
 

TO:   Members of the Hawaii State House Consumer Protection & Commerce Committee 

FROM:   American Academy of PAs 

DATE:  February 22, 2019 

SUBJECT: House Bill 935  

 

Dear Committee Members, 

I am writing on behalf of the American Academy of PAs (AAPA) to express our deep concern about the action 

taken by the Hawaii House of Representatives to indefinitely delay consideration of H.B. 935.  AAPA represents 

the more than 131,000 PAs nationwide, as well as the more than 350 PAs who currently practice in Hawaii.  PAs 

practice in all medical and surgical specialties, and in all 50 states, the District of Columbia, U.S. territories, and the 

uniformed services. 

We are concerned that the action to delay may have been a reaction to testimony provided by the American 

Osteopathic Association (AOA) and the Hawaii Association of Osteopathic Physicians and Surgeons (HAOPS).  In 

the event that is the case, we would like to call your attention to the significant distortions and outright 

falsehoods in the AOA/HAOPS testimony, as follows:  

• AOA/HAOPS’ claim that the Physician Assistant Education Association (PAEA) opposes AAPA’s Optimal Team 

Practice (OTP) policy is unequivocally false.  The May 8, 2017 PAEA report cited in their testimony was written 

in response to a draft proposal, which was subsequently modified and adopted by the AAPA House of 

Delegates with the explicit support of PAEA on May 21, 2017.   

• Like AOA/HAOPS, AAPA and OTP policy support a “team” approach to medical care.  In fact, the first tenet of 

OTP calls for laws and regulations that “emphasize PAs’ commitment to team practice.”   

• AOA/HAOPS persist in their false and inflammatory claim that PAs seek to practice “independently” and 

inaccurately describe H.B. 935 as allowing “PAs to obtain independent practice.”  AAPA policy does not seek 

independent practice for PAs, and neither H.B. 935, nor S.B. 1406, would permit it.  OTP seeks only to remove 

provisions in state laws that require PAs to have practice agreements in place with individual physicians in 

order to practice.  As more physicians and PAs are practicing in groups, the requirement for PAs to have an 

agreement with a specific physician is increasingly difficult to manage, and puts all providers involved at risk of 

disciplinary action for administrative infractions that are unrelated to patient care or outcomes.  Both H.B. 935 

and S.B. 1406 address this issue by allowing PAs to have a single collaboration plan (covering multiple 

physicians) on file with the medical facility that employs them or with the Hawaii Medical Board.   

• Contrary to what AOA/HAOPS may “believe” about PAs, the Federal government (including the U.S. House of 

Representatives and U.S. Senate) has determined that PA education and training qualifies them to deliver 

primary care services to patients.  Since passage of the Affordable Care Act in 2010, PAs have been one of 

three healthcare professions (along with physicians and nurse practitioners) who are authorized to provide 

primary care.  Indeed, many PAs have their own patient panels and often serve as Medicare beneficiaries’ 



 

principal healthcare professional.  In rural and other medically underserved communities, a PA may be the 

only healthcare professional physically located in the community.  This does not mean that PAs are practicing 

alone; PAs regularly consult with and refer patients to physician specialists and other healthcare providers via 

phone and other means of communication, as indicated by the patient’s condition and the standard of care, 

and in accordance with the PA’s training and experience.  Just like physicians, PAs who fail to adhere to these 

requirements are subject to disciplinary action by the State Medical Board.  

• AOA/HAOPS’ assertion that H.B. 935 would extend authorization of controlled substances to “another class of 

providers” who would contribute to “prescription drug abuse, misuse and diversion” is false on both points.  

First, H.B. 935 does nothing to change the prescription authority of PAs in Hawaii.  PAs were first granted 

prescribing authority in Hawaii in 1995, and were authorized to prescribe Schedule II medications in 2015.  

Second, there is no evidence that PAs have disproportionately overprescribed controlled substances.  Indeed, 

PAs have been on the forefront of the fight against prescription drug abuse.  AAPA is a founding partner of the 

Collaborative on Risk Evaluation and Mitigation Strategy (REMS) Education (CO*RE).  Since 2013, AAPA has 

provided more than 120 hours of free instructional content to more than 10,000 PAs, including education 

about pain management treatment guidelines, early detection of opioid addiction, and the treatment and 

management of opioid-dependent patients.  Since the passage of the Comprehensive Addiction and Recovery 

Act in 2016, AAPA has also collaborated with the American Society of Addiction Medicine to provide a free 24-

hour training program that enables PAs to obtain waivers to prescribe buprenorphine for opioid use disorder 

or addiction treatment. To date more than 3,750 PAs have enrolled and more than 2,000 have successfully 

completed the training program.  

• Contrary to AOA/HAOPS’ assertion, there is nothing in either bill that allows PAs to “circumvent current, 

standardized requirements for medical licensure.”  PAs do not seek to be licensed as physicians, and these bills 

would not permit it.  

• AOA/HAOPS is woefully misinformed about PA education.  Contrary to their claim that PAs “complete a four-

year bachelor’s degree,” a review of publicly available reports from PAEA shows that there were 223 

accredited PA programs nationwide in 2017, of which 99% award a master’s degree.1  By January 1, 2021, all 

PA programs must be at the master’s degree level.  Furthermore, among currently certified PAs in 2017, only 

24% did not hold a master’s degree2, and most of those graduated from PA programs many years ago, with an 

average of 22 years as practicing PAs.3   

• AOA/HAOPS has mischaracterized the composition of the national certifying organization for PAs, which they 

claim is “comprised of other PAs.”  The National Commission on Certification of PAs (NCCPA) has an 18-

member board of directors. The composition of that board includes 11 PAs (one of whom is an appointee of 

                                                
1 https://paeaonline.org/wp-content/uploads/2018/10/program-report-33-20181012.pdf 
2https://prodcmsstoragesa.blob.core.windows.net/uploads/files/2017StatisticalProfileofCertifiedPhysicianAssistants%206.27.
pdf 
3 2018 AAPA Salary Survey, custom analysis. 

https://prodcmsstoragesa.blob.core.windows.net/uploads/files/2017StatisticalProfileofCertifiedPhysicianAssistants%206.27.pdf
https://prodcmsstoragesa.blob.core.windows.net/uploads/files/2017StatisticalProfileofCertifiedPhysicianAssistants%206.27.pdf


 

the Federation of State Medical Boards).  It also includes five physicians, including one appointed by AOA, one 

appointed by the American Medical Association (AMA), one appointed by the American College of Physicians 

(ACP), and two at-large physician directors.  Two directors are “public” at-large directors; the individuals 

currently holding those positions hold graduate degrees in healthcare administration and public health.  They 

are correct, however, that there is a single certifying agency for PAs, which means that, unlike physicians who 

have a number of choices with regard to certifying agencies, PAs across America are all held to the same high 

standards for certification and recertification.  

 

• Evidently, AOA/HAOPS had hoped that no one would actually read the documents and articles they cite to 

support their assertions.  We offer the following observations regarding those articles, and encourage both 

AOA and HAOPS, as well as others who may question the ability of PAs to provide high quality patient care, to 

review the annotated bibliography on AAPA’s website (https://www.aapa.org/wp-

content/uploads/2019/01/AAPABibliography2017.pdf). 

o The citation4 provided by AOA/HAOPS to support their assertion that “PAs who currently practice with a 

bachelor’s degree do not necessarily possess any clinical experience” directly contradicts that assertion.  

First, the citation is for “preadmission” requirements for a Masters of Physician Assistant Studies program 

at UT Southwestern Medical Center; it has nothing to do with the 2,000 hours of clinical rotations that are 

required as part of the PA program curriculum.  Second, the citation makes clear that patient care 

experience is, in fact, a prerequisite for admission to the program.  It states: “Applicants should 

demonstrate evidence of completion of patient care experience prior to submitting the CASPA application. 

We do not require a minimum number of hours.  Examples of acceptable patient care experience include, 

but are not limited to: EMT, paramedic, nurse, scribe, medical assistant, CNA, ER tech, physical therapy 

aide, phlebotomist, pharmacy tech, clinical research assistant, etc. Student training experiences such as 

student nurse, student EMT, student athletic trainer, or other healthcare student training may be 

considered as clinical hours.”  The reality is that incoming PA students bring with them a wealth of patient 

care experience—an average of more than 3,000 hours of direct patient contact experience—in such jobs 

as paramedic, athletic trainer, or medical assistant.5   

o The citation6 provided by AOA/HAOPS to support their assertion that “research shows” that PAs 

overprescribe medications was, in fact, a study that only considered the prescribing patterns among nurse 

practitioners (NPs) and physicians for Medicare patients.  That study found only that NPs’ patients 

received, on average, one more 30-day prescription per year than primary care physician patients, but 

that the mean duration for an NP prescription was 3 days shorter.  The authors also note that “differences 

in state scope of practice laws did not affect these prescribing patterns.” 

                                                
4 https://www.utsouthwestern.edu/education/school-of-health-professions/programs/physician-assistant-
studies/admissions/requirements.html#preadmission 
5 Physician Assistant Education Association. By the Numbers: 30th Report on Physician Assistant Educational Programs in the 
United States, 2015. Alexandria, VA: PAEA; 2015 
6 https://www.journalofnursingregulation.com/article/S2155-8256(17)30071-6/fulltext 

https://www.aapa.org/wp-content/uploads/2019/01/AAPABibliography2017.pdf
https://www.aapa.org/wp-content/uploads/2019/01/AAPABibliography2017.pdf


 

o The citation7 provided by AOA/HAOPS to support their assertion that “research shows” that PAs issue 

“poorer quality referrals” to specialists consisted of a review by 5 physicians of all 160 referrals by NPs and 

PAs, compared to 160 randomly selected referrals by physicians, at a single academic medical center.  The 

study did not look at NPs and PAs separately, so no conclusions were or can be drawn specifically 

regarding PAs.  But even if one assumes that there were no differences between PAs and NPs, the study 

did not conclude that they were less likely than physicians to refer patients to specialists or that they were 

making referrals inappropriately.  

o The citation8 provided by AOA/HAOPS to support their assertion that “research shows” that PAs order 

unnecessary diagnostic imaging was a study comparing the amount of imaging ordered by APCs (NPs and 

PAs) compared to physicians, among a 5% sample of Medicare patients in 2010-2011.  The study did not 

look at PAs separately from NPs, so no conclusions can be drawn specifically about PAs.  It found that, 

combined, NPs and PAs order 0.3% more images than physicians, which the authors described as 

“modest.” The study also concluded that “[E]xpanding the use of APCs may alleviate PCP shortages” and 

further noted that “[A]lthough the optimal use of APCs is still under debate, recent literature reviews 

report that selected patient outcomes for many specific conditions are no worse when care is managed by 

APCs rather than physicians.” 

• Critically, AOA/HAOPS’s description of H.B. 935 is misleading.   

o A number of their claims about what the bill “does”, including permitting PAs to engage in “autonomous 

medical decision-making, diagnosing and providing medical treatment, ordering and interpreting 

diagnostic studies,” are already permitted under current law.   

o Their assertion that “no other healthcare provider’s oversight is determined on an individual basis” is 

clearly untrue, since both physicians and nurses are subject to oversight that is determined at the practice 

level.  

o Contrary to their assertion, there is no need to establish malpractice insurance requirements for PAs in 

law, just as there is no need to do so for physicians.  Employers either provide or require providers to have 

malpractice insurance.  And it is in the self-interest of every provider, including PAs, to carry such 

insurance now and in the future. 

o To imply that the bill should require PAs to provide care in rural areas or to underserved populations 

represents the height of duplicity, since AOA/HAOPS apparently agree that physicians are not doing so.  In 

fact, more than 15% of PAs worked in a rural area in 2018, and many more worked in medically 

underserved communities.9  

Finally, we note with dismay that AOA/HAOPS appear to be motivated largely by their desire to protect and 

promote the financial interests of their physician members.  This guild mentality is not good for patients and not 

good for healthcare.  A federal report, issued in December 2018 by the U.S. Departments of Health and Human 

Services, Treasury, and Labor, agrees.  That report notes that “[R]igid ‘collaborative practice agreement’ 

                                                
7 https://www.mayoclinicproceedings.org/article/S0025-6196(13)00732-5/abstract 
8 https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/1939374 
9 American Academy of PAs. 2018 AAPA Salary Report. Alexandria (VA): American Academy of PAs; 2018.  

https://www.hhs.gov/sites/default/files/Reforming-Americas-Healthcare-System-Through-Choice-and-Competition.pdf


 

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.”10  

The report also supports the inclusion of PAs and physicians who work with PAs on the state medical board, as 

H.B. 935 would do.  It warns of the danger inherent in having a board composed entirely of physicians regulating 

PA practice, noting “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, and the board members are themselves active 

market participants with a financial stake in the outcome.”11   

In light of the many benefits that H.B. 935 would confer on the people of Hawaii, as well as the numerous 

outrageous claims and complete falsehoods contained in the AOA/HAOPS testimony, we respectfully ask that the 

Committee’s decision to postpone consideration of H.B. 935 be reassessed.   

 

Sincerely, 
 

 
 
Jonathan E. Sobel, DMSc, MBA, PA-C, DFAAPA, FAPACVS 
President and Chair of the Board of Directors 
 

 

                                                
10 U.S. Department of Health and Human Services, U.S. Department of the Treasury, U.S. Department of Labor. Reforming 
America’s Health Care System Through Choice and Competition. Washington, D.C.; December 2018: p. 35. 
11 U.S. Department of Health and Human Services, U.S. Department of the Treasury, U.S. Department of Labor. Reforming 
America’s Health Care System Through Choice and Competition. Washington, D.C.; December 2018: p. 32. 


