Reforming America’s Healthcare System Through Choice and Competition
Statements Relevant to the PA Profession
In December 2018, a joint report was issued by the U.S. Departments of Health and Human
Services, Treasury, and Labor examining recommendations to improve healthcare marketplace
competition. The report, titled “Reforming America’s Healthcare System Through Choice and
Competition,” includes several recommendations to improve PA practice and remove barriers to PA
licensure. Below are selected quotes and recommendations from the report, with the Administration’s
citations when appropriate.
General:
•

“Health care markets could work more efficiently and Americans could receive more effective,
high-value care if we remove and revise certain federal and state regulations and policies that
inhibit choice and competition.” (Page 1 – Letter).

The Movement of Physicians from Private to Group Practice:
•

“Hospitals have increasingly been acquiring physician practices. One study reported that the
share of physician practices in the United States owned by hospitals doubled over the period
2002-2008.1 Another study examined the effect of the acquisition of physician practices by
hospitals on prices and expenditures over the period 2007-2013. It reported that hospitals
acquired 10 percent of the physician practices in their sample during their sample period.”2
(Page 28).

•

(Graphic): In 2010, 27.7% of primary care physicians worked for a hospital or healthcare system,
30.7% were part of a medical group, and 41.6% were in independent practice. In 2016, 43.5% of
primary care physicians worked for a hospital or healthcare system, 21.2% were part of a
medical group, and 35.3% were in independent practice.3 (Page 28) (See Figure 1).

•

“In its 2013 Report to Congress, the Medicare Payment Advisory Commission (MedPAC), an
independent, non-partisan, Congressional support agency, similarly reported that while the
number of physicians and dentists employed by hospitals was relatively constant from 1998 to
2003, it increased by 55 percent from 2003 to 2011.”4 (Page 29).
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•

“[A] survey by the Medical Group Management Association found a 75 percent increase in the
employment of doctors by hospitals between 2000 and 2012.”5 (Page 29).

Benefits of Removing Barriers to PA Practice:
•

“Government policies that reduce the available supply of qualified healthcare service providers
or the range of services they may safely offer can increase the prices paid for healthcare
services, reduce access to care, and suppress the benefits of competition and innovation in
healthcare delivery. Such regulations can also unnecessarily limit the types or locations of
providers authorized to practice or the range of services they can provide.” (Page 30).

•

“[…] [P]hysician assistants (PAs),6 […] can safely and effectively provide some of the same
healthcare services as physicians, in addition to providing complementary services.” (Page 33).

•

“[…] [R]esearch suggests that allowing allied health professionals to practice to the full extent of
their abilities is not a zero sum game for other medical professionals, and may actually improve
overall health system capacity.”7 (Page 34).

•

“[…] [R]igid ‘collaborative practice agreement’ requirements can impede collaborative care
rather than foster it because they limit the ability of healthcare professionals to adapt to varied
healthcare demands, thereby constraining provider innovation in team-based care.”8 (Page 35 –
note this citation relates only to APRNs).

•

[…] [M]any states have granted full practice authority to APRNs, but there is significant room for
improvement in other states and for other professions.” (Page 35).

•

“Recommendations […]
o

States should consider changes to their scope-of-practice statutes to allow all healthcare
providers to practice to the top of their license, utilizing their full skill set.

o

The federal government and states should consider accompanying legislative and
administrative proposals to allow non-physician […] providers to be paid directly for
their services where evidence supports that the provider can safely and effectively
provide that care.

o

States should consider eliminating requirements for rigid collaborative practice and
supervision agreements between physicians […] and their care extenders (e.g., physician
assistants […]) that are not justified by legitimate health and safety concerns.” (Page 36).
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Licensure, Competition, and Regulatory Boards:
•

“Government rules restrict competition if they keep healthcare providers from practicing to the
‘top of their license’ – i.e., to the full extent of their abilities, given their education, training,
skills, and experience, consistent with the relevant standards of care. Such rules, including
restrictions on the appropriate use of telehealth technologies, unnecessarily limit the types or
locations of providers authorized to practice, or the range of services they can provide, in
contrast to regulations tailored to address specific and non-speculative health and safety
concerns.” (Page 30).

•

“… [Scope of practice] restrictions limit provider entry and ability to practice in ways that do not
address demonstrable or substantial risks to consumer health and safety.”9 (Page 31).

•

When state regulators impose excessive entry barriers and undue restrictions on [scope of
practice] for particular types of providers, they often are not responding to legitimate consumer
protection concerns. There is a risk that healthcare professionals with overlapping skill sets will
seek these restrictions; they view [scope of practice] restrictions as an easy, state-sanctioned
opportunity to insulate themselves form competition.”10 (Page 32).

•

The risk of anti-competitive harm may be even greater when the regulatory board that imposes
[scope of practice] restrictions on one occupation is controlled by members of another,
overlapping occupation that provides complementary or substitute services,11 and the board
members are themselves active market participants with a financial stake in the outcome.”12
(Page 32).

•

“State-based licensing requirements, by their nature, inhibit provider mobility.13 These
requirements add time and expense when healthcare providers seek to move or work across
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state lines. Markets cannot be as responsive to economic change when workers cannot easily
move to meet the demand for their services.14 (Page 36).
•

“State-based licensing also often inhibits delivery of healthcare services across state lines by
making it more difficult for qualified healthcare professionals licensed in one state to work in
another state, even though most healthcare providers complete nationally certified education
and training programs and sit for national qualifying exams.”15 (Page 37).

•

“Appropriate standards of care do not differ from state to state. Yet, even when a profession’s
underlying standards are national in scope, and when state licensing requirements are similar
throughout the United States, the process of obtaining a license in another state is often slow,
burdensome, and costly.”16 (Page 37).

Payment/Reimbursement:
•

“For patients to realize the benefits of changes to state [scope of practice] restrictions, state
Medicaid programs would need to reimburse allied health professionals independently for their
services.” (Page 34).
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