hour or two
to the nearest hospital.

In the 1940s, South Dakota
had doctors in 165 places. To-
day they're at just 69 locations.

» Money. Rising insurance
premiums and medical bills
take a toll on a population dom-
inated by the elderly, the self-

employed and small business- - &

es. Clinics and hospitals
struggle to balance books, with
lower federal reimbursements.

All those hardships come to-
gether in places like Wall,
home of Wall Drug Store. Bill-
boards all along Interstate 90
tout the store’s 5-cent coffee
and buffalo burgers.

Custis sees 6,000 patients an-
nually and sends some an hour
away to Rapid City. The clinic,
which lost its lone doctor in
1991, turned a $985 profit last
year — far short of the mark

needed to get Custis some help.

“If we didn't have 'Doc,” we
would be lost,” says Betty
Dunker, 43, who visits Custis
for anything from a bad cold to
treatment for multiple sclero-
sis. “He'll make house calls.”

That's the kind of care re-
quired in rural America:

» It's home to one-quarter of
the US. population, but more

than one-half of all Americans
living in areas officially desig-
nated as short on doctors.

» More than 14% of rural
residents go without insurance
for at least a year; 18% of farm
families lack insurance.

The South Dakota story is
like others. About 100,000 resi-
dents, one-seventh of the popu-
lation, go “bare” — without in-
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nation has one doctor for every 400 peopile; in South Dakota, it's one for 600.

surance. Two-thirds of the state
has a shortage of primary care.

“Health care is tentative.
You can't count on it,” says
Sen. Tom Daschle, D-S.D., as
he pilots a plane to Wall to
meet with ranchers.

At the Wall Clinic, mammo-
grams are a road show from
Rapid City, a dentist stops by
once a week, and orthodontia

is offered every six weeks.
Thirty miles east in Philip,
two doctors staff a clinic, 20-
bed hospital and 30-bed nurs-
ing home for the area's 3,500
people. They're the only doc-
tors between Pierre and Rapid
City, a distance of about 150
miles — and their stories illus-
trate the manpower problem.
» George Mangulis, 71, is a
Latvian-born doctor with a
medical degree from Germa-
ny who has hunkered down in

western South Dakota for four

decades. Over the years, US.-
educated doctors recruited to
help him have come and gone.

“We are like a transit sta-
tion,” Mangulis says. “We are
struggling about how to make
the ends meet.”

» Coenraad Klopper, 46, 1s a
South African doctor recruited
In 1991 from Saskatchewan af-
ter battles over residency and
certification. Unlike his prede-
cessors, he has remained, but,

comes along,” he says. “Out
here, you're it. You don't have
any off time. You can't go any-
where, you can’t do anything "

To these and other rural
Americans, health-care reform
hoids both promise and peril.

» Among the promises are
incentives aimed at boosting
the number of medical school
graduates who enter primary
care, placing them In rural ar-
eas and expanding the roles of
non-physician providers.

» Among the perils are add}-
tional cuts in Medicare, which
could further reduce already
restrictive rural reimburse-
ment rates, and a system of
mandatory consumer purchas-
ing groups that could prove dif-

. ficult to implement in sparsely

populated states.

Those new alliances — plus
mandates that employers
provide insurance, and price
caps on insurance premiums
- are supposed to create Pres-
ident Clinton’s vision of *
aged competition.”

But in Wall, where there's
just one physician assistant
few insurance plans, there's no
competition to manage.

Says Daschle, a defender of
the Clinton plan: “There ls a re-
alization that you can't run
South Dakota's health care pro-
gram like New York or Florida
would run theirs.”
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Physician  assistants and
nurse practitioners cite two rea-
sons for choosing their profes-
sions: They work fewer hours
than doctors yet have more au-
tonomy than many other health
care professionals.

And while they are techni-
cally supervised by a physician,
they say on a practical basis
they are given the opportunity to
work with patients one-on-one
unless something unusual pops
up and requires a doctor.

“I get asked: ‘Don’t you want

to go on and become a doctor?' .

said Monica Stanek-Dieter. *“The
answer is 'no.’ I like my level of
involvement with patients. I like
my level of responsibility and
time commitment. It's the best of
two worlds.”

Stanek-Dieter is a certified
nurse practitioner in the DeFor-

est satellite office of the Monona
Grove Clinic.

For Nadine Kroenke, a fourth-
year student in the University of
Wisconsin-Madison's physncian
agsistant program, priorities in
her career choice included the
pace of her daily schedule and
shared responsibility.

“I don't want to feel rushed
with my patients,” she said. “I

wanted to be part of a team. [

didn't see it as a prestige thing."”

When it comes to choosing be-
tween being a PA or an NP, the
decision may rest with a prefer-
ence for one type of trainlng
over another.

Some physician assistants
claim their training is more sol--
idly rooted _in diagnosis and
treatment of- ﬁisease than train-
ing for nurses. .

David Wilson, also a fourth-
year=PA student, worked 10
badS 2 reglstered nurse be- -’
fore-making the switch. During”
some ‘of those years he worked

"Clinic.
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‘I like my level of
involvement with
patients. I like my
level of
responsibility and
time commitment.
It’s the best of two

worlds.’
MONICA STANEX-DIETER

University Hospital.

“PAs are trained to think and
act like physicians,” he said. I
chose to become a physician
assistant over a nurse practi-
tioner because I wanted more
training in the medical model
than nursing gives you.”

Under the nursing model, the
diagnosis is already there, he
said. “You take care of all the
patient’'s needs, their emotional
well-being. You're with them all
the time.”

“Nurses provide the best
care,” Wilson said. ‘““They do not
make the diagnosis."”

Nurse practitioners would
argue that they receive diagnos-
tic training in school as well as
additional education on broader

© health care issues.

“We do have the medical
training within our curriculum,”
said Terri Patwell, a nurse
practitioner at the Black Earth
“l also learmed about
health maintenance and preven-
tion. I see our role here as keep-
mg patlents as well as they can
be.”

Patwell said she thought
about going to school to be a
physician assistant, but decided
"against it because in her heart
she knew she was a nurse.

“The background of the nurse

as the tranplant coordinator at .~=.we are really professional

DAVIO SANDELL/THE CAPITAL TIMES

Lou Falligant (above), president-elect of the Wisconsin Academy of
Physician Assistants, entered the field when it was just getting off the
ground in the mid 1970s. Work was sporadic, but now the profession
has reached its stride, Falligant said.

caregivers,” she said. “Even
though I do a lot of the same
things a physician assistant
does, my nursing background has
influenced how I work.”

Those whose job it is to train
physician assistants and nurse
practitioners diplomatically dis-
miss the question of professional
friction between the two fields.

“There were difficulties early
on,” said Forrest Girdley, head
of the UW-Madison physician
assistant program. ‘“Those have
largely disappeared.”

Vivian Littlefield, dean of the
UW-Madison's School of Nursing,
said it's important to think about
the contributions of both profes-
sions, “rather than whether one
is better than another.”

People entering either profes-
sion can expect he\althy job op-

portunities. But that was not al-
ways the case.

Lou Falligant, president-elect
of the Wisconsin Academy of
Physician Assistants, entered the
field when it was just getting off
the ground in the mid 1970s.
Work was sporadic. He ended up
working in Buffalo County in
central Wisconsin.

“I wrote several hundred let-
ters looking for a job,” he said.
“I only got two or three re-
sponses.”

But now the profession has
reached its stride, Falligant said.
“We have people ask us how
their children can become a phy-
sician assistant. It's certainly
more fun to answer that than the
question: ‘What's a physncxan
assistant?' "
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First of state’s physician assistants

begin entering the medical system

By DONNA LEUSNER

M' assistants are slowly
beginning to practice medicine along-
side New Jersey doctors after 20 years
of resistance from the medical com-
munity and a year-and-a-half after
Gov. Jim Florio signed a law allowing
them to work in the state.

The first five licenses were ap-
proved by the state Board of Medical

Examiners on July 14, although a

dozen physician assistants began
working in hospitals two years ago as
part of a pilot project.

Working under the supervision of
physicians, physician assistants can
perform at least 70 percent of the clini-
cal duties of general practitioners, al-
lowing doctors to concentrate on more
complex patient problems.

Physician assistants can record :
patient histories, give physical exams :

and injections, draw blood, take pa-
tient histories, remove sutures and ad-
minister medication.

At least 23,000 physician assis-
tants are working around the country.
In fact, New Jersey was the 49th state
to pass a law allowing them to practice
here; only Mississippi still prohibits
their licensing.

Hospitals, operating in a new de-
regulated market in which competi-
tion is based on price, are anxdous to
have another member of the health
care team, especially one who can be
hired after three years of classroom
and clinical training for $40,000 to
$60,000~less than half the price of a
general practitioner. .

Beyond the walls of hospitals,
physician assistants can be a valuable
asset in community health facilities

like the HIV clinic run by St. Michael's
Medical Center in Newark or the city
health department clinic.

Sister Dolores Lew divides her
time between both places, learning
how to examine, manage and treat pa-
tients with sexually transmitted dis-
eases and HIV as part of her third and
final year in the physician assistant
program run by Rutgerx University

and the University of Medicine and
Dentistry of New Jersey.

“There is a great need for PAs. We
could alleviate 70 to 85 percent of a
physician's workload and he can spend
quality time with those who are more
ill. We can stretch our hands to pa-
tients to help give medical care,” said
Lew, who spent 15 years as a medical

Please turn to Page é
a



- Physician assistants entering medical system

Continved from Page One
technologist and blood bank special-
ist

“I wanted more patient contact,”
-said Lew, a member of the Sisters of
Charity. She wants to work with the
poor and treat patients physically as
well as spiritually.

“I'm just sorry that some of the
physicians are not open-minded to the
need,” she added.

For years, the state Medical So-
ciety and the state Nurses Association
lobbied to keep physician assistants
from practicing in New Jersey, arguing
that the quality of care would suffer
and that it would wind up costing the
health care system more to add an-
other layer of professionals between
doctors and nurses.

“Contrary to what my friends in
the Medical Society think, it improves
the quality of care. Our experience
here has been very positive,” said Dr.
Fred Jacobs, president of the state
Board of Medical Examiners.

The two physician assistants who

- have worked in neurosurgery and or-
thopedics at St. Barnabas Medical
Center in Livingston, where Jacobs is
senior vice president for medical af-
fairs, have worked out “extraordinarily
well,” he said.

Some of the hospital's medical
staff members were ambivalent at
first, Jacobs conceded. “Now you find
doctors on our staff who were opposed
to this who want to hire their own
PAs,” he said.

Dr. Sophie Pierog, vice president
and director of the pediatrics depart-
ment at Jersey City Medical Center,
said she too expected problems with

residents, nurses and doctors adapt-
ing to the three physician assistants
working there under the pilot project.

“But we've had smooth sailing,”
said Pierog, who hopes to “multiply by
a dozen™ the one physician -assistant
she has working in pediatrics.

“Any extra help is always wel-
come,” said Dr. Michele Reisner, the
director of the emergency room at Jer-
sey City, where she supervises a physi-
cian assistant. “1 certainly would wel-
come more PAs in the emergency
room.”

Physician assistants are also
working at University Hospital in New-
ark and Cooper Medical Center in
Camden. They have worked for years
in Veterans Administration hospitals
and prisons in New Jersey run by the
federal government.

Physician assistants who led the
fight to be licensed in New Jersey and

A
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Joseph Thornton, clinical coordinator of the physician assistant pro-

gram at Robert Wood Johnson Medical Schoo!l in Piscataway, watches

as Sister Dolores Lew of Convent Station performs an ear examination
on fellow student Linda Greer of Millstone

state officials who have worked on im-
plementing the new law say the year-
and-a-half delay is not unusual to get a
new category of health care profes-
sional working. It takes that long, here
and in other states, to develop the
rules and licensing procedures for a
ne.\:/‘l category of professional, they
said.

“It is not easy to get a license in
New Jersey,” Jacobs said. “I don't
apologize for that. It should not be
easy. I want to make sure these people
who apply are who they say they are.”

The 17-member Board of Medical
Examiners he heads licenses physician
assistants,

“While it takes a little longer, it
serves the public,” Jacobs said.

Nicole Gara, director of govern-
ment and professional affairs at the
American Academy of Physician Assis-
tants, said some states have taken

about the same amount of time and
others longer. Missouri took a year and
a half. The Pennsylvania Medical
Board has taken seven years to rewrite
its rules after a law was passed remov-
ing authority from the board of phar-
macy.

It took 18 months after New Jer-
sey passed a law allowing respiratory
therapists to practice before regula-
tions were adopted, according to Mari-
anne Kehoe, executive director of the
physician assistant advisory commit-
tee. There are about 50 physician as-
sistant applications in varying stages
of approval, Kehoe said.

Joseph Thornton, president of
the New Jersey Society of Physician
Assistants and one of the first five ap-
plicants to have their licenses ap-
proved, said things are not moving as
fast as he would have liked but he has
seen no evidence that anyone is being
“obstructionist.”

Ruth Fixelle, director of the Rut-
gers-UMDNJ physician assistant pro-
gram, said she did think the delay was
“really unusually long.” She said the
medical board had been more “coop-
erative and helpful than we antic-
ipated.” Fixelle was also among the
first five physician assistants granted
licenses earlier this month.

New Jersey graduates have
scored the highest in the country over
the past few years on the national
physical assistant exam, but until now
they have had to look elsewhere for
work. There are about 300 physician
assistants living in New Jersey but
working elsewhere, Thorton said.

Because they are in demand-
seven jobs are waiting for every new
graduate nationally-New Jersey hos-
pitals have some recruiting to do to
bring back physician assistants to the
state to work, a hospital association
official said.

In the meantime, physician assis-
tants are starting a new fight. They
want a bill passed (A-2806/S-1943) that
would allow them to get temporary li-
censes between the time they grad-
uate in May, take a national exam in
October and get the results back in
late January.
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Health-care delivery is undcrgm? Dr. Rebecca Patchin, a fourth- professionals. And that ry relationship is *
radical surgery as lawmakers an year resident in anesthesiology at We're all interested in promoting determined Iaw the physi-
Loma Linda University Medical better delivery of health-care servic- cian and the pracucms Pa.

providers grapple with the noed to
expand access to health carc with-
out compromising the quality of
patient services.

The gap between the demand for
primary care and the number of
avi € physician providers likely
will be bridged by non-physician
professionals, advance-practice
nurses (APNs) and physician assis-

; (PAs).

As APNs pursue a career ageada
that will give them more au-
tonomy, they are encountering op-
position from both doctors and
PAs who say physician supervision
is essential.

How important is physician su-
pcrws‘on of nurses and/or PAs to
the integrity of the health-care sys-
tem? Should APN primary-care
specialists—nurse practitioners—
be encouraged to work indepen-
dently, that is, not under the direc-
tion of a physician?

We asked a nurse practitioner, a
physician assistant and a doctor
who worked as an RN for 15
years to comment on the emesging
independent role of nurse practi-

u s (Our panel’s telephone-
conterence dialog has been edited
for space.)

1 Judge, RN, MSN, a cer-
tified primary-care nurse practi-
tioner at the University Health
Service at the University of Chica-

0, is chairperson of the linois
urses Assoctation Council of
Nurse Practitioners, Chicago.

Ron Nelson, a certified physi-
cian assistant at Cedar Springs
Medical Center, Cedar Springs,
Mich., is the former president of
the American Academy of Physi-

Assistants.

Center, Loma Linda, Calif,,
worked as a registered nurse in
critical care and pediatrics from
1969 1o 1984, before entering
medical school in 1985.

udge: Of course nurse
practitioners should work
mdcpmdenﬂywnlunmeu
scope of practioe! S
of nussing functions by a
physician is not necessary.
Collaboration with a physician,
mv;eva for practical purposes, is
ys necessary, unless a nurse is
performing only nursing functions.
There are some areas of overlap
(ofnmsuﬁwcandphysnaan
dontthmksupavmon

sion itself. My belief-
lief of the PA profession—is that
the practice of medicine by PAs re-
quires the supervision of a physi-
can. And that supervision should
be defined by the physician, l,h:PA
and the state’s practice code.

Patchin: | think there are
some (nursing functions) that may
not require direct physician super-
vision. Incidentally, | personaily
prefer the terms collaboration and
collaborative practice.

Above all, we must remember
ﬂmm;mxemsa\mole
and that we can’t di ahuman
being into separate {erritories of
nursing practice (and) medical. .
It's sometimes difficult to define -
where the nurse’s scope of practice
and the physician’s scope of prac-

Do APNs need

doctor supervision?
NP, physician and PA face off

tice begins and ends.

But if there are times when col-
laboration is indicated and neces-
sary, then | thunk we've answered
the question: “Should nurses work

independently?” [ say no.

Judge: I'm sort of uncomfort-
able that we're (debdting) indepen-
dent practice by nurses, even

nurses are out in rural areas
(where physicians are scarce) and

Patchin: The quality of care
should be the same for everyone,
whether they live in a rural com-

munity, or an affluent suburban

community, Or an inner-city ghetto.
. The best way to consistantly

deliver quality health care is for all

parties—doctors, nurses and PAs— -

to sit down together and agree on
the scope of practice for each,
which may depend upon the skills
of the individual as well as the
practice setting.

Nelson: One of the problems
that we’ve experienced is what 1
refer (o as the smoke and mirrors
of collaboration and supervision . . .
Hopefully, we all know what our
limitations are, and that’s what
makes us adequate and good

s, and that requires someone to be
the head of the tcam. Someone has
to be the captain of the ship. Obvi-
ouslylhcphysncnan in terms of ed-
ucauon and , is the in-

Judge: Nurse practitioners are
not proposing to do medical care.
We are providing health care. Inc-
dentally, | just have to get on rec-
ord as saying I don't agree with the
doctnne that the captain of the
ship is the physican.

Reporter: Who is better pre-
pared to provide pnmary care, a
nurse practitioner who is working
without direct supervision or the
physmassmamwhonsalway’u
under a physician’s supervision

Patchin: Obviously, it’s nice to
have things black and white. | per-
sonally don’t see that you can say
who is best and who is worse. You
have to look at the educational
preparation and the situation.

Nelson: | really don’t think ed-
uwuonlslhcmuc The issue is

the (provider’s) qualifications to
completely take care of ts.
PAs are trained in the physician
moded; they’re trained 10 manage
paticnts the same approaches
that are t to physicians.

Judge: | don't think we have
to decide who's best prepared to
give care. The fact is there are not
enough primary-care providers.

Nelson: The bottom line is the
safe practice of medicine by PAs
requires a supervisory relationship.

The team approach to health »
care is still the most effective
model for delivery of health-care
services. . . . PAs are pan of that
equation.

Judﬂo: (E.xpamhd) primary @

basic (o ef- -
fecuve health-care refonn .
What's really importiant to nurse
practitioners, 50 we can conlinue 10
Frowdc access to that care, is pro-

ition, (wh:ch n-

cludes) prescriptive authority and
direct reimbursement.

Patchin: |1 worked (as an RN)
maphmnsoﬂ'mforayw
with a practicer and a pedia-
trician, andwasusngsomeon—lh&
jobummngslullsalthatumemdo

well-baby checks and
emale physical assessments . . )
thnllookedalmyﬁmuehfe '
and career, | madc a decision to go
(10 medical school), rather than to
mmadvam&ptmxnursmg.
was a conscious decision.
And it was based on my belief
then, and my continuing belief, :
that the physician is the captain of '
the ship. )

We need to ensure that our
citizens have access (0 quality
health care. I believe the best way
to ensure that is through a team or
collaborative approach. And to me,
that does not mean having inde- :
pmdmt(APNorPA)pm

Interviews by Mary Peterson
Kauflfold RN, a Chucago freelance
wriler.
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‘War’ looms
as APNs seek
independence

Chicago Tribune June 30, 1993, Special

By Mary Peterson Kauffold, RN

Sertion

dvance-practice nurses are determined to shed

the last vestige of their physician handmaiden

image and win the respect, autonomy and re-

muneration that they say still eludes them—

even if it takes an act of congress in the name
of health-care reform. ‘

Both physician and nurse groups are marshalling
their member forces in what may be the most volatile
health-care turf battle in a long time.

At 1ssue “is money and control,” said Nancy
McGinn, RN, MSN, a certified nurse practitioner who
is a staff specialist in workplace advocacy for the
American Nurses Association.

The ANA’s position is clear: The time is long over-

due to make prescriptive privileges and direct reim-
bursement for services legal nationwide for advance-
practice nurses (APNs), who count among their ranks
about 30,000 nurse practitioners, 5,000 nurse
midwives, 40,000 clinical nurse specialists and 25,000
nurse anesthetists.

The ANA solution to the shortage of primary-care
Erov:ders is simple: Rethink the definition of provider.

Some 60 to 80 percent of primary and preventive

care traditionally done by doctors can be done by [an

APN] for less money,” asserts an ANA publication.
“That’s where the rubber hits the road,” said Dr. M.
Roy Schwarz, senior vice president of medical educa-
tion and science at the American Medical Association.
“That’s where the professions sharply divide. We'll for-
ever be divided on that issue, because medicine
believes nurses are not adequately trained to play the
mleﬁ)xf - f doesn't hold
“The quality-of~care argument just
water,” said Jan Towers, PhD, a certified nurse practi-
tioner and director of governmental affairs and re-
search for the American Academy of Nurse Practi-
tioners. “We’ve been providing primary care for 25
m,andourmsuran’ ince liability rates are

APNS; are not trying to be physicians,
stressed McGinn. Their goal is not to practice medi-
cine. APNs seek to provide health-care services that
are clearly within their scope of nursing and,
if they so chose, to sKcrovide them independent of phy-
sician supervision, she said. .

This, however, amounts to a call to political arms
for the AMA, said Schwarz. “I think we’re going to
have a termble pohtical fight,” he said. “It’s going
on at the state level, with skirmishes here and there
... but it’s reached a level where they [nurses] are
challenging some fundamental assumptions on which
the profession of medicine is built.”

o

‘ hey [ANA officials] think this is the time—in
this climate of health-care reform, cost contain-

ment and [shortage] of primary-care physi- '
cians—to press their agenda. . . . I've tried to

tell people in leadership roles in nursing that a

- war is inevitable [if they continue their efforts].”

The fray is complicated by a third group—a con-

. tingent of an estimated 25,000 physician assistants

(PAs). PAs perform many of the same services as
APNs, but always work under the supervision of phy-
sicians.

Tradition has long lumped APNs and PAs
under the umbrella tite of physician extenders, but
many nurses regard the term as demeaning. APNs
contend they are not extensions; they are collaborators
with physicians. They point out that most APNs have
a master’s degree, whereas PAs can practice after they
complete a 24-month training program and pass a
national certification exam.

PAs square off opposite nurses in the supervision
debate. The doctrine that the health-care team has one
captain, and that person is the physician, is virtually
dogma at the American Academy of Physician Assis-
tants.

Physicians have a vested interest in promoting the
PAs-as-captive-workforce model, said McGinn. “Phy-
sicians control everything completely with PAs; they
control their practices and they control their salanies,”
McGinn said.

Many health-care payers—including government
agencies, health insurance companies and health main-
tenance organizations—have virtually held APN inde-
pendence by funneling nurses’ fees through
See War, pg.2

‘War

Continued from page 1

supervising physicians who may do lit-
tle more than sign-off on claim forms,
said Leah Binder, director of public re-
lations for the National League for
Nursing. That required signature not
only has a price—a chunk of the fee—it
also “restricts entrepreneurism among
nurses,” Binder said.

The ticket to liberating nurses from
what amounts to an economic lock-out
is to directly reimburse nurses for their
services, McGinn said.

The AMA’s Schwarz vows that if
APN s get the legislative changes they
want, and throngs of them begin to
hang out shingles across the street from
physicians’ offices, “the war will just
continue.”

In a protracted doctor versus APN
battle, physician scrutiny of nurses
likely would be the fodder, said Linda
Tinson, RN, BSN, a certified nurse

" practitioner who works at Cook County
Hospital. “This is a scary time,” she
said. “There are going to be a lot more
eyes watching you and waiting for you
to make any little mistake, so they can
say, ‘I told you so.””

What nurses can do | y on their
own initiative remains blurred in the
minds of many APNs who want to be
independent. But what if state and fed-
eral laws were enacted that spelled out
the rights and practice territories of
APNs? “Within two years,” predicted
Binder, “instead of calling your doctor
when you’re sick, you’ll call your
nurse.”

Mary Peterson Kauffold is a Chicago
_ freelance writer.



