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Liz-

~ 0Qli013 

Please give me ;\ call after you have read the talking points. 

Hope this is hel pfu11 

From the desk of ... 

Marjorie Ross 
rolh:y Adviso1 

Office ot the Ass'1stanr 5ecretar1 for Health 

tel: 
lox 



05/24/94 P:24 'a202 690 5432 HHS OASH 14! 002/013 

·Physioiaxi. AoCJistants and the Bea.1th Sec~•.:l.ty Act 

Increased Role under Health Care Reform 

o Physician Assistants will be given an increasBd role under 
reform; the Health Security Act (HSA) defines health 
professit:inal services to include those services which could 
be performed by a physician and wl~ld1 are provided by 
another person who is legally authcrized to provide thos.;. 
service5 in a parti1;ular B:~.:iL'=. The HSA does not identify 
specific providers of services. Plans will be free to use 
any rr.ix ,~Jf prc•v .i.ul::!L:;i Lu meet the needs of cheir enrollees. 

o Increased Demand in Professional Role: 

U~iversal ccverage will increase t~e demand for qualified 
h~o.lLlJ prvtt:::;~ionals. Health plana will be rewarded by 
making best ·~~se of quality providers. In order to compete 
uu •..:u::it; m1d quality, health plans wil::.. be given new 
incentivE?S to include PAs in their provider networks. It is 
expect:.ed that: physician assistar.ts, who provide cost 
effective care, will bs in demand for the orovision of 
health ca.re services in any of the fol.lowing settings: 

Hospi1.al.s 
Prirr.3.ry Care 
J?ubj_ic Healttl 
Medically Underserved Areas 

o Research the effectiveness of ~A Rola: 

$2.85 million authorized under Title III for health services 
research. One priority is to assess the appropriateness 
and effectiveness of alternative clinical ~trateqies for 
primary care o.nd other sp~cialties. 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 t.he next 5 years 
from USDHHS. Grants can be used for training of pri~.ary l~nr:" 
physicians assistants, trai.ning of ur-derrepresented 
minorit.iE";S and disadvantaged persons including recrui t.mF.-rir, 
retentio11 and financial assistance for persons entering 
health professions. 

o HSA authorizes $200 million a year for prngr~mR administered 
by the DE>partment of Labor including a new !~ational 
Institute for Health Care Workforce DevPlnpmAnt (joint 
venture DOL and DHHS) . 
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o The HSA authorizes an additional $100 million a year {over 
current appropriations) to increase the National Health 
Service 1:orps f i Ve! fold, to which Physician Asa istants can 
apply fo:i: loan repayment. 

Mental Health/Substance Abuse Benefits 

o The HSA provides coverage for mental illness and substance 
abuse treatment which will be phased in so that by 2001 all 
dif feren1::es i.n insurance coverage between physical health 
and mental health/substance abuse services will be 
eliminated. 

O The new benefit will encourage the use of proven, cost­
effecti Vt~ innovative alternatives to inpat.ie.nt treatment 
such as partial hospitalization, day treatment, psychiatric 
rehabilitation, ambulatory detoxification, home-based 
services, and behavioral aide services. Physician 
assistant:s can play an important role in the expansion of 
such innovative services. 

Services for the Underserved 

o Physician assistants are eligible to re(;eive a $500 a 
month credit for providing primary care services co 
underserved populations 

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

o A new program would provide grants and contacts for enabling 
services including transportat.ion 1 community and patient 
outreach, patient education, translation and other services 
that will facilitate access to the se.rvices in the 
comprehensive benefits package. Physician assistants wo·u.ld 
be key coordinators and providers of S\lch enabling services. 

o $2.7 bilJion authorized for capacity expansion intc 
underserved areas. Can be used for de•!elopment of community 
based health plans and developing networks of providers. 

Home and community-Based Services Program 

o The HSA includes a new federal/st.ate program of home and 
community-based services targeted to pe1:iple of all ages with 
significant disabilities. The.re is no income or means test 
for eligibility for this program. 

o Under this program, states must provide init.ial 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 as!;istan-;:e st::::rvlr...:•.;.:;;; including 
assistance, supervision and cuing to perform activities of 
do.ily living (ADL!i) . Phy.sician '5!.b1::1l~:..d.nts co.n serve in chis 
new ?rogram in tte determination of patient eligibility, as 
provicie::.-:3 of assessment$ and .i.u Lh~ devei.opment ot care 
plans. 

o Optional services under this prog·ram incl1..ide case 
management, respite cal.-.;, adulL Lli;iy ::;ervices, habilii:atior:. 
services, and home health services. Several states have 
expres!led an intei-e.st in de::v1;:lvping case management services 
under this new prog~am; the role of physiciana assistants in 
Buch syslemb l~ ~~lLical. 

School-Based Programs 

o The HSA's public health initiatives include: funding tor 
school-r1.~lated healt:.h serYices :ind comprehensive school 
health educacion. 

o School-r•:!lated health serv-ices will be funded through 
developm.~nr_ and operational grants to assess community 
needs, link school-health activities to health plans and 
alliances, conduct outreach activities, provid~ enabling 
services, and to provide health services that are not 
covered under HSA's guaranteed benefits package. Physician 
Assistants may serve in a number of capacities in sucn 
programs, particularly in efforts to conduct outreach 
activitios and coordinate enabling services. 

o Comprehensive school health education programs will include 
planning grants for assessment, capacity bi;ilding and 
curriculum development, and implementation grants to both 
state and local education agencies. 
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American 
Academy 

of Physician 
Assistants 

9!1Cl North Washlngl'on Strest 
Alexandria, Virginia 223'1' 

---···---
703-836-227 2 
FAX•703'684-i92• 

May 3, 1994 

Philip Lee, M.D. 
AssiStant Secretary for HCalth 
Department of Hcaltb and Human Services 
HuberH. Humphrey Building, Room 716-G 
200Independence Avenue. S.W. 
Washington. D.C. 20201 

DearPbil: 

The Administration's "Health Security At:t.'' (HR 3(,()(), S 1757) proposes 
inCl"8SCd utilizadon of physician auistants (PAs) and advanced pmcUcc 
nurses in the deliveey of primary and preventive ca~. The bill audiori?.Cs 
an additional $400 million for federal categorical aranc progarns thai 
suppon primary care physicians, PAs and advanced practice nurses. 

This legislation is evenhanded in its approach to PAs and advanced practice 
nurses except far one provision •• the Wmari:ing of $200 million few 
Onduate Nurse F.ducation ($100 million each from lhc funds fCI' Medicare 
GME aad fer academic health centen). Tbls 1Dequit7 .... be 
remedied .. , tbe lnduslon or a almilar provision for •pPOrt or 
PA edueatioul ............. from a cleclleated tundin1 IOUrCe, 
sucb II GME. 

TuerifiefiM 
In lbe AdministraliOD's ~farm bill, funds will be made avlilabtc for the 
graduae uaining m physicians in clinical settings outside m: tnlditioDal 
hosphal·ba.ted proarams. Two hundred million doll.rs~ allo bcca 
identified for lbc graduate training m advanced practice nunes. Wlually all 
of which occun in outpatinc and commwiity prac:tice scuiags.. 

At )ft'.ent. clinical crainina; sites for PAs and NPs R;(;C;i-wc no 
reimbursement ID. addition. there has been minimal annpctition for these 
training sites from physicians. If the provisions of hcallh rcfmm discussed 
above me ~led and implemented as envisioned, however, physicians 
will be compeci.ng with PAs ond NPs far these training oppununides. 
Without comparable funding to support PA clinical training, PA stUdents 
will be at a tftmendous and untcnabJc competitive di~vanmp. lbe 
result of fundiDf. obysician and NP graduate education without 
fundi•1 PA elinacal education will be the 1even restricdon of 
tralnlnc opportunities for PAs. The future supply of PAs could be 

· ~ aabsrantially. 

~g-1 prelent time, roughly equal 11U1Dbers of PAs and NPs ~ hei!ig 
tnWacd cac:h :year. We would propose that an additional $200 
million from a dedicated funding source comparable to that 
cstabliahcd for nursin1 be specified for the graduate tniaing 
or P As. This funding would be used to; (1) provide tuition and stipend 
suppmt for lbc services ""1eled by PAs u pan of dlcir Ulininf; (2) 
reimburse clinical sites for the aupc:Msion and cducadon provided 10 PAs: 
U.S (~) p.;y PA programs fer the administrative costs rl organizing and 
overseeing the clinical training portion of PA cducat!oa. 
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The issue of support ror the clinical trainin' of PAs is une or 
the most important is.toes for the PA profession. Please feel free 
to contact me at any time to obtain funber infonno.tion and back.growid 
about this issue. 

Thank you for your consideration of this issue. I look forward to working 
with you on die Mlution to this problem. 

s-2-
Stephen C. Que, PhD, MPH 
Execudve Vicc President 

cc: Brian Biles, MD 
Ann :Elderkin, PA, President 
Deborah Gerbert, PA, President-elect 
Nicole Gan, ~tor of Ck>vemmc:nt and Professional Affah'S 
BW Finerfrock, Capirol Associares 



05/24/94 13: 27. "0'202 690 5432 HHS OASH 

\. 
Special Communication 

Physician Assistants and 
He·alth System Reform 

~007/013 

Clinical Capabilities, Practice Activities, and Potential Roles 
P. Eugene Jonco, PhD, PAC, Jo.moc !=.Cawley, Ml=!H, PA-C 

NATIONAL effortstorefonn the health 
ca:.·e system will JiJ~ely result in changes 
.U1 Lht1 wits::; <4111.l 1-i:l:j!JUu::;iblliLit:i., yral;'" 
ti~e combinations. and distn"bution of 
health pro!ession~ls, ineluding midlev~J 
providers such ~ physician assistants 
(P As), nurse practitioners (NPs), and 
certified nurse-midwives .. Although re­
cent studies have addl'essed differing 
~cenai.i05 ~ the pl""Qjectcd role:; of 
mid.level prnviden-, 1-5 implementation of 
initiatives that involve P As may be in· 
tluenced by an O\'N-ail shortage of PAs, 
existing barriers to PA practice, and 
the need for commitment to physician­
dependent practic'.e relationships in a 
team-oriented hc&lth care delivery oyCJ 
tem. This article reviews the history, 
academic preparation, clinical capabili· 
ties, distribution, and practice activities 
of P AJJ and diecusf.es the potential roles 
of P As in the changing health system 
environment. 

Tho origin of th•! PA 03ll be tr:M!ed to 
the new health practitioner movement 
of the 1960s, during which the PA con­
ceyt emerged from a combitiation of 
events. As experienced hospital corps­
m1:i11 iu:1d cumlia~ rrlt!wc:i:; noLun1t~J fcum 
service in Vietna."Il, there were no ci­
vilianjob equivale11ts or suitahk> h-:i~lt.h 
career pathways in the United States. 
Simultaneously, a new health care pro­
vider model propMed in 1961' resulted 
in the development of the first PA pro­
"':am al Dulu: Uuh· 1m!!lt.v School of Medi­
cine. According t1i this concept, PAs 
''wnn lrl hP. t:r.linPd t.n AAAil'lt. t.hP. rlnr.­
tor ... in such a way as to facilitate bet­
ter utiliz.ation of available physicians and 
nurses."7 'l'hese circumstances eYentu­
al!y resulted in thE· matriculation ofsub-

From the Phv$lclan M!:ietant ProQr!ITI. Deoanment 
of Health Car9 SClentQ:;. Ul'li\'ersJty of Texas South· 
weBISm Medical Center ill Dalla& (Dr Jonesj, '1l'ld thfl 
PIWslc:lan A$Sl$tanl Prol)ram. 0eplll'lll1Snl of Health 
CanJ Science&. TI'le Geot~e Was'llnQton University, 
Washington. DC (Mr Cawley). 

Reprint requests ID University of TalCB& Soutnwe~tern 
Mealeal Center et IJaJlae, 5323 Herry Hinea l:ll•d, ua1-
1as, 't'X 75235-9090 (Cr .I~). 

1216 JAMA. April 27, 1~Vo1 271, No. 16 

stantial m;mbers Qf military veterans 
into newly developing PA programs. 
Subsequently, more FA pl'l)gl'alllf! were 
developed to tram providers who would 
(l) ~11gm-..11t t.hP ~p:tbilit.iP~ nf prim:1ry 
care p~sicians by increasing access to 
basic medical care services, (2) fill ser­
vice gaps resulting from geographic and 
specialty maldistribution af physicia;,s, 
and (3) help eontrol health care eo~te .. R.~ 

PA EDUCATION 
By 1993, there were 58 accredited PA 

programs in 29 states and the District of 
Columbia and Zt 408 program gradu­
ates-w.u With the exception of a few hos­
pital , militcey , ond communi~· college 
based programs, the majority of PA pro­
WdlllS are affiliated with academic health 
centers (AHCs), medical achools, or 
4-year c1;1lleges and universities~ 26% of 
which are classified as category I re­
search universitie$ by the Carnegie 
Foundation for th~ Ad,r:mcement. of 
Teaching.12 Thirty-fl-via PA programs 
(60%) offer a baccalaureate degree or 
degreEr option, 12 (21 %) offer mast.er's 
degrees. and the remainder grant an 
a::;::;uciaLt: Jt:~n:lt: ur a ct:ctiUC<l.Lt: ur 

completion. 

Essentials tor PA Education 
The "Essentials of an Approved Edu­

cational Program for the Assistant to 
the Primary Care Physici.'il..1" were ini· 
Llall,y ailuyt.t:il iu 1971 L_y tbt: 11.uit:l' ican 
Medica1Associa.tioni.r1 collaboration with 
t.hP. AmP.rirAn Ar.!1.rlf'!my nf F:'tmily Phy­
sicians, the American College of Phy· 
sicians, the American Academy of Pe­
diatrics, and the American ~ociety of 
lnterJlal Medicine.18 Following the or· 
~~ion of the Committoc on Allied 
Health Education and Accreditation in 
1977, the Essentials were revised in 11ns. 
1985,and 1990. The Essentials establish 
minimum etandards of quality to which 
aceredited programs are held account­
able . .Meer the Essentials initfally were 
adopted, feder:il funding a.ate E!upported 
the expansion of PA educational pro-

grams' emphasis on a primary care ori· 
enta~ion for preparing generalist P As.14 

Aocvi·ding to tht- cunent E5seutial6 
of the C1;1mmittee on Allied Health Edu· 
Mt.inn a.nrl Are!"P.rlitat.in11, PAi:i :.irP ":11t~.­
demfoally and clinically prepared to pro­
vHe health care services with the di· 
rection and responi!ible supervision of a 
doctor of medicine o:r osteopathy. The 
fu.'tction<i of the phy:iician ae<1istarit in­
elude performing diagnostic, therapeu­
tic, preventiv~ and health mail1tenru1ce 
services in any aettingin which the phy­
sician rendera care, in order to all1;1w 
more ettective and forused application 
of the physician's partk.-u.lar Imowledge 
Q.n(;f i;kiliE."l5(pG) 

Clinical services performed by P As 
are described by the Essentialf.. in the 
following six categories151j>p&l7): (1) e'tlalu-
cltiO~tially approaching a patient of 
any age group in any setting to elicit a 
detailed and accurate history, perfonn 
an app"opriate phyiiclll.11x:imllution, de. 
lineate problems, and record and present 
the data; (2) monitoring-assisting the 
physician in conducting rounds in acute 
and long-term inpatient care se~tingr.i, 
developin1,;; and implementing p-:\tfox1t 
management plans, recording progress 
nnt.P.A, anti AA~iRtine ir, t.l\P. Jll'ovi~on of 
continuity of care in office-based and 
other ambulatory care setting.s; (3) di· 
agnostic&-performing and/or interpret­
ing, at least to the point of recognizing 
deviation:; from the non11, conunon la.ho• 
ratory. radiological, cardiographic, and 
other routine diagnostic procedure3 used 
to identify pathophysiological proceeises; 
(4) tMrapBU.tics-pe:rfonn.lng routine 
procedures such s.s injections, immuni· 
z;ations, ~uturing and wound care, man­
agement of simple oonditionll produced 
by infection or trauma, and assistance 
in tl:.e manaa:ernent of more complex 
illness lind injury, which may include 
assisting S'.ll"geons in the conduct of op­
erattons and tak1ngln1ttattve in perform­
ing evalull.tion and therapeutic pro­
cgdurea in reaponsg to life-threatgning 
situations; (5) counseling-instruction 

PAs and Healtn System Reform-Jones & Cawley 
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and counseling rif pat.iPnt!;: re~:l.r'ding 
compliance with prescribed therilpeutic 
regimem, normal g!'Owth and d•!velop­
ment, family planning, emotional prob­
lems of daily living, and health mainte­
nsnoc; rutd (6) ?Vmat-fa.cilitati ·~ llu:i 
referral of patients to community h.ealth 
and social service agP.n~P.!l"Whfon :1ppro­
priate. 

Currtoulum Content 

Prior to matriculation, the typi 1:al PA 
progrt'D'l roquil-c3 the etudcnt t.··· haH: 
completed the equivalent o! 2 :r1~ars of 
underwaduate-level biological, ;;ocilll, 
and behavioral science prerequisites. 
The first 9 to 12 months of PA education 
11.1··~ ull!vv~ed to precllnlcal ,iidactk stud· 
ies and include courses in anatomy, 
ph ~iology, microbioloS)', pbm-ma.~ology, 
psychology, clinical medicine, pliysi~ 
diagnosis,preventh•e medicine, and clini­
cal laboratory procedures.16 Courses in 
the basic meclicaJ ~cier.ces account for 
77% ur Lhlo! llidK<-'tiC component of F' A 
education, with the remainder d!•voted 
to iu~h:ivioral $.nd o:ocial scienaee:. Edu 
cational programs for P As averagi ! more 
than 1004 contact ho~ of didactic in­
struction.H These colll"f!es are tYJ•ically 
followed by 9 to 15 monthtl of pbyf.ician­
oupcrvised clinical educaLiuu in bo~h in~ 
patient and outpatient settinge in ur­
ban. inner-city, and nn'1ll ~nmmnrr.itie&. 

In some AHCs, didactic PA education 
and medical student education iH eon· 
ducted with sha.rW clasae~ and reBOurces, 
and PA studentB typically are edll~ted 
in a cllirical 0e:tting by i-c5ident<>, i1L~t:m.l-
ing physicians, and graduate P As. Most 
proJ?tams include superviRP.li ~linir.:i l l>du­
cational experiences for PA studerltS in 
rural or medleally underserved areas. In 
w.lditfon, several hospital- and urLive1'1lity­
based postgraduate courses of ini<truc-
tfon exi!lt in mlldical O.l'l.d curgiclll ape­
cialties such as 11eonatology1 pedfa1;ncs, 
emergency medicine, occupational medi­
cine, and surgery. 

Primary cate Doploymcnt Modeb 
A number of PA programs have d~ 

v~fop~ 9peci~d cilll'riou1'1 dcaigncd tc. 
i promote priruary care practice in w 1der-
r,: 
1·. served communities, including content 

on substance abuse education for h1,alth 
;. prcfessionale, geriatrics, mental health, 
~-. . health ca1·e f.m· tlu:: hunJelttss, won1en1s 
~,~·.. health illitiafui!S, environment.aliott1ipa-

tional medicine, ml"iEr.<tl S}')f<nish, and a 
general orientation toward prevei1tion 

,.. in the delivery of health eare.:4 Many 
('. programs have $UCCESefull.y placOO gradu· 
> ates in c.bronieall:yUllder&erved ~via 
.:; de~ educational prv,jede.11.1" Fw: 
~:. ~le, participants in the Stan!'ord 
'(;· University PritnaryCBM AAAnrnxt.P lloro­
~- gram were twice as likely to be emplr oyed 
r.O.: 
•,:: 

&i:, JAMA, April 27, 19~Vol 271. No 16 
~- .'. 

in n.-.r:il <iommunitlee ( <10 000 lX'~ 
tion) as nonparticipants (33% VB 18%).:?D 
A 199'2 survey of particiDants in thP. l T ni. 
versity of Nebra.ika PA Program's Ru· 
ra1 Health Opp:irtunitieli Project revealed 
a 1!.inillar gn.duate employment rate 
(33.4%) in communities with fewer than 
10 000 popul:ition.21 More :recently, a .sat-­
ell:ite educational project developed by 
the University of Washin.Eton-MEDF.X 
Northwest Physician Assistant Program 
provides on-site didactic and clinical edu­
callvu tor rural and Native Alaskan ma­
trieulants in Sitka, Alaska, and additional 
MF.DEX Norlhw~t p.roject.e link the 
University of Nevada and Boise State 
University with area health education 
centel's for rural PA deploym-:int. 

Several PA programs have developed 
master'!!! degree 1.uajvn; Cur P As who 
\viii serv-e underserved popu.latiom and 
areal! nf i!pPll'iit! n~~- Gradu2tlil PA pro­
grs.nis in rural health are ottered at Al­
der.<:1on~Broaddue Colh:ge in Philippi, 
W Ya, and the University of Nebraska­
Omaha. Public health education is of­
fered in combined PA/MPH yrrJgrams 
at The George Washington University, 
Washin£ton, DC, anil thP. TTnive:t"Sity o! 
Oklahoma in Oklahoma City, and a oom­
bined PA/MS degree in preventive medi­
cine is o.trered at the University of Iowa 
in Iowa City. 

AHC-Affiliated PA Programs 
Of the 58 accredited primary caTP. PA 

programs, 27 (47%) are sponsored by 
AHCs. Twice as many AHC-based PA 
programli receive federal grant support 
as non-ARC-based programs, and at a 
12% gr~ter doll:i.r Qlrlount thE.n non­
AH C··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 
~:iional 1i.l111r~ areas, lt !ollows 
thatAHC·sponsored PA students spend 
more timP in primlU'Y care-b:ised clini­
cal. education and are empioyed in pri­
mary ea.re settings at a greater rate than 
non-ARC-sponsored students. 22 Conse­
quently, AHC-based PA programs may 
be better po6itio11eu Uiar1 non-AHC­
based programs to contribute to the 
iroals of the He11.lt.h nf' t.he Pttblie Pro­
gra.nria by providing interdisciplinary di­
dactic and clinical edul'ation in popula­
tion-based competencies, by continuing 
emphasis on health promotion and dis­
esui& prevent.jon rictivitie:o,:w and through 
PA faculty sen.ice and student rotations 
that au~ent community access tn 
health rare services. 

Fundhig Souroca 
In 1993, 38 PA programll received a 

tot:i.1 of $6.85 million iii !cdcrw training 
support under Title VII ~utho1ization 

Lhruugh the Health Resources and ~er­
viees Administration Grants Program 
for Phym<iian Ascior.o.nto of the Public 
Health Service, administered by the Di­
vision of Medicine. In the same year. the 
mt>an PA p:rogra."Il budget was $457 000 
and the average Title VII grant ~ward 
w~ $143 000, which accounted t'o:r ~'fc 
of program operating costs.22 F·:iscal year 
l AAS authomation i2 sg million. 

Title VII funding preferences and :Pri· 
oritiee for PA program education grants 
have U-aditionally emphasized primary 
care education and deployment, affilia.. 
tion with gi.·aJu~I.~ 11rugnuns 1n !am!ly 
medicine, aid strategies for increased 
enrollment anr'I Mt.Pntion of unde:l"Np­
resented nrin.:1rities. Funding prefer· 
ences and priorities for the fiscal year 
1m a.pphcatjon cycle address medically 
underserved community practice, gen­
crcili.!3t :opec:ialty pradiire, ~iJ li1t:N~ed 
enrollment of minorities or low-income 
applic:ams. 

Fro:::n the inception of PA educational 
programs, internal f:>.upport from spon­
sorlnginstitution~ has mcreaaed l!lteldily 
while external (prilllarily federal) sup­
p-Ort h:&e romaincd !lt abo1,1t one third of 
total program revenues. This trend re­
ilects increasing: self-sufficiency on the 
part of PA prugram~, because the level 
of federal support during the past 7 years 
hat1 n:uiW111ld relatively constant. 

The overall cost of PA education re­
mains relativ~ low. The ~vcmgc tota.l 
cost for educating a PA student is ap­
proximately $8029 per :vear at AHC­
aponsored programs and $7546 per year 
at non-ARC-sponsored prograrns.22 

Response to Federal lnnlaHves 
Etlnr.:dinn:il progr.ams: for P.As h:i.vo 

rE:Sponded to federal grant initiatives 
by speci.fically targeting cuniculum con­
tent toward primary care for medically 
needy populations. This includes special 
focuro on topiui such aa the 4':C.!ulred im­
mwiodeficieney syndrome, substance 
abuse, adolesr.tint. p'l'l"g'll:mry, t!hildhood 
immunizations, risks ofmnce.randheart 
disease, and reduction of infant mortal­
ity. More than half of all PA programs 
have developed. specific educational con­
tent to Addroea the health and m"illcal 
problems ot'inne:f.;.citypopulationa. :Most 
PA projp'ams have develoPQrl ~t.Mng 
linkages with area health education cen­
ters, community education centers, ru­
.n.J htialth clln1cs, community/migrant 
health ~ters, and other primary health 
~:>?'~ ~n<!ies and aettin~. Fcll0'\\·3hipe 
for P~ in migrant health centers are 
jointly sp0nsored ·by · the Heatt.h Re­
iiQurcea and Sel'Yice Admini~tntian,·Na­
tional Rural Health Aa&ociation;.Ameri­
cai1 Ac;uJwny of Physician Ass1atant$; 
and Association of Physician. Assistant 

~As and Health System Reform-Jones a Caw~y .1287 
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Tabla .1.:-f'hyeician Aselstant Specialty Dlatnbutton. oy Percentage, 1974 Througl'I 1993• 

1914 111/11 1181 118& 1987 1993 
Spec:lal'Y N=ll38 Nloa416 N.G1Z N=11552 N;;1oet.2 N..14746 

Famlly practice 43.8 52.0 49.1 42.5 38.7 34.IO 

General lntemal medic ina 20.0 12.0 8.9 11.2 11.s 9.5 

General POGIPIC:I 8.2 3.J 3.4 4.1 4.0 2.3 ·---
i:.enni '!:!!D!~ ' ·- 12.1 5.5 4.6 5.1 e:e 6.4 

SUrglc.al sPeClallloS 6.8 8.2 7.7 12.S 13.8 20.8 
~~llioe :i.~ G.:il l.T 4.fl 7.1 6.0 

l:/llQrgenoy medicine 1.3 4.9 4.5 6.4 6.5 8.2 

Ooousiatlon~. 1.8 ',. 3.1 ~.1 •.1 :t.1 

Olhart 4.3 7.1 16.0 11.3 1.5 9.4 

•!lou"""' o1.-. ""' rafara~ 10and11!8. 
tottwor include& pedl&!l'IC $P&ctalllea, physleal and rahablli!Bllon modicine. paydlietry, ptbllc health, and r~y 

ce11 0::1 %): s.3% wero Mt ldanllflea. 

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

Facutty 
'F.tf11r.11tion:al. F''g;i:suns for P Af;; cxpc 

rience difficulty i 11 identifying, recruit­
ing, educating, and l'!!tainini;r sufficient 
numbers of qualified faculty members. 
The combination of an enlarging appli­
cant f1Uul, p~i;i;W"e to Increase the num· 
ber of PAs traine• l per program, and an 
inM"P:u;irig number of clinic:!U employment 
opportunities has resulted in an "atia­
demic hourglass." dfect, further compli­
cated by an already insufficient sv.pply of 
eXl)erienced PA <•ducators. Because of 
the dfaparity bctwi:-en acadeuilc autl clizJ.i­
cal income potenti11~ faculty positions de­
signed as joint teaehing-prllr+foing clini­
cian positions are t11mmonplace means of 
income eupplementation. Sixty-nine per­
cent of f' A faCUlty are conl'UlTeJltly en­
gaged in part-time: cllllical practice, av­
o:roging 10 hour-a per week, earu.iu1.:1 411 

average wage of $:..l6.29 per hour.l!f• 
As with mo~t professional 11~'hMl!O, no 

formal pathway e Kists for PA-specific 
educator training. (. :1.inically experienced 
P As a.re typically self-referred or re­
cruited into PA ed11eation, usually with 
little or no f0l'm31 pl"j)pQl'Qtion 'in the 
foundations of ed11cational theory and 
practice.~ Of the PA pr021'3lJl personnel 
identified as facult,r in 1993, 18.6% held 
doctorate degrees, 35.2% held :master's 
degn:t::.;, a.ml 49.2'K held bachelor's de­
grees. The remaining 2% held associate 
rlP.~!I (1%) or ·1i1mrg not reportod.Z? 

Applicants and Students 
As with other hl:alth professions, in­

tere$t in PA education continues to in­
creafle. In 1986, PA )-''-uiJr.um~ liVenged 
86.1 applicants for 25.9 seats. By 1992, 
the number of appli<'At.ion'< iT111,.~sed tc 
an av-erage of 203 per PA program (an 
increase of 136%), and the numb(:r of 
enrolled students 1 ncreased to 35 per 
program. l!l! Preliminary reports of the 
1994 :applicant pool indicate that many 
programs have nearly twice the number 
of applicants compi:red with 1993. 

1268 JAMA, Ariril '"· 1g,c;l4.-Vol 211, No. 16 

The typical student entering PA train­
ing is a 26-year-old white woma11 with a 
a.1 grade point average and more than 
4 years of previous health care ex;peri­
cnce. Since 1984. womt:J.J hKve consti­
tuted more than 60% of enrolled PA 
students. and ;iinl"A 19~'7, i;ithnic z:iinori­
ties ha\·e represented about 20% ofma­
triculants. Mast students enter PA edu· 
cation with either a baccalaureate de­
gree or substantiai course work in the 
premedical l!cicnceis. Au i.m.:.i·l!:a.":i.illg num· 
ber of matriculants (7.2% in 1993) hold 
master's or doctoral cli>.f!"PP.:.lli 

CUMCAL SERVICES AND SETIINGS 
At present, approXllnately 2.'j 350 PM. 

are employed in clinical prattice in 49 
iibt4'1S and the Diotrict of Columbia. 
Trends in practice patterns of recent PA 
program~uates :reveal increaaed num­
bers in inpatient and institutionally based 
set~ and, until recently, fewer enter­
ing primary care practice. In 1wa, 44% 
of P ~ were employed in primary care 
setting$, defin&d ae t";im.il.y or general 
practice, general internal medicine,. or 
general pediatrics (Table l). The ~st 
share, 34.6%, worked in family or gen­
enl practice.10 The 28% of P As employed 
by h~pitalB i.ucl1.11l~f.l more than 6% ttl 
outpatient clinic practice (Table 2). 

The difltrihnt.inn of PA przc.tice set­
tings i8 geographically disproportionate. 
Fewer recent graduates of PA pr~ 
•n eastern states entered primary care 
practice settings (54.4%) compared with 
grsdw.teei in central (78.8~) t'lld west,.. 
em states (70%). Seventeen percent of 
P As practiile in N'lmm1111rtiP.s with a 
population of fewer than 10 000, and 84% 
practice in conununities with a popula­
i1on of fewer than llll 000. More than 
86~ of all graduate P As remain in full. 
titn4l clinioal prll.Otiec.10 

Changing Protlles 
'The demographic profile of P As h.'ls 

changed markedly since the profession's 
inC!!pt.iuu. All.hough it rema1nS a relative~ 
ly young profession (the r.nean a.ge of P As 
i!'I 40 yeRl'll), t~ proportion oC women 

\4009•013 

P As is now more than 42%, increasing 
uv111 1111111 thllll 10% 1n the 19'/0s. Almost 
10% of P As are ethnic minorities. and 
mono th11n &2'1.i. :11'9 milit:iry vctcnin3_1c 

Nearly 35% of ail F Ae are employed iii 
priva.te physicia.ru:' pi"a'..otices (either wlo 
or groop) and 28.5% practicr in hospitals, 
with other P As distributed in health care 
aetting6 f!ucli. ~ 1uanaged care organi­
zatiol\$ (7.3%), the military (4.6%), rural 
clini~ (4.7%\ Departr.rnmt of Votcro.r1a 
AiCaira facilities (4.2%), and correctional 
facilities <2.5%). The remaind01" prai.-tfoe 
in nursing homes, inner-city clinic$, and 
other clinical settings. Notable employ~ 
rnent treruh re'Y&sl Ct:wlU" l' A11 In !mnlly 
medicine and more P AB in medical and 
sU1'£ical subspecialt.iAR ('Tsi.hll? 1). 'The~<>­
JX>rtior: of P As employed in hospital aet· 
tings reflects a relatively stable distri­
bution over the past decade (Table 2).11 

While PA practJce settings continue 
to divoroify, the Iargeat percentage ""'" 
main employed in primary care. A num· 
ber of the ::iame socioeoonomi" f'~,..tors 
that discourage physicians from prac­
ticing primary cai'e may influence PA 
employment dee1a1on& as well.• Despite 
the fact that most P AB are in primary 
c:ire pracliae, it io clcsr that epecialty 
and institutional employers are com11et­
ing for PA eervic:es, and the patterns of 
diversification and specialization of PA 
employment further complicate an im· 
balanet:J t:tlur:auonal supply and occu­
pational demanci mismatr..h.i.i 

Income 
As demand for PA aervices hs.s grown, 

salaries in both primary care and spe• 
cialty settings have increased accord­
ingly. In 1998, Lh~ mll3Jl annual salary 
for P As in all practice settings and spe­
cialties '11."ilil 11).~!'iOI), ~xcluding :CriJ'lge 
benefit.I! and part-time inC<1me. Those 
employed in sw-gical specialties earned 
an average of $60800 per year.~ In a 
1991 study of 6228 PAs, with the ex­
t?eption of tho~ in practice le~& lllan 1 
year, salaries among men were approxi­
mately $5000 grGWT t.h~n :-1mong 
women, even after controlling for clini· 
cal specialty, number of years in }'.>l'ac· 
t1ce, number of patient visits per week, 
and number ofho\ll'S worked per week. :io 

PA Productivity and 
Co&t-effeetiveness 

The potential roles to be ass~med by 
P As in hsa.lth system refonn ~Jl lik.,ly 
cvnt:laLi;i with thetr producti.vit)' ~1d 
cost-effectivenese. Outcomes will differ 
frnm rrl'llP.ti~ to pr.il?tice, depending on 
variables such as the specialty, setting, 
and barriers to employment. The pro­
ductivity and coat-effectiveness of P As 
have been described and meas\tred by 
the timo &pent !Jc.!" l'ii1i~, average num-

PAs anei Haaitn ~ystem Reform-Jones .S. Cawley 
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Table £.-Trends ;11 Pl1y:d1.:lan Asslsiam 1-'r'aCllOE! ~lngs. by ?ercen1a9a, Hl81 Tnrough 1993• 

1981 19M 1987 t993 
l>l'aollM 6c!tll111 N~IZ ~ N"330I N=147A6 

PTiva\e Olficet 35.8 34.!S 33.2 !14.~ 

HOBPltal :>A" 31.(f Ill),() to..:i 

Aml:JuialOly clinl<:i 24.9 17,7 17.0 20.-4 
H9allll ~ntenenca o~lzatlon NA~ NA 6.9 ,. ~ 
Mllnary ·~- 7.3 7.6 4.13 

Olhci11 0.4 92 6.7 4.e 

"Sources~· dilta va r&lei'Ol'lal5 10 and 29. DalB for 191!7 a.re from rafelel'I09 29 only. 
tEttllGr 0010 or group pracdc&. 
ilncluc!es Ci:lfnllunity-btill!i 1111hll~. ~~· gponaol'd, innor city, oLlll~'G.nce sbu.so. lllucJo1n 1-1~ 1, wrl'l!;tlonBI 

mecliCln&, and rural llNlrh clln1ca. 
§NA lndleates not eilallt.blra, 
II Other lncluQ&s VtlBIWlS Allatl'$ (4.2%) an<l n11rs1n11 homer. (0.4%1. 

ber of visits per unit of time, number of 
office visits or pmC'Pf'h1r,,.s, eharg~ 1~ gen­
erated, overhead reduct.ion, arid in­
creased physician activity.~-'t-31 In 1998, 
outpatient-based 1-' As saw an av ·~age 
of 22.l patients per day, compared with 
S?1 ~\Vel"3gC of lo.7 patient.5 pe:\' ii,;'>J !w· 
inpatient-based PAs.1u Although rl'ltUly 
variables nre influenced hy thP :1M:ual 
practice setting, the evidence suggests 
that physicians can increase their prac· 
tlces' output by etnp!oying P As, and PA.a 
"are capable of carrying substantu~l pro~ 
portions of the worluoads of primary­
care physicians. "41p<aJ 

Quidlty ot care 
Indicators of the quality of cart• pro­

vided lly PAI; have been meas11l"l:d by 
comparing processes and outcomes be­
t.WP.P.n physieian- ancl PA-provided Cllrc 
with regard to functiom perfomu:d by 
both. Within their areas of compet{mce, 
P As have been shown to provide OLre 
indistinguishable in qualit:r from C1U'6 
piovided b.Y l'hy::iiciims.<.l!t Ind1rect in­
dicators of quality, such as phyf'ician 
acceptan.-.P.11 nil p:itwnt ntkfactic.n, have 
also been favorable.x~ However, e-Ost:­
ing quality-of.care studies of midleve1 
providers have recently been critidzed. 
for being dated and methodologically 
£1owcd.38 The need for C:IU'!'ellt. UaLa a~­
rived by rigoroll$ health service<' re· 
search methods is dearly inrli~llt,.. J 

Reaponsibility and Atcc:1untabil~ 
State legislation governing PA s..·ope 

of practice exempts PA5 from the mili­
censed prQCtice of medicine v.ith th~ 
stipulation that they timction under the 
supervision of a licensed physician. r .P~ 
gaily, the physician-PA relations:i>Jp is 
one of respotlde.at supe1WT', wherein the 
µh~ ;:;ichm is llable for exercian£ cartl in 
the selection and supervision of the PA, 
hJ'_<i t.hP l'ight 1Jf control ,'.Jf the :i.zdcti..nt, 
and is ''.liable for the negliger .u:t;:-: of 
employees performed withiL ~1e scope 
ofthe employment relation.ship. •'l!lf.11l!8l Al­
though the supervielng physician retab1s 
"vicariCJUB Iiabilit:y." PA pract1.ce 8CC\>\l nt­
abilit y has progressed from a deleglltory 

mode! achieved by a."J'lending 1TWdical 
pr:iaticc II.eta to a reguhtocy/auLhuriLy 
model, wherein state o~ensing boards are 
authorized to g"?vern PA practiCP.. ThP!':P 
amendment.I; and exemptions est.abl.ish 
P As as the agents ot their supervisil:g 
ph)'l!idans, a11d PAs maintain direct b­
ability for the services they render to 
p.:i.ti~mts. Super>'i~ingph)'3icianl!, who de­
.fine the atandW to which PA services 
Et.l'e held, are vtcariously liable for RP.1'­

'wice.s performed by their PA.sunder the 
doctrine of "68'/J(TrllUJat sup&rinr. 

COMPARING PA& AND 
NURSE PRACTmONERS 

A recent study estimated there are 
~ 226 NPs, distinguished from other 
registered nurses. by statE- board£ of 
nursing data. Exact nunibers an: un· 
lai.own because of (Iv ~L-laJ:.11.1lug Nl' t!t.les, 
specialty practice roles, and differing 
state requi'N!m~nt.!;I for NP edw:ation :ind 
accreditation.'° The majority of NP prac­
til!e settings were reported in family 
and ·adult medicine, pediatries, and wom­
en's health. 

A 1008 etudy of 51 ruidl.::~~1 jJrovider 
educational programa (22 NP, 20 PA, two 
combined PA/NP, and !IP.Wm f'~rtified 
nurse-midwife programs) compared le· 
gal, p1:ofessfonal, and pcilitical differences 
between P AB and NPs.1

' Altllough vary· 
ing degNes of differences and similari­
ties wQi'9 report<>d bct'Wl.-ccn PA and NP 
educational programs, the main distir1c­
tion in their orientation to health care ill 
that NP programs a.re·typically set within 
schools of nursing, with educatjon pro­
vidoo in the nursing model. In: contrast, 
PA progranis are typically affiliated.with 
medical schoole, with eclu~tion provided 
primarily by physicians. However, these 
differences are lE:ss distinct. in 11ome re­
gards; physicians contii'bute to NP edu­
cation,· and NP and PA educ-ators often 
"croee-teach" behv=u ;;11uu 1;1D1ong pro­
grams. In California; two programs 
jointly t.ra.in PAR n.ntl NPs. witlilidlw 
same depal't.ment, and approximately one 
third of California P As a.re also nursee.~1 

Although PA Md NP clinical roles 
within managed care orgmrizations and 

~ 010/0.13 

ambulator.i· settings are often regarded 
as interchangeable, reports compariniz 
PA and NP productivity have differed 
in their findi'ngs. One 10tudy reported 
that both group! 6&W &i.ulilM munbers 
of ambulatory adult patients in a large 
manai9d care setUnir.42 whP.~:ls aMt.her 
reported that :P ~ had more direet pa­
tient encounters and generated twice 
the gross dollar income per day when 
compared with NPs.41 These differences 
were not. fully accounted for- u!!L wit:r~ 
partially attributed to the tendency for 
NP a to spend more time provirlincr rmm.­
seling servi~s. Debate continu~ on the 
practice producti\'lty advantages and 
illtiadvant.ages between t' As and NPs, 
but researchers appear to agree that 
t)\e potenti11.l f-0!'. inC!l'e:i.ocd productivity 
for both .groups is greater in larger prac· 
tices and managed care sottings. Nev­
ertheless, both P As and NPs directly 
reflect physician levels of task delega­
tion iu ll11t11r clinical productivity.• 
· The practice ot P As is regulated un­
rlPr !':t.at~s' Medic.al Pn.ltioe A.ct prov1-
sions and is based on physiciw super­
vision and task delegation, whereas NPs 
pnict:ice under nursing lieens1.tre provi­
sions of N urae Practice Acts. Research 
evidence dearly :!how:. t.La~ I.be tasks 
described and roles perfonned by P As 
and NPs are more ~imil$lr t.han different 
in many ambulatory practice settings, 
but two major issues serve to differen· 
tlate the professions: {l) their gener&l 
orientation to healt..h care and (2) the 
der.ii'c for independent (NI':s) vs dept:u· 
dent (P As) praetice relationships with 
physicians." This divergenef\ m::i.y h~v{' 
import.ant implicationd for both profes­
sions ii health reform measures include 
greater role3 fer P Ab and N fs in pri· 
vate practices, :nanaged care systems, 
11.nd inlltitutiim::\l CJctting3. 

POTENTIAL ROLES OF PAs 
Underfederalaegis,increasingatten­

tion is now foeused on a ger.eralist-pro· 
vidt:i·-i.lritmted system of health care. 
liov:•ever, the projectod roles of P As in 
~l1f'h a system llZ'& still WI.determined. 
According to the US Public Healtn Ser­
vice, P As ''h&Y'e beco~ firmly estab­
lished as a provider ,8l'oup well suited to 
address problems of maldiatribution of 
phy~icit:ulfl .wil ~'l::ing cost-et.rect1ve­
neas of care," and in~gdemand for 
PA SP.l'\'i~ri wAA. attributed· i:G. the ~ 
vitalization of the N 30ona.l Health Ser­
vice Corps, libetalization 0£ authority to 
prescribe; and~.:i:Qcreared aae of PAs 
iii' hospital-based settings as ameam; of 
coet-ooiJ,Q-oj~-llitll'llWhntremainstohcseen 
is the level of demand and the· cllil:ical 
practice.setti'z:iiS in which .PA M!rvil'.P.P.o, 
will be reqo.ired. , . . . · : · . . · • . · 

The feder.aJ. governmentreinfO?'Cf!s the 

JAMA, Apr.I 27, 1994--Vol 27\ No. 16 PAs ard Heatth Sy::;tem Reform-Jones & Cawley .1269 
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primarv care focus of PA program cur­
ricula ~y aW3l'djrig Title VII training 
grants for programs demonstrating a 
1·ecunl ur ~~.U;l;tll:!tifully meeting primary 
ce.re--<1riented furlding preferences and 
prinrit.iP!':. Howe~··~r, thG possible rcdio 
tribution of medil!&l and surgical. sub­
specialty residenc_v educational positions 
recently recomm.i!nded to Congress by 
the Physician Payment Review Com­
ll\iMion (I'FRC) iW.U the Collllctl on 
Graduate Medical Education may result 
in incrMRP.ti n~e of P.AJ; smd othor 
midlevel provider:-; in inpatient specialty 
settings. T~ rna;· occur as a result of a 
J:'i:'.ttC.:~projected lo$8·of ll 000 residency 
slots." Among the PPRC reconunenda~ 
tiODI! W&lll a call for UlCl'f.:aat:il ruuding tor 
specialty~trained P As and other midlevel 
providers to maintain lP.vPl~ nf'inpatient 
care previously pl·ovided by residents. 
Another report rein.forced this proposal, 
suggesting a need lo determine "the ex­
tent to which nw·:1e practitioners and 
phyeiei:m ~:ioiotonl::i c:an subl!.titut.e fol' 
and enhance both generalists and spe­
cialists •. , ."ZCg1078l 

The PA profession reallles increasing 
opportwrities in rnedical and surgical 
t1peclalty practice, and the 77% of PA 
programs that are federally funded are 
obligated to niaint:Jn gcneraliat-baeed 
curricula. Althougl1 many newly gradu­
ated entry-level P As are initially em­
ployed in specialty settings, the more 
plausible solution to the potential de­
mand for mun: ::11Mcialty-tratned P As 
may be .to increase the numJ,....-r of post­
graduat" :l\nrl mR!HeYs level sp&ai:i.lty 
program~. The proj(ded number of PA..,. 
who will graduate in 1994 is 2100. If 
Title VII educational grants increase a!; 

projected, approximately 3300 PAs 
would graduate iu 1:196, Iullowed by 3800 
graduates in 1997. The annual PA gradu­
ation rate wonM inl'l'P.AS~ to approxi­
mately 4000 by the year 2000, resulting 
in a total of approximately 41 000 P As L"I 
pract.i~. Thls nwnher inch1des the as­
sun:iption of a 1 % t o 3% attrition ~te 
and the l'Cmnining years of expected 
practice, given the rnean PA age of 40 
years.'' However. the distribution of PA 
practice settings will likely be influenced 
by a combination of market forces and 
ref'orm tn1t1stives. 

Hosoital·Basecl PAs 
As the proporticm of P As working in 

primary care. practfoes declined during 
the 1980s, the proportion of hospital­
based P As remaine(l relatively stable. 
Ilo~ver, tht: w~L.dl 1ution of P As Within 
hospital settings has changed, from 
fewer PAA iri hn!':pihl-baaed outpatient 
clinics to more PAs in inpati.ent service 
roles. 'While P As employed in the sur­
gtCa1subspecialtiesi11creased from 7.7% 
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in 1981 t.o 21.7% in 1993, PAa employed 
in hospital settings ranged between 28% 
and 31.3% <Table 2). By 1992, 48.6% of 
practicing P As indicated at least some 
inpatient ca.re ~ponsibility.411 In many 
tcaehing hoepitals, a cuwl.Ju~uon of resi­
dency program retrenching, curtailed 
availability of iritPmlltional medical 
grdduates,and cost-control measures rui., 
contributed to expanded inpatient roles 
tor PA&. A! a result, PA use in inpatie11t 
care roles in a wide \·ariety of hospital 
octtinp has become cowmuuvl11.Ce. 

A recent study of 1690 hospital-based 
P As revealed that 4.'i% hPld th.i job titl9 
of or were identified as "hOU3e ofticel'a." 
More than 90% had formal ruedical staff 
prtVUeges and were credentialed u.nder 
hospit.al bylaws. Their pract~ distribu~ 
tion included 19.4% in ~urgi<;al ~ubi;pe­
cialties, 18.6% in medical specialties, 
14.8% in emergency medicine, and 9.li% 
in general surgery. 411 Although the study 
was in~onclusive in detennining th~ iev­
d~ uf re~ident phystcianlhouse of:!i.cer sub­
stitution performed by hospital-based 
PA9, the 2u~hora rec?ogniacd the need for 
additional PA education in liability pro­
tection and risk m~ment and addi­
tional research in levels of responsibility, 
outcomes, and privileging issues. 

PAs and Managed Care 
'T'hP. illl'n;.R'"1w manag9ment by for 

profit corporations a.11d the economies of 
scale reali7.ed by ca,Pi~ed managed care 
organi7.ations reqUU'e ca.refill cost-benefit 
considerations in provider ratio and dis­
tribucion decil!iom;. Howt:vt:r. mw1y var!· 
ables contribute to differing l~vels of PA 
role and distrihut.inn RPt:tings within m11n­
aged care organizations . .Although man­
aged care P As assume a range of duties 
in a variety of clinical settings, it appears 
that physician attitudes toward P As play 
:i l'l'l4,jo:r- rok: bi ataffing decibiullcl; Lhu~. 
midlevel proVider distribution among 
similar sett.in~ within the samP. nY(;-1.ni­
mtion Im°• differ aignificantty.1:1 

In ambulatory managed care settings, 
P A11 have been shown to be capable of 
handling approximately 00% of the 
health aare lier.'icet required to manage 
patient problems at physician-equiva­
lent levels of patient eatisfaction and 
quality of care.'8 This finding is consis­
tent with obser;ations made in :rural 
pr:ivall.: practices, urban ambulatory car~ 
clinics, a.nd geriatric settings.1P In a large 
l!"nnp-mod~l he:alth mainten:moo Ol'gU 

nization, physicians and P As were found 
to see a similar number and type of adult 
ambulatory patients on an hourly, daily, 
and annual Oasis, and P As were em· 
ployed at approximately Ci0% ur yhy111-
cian costa.~0 However, additional and 
more Ncent data arr; nAPrlP.rl to deter. 
mine .frequency and appropriat.enes:l of 

_ ___,,[4;=-. 0_11 illl 3 _ 

PA con&ultation and n::fen:Rl actl'<,1t1es, 
prescribing habits, rate and frequency 
cf patient rntul'l'I vil'.it.s, ~ompar:lbl9 d6-
grees and mix of patient difficulty, and 
the amount of "nonbillable" physician 
time spent m consultation ana supervi­
sion of P As within su·~h settings. In the 
::.b~oncc of thc.s•> data, the evidt:ac-= in­
dicatea that, in organized ambulabiry 
care practices whtre team 11pproach~ii: 
and structured division of staffing are 
present, PA clinical productivity com­
paree; favorably with. that of physicians."' 

BARRIERS TO PA PRACTicc; 
In 1993, P As were recognized as health 

care providers by the medical !i<!flnAine; 
boards of 49 states and the District of 
Colwnbia; ~ppi ia the only state 
lJ~~ does not recogn.iz.e P As. State leg­
islative and regulatory agencies main· 
t~ in control av~ the J>3ttomo of utiliz.a­
lion of P As through their authority to 
license and regulate the profession. Bar­
rie.rs to enhancing the usie of nonphysi· 
clan heaith care providers were recently 
i;epo1ted a.:. proful:ililona.l ten1torialism, 
licensure reetriciions, educatic.mal isola­
tion, zihy!>i~ian rer.ista.'l.Ci, snd in;;titu 
tional inertia. l These barriers vary geo­
graphically, as well as between and among 
diftertng nonphysician provider profes· 
sions. Ae a means of reducing these bar­
ricre and encouraging cl1au15t:: i.a1 hlll:Uth 
care delivery, the Office cf the Inspector 
General called for an incrP.AAP.rl PmphRSia 
on supervisory and management skills in 
~cula for health care educational ifl. 
st1tuti0ns and the development of ooop­
erative prac.tice models among different 
health care profcesiona. A combi11;itiv11 
of populatio:i demographics and regula­
tory and reimbursement policiP.A al"r'"·"""' 
to bave the g"relltest influence on PA prac­
tice favorability, particularly in states 
with dlsproportionatii! runu or medi~ 
undersm-ed communities. However. cw-.. 
rent dat:o tut more climrly define. '::'t!­

gional and national barriers to PA prac­
tice are needed if health SJ!ltern reform 
plans include an increased uS'.!: of PAs. 

PAS~lslon 

'The physician-PA employment rela­
t.irm!l'.hip has been and ia intendod to re 
main a dependent one. The fundamental 
element.a of PA practice (use of a referral 
system, frequent ronsultation, and pen­
odic review) are said to be synor!y1nous 
with a wcll-dc:sig1\ed lwiil.Lh :..;y1';t.iml. ~The 
P A's ability to con~ult with and refer to 
the supervising p~·Rir.ian iR t,h,. \r.,.y fac:-­
tor to a succesaful workplace relation­
ship, and studies suggest that the task 
delegation and :supervision behaviors of 
the physician have the g.reate.~t influence 
onPA alini~ptoductMty.01 Geogn~phic 
practice isolation in rural and frontier 

PAs and Healtti SystEm RP.form-Jones a. CaNle,i 
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settings may by necessity result in vary­
ing degrees ot off-site physician super­
vision of the PA, and this physical :;.epa-­
ration reql.1lrea a certain amount or au­
tonomous judgment, particularly when 
the PA is the only available on-site pro­
vider. Regulatory reluctance t.o support 
such relation.ships in satellite and remote 
settings restricts the ability of P As t.o 
provide needed services that might. oth· 
en.vise be unavailable. 

Prescriptive Authority 
A total of 35 states, the Distrkt of 

Columbia, and Guam authorize PA s to 
prescribe medications, but a nucleus of 
states do not. The cluster of 12 m.;ites 
(Figure) represent appro:xhnate~ :~'T% 
of the total US rural health professional · 
shortage areas.Ga Although prescriptive 
authority varies from et.ate to state and 
ranges from using protocol-based for­
mulariee for noncontrolled substances 
to prescribing controlled substances. PA 
prescribing must be done with the agree-

r1t and supervision of the physkian. 
Patterns observed in rural PA practice 
in Texas reveal an example of the s»­
tential etJeet of prescriptive autho1itY 
to increase the capabilities of P Ai; to 
improve access t.o ea.re. Prior to PA pl'e6 
scriptive legislation passed in 1!191, 
Texas had 26 rural health clini~. By 
November 199Z the number haQ neairly 
quadrupled, increasing to 99. During 1;he 
eame period, the percentage of Texas 
P As practicing in nw1 areas tripled, 
from 5% to 15%. ii.if 

Reimbursement l88U8li 
variation in state laws regN'dingC(lm­

penaation for :PA-provided services has 
: al.so influenced PA deployment. For ox­

ample, aut.'CeSBfal implem:entatlon otthe 
' Rural Health Cliilic Services Act (Pnb­
; lie Law 96-210}, which provides for cri-
~--
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CJ No Prescribing 
Laws 
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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 go"V"eming 
P .AB. The practice of P AB is also com­
plicated by state-by-state Medicaid re­
imbursement policies that remain incon­
sistent. The services of P As are gov­
erned by the "incident to" provision, 
which allows for rei.tnb~ment at the 
physician tee 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·· 
bursementforservicee provided by P As, 

· especially where on-site supervision is 
not always required, and where P As are 
hired by practices for the specific pur­
pose o! extending medical services to 
rural and underserved communities. 
Altho~ Medicare reimburws 100% 

of the physician fee schedule for PA ser­
vices provided incident to a physician's 
service, reimbursement rates for other 
services pro\lided by the PA are lower. 
Fmthermore, these :rates often vacy' de­
pending on thew aftbe services.. For 
example, reimbursement for PA services 
performed in a nunling facility may not 
exceed 85% of the physician l'.ate: in a. 
hospital· setting it may not exceed 75% of 
the phyaieian rat.e; PA-assist.ed surgery 
reimbursement rmy not exce.ed 60% cif 
thepeymcianrate. Medicare ~ees ren· 
dered .by P As: are always reimbursed tO 
the PA's employer; thus .• ~~· variabl~ 
muSt be corisid~ when determining 
the most C08Wfl'ective use of PAA. 

PAs and I 

PAs AND HEAL nt 
SYSTEM REFORM 

The roles to be assumed by P As 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 pbylician education and distribu­
tion are similarly experienced by the 
PA profession. 

The argument that increasing exist­
ing PA pJ;"ogram enrollment is less ex­
pensive than developing completely new 
programs must be tempered with the 
l'ealitiea of increasing institutional com­
petition tor fixed educational resources. 
For example, AH Cs 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 baaic science faculty, 
resident physicians, and staff attend­
ingis; more ~sroom. space; and more 
competition tor 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 prognuns, and PA programs for 
sites for quality primary care clinical 
education. President Clinton's Health 
Security Act includes favorable provi­
sions affecting P As, but many qu.estions 
relating to the prospective roles for P As 
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 is intended 
to be distn'buted. 

Although a nwnber of proposals sug­
gest differing roles for midlevel provid­
ers within the context of health system 
reform, .IJl.a.G,411.ii1i the fact remains that P As 
are inextricably dependent on physicians 
for their employment and supervision. 
The posit.ion stated by the American 
Boa.nis of Family Practice and Internal 
Medicine opposing independent practice 
by nonphysician profesei.onals also re­
flects the position of the PA prof~ion. 68 

The Amerkan ACademy of Physician As­
sistants reatfirmed tl1at the PA profes­
sion does not seek independent prac­
tice, direct reimbursement from t.bird­
part.y payers, or fed~ral p~mption of 
state pnl(ltice acts. 57 , NevMrt.heleas, if. 
health system reform initiatives mclude . 
a greater ro~ f'or PA,s in the;provision 
of health care; gteater e~ort.s· mu:st be 
iDade. to improv~ •the .li:Qkagea ~d .·re-. 
lationsbips between arid &mOiig PA pro­
gram&,. medicai Schools, and..,generaliSt 
physician residency traUimg p?Ogi:&.ms. 
Introdacing more medical students and 
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residenU! to the roles, funct;ione:, and ca­
. pabilitiee of the physician-PA team in 
educational settings might :reduce the 

· exiat.i.Li.i '1t:11{;rt1~ ot reluctance w ''Work 
together in well-integrated teams to en­
M.n""' t.'h1;1qwility and avail:i.bilityof eost­
effEctive patient r.a:re," as called for by 
the American B•Jarda of Farnil.v Prac­
tice and Internal Medicine.lil{JllU' 

Whlle the PA profession acknowledges 
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1rJNy care rtti with.in the PA prot·ession, 
national health eystem refonn measures 
will help detatmiri.c whether r Mi will 
oontinue to gain acceptam.-e and legiti­
macy. Alth~ the PAproteesion i11 t'AAP<l 
with several obst.acles t<i growth and ex-­
panded prnvider roles, ~uceesa or failure 
in a ~KMll: em1ronment will be · 
sured by the profesaion'e ability to 1 
the nll'!Prl11 nf the medical J:D:Ukctpl&oe. 
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I also though it might be helpful to address a couple of issues of professional sensitivity: 

• fiDl, 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 P As 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 AAP A has been doing in Washington, OC, 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 P As 
and AAP A 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 modem technology willing) Mrs. Ointon will address the 3,000 or so 
P As attending the conference ' 

10:30 a.m. or so - Mrs. Ointon 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. Ointon 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 Ernesto Gomez, CEO of El Centro del Barrio, a series of 
health care clinics for low-income and homeless people. AAP A 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 

H you should have any questions concerning the arrangements for Mrs. Ointon's presentation or 
about the AAP A Conference in general, please call me or Nancy Hughes, AAP A 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 (P As) practice medicine with the 
supervision of licensed physicians. 

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

• P As are 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). 

• PA distribution more closely matches the population than 
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. 

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

33'11 

3011> 

2011> 
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Family/General 

Over 55% of all Physician 
Assistants Practice in 
these Major Specialties 

• Phymcians 

B Phyaician Assistants 

Emergency OblGyn Pediatrics 

Source: Pbysjc:jM Cbany:tpi1tica1nd Di1tribµtion in the U.S 1993, American 
Medical A.uoci.atian, and 1993 Cemua, American Academy of Pb)'lician Aa­
lliatllDta (.I.AP A). AAP AincludM8DW1'11911C)'medicine whendilCUalliq primary 
cantbemuaeofthelarpnumberofpeoplenl3 ronl italemerpncyroo1111 
for services. 

Geriatricm • I Ill(, 

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 P As 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. 

• Acrording to the Congressional Office of Technology 
Assessment, •within the limits of their expertise, P As 
provide care that is equivalent in quality to the care 
provided by physicians." 

• Studies conducted by the RAND Corporation have found 
that P As save as much as 20'9 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 449' 
from 1990 through 2005. 

Ammc11n Actulemy of Phy8id11n A••ist11nt• 
950 N. W11shington St., Aln11rulrl11, VA 22314 

(703) 836-2272 



Pw1srcrAN AssrsTANTS 

Official Definition of 
Physician Assistant 

approved by the 
American Academy of Physician Assistants (AAP A) 
House of Delegates 
May 1991 

"Physician assistants (PAs) practice medicine with supervision by licensed physicians. As 
members of the health care team, P As 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 AAP A is committed to the concept of physician assistant practice of medicine with 
supervision by licensed physicians." 

HOD 1303-01-01 
7-26-93 
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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, P As are qualified to 
perform approximately 80 percent of the duties most com­
monly done by primary care physicians. P As 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. 

PAa 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 diagnostic and 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 
P As are educated in one of 58 specially designed PA 
programs located at medical colJeges 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). P As 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 off er a baccalaureate degree upon 
completion; twelve have master's degree programs or 
master's options. 

Practice Credentials 
Nearly all states require P As 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, P As 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 P As in the United States; over 
40% of all practicing PAs are women. PAs practice in 
1
almost all health care settings and every medical and 
surgical specialty. They also serve on the White House 
medical staff. 

Seventeen percent of all PA.s 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 prtU!titioner move­
ment of the 1960•, phyaician a.sautanta have demo• 
atrated th4!ir clinical effectivene•• both in terma of 
quality of care and patient acceptance.• 

- Eighth Report to tlN Pre•ident and Ctm1re•• Ola tlu! 
Statw of Health Person-l in tu United State• 



PRACTICE SETTINGS 

Physician assistants (P As) practice medicine with the 
supervision oflicensed physicians, providing patients with 
services ranging from primary medicine to very specialized 
surgical care. 

Currently there are over 27 ,000 physician aasistants 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, P As 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. P As 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 P As will continue to find, and fill, new and 
expanding roles in health care. 

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

Nursing Home/Other Settings2% 

Correctional Facility 2% 

Public/Private Clinic 10% 

Other .14,. 

Emergency 
Medicine·K 

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 P As practice primary care, which 
AAP A 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 P As 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 P As are fully 
integrated into the health care system and are highly 
valued medical professionals. 

• • • • 
~ithin the limit• of their expertise, P Aa pro'Ouu care 
that u equivalent in quality to the care proDiMd by 
physiciam.• 

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 
off er specialty training. 

The Students 
The typical PA student in 1992 had a bachelor'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 P As. 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 
Obstetrics/Gynecology Biochemistry 

I 
Clinical Rotations 

Emphasis is on Primary Care 
Ambulatory Clinics 
Physicians' Offices 

Acute and Long-Tenn Care Facilities 

I 
National Certification Exam 

(Required in most states) 

• 
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 diBcipliM in the 1960s, 
physician aasiBtant1 have become firmly establiBhed 
a• a provider group well 1uited to addreBB problem.a 
ofmaldistribution of physicians and enhancing coBt­
effectiveneBB in health care." 

- Eighth Report to IM Pn•ident and Congreu on tu 
Stam. of Health Personnel in tu United State• 



PAs INTHEUS 

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 P As, 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 P As 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 ha.a) singl.ed out progranu in family 
medicilll!, ge11eral internal medicilll!, and gen­
eral pediatric•, and training of physician a•· 
siBtants. . . for priority in the allocation of 
federal aasiBtance because these professions 
will play a pivotal rol.e in reaching the na­
tional goal of making access to primary health 
care more widely availabl.e and of reducing 
unnecessary health care costs." 

-Unlud State• Congre•., 199% 
Public Low l 02-408 

Quality Care 
A study by the Congressional Office of Technology Assessment 
concluded that "within the limits of their expertise, P As 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 · rt 

involved in very few malpractice cases. The majority of P As 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 

American Academy of Physician Assistants 

The American Academy of Physician Aasiatants (AAPA) ia 
the national professional society for P As. 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 P Aa. • 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 AAP A 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 Commission on Certification 
of Physician Aasistant1 

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 AAP A 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 P Aa. 

For more information, contact: 
NCCPA 

2845 Henderson Mill Road NE 
Atlanta, GA 30341 

(404) 493-9100. 

Aasociation of Fbysician Assistant ProgrAm1 

The Association of Physician Assistant Programs (APAP) 
shares its national headquarters with AAP A Whereas the 
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, AP APs 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. 

30,000 

20,000 

10,000 

For more information, contact: 
Association of Physician Assistant Programs 

950 North Washington Street 
Alexandria, VA 22314 

1970 

(703) 548-5538 
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NATIONAL HEALTII 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 (P As) as qualified health 
care professionals who provide essential, cost-effective health care. 

... 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. P As 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. 

P As 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. 

_. 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 (AAP A) 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 . 

.6i. 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 AAP A seeks the addition of language directing the Secretary of ID-IS 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 AAP A supports 
the removal of unnecessary practice restrictions, but does not believe the federal government should override 
state laws . 

.6,. Increased acceu for Medicare benefidaries 

The legislation amends existing law and extends Medicare coverage for outpatient physician services 
provided by P As from rural Health Professional Shortage Areas to ill geographic areas. Reimbursement 
would be paid to the PA's employer at 85 percent of the physician's fee. lhis 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 P As, 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 AAP A recommends modification of the 
recapture provisions for P As unable to complete the 60-month mandatory service period and extension of this 
credit to P As working in underserved areas prior to 1995. Tile AAP A recommends the extension of the tax 
credit beyond five years. 

The AAP A 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 AAP A 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.~ff~'~tional health care program should be determined by 
the federal government, and administered~~ :uu::Jtates under national guidelines. Financing mechanisms 
should be fair, equitable, and include co\~ fafi.~ots. 

The AAP A advocates a national healtfi)~rogram based on these principles because the existing frag­
mented system inhibits access and is ilherell...tlf inflationary. Only a well-managed national health care 
program can guarantee universal access anct,;.inolerate health care expenditures. 

A''"- t?f 
AAPA Position on the "Health Security.~,~ 

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. 

5/94 
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ANN L ELDERKIN, PA 
PRESIDENT 1993-94 

AMERICAN ACADEMY OF PHYSIOAN ASSISTANTS 

Ann EJdprkin represents one of the fastest srowing health care professions in the United Stales -­
physician assistants (P As>. 

Physician assistants are medically trained to provide health care services that traditionally have 
been performed by doctors, including diagnosing illnesses, developing treatment plaN, 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 communic:ations. 

In addition to her volunteer duties as president of AAPA, Elderkin is the director of the Health 
Department in Somerville, Maseachusetts. Somerville is a city of 76,000 residents next to Boston. 
Somerville fac:es some of the pressing health care issues uf today - AIDS, tuberculosis, smoking, 
violence, substance abu!le, lead paint poi'°"ing, childhood immunizations, elderly health care, and the 
health problems of those who are under- and wt..;,nsun!d. 

Elderkin received her medical training al the Yale University School of Medicine Physician Associate 
Program and graduated in 1980. Her c:Hnical work has Included internal med;cine, cardiothOrac:ic 
surgery, farnfly medicine, and outpatient "urgent care" meclictne at Harvard Community Health Plan, 
one of the largest HMOs in Massachusetts. Elderkin ~ved her bachelnr'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 Hea1th Department in 1990, Elderkin 
worked as a senior research anaJyst for the chairman of the State Senate Health Care Committee. She 
was respollSl"ble for malyzing and developing legislation and budget amendments on health care policy 
and financing issu111. induding a universal health care law, medical malpractice insurance, and health 
care cost containment. 

ln her position as dtreoor of the Health Deparh'nent. Elderkin has been a leader in AIDS education 
and services. She also has led the effort to pass comprehensive local tobacco control regulations and to 
implem'1\t educational programs to promote non-smoking. She serves on the board of trustees of her 
local hospital and an the Governor's Advisory Committee on Childhood L.ead Poisoning Prevention. 
Elderkin is a former VJSTA volunteer. 

"If we are going to truly refarm the health care system md do it in a 
wry that will reduce health care costs without reducing Cfuality, then 
we must con.sider new ways of delivering that health care." -

Ann Ederlcm speaking before the President's Health Care 
Tuk Ftm"e, Washtn~ DC. April 2,.1993 
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SCHEDULE FOR HILLARY RODHAM CLINTON 
DATE: WEDNESDAY, MAY 25, 1994 
FINAL 

Schedulinq Desk: 

PREV RON 

7:45 am-

8:50 am 

8:55 am 

off ice 
tax 

Sharon Kennedy 
202-456-2922 or 7561 
202-456-2317 
202-544-4223 
1-800-528-7823 

home 
WHCA#4233 

The White House 

ool 

DEPART White House south Portico 
EN ROUTE Mayflower Hotel 
{Drive Time: 5 minutes) 
Traveling with HRC: 
-Kelly Craighead 
-Lisa Caputo 
-Bob.McNeely 

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 

9:00 am-
9: 10 am 

and Co-Chair, IWMF 

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 

INTERNATIONAL WOMEN'S MEDIA FOUNDATION 
Grand Ballroom 
HRC's Holding room: Chinese Extension Room 
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 !MFA Board 
Member, makes welcoming remarks and intros 
HRC. 

- HRC makes remarks. (Approx. 10 minutes) 

- HRC takes questions from the audience. 

NOTE: Judy Woodruff 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. 

10:05 am 

10:10 am 

-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 am-
10:20 am 

Cont~ct: Carolyn Huber 

NOTE: WH Photographer will be present. 

456-2957 

10:55 am 

11:10 am-
11 :45 am 

PROCEED TO OEOB 

SATELLITE FEED to American Academy of 
Physician Assistants (AAPA) 
Room 459 OEOB 
OPEN PRESS at event site (San Antonio, TX) 

NOTE: The satellite is a two way audio and one way video. 

11:10 am 

11:15 am 

11:25 am-
11:43 am 

11:44 am 

11:45 am 

12:30 pm-
2:00 pm 

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

- An; 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 A~n Elderkin. 

- Screen fades to black. 

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

., 

SENA~B SPOUSES LUNCH 
State Dining Room 
CLOSED PRESS 



2:15 pm-
2:30 pm 

2:30 pm-
2:45 pm 

3:00 pm-
4:00 pm 

4:15 pm-
5:00 pm 

7:30 pm 

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

FORMAT I 
- 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 tot20 minutes. 
- HRC returns to the stage and Mr. Peterson for his 
performance and all the guests for attending. 
-HRC ~nd 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 Comedies Part I & II 
--Hedda Gabler 

001 
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AAPA General Session 
Outline 
May 25, 1994 

There will be five chairs on stage for Ann Elderkin, Dr. Ernesto Gomez, Debbie 
Gerbert, Randy Bundschu, and Steve Crane. There will be fl ve chairs just 
behinc1 the curtains for the people asking questions to Mrs. Clinton. The five 
questioners will come on stage while Mrs. Clint11n is £peali:ins and thon leave 
the stage after the satellite feed. 

10 a.m. 

10:10 

Ann Elderkin, President. Amerir.an Academy of Phy&ioinn 
Assistants (AAPA), calls the meeting to order and asks the 
military PA Color Guard to pr~sent the Colon 

Elderkin explains that AAPA ha~ been involved in uumcrous 
health care reform activities. One was to meet with the 
President and First Lady at the Whits Rouse following tho 
unveiling of the Health Security Act. 

We are pleased today to have First Lady Hillary Rod.ham 
ClintOn as our keynM~ speaker. (ot words to that effect) 
(Applause) 

CUNTONCCE: "Good Morning, Mrs. Clinton" 

10:15 to 10:30 Mrs. Clinton speaks. During her talk the five PAs who will be 
ac;king quesrion~ come frorn behind the curtiin ~nd nAnd 
near the podium. 

10:30 to 10:44 

C:O'd 

When Mrs. Clinton finishes spea.king, El~erkin thanks the 
Fir~t Lad~ and announces there are a. couple of PAs who would 
like to ask you some questions. 

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

Questions from PAs at podium and answers from Mrs. Clinton. 
The PA questioners we've arrugw so f1&r: 

Rebecca Pinto, primary care PA from California 
Tom HG.tWard, rural PA from We:i>L Vir¥inia (wa.a at the 

March White House Rose Garden ceremony with 
hc:slth care prov idci:t) 

Dawn Morton·Rias, Vice President of the Association of PA 
Programs, and I>i&"ecwr 1Jf the SUNY at Brookland PA 
Program in New York 

Ron Nebon, p1imary cw-c PA !rom Michigan 

We also i:U'e lrying to nnd a rural PA from Texas to ask one of 
the questions. 



:::0·.:f 

!O:H a.m. 

10:45 

10:50 to !O:SS 

10:55 

10:.57 tv ll:G7 

11 :07 

11:10 

11 :20 

11 :21 

11:22 

, 1 :29 

Eldedun thanks Mrs. Clinton for speaking to the conference 
attendees .. 

It has been an enlightening discussion for the P As who are 
~wcuuiu8 this ccnfcrence 3lld, I hope, an edncat.ional 
e~perience for you, Mrs. Clint.on. (Or words to that effect) 

Elderkin gives a quick report on the AAPA donation of SS,000 
to EI C~ul10 d.c:l Durio (which operates ieveral clinics in San 
Antonio for low-income and homeless people), introduces 
Ernesto Guiuet, PhD, CEO of El C•nt:ro, and. pr~sent~ him with an 
Dversized, mock check. 

Dr. Gomez -'peaks (Applause) 

Elderkin iMroduces Debbi Gerbert, Incoming President of 
AAPA 

Uerbert speaks 

Uerbert rntroauces R~lldy Bw1d$chu, Spe~ker of the AAPA 
House of Delegates 

Bundscbu speaks 

Bundschu gives the Podium back to Elderkin 

Elderkin introduces Steve Crane, Executive Vice President of 
AAPA 

Crane speaks -- will use the vtdeo u~pe of the CNN story on Cal 
Belton. a rural PA in southern California. 

Elderkin closes out program PROMPTLY at 11 :30 a.m. 

GJ. 
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Marc.h 22, 1993 

To: Earb.:irs Woolley 

From: Nicole Gara 

Subj: Description of AA"iA 

The Ame·rican Academy of Phyi;ician Assistants is the national 
organization representing the nation's 22,000 practicing 
physician assistants (PAs) and 3600 students enrolled in the 
r"nuntry' s 55 accredited PA programs. The association, 
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founded in 1968, has a national headquarters in Alexandria, 
Virginia, and chapters in all 50 states, the District of 
Columbia, Guam> the Air Force, ~avy/Coast Guard, Army, Public 
Be~Jth SP.rvir.e and Veterans Administration. 

The Ar:ar.:li:>my l"r'l11<">1.t.es the £;ene.ral public about the PA profession, 
assures competency of physician assistants through active 
involv~i:nent: in tno:> ·'"''rri>.rli r-.;ition of PA pro2.taIUS and the 
certification of physician assistants, provides continuing 
mcdica.l education programs, :-1nn. c.onducts PA-related research. 
The Academy also rep·resencs the profession to the government:. 

The mission of the Academy is to promote qual;i.ty~ cost-effective 
and o.c.cc::ioible ha!.'.lth c::.::i.re and to rrnmote the ?rofessional 
and personal development of physician assistants. 
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b'llion irJ 188'1. ri•lai morethaa TOOtJll fmm lt?O rqp1ree. l:leallh care CiOSla will 

cwitinue to me in ite fulure. Or.e aul.torlty pmJeda that. nM.ional hea.:.t..h aini 

e1pendlturee will be$1 trillion le. 1996 end Sl.4 triliion in the year 2800.• 

('i) T:.e cautea of lleallh care fnOatiu:i are C1D1npl&1 -d interrelated. 

CoPlritutin11 rorcea are fia.!&I, IOCial. and etDllOmiC policiu or at.ate BM f11der1I 

i;overnment.a, conwmer dl.mand1 and amocraphict, anti e8UUitiahed prefeninc:e9 for 

the Drt111D.izaUon an:I finallel.ng rJl health eve. Bpedfie inllu.mu:e• include: 

o p3eral in.Oat.illn, which inaeaee&thecoa&aofl.ibcrua facilit..fe11; 

o tho aw:r.,. advanciaf ase of the U.S. publk:; 

c the ability uodar t.he curnwi aystem for hnlt.h care pnwidmt lo El 

reea and at.l.mulat.e dema11d ror eervill:es; 
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o in~alri111 llevebpoielll. and oae of coaUy medical technology, 

o un•eceHary and li»p;propriste 1>88of memmJ aervice1 and facilillee 

l>y bath pJOVi4en ar.d conmmen; 

o ._l.tin1 eoata of adminilt.ering health Cll'e 1elYicet; 

o expandq mal.i:-n~ice li!.iaalioo, J'ellult.m, in hJaher malpract:iee 

:nauraDCe pl"ftlDum;i and ddmeiYe meCiclne: 

o third-patty picyer aanmpt.ian of payment• {or health mre aavlces, 

rem~n1 t.hf pat.ient'1 inl'elll.ive te 1Doderato hi11 ar kl.al' ue &f M:-vk:ea; and 

e> lade of relional dialri"2t.ion or coordinat.IDa of >.ealth clilf1! llC'Vice,,. 

i8) Many metMc!w haw alten:ptell to cont10l coa&a unclB the <IHTent 

ayat.en. ExBmplee incbide fee 1chedule&, p••peet.he p•YJIU-'nt, capitation an·i 

manqed caJOe. CaJt. control elfortl by payen uve had cmJy lilIDled 11Uccea1 and 

have re.ult.I iJa tnnefening cost• &o ether fGl"Dl9 of care II' otJwr providers. Anol1'er 

undfi!Jahle llide el'ec:l ha bee11 tb aealionof com•y in11111rer and pl'O\ider lru~au­

cracir1, which incl8alin9-y take patie:it. care deci11Dn1 au~ of ~h~ band& of plll.iente 

and povidaN. Tha t.oLalco111. of healtlt care adminiat.ratiln \n t:'le Uni.ed States in 

1983amouoced r.o $77 billion, ar 22'1.of all Epelldill8 &ir ~Ith care.• United Staka 

inM1111m:e compaal• abtorb 12'1> or premiu- for f)Yerhaid; Canadian opentin11 

CDm.paniea talre 311>. U.S. hoBpitala devote 18~ ofhoapiUl apendiRfJ ta admilUat.ra­

Uoo IDd. bH!ins, •hile Cmadiim ho•i:itahi ditvote 8fJJ,. 1 

(9} Patient care la oft.m clic:t.Ced h)· the lt:.Dd or-erage a Y11.il11blo rather 

th•• the anat appftlfJl"iel.e tred-rnent.191imen. In aclclit.iDn, pt1tviden often are 

1ulijtcl. &D Jel.rom.-".iYe dmial ofcloim1 and .low pqment. 'l1te)' also must. devtite 

Ill batantia: rell0bl"Ctl9 &o admaiatrative meuuzea I.a en11Jre co:npliance wttlt 

i1WW1tnc:e =-equirement.t. Thete 1yatemic p::cl>lema haVI! hindered the ability of 

pro\iden to lrell& patient.a. 

C.neu.men DMn Chaare 

(10) The 'J.B. puhlie appeanCOAteeted w:th thequelityortll healb care 

llll!r\11:181 bll1. a.ppiehea•:ve abaut the aclequacy of ccnrerqe prorid.ed '1 private and 

public IOllftleR. hi 199<., 93'Ai )f Amtrican1 repur.ell t.lu.l. theyconaii.ered t•etr 

health cant ta be Df ll'Jod qual.ty, an.i only 6"' coHlderEcl thei~ care ID be hlad-

equ•'9.• b MIG\:'ler poll t.altell the 111UDe year, hcwever, Americana reported iella 

NtbfacUQQ with the ht•lth u:re •J'll&em Ulan di• t.he ""den~• of 10 othw oatiou, 

alt.ilauBh per caiita 9iJIOdlrwexceeded th1t of the Clthermumrtes.• &x.iar:ling t.e the 

eame poll,~ al Ame.;an11 desi1'8 • filnchnnea~ damp in the lnaltb cU"e llJ'ltem. 

( 11) The public'1 comen wt.la lhe at.atw quo 111.eaia hill it• fear about. tile 

adaiuec:y o( it& J&eaJth inl'laT81lCe CDM?ale• Those Wffil either emp)IY'" or pvem­

ment lanrancec:ovenge fer that them ~:m wiJL COW!f rewerexpedft!& to Ute 

fut:ire an~ thatthey, the "8r.etklariee, w;n need to PAF mon out-ol'-parut expenaea. 

Thae ...._ atew&!I fnandff. The houaehold ellare ol'fteellb llUt'Ylas and IPpp'.lea 

nNe from a low point ef 38~ in l9li0 to 42~ in :987, u both emplayen ud pwm­

mtnt. attanpted to minbmre blcreaie11 io the.\r health aare ostl.7 The ur.lnaund, on 

the other hand, have no uamtance in payins 1111dieal b1U1 aad C111mequ.e11Uy often 

pcHtpone uro. Thirty4'&ht peroeal Df tlie public in 1987 re;iorted lhat tile mat of 

melical tare of:en iahiblt.11 \111.tta t.o the ph,yeician or the puzch.a-.e of mlNtication, up 

UIJ!t fl'IMD 1981.1 Ir paople vith insufficient CO\"er&p are VJ1lu.cky eaoUBla to fat:1B • 

1:111; .. "l'Ophic illne&8, tb.11y m'ly face rmBD&:ial ruin. 

(l!} Althougl! Amerk:an11 ae un3appyobout tMir !'.ealth care BJ'Btem. no 

coneent1ua for weform ha1 emerpd. On ene hand, Lhe puhllc'a aupport. fir a go~em­

ment-Or.a-d national 'health pieo hu reached a pmt... World War U hlsh (6'1~ o~, 

p11som 1n1rveyed).• On u.~ other band, only Bt'A -"' pay mon than •rno extra i• 

a:t0ual ~ueatD IUndimch 1 prapam.111 Similarly,A::nerlcm11 fawrexpaaaionof 

aivcred health care Leaefi1a but. tippoae higher heahh can co11ta mcl ot.lier cllttin~­

tives for uiilizat.ion or 11ervitee.11 i\lthDliSh Amaricallll - 'PflDlle:I ta paying 'higher 

income tllX89 (or exJl8ndad health Clll9 lel"Ykff, they "MWli au pp'1t lauUon af 

employeni or citfaretlea ani ak:ohol farthla prpo1cn 

Bol.tl-1.-ekCo,__. 

(13) The publk1
1 uoeaBi•aa ab:nlt the adequaey Dl'1ta bmtth care •Jlllleln hu 

•pawaed • ai.:mher 1f pro..,aaed mlut.ioR•, '-;t. lack of CDIKIDIUB lwr1 c:ont.ributed &a 

paht;iea.1 pBl'lly11B in this ..,.rd Optiona tend to faU intothreecatep'in~ iocre­

:nent..: monu, 11 n'.vena.I expar.aioa af the oan-en\ ayal.er.a, or 1:iea1.lo11 af a eingle­

payer 1ysleJr. !Fore cletail~d deaaipUon of narrenl. reform propo11ab1 aee U1& 
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CloftmSlellt ,tJfa.fn tcetior: of thoJ .Mlll'Ch um: 5-eal tliie.io.r..i.) p:nMider reimburaemut levels, and adadm.trati.w mat• are low CDmpared with 

( 14J Tlunte who adwcate incremental i.eforma rawr oantlJ1Ui!ll &he puUciea of 

the paa~ deca.ca while •pancliDlf beaefite. Gcwennnent aall priftte health care 

i::MUnsn WDUJG ~ehcontral OUtillYll by &d,julliiD8 MmDlll'H-t 'lpprotthes md 

mntnlllillg ut.ili.u.llaD. The adYOClllH or UU. ltl"lltelf mey llbo t11'l'OI' 1A1Ch 1111.&.pni• 

tic mna1pta a1 ~lft: free.market, or ftFllltoly alternativn, but they are 

llnifon:aly almptial -JIM. a miapnihenaive .obtion will control ClOlta imG believe that 

Nch an appn:ach ta harmfdl to the U.S. ecoaallQ'. Al.thoqh recmt loneillllDtal 

!ef'DJ'llll, &Ch as inJBtieotMedicue outlays, J.ave ftlltnalned aome hedh tan CDBta. 

the-1n>1•U. ofonnll heall'1 care lnS.tion, -pied vrlth im1bquate J>J!Wiaion .r 
W.lt.h. care llfl'VWea, atan• u a mUc:ism of bill approach. 

{Iii) 'lhe ll8Cllnd llWPina o( refarm mftiat.iw1 would expand. the eurrent 

17atanof'h.it.h l:nmnmOlll to pnYiiemwrap ror •myo•. Emplo,yen 1i1Plllld be 

requiml. to Cll\l8r all emplcyeet1 cul 11umpl0fed dapndenta. Small buainaisH 

would be he1118d to meat ftqUUementis ·111 me .. ure1 nch u ta &nd.itl ar rial pool1. 

U-mplo)'Cd pBJ"llllDI would. De CD"41M by apsnlllom of the fedenl Medlrare and 

Madii:Ud p:iqraBm. AdVU2&el cfthil appni.:b &ouL tt1 palhical feuib.liLy bKau111t 

:ione o: the iderelted paJ'\ieB -mnamen. pwvickta, or tn1111nil'll - v..:iuld be nked 

:.c aa.c:rillee Uieil' Duic: ln\El'ftta •.Y -.au.. tG Rd• Beheme. A:lvoc:atea are diwina 

illld iaduE the ~ Ccmmiwllon, tile AmerlcaD Madical ABllOCia&iuc, -d Sen. 

EilweJd Kea118cbr ()).MA) and Rep. lle•I')' WU!lllln CD.CA). The prapoul.1 le& 

clireet.cd more toward pnnidl• univel'llll mwtrap :ltan mntrallinc uUli.s&tioa or 

pren1ic:Uas e111t•lltag. They ftUhl C:o lil&M &o wit.ail ~ c:ostly healih caff 

buftllller'llC1 er temper t.he wast.ml cluplicatlim oflechaollJIY tltat i1 a feeture or the 

cwnent. ayat.Em. 

•.16) ':'he third option ia racllQl ~rilll to aellle a liQf!:le·JHl:Yft' ll)"&t.em. 

The preclxeofcllllWhiNq would he eade• ~Y creatiq either e.centrd nnauciar 

awUiarity or• 11D"41rnJD1H1!-domiMt.ed Mt.work otpa'8ft thal wculd be able b 

cliKlpline u.. health lnau~•m:e •.)'Item. PuUaeoa lDok raworabl! on u. Cen•dia.n 

ayet&m. which provide• univenat and. :iomprelaenai'e care at leea eoat :-r pe111on 

than i.oa• t.'b.J U.S. •)'•lelll. Canad•'• Wenll aocl p~clal pvemment• cletennin~ 

&Ame of&he couatry"a -them neipllor. C..ad.n health care prcoll'fden and. 

c:Gltlllmen &PJ9EIU' to fi.wr len-hllenl.w fonna cifhul;h can lllll"Yicn, wll.h few~r 

tata and ph,.lclan en( haapitaJ vhl&a, U... tin their U.S. an1n&erput1.is ln 198'7, 

Cacada -.eat 8.~'J, of ita nat:o.ial iJlllOll1ll 011 Ae.lth ea111 a.od the U:iited Sta.1.1!11 !pent 

11. lflli. Dnplte tbla dllparity ln apendin& the nlattve health atata ot tt. cltluna 

of bath co.ntriea ha• him tompanWe. 

( 17} One ea:amplo af 1 ahtgJ..-pe;yer •)'lltan wu reeantly prapoaed by t.he 

American CaUqe of Phyairlsna, wltich calW for a national Jll'Oll'6lll ofuaiven.U 

aa:ieu fUllded bl· tu revenves. Anetlaer propaul, •>' lep. Pde 8trirk CD-CA), would 

utmd ~1188 under Medieare to all Aladcaa• and -Id be linmced by• .. rta.x: 

on lndM.dllaJ !111.'0llle11 DVlll' $16,000 and. bv' CDrparate l!lmmea. 

(18) The..m,ie-payer propaula pnporttv expUlld. Cll\f&r&p and c:oatrolcoat.11 

b7 ln!Ublt1q CDlt-llhiAins. Citlnl th• c...Hu example, p!Dp)n&ata •!pl& th11t the 

COB~ of expandell i:ovenp C8DI De Ol"lei b)' I.he aavinp illlaeftol In a aiqla-payer 

ayetem aad by the apprent l"l!ducecl demaad. for health care sal"Yiata. Quality and 

a«n1 lo .:are ahould illlfll'OVI undar llllch 8 ~· Jlropon~tthl ofa lk1gie.P'13"'r 

l)'llem believe 1mt COGtalament will ,_It hm red11ctiona In bureaucntk: ad 

admiailltraUva CD1l9. Critla an llbptiaJ, arplDg th&t bul'BllUCfl.tte mtruaiOll will 

ioaH.IB •• U.e !IJ'•Wm beonma Jftlire pcMittcba4 and tha.t a JIJ'Dll&.-.Unded provider 

cor:uaumty will be able to manipulate evem a B1q'&9-payar .,at.um In tho 411Nme al 

eQlldt. ut.ilb:at.ion aN!trolll. They cunlead &hat the Caoacliaa axpa"ience fa not 

rcl~vtmt 18 U.• eulturallJ" cli.Yene .ad eouuDWH>rlentecl U.8. aoclely. 

"J'he.AAP.t.. Taka a Poel1loa 

(19) The AAPA repreaeat1 ll,oot PA. In cliaiea.I pnctt.ce who provide 

m~cal lreatmant fol' 160 millioa patieat vieitt per ye&r.11 f'he minion DfUte AAPA 

i• to .,.,mole qaality, ~w. and 1£CeH1lble heallh cere and to promote the 

pnf1U1ional a'D11. pel'1111D9l dwelopmem rlPAa. 

(20) Th• AAPA vie- Ila nle and t'het ot il• membera u one of abocacy ror 

im:ellenee in JN.~L "'8. The AAPA IMtieYllll lb.L it hae aa obliptioo to addnlisa 

the dellC.encin In th~ U.S. heahh care 1,.tem. aocl, wllere p>allible, to adv•nce 

• 
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prapollla to ~JTllCt t.heae .-elidead.1111. ln 11 11i:irit of lnqair/ 11ntl eoopent\on, lhe 

AAPA 11eek1 a diakJrue on the iaue of a natiow health care prorram. 

(21) 'lhe Wlo111oing priAc:l,_ •n adYDalted 111 pldaliDH for the dewlepmeni 

of'• na;ionl '.wal~ c~ program. 

Mllal• 

(22) Th@ miuilln ol' a national l.e.it.h care JIXlll'&m le to entnJreaeceu to 

~ily, mat-elfetUYe heath cen !Gr an .,..;ellb of the Uot&ed State•. He.Ith care 

le defined. u activltles or .el"Yica hatetMled Ila heal iajurie6, lldaimize 8'J1Teri.os, and 

pre¥er:t or cure di••-· 
8antcM 

-:23) A naticnal hedlh care program '1toald provide b•k health ca111 eernc.. 
to all reatder.t11. Tf-eae 1el'Yicea shaulcl lnclu~ .U ... lndream meclieal. clH&.al and 

mental health ..-.tees. 

(24) The IClDJle ofkllfc health rem llt!rviou pruridN under• oaUooal health 

cue pl'Otp'an ahould he iistermlned hs public policy, ia.ftuenoed by qualified Jaealth 

care t=tateniDQllhl UMI co;isuimn, and baNcl on mallhlentiom ,r meclical effud.ive­

llHI, ~ ....-ment, bioetbia, and reaounea (human, lnand.al, and 

1'811ee..."Ch). 

(26) A oati:mel. he11hh care pnpm muld l!l 1&11ft that health care llH'ftCll 

QOn(onn to 1cmpi.tde lllmdanla of C818. 

l&raatare 

(%6) Health can: MlrYic:H ahauld be pravtded lt,J qi1aliftet pel"lan11 who 

practice a &eam a~pt'Olldl to cens. Patieota 1hould ntalna choice of provide::'lll, ha.ve 

att11• to a variet.J of hetilt.h 11el'W:ea, ancl aliwld m 1atl.aed wilh Lhe quality of care 

of&sred by ti.e pt0riden m.d the health care IYll'e111-

P'roviden 

(21) The uuc:luM of a natio•l hedh UN pl"Dl(J'ml, fr.duding elitJibiH.ty and 

reimbun-1. criteria, •hoult be dtilenni:c.ecl h1 ·.he federal pvemment.. State 

119"8rmnenta llaj admW.•t.er Qie prqram 11nclu 11ational guidalinee. Pinam:ing 

meclllaniflra 1houW u111re aihquatefllndbg, be fliir, eq11lteblt, end inelude tnat 

cont:-0111. C•oe au<h -\aniam i1 • mmWn 1Uon rl. propeuiw Income tax and 

-. ......... _______________ ~_ 

CD1')IOnle ..... ileslfnated r ... health care. 

(28) The A.APA. advocat.ell a :aatteaal hea!Lh cue pJ111r81D -.aecl n theR 

pr1IJciplea beca.we themltims frapim&ea ayiH.m kihBNta .-mil i1 lnbeftllltly 

ln01t.iooaJ)'. 0.:IJ a WBll-manapa 118tiom1 h9111U. Pftlll'Ull *1 iruannt.ee UDi\el'B&) 

._. ani modffate ualth n•• apeadilurm. c..t c:oel1olt ID tlala program el:.mald 

l'oalll on pr8'8DMan ofl1t11PPJl'PriM8 Qlat--1~, elhm.nat.lm ol aceaa D-.>rvalXftlcy, 

anliu• ornnmmwnt mechanillm that recliaturneceumy Dtilila&loo ct 
aomcaa '!Without inlttMting hanefu:iary ll&Xl88S ta DSCe8l81)" Ml'Yi"'9. Bft"o'lts 81tad.t 

.&n be m1de to rafona the malpr.ctlas .,..aem U. • ,..,. that will Ncdt both 

praWlenand p!ltieDk. Rueardt to ellmlaale cmtly, lnetrectlw medical pro.:ei.urea 

alteuld c:antinue. AIUw:rutrfi tlJeae 8'.tlpa wiU INIZ8 mWent.iill eevl.np. adclitfoa.al 

rewiu11 llkely will be needed to prvftde c:aivenal llOCl8•. 
(29) The AAPA bellewll that. • a.UO..al healtlt caN ,ragram lhcruld enlr.am:e 

the rvlatJDndllp hetw.n the patieat Md the health cue prad.it.il>ller. 'l'lle patient, 

aad wllea appnpria(.e, I.he patiad'• l'aaily, i!hmld be the ulimate deeis!cin md.en 

le matt.era of tnet.mant alter reaeiring am patent metltca1 advke. Health c.re 

prditloaerw haw anablifa1jon ta educate their patient• nvardhig ho ... to pruuta 

halth, prevant di-•, anci •*' from a.moq t.re._t optlan•. Working tapther 

umder the protec:tfoD ol a Dl&Lanal heaKh cans pJDlram, patlen&a -d pnctitlor:en 

na mah ratfanal, ln&irmel decilll.ona UA collectively will lmpro'l'e the nation's 

halt.h lliat11• while modenr.ting :n..tion-.1 healtli can llll•t•. 
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April 25, 1994 

Ms. Patti Solis 
Special Assistant to the President 
Director of Scheduling for the First Lady 
The White House 
Washington, OC 20500 

Dear Ms. Solis: 

Last month, you informed me that the First Lady more than likely will 
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. Ointon to speak to the 
attendees by _:;atellite;.. 

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

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

~~~ 
Stephen C. Crane, PhD, MPH 
Executive Vice President 
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Director of Scheduling 

Dear Mrs. Ointon: 

The more than 27,000 physician 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 Antonio, Texas, this 
a>mingMay. 

AAP A applauds the work you have done to bring public attention to our 
health care crisis. We would welcome what words of encouragement and 
enlightenment you may have to help us in the national effort to make 
universal health care coverage a reality. 

We have set aside time on Wednesday, May 25, from 10 to 11:30 a.m. for a 
general session for all P As. 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. 

I look forward to hearing from your office. 
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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. Ointon 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 P As 
An article about the differences between PAs and nurse practitioners 
An article about P As in New Jersey, the latest state to pass legislation 

to allow P As 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. Ointon may want to keep in mind 
when addressing the group: 

• Of the more than 23,000 clinically practicing P A5, 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 P A5 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, PA5 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: 

• Era 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 P As 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, AAP A, 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 P As 
and AAP A 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. Ointon 

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

10:30 a.m. or so - Mrs. Ointon 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 P As will read questions that have been submitted by 
the physician assistants attending the conference 

(more) 



1•" 'I .... 

to: Patty Solis 
from: Steve Crane, AAP A 
date: May 17, 1994 
Page Three 

10:45 a.m. - Elderkin will thank Mrs. Ointon for taking the time to address the P As 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 Ernesto 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. Ointon's presentation or 
about the AAP A 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 (P As) practice medicine with the 
supervision of licensed physicians. 

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

• P As are educated in a medical program and are qualified to 
treat approximately 803 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; 343 in towns 
with fewer than 50,000 people. 

• Seventy percent (703) of all PAs practice in outpatient 
settings (clinics, HMOs, medical offices). 

• PA distribution more closely matches the population than 
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. 

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

33% 

30% 
Over 55% of all Physician 
Assistants Practice in 
these Major Specialties 

20% • Physicians 

16.7% Ill Physician Assistants 

10% 

Family/General Internal Emergency Ob/Gyn Pediatrics 

Source:PhysicianCbaracterietig&ndDiebibutionin theU S 1993 American 
Medical Aaaoc:iation, and 1993 Cenaua American Academy ol Phylician Aa­
llistanta (AAP A). AAP A include1 emergency medicine when di1CU111ing primary 
can becauae of the large number of people relying on hoapital emergency room• 
for basic aervicea. 

Geriatrica · 1., 

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 803 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 443 
from 1990 through 2005. 

Americon Acodemy of Physicion Assistonts 
950 N. Woshington St.,Alexondrlo, VA 22314 

(703) 836-2272 
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PHYSICIAN ASSISTANTS 

Official Definition of 

Physician Assistant 

approved by the 
American Academy of Physician Assistants (AAP A) 
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, P As 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 foJlow 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 diagnostic and 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 coJJeges 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 coJJege 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). P As 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 aJJ 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, P As 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 P As 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 th4! new health practitioner move­
ment Of the 1960s, physician aBBUtanlB have demon. 
strated th4!ir clinical effectiveness both in terms of 
quality of care and patient acceptance." 

- Eighth Ile port lo the Pre•ident and CongreH on the 
Stahu of Health Penonru1l in the U11ited Stale• 



PRACTICE SETTINGS 

Physician assistants (P As) 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, P As also are filling roles 
that were not anticipated when the profession began. Some 
of these practice settings include nursing homes, HM Os, 
and occupational medicine. Many hospitals, faced with a 
shortage of physician residents, have discovered the value 
of physician assistants. P As 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 30o/o in hospitals 

Nursing Home/Other Settings 2% 

Correctional Facility 2% 

Public/Private Clinic 10% 

Other· 14% 

Emergency 
Medicine · 9% 

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 fas test 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, P As provide care 
that iB equivalent in quality to the care provided by 
physiciaru.• 

- Offi.ce o(Tecl&nololfy AiuHmenl 
Congre., of IM United State• 

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 assi11-
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 
off er specialty training. 

The Students 
The typical PA student in 1992 had a bachelor'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 
Obstetrics/Gynecology Biochemistry 

I 
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) 

• 
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 maldistrib ution of physicians and enhancing cost­
effectiveness in health care." 

- Ei1hth Reporl lo tM Pre•U:knt and CongreH on tlu! 
Stahu of Health Person1U!l in tlu! United Slate• 



PAs INTHEUS 

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 P As, 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 ofa 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 aasistance 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 
unneceBBary health care costs." 

-Unit4!d State• Congre•s, 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. 

•a 
"b 
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PHYSICIAN AsSISTANTS 
ORGANIZATIONS 

American Academy of Physician Assistants 

The American Academy of Physician Assistants (AAPA) is 
the national professional society for P As. 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 AAP A 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 
AAP A members. 

For more information, contact: 
American Academy of Physician Assistants 

950 North Washington Street 
Alexandria, VA 22314 

(703) 836-2272 

National Commission on Certification 
of Physician Assistants 

The National Commission on Certification of Physician 
Assistants (NCCPA) is an independent organization es­
tablished to assure the competency of physician assistants. 
The NCCPAwas formed in 1975 by AAPAand 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 P As. 

For more information, contact: 
NCCPA 

2845 Henderson Mill Road NE 
Atlanta, GA 30341 

(404) 493-9100. 

Association of Physician Assistant Progroms 

The Association of Physician Assistant Programs (APAP) 
shares its national headquarters with AAP A Whereas the 
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. 

30,000 

20,000 

10,000 

For more information, contact: 
Association of Physician Assistant Programs 

950 North Washington Street 
Alexandria, VA 22314 

1970 

(703) 548-5538 

Growth in Number 
of Physician Assistant 

Graduates 

1975 1980 1985 1990 1995 
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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 (P As) as qualified health 
care professionals who provide essential, cost-effective health care . 

.&. 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. P As 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. 

P As 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 . 

.&. 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 (AAP A) 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 . 

.&. 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 P As and to support the removal of inappropriate barriers to 
practice. The AAP A seeks the addition of language directing the Secretaiy 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 . 

.&. Increased access for Medicare beneficiaries 

The legislation amends existing law and extends Medicare coverage for outpatient physician services 
provided by P As from rural Health Professional Shortage Areas to .all geographic areas. Reimbursement 
would be paid to the PA's employer at 85 percent o( the physician's lee. 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 Corj:>s ($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 AAP A recommends modification of the 
recapture provisions for P As unable to complete the 60-month mandatory service period and extension of this 
credit to P As working in underserved areas prior to 1995. 1he AAP A recommends the extension of the tax 
credit beyond five years. 

The AAP A also recommends that Medicare bonus payments, currently available only to physicians, be 
authorized for P As 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 A.AP A 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, AAP A 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 AAP A 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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.. Special Communication 

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 

NA TI ON AL 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 
(P As), nurse practitioners (NPs), and 
certified nurse-midwives. Although re­
cent studies have addressed differing 
scenarios of the projected roles of 
midlevel providers, 1'° implementation of 
initiatives that involve P As may be in­
fluenced by an overall shortage of P As, 
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 P As and discusses the potential roles 
of P As 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-

. "ider model proposed in 19618 resulted 
in the development of the first PA pro­
gram at Duke University School of Medi­
cine. According to this concept, P As 
"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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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.0 

PA EDUCATION 

By 1993, there were 58 accredited PA 
programs in 29 states and the District of 
Columbia and 27 403 program gradu­
ates.10·u 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.12 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.t3 Following the or­
gani.z.ation 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 P As.14 

According to the current Essentials 
of the Committee on Allied Health Edu­
cation and Accreditation, P As 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."t5(p8> 

Clinical services performed by P As 
are described by the Essentials in the 
following six categories 151Pp&-7l: ( 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) couMeling--instruction 
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and counseling of patients regarding 
compliance with prescribed therapeutic 
regimens, nonnal 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.16 Courses in 
the basic medical sciences account for 
77% of the didactic component of PA 
education, with the remainder devoted 
to behavioral and social sciences. Edu­
cational programs for P AB average more 
than 1004 contact hours of didactic in­
struction.17 These courses are typically 
followed by 9 to 15 months ofphysician­
supenised clinical education in both in­
patient and outpatient settings in ur­
ban, inner-city, and rural communities. 

In some AH Cs, 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 P AB. 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
aerved communities, including content 
on substance abuse education for health 
professionals, geriatrics, mental health, 
health care for the homeless, women's 
health initiatives, environrnental/occupa­

. tional medicine, medical Spanish, and a 
general orientation toward prevention 
in the delivery of health care.u 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 
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in rural communities ( < 10 000 popula­
tion) as nonparticipants (33% vs 16%).00 

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. 21 More recently, a sat­
ellite educational project developed by 
the University ofWashington-MEDEX 
Northwest Physician ABsistant 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 ruriil PA deployment. 

Several PA programs have developed 
master's degree majors for P Ai; 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 ofNebraska­
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 P AIMS degree in preventive medi­
cine is offered at the University of Iowa 
in Iowa City. 

AHC-Affiliated PA Programs 

Of the 58 accredited primary care PA 
programs, 27 (47%) are sponsored by 
AHCs. Twice as manJ-· 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 AH C-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-ARC-sponsored students.22 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
gram23 by providing interdisciplinary di­
dactic and clinical education in popula­
tion-based competencies, by continuing 
emphasis on health promotion and dis­
ease prevention activities,24 and through 
PA faculty service and student rotations 
that augment community access to 
health ca.re services. 

Funding Sources 

In 1993, 33 PA programs received 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 ABsistants 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.22 Fiscal year 
1995 authorization is $9 million. 

Title VI I 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
&0ring 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 
offederal 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 AH C­
sponsored programs and $7546 per year 
at non-ABC-sponsored programs.:!! 

Response to Federal Initiatives 

Educational programs for P As 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 
immuniz.ations, 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 P As 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 1993 
Specl•tty N"'938 N.3418 N-4312 PWl552 N-10892 N-14748 

Family practice 43.6 52.0 49.1 42.5 38.7 34.5 

General internal medicine 20.0 12.0 8.9 9.2 9.5 9.5 

General pediatrics 8.2 3.3 3.4 4.1 4.0 2.3 

General surgery 12.1 5.5 4.8 5.1 8.8 6.4 

Surgical specialties 6.8 6.2 7.7 12.5 13.8 20.8 

Medical specialties 3.9 6.3 2.7 4.8 7.1 6.0 

Emergency medicine 1.3 4.9 4.5 6.4 6.5 8.2 

Occupational medicine 1.8 2.7 3.1 4.1 4.1 3.1 

Othert 4.3 7.1 160 11.3 7.5 9.4 

•Sources of data are references 10 and 29. 
tOther includes pediatnc specialties, physical and rehabilitation medicine, psychiatry, public: haalll1, and radiology 

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

Programs to promote PA practice in mi­
grant health settings. 

Faculty 

Educational programs for P As 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 P As 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.25 

As with most professional schools, no 
formal pathway exists for PA-specific 
educator training. Clinically experienced 
P As 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. 26 Of the PA program personnel 
identified as faculty in 1993, 13.6% held 
doctorate degrees, 35.2% held master's 
degrees, and 49.2% held bachelor's de­
grees. The remaining 2% held associate 
degrees (1%) or were not reported.22 

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.22 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 2&-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 P As 

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 P As 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. 10 The 28% of P As 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 
P As practice in communities with a 
population off ewer than 10 000, and 34% 
practice in communities with a popula­
tion of fewer than 50 000. More than 
86% of all graduate P As remain in full­
time clinical practice.10 

Changing Profiles 
The demographic profile of P As has 

changed markedly since the profession's 
inception. Although it remains a relative­
ly young profession (the mean age of P As 
is 40 years), the proportion of women 

P As 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.10 

Nearly 35% of all P As are employed in 
private physicians' practices (either solo 
or group) and 28.5% practice in hospitals, 
with other P As distributed in health care 
settings such as managed care organi-
7.ations (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. Nat.able employ­
ment trends reveal fewer P As in family 
medicine and more P As in medical and 
surgical subspecialties (Table 1). The pro­
portion of P As employed in hospital set­
tings reflects a relatively stable distri­
bution over the past decade (Table 2).27 

While PA practice settings continue 
to diversify, the largest percentage rer­
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.8 Despite 
the fact that most P As 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. ZB 

Income 
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 P As in all practice settings and spe­
cialties was $53 500, excluding fringe 
benefits and part-time income. Th~ 
employed in surgical specialties earned 
an average of $60 800 per year.'l!i In a 
1991 study of 6228 P As, 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. 30 

PA Productivity and 
Cost-effectiveness 

The potential roles to be assumed by 
P As 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 P ~ 
have been described and measured by 
the time spent per visit, average nwn-
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Table 2.-Trends in Physician Assistant Practice Setbngs. by Percentage. 1981 Through 1993" 

1981 1984 1987 11193 
PrKtlce Setting Nm4312 Noo6552 N-3309 Ma14746 

Privale alficet 35.8 3".5 33.2 3".6 

Hospital 29.5 31.3 286 28.5 

Ambulalory clinrci 24.9 17.7 170 20.4 

Heatth mmntenance organization NA§ NA 6.9 7.3 

Mililary 9.4 7.3 7.6 4.6 

Olhe~i 0.4 9.2 6.7 4.6 

*Sources ol data al'8 relel'l!nces 10 and 29. Data for 1987 &I'll from reference 29 only. 
tEilher solo or group praebce. 
tlncluoescommunity-based public, privately sponsorad, lnner-dly, 8'tlstanoe abuse. student health, OOIT8CbOnal 

m11d1cme. and rural health clinics. 
§NA indicates not available 
IOlher inclueles Veterans All&1rs (4.2%) and nU!Wng homes (0.4"4). 

her of visits per unit of time, number of 
office visits or procedures, charges gen­
erated, overhead reduction, and in­
creased physician activity.ui-34 In 1993, 
outpatient-based P As saw an average 
of 22.1 patients per day, compared with 
an average of 15. 7 patients per day for 
inpatient-based P As. 10 AJthough many 
variables are influenced by the actual 
practice setting, the evidence suggests 
that physicians can increase their prac­
tices' output by employing P As, and P As 
"are capable of carrying substantial pro­
portions of the workloads of primary­
care physicians.""P'-11 

Quality of Care 

Indicators of the quality of care pro­
vided by P As have been measured by 
comparing processes and outcomes be­
tween physician- and PA-provided care 
with regard to functions perfonned by 
both. Within their areas of competence, 
PAs have been shown to provide care 
indistinguishable in quality from care 
prO\ided by physicians.05 Indirect in­
dicators of quality, such as physician 
acceptance and patient satisfaction, have 
also been favorable.llfi.37 However, exist­
ing quality-of-care studies of midlevel 
providers have recently been criticized 
for being dated and methodologically 
flawed.38 The need for current data de­
rived by rigorous health services re­
search methods is clearly indicated. 

Responslblltty and Accountablltty 

State legislation governing PA scope 
of practice exempts P As 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 respmui,eat tntperior, 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.''lllllp102

> Al­
though the supervising physician retains 
"vicarious liability," PA practice account­
ability has progressed from a delegatory 

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 super\'ising 
physicians, and P As maintain direct li­
ability for the sen-ices they render to 
patients. Supervising physicians, who de­
fine the standard w which PA services 
are held, are vicariously liable for ser­
vices performed by their P As under the 
doctrine of respondeat superior. 

COMPARING PAs AND 
NURSE PRACTITIONERS 

A recent study estimated there are 
27 226 NPs, distinguished from other 
registered nurses by st.ate 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.40 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 rnidlevel 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 P As and NPs.19 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 educators oft.en 
"cross-teach" between and among pro­
grams. In California, two programs 
jointly train P As and NPs within the 
same department, and approximately one 
third of California P As are also nurses.•1 

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,'2 whereas another 
reported that PAs had more direct pa­
tient encounters and generated t'Aice 
the gross dollar income per day when 
compared v.ith NPs."1 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 continue$ on the 
practice productivity advantages and 
disadvantages between PAs and NPs, 
but researchers appear to agree that 
the potential for increased producti\'ity 
for both groups is greater in larger prac-. 
tices and managed care settings. Nev­
ertheless, both P As and NPs directly 
reflect physician levels of task delega­
tion in their clinical productivity.• 

The practice of P As is regulated un­
der states' Medical Practice Act pro\i­
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 P As 
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 (NPsJ vs depen­
dent (P As) practice relationship~ with 
physicians." This divergence may ha\·e 
important implications for both profes­
sions if health reform measures include 
greater roles for P As 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 P As in 
such a system are still undetermined. 
According to the US Public Health Ser­
vice, P As "have become firmJy 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 authoritJ' to 
prescribe, and the increased use of P As 
in hospital-based settings as a means of 
cost-control '6(J>

7
> 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 
canH>riented 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 P As and other 
midlevel providers in inpatient specialty 
settings. This may occur as a result of a 
PPRC-projected loss of 11000 residency 
slots. 46 Among the PPRC recommenda­
tions was a call for increased funding for 
specialty-trained PAs and othermidlevel 
providers to maintain levels of inpatient 
care previously provided by residents. 
Another report reinforced this proposal, 
suggesting a need to detennine "the ex­
tent to which nurse practitioners and 
physician assistants can substitute for 
and enhance both generalists and spe­
cialists ... .''2(pHm> 

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 P As are initially em­
ployed in specialty settings, the more 
plausible solution to the potential de­
mand for more specialty-trained P As 
may be to increase the number of post­
graduate and master's level specialty 
programs. The projected number of P As 
who will graduate in 1994 is 2100. If 
Title VII educational grants increase as 
projected, approximately 3300 P As 
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 ofapproximately 41 000 P As 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.47 However, the distribution of PA 
practice settings will likely be influenced 
by a combination of market forces and 
reform initiatives. 

Hospital-Baaed PAa 
As the proportion of P As working in 

primary care practices declined during 
the 1980s, the proportion of hospital­
based P As remained relatively stable. 
However, the distribution of P As within 
hospital settings has changed, from 
fewer P As in hospital-based outpatient 
clinics to more P As in inpatient service 
roles. While P As employed in the sur­
gical subspecialties increased from 7.7% 
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in 1981to21.7% in 1993, PAs e~ployed 
in hospital settings ranged between 28% 
and 31.3% (Table 2). By 1992, 48.6% of 
practicing P As 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 P As. As a result, PA use in inpatient 
care roles in a wide variety of hospital 
settings has become commonplace. 

A recent study of 1690 hospital-based 
P As revealed that 45% held the job title 
of or were identified as "house officers." 
More than 90% had formal medical st.atf 
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 physicialVhouse officer sub­
stitution performed by hospital-based 
P As, the authors recognized the need for 
additional PA education in liability pro­
tection and risk management and addi­
tional research in levels of responsibility, 
outcomes, and privileging issues. 

PAa 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 P As assume a range of duties 
in a variety of clinical settings, it appears 
that physician attitudes toward P As play 
a major role in staffing decisions; thus, 
midlevel provider distribution among 
similar settings within the same organi­
zation can differ significantly.43 

In ambulatory managed care settings, 
P As 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.49 This finding is consis­
tent with observations made in rural 
private practices, urban ambulatory care 
clinics, and geriatric settings.19 In a large 
group-model health maintenance orga­
nization, physicians and P As were found 
to see a similar number and type of adult 
ambulatory patients on an hourly, daily, 
and annual basis, and P As were em­
ployed at approximately 50% of physi­
cian costs.411 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 P As 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 1900, P As were recognized as health 

care providers by the medical licensing 
boards of 49 states and the District of 
Colwnbia; Mississippi is the only state 
that does not recognize P As. State leg­
islative and regulatory agencies main­
tain control over the patterns of utiliza­
tion of P As 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 tenitorialism, 
licensure restrictions, educational isola­
tion, physician resistance, and institu­
tional inertia. 3 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, C'lll'­

rent data that more clearly define re­
gional and national baJTiers to PA prac­
tice are needed if health system reform 
plans include an increased use of P As. 

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 ofa referral 
system, frequent consultation, and peri­
odic review) are said to be synonymous 
with a well-designed health system. 50 The 
P A'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.51 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 P As to 
provide needed services that might oth­
envise be unavailable. 

Prescriptive Authority 
A total of 35 states, the District of 

Columbia, and Guam authorize P As 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.r.:z 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
men t 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 P As 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 
P As practicing in rural areas tripled, 
from 5% to 15%.681>4 

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 9fr210), 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 
P As. The practice of P As is also com­
plicated by state-by-state Medicaid re­
imbursement policies that remain incon­
sistent. The services of P As 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 P As, 
especially where on-site supervision is 
not always required, and where P As 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 P As are always reimbursed to 
the PA's employer; thus, these variables 
must be considered when determining 
the most cost-effective use of P As. 

PAs AND HEAL TH 
SYSTEM REFORM 

The roles to be assumed by P As 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 ex.ample, AH Cs 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 pro\i­
sions affecting P As, but many questions 
relating to the prospective roles for P As 
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, I.2.U,t6.66 the fact remains that P As 
are inextricably dependent on physicians 
for their employment and supenision. 
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.Cili 
The American Academy of Physician As­
sist.ants reaffirmed that the PA profes­
sion does not seek independent prac­
tice, direct reimbursement from third­
party payers, or federal preemption of 
state practice act.s.67 Nevertheless, if 
health system reform initiatives include 
a greater role for P As 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.56(p3l6> 

While the PA profession acknowledges 
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First Person I PHYSICIAN ASSISTANT 

'I have more time 
than most physicians 

to spend with patients' 
Name: Joan Schulho:ff 

Background: Schulho:ff, 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. Schulho:ff 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, 
st.able 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 tiring is, 
the patient very oft.en wants to see a 
PA because we have a little more time. 

In 35 states, plus the District of 
C:Olumbia and the Armed Forces, PAS 
can write prescriptions. In Illinois we 
don'tyethaveprescriptiveprivileges, 
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 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 Tuuhy Health Center is the fa. 
cility where most of the refugees 
from the former Soviet Union receive 

their first medical examination aft.er 
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'kiay med­
ical evaluation, oft.en 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 oft.en 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 PAS do that whole ini­
tial screening. If patients need ongo­
ing care-and many of them dcr­
tbey 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 
'Ibuhy 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 so 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 clalms 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 
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 
rm 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 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 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. 

'lb 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 
eciences. 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.• 

/T!Uro~w by free-lance wri.Ur Norma 
Libman. 
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r First ,Of st ate Is physician assist ants 
beQin entering the medical system 

By DONNA LEUSNER like the HIV clinic run by St. Michael's 
P~v§j~p assistants are slowly Medical Center in Newark or the city 

beain~":::g practice medicine along- health department clinic. 
"""-· Sister Dolores Lew divides her 

side New Jersev doctors aft.er 20 years time between both places, learning 
of resistance from the medical com-
munity and a year-and-a-half after how to examine, manage and treat pa-
Gov. Jim Florio signed a law allowing tlents with sexually transmitted dis­
them to work in the state. eases and HIV as part of her third and 

The first five licenses were ap- final year in the physician assistant 
proved by the state Board or Medical program run by Rutge11 University 
Examiners on July 14, although a -
dozen physician assistants began i 
working in hospitals two years ago as 
part of a pilot project. I 

Working under the supervision or 
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 or the health 
care team, especially one who can be 
hired after three years of classroom 
and clinical training for $40,000 to 
S60,000-less than half the price of a 
general practitioner. . 

Beyond the walls or hospitals, 
physician assistants can be a valuable 
asset in community health f~cilities 

and the University of Medicine and 
Dentistry ofNew 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 6 
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Physician assist ants entering medical system 
Continued 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 
P.As," 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, clinical coordinator of the physician assistant pro· 
grar:i at Robert Wood Johnson Medical School in Pisca-taway, 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 
light 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 
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 llttle longer, it 
serves the public," Jacobs said. 

Nicole Gara, director of govern­
ment and professional a!Tairs 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 
ftrst live 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. 



Health-care ddiw:ry is undergoing 
radical surgery as lawmakeIS and 
provideis grapple wich the need co 
expand aca:ss ro healrh care wirh­
our rompromising rhe qua/icy of 
parienc services. 

The sap between rhe demand for 
primary care and rhe nwnber of 
available physician providcr.i likdy 
will be bridged by non-physician 
professionals, advancr-praccic:e 
nurses (APNs) and physician a.ssi.s­
uars (PAs). 

As APNs pursue a carrier age..da 
char wiU give chem moll: au­
conomy, rhey are enrounrering o~ 
position from borh doctoIS and 
PAs who say physician supetvision 
is essenrial. 

How importanc is physician su­
pervision of nurses and/or PAs to 
rhe imi:grity of rhe healrh-aue S):S­
tem? Should APN primary-are 
specialisCS-nUISe practirioneIS­
be enrouraged to work indepen­
dendy, chat is, not under tbe direc­
tion ufa physician? 

We asked a nUISe practirioner, a 
physician assisuat and a doctor 
who wofied as an RN for 15 
yeaIS ro rommenr on the emeIJinB 
independent role of nulie practi­
tioncIS. (Our panel's telephonc­
ronfen:nce dialOB has been edited 
for space.) 

D;.- Judge, RN, MSN, a ca­
rified primary-are nUISe pracri­
tiona ar rhe UniveISity Healrh 
Service at rhe Univernty of Cbica­
go, is chai!pelSOn of rhc minois 
Nurses A.ssocuwon Council of 
NuISe Practirioners, Chicaso. 

Roa Nelson, a cenilied physi­
cian assisuat at Cedar Springs 
Medical Center, Cedar Springs, 
Mich., is rhe fonner presidcnc of 
the American Aaukmy of Physi-

AWstanrs. 

Dr. Rebecctt 1"11tchin, a fourth­
yr:ar resident in ancsrhesiology at 
Loma Linda UniveISity Medical 
Center, Loma Linda, Ca/il, 
wofied as a registered nUISC in 
critical care and pediatrics from 
1969 to 1984, before enterini 
medical sclJooJ in 1985. 

J 
uclge: Of cour.;e nurse 
practitiorun should wort 
independently within their 
scope of practice! Supervision 
of nursing functions by a 

physician is not neces.sary. 
C.Ollaboration with a phY5ician, 
however, for practical pwposcs, is 
always neces.wy, unless a nur.;e is 
perfonning only nursing functions. 

There are some areas of overlap 
(of · care and ph~ 
care~ don't think superWioo 
is ~· There are many· . 
studies thal show thaL 

lleleon: Nursing activities are 
besc defined by the nursing profes­
sion i!sdf. My belief-and !he be­
lief of the PA profession-is that 
the practice of medicine by P As ~ 
quires the supervision of a physi" 
cian. And that supervision should 
be defined by the physician, t>ic PA 
and the swe's practil% code_ 

Plltchbu I think there are 
some (n~ functions) that may 
not require direct physician super­
visio1L lncidentaUy, I personally 
prefer the terms collaboration and 
collaborative practice. 

Above all, we must remanber 
that eadi patient is a whole pmon 
and that we can't diyide a hwnan 
~ into separate {effitories of 
nUJ'Slllg practice (and) mcdicaL ..• 
It's sometimes difficult to define 
where the nurse's scope of practice 
and the physician's scope of prac-

P fe · lly~· .... 'l' , r ·; · · o ro ss1ona •• J .• t_.m,Hl",, 

Do APNs need 
_doctor supervision? 

NP, physician and PA face off 
tia: begins and ends. 

But if there are times when col­
laboration is indicaled and neres­
sary, then I think we've answered 
the question: "Should muw:s wort 
independently?" I say no. 

.kldgr. I'm sort of Wl<Xlmfort­
able that we're (debatin&) indepen­
dent practice by nurses, even 
though nur.;es are oul in rural areas 
(where physicians are scan:e) and 
practicing independently right 
now-and lhal's okay. 

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

munity, or an affluent suburban 
community, or an inner-city ghetto. 
... The besc way to consistantly 
deliver quality health care is for all 
parties--<loctors, nur.;es and P As-­
to si1 down 1ogether 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 ellperiena:d is wha1 I 
refer 10 as the smoke and mirrors 
of collaboration and supervision ... 
Hopefully, we all mow wha1 our 
limilations are, and lha1's what 
makes us adcqua!C and good 

·Chicago Tribune. Wednesday, June 30, 1993 3 Nursing News 

also ran July 7, 1993 in Allied Health 
Section 

professionals. 
We're all interested in promoting 

belier delivery of health-care servic­
es, and that requires someone 10 be 
the he.ad of the ll:aln. Somoone has 
10 be the capiain of the ship. Obvi­
ously the physician, in terms of ed­
ucatJOn and background, is the in­
dividual IO provide that kind of 
din:aion and supervision. 

.ludge: Nur.;e practitioners are 
nol proposing 10 do medical care. 
We are providing health care. lnci­
dentaUy, I just have to gee on rec­
ord as saying I don 'I 8"'CC with the 
doctrine that the caplaln of the 
ship is the physician. 

Reporter: Who is beoer pre­
pared to provide primary care, a 
nur.;e practitioner who is working 
withoul direct supeMsion or the 
physician IWislant who is always 
wider" a physician's supenisioo? 

Patchin: Obviously, it's nice to 
have things blact and white I per­
sonally don'I sec that you can say 
who is best and who is worse. You 
have to look a1 the cducational 
preparalioo and the situation. 

Nelaom I really don't think ed­
ucation is the i.wie. The issue is 
the (provider's) qualifications to 
completely take care of patients. 
P As are uainod in the physician 
model; they're !rained to manage 
patienlS USlllf the same approacbcs 
lhal are WJ&ht to physicians. 

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

Nelaon: The bottom line is the 
safe practice of medicine by P As 
reqwres a supervisory relationship. 

And lhat SU . rdalionship is . 
determined i:=1aw, the physi­
cian and the Practicin& PA. 

The ICam approach to health 
care is still the most effective 
model for delivery of health-care 
services. . . . P As are part of that 
equation. 

.ludgm (Expanded) primary 
health-care services are basic to ri­
fective health-care reform .. : 
Wha1's really imponant to nurse 
practitioners, so we can conrinue to · 
provide access to that care, is pro­
fes.Wnal recoenition. (which in­
cludes) ~e authority 
direct reimbursemenL 

htchin: I worked (as an RN) 
in a physician's office for a year · 
with a lilmily practia:r and a pcdia- , 
lrician, and was using some on-lhe­
job training skills at that time to do : 
pediatric well-baby checks and . 
female physical asw:ssmenlS ... 
When I loolred at my fu!Ure life 
and career, I made a decision 10 go · 
(IO medical school), rather lhan to . 
go imo advancc-practia: nW"Sing. 
1bat was a conscious decisiolL 
And ii was based on my belief 
then, and my continuing bdief, 
that the physician is the capcain of 
the ship. 

We need to ensure that our 
citizens have ~ to quality 
health care_ I believe the best w.ty 
to ensure tha1 is through a ICam or 
collaborative approach. And to me, 
that does nol mean having inde­
pendent (APN or PA) prat;:tioes. 

lntaview.s by Mary Permon 
. Kauifokl RN, a CJUawo fn:daOCe 
writer. 



Targefssue 

'War' looms 
as APNs seek 
independence 

Chicago Tribune June 30, 1993, Special 

By Mary Petel'SO!'l Kauffold, RN ~eetion 

A 
dvance-practice nurses arc detennined to shed 
~e last ~ of their physician handmaiden 
image and Wlil the respect, autonomy and re­
muneration that they say still dudes them­
even if it takes an act of congress in the name 

of health-care ref onn. ·· 
~th physician an~ nurse groups arc mmhalling 

therr member forces m what may be the most volatile 
health-care twf battle in a long time. 

At ~e "is money and control," said Nancy 
McGmn, RN, MSN, a certified nurse practitioner who 
is a staff specialist in workplace advocacy for the 
American Nurses ~on. 

The ANA's position is clear. The time is long over­
due to make prescriptive privileges and direct reim­
burse!flent for services legal nationwide for advance­
praCtice nurses (APNs), who count among their ranks 
ab!:>ut. 30,000 nurse practitioner.;, 5,000 nurse 
nndwives, 40,000 clinical nurse specialists and 25,000 
nurse anesthetists. 

The ANA solution to the shortage of primary-care 
eroviders is simple: Rethink the definition of provider. 
Some 60 to 80 percent of primary and preventive 

care traditionally done by doctoB can be done by [an 
APN] for I~ money," asserts an ANA publication. 

"That's where the rubber hits the road," said Dr. M. 
Roy Schwan, senior vice president of medical educa­
tion and science at the American Medical Association. 
"That's where the profes.sions sharply divide. We'll for­
ever be divided on that mue, because medicine 
believes nurses arc not adequately trained to play the 
role of doctor." 

"The quality-of-care argument just doesn't bold 
water," said Jan Towm, PhD, a certified nurse practi­
tioner and director of governmental affairs and re­
search for the American Academy of Nurse Practi­
tioneB. "We've been provi~ primary care for 25 
~· and our insurance liability rates are extremely 

APNs are not trying to be pseudo-physicians, 
stressed McGinn. Their foal IS not to practice medi­
cine. APNs seek to proVJde health-care services that 
are clearly within their scope of nursing expertise and. 
~ f:}ley so ch~, to provi~ them independent of phy­
SJcian SUpervlSIOn, she saJd 

This, however, amounts to a call to political anns 
for the AMA, said Schwarz. "I think we're going to 
have a temble 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 [nunes] are 
challenging some fundamental assumptions on which 
the profes.sion of medicine is built." 

'J ~ [~A officialsl think this ;~ the time-in this climate of heafth-care reforan cost contain-
~ent and [shortageJ of primary-care physi­
cians-to press thetr agenda. ... I've tried to 
tell ~pie in leadership roles in nursing that a 

war is inevJtable [if they continue their efforts]." 
. The fray is cor_nplicated by a third ~up-a con­

tingent of an esnrnated 25,000 physician ~ts 
(PAs). PAs perfonn many of the same services as 
~Ns, but always work under the supervision of phy­
SJcans. 

Tradition bas long lumped APNs and PAs together 
' under the umbrella title of physician extenders, &ut 

many nurses regard the term as demeaning. APNs 
contend they are not extensions; they are collaboratoB 

1 with physicians. They point out that most APNs have 
a master's degree, whereas P As can practice after they 
complete a 24-month training program and pm a 
national certification exam. 

P As square off opposite n~ in the supervision 
deba~. The doctrine that the health-care team bas one 
captain, and that person is the physician, is ~ 
dogma at the American Academy of Physician Amr 

I tants. 
Physicians have a vested interest in promoting the 

~~as-captive-workfoi:ce model, said McGinn. "Phy­
SJcians control everything completely with P As; they 
control their practices and they control their salaries," 
McGinn said 
~Y heal~ payers-incl~ government 

agenctes, health insurance comparues and health main­
tenance orpnizations-have virtually held APN inde­
pendence hostage by funneling nUBCS' fees through 

See War, pg.2 

War 
Continued from page I 

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 
APNs get the legislative changes they 
want, and throngs of them begin to 
hang. ~ut shingles across the street from 
phys1c1ans' offices, "the war will just 
continue." 

In a protracted doctor versus APN 
~attic, 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 legally on their 
own initiative remains bfurred 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 vou're sick, you'll call your 
nurse.'' 

Mary Peterson Kauffold is a Chicago 
freelance writer. 



First erson I PHYSICIAN ASSISTANT 

'I have more time 
than most physicians 

to spend with patients' 
Name: Joan Schulboff 

Background: Schulboff, 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. Schulboff 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 

HYSIC!AN ASSISI'ANI'S 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
eerved 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 thing is, 
the patient very oft.en 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 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 'Ibuhy 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 rome in for a 2Jkiay med­
ical evaluation, oft.en 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 oft.en 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 onp 
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 
'Ibuhy 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 so 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. 
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 
members of the family, and then we 
hear that there's a grand.mother 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 
rm 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 "H()TO 8Y NANCY STONE 

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 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. 

Tu 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<are 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. • 

lnteroiew by free-la~ writer Nonna. 
Libman. 
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. HEALTH-CARE REFORM 

In S. Dakota, problem is plain too few doctors 
State typifies the problems 
of medical care in rural areas 
By Rlchanl Wolf 
USA TODAY 

WALL, S.D. - Nestled be­
tween the Badlands and the 
Black HUis deep In cattle coun­
try, health-care reronn Is a 
rour-letter word: Dave. 

Forget managed compell· 
tton, employer mandates end a 
menu or health plans. The 
ranchers and ranners out here 
- 30 miles rrom the nellreSt 
doctor and hospital - are de­
pendent on physician 89Sl5tant 
Dave Custls ror their care. 

"I do all my own X-rays, I 
draw all the blood, I give all the 
shots," CUsds says, while jug. 
gllng his Wall Olnlc caseload 
or colicky Infants, rratl Medi­
care pattents and occasional 
emergencies. "We're out here 
on the rront line or medicine, 
and we don't have !he technol­
ogy to go with It" 

The slice or rural America 
Hiiiary Rodham Olnton visits 
today In Lennox, S.D., needs 
health-care help rar more ba­
sic than the complex prescrip­
tions now under review In 
Washington, to solve problems 
rar more Hre-lhrealenlng: 

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

praclllloners and county 
nurses a god9end ror people In 
small towns. The natton bas 
one doctor for every 400 ~ 
pie; In South Dakota, It's one 
for 800. 

.. Distances. When emer­
gencies or Illnesses are too 
much ror those rront-llne med­
ics to handle, It's not unusual 
for expectant mothers, acci­
dent victims or beart-ettack pa­
tients to travel an hour or two 
to the nearest hospital 

In the I !HOs, South Dakota 
bad doctors In 165 places. To­
day they're al jll!lt 69 locations. 

.. Money. Rising Insurance 
premiums and medical bills 
lake a toll on a population dom­
inated by the elderly, the self· 
employed and small buslne!& 
es. Clinics and hospitals 
struggle to balance books, with 
lower federal relmbul"!lements. 

AU those hardships come to­
gether In places like Wall, 
home or Wall Drug Store. Biii· 
boards all along Interstate 90 
tout the store's ~nl colfee 
and bulfalo burgers. 

Custls sees 6,000 patients an­
nually and sends some an hour 
away lo Rapid City. The clinic, 
which lost Its lone doctor In 
1991, turned a S985 profit last 
year - rar short of the mark 

. · . 
. "<: 
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By Matthew Krtger 
ON THE FRONT LINES: Physician aSSistant Dave Custis examkles Betty Dunker n Wall, S.D. The 
nation has one doctor for every 400 people; in South Dakota, It's one IOI" 600. . 

needed to get CUsds some help. 
"If we didn't have 'Doc,' we 

would be lost," says Belly 
Dunker, 43, who visits Custis 
for anything rrom a bad cold to 
treabnent ror multiple sclero­
sis. "He'll make house calls." 

That's the kind or 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 omclally desig­
nated as short on doctors. 

.. More than 14% or rural 
residents go without Insurance 
ror at least a year, 18% of rann 
families lack Insurance. 

The South Dakota story Is 
like others. About 100,000 resi­
dents, one-seventh of the popu­
lation, go "bare" - wtthout In-

surance. TWo-thlrds of the state 
has a shortage of primary care. 

"Health care Is tentattve. 
You can't count on It," says 
Sen. Tom Daschle, D-S.D., 89 
be pilots a plane to Wllll to 
meet with ranchers. 

Al the Wall Clinic, mammo­
grams are a road show from 
Rapid Qty, a dentist stops by 
once a week, and orthodontia 

USATOCl<Y 

Is olfered every six weeks. 
Thirty mUes east In Philip, 

two doctors stair a clinic, 2~ 
bed hospital and JO.bed nu~ 
Ing home ror the area's 3,500 
people. They're the only doc­
tors between Pierre and Rapid 
Qty, a distance of about 150 
miles - and their stories 1111& 
Irate the manpower problem. 

.. George Mangulls, 71, ls a 
Latvian-born doctor wllb a 
medical degree rrom Germa­
ny who has hunkered down In 
western South Dakota for rour 
decades. over the years, US.· 
educated doctors recruited to 
help him have come and w;me. 

''We are like a transit sta­
tton," Mangulls says. "We are 
struggling about how to make 
the ends meet" 

.. Coenraad Klopper, 46, Is a 
South African doctor recruited 
In 1991 rrom Saskatchewan Bf· 
ter battles over residency and 
certlDcatlon. Unlike his prede­
ce!llOrs, he has remained, but, 

89 Mllfl8\llls reduces his 1 
Klapper Is overworked. 

"We do anything which 
comes along," be says. "Out 
here, you're It You don't have 
any olf ttme. You can't go any­
where, you can't do anything." 

To these and other rural 
Americans, health-care refonn 
bolds both proml:!le and peril. 

.. Among the proml!les are 
Incentives aimed al boo!lllng 
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 addi­
tional cuts In Medicare, which 
could further reduce already 
restrictive rural reimburse­
ment rates, and a 9)'9tem of 
mandatory consumer purcha9-
lng groups that could prove dlf· 
tlcull lo Implement In spaniely 
populated stales. 

Those new alllances - plus 
mandates that employers 
provide Insurance, and price 
caps on Insurance premiums 
- are supposed to create Pres­
ident Olnlon's vision of "man­
aged competttton." 

But In Wall, where there's 
just one physician llll!llstanl 
few Insurance plans, there's no 
competlttoo to 11l81111&e-

Says Da9cble, a defender of 
the Olnlon plan: "There Is a re­
allmtlon that you can't run 
South Dakota's health care pro­
gram like New York or Florida 
would run theirs." 



Assistants, 
nurses: same 
but different 

BJ Scott Ruuell 
The Capital Tunea 

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 wi.th 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 physician 
assistant program, priorities in 
her career choice included· the 
pace of her daily schedule lind 
shared responsibility. · · 

"I don't want to feel rushed 
with my patients," she said. "I 
wanted to be part of a team. I · 
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 i. prefer­
ence for one type of training 
over another. 

Some physician assistants 
claim their tnlining is more sol­
idly rooted in diagnosis and 
treatmen~ ot- 4'sease than train-
ing for nurse9.' ·· · 
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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.' 

MOlllCA STAllEll-Dlmt 

University Hospital. 
"P As 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 
Clinic. "I also learned about 
health maintenance and preven­
tion. I see our role here as keep­
ing patients as well as they can 
be." 

Patwell said she thought 
David Wilson, also a fourth- about going to school to be a 

year':.i.PA student, worked 10 physician .assistant, but decided 
~ a registered nurse be-; · against it because in her heart 
f~· making the switch. During she knew she was a nurse. 
some Of those years he worked "The background of the nurse 
as .. the tranplant coordinator at .. -::-:-.~.we are really professional 

.- . - .•.• ·--.!~· 

DAVID SANDEWTHE CAPITAi. TIMES 

Lou Falllgant (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. WOft( was sporadic, but now the prot8881on 
has reached Its strtde, Falllgant 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 
OW-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~lect 
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 physician 
assistant?' " .;;: .. 



Physician assist ants entering medical system 
Continued from Pege One 

technologist and blood bank special­
ist. 

"I wanted more patient contact," 
said Lew, a member or the Sisters or 
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 or care would suffer 
and that It would wind up costing the 
health care system more to add an­
other layer or 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 or 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 
ftrst, 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 

Photo by Rich Kr1ua. 

Joseph Thornton, clinical coordinator of the physician assistant pro· 
gra"!" at Robert Wood Johnson Medical School in Pisclttaway, 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 bad 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 we!· 
come," said Dr. Michele Reisner, the 
director or the emergency room at J er­
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. 

~sician aasif.tants who led the 
light 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 or 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 or 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 alfalrs at the 
American Academy of Physician Assis· 
tents, 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 or phar· 
macy. 

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

Joseph Thornton, president or 
the New Jersey Society of Physician 
Assistants and one or 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 
tl.rst live 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 bad 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 
ofncial said. 

In the meantime, physician assis­
tants are starting a new light. They 
want a bill pused <A-2806/8-1943) that 
would allow them to get temporary Ii· 
censes between the time they grad· 
uate in May, take a national exam in 
October and get the results back in 
late January . 



Healrh-care delivery is undergoin& 
radical SUTJefY as lawmakers and 
providers grapple with the need to 
eA access to health care with­
out compromisin& rhe quality of 
patialt~ 

The .PP between rhe demand for 
pr r care and rhe nwnber of 
avaJ/able physician providers likdy 
wiJJ be bridged by non-physician 
professionals, advane%--pracrice 

es (APNs) and physician assis­
unt.s (PAs). 

As APNs pwsue a career a,e;;da 
that will give rhcm mo~ au­
ronomy, they are encountering op­
position from both doctors and 
PAs who say physician supervision 
is essenrial 

How impolWlt is physician su­
pervision of nurses and/or PAs to 
rhe inregriry of rhe healrh-aue S)S­
tcm? Should APN primary-can: 
specialists-nurse practirioners­
be encouraged lo wort indepen­
denrly, rhat is, not umi:r the direc­
tion of a ph)Sician? 

We asked a nurse practitionet", a 
physician assistant and a doctor 
who warted as an RN for 15 
years 10 comment on rhe emetBinB 
independent role of nurse practi­
tioners. (Our panel's telephone­
conference cbaJos has bmJ edited 
forspaa.) 

Diaae Judge. RN, MSN, a a:r­
tffred primary-care nune practi­
tioner at rhe Universiry Health 
Service at rhe Universrry of Cbica-
10. is chairperson of the Winois 
Nurscs Association Council of 
Nurse Practitioners, Chicaso. 

Roa Nelson, a ~iiicd physi­
cian assistant at Cedar Sprifl&S 
Mediail Center, Cedar Springs, 
Mich., is rhe fonner president of 
rhe American Aca<kmy of Physi-

Assisranrs. 

Dr. Rebecxa Patdala, a founh­
}'Qr lfSident in ancstbesiology al 
Loma Linda Vnivmicy Meilfcal 
Center, Loma Linda, CaliC, 
warted as a rfBistaul nime in 
critical ~ and podialrics from 
1969 to 1984, bd~ mtoilw 
medical scbool in 1985. 

J
~Of~n!:.. 
c::::t:511y within their 
scope of practice! Supervision 
of nursing fuooions by a 

physician is not llCllCSSUY· 
C'.ollaboralion with a physician, 
however, for practical purposes, is 
always nea:swy, unlc5o\ a nune is 
pc:rfonnina only nursq liuxtioos. 

There 11C some areas of OYalap 
(of D . QUC and physician 
care)~ don't dliak supcMsiaa 
is ncccssary. 11icre 11C many· . 
lllUdies that show 11111. • 

llelaona Nuning activities arc 
best dc:fincd by the nw-sing profcs.. 
sion itsdC My bdid-and the be­
lief of the PA ~n-is lhal 
the practice o( medicine by p As re­
quires the supaWion of a physi~ 
cian. And that supaWioo should 
be defined by the physician, 1,bc PA 
and lhe stalc's practice code. 

Petchma I think then: arc 
some (n~ functions) that may 
not RQuR dirUI physician super­
vision. Incidentally, I pcnonally 
prefer the terms oollabontion and 
oollaboratiYC pr.dice. 

Above all, we lllllSI rcrnembcr 
that each patient is a whole pcnon 
and that we can't divide a lwman 
~ inao separate farifDrics of 
muwig ~ (and) medical. .•. 
It's sometimes difficult 10 define 
~ fhe DIUSC'S scope of !>ractioc 
and lhe ph)9cian'a scope: or prac-

ProfessioriallyS1;eakiug 

Do APNs need 
. doctor supervision? 

NP, physician and PA face off 
tioe begins and ends. 

But if there arc times when col­
laboration is indicaled and ~ 
sary, then I think we've ~ 
lhe question: "Should nuncs work 
indcpcndcnlly7" I say no. 

Judge; I'm son of uncomfon­
able that we're (dchiting) indepen­
dent practice by nuncs, C\'al 
tbougb muses arc our in rural areas 
(where physicians are scara:) and 
practicing independently right 
now-and that's okay. 

Pldchlna The quality of care 
should be tbc same for everyone, 
whdhcr they live in a rural com-

munity, or an allluent suburban 
conununity, or an inner-city ghetto. 
... The best way to consisuntly 
deliver qualiry health care is tor all 
panjes--doctors, nurses and PAl-­
IO sit down together and agit:e on 
tbc scope of practice for each, 
which may depend upon the skills 
of the individual as wdl as the 
practice setting. 

Neleon: One of the problems 
thal we've expcricnocd is what I 
refer to as the smoke and mirrors 
of collaboration and supervision ... 
H<>f>Cll:illy, we all know what our 
limitations are, and that's what 
mak.cs us adequate and good 
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also ran July 7, 1993 in Allied Health 
Section 

profcs.W>nals. 
We're all inlCl"CSICd in proniotq 

better dcli\WY of hrahh-care SCIW:­
cs, and thal n:quires someone to be 
the head of the IQln. Someone has 
to be the captain of the ship. OIM­
ously the physician, in tams of cd­
ucabOll and bacqround, is the in­
dividual to provide dial kind of 
dim:tion and supcnision. 

.tudgel NWJC practitioners are 
llOl proposing to do medical care.. 
We arc providing health care. Inci­
dentally. I jusr have to Ff on rec­
ord as saying I don't 8f1t1C wilb lhe 
doctrine that the captaUl of the 
ship is the physician. 

Reporter. Who is bcUcr pre­
pared to provide primary auc, a 
nune practitioner who is wortina 
without direct supervision or the 
physician assislant who is alwa 
wxicr a physician's !IAJpf:IVisioo't/ 

Petcldn: Obviously, it's Dice to 
have thinp black and whi1e. I per­
sonally don't sec dial you can say 
who is best and who is wonc. You 
have ao loolc al the ediationa! 
prcpal1l1ion and the situation. 

Nelaons I rrally don't lhink ed­
ucation is the isliuc. The issue is 
the (provider's) qualifications to 
complerdy take auc of ~IS. 
P As arc trained in the physician 
modd; they're trained to manage 
patients LISll1' the same approaches 
dial arc taught to physicians. 

........., I don't lhink wc have 
10 decide who's best prepared IO 
give care. The fact is there arc not 
enough primary-aue providcn. 

Nelsonl The bonom line is the 
safe practice of~ by p~ 
rcqwrcs a 5UpCM50I}' relationship. 

And dial . rdalion.Wp is . 
dclcnninclj ~law. the physi­
cian and the practicing p A. 

The team approach to health 
care is still the l1l05l dfcclivc 
model for detiYcry of bcaltft..care 
scrviccs. ..• PAs are pan of 
'Quation. 

.......... (Expanded) primary 
bcaltb-au'c saw:cs arc lmsic IO d­
rcctM ht:alth-carc reform ... 
What's really important to nurse 
practitioners, so wc can oontinuc &o • 
provide ~ to dial care, is · 
r~na1 ·tion, (which in-
dudcsJ ~YC IWfhorily 
direct rcimbwsancnL 

Patchin: I worbd (as an RN) 
in a physician's office for a yrar · 
with a family practicer and a pcdia- , 
trician. and - using some ~ 
job lnlining skills al dial time IO do ; 
pcdiauic wcil-baby checks and 
female physical asauncnts ... 
When I looked at my future life 
and career, I made a decision to ao · 
(to medical school), rather to . 
go into advance-practic ~ 
1bat was a conscious decision. 
And it was based on my belief 
lhcn, and my continuing bdicf, 
Iha! the physician is tbc captain of ' 
the ship. 

We need to ensure that our 
citizens have access to quality 
health care. I bdieYc lhe bcsl 
to cnswc that is through a or 
collaborative approach. And to 
that does not mean having inde­
pendent (APN or PA) practices. 

In~ by Mary Petcn;oo 
.Kau/IOld RN, a ~ fn:dance 
writer. 



Tirget~ssue 

'War' looms 
as APNs seek 
independence 

Chicago Tribune June 30, 1993, Special 

By Mary Pet8rsori Kauffeld, RN !ecdon 

A 
dvan~practice nones are detemUned to shed 
~e last ~ of their physician handmaiden 
image ~d wm the n:spect, autonomy and rc­
muneratJon that they sa still dudes them­
everi if it takes an act or <:1JDf,fCS.S in the name 

of health-are refonn. , 
Both physician and nurse groups are marshalling 

their member fora:s in what ma¥ be the most volatile 
hcaJdK:are turf battle in a long tune. 
At~ "is money and control," said Nancy 

McGinn, RN, MSN, a certified nurse practitioner who 
is a staff specialist in ~lace advocacy for the 
American Nurses ~on. . 

The ANA'S position is dt.ar: The time is long over­
due to make presaiptive privileges and direct reim­
~ent for services legal nationwide for advanoe­
practJce nurses (APNs), who count among their ranks 
~ut. 30,000 nurse .Pi:actiti<>ners, 5,000 nurse 
111Jdwives, 40,000 clinical nurse specialists and 25,000 
mine anesthetists. 
~ ANA solution to the shortage of primary-care 

f!.l'OVlders is simple: Rethink the definition of provider. 
Some 60 to 80 percent of primary and preventive 

care traditionally done by doc:ton can be done by [an 
APN) for les.s money," lmCrtS 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 AsK>ciation. 
"That's where the professions sharply dMde. We11 for­
ever be divided on that mue, because medicine 
believes nurses are not adequately trained to play the 
role of doctor." 

"The quality-of-care argument just doesn't bold 
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 provi~ primary care for 25 
~· and our insurance liability rates are CltlJ'emely 

APNs are not tJying to be~. 
~ McGinn. TbCir f?8l 1S not to practice medi­
cine. APNs seek to pnMde health-care services that 
are dearly within their scope of n~ and, ~f:bey so~. to~ them ~tofpby­
SIQBD SUpeMSJOn, she said. 

This, however, amounts to a c:all to political arms 
for the AMA, said Schwan. "I think we're going to 
have a temble political fight," he said. "It's been going 
on at the state leYel, with skirmishes here and there 
... but it's reached a le\'CI where they [nurses] are 
challenging some fundamental amunptions on which 
the profession of medicine is built." 

'J hey (~A officialsl think this is the time-in this climate of heafth-care refonn, cost contain-
n:ient and [shortageJ of primary-care pbysi­
aans-to Pl'5 their agenda. ... I've tried to 

. .tell ~le .in ~P roles in n~ that a 
war is inevitable [if they contmue their efforts)." 
. The fray is coi:nplicated by a third $f0Up-a con­

tingent of an estimated 25,000 physiaan asmtants 
(PAs). PAs perfonn many of the same services as 
~Ns, but always woric under the supervision of phy-
11aans. 

Tradition bas long lumped APNs and PAs 101etber 
' under the umbrella title of physician extenders, 6ut 

many nurses regard the tmn as demeaning. APNs 
contend they are not extensions; they are collaborators 

1 with physicians. They point out that most APNs have 
a master's dclree, whereas PAs can practice after they 
complete a 24-month training program and pm a 
national certific:ation exam. 

P As square off opposite nurses in the supcnjsion 
debate. The doctrine that the health-care team bas one 
captain, and that penon is the physician, is ~ 
dogma at the American Academy of Physician Allis-

1 tants. 
Physicians have a vested interest in promoting the 
~~rive wodcfo~ model, said McGinn. "Pby­
SlCWlS control everything completdy with P As; they 
control their practices and they control their _,,..._, " 
McGinn said. --. 

Many bealdH:are payers-including govmunent 
agencies, health insurance companies and bealtb main­
tenance o=· "ons-have vUtually held APN inde-
pendence by funneling nurses' fees through 

See Wu, Pl·l 

War 
Condnaed from page I 

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 
APNs 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 
~ttle, physician scrutiny of nurses 
likely would be the fodder, said Linda 
Tinson, RN, BSN, a cenified 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 legally on their 
own initiative remains bfurred 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 xou're sick, you'll call your 
nurse. 

Mary Peterson Kauffold is a Chicago 
freelance writer. 



Special Communication 

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 

NATION AL 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 
(P As), nurse practitioners (NPs), and 
certified nurse-midwives. Although re­
cent studies have addressed differing 
scenarios of the projected roles of 
midlevel providers, 1"° implementation of 
initiatives that involve P As may be in­
fluenced by an overall shortage of P As, 
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 P As and discusses the potential roles 
of P As 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 19619 resulted 
in the development of the first PA pro­
gram at Dulce University School of Medi­
cine. According to this concept, P As 
"would be trained to assist the doc­
tor ... in such a way as to facilitate bet­
ter utilization of available physicians and 
nurses.''7 These circumstances eventu­
ally resulted in the matriculation of sub-

From the Physician Assistant Program. Department 
of Health Care Sciences. Unive<SJ!y of Texas Soutn­
westem Medical Center at Dallas (Dr Jones). and the 
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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.11.1 

PA EDUCATION 
By 1993, there were 58 accredited PA 

programs in 29 states and the District of 
Columbia and 27 403 program gradu­
ates.10·11 With the exception of a few hos­
pital-, military-, and community college-­
based programs, the majority of PA pro­
grams are afliliated 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. 12 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. 

Eaaentlala 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.13 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 P As.1' 

According to the current Essentials 
of the Committee on Allied Health Edu­
cation and Accreditation, P As are "aca­
demically and clinically prepared to pro­
vide health care services with the di­
rection and responsible supervision ofa 
doctor of medicine or osteopathy. The 
functions of the physician assistant in­
clude perfomling 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."15'P'l 

Clinical services performed by P As 
are described by the Essentials in the 
following six categories15(pp6-7l: (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-perfomling and/or interpret­
ing, at least to the point of recognizing 
deviations from the norm, common~ 
ratory, radiological, cardiographic, and 
other routine diagnostic procedures used 
to identify pathophysiological processes; 
(4) therapeutics-perfonning 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 o~ 
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 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.16 Courses in 
the basic medical sciences account for 
77% of the didactic component of PA 
education, with the remainder devoted 
to beha,;oral and social sciences. Edu­
cational programs for P As average more 
than 1004 contact hours of didactic in­
st.ruction. 17 These courses are typically 
followed by 9to15 months ofphysician­
supe!"\;sed 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 cla&<;es and resources, 
and PA students typically are educated 
in a clinical setting by residents, attend­
ing physicians, and graduate P AB. 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
eerved 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. i' .Many 
programs have successfully placed gradu­
ates in chronically underserved areas via 
decentralized educational projects. 18,19 For 
example, participants in the Stanford 
University Primary Care .Assoc:iate Pro­
gram were twice as likely to be employed 
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in rural communities (< 10 000 popula­
tion) as nonparticipants (33% vs 16%).20 

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.21 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 P AB 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 P AIMS degree in preventive medi­
cine is offered at the University of Iowa 
in Iowa City. 

AHC-Afflliated 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.22 Conse­
quently, AHC-based PA programs may 
be better positioned than non-AH C­
hased programs to contribute to the 
goals of the Health of the Public Pro­
gramZI by providing interdisciplinary di­
dactic and clinical education in popula­
tion-based competencies, by continuing 
emphasis on health promotion and dis­
ease prevention activities,M and through 
PA faculty service and student rotations 
that augment community access to 
health care services. 

Funding Sources 

In 1993, 33 PA programs received 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 $143000, which accounted for 28% 
of program operating costs.22 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
eoring 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 S7546 per year 
at non-AHC-sponsored programs.22 

Response to Federal Initiatives 

Educational programs for P As have 
responded to federal grant initiatives 
by specifically targeting curric:ulum 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 P As 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 Distr1bution, by Percentage, 1974 Through 1993• 

1174 1171 1111 1114 1117 1113 
Ss-letty .... Na3411 Nio431a l'Wl5a ,..1oeea ... 14741 

Family pracbC8 43.6 52.0 49.1 42.5 38.7 34.5 

G-raJ internal medicine 20.0 12.0 8.9 9.2 9.5 9.5 

G~I pedialrics 8.2 3.3 3.4 4.1 4.0 2.3 

G-raJ surgery 12.1 5.5 4.6 5.1 8.8 6.4 

Surgical specialties 6.8 6.2 7.7 12.5 13.8 20.6 
Medical specialties 3.9 6.3 2.7 4.8 7.1 6.0 

Emergency medicine 1.3 4.9 4.5 6.4 6.5 8.2 

OocupationaJ medicine 1.8 2.7 3.1 4.1 4.1 3.1 

Othert 4.3 7.1 18.0 11.3 7.5 9.4 

"Sources of dala are relentneeS 10 and 29. 
tether 1nc:tudes pediatric specialtles. phyaical and rehabilitation medicine, peyctlialry, pUJ11c hellllh, and l1ldioloSW 

(all < 1 'l'e): 3.3% were !'IOI identltled. 

Programs to promote PA practice in mi­
grant health settings. 

Faculty 

Educational programs for P AB 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 P As trained per program, and an 
increasing number of clinical employment 
opportunities has resulted in an "aca­
demic hourglass" effect, further compli­
r.ated 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.21i 

As with most professional schools, no 
fonnal pathway exists for PA-specific 
educator training. Clinically experienced 
P AB are typically self-referred or re­
cruited into PA education, usually with 
little or no fonnal preparation in the 
foundations of educational theory and 
practice.21i Of the PA program personnel 
identified as faculty in 1993, 13.6% held 
doctorate degrees, 35.2% held master's 
degrees, and 49.2% held bachelor's de­
grees. The remaining 2% held associate 
degrees (1 %) or were not reported.22 

Applicants and Students 

AB 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. 22 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.21i 

CLINICAL SERVICES AND SETTINGS 

At present, approximately 23 350 P AB 
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 P AB 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.10 The 28% of P AB 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 east.em states entered primary care 
practice settings (54.4%) compared with 
graduates in central (73.8%) and west­
ern states (70%). Seventeen percent of 
P AB practice in communities with a 
population of fewer than 10 000, and 34% 
practice in communities with a popula­
tion of fewer than 50 000. More than 
86% of all graduate P AB remain in full­
tirne clinical practice.10 

Changing Profll• 
The demographic profile of P AB has 

changed markedly since the profession's 
inception. Although it remains a relative­
ly young profession (the mean age of P AB 
is 40 years), the proportion of women 

P As is now more than 42%, increasing 
from less than 10% in the l~Os. Almmt 
10% of PAB are ethnic minorities, and 
more than 32% are military veterans. 11 

Nearly 35% of all P AB are employed in 
private physicians' practices (either solo 
or group) and 28.5% practice in hospitals, 
with other P AB distributed in health care 
settings such as managed care organi­
r.ations (7.3%), the military (4.6%), rural 
clinics (4.7%), Department of Veterans 
Affairs facilities (4.2%), and con-ectional 
facilities (2.5%). The remainder practice 
in nursing homes, inner-city clinics, and 
other clinical settings. Notable employ­
ment trends reveal fewer P As in family 
medicine and more P AB in medical and 
surgical subspec:ialties (Table 1). The pn>­
portion of P AB employed in hospital set­
tings reflects a relatively stable distri­
bution over the past decade (Table 2).2'1 

While PA practice settings continue 
to diversify, the largest percentage re­
main employed in primary care. A nwn­
ber of the same socioeconomic factors 
that discourage physicians from prac­
ticing primary care may influence PA 
employment decisions as well. 8 Despite 
the fact that most P As 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 specializ.ation of PA 
employment further complicate an im­
balanced educational supply and occu­
pational demand mismatch. 5 

ll'1CC>IM 
AB 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 P AB 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.'a In a 
1991 study of 6228 P AB, 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. 30 

PA Productivity and 
Cost-etfacUvenesa 

The potential roles to be assumed by 
P AB 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 P As 
have been described and measured by 
the time spent per visit, average nwn-
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Table 2.-Trends in Physician Assistant Practice Setbngs. by Percentage. 1981Through1993" 

1981 11NM 1987 11193 
Pr9Ctice Setting "-4312 ""'8552 N-3309 •14746 

Private ollicet 35.B 34.S 33.2 34.6 

Hospital 29.5 31.3 28.6 28.5 

Arrbulatory diniQ 24.9 17.7 17.0 20.4 

Health maintenance organization NA§ NA 6.9 7.3 

MilllBry 9.4 7.3 7.6 4.6 

Olhe~i 0.4 9.2 67 4.6 

"Sourals ol data are referancas 10 anc1 29. Data tor 1987 afll trom reference 29 only. 
tEllher IOio or group practic:e. 
tll'ldUClllS community-based public, privately lpDnSOnld, lnner-clly. ll.Cl8lanoe abuse. &tuclenl Malit\, CDITildional 

medicine. and rural health clinics. 
§NA indocates not available. 
IO!her incluOe6 \letaranc Alfairs (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."31.a. In 1993, 
outpatient-based P As saw an average 
of 22.1 patients per day, compared with 
an average of 15.7 patients per day for 
inpatient-based P As.10 Although many 
variables are influenced by the actual 
practice setting, the evidence suggests 
that physicians can increase their prac­
tices' output by employing P As, and P As 
"are capable of carrying substantial pr<r 
portions Qf the workloads of prirnary­
care physicians. "4<P4JJ 

Quality ot care 
Indicators of the quality of care pr<r 

vided by P As 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 
pro.,,;ded by physicians.t.36 Indirect in­
dicators of quality, such as physician 
acceptance and patient satisfaction, have 
also been favorable.36.:n However, exist­
ing quality-of-care studies of mid.level 
providers have recently been criticized 
for being dated and methodologically 
flawed.3!1 The need for current data de­
rived by rigorous health services re­
search methods is clearly indicated. 

AesponslbJllty end Accountability 

State legislation governing PA scope 
of practice exempts P As from the urili­
c:ensed practice of medicine with the 
stipulation that they function under the 
supervision of a licensed physician. l,,e. 
gaily, the physician-PA relationship is 
one of rupondeat iruperior, 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. "llllplrtZJ Al­
though the supervising physician retains 
"vicarious liability," PA practice acrount­
ahility has progressed from a delegatory 

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 
P As as the agents of their supervising 
physicians, and P As 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 P As under the 
doctrine of respondeat superior. 

COMPARING PAs AND 
NURSE PRACTTilONERS 

A recent study estimated there are 
27 226 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 f.amily 
and adult medicine, pediatrics, and wom­
en's health. 

A 1993 study of 51 mid.level 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 P As and NPs.19 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 nuraing, with education pr<r 
vided in the nuraing model In contrast, 
PA programs are typically affiliated with 
medical schools, with education provided 
primarily by physicians. However, these 
differences are Jess 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 P As and NPs within the 
same department, and approximately one 
third of California PAB are also nurses.'1 

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,'2 whereas another 
reported that P As had more direct pa­
tient encounters and generated tv•ice 
the gross dollar income per day when 
compared with NPs.43 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 P As 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 P As and NPs directly 
reflect physician levels of task delega­
tion in their clinical productivity.' 

The practice of P As 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 P As 
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 (P As) practice relationships with 
physicians." This divergence may have 
important implications for both profes­
sions if health reform measures include 
greater roles for P As 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-pr<r 
vider-oriented system of health care. 
However, the projected roles of P As in 
such a system are still undetennined. 
According to the US Public Health Ser­
vice, P AB "have become finnly 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, liberaliz.ation of authority to 
prescribe, and the increased use of P As 
in hospital-based settings as a means of 
cost-control '5(p7J 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 eur­
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 P As and other 
midlevel providers in inpatient specialty 
settings. This may occur as a result of a 
PPRC-projected loss of 11 000 residency 
slots.411 Among the PPRC recommenda­
tions was a call for increased funding for 
specialty-trained P As and other midlevel 
providers to maintain levels of inpatient 
care previously provided by residents. 
Another report reinforced this proposal, 
suggesting a need to detennine "the ex­
tent to which nurse practitioners and 
physician assistants can substitute for 
and enhance both generalists and spe­
cialists .... "'2'P111131 

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 P As are initially em­
ployed in specialty settings, the more 
plausible solution to the potential de­
mand for more specialty-trained P As 
may be to increase the number of post­
graduate and master's level specialty 
programs. The projected number of P As 
who will graduate in 1994 is 2100. If 
Title VII educational grants increase as 
projected, approximately 3300 P As 
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 41000 P As 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.47 However, the distribution of PA 
practice settings will likely be influenced 
by a combination of market forces and 
reform initiatives. 

Hospital-Baaed PM 
As the proportion of P As working in 

primary care practices declined during 
the 1980s, the proportion of hospital­
based P As remained relatively stable. 
However, the distribution of P As within 
hospital settings has changed, from 
fewer P As in hospital-based outpatient 
clinics to more P As in inpatient service 
roles. While P As employed in the sur­
gical subspecialties increased from 7.7% 
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in 1981 to 21.7% in 1993, P As e~ployed 
in hospital settings ranged between 28% 
and 31.3% (Table 2). By 1992, 48.6% of 
practicing P As indicated at least some 
inpatient care responsibility. 611 In many 
teaching hospitals, a combination of resi­
dency program retrenching, curtailed 
availability of international medical 
graduates, and cost-control measures baa 
contributed to expanded inpatient roles 
for P As. As a result, PA use in inpatient 
care roles in a wide variety of hospital 
settings has become commonplace. 

A recent study of 1690 hospit.al-based 
P As revealed that 45% held the job title 
of or were identified aa "house officers." 
More than 90% had fonnal 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.611 Although the study 
was inconclusive in determining the lev­
els of .resident physician/house officer sub­
stitution performed by hospital-based 
P As, the authors recognized the need for 
additional PA education in liability pro­
tection and risk management and addi­
tional research in levels of responsibility, 
outcomes, and privileging issues. 

PAa and Managed care 
The increasing management by for­

protit 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 P As assume a range of duties 
in a variety of clinical settings, it appears 
that physician attitudes toward P As play 
a major role in staffing decisions; thus, 
midlevel provider distribution among 
similar settings within the same organi­
r.ation can differ signiticantly.41 

In ambulatory managed care settings, 
P As 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 or care.411 This finding is consis­
tent with observations made in rural 
private practices, urban ambulatory care 
clinics, and geriatric settings.19 In a large 
groui:rmodel health maintenance orga­
niz.ation, physicians and P As were found 
to see a similar number and type of adult 
ambulatory patients on an hourly, daily, 
and annual basis, and P As were em­
ployed at approximately 50% of physi­
cian costs.411 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 P As 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, P As were recogn.iU!d as health 

care providen by the medical licensing 
boards of 49 states and the District. of 
Columbia; Mississippi is the only state 
that does not recognir.e P As. State leg­
islative and regulatory agencies main­
tain control over the patterns of utiliza­
tion of P As 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. 3 These barriers vary ~ 
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 P As. 

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 ofa referral 
system, frequent consultation, and peri­
odic review) are said to be synonymous 
with a well-designed health system. r.11 The 
P A's ability to consult with and refer to 
the supervising physician is the key (ac­
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.51 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 prcr 
vider. Regulatory reluctance to support 
such relationships in satellite and remote 
settings restricts the ability of P As to 
provide needed services that might oth­
erwise be unavailable. 

Prascripttve Authortty 

A tot.a.I of 35 states, the District of 
Columbia, and Guam authorize P As to 
prescribe medications, but a nucleus of 
states do not. The cluster of 12 states 
(Figure) represent approximately 37% 
of the tot.a.I US rural health professional 
shortage areas.62 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 P As 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 
aame period, the percentage of Texas 
P As practicing in rural areas tripled, 
from 5% to 15%.511.M 

Reimbursement luues 
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 9&-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 
P As. The practice of P As is also com­
plicated by state-by-state Medicaid re­
imbursement policies that remain incon­
sistent. The services of P As 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 P As, 
especially where on-site supervision is 
not always required, and where P As 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 oft.en 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 P As are always reimbunied to 
the P A's employer; thus, these variables 
must be considered when detennining 
the most cost-effective use of P As. 

PAI AND HEAL TH 
SYSTEM REFORM 

The roles to be assumed by P As 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, AH Cs 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 P As, but many questions 
relating to the prospective roles for P As 
remain unanswered. The Health Secu­
r:ity 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, u.u.46.66 the fact remains that P As 
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. r.11 

The American Academy of Physician As­
sistants reaffirmed that the PA profes­
sion does not seek independent prac­
tice, direct reimb~ement from third­
party payers, or federal preemption of 
state practice acts.57 Nevertheless, if 
health system reform initiatives include 
a greater role for P As 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 



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.S6<p3l5> 

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, AAP A 
date: May 17, 1994 

Thank you again for scheduling Mrs. Ointon 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 P As 
An article about the differences between PAs and nurse practitioners 
An article about P As in New Jersey, the latest state to pass legislation 

to allow P As 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 P As want physician supervision, but nurse 
practitioners don't (a major difference between the two professions) 

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

• Of the more than 23,000 clinically practicing P As, 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 P As 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 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: 

• fint, 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 P As 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 P As 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, AAP A, 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 P As 
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. Ointon 

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

10:30 a.m. or so - Mrs. Ointon 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 P As 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. Ointon for taking the time to address the P As 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 wiJJ introduce Ernesto Gomez, CEO of El Centro del Barrio, a series of 
health care clinics for low-income and homeless people. AAP A 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 

U you should have any questions concerning the arrangements for Mrs. Ointon's presentation or 
about the AAP A 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 (P As) practice medicine with the 
supervision of licensed physicians. 

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

• PAs are educated in a medical program and are qualified to 
treat approximately 803 of the patients seen by primary 
care physicians. 

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

• Seventeen percent (17'fo) of all P As 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 
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. 

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

33% 

30% 
Over 55% of all Physician 
Assistants Practice in 
these Major Specialties 

20% • Physicians 

16.7% llJ Physician Assistants 

10% 

Family/General Internal Emergency Ob/Gyn Pediatrics 

Source: Physician Characteriatiea and Disbibutipn in the u s 1993 American 
Medical Aaaoc:iation, and 1993 Cen1u1 American Academy ol Pbyllician Aa­
lli.atanta (AAPA). AAl'Aincludeaemerpncymedicinewhendiacu111i.n1primary 
care uaeofthe large numberofpeoplerelyingon hoapital emergency room a 
for basic aervices. 

Geriatrics - 1 'I> 

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 CNCCPA). 

• 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 443 
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, P As are qualified to 
perform approximately 80 percent of the duties most com­
monly done by primary care physicians. P As 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 diagnostic and 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. 

To maintain certification, P As 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 P As 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 P As pro­
vide. 

• • • • 
"Conceived during tM MW health pructitioMr move. 
ment of the 1960s, physician assistants have demon,.. 
Btrated tMir clinical effectiveness both in term.11 of 
quality of care and patient acceptance." 

- Eighth Report to thl! Pre•i.dent and CongreH on thl! 
Statru of Health Penon1U1l in thl! United Stale• 



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 Stat.es, nearly double the number just t.en 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, P As also are filling roles 
that were not anticipat.ed when the profession began. Some 
of these practice settings include nursing homes, HM Os, 
and occupational medicine. Many hospitals, faced with a 
shortage of physician residents, have discovered the value 
of physician assistants. P As even serve on the Whit.e House 
medical staff. Physician assistants practice in nearly all 
medical and surgical specialties. 

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

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

Nursing Home/Other Settings 2% 

Correctional Facility 2% 

Public/Private Clinic 10% 

Other· 14% 

Emergency 
Medicine • 9% 

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, obst.etrics and gynecology, 
and emergency medicine. 

The PA profession is one of the fast.est 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. Na ti on ally, the demand for P As exceeds the 
supply of new graduat.es 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 
int.egrat.ed into the health care syst.em and are highly 
valued medical professionals. 

• • • • 
"Within the limit• of their experti1e, P As provide care 
that iB equivalent in quality to the care provided by 
ph,,.iciana.• 

- Office of Technology A .. e .. ment 
CongreH of tJae United Stale• 

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 student in 1992 had a bachelor'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 
Obstetrics/Gynecology Biochemistry 

I 
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) 

• 
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 diacipline in the 1960•, 
physician assiatanta have become firmly eatabliahed 
aa a provider group well auited to add.re•• problema 
ofmaldistribution of physicians and enhancing coat­
effectivenesa in health care." 

- Eighth Report to IM Pre1uunl and Congre11 on the 
Slahu of Health Penonnel in the United Stale• 



PAs INTHEUS 

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 P As, 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 P As 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 ha.) singled out program. in family 
medicine, general internal medicine, and geJJ. 
eral pediatrics, and training of physician a•· 
ailltanta. • • for priority in the allocation of 
federal a.aiBtan.ce because these profeBBiona 
will play a pivotal role in reaching the na­
tional goal of making acceBB to primary health 
care more widely available and of reducing 
unnecessary health care coats." 

-United Stale• Conl{re .. , 199J 
Public Law l 02-408 

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 P As 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. 
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PHYSICIAN AssISTANTS 
ORGANIZATIONS 

American Academy of Physician Assistants 

The American Academy of Physician Assistants (AAP A) is 
the national professional society for P As. 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 
AAP A members. 

For more information, contact: 
American Academy of Physician Assistants 

950 North Washington Street 
Alexandria, VA 22314 

(703) 836-2272 

National Commission on Certification 
of Physician Assistants 

The National Commission on Certification of Physician 
Assistants (NCCPA) is an independent organization es­
tablished to assure the competency of physician assistants. 
The NCC PA was formed in 1975 by AAP A 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 P As. 

For more information, contact: 
NCCPA 

2845 Henderson Mill Road NE 
Atlanta, GA 30341 

(404) 493-9100. 

Association of Physician Assistant Programs 

The Association of Physician Assistant Programs (AP AP) 
shares its national headquarters with AAP A Whereas the 
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. 

AP AP 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. 
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Association of Physician Assistant Programs 

950 North Washington Street 
Alexandria, VA 22314 
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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 {P As) as qualified health 
care professionals who provide essential, cost-effective health care. 

£ 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. P As 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. 

P As are specifically listed in the definition of heatth 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. 

£ 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 (AAP A) 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. 

£ 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 AAP A 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. 

£ Increased acceu for Medicare beneficiaries 

The legislation amends existing law and extends Medicare coverage for outpatient physician services 
provided by P As from rural Health Professional Shortage Areas to ill 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. 



.6. 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 AAP A 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 AAP A recommends modification of the 
recapture provisions for P As unable to complete the 60-month mandatory service period and extension of this 
credit to P As working in underserved areas prior to 1995. 1he AAP A recommends the extension of the tax 
credit beyond five years. 

The AAP A also recommends that Medicare bonus payments, currently available only to physicians, be 
authorized for P As 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, AAP A 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 AAP A 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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Special Communication 

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 

NA TI 0 N AL 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 mid.level 
providers such as physician assistants 
(P As), nurse practitioners (NPs), and 
certified nurse-midwives. Although re­
cent studies have addressed differing 
scenarios of the projected roles of 
mid.level providers, l-6 implementation of 
initiatives that involve P As may be in­
fluenced by an overall shortage of P As, 
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 P As and discusses the potential roles 
of P As 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 suit.able health 
career pathways in the United States. 
Simultaneously, a new health care pn:r 

. vider model proposed in 19618 resulted 
in the development of the first PA p~ 
gram at Dulce University School of Medi­
cine. According to this concept, P As 
"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 Soutn­
westem Medical Center at Dallas (Dr Jones). and the 
Physician Assistant Program. Department of Health 
Care Sciences. The George Washington University. 
Washington. DC (Mr Cawley). 

Reprint requests to University of Texas Southwestern 
Medical Center at Dallas. 5323 Harry Hines Blvd. Dal­
las. TX 75235-9090 (Dr 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.8.t 

PA EDUCATION 
By 1993, there were 58 accredited PA 

programs in 29 states and the District of 
Columbia and 27 403 program gradu­
ates. to.u With the exception of a few hos­
pital-, military-, and community college­
based programs, the majority of PA p~ 
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.12 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. 

Esaandals 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.13 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. Aft.er 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 P As. t• 

According to the current Essentials 
of the Committee on Allied Health Edu­
cation and Accreditation, P As are "aca­
demically and clinically prepared top~ 
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."16(p11J 

Clinical services performed by P As 
are described by the Essentials in the 
following six categoriest51p~n: (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 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. 16 Courses in 
the basic rnedical sciences account for 
77% of the didactic component of PA 
education, with the remainder devoted 
to beha\ioral and social sciences. Edu­
cational programs for P A15 average more 
than 1004 contact hours of didactic in­
struction.17 These courses are typically 
followed by 9 to 15 months ofphysician­
supenised clinical education in both in­
patient and outpatient settings in ur­
ban, inner-city, and rural communities. 

In some AH Cs, 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 P Ab. 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 cunicula designed to 
promote primary care practice in under­
eerved 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.1' Many 
programs have successfully placed gradu­
ates in chronically underserved areas via 
decentralized educational project.s.18,li 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%).00 

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. 21 More recently, a sat­
ellite educational project developed by 
the University ofWashington-MEDEX 
Northwest Physician Absistant Program 
pro\ides 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 P A15 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 P AIMS degree in preventive medi­
cine is offered at the University of Iowa 
in Iowa City. 

AHC-Afflliated 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
AH C-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 AH C-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-ABC-sponsored students.:1:2 Conse­
quently, AH C-based PA programs may 
be better positioned than non-AHC­
based programs to contribute to the 
goals of the Health of the Public Pro­
gram23 by providing interdisciplinary di­
dactic and clinical education in popula­
tion-based competencies, by continuing 
emphasis on health promotion and dis­
ease prevention activities,24 and through 
PA faculty service and student rotations 
that augment community access to 
health care services. 

Funding Sources 

In 1993, 33 PA programs received 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.:1:2 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 strategie:: 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
BOring 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 
offederal support during the past 7 years 
has remained relativelv 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-ARC-sponsored programs.22 

Response to Federal Initiatives 

Educational programs for P As 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 P A15 in migrant health centers are 
jointly sponsored by the Health Re­
sources and Service Administration, Na­
tional Rural Health Absociation, Ameri­
can Academy of Physician Assistants, 
and Association of Physician Absistant 
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Table 1.-Physician Assistant Specialty Distribution, by Percentage, 1974 Through 1993• 

11174 11171 1981 1!184 1917 11193 
Specl•lty Na93ll Na3411 N-4312 Na6552 N-10112 N-14741 

Family practice 43.6 52.0 49.1 42.5 38.7 34.5 

General intemal medicine 20.0 12.0 8.9 9.2 9.5 9.5 

General pediatrics 8.2 3.3 3.4 4.1 4.0 2.3 

G-ral surgery 12.1 5.5 4.8 5.1 8.8 6.4 

Surgical specialties 6.8 6.2 7.7 12.5 13.8 20.6 

Medical speciallles 3.9 6.3 2.7 4.8 7.1 6.0 

Emergency medicine 1.3 4.9 4.5 6.4 6.5 8.2 

Occupational medicine 1.8 2.7 3.1 4.1 4.1 3.1 

Othert 4.3 7.1 16.0 11.3 75 9.4 

•Sources of data are references 10 and 29. 
tOther includes pediallic specialties, physical and rehabilitation medicine, psychiatry, public health, and radiology 

(all < 1'l'o): 3.3% W&nl not identified. 

Programs to promote PA practice in mi­
grant health settings. 

Faculty 
Educational programs for P As 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 P As 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.25 

As with most professional schools, no 
formal pathway exists for PA-specific 
educator training. Clinically experienced 
P As 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. 26 Of the PA program personnel 
identified as faculty in 1993, 13.6% held 
doctorate degrees, 35.2% held master's 
degrees, and 49.2% held bachelor's de­
grees. The remaining 2% held associate 
degrees (1 %) or were not reported.22 

Applicants and Students 

As with other health professions, in­
terest in PA education continues to in­
crease. In 1988, PA programs averaged 
86.l 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.22 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 2&-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.25 

CLINICAL SERVICES AND SETTINGS 

At present, approximately 23 350 P As 
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 P As 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. to The 28% of P As 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 
P As practice in communities with a 
population of fewer than 10 000, and 34% 
practice in communities with a popula­
tion of fewer than 50 000. More than 
86% of all graduate P As remain in full­
time clinical practice. to 

Changing Profiles 

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

P As is now more than 42%, increasing 
from less than 10% in the 1970s. AlIIOlt 
10% of PAs are ethnic minorities, and 
more than 32% are military veterans.18 

Nearly 35% of all P As are employed in 
private physicians' practices (either solo 
or group) and 28.5% practice in hospitals, 
with other P As distributed in health care 
settings such as managed care organi-
7.ations (7.3%), the military (4.6%), rural 
clinics (4.7%), Department of Veterans 
Affairs facilities (4.2%), and correctional 
facilities (2.5%). The remainder practfoe 
in nursing homes, inner-city clinics, and 
other clinical settings. Notable employ­
ment trends reveal fewer P As in family 
medicine and more PAs in medical and 
surgical subspecialties (Table 1). The pro­
portion of P As employed in hospital set­
tings reflects a relatively stable distri­
bution over the past decade (Table 2).27 

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.8 Despite 
the fact that most P As 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. m 

Income 

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 P As in all practice settings and spe­
cialties was $53 500, excluding fringe 
benefits and part-ti.me income. Those 
employed in surgical specialties earned 
an average of $60 800 per year.13 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.311 

PA Productivity and 
Cost-effectfveness 

The potential roles to be assumed by 
P As 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 employmenl The pro­
ductivity and cost-effectiveness of P As 
have been described and measured by 
the ti.me spent per visit, average num-
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Table 2.-Trends in Physician Assistant Practice Settings. by Percentage. 1981Through1993• 

1911 11184 1987 11193 
Prw:tice Setting Nm4312 "'"6552 N-3309 .... 14746 

Private allicet 35.8 J.4.5 33.2 J.4.6 

Hospital 29.5 31.3 286 28.5 

Ambula1ory dlniq 24.9 17.7 17.0 20.4 

Health maintenance organiza1ion NA§ NA 6.9 7.3 

Milllllry 9.4 7.3 7.6 4.6 

Othe~I 0.4 9.2 67 46 

•Sources ol data are relerenc:es 10 and 29. Data for 1987 ere from reference 29 only. 
tEllher SOio or group practice. 
tlndudes communrty-based public, priva1ely sponsorlld, lnner-dly. ~abuse, student health, corraclional 

medicine, and rural health d1nics. 
§NA indicates not available. 
!Other includes Veterans Alfairs (4.2"4) 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 activ:ity.4.,.'!J-34 In 1993, 
outpatient-based P As saw an average 
of22.l patients per day, compared with 
an average of 15.7 patients per day for 
inpatient-based PAs. 10 Although many 
variables are influenced by the actual 
practice setting, the evidence suggests 
that physicians can increase their prac­
tices' output by employing P As, and P As 
"are capable of carrying substantial pro­
portions of the work.loads of pr:imary­
care physicians. "'<!"31 

Quality of Care 

Indicators of the quality of care pro­
vided by P As 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, 
P As have been shown to provide care 
indistinguishable in quality from care 
pro,ided by physicians.4.3.1 Indirect in­
dicators of quality, such as physician 
acceptance and patient satisfaction, have 
also been favorable. 116.37 However, exist­
ing quality-of-care studies of mid.level 
providers have recently been criticized 
for being dated and methodologically 
flawed.3!1 The need for current data de­
rived by rigorous health services re­
search methods is clearly indicated. 

Responslblllty and Accountablltty 

State legislation governing PA scope 
of practice exempts P As from the urili­
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~ superiar, 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.'~1 1X?> Al­
though the supervising physician retains 
"vicarious liability," PA practice account­
ability has progressed from a delegatory 

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 
P As as the agents of their supen'ising 
physicians, and P As maintain direct li­
ability for the senices 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 P As under the 
doctrine of respond.eat superior. 

COMPARING PAs AND 
NURSE PRACTITIONERS 

A recent study estimated there are 
27 226 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.4('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 mid.level 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 P As and NPs.19 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 Jess distinct in some re­
gards; physicians contribute to NP edu­
cation, and NP and PA educators oft.en 
"cross-teach" between and among pro­
grams. In California, two prognuns 
jointly train P As and NPs within the 
same department, and approximately one 
third of California P As are also nurses.'1 

Although PA and NP clinical roles 
within managed care organizations and 

ambulatory settings are often regarded 
as interchangeable, reports comparing 
PA and NP productivity ha\'e differed 
in their findings. One study reported 
that both groups saw similar numbers 
of ambulatory adult patients in a large 
managed care setting,42 whereas another 
reported that PAs had more direct pa­
tient encounters and generated tv.'1ce 
the gross dollar income per day when 
compared with NPs.43 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 ad\'antages 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 P As and NPs directly 
reflect physician levels of task delega­
tion in their clinical productivity.' 

The practice of P As 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 pro\'1-
sions of Nurse Practice Acts. Research 
evidence clearly shows that the tasks 
described and roles performed by P As 
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 (P As) practice relationships with 
physicians.'4 This divergence may have 
important implications for both profes­
sions if health reform measures include 
greater roles for P As 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--0riented system of health care. 
However, the projected roles of P As in 
such a system are still undetennined. 
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 t-0 
prescribe, and the increased use of P As 
in hospital-based settings as a means of 
cost-control.'5(p7'What remains to be seen 
is the level of demand and the clinical 
practice settings in which PA services 
will be required. 

The federal goverrunent 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 P As and other 
midlevel providers in inpatient specialty 
settings. This may occur as a result of a 
PPRC-projected loss of 11000 residency 
slots.46 Among the PPRC recommenda­
tions was a call for increased funding for 
specialty-trained P As 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 ... .''2lPl 073> 

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 P As are initially em­
ployed in specialty settings, the more 
plausible solution to the potential de­
mand for more specialty-trained P As 
may be to increase the number of post­
graduate and master's level specialty 
programs. The projected number of P As 
who "'ill graduate in 1994 is 2100. If 
Title VII educational grants increase as 
projected, approximately 3300 P As 
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 P As 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.47 However, the distribution of PA 
practice settings will likely be influenced 
by a combination of market forces and 
reform initiatives. 

Hospital-Baaed PAa 
As the proportion of P As working in 

primary care practices declined during 
the 1980s, the proportion of hospital­
based P As remained relatively stable. 
However, the distribution of P As within 
hospital settings has changed, from 
fewer P As in hospital-based outpatient 
clinics to more P As in inpatient service 
roles. While P As employed in the sur­
gical subspecialties increased from 7.7% 
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in 1981to21.7% in 1993, PAs e~ployed 
in hospital settings ranged between 28% 
and 31.3% (Table 2). By 1992, 48.6% of 
practicing P As indicated at least some 
inpatient care responsibility.48 In many 
teaching hospitals, a combination of resi­
dency program retrenching, curtailed 
availability of international medical 
graduates, and cost~ntrol measures has 
contributed to expanded inpatient roles 
for P As. As a result, PA use in inpatient 
care roles in a wide variety of hospital 
settings has become commonplace. 

A recent study of 1690 hospital-based 
P As 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.48 Although the study 
was inconclusive in determining the lev­
els of resident physician/house officer sub­
stitution perfonned by hospital-based 
P As, the authors recognized the need for 
additional PA education in liability pro­
tection and risk management and addi­
tional research in levels of responsibility, 
outcomes, and privileging issues. 

PAa and Managed care 
The increasing management by for­

protit 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 P As assume a range of duties 
in a variety of clinical settings, it appears 
that physician attitudes toward P As play 
a major role in staffing decisions; thus, 
midlevel provider distribution among 
similar settings within the same organi­
zation can differ significantly.43 

In ambulatory managed care settings, 
P As 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.41 This finding is consis­
tent with observations made in rural 
private practices, urban ambulatory care 
clinics, and geriatric settings.19 ln a large 
group-model health maintenance orga­
nization, physicians and P As were found 
to see a similar number and type of adult 
ambulatory patients on an hourly, daily, 
and annual basis, and P As were em­
ployed at approximately 50% of physi­
cian costs.41 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 P As 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 ofphysicians.41 

BARRIERS TO PA PRACTICE 
In 1993, P As 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 P As. State leg­
islative and regulatory agencies main­
tain control over the patterns of utiliza­
tion of P As 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.3 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 P As. 

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 ofa referral 
system, frequent consultation, and peri­
odic review) are said to be synonymoll8 
with a well-designed health system.50 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.51 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. 

Prescrtpttve Authority 
A total of 35 states, the District of 

Columbia, and Guam authorize P As 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.62 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 P As 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%.63.!i4 

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 9fr210), 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 
P As. The practice of P As is also com­
plicated by state-by-state Medicaid re­
imbursement policies that remain incon­
sistent. The services of P As 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 P A's senices 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 P As, 
especially where on-site supervision is 
not always required, and where P As 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 oft.en 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 eurgery 
reimbursement may not exceed 65% of 
the physician rate. Medicare services ren­
dered by P As are always reimbursed to 
the PA 's employer; thus, these variables 
must be considered when detennining 
the most cost-effective use of P As. 

PAs AND HEAL TH 
SYSTEM REFORM 

The roles to be assumed by P As in the 
forthcoming health system reform ini­
tiatives are yet to be determined. Be­
cause PA education so closely resembles 
a condensed version of medJcal 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, AH Cs 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 pro\i­
sions affecting P As, but many questions 
relating to the prospective roles for P As 
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, t.2.4J>.t6.lil> the fact remains that P As 
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.6E 
The American Academy 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 
st.ate practice act.s.57 Nevertheless, if 
health system reform initiatives include 
a greater role for P As 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 Med.icine.581p.'lis> 

While the PA profession acknowledges 
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First Person I 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 ASS1STAm'S 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 providero 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 thing is, 
the patient very oft.en wants to see a 
PA because we have a little more time. 

In 35 states, plus the District of 
Columbia and the Armed Forces, PAS 
can write prescriptions. In Illinois we 
don't yet have prescriptive privileges, 
but I believe that'$ 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 Illinois, sometimes 
the doctor isn't around for a couple of 
weeks. So the P~$ really need pre­
scriptive privilege$ in those areas. 

The 'Ibuhy 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 2.1!-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 noti1ica­
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 PAS 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 
'Ibuhy 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 so 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. 
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 
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
c:i.an.s to spend with patients. I have 
the best of both worlds. P~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 
rm all for giving birth control to peo­
ple who are sexually active, I had a 
sense from talking to her that she 
WSSil'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 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-aistent. 

Th 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. • 

[riUroiew by free-lance writer Norma 
Libman. 
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HEALTH-CARE REFORM 

In S. Dakota, problem is plain too few doctors 
State 1!J>ifies f:!1e problems :~~ :.~. •,f:·\-.;. 
of medical care m rural areas ·- ~< 
By Richard Woll practitioners and county 
USA TODAY nurses a god9end for people In 

WALL, S.D. - Nestled be­
tween the Badlands and the 
Blacll Hills deep In cattle coun­
try, healUH:are reform ts a 
four-letter word: Dave. 

Forget managed competl· 
Uon, employer mandates and a 
menu of health plans. The 
rancher.i and farmers out here 
- 30 miles from the nearest 
doctor and hospital - are de­
pendent on physician ll!l!llstant 
Dave Custis for their care. 

small towns. The natton bas 
one doctor for every 400 peo­
ple; In South Dakota, It's one 
for 600. 

.. Distances. When emer­
gencies or lllnes!les are too 
much for thme front-Une med­
ics to handle, trs not unusual 
for expectant mothers, acci­
dent vtcttms or heart-ettack pa­
Uents to travel an hour or two 
to the nearest hospital. 

In the 1940s, South Dakota 
had doctors In 165 places. T1>­
day they're at Jll!ll 69 locations. 

'\ 

"I do all my own X-rays, I 
draw all the blood, I give all the 
shots," CUstls says, While Jll8' 
gllng his Wall Olntc caseload 
of colicky Infants, trail Medi· 
care pattents and occasional 
emergencies. "We're out here 
on the front line of medicine, 
and we don't have the technol­
ogy to go with tl" 

.. Money. Rising Insurance 
premiums and medical bills 
take a toll on a populatton dom­
inated by the elderly, the self­
employed and small buslnest- · es. Clinics and hospitals _.._ _ _. ___ .31...-, _______ _ 

By Mam- Kryget 
ON THE FRONT LINES: Physician assistant Dave Custis examines Betty Duri<er in Wal, S.D. The 
nation has one doctor for every 400 people; in South Dakota. It's one IOI' 600. 

The slice of rural America 
Hillary Rodham Olnton visits 
today In Lennox, S.D., needs 
health-care help far more ba­
sic than the complex Prescrlf>' 
Uons now under review In 
Washington. to solve problems 
far more life-threatening: 

.. Manpower. Doctor.i are 
hard to llnd and keep, making 
physician assistants, nurse· 

!ltru8gle to balance books, with 
lower federal reimbursements. 

All thme hardships come t1>­
gether In places like Wall, 
home of Wall Drug Store. Bill­
boards all along Interstate 90 
tout the store's ~nt colree 
and bulralo burgers. 

Custis sees 6,000 pattents an­
nually and sends some an hour 
away to Rapid Qty. The clinic, 
which lost Its lone doctor In 
1991, turned a S985 profit last 
year - far short of the mark 

needed to get CUsUs 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 multtple 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 U.S. population. but more 

than one-llalf of all Americans 
living In areas omctally desig­
nated as short on doctors. 

.. More than 14% of rural 
residents go without Insurance 
for at least a year; 18% of farm 
families tack Insurance. 

The South Dakota story Is 
like others. About I 00,000 resi­
dents. one-seventh of the popu­
latton, go "bare" - without In-

surance. Two-thirds of the state 
has a shortage of primary care. 

"Health care Is tentattve. 
You can't count on It," says 
Sen. Tom Dascbte, D-S.D~ as 
he pilots a plane to Wall to 
meet with ranchers. 

At the Wall Qlnlc, llUIJllln()­

grams are a road show from 
Rapid Qty, a dentist stops by 
once a week, and orthodontta 
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Is olrered every six weeks. 
Thirty miles east In Philip, 

two doctors stall' a clinic, 2~ 
bed hospital and JO.bed nur.r 
lfl8 home for the area's 3,500 
people. They're the only doc­
tors between Pierre and Rapid 
ary, a distance of about 150 
miles - and their stories Ith& 
trate the manpower problem. 

.. George Mangutts, 71, ts 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, U.S.· 
educated doctors recruited to 
help him have come and gone. 

"We are like a transit sta­
tion." Mangutls says. "We are 
struggling about how to make 
the ends meet" 

.. Coenraad Klopper, 46, ls a 
South African doctor recruited 
In 1991 from Saskatchewan af· 
ter battles over residency and 
certtllcatton. Unllke his prede­
cellOl'S, be has remained, but, 

as Mangulls reduces bis t 1, 
Klopper Is overworked. 

"We do anything wblcb 
comes along," he says. "Out 
here, you're It You don't have 
any olr Ume. You can't go any­
where, you can't do anything." 

To these and other rural 
Americans, heatth<are reform 
holds both proml!le and peril 

.. Among the promises are 
Incentives aimed at boosting 
the number of medical school 
graduates who enter prtmary 
care, placing them In rural ar­
eas and expanding the rotes of 
non-physician providers. 

.. Among the perils are addl­
Uonat cuts In Medicare, which 
could further reduce already 
restrictive rural reimburse­
ment rates, and a system of 
mandatory consumer purclla9-
lng groups that could prove dlf· 
lcult to Implement In apanely 
populated states. 

Those new alliances - pl1111 
mandates that employen 
provide Insurance, and prtce 
caps on Insurance premiums 
- are supposed to create Pres­
ident atnton's vision of ' 
aged competttton." 

But In Wall, where there's 
just one physician ll!lllstant 
few Insurance plans, there's no 
competltton to manage. 

Says Da9chle, a defender of 
the Qlnton plan: "There Is a re­
Bltzatton that you can't run 
South Dakota's health care pro­
gram like New York or Florida 
would run theirs." 



Assistants, 
nurses: same 
but different 

BJ Scott Ruuell 
The Capital 7'Jml!s 

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 physician 
assistant 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. I 
didn't see it as a prestige thing." 

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

Some phpician assistants 
claim their tni.ining is more sol­
idly rooted ; in diagnosis and 
treatmen~ ~(CiMsease than train-
ing for nurses.' · · 

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

llOlllCA STAllH-IHaDI 

University Hospital. 
"P As 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 

·Clinic. "I also learned about 
health maintenance and preven­
tion. I see our role here as keep­
ing patients as well as they can 
be." 

Patwell said she thought 
David Wilson, also a fourth- about going to school to be a 

year·~p A student, worked 10 physician assistant, but decided 
~ a registered nurse be-_ · against it because in her heart 
fM"making the switch. During she knew she was a nurse. 
some· Of those years he worked "The background of the nurse 
as·. the tranplant coordinator at ':7;· .. we are really professional 
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Lou Falllgant (above), president-elect of the Wisconsin Academy of 
Physician Assistants, entered the fteld when it was just getting off the 
ground In the mid 1970s. Woril was sporadic, but now the profesalon 
has reached Its strtde, Falllgant 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 physician 
assistant?' " .··. ·,:.::; .. ~ ... 
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r First ,Of st ate Is physician assist ants 
beQin entering the medical system 

By DONNA LEUSNER 

fbY§i~iep assistants are slowly 
beginrungo practice medicine along­
side New Jersev 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 or 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 or the health 
care team, especially one who can be 
hired after three years of classroom 
and clinical training for $40,000 to 
S60,000- less than half the price or a 
general practitioner. _ 

Beyond the walls or hospitals, 
physician assistants can be a valuable 
asset in community health f~cilities 

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 Rutgel. 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 6 
A 
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technologist and blood bank special· 
ist. 

"I wanted more patient contact," 
said Lew, a member or 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 fliends 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 
ftrst, 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 or the pediatrics depart­
ment at Jersey City Medical Center, 
said she too expected problems with 

Photo by Rich Kr1un 

Joseph Thornton, clinical coordinator of the physician assistant pro­
graf'!" at Robert Wood Johnson Medical School in Pisca1away, 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 
llght 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
sion8! working. It takes that long, here 
and m 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 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 
ftrst live 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 light. 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 . 



HealdH::an: ddivery is undergoill8 
r;icJjc;U surgery as lawmakers and 
providers grapple with chc nlJIXI to 
expand access to healch care with­
out compromisillg the quality of 
patient services. 

The g;ip between che demand for 
primary care ~d che number ~f 
av< e physiaan provide3 likely 
wiU be brid&ed by non-physician 
professionals, advance-practice 
nurses (APNs) and physician assis-

; (PAs). 
As APNs pursue a career agenda 

that will give chem more au­
tonomy, chey are encounrering op­
position from both doctors and 
PAs who say physician supervision 
is essential. 

How imponant is physician su­
perviSion of nurses and/or PAs to 
the integrity of the heallh-c:are sys­
tem? Should APN primary-care 
specialists-nurse practitioners­
be encouraged to wori: indepen­
denrly, that is, not under the direc­
tion of a physician? 

We asked a nurse practitioner, a 
physician assistant and a doctor 
who wori:cd as an RN for 15 
years to commenr on che emergin& 
independent role of nurse practi-
LJ :rs. (Our panel's telepbone-
con/Crcnce dialas bas been ediu:d 
for spaa:.) 

J Judge. RN, MSN, a cer-
tilied pnmary-care nurse practi­
tioner at che University Healch 
Service ar che UnivcrsJly of Cbica-
80, is chairperson of chc filinois 
Nurses Association Council of 
Nurse Practitioners, Chicaso. 

Roa Nelson, a certified physi­
cian assistant at Cedar Sprif18S 
MecJjcaJ Center, Cedar Sprinas, 
Mich., is che former presidcnr of 
the American Aaicbny of Physi-

As.sistants. 

Dr. Rebeaa Plltchia, a founh­
year resident in aneslhesiolOBy at 
Loma Linda University Medical 
Cenrer, Loma Linda, Calif, 
worlred as a registered nurse in 
critical care and pediatrics from 
1969 10 1984, before enterin& 
medical sdJool in 1985. 

J 
udgea Of course nurse 
practitioners should work 
independently within their 
scope of practice! Supc:Msion 
of nursing functions by a 

physician is llOl necessary. 
Collaboration with a physician, 
hl>We\U, for practical pwposa, is 
always necessary, unless a nurse is 
performing only nursing functions. 

There arc some areas of overlap 
(of nursing care and physician 
care), but I don't think supcnisioo 
is necessary. There arc many· . 
studies lhal show that. 

Nelson: Nursing activities arc 
best defined by the nuning profes­
sion it.sd[ My belief-and the be­
lief of the PA profes&on-is that 
the practice of medicine by p As re­
quire; the supervision of a physi~ 
ciao. And that supervision shOuld 
be defined by the physician,~ PA 
and the sta1e's practice code.. 

Patchlm I think there arc 
some (nwsin$ functions) that may 
not require direct physician super­
vision. Incidentally, I personally 
prefer the tmns collaboration and 
collaborative practice. 

Above all, we must remember 
that each patient is a whole person 
and that we can't diyide a hwnan 
beintl into ~ £ecritories of 
nurnng practJce (and) medical ... 
It's sometimes difficult to define 
where the nurse's scope of practice 
and the physician's scope of prac-

Professionally:S ite<i;;;; i 11g 

Do APNs need 
doctor supervision? 

NP, physician and PA face off 
tice begins and ends. 

But if there arc times when col­
laboration is indicalCd and neces­
sary, then I think we've answered 
the question: "Should nurses work 
independently?" I say no. 

Judge: I'm sort ofWJCOmfort­
able that we're (debating) indepen­
dent practice by nurses, even 
though nurses are out in rural areas 
(where physicians are ~) and 
practicing independently right 
now-and that's okay. 

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

munity, or an afiluent subwban 
community, or an inner-city ghetto. 
... The besl way to consislantly 
deliver quality health care is for all 
~r.i, 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 I 
refer to as the smoke and mirror.i 
of collaboration and supervision ... 
Hopefully, we aU know what our 
limitations are, and that's what 
mak.cs us adequate and good 
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profes&onals. 
We're aU intere5led in promoting 

better delivery of health<are 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 cd­
ucauon and backgrowid, is the in­
dividual to proWk that kind of 
diiu:tion and supervision. 

Judgel Nurse practitioners are 
not proposing to do medical care. 
We arc providing health care. Inci­
dentally, I just have to get on rec­
ord as saying I don't ll(!l'CC with the 
doctrine that the capwn of the 
ship is the physician. 

Reparter.: Who is better pre­
pared to provide primary care, a 
nurse practitioner who is working 
without direct supeMsion or the 
physician assistant who is alwa 
Wlder a physician's supccvision'fi' 

Patchin: Obviously, it's nice tD 
have ~ black and white. I per­
sonally don't see that you can say 
who is besl and who is wone. You 
have to look at the educational 
preparation and the situation. 

Nelaolu I really don't think ed­
ucation is the issue. The issue is 
the (provider's) qualifications to 
completely take care of patients. 
P As arc trained in the physician 
model; they're trained to manage 
patients USlllJ the same approach:s 
that arc taught to physicians. 

Judge: I don't think we have 
to decide who's besl prepared to 
give care. The fact is there arc not 
enough primary-care providen. 

Nelson: The bottom line is the 
safe practice of medicine by PAs 
reqwrcs a supervisory relationship. 

And that . ry rdationship is . 
determined~ law, the physi­
cian and the practicing p A.. 

The team approach to health 
care is still the most effective 
model for delivery of healtlH:are 
services. . . . P As arc pan of that 
equation. 

Juclgea (Expanded) primary 
healtlH:are services are basic to ef­
fective healllK:are refonn .. : 
What's really important to nune 
practitioners, so we can continue to · 
provide access to that care, is pro­
fes.Yonal ~tion, (which in­
cludes) prcscnptive authority and 
direct reimbwsemenL 

htchin: I worud (as an RN) 
in a physician's olfice for a )UI' · 
with a family practicer and a pcdia- , 
trician, and was using some oo-lhe­
job training skills al that time to do : 
pediauic well-baby chcW and 
female physical assc5lllClllS .•. 
When I looked al my future life 
and career, I made a decision to go 
(to medical sdiool), rather than to 
go into~ nwW!g. 
1bat was a conscious decision. 
And it was based on my belief 
then, and my continuing belief, 
that the physician is the captain o( 
the ship. 

We need to ensure that our 
citizens have aro:ss to quality 
health care. I believe the best way 
to ensure that is through a team or 
collaborative approach. And to me, 
that docs not mean having inde­
pendent (APN or PA) practiocs. 
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'War' looms 
as APNs seek 
independence 

Chicago Tribune June 30, 1993, Special 

By Mary Petel'SOfl Kauffold, RN 
!'lettion 

A 
dvance-practice nurses are detennined to shed 
~e last ve:stige of their physician handmaiden 
unage and wm the respect, autonomy and re­
mune_ra~on that they sa still dudes them­
even if It takes an act or CO~ in the name 

of health-care refonn. , 
~th physician an~ nurse groups are marshalling 

therr member forces m what may be the most volatile 
health-care turf battle in a long time. 

At ~e "is money and control," said Nancy 
McGmn, RN, MSN, a certified nurse practitioner who 
is a staff specialist in workplace advocacy for the 
American Nurses ~on. 

The ANA's position is clear: The time is long over­
due to make prescriptive privileges and direct reim­
burse!llent for services legal nationwide for advance­
pract:Jce nurses (APNs), who count among their ranks 
ab:out,30,000 nurse practitionm, 5,000 nurse 
nudwives, 40,000 clinical nurse specialists and 25,000 
nu~ anesthetists. 

The ANA solution to the shortage of primary-care 
f!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 les.s money," asserts an ANA publication. 

"That's where the rubber hits the road," said Dr. M 
~oy Schwarz, senior vice president of medical educa­
bon and science at the American Medical Association. 
"That's where the professions sharply divide. We'll for­
~ be divided on that issue, because medicine 
believes nurses are not adequately trained to play the 
role of doctor." 

"The quality-of-care argument just doesn't bold 
~ter," said 'an Towers, PhD, a certified nurse practi­
boner and director of governmental affam and re­
search for the American Academy of Nurse Practi­
tioners. "We've been provi~ primary care for 25 
~· and our insurance liability rates are extremely 

APNs are not trying to be ~physicians, 
~ McGinn. Thcir foal JS not to practice medi­
ane. APNs seek to provide healtlK:are services that 
are clearly within their scope of nursing expertise and, 
~ f!iey so ch~. to provi~ them independent of phy­
SJCJan SUpeMSJOn, she said 

This, however, amounts to a call to political arms 
for the AMA, said Schwarz. "I think we're C to 
have a temble political fight," he said "It's going 
on at the state level, with skirmishes here and there 
... but ~·s reached a level where they [nurses) are 
challengmg some fundamental mumptions on which 
the profCMion of medicine is built." 

'T hey [~A officialsl think this is the time-in this climate of heaf th-<:are refonn, cost contain-
n:ient and [shortage) of primary-care physi­
cians-to press theJJ" agenda. ... I've tried to 

. .tell ~pie .in leadership roles in nursing that a 
war JS inevitable [if they continue their efforts)." 
. The fray is complicated by a third ~up-a con­

bngent of an estimated 25,000 physician assistants 
(PAs). PAs perform many of the same services as 
~Ns, but always work under the supervision of phy­
SJClanS. 

Tradition has long lumped APNs and PAs together 
1 under the umbrella title of physician extenders. 6ut 

many nurses regard the tenn as demeaning. APNs 
contend they are not extensions; they are collaborators 

1 
with physicians. They point out that most APNs have 
a master's degree, whereas P As can practice after they 
complete a 24-month training program and ~ a 
national certification exam. 

PAs square off opposite nurses in the supervision 
debate. The doctrine that the healtlK:are team has one 
captain, and that person is the physician, is ~ 
dogma at the American Academy of Physician Asm-

1 tants. 
Physi~ have a \'CSted interest in promoting the 

~~as-captive-workfoi:ce model, said McG-inn. "Phy­
SJClanS con!JOI everything completely with P As; they 
control their practices and they control their salaries," 
McGinn said 
~y heal~ payers-incl~ gO\lmlJ11Cllt 

agencies, health insurance comparues and health main­
tenance orpniz.ations-have virtually held APN inde­
pendence hostage by funneling nurses' fees through 

See War, pa.2 
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supervising physicians who may do lit­
tle more than sign-off on claim forms 
said Leah Binder, director of public ~­
latio~s 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 
APNs 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 
~attle, physician scrutiny of nurses 
li~ely would be the fodder, said Linda 
Tmson, RN, BSN, a cenified 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."' 
W~a~ ~u~ can ~o legally on their 

own Jrut.Jat.Jve remams bfurred 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 
A?Ns? ·:~ithin two years," predicted 
Bmder, instead of calling your doctor 
when vou're sick, you'll call your 
nurse.'' 

Mary Peterson Kauffold is a Chicago 
freelance writer. 


